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EXECUTIVE SUMMARY 

i. BACKGROUND 

In 1980, the Diarrhoeal Disease Control Programme of the World Health Organization (WHO) 
made a request of Dr. Katherine Elliott1 to produce a newsletter dealing with oral rehydration 
therapy (ORT) and other aspects of diarrheal disease control and prevention. With a grant of 
$40,000 from WHO and the United Nations Development Programme (UNDP), Diarrhoea 
Dialogue2 (DD) was born with a first print run of 2,500 copies. Following the First 
International Conference on Oral Rehydration Therapy (ICORT I) in 1983, the Appropriate 
Health Resources and Technologies Action Group, Ltd. (AHRTAG, publisher of Dialogue on 
Diarrhoea)submitted a proposal to A.I.D. outlining their objectives for the newsletter as well 
as their financial needs to expand production and distribution. Aware of the potential reach and 
impact that the newsletter could have, A.I.D. signed a two-year Cooperative Agreement (CA) 
with AHRTAG on August 10, 1984, to expand Dialogueon Diarrhoea'scirculation. Since then, 
resource inputs have amounted to an average of $353,245 annually for seven years. Two 
evaluations have been held since the initial Cooperative Agreement was signed with AHRTAG 
and both have recommended continued A.I.D. support for the newsletter. The project authority 
under which the CA is funded, ORT-HELP (project number 936-5939), has a Project Assistance 
Completion Date of December 31, 1993. Funding for the CA under this project totals 
$2,472,701, the last increment of which was provided in the amount of $237,029 in May of this 
year. 

Objectives of This Evaluation. This evaluation assesses the extent to which AHRTAG has 
achieved its implementation plans for fiscal years 1988 through 1991 and responded to the 
evaluation recommendations made in June of 1987. Further, the evaluation examines the validity 
and progress of the project in terms of its original goals, and discusses directions for the future. 
An A.I.D. drafted scope of work is the yardstick used by the team to measure AHRTAG's 
performance and progress and provides the framework for technical discussions. 

'Founder, DiarrhoeaDialogue and Scientific Editor of newsletter since its inception. 

2DiarrhoeaDialogue, the official name of the newsletter when A.I.D. entered into the 
Cooperative Agreement with AHRTAG, was changed in 1985 to Dialogue on Diarrhoea. 
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Evaluation Methodology. Two methods of data collection are used for this evaluation: review 
of secondary data3 and interviews (see Annex A for a list of people interviewed). Interviews 
and document review were conducted in Washington, D.C. as well as at project headquarters in 
London, England. A field perspective was gained from individuals visiting the Washington area 
for the National Council for International Health Meeting, June 1991 and the MotherCare 
Project's Technical Advisory Group Meeting, also held June 1991. 

If. GOALS/OBJECTIVES IN AGREEMENT 

The stated goal of the original Cooperative Agreement was to: 

expand the dissemination of information on all aspects of diarrheal diseases, with 
special emphasis on Oral Rehydration Therapy (ORT), to LDC leaders, health 
providers and international donors' staffs. In order to achieve this goal, this 
Agreement will provide funds 1) for the support and expansion of the English and 
French editions of the quarterly newsletter, DiarrhoeaDialogueand other technical 
material as requested by A.I.D.; 2) for the distribution of back copies of Diarrhoea 
Dialogue; and 3) for exploring and initial support of new translations of Diarrhoea 
Dialogue. 

While the goal of the original Cooperative Agreement remains valid, the scope of AHRTAG's 
activities or project outputs has evolved. Amendments have not been used to articulate changes 
in AHRTAG's scope of work. Instead, AHRTAG's current scope is the result of: 1) various 
A.I.D. memoranda; 2) recommendations made during the 1985 and 1987 evaluations; and 3) 
annual implementation plans, the content of which has been largely driven by the 1985 and 1987 
evaluation recommendations. 

m. PROJECT ACCOMPLISHMENTS 

Because of support from A.I.D. and other donors over the last seven years, 350,000 copies of 
Dialogueon Diarrhoeaare circulated in ten languages worldwide; actual readership is estimated 
to be close to 2 million readers. Over the seven year period of A.I.D.'s funding, AHRTAG has 
achieved dynamic growth as an institution. Fundraising efforts have provided Dialogue on 

3A number of project-related documents assisted the team in reaching its conclusions and 
recommendations. They include: 1) original Cooperative Agreement; 2) seven project 
amendments; 3) A.I.D. memoranda; 4) AHRTAG proposals, implementation plans, activity 
reports; 5) project evaluation reports; and 6) other miscellaneous material. 

-2­



Evaluation of Dialorum on Dianoea 

Diarrhoeawith steadily increasing revenues from sources other than A.I.D. AHRTAG has 
reduced its dependency on A.I.D. by 39% for all language editions of Dialogue on Diarrhoea 
(see Table 1). 

TABLE 1.
 
FUNDING FOR Dialogue on Diarrhoea FYs 1984-1991
 

(In 000's - Rounded)
 

Funding 
Source 

YR 1 
84-85 

YR 2 
85-86 

YR 3 
86-87 

YR 4 
87-88 

YR 5 
88-89 

YR 6 
89-90 

YR 7 
9-91 

A.I.D. 413.0 295.0 367.7 410.0 400.0 350.0 237.0 

Non-A.I.D. 73.4 52.0 160.0 189.6 198.0 233.5 277.5 

%A.I.D. 85% 85% 70% 68% 66% 60% 46% 
Contribution 

%Non-A.I.D.
 
Contribution 15 % 15% 30% 32% 34% 40% 54%
 

AHRTAG remains largely dependent on A.I.D. support for the English and French editions (see 
Table 2). 

TABLE 2. 
A.I.D. SUPPORT FOR ENGLISH (LONDON), ENGLISH (INDIA), 

FRENCH 	AND TAMIL EDITIONS OF Dialoaue on Diarrhoea 
(Percentages) 

NO. OF COPIES PERCENTAGE 
English Edition DD (London) 

A.I.D. support 100,000 copies 87% 
Other Donor Support 15,000 copies 13% 

English Edition DD (India) 
A.I.D. support 30,000 copies 100% 
Other Donor Support 0 0% 

Tamil Edition DD 
A.I.D. support 25,000 copies 50% 
Other Donor Support 25,000 copies 50% 

French Edition DD 
A.I.D. support 15,000 copies 100% 
Other Donor Support 0 0% 
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AHRTAG has achieved better funding diversification for its entire portfolio of projects and 
activities. Whereas Dialogue on Diarrhoearepresented 60.9% of the organization's portfolio
in 1986, it now represents only 28.7%. 

Overall, AHRTAG has achieved a number of impressive accomplishments since 1987, including: 

" 	Regular production of the A.I.D.-supported English, French and Tamil editions of 
Dialogueon Diarrhoea; 

* 	 Regular production and distribution of Dialogue on Diarrhoeain Portuguese, Chinese, 
Bangla; 

" 	A new translated edition in Nepali initiated at the end of 1989 by the Health Learning 
Materials Programme in collaboration with the Ministry of Health, UNICEF, WHO, and 
Save the Children Fund; 

" 	 New funding commitment from the Dutch government, enabling regular production of 
Dialogueon Diarrhoeain Spanish; 

* 	Funding commitment from USAID/Islamabad for English version of Dialogue on 
Diarrhoeaspecific to Paldstan and UNICEF/Islamabad funding commitment for Urdu 
inserts/supplements; 

" Initiation of a subscription system for developed country readers, resulting in a steady 
annual income of approximately $5,000; 

" Maturation and growth of the Resource Center as an information support to all of the 
newsletters produced by AHRTAG. 

" Management restructuring, resulting in improved staff morale, commitment and motivation; 
" Adoption of new computer software for accounting, resulting in improved financial tracking 

and reporting. 

IV. TECHNICAL CONTENT/EDITORIAL POLICY 

CONCLUSIONS. 
" 	 AHRTAG has been responsive to the 1987 evaluation recommendations regarding technical 

content as well as to implementation plans. 
• 	 The technical content ofDialogueon Diarrhoeafills a niche that is important and unique, and 

that is not duplicated by other newsletters. 
" The primary messages of Dialogueon Diarrhoeaare still valid. The newsletter offers up-to­

date, technically accurate, easily readable information. 
" Current editorial practices provide an appropriate level of peer review. 
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RECOMMENDATIONS. 
1. 	 Newsletter content should be "reader" driven and not AHRTAG or donor driven. 
2. 	 AHRTAG could give consideration to the possibility of combining/integrating the contents 

of Dialogueon Diarrhoeaand ARI News since readership is similar. 
3. 	 International Board membership should include more active developing country members 

to ensure attention to field perspective in the planning and editorial processes. 

V. 	 READERSHIP 

CONCLUSIONS. 
* 	Sufficient anecdotal information regarding the technical quality of Dialogueon Diarrhoeaand 

its value to the field exists. However, good quantitative data is not available. This represents 
a significant gap area and an area of noncompliance with the 1987 evaluation 
recommendations. 

RECOMMENDATIONS: 
1. 	 A.I.D. should add as a project objective: "AHRTAG shall design and implement a 

comprehensive evaluation strategy to provide information that will assist AHRTAG in their 
decisions about, and management of, future newsletter content." 

2. 	 To plan and execute a well-designed evaluation strategy, AHRTAG should involve Project 
Partners in this process. 

3. 	 We do believe that some of the following approaches could be considered by AHRTAG: 
- conducting Focus Group Discussions (FGDs) in selected countries/regions; 
- adding questions regarding Dialogue on Diarrhoea to existing 

surveys/evaluations in selected countries; 
- surveying organizations that distribute more than 100 copies of Dialogueon Diarrhoea; 
- conducting readership surveys in selected countries; 
- targeting questionnaires toward those individuals who have requested 

information from the AHRTAG Resource Center; 
-	 approaching USAID missions in countries where Dialogue on Diarrhoea 

distribution is high, soliciting their interest in funding an evaluation of the 
readership. 

4. 	 AHRTAG should be held responsible for providing evaluation results to A.I.D. and for 
incorporating results into the planning of futu.re issue content. 
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VI. 	 DISTRIBUTION 

CONCLUSIONS: 
* 	AHRTAG has in the last three years emphasized consolidation of the mailing list and updating

its accuracy. Bulk mailings still comprise the major portion of the mailing list. Whether the 
institutions that are receiving the bulk mailings are the appropriate institutions and whether 
they are actually systematically ensuring the distribution of these copies is unknown. 

* 	The system for mailing list maintenance and reporting has vastly improved.
• 	 AHRTAG's subscription system for Dialogue on Diarrhoeahas been largely successful and 

could be considered for implementation on a larger scale. 

RECOMMENDATIONS. 
1. 	 A new cooperative agreement should ask that AHRTAG develop systems for ensuring the 

accuracy of the mailing list and effective targeting of the newsletter. 
2. 	 Establish effective procedures for tracking and crediting separately gift exchange 

subscribers from cash payment subscribers. 
3. 	 Investigate the cost and reader usefulness of merging mailing list upkeep processes used for 

ARI News and Dialogue on Diarrhoeaand provide the findings to A.I.D. 

VII. 	 PRODUCTION MANAGEMENT 

CONCLUSIONS: 
* 	Dialogueon Diarrhoeais produced in a regular and timely fashion. The 1987 evaluation 

recommendations relating to production management have been implemented successfully. 

RECOMMENDATIONS: 
1. 	 The costs associated with distribution will need to be examined as AHRTAG considers its 

overall decentralization strategy. Decentralization of production and distribution should 
seriously be considered on a case-by-case basis. However, institution building should not 
become a goal in and of itself if costs far exceed production and distribution from London. 

VIII. LANGUAGE EDITIONS 

CONCLUSIONS: 
" The 	language editions that A.I.D. supports have been produced regularly. 
* 	Emphasis has been placed by AHRTAG on building relationships with current Project Partners 

and not on the generation of new language editions. 
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RECOMMENDATIONS. 
1. 	 Institute new language editions only in the context of AHRTAG's general organizational 

strategy for decentralization. 
2. 	 As a first priority of AHRTAG's decentralization strategy, secure local funding for the 

language editions that A.I.D. currently supports. 
3. 	 Staff of Dialogueon Diarrhoea should continue proiect partner follow up and support. The 

South Asian Project Partners meeting held in January of this year serves as an excellent 
model. 

IX. 	 RESOURCE CENTER 

CONCLUSIONS. 
Since 1987, the Resource Center has expanded its portfolio of projects and activities, while" 
continuing to participate in and contribute to the planning and development of Dialogue on 
Diarrhoea content. 

* 	The Resource Center has established an effective and relevant diarrheal disease database that 
does not overlap with other CDD databases. 

RECOMMENDATIONS. 
1. 	 We do not suggest to A.I.D. that the Appropriate Technologies for Health (PRITECH) 

project's and AHRTAG's Information/Resource Centers be mandated by the Cooperative 
Agreement to share information. However, it is suggested that an effort be made to 
increase collaboration between the two project's centers, such as by exchanging 
computerized databases on diskette and hard copy. 

2. 	 As an objective of a new cooperative agreement, we suggest that a systematic approach be 

developed to analyze information requests, following up with originators of information 
requests and interviewing visitors to the Resource Center regarding their use of Dialogue 
on Diarrhoea. 

3. 	 The Resource Center could play a useful role in helping to identify potential Project 
Partners through their existing linkages. 

X. 	 MANAGEMENT 

CONCLUSIONS: 
" 	Great strides have been made since the 1987 evaluation in AHRTAG's management structure, 

overall financial management and policies. Great attention has been paid to the development 
of organizational procedures. 
The team concurs with AHRTAG's assessment that divisional responsibilities are currently" 
unequal and endorses the organization's decision to undergo an external management review. 
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" 	AHRTAG has been quite successful in diversifying their funding base for Dialogue on 
Diarrhoea and other organizational projects and activities. The Scientific Editors have 
expressed a desire for technical assistance, however, in the area of fundraising and proposal 
development. 

" 	Dialogueon Diarrhoeastaff have collaborated quite successfully with some of A.I.D. Office 
of Health's centrally funded projects, although this is an area that could be strengthened. 

RECOMMENDATIONS 
1. 	 Resource Center linking with A.I.D.-funded project databases, or other databases, should 

be motivated purely by the need to identify/access technical articles for Dialogue on 
Diarrhoeacontent/article development, and not merely for the sake of collaboration. 

2. 	 AHRTAG should consider the financial feasibility of hiring an additional person with 
experience in non-profit fundraising to assist the Managing Editor in Dialogue on 
Diarrhoea'sfunaraising efforts. 

3. 	 Scopes of work for the Scientific Editors should be rewritten to clearly reflect their current 
roles and responsibilities and level of effort. 

XI. 	 PROJECT VALIDITY 

Is AHRTAG providing a service thatfits within establishedA.LD. policies andpriorities?
Yes. Oral rehydration therapy (ORT) remains one of the twin engines of A.I.D.'s Child 
Survival Program and communication plays a critical role in this strategy. Moreover, A.I.D. 
has committed itself to working with the international community in achieving the goals adopted 
at the recent World Summit for Children: 50% reduction in child death due to diarrhea and a 
25 % reduction in the incidence of diarrhea between 1990 and the year 2000. We would argue 
that Dialogue on Diarrhoeais, in relation to other A.I.D.-funded CDD projects, a low-cost 
means of sustained communication that is not duplicated by other newsletters and is of critical 
import to the field. 

DoesAHRTAG have anestablisheddistributionnetwork, committedstaffandreputableadvisors? 
Yes. Dialogueon Diarrhoeais an established newsletter of international repute and Dialogue 
on Diarrhoeastaff are highly committed. Every individual interviewed for this evaluation knew 
about Dialogue on Diarrhoeaand regularly reads or scans it. The Scientific Editors and 
International Advisory Board members are recognized worldwide. 

Does it continue to be more effective to directsupport to an existing programthan establishing 
a similarprogramin an American organization? 
Yes. A.I.D. entered into a Cooperative Agreement with AHRTAG in 1984 precisely because 
AHRTAG was already producing a reputable newsletter on diarrheal diseases; Dialogue on 
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Diarrhoeawas and is an AHRTAG conceived and owned product, not an A.I.D. conceived and 
designed activity. AHRTAG is known for its diarrheal disease expertise, having worked in this 
technical area for over ten years. Therefore, it is just as redundant today to consider establishing 
a diarrheal disease newsletter with an American organization as it was in 1984. 

XII. THE FUTURE OF DIALOGUE ON DIARRHOEA 

Decentralization has become a well articulated AHRTAG goal and has been a key objective of 
A.I.D.'s Cooperative Agreement with AHRTAG. To what extent, however, has AHRTAG 
focused its efforts on decentralization? In FY 1990, 29% percent of AHRTAG's expenditures 
provided support to partner organizations to produce and distribute Dialogueon Diarrhoea,as 
well as other newsletters, and to develop and provide continuing support for in-country resource 
centers (of which there are currently ten). This represents an approximate 4 % increase over FY 
1989. 

Theoretically a well-executed decentralization strategy can lead to institution building. To date, 
however, AHRTAG's decentralization of the production and distribution of Dialogue on 
Diarrhoea to local institutions has led to, albeit stronger institutions, ones that are largely 
dependent on AHRTAG for funds. 

So then, what can we likely expect from decentralization? We can expect at least a reduction 
in core expenditures by transferring to the field production work that would have been 
undertaken in London and we can expect to build the local capacity of the organization in 

newsletter translation, production and distribution. If the costs incurred in moving activities to 
the field are greater than the savings, institution building in and of itself does not make sense. 

There are other issues that require examination before A.I.D. strongly endorses the total 
decentralization of the newsletter as a key objective of its Cooperative Agreement with 
AHRTAG: 

* 	Decentralization requires time and continuing technical assistance. It is important that 
the time and money required to decentralize are not underestimated. 

" Decentralization will not automatically lead to sustainability unless cost recovery schemes 
or other income generating activities are considered. 

" 	Even with decentralization of production and distribution activities, local institutions
 
will require continued funding to carry out these functions. AHRTAG will
 
consequently have to help locate other donor funds for partner organizations that
 
currently produce and disseminate Dialogueon Diarrhoeato continue their work.
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" 	AHRTAG's core activities, i.e. article research and development and scientific quality 
control, will require continued funding from an outside donor unless AHRTAG takes 
on income generating activities or allows advertising in their newsletters. Neither 
cost recovery option is attractive to the team. 

" Removing all production and distribution out of London to partner organizations may not 
be cost-effective. Thus, decentralization should be considered on a case-by-case basis only.

" 	With decentralization, quality of newsletter content may be more difficult to control 
and may in fact suffer depending on the degree to which activities are decentralized 
(see two decentralization scenarios presented below). 

Possible Decentralization Scenarios. One decentralization scenario would see 
AHRTAG/London become the resource hub with its spokes operating in the field. They would 
supply partner organizations with camera-ready copy and/or negatives for their translation, 
production and distribution. A possible second scenario would have AHRTAG developing 
material on a range of primary health care topics and providing material to partner organizations 
who would then "pick and choose" AHRTAG articles for a publication uniquely their own. 

XI. OPTIONS FOR A.I.D. SUPPORT OF DIALOGUE OF DIARRHOEA 

It is our collective recommendation that funding of Dialogueon Diarrhoeashould be continued.
 
In sum, a newsletter on diarrheal diseases does fit within A.I.D.'s current policies and priorities
 
and is warranted from a programmatic point of view, particularly given A.I.D.'s leadership role
 
in promoting and implementing CDD programs in developing countries, its commitment to goals
 
articulated at the World Summit on Children, its increased awareness of and involvement in
 
urban health care delivery, and its coordinated response to control cholera outbreaks in Latin
 
America and Africa. From an economic standpoint, we believe that the contribution that A.I.D.
 
has made in support of Dialogue on Diarrhoeais low compared with funding inputs for other
 
major CDD projects.
 

The following are considered by the team to be viable funding options and their implications.
 
(See pages 67 through 69 for more detail.)
 

Option 1: Continued funding at same level, adjusted for inflation.
 
Option 2: Emphasize accelerated decentralization, with phased reduction in funding.
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I.BACKGROUND
 

In 1980, the Diarrhceal Disease Control Programme of the World Health Organization (WHO) 
made a request of Dr. Katherine Elliott to produce a newsletter dealing with oral rehydration 
therapy (ORT) and other aspects of diarrheal disease control and prevention. With a grant of 
$40,000 from WHO and the United Nations Development Programme (UNDP), Diarrhoea 
Dialogue' (DD) was born with a first print run of 2,500 copies; by 1983 DiarrhoeaDialogue's 
circulation increased to 20,000. Unless sufficient funding could be secured, expansion of the 
newsletter could not be considered. Fortunately, recognition of the need for a publication such 
as Dialogue on Diarrhoea was imminent. At the First International Conference on Oral 
Rehydration Therapy (ICORT 1) in 1983, the role of communication in the promotion of ORT 
was stressed, underscoring the need for a regular publication on diarrheal diseases. 

Following ICORT I, the Appropriate Health Resources and Technologies Action Group, Ltd. 
(publisher of Dialogueon Diarrhoea)submitted a proposal to A.I.D., outlining their objectives 
for the newsletter as well as their financial needs to expand production and distribution. Aware 
of the potential reach and impact that the newsletter could have, A.I.D. signed on August 10, 
1984, a two-year Cooperative Agreement (CA) with AHRTAG to expand Dialogue on 
Diarrhoea'scirculation. Sole source justification for this decision was based upon the following 
factors: 

" 	 DiarrhoeaDialoguewas a well-established publication. 
* 	 It was known for its clear presentation of the complex issues surrounding diarrheal 

diseases. 
* It had a distribution network of over 95 countries worldwide. 
" It was endorsed by the international donor community, i.e., WHO, UNICEF, UNDP, 

SIDA. 
" Dialogue on Diarrhoea'sEditorial Advisory Board was comprised of internationally 

renowned diarrheal disease experts. 
" The newsletter fit within A.I.D.'s programmatic priority, particularly in view of the 1983 

launch of the Agency's expanded ORT initiative. 
" 	 It was considered by A.I.D. to be more cost-effective to fund an existing publication than 

to begin a new one. 

3Founder, DiarrhoeaDialogueand Scientific Editor of newsletter since its inception. 

'DiarrhoeaDialogue, the official name of the newsletter when A.I.D. entered into the 

Cooperative Agreement with AHRTAG, was changed in 1985 to Dialogue on Diarrhoea. 
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* 	 A.I.D. believed that the newsletter could fa..ilitate the Agency's and worldwide 
understanding of ORT and diarrheal diseases. 

Two evaluations have been held since the initial Cooperative Agreement was signed with 
AHRTAG--one in July of 1985 and a second in June of 1987--both of which have recommended 
continued A.I.D. support for the newsletter. The Cooperative Agreement with AHRTAG has 
since been amended seven times. Amendment Four extended the Cooperative Agreement with 
AHRTAG through September 30, 1991, while other amendments provided incremental funding. 
The project authority under which the Cooperative Agreement is funded, ORT-HELP, Number 
936-5939, has a Project Assistance Completion Date of December 31, 1993. Total funding for 
the Cooperative Agreement under this project totals $2,472,701, the last increment of which was 
provided in the amount of $237,029 in May 1991. 

I.A. OBJECTIVES OF THIS EVALUATION 

This evaluation assesses the extent to which AHRTAG has achieved its implementation plans for 
fiscal years 1988 through 1991 and responded to the evaluation recommendations made in June 
of 1987. Further, the evaluation examines the validity and progress of the project in terms of 
its goals, objectives, outputs and resource inputs,5 and discusses directions for the future. In 
the discussion of future directions, the team presents an analysis of whether funding should 
continue beyond the current Cooperative Agreement. 

I.B. EVALUATION METHODOLOGY 

Two methods of data collection are used for this evaluation: 

1) review of secondary data;
 
2) interviews (see Annex A for a list of people interviewed).
 

5Given the way in which A.I.D. entered into its Cooperative Agreement with AHRTAG, 
i.e., buying into an existing product/activity, there is no separate logical framework or project 
paper design for this project, making evaluation in terms of goals, objectives, outputs and 
resource inputs more difficult. However, a number of project-related documents assisted the 
team in reaching its conclusions and recommendations. They include: 1) the original 
Cooperative Agreement; 2) seven project amendments; 3) A.I.D. memoranda; 4) AHRTAG 
proposals, implementation plans, activity reports; and 5) project evaluation reports. 
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A detailed scope of work, found as Annex A, was prepared by A.I.D. to assist the evaluation 
process, particularly to ensure appropriate depth, breadth and consistency of information sought. 
Interviews and a document review were conducted in Washington, D.C. as well as at project 
headquarters in London, England. The evaluation budget did not allow for field site visits. 
However, A.I.D. suggested interviewees with field experience as well as technical backgrounds. 
A fortuitous visit to London by one of AHRTAG's South Asian Project Partners, Ms. Indu 
Capoor, from the Centre for Health Education, Training and Nutrition Awareness (CHETNA) 
in India, gave the team an opportunity to probe for field information/feedback. In addition, field 
perspective was gained from individuals visiting the Washington area for the National Council 
for International Health Meeting, June 23-26, 1991, and the MotherCare Project's Technical 
Advisory Group Meeting, June 27-July 2, 1991. 

While in Washington, D.C., the team received briefing books prepared by AHRTAG with 
background information. In London, the team received more documentation for review, selected 
pieces of which appear as Annexes. 

I.C. ORGANIZATION OF THE REPORT 

This report presents the results of the evaluation team's investigations. The report is divided into 
seven chapters. 

" Chapter I: Background 

* Chapter II: Project Goals and Objectives 

" Chapter III: Project Accomplishments 

" Chapter IV: A.I.D. Management of the Agreement 

" Chapter V: AHRTAG Management and Performance 

" Chapter VI: Future Directions 

Chapters V and VI present the major findings of this evaluation and are responsive to the scope 
of work. 
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II. PROJECT GOALS AND OBJECTIVES 

On August 10, 1984, AHRTAG entered into a Cooperative Agreement with A.I.D. The A.I.D. 
Office of Health, Health Services Division (R&D/H/HSD) within the Bureau for Research and 
Development, manages the Cooperative Agreement. Following is a discussion of project goals
and objectives and the institutions' responsiveness to those mandates. 

II.A. GOALS/OBJECTIVES IN AGREEMENT 

The stated goal of the original Cooperative Agreement was to: 

expand the dissemination of information on all aspects of diarrheal diseases, with 
special emphasis on Oral Rehydration Therapy (ORT), to LDC leaders, health 
providers and international donors' staffs. In order to achieve this goal, this 
Agreement will provide funds 1) for the support and expansion of the English and 
French editions of the quarterly newsletter, DiarrhoeaDialogueand other technical 
material as requested by A.I.D.; 2) for the distribution of back copies of Diarrhoea 
Dialogue;and 3) for exploring and initial support of new translations of Diarrhoea 
Dialogue. 

What is missing from this goal statement are measures of goal achievement and targets. It is not 
clear from this statement what expansion means in number terms, nor how many translated 
versions of the newsletter were believed desirable/optimal. A memorandum (providing sole 
source justification for entering into the Cooperative Agreement with AHRTAG) from the 
Director of the Office of Health in 1984 to the A.I.D. contracts office provides some idea about 
A.I.D.'s circulation target for Dialogue on Diarrhoea,but the numbers mentioned were not 
incorporated into the Cooperative Agreement. To paraphrase this memorandum, with adequate 
resources Dialogueon Diarrhoea'saudience could increase to over 500,000 by 1986, reaching
well over a million via the multiplier effect. Yet, Amendment One of the Cooperative
Agreement put a ceiling of 100,000 copies for the English edition and 15,000 copies for the 
French edition of Dialogue on Diarrhoea. According to AHRTAG, the ceiling established by
A.I.D. for the English and French editions merely reflected the number of newsletters that 
A.I.D. was willing to support and did not prevent AHRTAG from increasing the print-run if 
other donor funds were secured. 

Of seven amendments, only Amendment One (August 25, 1986) contained any language that 
modified AHRTAG's objectives and scope of work. It contained the following modifications:
1) A.I.D. attribution shall be prominently displayed on the newsletter; 2) no purchase of
additional microcomputer hardware will be allowed in this amendment; 3) all materials 
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specifically ordered for Dialogue on Diarrhoeaand purchased with A.I.D. funds must be 
identifiable; 4) visitors to the Resource Center who wish to use the Dialogue on Diarrhoea 
collection or have been referred to AHRTAG because of Dialogue on Diarrhoeashould be 
recorded; 5) "major emphasis shall be given to increasing the level of support from other 
funders. AHRTAG shall develop and maintain a comprehensive strategy for donor funding. 
Numerous donors have indicated interest and/or intent of funding activities over the next two 
years. Both WHO and UNICEF are seen as key donors"; 6) Technical and Scientific Editors 
should be encouraged to pursue leads and generate interest among other donors; 7) continue to 
distribute existing back copies of Dialogue on Diarrhoeabut no new printing shall be funded 
under this Agreement; and 8) explore and provide technical assistance for local translations of 
the newsletter. Amendment One also provided incremental funding in the amount of $295,000 
and revised the Cooperative Agreement expiration date to September 30, 1988. Both AHRTAG 
and A.I.D. clearly understood at the time of Amendment One, that A.I.D.'s contribution was 
subject to availability of funds. 

Amendments Two through Six revised A.I.D.'s total contributions, provided for incremental 
funding or extended the Agreement end date. Amendment Four (August 30, 1988) extended the 
Agreement by an additional three years, from September 30, 1988, to its current end date of 
September 30, 1991. Resource inputs have amounted to, on average, $353,243 annually for 
seven years. 

In sum, while the goal of the original Cooperative Agreement remains valid, the scope of 
AHRTAG's activities or project outputs has evolved. Amendments have not been used to 
articulate changes in AHRTAG's scope of work. Instead, AHRTAG's current scope is the result 
of: 1) various A.I.D. memoranda; 2) recommendations made during the 1985 and 1987 
evaluations; and 3) annual implementation plans, the content of which has been largely driven 
by the 1985 and 1987 evaluation recommendations. 

Consequently, we will evaluate AHRTAG's performance toward the original project goal: "[to] 
expand the dissemination of information on all aspects of diarrheal diseases, with special 
emphasis on Oral Rehydration Therapy (ORT), to LDC leaders, health providers and 
international donors' staffs" by answering the questions posed in this evaluation's scope of work 
(see Annex A). The scope of work incorporates the 1987 evaluation recommendations as well 
as AHRTAG's implementation plans for fiscal years' 1988-1991. The scope of work thus 
becomes the yardstick by which to measure AHRTAG's performance and progress and provides 
the framework for discussions held throughout the remainder of the report. 
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H.B. SUMMARY OF 1987 EVALUATION RECOMMENDATIONS 

In general, AHRTAG has been responsive to the 1987 evaluation recommendations. Any
deviance from the proposed recommendations is due in large part to changing diarrheal disease 
technologies or to changes in the management structure of the organization. Two major areas 
of noncompliance relating to readership and distribution have been identified and will be further 
elaborated in Chapter V: AHRTAG Management and Performance. Table 1 summarizes the
major recommendations made by the 1987 evaluation team; AHRTAG's performance is assessed 
by a column that designates whether the recommendation, in our estimation, has been fulfilled. 
This table provides the reader a quick overview of AHRTAG's performance and is helpful as a 
reference for discussions in Chapter V.4 

4For the reader's review, an assessment of AHRTAG's implementation of the 1985 
evaluation recommendations can be found as Annex B. 
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TABLE 1. 

ASSESSMEN OF THE 1987 EVALUATION RECOMMENDATIONS 

WCOMMENDATION IMPLEMENTATION 
STATUS 

CONMENTS 

chnical content: 

Place more systematic emphasis on control and/or prevention of diarrheal diseases of 
different etiologies, including the prevention of dehydration and the reduction of 
mortality through ORT. 

Yes Over 20 articles 
related to prva. 

Basic messages should be examined every 2-3 yrs on a cyclical basis. Yes 

Simple health info. system, including indicators of processes and outcomes of CDD 
programs, should appear in future issue. 

No WHO/Geneva was 
& ndt 
to publish 

A large number of topic areas suggested for future newsletter inclusion. Yes Almost all topics
n. hbe Eb= 

included. 

Scientific Editors & Editorial Advisory Board members should assess, when traveling 
overseas, the effective utilization of the newsletter according to an agreed upon 
format. 

No Due to insufficient 
travel 

Target audience that Editors aim to reach should be reviewed and statement should 
be revised to reflect clearly who readers are. 

No Target audience 
assumed but not 
stated 

adership: 

Larger number of letters referring to experiences and significant questions be printed 
in each issue. 

No Approx. same of 
letters included, 
perhaps less (due 
tlospacccaird) 

No new survey be undertaken that follows the format of two previous surveys. New 
surveys should be based on specific questions dealing primarily with effective use of 

ORT and the impact of diarrheal disease control on morbidity and mortality rates. 
Samples should be selected based on quantitative methods to test significance. 

No r €i'wkm­
prehensive eval. 
a. v in, 
3alawy irtm 
to provide irio. for 
this eval. 

tribution: 

Should consolidate its readership rathe. than attempt to promote distribution of 
additional copies from London; however, in future, staff should develop plan of 
action for expanding the mailing list based on specific audiences. 

Yes 

Project Coordinator should detail all of info. required from mailing list and steps 
taken to examine existing computer system to determine what steps to take to speed up 

processing of mailing list. 

Yea New mailing fist 
program initiated 
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RECOMMENDATION IMPLEMENTATION COMMENT 
STATUS 

3. 	 Summary of subscription policy should appear in regular place in each issue of Dialogue on Diarrhoea. Yes
 
Prior to this, Editors should outline a standard policy for discounts on bulk
 
subscriptions to institutions.
 

4. 	 Future mailings should include return addresses. Yes 7,000 eliminated 
from mailing list 

5. 	 Reply cards should be inserted with mailings once annually inquiring whether No Costs/benefits
subscribers wish to remain on mailing list, to verify address info. and no of copies; weighed; judged
non-respondents should be deleted from mailing list. infeasible. 

6. 	 Verify conclusion reached by 1985 evaluation team recommending no reprinting ofback Yes 
copies; suggest that even photocopies of out-of-stock issues be done on occasional
 
basis only.
 

7. 	 Contrary to advice of 1985 evaluation team, suggest that local printiag ofDialogue on Diarrhoea is Yes 
viable alternative to printing in and distribution from Britain; recommend pursuing 
decentralization strategy. 

Editorial and graphic content: 

1. 	 Detailed editorial plan should be developed that will allow editorial staff more Yes
 
advance notice for developing issue contents.
 

2. 	 Balance of content and style be maintained. Yes 

3. 	 Visual content of newsletter should be addressed as thoughtfully as editorial content; Yes
 
graphic elements should be used more frequendy; graphic materials and photo
 
library should be beefed up.
 

4. 	 Editorial assistant should be recruited. Yes 

5. 	 Resource Center should take more active role in facilitating search for information to Yes 
enable editorial staff to develop supplemental materials. 

Production management: 

1. 	 Production cycle for each issue should be extended by two weeks. Yea 

2. 	 Production assistant should take on more responsibility for lay-out and paste-up of Yea 
Dialogue on Diarrhoea; should investigate possibility of using desk-top pubfishing. 

Fundraising strategy: 

1. 	 Dollar expectation for outside funding support should be reduced to be maintained No fditiodlfuning 
at approx. $160,000 until such time further expansion of program is considered has been secured; 
appropriate. $160,000 target 

exceeded.
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ECOMMEMELMIO 
Rather than encouragng further outside funding for Dialogue on Diarrhoea, A.ID. should encourage 

AHRTAG to seek funding to support other current and planned program areas both to
 

reduce organztton's dependence on one large donor (A.I.D.) and tobcer balance
 

its current project portfolio. 

AHRTAG should develop a more aggressive donororented fundraising strategy, developo 

3. 
ing contacts with and knowledge of donors through the network of prestigious 

Scientific Editors, Council Members, 
embership)"professionals attached to the organi2ation (i.e., 

Editorial Advisory Board menibers, h ­

ofunigtSporYe
ilb responsible for trans-

-~naeeiin:'iyognztosta 

i~ngnage editions: 

sourcesthat locally; local 
Staff should carefully identify organizatioaI. 
lation, printing and distribution of Dialogue on Diarrhoea lsu
 

these editions should be pursued. 


2.A policy statement should be agreed upon and established relating to development of
 

inserts/a2cles for language editions to avoid publication of articles contrary to
 

Dialogue on Diarrhoea's policy. spr, 


An in-countrY rep should be identified to supervise and provide technical assistance. 

3. 

4.Problems/issues related to local language editions should be examined in formal 
on Diarrhoea staff, Scientific Editors and Advisory Board members.

meetings among DilogU 

Resource Center: 
Center should continue to be involved in all editorial meetings. Dialogue on Diarrhoea imple­

1. Resource 

mentation plans should elaborate activities of Resource Center, both tO outline 
of additionl 

editorial support needed for upcoming issues and to describe developmen 

materials related to diarrhea1 diseases. ces 

and continuing support 
Care should be taken to ensure that as Resource 

2. 
Dialogue on Diarrhoea receives necessaryactivities/project, 

3of existing computerized databases such as Medline and Medlars. 

between Resource Center and related projects 
A.3.D. should facilitate exchange Of info 


under A.I.D.s aegis that mailtain similar information centers. 


valuating effectiveness of supplemental material 
some means of 

Should develop4. 
developed for Dialogue on Diarrhoea. 

Management: s Pr dim 

A restructuring of staff relationships is suggested; project coordinator and office 

administrator positions should be made staff rather than line positins. 

If AIDs nwsletter is added, recommend that a new editor be hired to manage this activity. 

.2. 

on DiarrhoeaEvaluation of DialoWg" 

COMMENT-SIMPLEMENTATION 

Yes 

Sofewhat 

Yes 

an neeessary 
Yes 

Yes 

No 

eiimina 



Evaluation of Dlalogue on Diarrhoea 

RECOMMENDATION IMPLEMENTATION COMMENTS 
STATUS 

3. 	 Scientific Editors, Managing Editor of Dialogue on Diarrhoea, Project Coordinator and Resource Center Director Yes
 
should meet regularly, perhaps twice monthly and Scientific Editors should to invited to
 
contribute to other relevant meetings.
 

General: 

I. 	 There is a need to consolidate and strengthen present activities before further expansion; Yes
 
once consolidation process is complete, the team hopes that circulation will continue to expand
 
in order to reach greater numbers of intended audience. 

4. 	 Funds outside of A.I.D. should continue to be sought to assist in the translation and/or Yes
 
dissemination of current issues.
 

5. 	 There is an urgent need to have better functional system of information exchange between Dialogue on Diarrhoea Yes 
and the series of A.I.D. Health/Nutrition projects involved in primary health care, especially 
CDD (e.g., HEALTHCOM, PRITECH, PRICOR, REACH, DMD, WASH, etc.). 

6. 	 Have serious reservation about impact of new AIDs newsletter and Resource Center activities Yes
 
(development of four new resource centers) on production of Dialogue on Diarrhoea. Careful analysis should be
 
made to decide best functional/organizatiom~l arrangement to satisfy Dialogue on Diarrhoea as well as general
 
AHRTAG needs/goals.
 

7. 	 Suggest that if agreement is extended for 3-5 years, that next evaluation take place in three Yes 
years in 1990. 
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H.C. AHRTAG IMPLEMENTATION PLANS: FISCAL YEARS 1988-1991 

As specified in the original Cooperative Agreement, A-RTAG is required to, and has complied 
with, the annual submission of an Implementation Plan.5 The Cooperative Agreement states 
that: 

The Implementation Plan is a major planning tool for the project and should detail 
how the Recipient plans to achieve the activities described in the scope of work. It 
should cover such topics as the following: number of issues to be distributed, 
number of countries to be served, broad programmatic issues, topics for future 
issues, on-going evaluation work, relevant bench marks, ways to extend the 
DiarrhoeaDialogue network, and number and ways to expand back copies and 
translations. (Source: original Cooperative Agreement, pg. 4) 

As mentioned, the content of these plans has been largely driven by: 1)A.I.D. priorities; and 
2) evaluation recommendations. In our estimation, AHRTAG has fulfilled its Implementation 
Plans for FY's 1988-1991. Table 2 provides a quick overview of AHRTAG's plans and shows 
whether plans have been implemented. 

'The only missing Implementation Plan is for FY 1989-1990. Plans were discussed and 

approved by the A.I.D. Cognizant Technical Officer, but no written plan was submitted. 
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TABLE 2. 

ASSESSMENT OF DD LMPLEMENTATION PLANS FOR FY 88-91 

PLAN IMPLEMENTATION COMMENTS 

STATUS 
FY 88-89 

Production/distribution of 4 issues of English DD (100,000 copies with A.I.D. support) Yes 

Translation, production, distribution of4 issues of French DD Yes 

Increase print-run for French edition from 12,000 to 15,000 Yes 

Production of supplements 	for English and French editions Yes 

Translation, production, distribution of4 issues of Tamil DD Yes 

Increase print-run for Tamil edition from 10,000 to 25,000 Yes 	 Mdul pdfrun 

25JOM%mihLNuE 
support (Total: 

50,000) 

Develop editorial committee in India for Tamil edition to provide technical support and deal Yes
 
with inquiries
 

Production, distribution of 4 issues of English edition of DD/India Yes 

Expand print-run for English/India edition from 20,000 to 35,000 No 	 Bmredb 30M 

wihA.ID. ao 
Best of 'Practical Advice' pages to be printed in India with UNICEF support Yes 

Consolidation of activities before pursuing other language edidons Yes 

Consolidation and review of mailing list, development of computerized subscription system Yes 

Continued development of additional editorial materials and promotional activities 	 Yes 

Increased collaboration wi' .: ").-finded Project Partners Yes
 

Issue plans for DD Issues' 	34 - 37 Yes 	 Virtually every 
topic planned for 
was includel 

Quarterly editorial meetings with Scientific Editors 	 Yes 

Editorial Advisory Board Meeting, December 88 (ICORT I) Yes
 

Winning entries and runners-up from Children's Poster Competition reproduced in special publication Yes 

October 88 - exhibition of selection ofposters at Commonwealth Institute in London 	 Yes 

'Questions & Answers' in collaboration with WHO/CDD will be finalized and produced as occasional inserts Yea 
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AN EMPLEMENTATION CONWENTS 

" (continued) TATUS 

.alizeDD CDD activities country profiles No Stopped, as WHO 
was developing 

aiize 'Readers Report' publication based on readers' experiences with CDD activities Partially Series of readers' 
quemosuconplled 
&shrlm t)'1Mf 
never published 

ndance at ICORT [M, Frankfurt Book Fair, XII Congress on Malaria and Tropical Diseases Yes 

olicity and promotional materials developed including DD leaflets, posters, display panels, badges, etc. Yes 

iele about DD activities and achievements developed as part of general AHRTAG publicity strategy; 

s release system developed 

Partially Early stages 
of development 

iase funds from additional donors, aiming to reach agreed target of $200,000 set by USAID Yes Contributions 
equaledSl98,000 

.,urce Center: 

ompile insert for Issue 37: cereal/home-based remedies for diarrhea, including rice-ORS Yes Insert topic 
changed to 
breadw, cted 
ORS covered in 
later issue 

tchange relevant information with organizations that have materials on diarrhea, like WASH, PRrI7ECH Yes With exception of 
PRrrECH's Info. 
Center 

5velop listing of new acquisitions to be distributed bi-weekly Yes 

wvelop listing of retrospective and new holdings of AHRTAG database, to be distributed monthly Yes 

evelop database of individuals/organizations whose work is some way related to CDD or production of Yes 

aIth ed. materials 

Frform on-line search of commercial databases Yes 

eview DD classification system and keywords Yes 

pdate Free International Newsletters resources list Yea 

pdate Health Education Materials for Diarrhea resources list Yes 

pdate French and Spanish Education Materials resources list Yea 

Y89-90 - None prepared per A.I.D. Directions 

-23­



Evaluation of Dialogue on Diarrhoea 

MLAN 
FY 90-91A 

IMPLFMENTATON Md 
Production/distribution of 4 issues of English DD (100,000 copies with A.I.D. support) Yes 

Production of Health Basics inserts for English edition Yes 

Translation, production, distribution of 4 issues of French DD, 15,000 copies Yes 

Production of regional supplements for French edition Yes 

Translation, production, distribution of 4 issues of Tamil DD (25,000 copies with A.I.D. support) Yes 

Production, distribution of 4 issues ofEnglish edition of DD/India (30,000 copies with A.I.D. support) Yes 

Indian primary health care supplement produced and mailed with each edition (FIONA Plus) Yes 

Reprinting and distribution of 4 editions of English/Pakistan (25,000 copies with USAID support) Yes, partially 4 editions not 

possible due to 
d*j3dAD £-r,, 

Consolidation of activities before pursuing other language editions Yes 

Transfer mailing list to new, faster and more efficient computer Yes 

Further collaboration with PRrTECH (especially in Senegal and Pakistan) and other A.I.D.-funded projects Yes 

Issue plans for DD Issues' 42 - 45 Partially Issue plant revisad 

from initial plans 
10 abyqm Coe 
anti-diaffheals 

Quarterly editorial meetings with Scientific Editors Yes 

Editorial Advisory Board Meeting January 1991 (London-based editors only) Yea 

Finalize DD CDD activities country profiles 
Discontined due 

ID WHO~s dneo-
Produce mailing list statistics on quarterly basis Yes 

ment of same 

Undertake collaborative readership survey with World Service ofBBC Partially Tzil nowifi AIts 

results 

Decentralization: 

Focus on decentralizing printing and distribution of English DD from London reducing mailing list to 40,000
Analyze mailing list for Africa 
Locate potential Project Partners in Africa (field visits) 

No 
Yes 
Yes, partially Preliinaryfield 

visits made 
Hold Project Partners meeting for Asia region; use info. as framework for working with organizations in Africa Yea 
Resource Center: 

Nothing articulated for Resource Center 
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m. PROJECT ACCOMPLISHMENTS 

Before the A.I.D. Cooperative Agreement was signed, AHRTAG was already publishing 
Dialogue on Diarrhoea,but with a limited circulation due to insufficient financial support. 
Because of A.I.D. and other donor financial support for Dialogue on Diarrhoeaover the last 
seven years, Dialogue on Diarrhoeahas grown to an official total circulation worldwide of 
350,000 in ten languages; actual readership is estimated to be five or six times this number, or 
close to 2 million readers. Over the seven year period of A.I.D.'s funding, AHRTAG has 
achieved dynamic growth as an institution, strengthening its financial position as it has continued 
to expand operations. Fundraising efforts have provided Dialogue on Diarrhoea steadily 
increasing revenues from sources other than A.I.D., as shown below in Table 3. 

TABLE 3. 

FUNDING FOR Dialogue on Diarrhoea FYs 1984-1991 
(In 000's - Rounded) 

Funding YR1 YR2 YR3 YR4 YR5 YR6 YR7
 
Source 84-85 85-86 86-87 87-88 88-89 89-90 90-91
 

A.I.D. 413.0 295.0 367.7 410.0 400.0 350.0 237.0 

Non-A.I.D. 73.4 52.0 160.0 189.6 198.0 233.5 277.5 

%A.I.D. 85% 85% 70% 68% 66% 60% 46% 
Contribution 

%Non-A.I.D.
 
Contribution 15 % 15% 30% 32% 34% 40% 54%
 

This table suggests that AHRTAG has reduced its dependency on A.I.D. by 39 percent. This 
is true when the data are aggregated, i.e., total funding for language editions that A.I.D. 
supports as well as for language editions that A.I.D. does not support. Table 4 disaggregates 
the data over the same time period; here a very different picture emerges. 
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TABLE 4. 

A.I.D. SUPPORT FOR ENGLISH (LONDON), ENGLISH (INDIA), 
FRENCH AND TAMIL EDITIONS OF Dialogue on Diarrhoea 

(percentages) 

NO. OF COPIES PERCENTAGE 
English Edition Dialogue on Diarrhoea(London) 

A.I.D. support 100,000 copies 87%
 
Other Donor Support 15,000 copies 13%
 

English Edition Dialogue on Diarrhoea(India) 
A.I.D. support 30,000 copies 100% 
Other Donor Support 0 copies 0% 

Tamil Edition Dialogueon Diarrhoea 
A.I.D. support 25,000 copies6 50% 
Other Donor Support 25,000 copies 50% 

French Edition Dialogueon Diarrhoea 
A.I.D. support 15,000 copies 100% 
Other Donor Support 0' copies 0% 

Thus, although AHRTAG has reduced its dependency on A.I.D. for all language editions of 
Dialogueon Diarrhoea,it is largely dependent on A.I.D. for support of the editions that A.I.D. 
has provided funding for over the life of the Cooperative Agreement. It is not clear what is 
meant by A.I.D. in Amendment One of the Cooperative Agreement "to increase the level of 
support for Dialogue on Diarrhoeafrom other funders." Does this imply locating funds in 
addition to A.I.D.'s for the language editions that A.I.D. provides major support for, or locating
funds to seed the growth of other language editions? AHRTAG has been operating on the latter 
premise. If A.I.D. intended the former, then A.I.D. should have made this clear and has had 

6Up until 1991 A.I.D. had been providing 100 percent of funding for 25,000 copies of the 
Tamil edition. Only recently were funds secured from UNICEF/South India for the printing and 
distribution of the Tamil edition; however, rather than providing support toward the 25,000 
copies, UNICEF is providing support for an additional print-run of 25,000, contributing to an 
overall circulation of 50,000. A.I.D. funding for the 25,000 still remains at 100 percent. 

'Approximately $34,000 of Britain's Overseas Development Administration (ODA) funds 
went toward the support of the French edition from March 1988 through March 1989. There 
has been no additional ODA support since March of 89. 
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sufficient time to do so. AHRTAG consequently cannot be faulted for operating on this 
assumption. Moreover, we agree with the 1987 evaluation team's recognition that the very size 
of A.I.D.'s grant to AHRTAG indicates to other donors that this is a program area that does not 
require their support. To quote from the 1987 evaluation, "The visibility of A.I.D. might cause 
other donors to prefer another program area. Donors sometimes prefer to have more significant 
control over a program they fund." 

To AHRTAG's credit, a better balance has been achieved in the organization's overall project 
portfolio over the seven-year period. AHRTAG acknowledges the importance of the 1987 
evaluation team's recognition of an imbalance and its suggestions for remedies to the success of 
its current diversification. Whereas Dialogue on Diarrhoea represented 60.9 percent of 
AHRTAG's financial portfolio in 1986, it now represents only 28.7 percent. (See Figures 1-3.) 

Figure 1.
 
Dialogue on Diarrhoea Expenditures, 1984
 

AHRTAG 1984 
Balance of Project 

Portfolio 

Other 57.3% DiaDiarrhoea42.7% 
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Figure 2.
 
Dialogue on Diarrhoea Expenditures, 1986
 

AHRTAG 1986
 
Balance of Project
 

Portfolio
f~
 
Other 39.1% M'.i ilgeo

Diarrhoea60.9% 

'N ~ ~~....'''"""" 

"::!.:
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 .. . ......
:: .......
 

Figure 3. 

Dialogue on Diarrhoea Expenditures, 1990 

By Project 

Resources ant 
Information worl. 

Dialogue on Diarrhoea 138,481 
(UK & overseas editions) (13.7%) 

£288,337 

Other projects 
. £82,488 

....... (8.1%)
 

ARINews 
£74,080 
(74%) AIDS A ction 

CBRNws(UK &overseas editions) 
£62,105 C360,835 
(6.2%) (35.9%) 
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Overall, AHRTAG has achieved a number of impressive accomplishments. Highlights of 
AHRTAG's accomplishments since the 1987 evaluation (not strictly confined to activities 

supported by A.I.D.) include: 

Regular (quarterly basis) and timely production and distribution of the A.I.D.-supported" 
English, French and Tamil editions of Dialogue on Diarrhoea. 

" 	 Regular and timely production and distribution of Dialogue on Diarrhoeain Portuguese, 
Chinese, Bangla. 

" 	 A new translated edition in Nepali initiated at the end of 1989 by the Health Learning 
Materials Programme in collaboration with the Ministry of Health, UNICEF, WHO, and 

Save the Children Fund. 

New funding commitment from the Dutch government, enabling regular production of" 
Dialogueon Diarrhoeain Spanish to begin in 1990, the last issue having been produced 

in April 1988. 

" 	Funding commitment from USAID/Islamabad for English version of Dialogue on 

Diarrhoeaspecific to Pakistan and UNICEF/Islamabad funding commitment for Urdu 

inserts/supplements. 

" 	Regular inclusion of practical supplementary publications/inserts covering a wide range of 

subjects, such as breastfeeding; health education; immunization; practical hygiene; 

shigellosis (compiled by project staff of A.I.D.-supported Applied Diarrheal Diseases 
Research (ADDR) Project); water and sanitation; weaning; persistent diarrhoea; and 

refugees/displaced communities. 

" 	 Initiation of a subscription system for developed country readers, resulting in a steady 

annual income of approximately $5,000. 

Initiation of a new system for production of newsletters using Ventura desk-top publishing" 

software, enabling staff to produce final art work in-house.
 

" 	 Inheritance of library of WHO photos, enhancing access to a wide range of depictions of 

primary health care topics. 
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Maturation and growth of the Resource Center as an information resources for all of the 
newsletters produced by AHRTAG, helping to generate new ideas as well as providing 
background information on specific subject areas to newsletter staff; and development of 
the Resource Center in its own right, providing information and documentation services, 
technical assistance and training to developing country individuals and institutions through 
its databases, on-line networking, in-house library, resource lists and directories, Resource 
Centre Training and Support Programme, and training courses. Through its Resource 
Centre and Training and Support Programme, the Center is working with Project Partners 
in the Israeli Occupied Territories and Egypt in the recently launched Middle East Health 
Resources and Information Network, linking health organizations and practitioners within 
the region; the Centre for Educational Development in Health, Arusha (CEDHA), assisting 
the Ministry of Health in Tanzania to establish resource centers within continuing education 
centers in six zones to provide access by zonal and district level workers to teaching and 
learning materials for continuing education; and establishing an extensive network of 
primary health care resource centers in Africa similar to the Middle East network. 

" 	Management restructuring, resulting in improved staff morale, commitment and motivation 

* 	Adoption of new computer software for accounting, resulting in improved financial tracking 
..nd reporting. 

" 	Development and implementation of new organizational procedures and policies. 
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IV. A.I.D. MANAGEMENT OF THE AGREEMENT 

By its very definition, a cooperative agreement does not allow the same degree of "legally 
binding" management oversight that a contract does. It functions more like a grant, where 
monies are transferred to the recipient institution for use at their discretion. Given this, the 
degree of A.I.D. input to AHRTAG over the seven-year period of time has been impressive. 

In fact, AHRTAG admitted that of the donors providing support to Dialogue on Diarrhoea, 
A.I.D. was the only one that had invested the time and money to evaluate the effectiveness of 
their investment. AHRTAG has found the A.I.D. evaluations extremely helpful in providing 
solid direction for their activities. 

The evaluation team did discover two weaknesses in A.I.D.'s management of the Agreement that 
could be strengthened should a new Cooperative Agreement be initiated. One, there has been 
a degree of laxity in A.I.D.'s enforcement of the recipient's Agreement obligation to submit 
annual implementation plans and activity reports, and in A.I.D.'s review of these plans. For 
example, although the Fiscal Year 1989-1990 implementation plan was verbally agreed upon 
between A.I.D. and AHRTAG, a report was never demanded nor submitted. The practice of 
strict adherence to Agreement deliverable submission and review should be reinstated under a 
new Cooperative Agreement. Two, A.I.D. has not played a vigorous role in encouraging and 
structuring collaboration of AHRTAG's Resource Center with the information centers of other 
major centrally funded CDD projects, such as the Technologies for Appropriate Health Care 
Project (PRITECH). This facilitation role should be activated under a new Cooperative 
Agreement. 
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V. AHRTAG MANAGEMENT AND PERFORMANCE 

This section assesses the technical content of the newsletter and examines all of the components 
that work in concert to produce the final product, Dialogue on Diarrhoea. Discussion of 
findings will be preceded by the relevant questions from the scope of work and followed by the 
team's conclusions and recommendations. As previously mentioned, the scope of work was 
developed by A.I.D. to provide assistance to the evaluation team in measuring AHRTAG's 
response to the 1987 evaluation recommendations and the implementation plans for FYs 1988­
1991. The reader may find it helpful to refer back to Tables 1 and 2 for an overview of these 
recommendations/plans. 

Readers will find the following format used throughout this chapter. 

* 	Heading ... for each major area articulated in the scope of work 
* 	Questions ...from scope of work 
* 	Findings ...responding to scope of work questions 
* 	Conclusions ...presented for each area rather than as a separate chapter 
* 	Recommendations 

V.A. TECHNICAL CONTENT/EDITORIAL POLICY 

QUESTIONS: 

" 	 Has there been a more systematic emphasis placed on the control and/or prevention of 
diarrhealdiseasesofdifferent etiologiesincludingthepreventionofdehydrationandreduction 
of mortality through ORT? 

" 	Has the technical content of the newslettercovered a broad range of thematic topics related 
to diarrhealdiseases control? 

" 	HasDialogueon Diarrhoeaexamined basicmessages on a cyclical basis? Have issue plans 
includedmore validatedscientificand researchmaterials? Has this materialbeen circulated 
in advance to editorialadvisorsand donor agencies? Has an additionalscientific reviewer 
been added to the review processfor each issue? 

" 	 Have the topics suggested by the evaluationteam been covered in subsequentissues? 
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* 	 Has Dialogueon Diarrhoeamet the needs of its perceived readership? In terms of range of 
subjectscovered? Approach andstyle? Illustrativematerial?Has a balancebeen maintained 
between practicaland research-orientedmaterial? 

" 	HasDialogueon Diarrhoeaincludeda largernumberof readers' letters, in particular,those 
referring to experiences and significant questions? 

" 	Have supplements been producedas planned? Are these of technicalmerit? 

" Have other editorial activities/planned supplementary materials been carried out and 
produced? 

" 	Are the primary messages of Dialogue on Diarrhoeastill valid? Have changes in content 
reflected the need to broaden approachesto diarrhealdiseases control? Should the subjects 
covered in the newsletter continue to be largely the same or should the content ofDialogue 
on Diarrhoeabroaden itsfocus to cover a wider range ofsubjects? If expansion of topics is 
desirable, what should that expansion look like? Should A.I.D. seriously considermerging 
the contents of Dialogue on Diarrhoea with AHRTAG's newsletter on acute respiratory 
infections, ARI News? 

" 	How best can Dialogue on Diarrhoeacontinue to support efforts to prevent and control 
diarrhealdiseases? 

FINDINGS: 

The technical content of Dialogue on Diarrhoeafills an important and unique niche, one that is 
neither filled nor duplicated by other newsletters focusing on diarrheal diseases, such as 
PRITECH's Technical Literature Updates (TLU) or WHO's Annotated Bibliography. Its content 
is readable, appropriate, and current, containing research findings as well as a potpourri of 

practical advice articles and examples taken from field experience. Balance is sought between 
the practical and the scientific by extracting practical field applications from validated research 

articles. Balance is also sought in the selection of readers' letters; letters often reveal deeply 
rooted myths as well as interesting traditional approaches, some of which may have scientific 
validity, but have not undergone rigorous clinical trials. The use of inserts/supplements 
continues to be expanded and is an excellent method for providing current knowledge in greater 
depth. In all material considered for newsletter inclusion, editors strive for geographic balance 
to ensure universal relevancy and allow readers the opportunity to share experiences across 

countries. Reader inquiries and comments are encouraged. These aspects of content and style 

make Dialogueon Diarrhoeaa unique publication, one that is true to its name -- a DIALOGUE. 
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The primary messages of Dialogueon Diarrhoeaare still valid: as technology for the treatment 
of diarrhea has evolved over the years, Dialogueon Diarrhoea'seditorial content has changed 
accordingly. The newsletter continues to cover the full range of diarrheal disease issues: 
prevention'; diagnosis; case management; and evaluation methodology. More emphasis is and 
should continue to be placed on the need for feeding and fluids during the diarrhea episode with 
ORS being used for actual dehydration. Likewise, there has been continued emphasis on 
breastfeeding as the single most important means of preventing diarrhea. Other topics that have 
received coverage include nutrition, weaning foods, water and sanitation, personal hygiene and 
Vitamin A. Dialogueon Diarrhoeahas reviewed major areas of diarrheal disease on a cyclical
basis, but without rigid adherence that might interfere with the inclusion of topics that are current 
and timely, such as cholera. Most of the topics that the evaluation team asked be considered for 
future issues have been incorporated during the last three years. (See Annex C for a complete
index of articles and inserts, June 1987 through June 1991.) 

A particularly valuable technical contribution was Dialogueon Diarrhoea'scoverage of the new 
WHO papers on drugs used to treat diarrhea. Using Dialogueon Diarrhoeaas a vehicle for this 
serial publication ensured widespread distribution of a valuable scientific contribution that would 
otherwise not have reached as far into the field. Another excellent technical contribution was 
the insert on shigellosis and invasive diarrheas, developed by the staff of the A.I.D.-funded 
Applied Diarrheal Diseases Research (ADDR) Project. This is an example of a successful 
collaborative effort with an A.I.D.-supported CDD project. 

Quality control of Dialogue on Diarrhoeahas been assured by the Scientific Editors, Drs. 
Katherine Elliott and William Cutting and members of the Editorial Advisory Board, as well as 
Dr. Nate Pierce of WHO and Ms. Kathleen Cravero of UNICEF. The Agency for International
 
Development and its major centrally funded diarrheal disease projects have not been major

contributors to technical content of the newsletter, aside from ADDR's contributions. 

The Editorial Advisory Board, comprised of internationally recognized diarrheal disease experts,
is intended to meet every 18 months to discuss key current issues in diarrhea, including technical 
advances and new research, to plan future newsletter content for one year's cycle, and to act as 
a sounding board for ideas established during the quarterly meetings of Dialogueon Diarrhoea 
staff. In practice, many of the members of the Editorial Advisory Board, especially who reside 
outside of the United Kingdom, do not meet every 18 months as intended. The last Editorial 

" The 1987 evaluation team recommended that a systematic emphasis be placed on 
prevention; in response, there have been over 20 articles related to the prevention of diarrhea. 
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Advisory Board meeting that included its international members was held at ICORT III in 
December of 1988 and before that ICORT II in December of 1985. Neither meeting had full 
attendance of all of the Board's membership. At the most recent Editorial Advisory Board 
meeting, held in January, 1991, only the U.K.-based members attended. International members 
are asked for their written comment to editorial plans, draft issues, etc., on a regular basis but 
only a few (three or four) have intermittently responded by mail. Occasional trips to the field 

by Dialogue on Diarrhoea'sManaging Editor, Scientific Editors, or U.K.-based Editorial 
Advisory Beard members have, on occasion, offered the opportunity to visit with some of the 
international members. 

Quarterly planning sessions for future Dialogue on Diarrhoeaissues are held among the 

Managing, Assistant and Scientific Editors, U.K.-based Advisory Board members (if available) 
and Resource Center staff. At these meetings, ideas are generated, potential topics are discussed 
in great detail and suggestions are made of potential authors for commissioning of articles. For 

reasons of time and economy, then, most of Dialogue on Diarrhoea'seditorial advice derives 
from the U.K.-based Scientific Editors and Advisory Board members, in concert with other 

Dialogueon Diarrhoeastaff, tapping into, on occasion, the ideas and advice of Dr. Nate Pierce 
of WHO and other technical experts as appropriate. This practice has provided an appropriate 
level of peer review. Contents of issues are technically accurate, relevant and timely. However, 

since field needs and views are critical to the relevancy of the newsletter and international 

Advisory Board members are intended to reflect the needs of the field in selecting/reviewing 
newsletter content, composition of the Editorial Advisory Board is an area worth redressing. 

We were asked by A.I.D. to reflect on the future content of Dialogueon Diarrhoea. Should it 

remain focused on diarrheal diseases and other subjects as they relate to diarrheal disease 

prevention such as nutrition, breastfeeding, Vitamin A, hygiene, water and sanitation, or should 

it broaden its content focus to cover a wider range of subjects. It was generally agreed that 

newsletter content should broaden only in response to audience needs and desires and that its 

content not be donor- or U.K.-driven. However, for several reasons discussed below under 

Conclusions/Recommendations consideration could be given to combining the contents of 

Dialogueon Diarrhoeaand ARI News. Whatever the future content focus, continued emphasis 

should be placed on the delivery of high quality, timely messages. 

CONCLUSIONS: 

AHRTAG has been responsive to the 1987 evaluation recommendations regarding technical" 
content as well as to implementation plans. 

" The technical content ofDialogueon Diarrhoeafills a niche that is important and unique, one 
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that is neither filled nor duplicated by other newsletters focusing on diarrheal diseases. 

The primary messages of Dialogueon Diarrhoeaare still valid. The newsletter offers up-to­
date, technically accurate, easily readable information. The use of inserts/supplements 
continues to be expanded and is an excellent method for providing current knowledge about 
diarrheal diseases in greater depth. 

" Current editorial practices provide an appropriate level of peer review. 

RECOMMENDATIONS: 

1. 	 Newsletter content should broaden in response to audience needs and desires; its contents 
should be "reader" driven and not AHRTAG or donor driven. 

2. 	 AHRTAG could give consideration to the possibility of integrating the contents ofDialogue 
on Diarrhoeaand ARI News because: 

- the audience is the same and the mailing lists for both newsletters are similar; 
- the case management technique is used for both conditions diarrheal disease and acute 

respiratory infections; 
- some of Dialogue on Diarrhoea's other language editions have incorporated the 

information from both newsletters into one publication, indicating a possible field 
preference for this type of delivery. 

3. 	 Since field needs and views are critical to the relevancy of the newsletter, international 
Board membership should be reviewed in order to obtain a more active roster of developing 
country members and ensure attention to a field perspective in the planning and editorial 
processes. Consideration may be given to including some of AHRTAG's Project Partners 
as Advisory Board members, as suggested at the South Asian Project Partners meeting held 
in January, 1991.' 

9All of AHRTAG's Project Partners have been incorporated into the pre-publication review 
process, not as official Editorial Advisory Board members, but as field reviewers of planned 
newsletter content to ensure field relevancy. Mailing to these partners commenced during the 
review for the September 1991 issue of Dialogue on Diarrhoea. 
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4. 	 Since scopes of work for the Scientific Editors were drafted many years ago, it is suggested 
that new scopes of work be executed that accurately reflect the current relationship with 
AHRTAG, clearly spelling-out a Scientific Editor's role, responsibilities and level of effort. 
Any role that Scientific Editors are to play with respect to fundraising should be clearly 
articulated. 

V.B. READERSHIP 

QUESTIONS:10 

Who 	is the targetaudience? Has the target audiencechanged? Does the readershipreflect" 
the target audience? Is it broaderor narrowerthan envisaged? 

* 	What efforts have been made to assess readers' information needs and identify additional 
information about the readership? 

" 	Was itpossible to base the most recent readershipsurvey on scientificsamplingmethods (i.e., 
sample size carefully selected based on quantitativemethods to test significance of results)? 

" 	What level offeedback is receivedfrom readers? Hasfeedbackfrom readersbeen considered 
in planning content? Have readers' needs been met and inquiriesdealt with effectively and 
in a timely fashion? 

" How is the newsletteractually used by those who receive it? Has there been a different usage 
between the most recent and last surveys? 

" To 	what extent is the newslettershared with others? 

" 	Are there any lessons to be learnedbetween the two readershipsurveys? 

" Have the supplementary materialsproduced, such as resource lists, been useful to readers? 
Are there other types of informationsupport that would be useful to readers? 

"Knowledge of readership composition is one of the major gap areas identified by the team. 

Consequently, not all of the questions in the scope of work could be adequately addressed. 
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FINDINGS: 

Three readership surveys have been conducted since the inception of A.I.D.'s Cooperative 
Agreement with AHRTAG, none of which have used scientific sampling methods. The first 
survey, conducted in 1983 and prior to A.I.D. funding, was sent to 2,236 Dialogue on 
Diarrhoeareaders. As an incentive to respond, readers were promised slides on diarrhea 
management. This first survey had a 40 percent response rate. The second survey, in 1986, in 
which no incentives were offered, had a 1 percent response. 

One recommendation from the 1987 evaluation was that no future readership surveys of the two 
previous types be undertaken and that a better strategy for evaluating the newsletter's 
effectiveness be developed. The team asked that AHRTAG consider selecting readership samples 
based on quantitative methods in order to test the significance of results. 

There has been a clear intent by Dialogueon Diarrhoeastaff to fulfill this recommendation, i.e., 
they have given serious thought to methods for collecting readership information, such as using 
a Focus Group Discussion (FGD) format in selected countries or adding questions regarding 
Dialogueon Diarrhoeato existing British Broadcasting Corporation's (BBC) surveys in selected 
countries. However, reaching a final decision as to the method(s) to be used has not been made 
to date. Instead, a third readership survey was undertaken to provide information for this 
evaluation that utilized the same format as the previous two. In all fairness, the survey did 
incorporate lessons learned from the two previous surveys, such as recognizing the significant 
role that incentives play in encouraging response. However, even with incentives, the third 
survey yielded a less than 1 percent response, approximately half of which derived from Nigeria. 
(Two factors might increase this rate slightly: 1) survey forms continued to be received after the 
cut-off date; and 2) the actual number of addresses on mailing list are less than total number of 
copies distributed and it is unclear whether bulk copies mailed to institutions were sent out in 
time for respondents to return survey.) The survey, comprised of multiple, mostly open-ended, 
questions, was inserted into each copy of Dialogueon Diarrhoeadistributed. This approach to 
evaluation represents a major area of noncompliance with the 1987 evaluation recommendations. 
And given the very poor response to this survey, we have not included its findings as an Annex 
nor are we incorporating its results into our findings. 

Our identification of this gap is not without our understanding of the difficulty faced by
AHRTAG in conducting a reader survey. It is worth noting that the 1987 recommendation may 
have been biased toward North American/European readership surveys in which individuals may 
be more likely to understand or read English, take the time to complete a survey, afford postage, 
and make the effort to actually purchase postage and mail the survey--all conditions that may not 
exist in the developing country readership. Because surveying readership in developing countries 
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is difficult, it may have been appropriate for A.I.D. to assist in the identification of a group with 
experience in survey design as well as implementation in the field to provide AHRTAG some 
assistance or feedback on survey design and distribution methodology. 

Although the 1987 evaluation team indicated that physicians are the primary recipient group of 

the newsletter, we cannot validate this information because of the poor response to the last two 

surveys. It is our understanding from the Scientific Editors that the editorial policy has always 

been to direct messages to the primary health care team. In our review of past issues we can 
affirm this claim, endorse it and suggest that it continue. 

Despite our not having good scientific evaluative information regarding Dialogueon Diarrhoea's 

effectiveness, there is an abundance of anecdotal evidence Dialogueon Diarrhoea'sthat should 

not be dismissed. Throughout our interviews, we received very positive feedback about 

Dialogueon Diarrhoea. One of the Editorial Advisory Board members recounted how during 
his travels he had seen many of the illustrations that appear in various issues of Dialogue on 

Diarrhoeahanging on walls in health centers throughout several countries. In Nigeria, this same 

individual came across a newsletter that was regularly quoting Dialogueon Diarrhoea'scontent, 

called RurCon of the A.I.D.-funded Agricultural Development Project. We were told by a staff 

member of USAID/Jakarta about how the Director of Indonesia's Diarrheal Information Center 

translates many of Dialogue on Diarrhoea'sarticles into Bahasa Indonesian. In addition, the 

Managing Editor of Dialogue on Diarrhoeaprovided the team with copies of other newsletters 

that have quoted from Dialogueon Diarrhoea,as well as copies of a number of readers' letters. 
In fact, AHRTAG receives a steady stream of approximatelyThese can be found as Annex D. 


35 letters a week or over 1800 letters a year asking for information or placement on the
 
newsletter's mailing list.
 

Interviews with physicians from Guatemala and Bangladesh, and one of AHRTAG's Project 

Partners from India, all of whom shared positive anecdotal information regarding Dialogue on 
need aDiarrhoea'susefulness to the field, attests to the continuing importance and for 

publication like Dialogue on Diarrhoea. This anecdotal evidence is coupled with the team's 

collective intuition that the newsletter is a useful contribution to the field. Anyone who has 

worked in development quickly learns the value of information to people in the field, and 

becomes aware of the dearth of information available. This statement, however, does not excuse 

the need for AHRTAG to systematically collect evaluative information to really know and 

understand who the Dialogue on Diarrhoeaaudience is and how the audience's needs can be 

better served. It also does not address whether the newsletter is reaching the intended audience, 

to be discussed in the following section on distribution. In fact, some individuals interviewed 

have suggested that a newsletter is only as effective as its mailing list. 
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CONCLUSIONS: 

Sufficient anecdotal information regarding the technical quality ofDialogueonDiarrhoeaand 
its value to the field exists. However, good quantitative data relating to who comprises the 
readership, exactly how the newsletter is used by those that read it, how the audience's needs 
may be better served in the future, and how information contained in the newsletter impacts
behaviors (e.g., prescribing behaviors) is not available. This represents a significant gap area 
and an area of noncompliance with the 1987 evaluation recommendations. 

RECOMMENDATIONS: 

1. 	 If a new Cooperative Agreement is entered into with AHRTAG, A.I.D. should add as a 
project objective: "AHRTAG shall design and implement a comprehensive evaluation 
strategy to provide information that will assist AHRTAG in their decisions about, and 
management of, future newsletter content." 

2. 	 To plan and execute a well-designed evaluation strategy, AHRTAG should involve Project 
Partners in this process (by meetings such as the South Asian Project Partners Meeting,
January 1991, or by regular communication using E-mail). In addition, AHRTAG may
want to consider employing an outside consultant/group with expertise in conducting
international readership surveys. A.I.D. could provide direction to AHRTAG in this 
matter. Should AHRTAG employ the services of an outside consultant, technical expertise
would need to be provided in the areas of survey design and sampling strategy, amounting 
to approximately one person-month of technical assistance. 

3. 	 Although we do not attempt here to predict what means to evaluate the newsletter might
emanate from the evaluation design process, we do believe that some of the following
approaches could be considered by AHRTAG: 

- conducting Focus Group Discussions in selected countries/regions designed expressly for 
Dialogueon Diarrhoeafeedback (more expensive option), or piggy-backing onto other 
FGD's being done by projects such as PRITECH; 
adding questions regarding Dialogue on Diarrhoeato existing surveys/evaluations in 
selected countries; exploring the possibility of piggy-backing questions related to 
Dialogueon Diarrhoeaonto existing British Broadcasting Corporation surveys; 

- surveying organizations that distribute more than 100 copies ofDialogueon Diarrhoea; 
- conducting readership surveys in selected countries, arranging for surveys to be returned 

to a location in country such as the local British Broadcasting Corporation P.O. Box; 
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- targeting questionnaires toward those individuals who have requested information from 
the AHRTAG Resource Center; 

- approaching USAID missions in countries where Dialogueon Diarrhoeadistribution is 
high, soliciting their interest in funding an evaluation of the readership. (We have 
reason to believe that USAID missions may be quite interested in obtaining evaluative 
information about who is reading Dialogueon Diarrhoea,how it's being used, and its 
impact on behaviors. In fact, the USAID/Haiti mission has expressed interest in funding 
a small evaluation of Dialogue on Diarrhoea'sreadership.) 

4. 	 AHRTAG should be held responsible for providing evaluation results to A.I.D. and for 
incorporating results into the planning of future issue content. 

V.C. DISTRIBUTION 

QUESTIONS: 

" Has the mailing list been consolidated? Have efforts been made to targetspecific groups? 
Do mailingsinclude return addresses? Have reply cards been inserted with mailingsat least 
once on an annual basis to indicate whether subscriberswish to continue, and ifso, ifthe 
number of copies included in the mailing are correct? 

" Has the mailing list programme been revised and updated in order to provide better 
information andfasterprocessing ofdata? 

* Has a subscription system been introduced? To what extent has it been successful? Is 
consideredcost-effective? 

" Are there other distribution channels that should be more fully utilized? Should the 
distributionbe increasedor consoli-!atedfurther? 

" Has a mailing list analysisforAfrica andAsia been undertakenas planned? Ifso, what are 
the outcomes of this analysis? Have ProjectPartnersbeen identifiedforAfrica? 

FINDINGS: 

So that AHRTAG might meet the original mandate given it by A.I.D. in 1984 to increase the 

distribution of the English edition of Dialogueon Diarrhoea,a major emphasis has been placed 
over the years on expansion of the mailing list. However, in compliance with a 1987 evaluation 
recommendation, AHRTAG has in the last three years emphasized consolidation, working hard 
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to update the accuracy of the mailing list (a number of duplicate addresses were noted during the 
1987 evaluation). By including a return address on the envelope in which Dialogue on 
Diarrhoea is mailed, "returns" have assisted in eliminating approximately 7,000 
individuals/institutions from the mailing list. 

An emphasis in the early years on increasing distribution resulted in an increase in the number 
of bulk copies provided to institutions. Although an efficient method to contain costs, it is not 
without attendant problems. The team's examination of the mailing list revealed that many
institutions are receiving over 100 copies. For instance, in Nigeria, the total number of copies
distributed is 22,265, only 1,780 of which are individual copies. The remaining 17,495 are 
distributed by 189 subscribers at the rate of 93 copies each, on average. This bulk mailing 
method is not necessarily inefficient as an option for distribution. However, whether the 
institutions that are receiving the bulk mailings are the appropriate institutions and whether they 
are actually regularly and methodically ensuring the distribution of these copies is unknown. 
Given A.I.D.'s interest in evaluative information and in ensuring appropriate targeting, analysis 
of the mailing list is warranted. 

A computer analysis of the mailing lists for ARI News and Dialogueon Diarrhoeawas completed
during the team's visit. This analysis revealed that in the Africa region, of the 5,325 individuals 
that receive ARI News, roughly 50 percent also receive Dialogueon Diarrhoea. In this instance, 
mailing ARI and Dialogue on Diarrhoea together would be cost-effective. This would be 
obviated if a decision is reached to merge the technical contents of both newsletters. 
Nonetheless, further similar analysis of this type is believed warranted. 

During the last evaluation, AHRTAG was experiencing difficulties with mailing list upkeep, i.e., 
slow processing of data (approximately 10 minutes per entry/deletion). Since that time their 
computer hardware and software have been upgraded resulting in faster, more efficient data 
processing (each entry/deletion now takes less than one minute). The new software program, 
CARDBOX, is able to generate reports, showing the number of copies distributed per country
and breaking that distribution djwn into the number of individual copies as well as bulk copies. 
The new program also facilitates the management of AHRTAG's subscription system (tracking 
of paid subscribers and sending invoices) which has been in place since 1988. This system has 
not proven foolproof however with regards to projects/institutions that are not cash subscribers 
but receive Dialogueon Diarrhoeafree on an exchange basis, such as the arrangement between 
PRITECH's Information Center and AHRTAG, exchanging TLU for Dialogueon Diarrhoea. 
Some of these institutions/projects that are on a gift exchange basis have received letters from 
AHRTAG suggesting that their nonpayment of fees will result in discontinuation of their 
subscription to DialogueonDiarrhoea.Both the PRITECH Project and American Public Health 
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Association's Clearinghouse on Infant Feeding and Maternal Nutrition have received these letters. 

Since this does not foster good will, we suggest that AHRTAG explore ways to distinguish 

between gift exchange and cash payment subscribers. 

Currently Dialogue on Diarrhoeahas approximately 250 cash subscribers (from developed 

countries only) at $20.00 per annual subscription. The cost per year of invoicing (including 

postage, envelopes, and printing) has been approximately $1530, $1360 and $1054 respectively 

for years' 89-91. Staff time required to invoice has been estimated at about two weeks. 

Comparison of actual costs and annual income (approximately $5000) make this a minimally 

cost-effective activity for AHRTAG. However, large-scale implementation may make this quite 

cost effective. It may be feasible to implement a subscription 	policy for developing country 
For this plan to be successful,institutions that are receiving Dialogue on Diarrhoeain bulk. 

however, it would need to become part of AHRTAG's overall decentralization effort, and piloted 

with one of AHRTAG's South Asian Project Partners. In our assessment it would not make 

sense for London to collect subscription fees, largely because most developing country 

institutions do not have access to foreign exchange and would have to pay fees in local currency, 
AHRTAG wouldnecessitating the exchange of this local currency into British pounds sterling. 


not be able to manage the influx of a vast number of local currencies. Moreover, the resulting
 

income, after currency exchange, would be minimal.
 

and distribution of theIncreasingly, AHRTAG is working to decentralize both production 
newsletter with the goal of reducing the number of copies sent from England by increasing the 

number of copies produced and distributed directly from the field. Decentralization can 

potentially play a positive role in reducing core funding outlays for distribution without reducing 

the total number of copies distributed. However, decentralization should not be an goal in and 

of itself unless it is cost effective. For instance, moving production and distribution to Africa 

seems completely justified given the volume of copies that are 	sent to this region: of 108,000 

copies of Dialogue on Diarrhoea, 80,000 are distributed in Africa. However, distribution 

problems (mail between countries of close proximity are often routed through Europe because 

no flight exists between some countries) may make decentralization to Africa cost prohibitive. 

Decentralization will need to be considered on a case-by-case basis. 

CONCLUSIONS: 

AHRTAG has in the last three years emphasized consolidation of the mailing list and updating* 
No atteni, has been madeits accuracy. This has been achieved largely through return mail. 

to better target mailings. Annual reply cards, suggested by the 1987 evaluation team to assist 

in better targeting, have not been used; although reply cards were seriously contemplated by 

AHRTAG, their use was judged infeasible due to several considerations, including a 
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perception that field subscribers would be unable to afford postage, resulting in a poor return 
rate. Bulk mailings still comprise the major portion of the mailing list. Whether the 
institutions that are receiving the bulk mailings are the appropriate institutions and whether 
they are actually systematically ensuring the distribution of these copies is unknown. 

e 	 The system for mailing list maintenance and reporting has vastly improved. 

a 	 AHRTAG's subscription system for Dialogue on Diarrhoeahas been largely successful and 
could be considered for implementation on a larger scale. 

RECOMMENDATIONS: 

1 .	 A new Cooperative Agreement should ask that AHRTAG develop systems for ensuring the 
following: 

a) accuracy of the mailing list; 
b) effective targeting of the newsletter. 

Both 	should be added as objectives of a new Cooperative Agreement. 

2. 	 Suggested possible actions for achieving the first objective include: 

- using visits to the field by my AHRTAG staff member as an opportunity to check 
mailing list accuracy; 

- obtaining feedback from Project Partners on mailing list accuracy; 
- assigning a program person for technical oversight of mailing list maintenance; 
- inserting a reply card with Dialogueon Diarrhoeaas suggested by the 1987 evaluation 

team. 

3. 	 Suggested possible actions for achieving the second objective include: 

- developing a follow-up questionnaire or reply card to be sent to institutions in five to 
ten countries with large bulk distribution, asking a number of questions to ensure 
relevancy of their institution as a distribution point, and whether numbers received are 
sufficient. This could also serve as an opportunity to identify potential Project Partners; 
writing HPN Officers of USAID missions to gain their insight regarding appropriate 
institutions for DialogueonDiarrhoeatargeting in country. Corresponding with USAfD 
missions about the mailing list could also serve as an opportunity to inquire about the 
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possibility of USAID funding a local language edition of the newsletter, or an evaluation 
of the newsletter's effectiveness. 

4. 	 Establish effective procedures for tracking and crediting separately gift exchange 

subscribers from cash payment subscribers. 

5. 	 Investigate the cost and reader usefulness of merging mailing list upkeep processes used for 

AR! News and Dialogue on Diarrhoeaand provide the findings to A.I.D. 

V.D. PRODUCTION MANAGEMENT 

QUESTIONS: 

" Has the production schedule been extended to give additional time for review, other staff 
input? Has planningallowedfor inputfrom a wide rangeof interests? 

Has 	the production assistantbeen encouraged to take more responsibilityfor lay-out and" 
paste-up? Have staff investigated the possibility of using desk-top publishing? 

" Has the illustrative materials included graphics, tables and line drawings in addition to 

photographs? 

* 	Have issues been produced in a regularand timelyfashion? 

What are the unit costsforproducingDialogueon Diarrhoea?" 

FINDINGS: 

Dialogueon Diarrhoeais produced in a regular and timely fashion. The production cycle for 

each issue begins three months prior to the time copies are available from the printer. This 

represents a one month extension of the production cycle as recommended by the 1987 evaluation 

The entire development process for each issue, from initial planning to commissioningteam. 
of articles to review, production and printing, is on a six-month cycle. This publication time line 

Because AHRTAG produces three otherallows sufficient time for review (See Annex E). 

international newsletters, production schedules are strictly adhered 'o.
 

The production of the newsletter has been streamlined since the last evaluation. All design, 

are now done fully in-house, using Ventura software. One person islayout and typesetting 
responsible for the "desktopping" of all AHRTAG's newsletters, although other staff members 
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have received training in desk top publishing so that skills are not institutionalized in just one 
person. As noted in Chapter III, AHRTAG has inherited a library of WHO photos, enhancing 
access to a wide range of depictions of primary health care topics; these are arranged by subject. 
In addition, AHRTAG maintains a graphics file from which clear black and white illustrations 
and line drawings can be obtained; these are also maintained by subject. 

Production costs for Dialogueon Diarrhoeaare relatively low for a number of reasons, the first 
of which relates to economies of scale, i.e., the cost per copy diminishes in direct proportion to 
the number of copies printed. Therefore, the cost per copy for a 100,000 print run is 
substantially lower than the cost per copy for a 5,000 print run. Secondly, Dialogue on 
Diarrhoeahas benefitted from AHRTAG's investment in desk-top publishing software and 
additional staff to operate it, without having to absorb the financial burden of that investment, 
as costs have been shared among AHRTAG's four newsletters. Costs to produce Dialogue on 
Diarrhoeaare also less because no one staff member bills 100 percent of his/here time to 
Dialogue on Diarrhoea,but instead to a number of projects/newsletters. Billable time is task­
oriented rather than project-oriented, as recommended by the 1987 evaluation team. 

An analysis of costs for producing and distributing Dialogueon Diarrhoeafor the last three years
is presented in Annex F. This analysis has taken into account direct as well as indirect costs. 
The unit cost for producing the English edition in 1987-1988 was $.71 per copy while in 1990­
1991 it was $.68. Examining these unit costs vis-a-vis the costs of producing a similar 
publication in a U.S.-based institution is made difficult for a number of reasons, i.e., size of 
print run, pay scales, overhead and fee rates, and exchange rate. However, what comparisons 
can be made demonstrate that costs are competitive. We can say with confidence that it is not 
more expensive to produce the newsletter in London, particularly given the low distribution 
costs. 

Distribution costs are kept low in part because of bulk mailing. It is also likely that it is actually
less expensive to mail to certain regions of the world from London, than from a U.S.-based 
organization. In fact, many of the remail services used by groups in the U.S. have their hubs 
in Europe. Consequently, U.S.-based firms must mail first to Europe, whereupon mail is 
forwarded to Africa. Given that 80,000 copies of the 108,000 print run go to Africa, it may be 
more cost effective to mail directly from London than from an institution in Africa, as mentioned 
in the previous section. Mailing from London consequently results in financial as well as time 
savings. Overall, the cost of producing and disseminating Dialogueon Diarrhoeafrom London 
is at least the same if not less expensive than for a U.S.-based institution. 
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CONCLUSIONS: 

Dialogue on Diarrhoeais produced in a regular and timely fashion. The 1987 evaluation 

recommendations relating to production management have been implemented successfully. 

RECOMMENDATIONS: 

1. 	 The costs associated with distribution will need to be examined as AHRTAG considers its 

overall decentralization strategy. If costs for distributing the newsletter from a particular 

less 	or at least competitive with those of London's, then decentralization ofpoint are 
production and distribution should seriously be considered, particularly given the level of 

institution building that will occur by establishing a partnership with a local institution. 

However, if costs far exceed London's costs for distributing the newsletter, institution 

building should not become a goal in itself. 

V.E. 	LANGUAGE EDITIONS 

QUESTIONS: 

To what extent hasDialogueon Diarrhoeaidentified local sourcesoffunding? Consolidated" 
existing languageeditions beforepursuingfurthereditions? Developedguidelinesforworking 

with localgroupsandselectionofProjectPartners?Identified, wherepossibleand necessary, 

in-country representativesto monitorprogress? 

Has evaluationof the Tamil and French editionsjustified theircontinuedproduction?" 

Have the languageeditions thatA.LD. provides supportfor been produced in a regularand" 
timely fashion? 

FINDINGS: 

Dialogue on Diarrhoeais currently produced in Bangla, Chinese, English, French, Nepali, 
An Arabic version has been produced intermittently, butPortuguese, Spanish, Tamil and Urdu. 

was 	produced with UNICEF funding, butis currently without funding. A Turkish edition 
AHRTAG is unaware if this has continued. In addition, anecdotal information has uncovered 

The 1987 evaluation suggested that selecteda number of translations in vernacular languages. 
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articles had been reproduced in 56 different local languages. We were unable to confirm the 
validity of this information, which was derived from the 1986 readership survey, but such an 
estimate is probably accurate. 

The 1987 evaluation examined all of Dialogueon Diarrhoea'slanguage editions, going beyond 
those editions that A.I.D. funds, in response to the scope of work prepared by A.I.D. However, 
we believe that although interesting, assessing editions that A.I.D. does not support is beyond 
A.I.D.'s realm. Consequently our focus is on those editions that A.I.D. does support: English, 
French and Tamil. 

The English edition of Dialogue on Diarrhoeais printed and distributed quarterly from three 
locations: 

1) London 108,000 copies have been printed 
(100,000 with A.I.D. support); 

and distributed by AHRTAG 

2) India 30,000 copies have been printed and distributed by The Christian 
Medical Association of India (CMAI), New Delhi; and 

3) Pakistan 25,000 copies have been printed and distributed by Imajics Ltd., 
Karachi (although the Pakistan English edition is not paid for with 
A.I.D. central funds, it is supported by USAID/Islamabad, and 
therefore has been included). 

The English edition of Dialogueon Diarrhoeahas been produced in a regular and timely fashion, 
with the exception of the Eniglish Pakistan edition, where the production schedule was set back 
due to delayed A.I.D. funding. Total circulation for the English edition is 163,000 copies per 
issue. 

Fifteen thousand copies of the French edition are printed and distributed quarterly by the 
Organisme de Recherches Sur L'Alimentation et la Nutrition Africaines (ORANA) in Dakar, 
Senegal. During FY 1990 ORANA only published three editions of Dialogue on Diarrhoea 
based on English issues 33, 34 and 35-36. The publication of a combined issue was suggested
by Dialogueon Diarrhoea'sManaging Editor as ORANA had been experiencing delays with 
production and printing. In addition, ORANA has had numerous problems with its mailing list 
which can only be resolved by the purchase of a new computer. In the early part of 1991, 
ORANA undertook an evaluation of its readership (by inserting a reply card in copies distributed) 
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and concluded that an additional 10-15,000 copies of the French edition is warranted above and 

beyond the current 15,000. It is the team's opinion that a close analysis of the mailing list 

should be undertaken before expansion is considered. 

The Rural Unit for Health and Social Affairs (RUHSA) in Tamil Nadu, South India is the 

organization responsible for translating, printing and distributing 25,000 copies ofa Tamil edition 

of Dialogue on Diarrhoea. Additional funding (matching A.I.D.'s contribution) from 

UNICEF/South India has enabled RUHSA to increase the print run for the Tamil edition from 

25,000 to 50,000. RUHSA has published nine issues of Dialogue on Diarrhoeain Tamil and 
the Tamil edition receivesdistributed these throughout South India. According to RUHSA, 

excellent feedback with a large number of individuals asking to contribute articles to the 
letters by RUHSA revealed that: 50newsletter. A recent evaluation of a sample of readers' 


percent request more information; 40 percent give appreciation and acknowledgement; 8 percent
 

ask questions and reveal doubts; and 2 percent provide constructive criticism.
 

Obtaining good evaluative information, ensuring appropriate targeting, and solving distribution 

problems were key issues raised by Project Partners during the South Asia Project Partners' 

Meeting held in January of 1991 (see Annex G for full report of meeting). Quality control was 

not raised by Project Partners as a key issue. This is understandable given CMAI's and Imajics' 
In the case of the English editionrole in only reprinting issues and articles produced in London. 

by an outside editorialin Pakistan, any Pakistan-specific material producr-d is reviewed 
A team of grass roots health workers incommittee; this ensures the quality of new articles. 

South India has been established to review and adapt the material and language level for the 

Tamil newsletter and there is anecdotal evidence to support the Tamil edition's translation 

quality, although the team could not assess the accuracy of this claim. 

The 1991 South Asia Project Partner's Meeting consolidated AHRTAG's relationship with its 

Asian Project Partners and serves as a model for future meetings of this type. It gave Partners 
of important issues, including effective methods forthe opportunity to discuss a number 

evaluating readership. During this meeting it became apparent that the questions existing in 

London regarding Dialogueon Diarrhoea'suse and effectiveness also exists at the field level. 
mutually beneficial: AHRTAG isAll participants saw their relationship with AHRTAG as 

providing credibility and support to the partner organization, and the organizations are providing 
wasa network of national non-government organization partners to AHRTAG. AHRTAG 

perceived as an enabling agency, providing resources, technical support and important 

information, rather than as a donor agency. 

Since the 1987 evaluation, AHRTAG has focused on building and consolidating its relationships 

with existing Project Partners and on locating funding for established language editions, such as 
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those 	in Spanish and Arabic. In fact, a funding commitment for a regular Spanish Dialogueon
Diarrhoeawas secured from the Dutch government in 1990. Unfortunately no funding source 
has been !ocated for the regular production of an Arabic edition."1 Little attention has been 
paid to identifying and seeding the growth of new language editions of the newsletter, as a
Dialogue on Diarrhoea staff goal has been to consolidate and strengthen existing language
editions before pursuing new language editions. Nonetheless, a Nepali edition was launched at
the end of 1989 and some thought has been given to the possibility/need for a Kiswahili edition 
(Kiswahili is the dominant indigenous language in East Africa, particularly Kenya and Tanzania).
As recommended by the 1987 evaluation team, guidelines for selecting Project Partners have 
been 	established (see Annex H). 

CONCLUSIONS: 

* The language editions that A.I.D. supports have been produced regularly. 

" Emphasis has been placed by AHRTAG on building relationships with current Project Partners 
and not on the generation of new language editions. 

RECOMMENDATIONS: 

1. 	 Institute new language editions only in the context of AHRTAG's general organizational 
strategy for decentralization. 

2. 	 As a first priority of AHRTAG's decentralization strategy, secure local funding for the 
language editions that A.I.D. currently supports. 

3. 	 Before expansion of the French edition is considered, undertake the following: 

- analyze and update for accuracy the current mailing list; 
- evaluate the readership by means other than a written survey, perhaps using a Focus 

Group Discussion format. 

"We have been informed of recent (Fall, 1991) confirmation of Norwegian Red Cross
funding for information sheets in Arabic on aspects of diarrheal diseases taken from various 
issues of Dialogueon Diarrhoea. If successful, this could prove a springboard to a regular,
expanded version of Dialogueon Diarrhoeain Arabic. 
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4. 	 Staff of Dialogue on Diarrhoea should continue Project Partner follow up and support. 
The South Asian Project Partners meeting held in January of this year serves as an 
excellent model. In addition, E-mail could be used as a regular means for communication. 

V.F. RESOURCE CENTER 

QUESTIONS: 

* Have the Resource Centerstaffbeen involved in contributingmaterialandinformationsupport 
to Dialogue on Diarrhoea as required? Have they regularly been included in editorial 
meetings? 

" Has the Resource Center developed and maintained an effective and relevant diarrheal 
diseases information base? 

" Has the development of an in-house computerized databaseassisted Dialogueon Diarrhoea 
projectstaff?. Has the databasebeen usedfor inquiriesfrom Dialogucon Diarrhoeareaders? 
What use has been made of the modem and the E-mail? Has E-mail been used to link with 

relatedprojects underA.LD. 's aegis, such as QualityAssurance, Applied DiarrhealDisease 
Research, Primary Health Care Technologies (PRITECH), Health Communication 
(HEALTHCOM), etc. ? What use is made of other computerized databases (linking with 

Medline, Medlars, etc.)? 

" 	What means were developed to evaluate the effectiveness of the supplemental material 

developedforDialogue on Diarrhoeareaders? 

" Has technical assistance been provided to strengthen other resource centers in developing 

countriesas had been envisioned? If so, did the provisionof technicalassistancegreatly tax 
To what extent is this kind of technical assistancethe Resource Center staff too greatly? 


plannedfor thefuture?
 

Hasthe Resource Centerbudget been adequate? Are materialspurchasedwith A.ILD. funding" 
stillidentifiable? Has asystem been implemented to assesshow the resourcesarebeing used? 

FINDINGS: 

Since the 1987 evaluation, the Resource Center has grown tremendously, expanding its portfolio 

of projects and activities (see Annex I: Activities Report/1990). It currently maintains a high 

profile within the organization, being recognized for the technical contributions it makes in 
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support of all AHRTAG activities. As a result, Dialogueon Diarrhoeahas benefitted. Resource 
Center staff participate in Dialogue on Diarrhoeaeditorial meetings and play a key role in 
helping to generate ideas and in providing background documentation and references for articles 
to be developed. Resources cited in Dialogue on Diarrhoea'sspecial inserts are identified by 
Resource Center staff. 

The Resource Center collection has been computerized using the computer software INMAGIC. 
All materials purchased with A.I.D. funds are specially coded and tracked. The Center has four 
computerized databases that are regularly updated. The bibliographic database is unique in 
comparison with on-line commercial databases for two reasons. First, its focus is on health-­
particularly community-based experiences--rather than on medical and scientific literature. 
Second, it focuses on collecting information from developing rather than developed countries. 
The serials database contains up-to-date information on publishers and subscription details for 
over 500 newsletters and periodicals, including the British MedicalJournal,The Lancet, Social 
Science andMedicine andAIDS Care. The audiovisuals database contains information on a wide 
range of videos and slides, while the organizations/contacts database contains information on 
individuals and organizations working in primary health care worldwide. For the benefit of 
Dialogueon Diarrhoea,all databases can be searched using key words from the diarrheal disease 
thesaurus.
 

When technical articles are required for Dialogueon Diarrhoea,the Resource Center scans its 
own databases and, when necessary, links with other computerized databases most appropriate
for the subject area such as MEDLARS system (NLM) and the Commonwealth Agricultural
Bureau Abstracts (CAB). The Center also regularly links with the A.I.D.-supported Water and 
Sanitation for Health (WASH) and Vector Biology and Control (VBC) libraries, as well as the 
Clearinghouse on Infant Feeding and Matemal Nutrition. 

The team discovered very little overlap between AHRTAG's Resource Center materials' 
collection and that of A.I.D.'s major centrally funded diarrheal disease project--PRITECH.
While AHRTAG's Resource Center focuses on developing country programs, training manuals 
and educational materials, PRITECH's Information Center focuses on scientific and technical 
literature in CDD. Communication between the projects' centers has not been mandated by the 
Cooperative Agreement, but could prove useful in AHRTAG's accessing technical documents 
for planned articles. Approximately one year ago, staff of AHRTAG visiting Washington met 
with PRITECH Information Center staff and discussed future collaboration. As a result of this 
meeting, the centers have begun to exchange their acquisition lists. Both projects saw the mutual 
benefit of linking databases. However, PRITECH has been unable to identify a failure in their 
modem operation, making communication with AHRTAG's database impossible at the time this 
report was written. 
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The Resource Center budget as well as staff have steadily increased during the last five years 
(from 2.5 persons in 1985 to 6.5 in 1991). Financial support is derived from a number of 

different sources, of which approximately 30 percent is contributed by A.I.D. Approximately 

one-third of A.I.D. money is spent on acquisitions and the remaining two-thirds on salary, 
divided among four staff members. This support has enabled the Resource Center to improve 

the overall quality of information available and services it provides. For instance, the Resource 

Center staff's involvement in support of all AHRTAG activities allows them to share relevant 
Ininformation collected for the ARI or AIDs newsletters with Dialogue on Diarrhoeastaff. 

addition, the Resource Center produces and distributes free-of charge five resource lists on 

information materials, training courses, and international newsletters. One specifically relates 

to diarrheal diseases. Likewise, it produces a monthly update that lists recent acquisitions and 

is circulated to AHRTAG staff as well as to Project Partners in the field. 

Resource Center staff regularly respond to information requests from th . field. During a recent 

nine month period, 329 requests were received for diarrheal disease-related information, 

representing 23.4 percent of all requests received (this includes requests for the free publications 
Information requests arementioned above). The majority of these requests were from Africa. 

However, thismaintained in a log book and visitors are requested to fill out a Visitor's Form. 


information is not computerized nor is it analyzed in any systematic way. We believe that this
 

represents an area for strengthening.
 

The Resource Center works with a number of partner organizations in Egypt, Gaza, India, 

and the West Bank providing support and technical assistance for theKenya, Tanzania, 
development and/or strengthening of local information centers. Staff also are involved in 

AHRTAG's operational projects concerned with health education, appropriate technology and 

rehabilitation of the disabled. While these activities are not directly related to Dialogue on 

Diarrhoea, the relationships that have been established by the Resource Center through its 

Middle East Network and other projects can play a positive role in AHRTAG's decentralization 

efforts by identifying potential Project Partners for local production and distribution of Dialogue 

on Diarrhoea. 

CONCLUSIONS: 

Since 1987, the Resource Center has grown considerably, expanding its portfolio of projects* 
and activities. Expansion of activities has not taken away from staff members' abilities to 

actively participate and contribute to the planning and development of Dialogueon Diarrhoea 

content. 
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* The Resource Center has established an effective and relevant diarrheal disease database tlh.t
does not overlap with other CDD databases. 

RECOMMENDATIONS: 

1. 	 We do not suggest to A.I.D. that PRITECH's and AHRTAG's Information/Resource
Centers be mandated by the Cooperative Agreement to share information. However, we
do believe that communication links could prove mutually beneficial to both projects.Therefore, it is suggested that an effort be made to increase collaboration between the twoproject's centers, such as by exchanging computerized databases on diskette and hard copy. 

2. 	 Although there is a regular flow of information requests from the field and visitors to theResource Center (who record their affiliation in log books), no attempt has been made toanalyze written requests nor to speak further with Resource Center visitors to gainevaluative information. As an objective of a new Cooperative Agreement, we suggest that 
a systematic approach be developed to: 

- analyze the types of information requests received and what information is being
disseminated; 

- follow up with originators of information requests, inquiring about how the information 
they requested is being used, and obtaining feedback on Dialogueon Diarrhoea;

- develop a brief set of guidelines/questions to be used to interview individuals visiting theResource Center, as a means to obtain evaluative information regarding Dialogue onDiarrhoea, such as: How do they use the newsletter?; What do they find most
valuable?; What would they like to see incorporated in the future? 

3. 	 The Resource Center could play a useful role in helping to identify potential Project 
Partners through their existing linkages. 

V.G.MANAGEMENT 

QUESTIONS: 

HasAHRTAG's staffing changedto meet new demands? Are staffable to devote enough time 
to the project? Has the relationshipwith the Scientific Editorscontinuedto work well? Howis staffmorale? Is work divided among staffmembers efficiently, effectively? 
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" Given the new organizationalstructure,have project activitiesbeen well managed? Has the 
financial reporting and administrationbeen well managed? Is team management working 
well? How has the absence of an Executive Directoraffected the organization? 

" Has additionaleditorialstaff been employed to assistthe managingeditorwith Dialogueon 
Diarrhoea? If so, to what extent has additionalstaff helped reduce the burden on the 
ManagingEditor? Has the ManagingEditortaken on a largermanagement role thatplaces 
her in a seniorposition over all other newsletter editors? 

Are annual performance reviews being conducted, using individual job descriptions for" 
guidance? 

Who in the organizationhastaken on the roleofdevelopingAHRTAG's externalrelationships," 
i.e., securingfunds from outside? 

" HasAHRTAG developed otherareasofprogram work and donorsupportfor these to reduce 
its dependency on A.LD. and reduce the imbalance in its projectportfolio? Has AHRTAG 
developed a more donor-orientedfundraisingstrategy? Have the Scientific and Managing 
Editors taken a leadershiprolefor Dialogueon Diarrhoeafundraising? 

Has the project developed closer links and information exchange with other A.LD.-funded" 

health/nutritionprojects? 

FINDINGS: 

The 1987 evaluation team completed a very thorough examination of AHRTAG's management 
While in our opinion this examination wentstructure, staffing patterns and financial systems. 

to Dialogue on Diarrhoea (the onlywell beyond those aspects of management pertaining 
AHRTAG activity supported by A. I.D.'s Cooperative Agreement), it was understandably deemed 
necessary at that time. To a great extent it was diagnosed as necessary due to implicit and 

a direct bearing on Dialogue on Diarrhoeastaffexplicit organizational dysfunction, having 
morale, productivity, effectiveness, etc. These problems having been corrected in the ensuing 

years, allows us to focus our evaluation on management only as it pertains to Dialogue on 

Diarrhoea. 
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V.G.1. STAFFING 

Since 1987, the Executive Director and Project Coordinator positions have been eliminated.
Currently there are three divisions, each of which has a director. This co-directorship, according
to the Managing Editor ofDialogueonDiarrhoea,as well as the Scientific Editors, has produced
very positive organizational results. (See organizational chart Figure 4.) Staff morale and
commitment are high. Staff are dedicated to the task and work hard, believing that they can not
only share their ideas, but that these ideas will be considered seriously by management.
Individuals interviewed described the working environment as "participatory," "consensus
building." There has been some noted inequality in divisional responsibilities. These and other
issues will be addressed by an upcoming external management review. 

In addition to the Managing Editor, a full-time Assistant Editor was hired in 1988 in compliance
with the 1987 evaluation recommendation. Two individuals have held this position since 1988;
the most recent Assistant Editor was hired in January of 1991. She has been able to take on 
many of the day-to-day tasks related to producing Dialogueon Diarrhoea,freeing the Managing
Editor to spend more time managing the division, liaising with the Scientific Editors andAHRTAG Council, developing policies and procedures, and to a lesser extent, visiting Project
Partners in the field and working on decentralization of the newsletter as well as fundraising. 

Currently, staff dedicated to Dialogue on Diarrhoeaequal three full-time equivalents. This
includes: Managing Editor, 38 percent; Assistant Editor, 50 percent; publications secretary, 35 
percent; design and production worker, 33 percent; mailing list manager, 50 percent; office
administrator, 15 percent; and Resource Center staff, 79 percent (split among four individuals). 

The Scientific Editors expressed their satisfaction with the way AHRTAG is functioning and with
their relationship with Dialogueon Diarrhoeastaff as well as with AHRTAG Council members.
They described working relationships as "happy" ones. When queried about whether the project
could withstand the absence of the Managing Editor were she to terminate her employment, they
answered that while it would not have been possible in 1987, were she to leave today, the
remaining staff are believed to be strong enough to carry on very well. 

The management team (three co-directors) meets every two weeks; meetings are held with the
Scientific Editors quarterly. The 1987 recommendation regarding the institution of annual 
performance reviews has been implemented with success. 
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Figure 4.
 

AHRTAG ORGANIZATIONAL STRUCTURE
 

CO-DIRECTOR CO-DIRECTOR CO-DIRECTOR 
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V.G.2. FINANCFJACCOUNTING 

The 1987 evaluation concluded that AHRTAG's accounting systems "seem to provide both basic 
control and good financial management information. Costs are collected in categories that 
provide relevant information, allow simple and equitable allocations, and comparative analysis. 
For a small, non-profit organization, the systems are unusually well designed and maintained." 
We as a team agree with this statement; our only comments are additive. Whereas in 1987 cash 
flow was a problem, it is no longer; 25 percent of AHRTAG's annual income is in the bank at 
any time. According to the Finance Administrator, accounting/tracking systems have vastly 
improved even since 1987. In his opinion everything during that time happened in a very "ad 
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hoc" way--for example, there was no annual budget schedule for disbursing funds to Project
Partners and no systematic way of knowing when to report to different donors (different donors 
have different financial reporting schedules). With a new accounting software program, called 
Sun, these inadequacies have been corrected. The accounting program is now able to, according
to the Finance Administrator, "track everything." It is able to analyze each transaction at five 
levels: 1) cost centers (breaking down A.I.D.-funded activities into five sub-areas relating to 
language editions and Resource Center activities); 2) grants; 3) donors; 4) publications; and 
5) consultants. 

Further improvements in financial systems have stemmed from Great Britain's enforcement of 
SORP, Statement of Recommended Practices for charity organizations, and auditor 
recommendations. 

V.G.3. FUNDRAISING 

With the absence of the Executive Director and Project Coordinator, fundraising efforts for 
AHRTAG have fallen to the three division heads. Fundraising for Dialogue on Diarrhoeahas 
largely been taken over by the Managing Editor. However, both A.I.D. (as articulated in 
Amendment One of the Cooperative Agreement) and the 1987 evaluation team envisioned much 
greater fundraising roles for the Scientific Editors, particularly because of their prominence in 
the field of diarrheal diseases and their intimate knowledge and understanding of Dialogue on 
Diarrhoeaand AHRTAG. While the Scientific Editors' continuing links and contacts have 
proved valuable in establishing/initiating new funding from international agencies, their direct 
involvement in field-level fundraising has been minimal, in large part due to infrequent travel. 
Thus, while the Scientific Editors may continue to play a key role in obtaining donor funds from 
international agencies, their role in identifying/establishing Project Partners in developing
countries and in obtaining local funding may be diminished. Clearly this is an area for 
reexamination. 

It is difficult to assess the degree to which AHRTAG has taken on a more aggressive donor­
oriented fundraising strategy as an organization, as we have examined fundraising only related 
to Dialogueon Diarrhoea. However, if one takes into account the degree to which AHRTAG 
has diversified its funding base for language editions not supported by A.I.D., we can say with 
some assurance that they have been successful. The success of Dialogue on Diarrhoea's 
decentralization effort in the past and in the future has and will depend largely on Dialogueon 
Diarrhoea'sManaging Editor, although this is an area requiring reexamination as well. 
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V.G.4. COLLABORATION 

AHRTAG has successfully collaborated with A.I.D. Office of Health's Applied Diarrheal 

Diseases Research (ADDR) Project, wherein ADDR develops a research column for every issue 

of Dialogueon Diarrhoea,and contributes supplements on a twice yearly basis. In addition, the 

following collaborative activities have been undertaken: 

" an article produced in conjunction with the Quality Assurance Project (formerly 
PRICOR); 

" an announcement of the Vitamin A Field Support (VITAL) Project; 
" an article by one of PRITECH's key private sector/commercialization of ORS 

experts; 
" an article on methods for changing prescribing behaviors by the Drug Management 

Group of Management Sciences for Health; and 
" 	 the Resource Center's frequent computerized linking with the Water and Sanitation 

for Health (WASH) library, the Vector Biology Control (VBC) library and the 

Clearinghouse on Infant Feeding and Maternal Nutrition. 

Although collaboration between Dialogueon Diarrhoeaand the central office of PRITECH in 

Washington has not been extensive to date, there has been a great deal of collaboration with 

PRITECH at the field level in Senegal and Pakistan. Coordination at the central level had been 
but there was no follow-up byenvisioned by the former 	Technical Director of PRITECH, 

PRITECH once the Technical Director vacated his position. There has been no collaboration 

between Dialogue on Diarrhoeaand the centrally-funded A.I.D. Communication for Child 

Survival (HEALTHCOM) project. The HEALTHCOM Project Director did not fault AHRTAG 

with the lack of collaboration, as HEALTHCOM has made no effort in this regard either. 

It is often assumed that 	 projects will collaborate and share information for the sake of 

Yet it was pointed out by more than one individual interviewed thatprofessional peer review. 
many projects and institutions are in competition with one another, which reduces their 

willingness to share information. As one director of a major A.I.D.-supported CDD project 

suggested, projects cannot be forced to collaborate when it is not seen as mutually beneficial-­

there must be a logical, rational fit between projects for collaboration to work. The collaboration 

between ADDR and Dialogueon Diarrhoeais an example of an appropriate fit: ADDR supports 

basic research; Dialogueon Diarrhoeais used as a vehicle to disseminate research findings. 
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CONCLUSIONS: 

* Great strides have been made since the 1987 evaluation in AHRTAG's management structure, 
overall financial management and policies. Great attention has been paid to the development 
of organizational procedures. 

" 	The team concurs with AHRTAG's assessment that divisional responsibilities are currently 
unequal and endorses the organization's decision to undergo an external management review. 

" 	 AHRTAG has been quite successful in diversifying their funding base for non-A.I.D. 
supported language editions of Dialogueon Diarrhoeaand other organizational projects and 
activities. The Scientific Editors of Dialogue on Diarrhoeahave expressed a desire for 
technical assistance, however, in the area of fundraising and proposal development, 
particularly in trying to solicit funding from USAID missions. 

" 	Dialogue on Diarrhoeastaff have collaborated successfully with some of the A.I.D. Office 
of Health's centrally funded projects, although this is an area that could be strengthened. 

RECOMMENDATIONS: 

1. 	 Resource Center linking with A.I.D.-funded project databases, or other databases, should 
be motivated purely by the need to identify/access technical articles for Dialogue on 
Diarrhoeacontent and development, and not merely for the sake of collaboration. 
AHRTAG should be notified when PRITECH has solved its modem problem so that 
communication links may be established. 

2. 	 AHRTAG should consider the financial feasibility of hiring an additional person with 
experience in non-profit fundraising to assist the Managing Editor in Dialogue on 
Diarrhoea'sfundraising efforts. 

3. 	 Scopes of work for the Scientific Editors should be rewritten to clearly reflect their current 
roles and responsibilities and level of effort. Special attention should be paid to the role, 
if any, that the Scientific Editors, will play in future field-evel fundraising efforts. 
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VI. FUTURE DIRECTIONS 

Are the purpose and assumptions of the project still valid and do they fit within A.I.D.'s policies 

and priorities? What should be the future direction of the project? Is decentralization of the 

newsletter a valid goal? Will decentralization bring sustainability? Should A.I.D. continue to 

play a role in support of Dialogue on Diarrhoea? If so, what form of the project should be 

supported and at what funding level? (Note: These key questions will be addressed in this 

chapter using a question and answer format.) 

VI.A. PROJECT VALIDITY 

Is the original project goal "[to] expand the dissemination of information on all aspects of 

diarrheal diseases, with special emphasis on Oral Rehydration Therapy (ORT), to LDC leaders, 

health providers and international donors' staffs" still valid today? To answer this question we 
Are millions of children stillmust ask ourselves: Are diarrheal diseases still widely prevalent? 

dying from dehydration associated with diarrheal disease? Is cholera an emerging problem in 

Africa? Do rates of correct ORS use continue to flag in relation toLatin America and 
The problem of diarrheal diseasesawareness? The answer to all of these is a resounding "yes." 

has not gone away and new technologies and information are emerging that need dissemination. 

At issue here is whether A.I.D., given the number of emerging health concerns, particularly as 

they relate to urban health care delivery, wishes to focus its scarce resources on a recurrent cost 

such as a newsletter, particularly one that has a single focus? In the 1987 Evaluation Report (pg. 

30), A.I.D. chose to fund a recurrent cost such as Dialogue on Diarrhoeain the first place 

because:
 

AHRTAG was providing a service that fit within established A.I.D. policy directives;" 
Dialogueon Diarrhoeahad an established distribution network;" 

* Dialogueon Diarrhoeahad a committed staff and reputable advisors;
 
promised effective
* 	Directing support to an existing program to be more than 

establishing a similar (presumably redundant) program in an American organization. 

In 	our assessment these points remain valid today and are further elaborated below. 

Is AHRTAG providing a service thatfits within establishedA.L.D. policies andpriorities? 

of 	A.I.D.'s ChildYes. Oral rehydration therapy (ORT) remains one of the twin engines 

Survival Program. Since 1985, A.I.D. has made a significant contribution to diarrheal disease 

control efforts, allocating over $228 million to assist national programs in at least 64 countries. 
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Moreover, A.I.D. has committed itself to working with the international community in achieving
the goals adopted at the recent World Summit for Children: 50 percent reduction in child deaths
due to diarrhea and a 25 percent reduction in the incidence of diarrhea between 1990 and the 
year 2000. 

Communication plays a critical role in A.I.D.'s ORT strategy. Experience has taught the
Agency that sustained communication, and not communication "blitzes" or "campaigns," is one
of the keys to changing behavior. We would argue that Dialogue on Diarrhoeais a low-cost 
means of sustained communication that is not duplicated by other newsletters, and which offers
up-to-date, simply and clearly presented, technically accurate information on a disease that
continues to kill millions of children. anAs information source, Dialogue on Diarrhoea
complements and reinforces messages of countless donor-funded CDD programs and activities
all over the world. For these reasons, we believe that support of Dialogue on Diarrhoea 
continues to fit within A.I.D.'s policies and priorities. 

DoesAHRTAG have an establisheddistributionnetwork, committed staffand reputableadvisors? 

Yes. Dialogue on Diarrhoeais an established newsletter of international repute that has
conferred prestige to AHRTAG and has become the "flagship" of the organization. None of the
other international newsletters that AHRTAG produces, including AR! News, AIDs Action or
Community RehabilitationNews, has received the level of acclaim that Dialogueon Diarrhoea
has, despite equally excellent quality. Every individual interviewed for this evaluation knew
about Dialogueon Diarrhoea,and regularly reads or scans it. Comments about Dialogueon
Diarrhoearanged from "practical," "valuable," "motivational," "morale-building," "dynamic,"
"gets people excited" to, when queried about stopping or significantly reducing the number of 
copies distributed to the field, "it would be a terrible loss." 

As described in section V.G. Management, Dialogue on Diarrhoeastaff are highly committed. 
The Managing Editor ofDialogueon Diarrhoeahas worked with the newsletter almost since itsinception. The Scientific Editors are as committed today to the newsletter as when it was first
conceived. One does not question the reputation of the advisors; however, as mentioned in
Chapter V.A. the composition of this Board should be reexamined given the need to ensure that 
the field perspective is adequately represented. 

Does it continue to be more effective to directsupportto an existingprogramthan establishing 
a similarprogramin an American organization? 

Yes. A.I.D. entered into a Cooperative Agreement with AHRTAG in 1984 precisely because
AHRTAG was already producing a reputable newsletter on diarrheal diseases; Dialogue on 
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Diarrhoeawas and is an AHRTAG-conceived and owned product, not an A.I.D. -conceived and 
designed activity intended for outside competition. AHRTAG has established its excellent 
organizational reputation because ofDialogueon Diarrhoeaand is known for its diarrheal disease 
expertise. Its staff, advisors and Resource Center have been working in this specialized area for 
over ten years. They have established good working relationships with international 
organizations, including WHO, the policy arm for international control of diarrheal diseases. 
These established relationships as well as Dialogue on Diarrhoea's staff expertise would be 
difficult to match anywhere. Dialogue on Diarrhoea remains uniquely AHRTAG's and is not 
subject to transference. Therefore, it is just as redundant today to consider establishing a 
diarrheal disease newsletter with an American organization as it was in 1984. 

In sum, it is easy to rationalize why the project goal remains valid and fits within A.I.D.'s 
policies and priorities. But this rationalization does not get at the harder question of whether 
funding a recurrent cost is justified given the Agency's organizational goal of sustainable 
development. The next section, which addresses what the future of Dialogue on Diarrhoea 
might look like, discusses the more difficult issues surrounding sustainability and 
decentralization. For instance, does decentralization lead to sustainability? 

VI.B. THE FUTURE OF DIALOGUE ON DIARRHOEA 

Decentralization has become a well articulated AHRTAG goal and has been a key objective of 
A.I.D.'s Cooperative Agreement with AHRTAG. To what extent however has AHRTAG 
focused its efforts on decentralization? In FY 1990, 29 percent of AHRTAG's expenditures 
provided support to partner organizations (see Figure 5) to produce and distribute Dialogue on 
Diarrhoea,as well as other newsletters, and to develop and provide continuing support for in­
country resource centers (of which there are currently ten). This represents an approximate 4 
percent increase over FY 1989. 

Theoretically a well-executed decentralization strategy can lead to institution building, 
particularly if the activity lends itself to becoming self-sustaining. For instance, AHRTAG's 
Resource Center has built a plan for sustainability into its support for the Centre for Educational 
Development in Health, Arusha (CEDHA) to establish resource centers in six zones throughout 
Tanzania. After the initial seed money is provided to establish book shops in the zonal resource 
centers, the aim is to make these self-sustaining by developing a revolving fund from the sale 
of books (in local currency). In this case, decentralization is working toward sustainable 
development. 
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Figure 5. AHRTAG Expenditures by Type 

Indirect expenditure: 
fundralsing, publicity & 

administration expenses
E78,833 

Funding for overseas 
partners Salaries and wages 
E291, 374 £187,477 
(29.1%) (18.6%) 

Consultancy fees and 

Premises an 
other facilities Travel 

expenses
£51,104 
(5.1%) 

£85,768 £22,180 
(8.5%) (2.2%) 

Communications 
expenses Printing and distribution 

£39,554 from the UK 
(3.9%) £250,036 

(24.8%) 

To date, however, AHRTAG's decentralization of the production and distribution of Dialogue 
on Diarrhoeato local insitutions has led to, albeit stronger institutions, ones that are largely
dependent on AHRTAG for funds. No provision has been made for sustaining newsletter 
production. Organizations are largely dependent on AHRTAG unless activities can be made self­
sustaining. Yet the cost recovery options are not attractive: 1) charging subscription fees; 
and/or 2) allowing advertising. The former option has not been considered because AHRTAG 
has always provided its newsletters free-of-charge on the premise that primary health care 
workers in developing countries cannot afford to pay for a subscription. This policy fits with 
the philosophical underpinnings of the organization to support "health for all" by providing 
current, practical, and appropriate information free to those who need it most. The organizations 
with which AHRTAG has developed relationships, all NGOs, also support this policy. And 
A.I.D. has supported AHRTAG's policy insofar as it applies to developing country
individuals/institutions. The latter option, whether or not to allow advertising, opens up a 
number of ethical concerns. The likely candidates for advertising would be large pharmaceutical 
firms and infant formula manufacturers, the very industries that produce anti-diarrheals and 
formula milks, the antithesis of Dialogueon Diarrhoea'spurpose and messages. 
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If neither cost-recovery option is appropriate then what can we likely expect from a 
decentralization strategy? We can expect at least a reduction in core expenditures by 
transferring to the field production activities that have been undertaken at the central level (in 
this case London) and we can expect to build the local capacity of the organization in newsletter 
translation, production and distribution. If the savings realized are only marginal by moving 
production to the field, then the goal of building institutional capability becomes worthwhile. 
However, if the costs incurred in moving activities to the field are greater than the savings, 
institution building in and of itself does not make sense, particularly if one considers the amount 
of ongoing technical assistance that will be required of the central level to support field activities. 

There are a number of issues that require examination before A.I.D. strongly endorses the total 
decentralization of the newsletter as a key objective of its Cooperative Agreement with 
AHRTAG. Consider the following: 

" 	Decentralization requires time and continuing technical assistance. A Dialogueon Diarrhoea­
sponsored meeting held with Asia Project Partners in January of this year underscored the 
issues common to organizations undertaking the production and distribution of a publication, 
and the level of support and technical assistance required from the parent organization (See 
Annex G). Project Partners suggested ways in which AHRTAG could be supportive, 
including on-site training and assistance in editing and writing, mailing list computerization, 
overall planning and management, resource center development, etc. It is important that the 
time and money required to decentralize are not underestimated. 

" 	Quality of newsletter content may be more difficult to control, particularly if the goal is to 
build local institutional capacity which should mean eventual local autonomy. 

" 	In addition to providing technical assistance to the partner orgarization, AHRTAG will have 
to help locate funds for the institution to carry out its production and distribution function 
unless fee recovery or advertisement schemes are initiated. 

" 	Core activities will continue to need funding from an outside donor unless AHRTAG develops 
some income-generating activities to sustain newsletter development. 

" 	Removing all producticn and distribution out of London to partner organizations may not be 
cost-effective. A recent trip to Africa to investigate the possibiiity of locating a partner 

someorganization in East Africa to produce and distribute Dialogue on Diarrhoeayielded 
interesting information. Given the difficulty of traveling between various countries in Africa 
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and the frequency with which Europe is used to route mail even to countries with close
proximity to one another, it may prove more expensive to decentralize Dialogueon Diarrhoea 
distribution to Africa than to retain it within London. 

If A.I.D. were to support AHRTAG toward the goal of toa decentralization of Dialogueon
Diarrhoea,one scenario would see AHRTAG/London become the resource hub with its spokes
operating in the field; that is, London would continue to meet with Advisory Board members,
Scientific Editors and other technical experts, with WHO, UNICEF and A.I.D., if applicable,
to develop issue content and to commission articles, and to design and lay out the newsletter.
They would then supply partner organizations with camera-ready copy and/or negatives for their
translation, production and distribution. Dialogueon Diarrhoeastaff would provide technical
assistance to Project Partners during start-up activities and act as a resource as necessary.
Ultimately, with the exception of providing camera ready art and/or negatives, Dialogue on
Diarrhoeastaff would wean the Project Partners only after being confident that local funding is
assured, materials are sensitively and accurately translated, printed in a quality fashion,
distributed effectively, and evaluated appropriately. 

A possible second scenario would have AHRTAG developing material on a range of primary

health care topics, eliminating the need for specifically vertically focused newsletters, and

providing material to partner organizations who would then "pick and choose" articles developed

by AHRTAG for a publication uniquely their own. This publication would need to mention

AHRTAG's contribution, but would have its own logo. 
 Although partner organizations would 
not be able to alter the content of material received from AHRTAG, they would be able to

choose which materials to be included in the newsletter, adding their own local articles to the
 
core material. A couple of partner organizations in Asia at the January meeting pointed out their

interest in creating a more locally applicable newsletter, pulling together a number of diarrhea,
ARI, and other health related topics. 

If A.I.D. is to support the goal of decentralization, expectations should be realistic. Total
decentralization cannot be achieved in the span of two-three years. Decentralization of project
activities should be considered on a case-by-case basis to determine cost-effectiveness. 
Decentralization will not logically lead to sustainability unless cost-recovery schemes or other
income-generating activities are pursued. Project Partners will require continuing technical
assistance from AHRTAG. The resources required for decentralization will be significant. 
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VI.C. OPTIONS for A.I.D. SUPPORT OF DIALOGUE ONDIARRFOEA 

Although not articulated in any of the project documents, i.e., original Cooperative Agreement 
or amendments, there has been a mutual understanding between A.I.D. and AHRTAG that 
support was to be gradually reduced. Has this happened? Based on our analysis in Chapter HI 
the answer is no. Although A.I.D. money has helped to stimulate the expansion of Dialogueon 
Diarrhoeaand catalyze support for local language editions, it is still the primary donor for the 
English and French editions. As pointed out earlier, A.I.D.'s overwhelming funding presence 
for these editions has probably decreased the likelihood of AHRTAG's being able to attract other 
donor funding. Yet, is it in A.I.D.'s best interest to surrender its claim to Dialogue on 
Diarrhoeato another donor? 

We have already established a rationale for continued funding of Dialogue on Diarrhoea 
discussed in section VI.A. Project Validity. In sum, a newsletter on diarrheal diseases does fit 
within A.I.D.'s current policies and priorities and is warranted from a programmatic point of 
view, particularly given A.I.D.'s leadership role in promoting and implementing CDD programs 
in developing countries, its commitment to goals articulated at the World Summit on Children, 
its increased awareness of and involvement in urban health care delivery, and A.I.D.'s 
coordinated response to control cholera outbreaks in Latin America and Africa. From an 
economic standpoint, we believe that the contribution that A.I.D. has made in support of 
Dialogueon Diarrhoeais relatively low as compared with funding inputs for other major CDD 
projects. 

It is our collective recommendation that funding of Dialogueon Diarrhoeashould be continued. 
The following are considered by the team to be viable funding options and their implications. 

" Option 1: Continued funding at same level, adjusted for inflation. 
" Option 2: Accelerated decentralization, with phased reduction in funding. 

Either option is acceptable to the team. While Option 1 suggests that A.I.D. continue support 
for as long as a newsletter on diarrheal diseases remains within the Agency's funding policies 
and priorities, Option 2 supports a phase-out of support for the newsletter, with an emphasis on 

decentralization. More detailed discussion of the options follows. 

OPTION 1: CONTINUE FUNDING AT SAME LEVEL. 

Enter into a new Cooperative Agreement with AHRTAG for a two-year period of time either 

under current project authority (ORT-HELP) or under the PRITECH project authority. 
(Extensions optional.) Opt for assisting AHRTAG at roughly the current level of funding for 
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all years, adding for inflation and program activities as deemed appropriate. Address gap areas 
identified during this evaluation relating to readership and distribution. Decentralization of 
production and distribution of newsletter would only be considered on a case-by-case basis after 
assessing cost-effectiveness. 

PROGRAMMATIC IMPLICATIONS: 

FOR A.I.D.: 

" Condition funding on a clear plan for evaluation and effective targeting (distribution­
mailing list analysis). 

" Provide direction/assistance to AHRTAG in their development of evaluation strategy,
perhaps recommending group/individual consultant with expertise in this area. 

* 	Ensure that project goals, objectives, outputs and resource inputs are clearly articulated in 
project documents, including benchmarks, deliverables, and the role that A.I.D. is expected 
to play with respect to technical and management input. 

For A-RTAG: 

" 	Develop evaluation and distribution (for effective targeting) strategies (may or may not 
require the services of outside group/individual consultant; approximately one person 
month). 

" 	Make securing funding for the English edition/India, Tamil and French editions a first 
priority. 

" Analyze the cost-effectiveness of establishing Project Partners in Africa and other locations. 
" Implement evaluation and distribution strategies. 

BUDGETARY
 
IMPLICATIONS: Average of $300,000 per year.
 

OPTION 2: ACCELERATED DECENTRALIZATION; PHASED REDUCTION IN FUNDING OVER 
TWO-TO-THREE YEAR PERIOD OF TIME. 

Enter into a new Cooperative Agreement with AHRTAG for a two-year period of time either 
under current project authority (ORT-HELP) or under the PRITECH project authority. (Year 
three funding optional.) Opt for assisting AHRTAG toward total decentralization of the 
newsletter with a phased reduction in funding over a two- to three-year period (realizing that total 
decentralization could not realistically occur in this time frame). Emphasis is on both 
decentralization and evaluation of the newsletter. 
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PROGRAMMATIC IMPLICATIONS: 

FOR A.I.D.: 

" 	Condition funding on AHRTAG's submission of a clear, step-wise action plan for 
decentralization, a comprehensive evaluation strategy, and a distribution strategy (for 
effective targeting). 

" Provide direction/assistance in development of the decentralization plan, including the 
selection of priority regions/countries/institutions. 

" Provide more funding in year one of the agreement to cover the following costs: 
- one additional full-time staff person to assist in identifying institutions, fundraising and 

technical assistance; 
- additional travel budget for core staff; 
- approximately one person month of technical assistance to AHRTAG to develop an 

evaluation strategy. 
" 	Ensure that project goals, objectives, outputs and resource inputs are clearly articulated in 

project documents, including benchmarks, deliverables, and the role that A.I.D. is expected 
to play with respect to technical and management input. 

FOR AHRTAG: 

* Develop decentralization, evaluation and distribution strategies. 
* 	Recruit for a full-time individual with experience in non-profit fundraising. 
* 	Make securing funding for the English edition/India, Tamil and French editions a first 

priority. 
* 	Analyze the cost-effectiveness of establishing Project Partners in Africa and other locations. 
* 	Implement decentralization, evaluation and distribution strategies. 

BUDGETARY 
IMPLICATIONS: 

Year 1: $600,000 
Year 2: $400,000 
Year 3: $250,000 
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Annex 	ASCOPE OF WORK 

TO 1987 EVALUATION RECOMMENDATIONS,RESPONSIVENESS 

IMPLEMENTATION PLANS, FY 1988-1991
 

FUTURE DIRECTIONS
 

A. TECHNICAL CONTENT 

Has there been a more systematic emphasis placed on the control and/or prevention of
1. 	

diarrhoeal diseases of different etiologies including the prevention of dehydration and 

reduction of mortality through ORT? 

a broad range of thematic topicsHas 	the technical content of the newsletter covered2. 

related to diarrheal diseases control?
 

3. 	
more

Has DD examined basic messages on a cyclical basis; have issue plans included 

scientific and research material and been circulated in advance to editorial advisors and 

donor agencies? Has an additional scientific reviewer been added to the review process 

for each issue? 

Have 	the topics suggested by the evaluation team been covered in subsequent issues?
4. 

met the needs of its perceived readership? In terms of range of subjects
5. 	 Has DD 

Has a balance been maintainedcovered; Approach and style; and Illustrative material? 


between practical and research-oriented material?
 

Are these of technical merit?6. 	 Have supplements been produced as planned? 

been 	carried out and
7. 	 Have other editorial activities/planned supplementary materials 


produced?
 

letters, in particular, those referring to
8. 	 Has DD included a larger number of readers' 


experiences and significant questions?
 

Have changes in content reflected the need
9. 	 Are the primary messages of DD still valid? 

Should the subjects covered in the 
to broaden approaches to diarrheal disease control? 


newsletter continue to be largely the same or should the content of DD broaden its focus
 

to cover a wider range of subjects? If expansion of topics is desirable, what should that
 

expansion look like?
 

some- merging ARI and DD newsletters into one as has been done in language 

editions? 
- integrating more fully into a broader approach to primary health care? 



- focusing on the mother-child dyad and all diseases that affect the 0-5 age group, 
including: ARI; diarrheal disease; malaria (specific to some regions); nutrition, 
including maternal nutrition (its links to child health are so often neglected), etc.? 

10. 	 How best can DD continue to support efforts to prevent and control diarrheal diseases? 

B. 	 READERSHIP 

1. 	 Who is the target audience? Has the target audience changed? Does the readership 
reflect the target audience? Is broader or narrower than envisaged? 

2. 	 What efforts have been made to assess readers' information needs and identify additional 
information about the readership? 

3. 	 Was it possible to base the most recent readership survey on scientific sampling methods 
(i.e., sample size carefully selected based upon quantitative methods to test significance 
of results)? 

4. 	 What level of feedback is received from readers? Has feedback from readers been 
considered in planning content? Have readers needs been met and inquiries dealt with 
effectively and in a timely fashion? 

5. 	 How is the newsletter actually used by those who receive it? Has there been a difference
 
in usage between the most recent and the last surveys?
 

6. 	 To what extent is the newsletter shared with others? 

7. 	 Are there any lessons to be learned between the last two readership surveys? 

8. 	 Have the supplementary materials produced (such as resource lists) been useful? Are
 
there other types of information support that would be useful to readers?
 

C. 	 DISTRIBUITON 

1. 	 Has the mailing list been consolidated? Have efforts been made to target specific groups? 
Do mailings include return addresses? Have reply cards been inserted with mailings at 
least once on an annual basis to indicate whether subscribers wish to continue, and if so, 
if the number of copies included in the mailing are correct? 

2. 	 Has the mailing list programme been revised and updated in order to provide better 
information and faster processing of data? 

3. 	 Has a subscription system been introduced? Is this policy clearly mentioned in DD? To 
what extent has it been successful? Is it considered cost-effective? 

I1 



4. 	 Has a mailing list analysis for Africa and Asia been undertaken as planned? What are 
the outcomes of this analysis? Have project partners been identified for Africa? 

D. 	 PRODUCTION MANAGEMENT 

1. 	 Has the production schedule been extended to give additional time for review, other staff 
input? 	 Has planning allowed for input from a wide range of interests? 

2. 	 Has the production assistant been encouraged to take more responsibility for layout and 
paste-up? Have staff investigated the possibility of using desktop publishing programs? 

3. 	 Has the illustrative material included graphics, tables and line drawings in addition to 
photographs? 

4. 	 Have issues been produced in a regular and timely fashion? 

5. 	 What are the current unit costs for producing DD? 

E. 	 LANGUAGE EDITIONS 

1. 	 To what extent has DD identified local sources of funding? Consolidated existing 
language editions before pursuing further editions? Developed guidelines for working 

with local groups and selection of project partners? Identified, where possible and 

necessary, in-country representatives to monitor progress? 

2. 	 Has evaluation of the Tamil and French editions justified their continued production? 

3. 	 Have the language editions that A.I.D. provides support for been produced in a regular 

and timely fashion? 

4. 	 Have the language editions that A.I.D. does not provide support for been produced in a 

regular and timely fashion? 

F. 	 RESOURCE CENTER 

1. 	 Have the Resource Center staff been involved in contributing material and information 
support to DD as required? Have they regularly been included in editorial meetings? 

2. 	 Has the Resource Center developed and maintained an effective and relevant diarrheal 

diseases information base? 



3. 	 Has the development of an in-house computerized database assisted DD project staff? 
Has the database been used for inquiries from DD readers? What use has been made of 
the modem and the E mail? Has E mail been used to link with related projects under 
A.I.D.'s aegis, such as Quality Assurance Project, ADDR, PRITECH, HEALTHCOM, 
REACH, WASH, etc. What use is made of other computerized databases (linking with 
Medline, Medlars, etc.)? 

4. 	 What means were developed to evaluate the effectiveness of the supplemental material 
developed for DD readers? 

5. 	 Has technical assistance been provided to strengthen other resource centers in developing 
countries as had been envisioned? If so, did the provision of technical assistance tax the 
Resource Center staff too greatly? To what extent is this kind of technical assistance 
planned for the future? 

6. 	 Has the Resource Centre budget been adequate? Are the materials purchased with AID 
funding still identifiable? Has a system been implemented to assess how resources are 
being used? 

G. 	 MANAGEMENT ISSUES 

1. 	 How has AHRTAG staffing changed to meet aew demands? Are staff able to devote 
enough time to the project? Has the relationship with the Scientific Editors continued to 
work well? How is staff morale? Is work divided among staff members efficiently, 
effectively? 

2. 	 Given the new organizational structure, have project activities been well managed? Has 
the financial reporting and administration been well managed? Is team management 
working well? How has the absence of an Executive Director affected the organization? 

3. 	 Has additional editorial staff been employed to assist the managing editor with DD? If 
so, to what extent has additional staff helped reduce the burden on the Managing Editor? 
Has the Managing Editor taken on a larger management role that places her in a senior 
position over all other newsletter editors? 

4. 	 Are annual performance reviews being conducted, using individual job descriptions for 
guidance? 

5. 	 Who in the organization has taken on the role of developing AHRTAG's external 
relationships, i.e., securing funds from outside? 

6. 	 Has AHRTAG developed other areas of programme work and donor support for these to 
reduce the dependency on USAID and reduce the imbalance in its project portfolio? Has 
AHRTAG developed a more donor-oriented fundraising strategy? Have the Scientific and 
Managing Editors taken a leadership role for DD fundraising? 



7. 	 Has the project developed closer links and information exchange with other AID-funded 
health/nutrition projects? 

H. 	 FUTURE DIRECTIONS 

1. 	 Are the purpose and assumptions of the project still valid and do they fit within A.I.D.'s 

policies and priorities? What should be the future direction of the project? 

of the newsletter a valid goal? Will decentralization bring2. 	 Is decentralization 


sustainability?
 

3. 	 What should be the strategy for decentralization? Issues to be considered include: 

- reduction of central costs of production and distribution 
- criteria for selection of project partners 
- criteria for selection of priority regions 
- the potential for local funding of publications activities 
- guidelines for collaborative working relationships with project partners 
- issues of quality control, planning and policy 
- the level and type of technical and administrative support required by project 

partners, to develop local capabilities for producing materials and project management 
- the affect decentralization would have on the roles and responsibilities ofproject staff 

and scientific editors
 
- the extent of local partner autonomy
 
- implementation including timescale
 

4. It has been the clear intention of A.I.D. to gradually reduce its support for DD? In light 

of this, does the evaluation team recommend continuation of funds beyond the current 
If so, what level of funding is recommended to ensureCooperative Agreement? 


continued distribution of DD? If support were decreased by 50%, what would that mean
 

to AHRTAG and DD? What form of the project should be supported by A.I.D.? How
 

would a revised project, in terms of content and/or implementation fit into A.I.D.
 

funding policy?
 



LIST OF PEOPLE INTERVIEWED Annex A(continued) 

A.I.D. Washington Staff 

Tony Boni, Cooperative Agreement CTO, R&D/H/HSD
 
Robert Clay, Chief, R&D/HI/HSD
 
Carol Dabbs, LAC/DR/HN
 
Lloyd Feinberg, Program Manager, R&D/H
 
Linda Lou Kelley, ENE/TR/HPN
 
Jerry Norris, Chief, ENE/TR
 
Tom Park, Chief, LAC/DR
 
Ann Van Dusen, Director, R&D/H
 

USAID Field Staff 

Dave Eckerson, HPN Officer, USAID/Haiti
 
Charles Llewelyn, HPN Officer, USAID/Bolivia
 

AHRTAG Staff and Council 

Lois Carter, Chair, AHRTAG Council 
Barbara Bubb, Vice-Chair, AHRTAG Council 
Simon Bume, Treasurer, AHRTAG Council 
Mike Rowland, Editorial Advisory Board 
Andrew Tomkins, Editorial Advisory Board 
Sharon Huttley, Editorial Advisory Board 
Katherine Elliott, Scientific Editor 
William Cutting, Scientific Editor 
Kathy Attawell, Managing Editor, DD, Head of Publications & Administration, & Co-Director 
Nel Druce, Assistant Editor 
Chris Wilde, Finance Administrator 
Celia Till, Production/Design 
Mary Helena, Publications Secretary 
Suzanne Fustukian, Resources and Information Coordinator and Co-Director 
Sara Hill, Primary Health Care Research and Information Officer 
Sheila O'Sullivan, Documentalist 

Appropriate Health Resources and Technologies Action Group Ltd. (AHRTAG) 
1 London Bridge Street 
London, SEI 9SG 
United Kingdom 



A.I.D. Centrally Funded Projects 

Applied Diarrheal Disease Research (ADDR) 

Jon Simon, Project Director 

Harvard Institute for International Development (HUD) 
1737 Cambridge Street 
Cambridge, Massachusetts 02138 

HEALTHCOM II 

Mark Rasmuson, Project Director 

Academy for Educational Development (AED)
 
1255 23rd Street, N.W.
 
Washington, D.C. 20037
 

MotherCare
 

Dr. Barbara Schieber, Principal Investigator
 
Quetzaltenango Project
 
INCAP
 
Apartado 1188
 
Guatemala City, Guatemala
 

Home Office of MotherCare Project:
 
John Snow, Inc.
 
1616 North Fort Meyer Drive, 11 th Floor
 
Arlington, Virginia 22209
 

PRITECH 

Glen Patterson, Project Director 
Danielle Grant, Director of Management and Administration 
Karen White, Director, Information Center 

PRITECH Project, Management Sciences for Health (MSH) 
1925 North Lynn Street, Suite 400 
Arlington, Virginia 22209 
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Quality Assurance 

Jeanne Newman, Deputy Director 

Center for Human Services
 
7200 Wisconsin Avenue
 
Bethesda, Maryland 20814-4202
 

Other Organizations 

Academy for Educational Development
 

Judy Brace, Vice-President and Director of Development Information Services
 
Academy for Educational Development (AED)
 
1255 23rd Street, N.W.
 
Washington, D.C. 20037
 

CHETNA (AHRTAG partner for ARINews) 

Ms. Indu Capoor
 
Centre for Health Education Training and Nutrition Awareness (CHETNA)
 
Drive-In Cinema Building, 2nd Floor
 
Thaltej Road
 
Ahmedabad, Gujarat 380 053
 
India
 

Centers for Disease Control (CDC) 

Dr. Mike Linnan 
Centers for Disease Control 
USAID/Jakarta, Box 4 
c/o American Embassy 
APO San Francisco, 96356-8200 

Pan American Health Organization (PAHO) 

Dr. Abraham Horwitz 
Director Emeritus 
PAHO/WHO 
525 23rd Street, N.W. 
Room 1012 
Washington, D.C. 20037 



Save the Children (USA) 

Dr. Amin, Public Health Officer 
Save the Children (USA) 
Bangladesh Field Office 
House 33 A 
Road 9A 
Dhanmondi R.A. 
Dhaka, Bangladesh 



ANNEX B
 

ASSSW OF HE 1985 EVAULATICN R'M*4ATIOCNS 

REPMENDAPTION 	 I?4OBQ2=ATIOMS 

1. 	 No further pzoutiial efforts Y-S Ccaticn has been ir=easing 
be undertaken for the English by 50 new subscribers monthly 
1an~que edition. without an rcuoional efforts. 

Back copies have been distributed.
2. 	 No reprinting of back copies. YES 

rhotoo ied. 

is now feasible to supply film3. 	 Decentralized production of YES It 
for 	the loal printing andthe 	English edition by 

pwidig cama-rdy opy distribution of D.
 
rot be pursued.
 

YES Madership has exparKed within4. 	 M continue to be targeted to a 
broad auien, to include those PARIALLY the health professions. Toe 

Outside are to be h pro­outside of the health system, 
 gressively thruh the traininge.g. teachers. 

of trainers, translation bf 
articles into local languages ad 

ilementation of Diarrheal 
Disease- 02ntrol. (rl)C) proqru . 

5. 	 A readership survey be taken YES See report and annex. 
inearly 1986. 

Circulation has reached 12,0006. 	 French language edition should YES 
copies. An evaluation has r 	 ive high priority, 
been remndd 

YES A review has been suggested7. 	 Tamil language edition will 
before proce@44n .contnu to be supported. 

NO Issue 19 was translated and8. 	Translation of MO into 
distributed indepen'ntly of

Indoesian be udrtaken 
ARIM. This editicti inludedstarting with Isah 19. 
ad etising f-mu local iarnia­
cvutical comnies. T Evalua­
tion Tem recomids the sorce 
of this pblcatin be identified 

YES Local translation is being9. 	 The need for M in local 
-e after carefulactivelylanguages be documented before 

identificaton of local insti­
being actively pursued. 



RPDOMTIGN 


10. 	 Funding frm UNICEF for the 

Arabic edition be pursued 


11. 	 Spanish language edition 
receive priority and a funding 
strategy be developed. 

12. 	 Activities planned and materials 
developed for the IC=Rm II 
Coference. 

13. 	 The role of the Resource Center 

be defined. 


14. 	 Resource Center materials 
purchased with A.I.D. funding 
be identifiable. 

15. 	 Infonmtin requests relating 
to the M pmject be tracked. 

16. 	 Visitors using M collection 

be recorded.
 

17. 	 Donor suort utside of A.I.D. 
be sought for ID. 

18. 	 A financial expert familiar with 
the needs of A.I.D. be sent to
AHRIAG. 

19. 	 The R oject Coordinator provide 
the A.I.D. Project Officer with 
financial reports. 


20. 	An organizatkxnal and staffing 
structure mas rsened. 

21. 	 Aprpriate woddM space for 
M staff be found, 

DIEENE 


YES 


YES 

PAMPIALLY 


YES 

YES 

YES 

YES 

YES 

YES 

YES 

YES 

YES 

YES 


CS-VATICNS
 

) received $15,000 for two years

from UNICEF. M was printed and
 
distribitd in D)ypt by neans of
 
film sent from Lcm&,on.
 

CQzifsite editions have b 
prozed, but a stable source of 
funding for the reular translation 
of M in Spanish has not been 
found. 

7hese activities and materials 
increased dialogue with the field. 

Te Evaluation 7e strongly 
reonens the computerizatin 
of the Ilsource Center. 

A coding syst- has been 
developed. 

Infonatin is tracked. 

Visitors are recorded.
 

See Annex E which provides a 
listing of non-A.I.D. door 
Supp;ort.
 

A method of financial managevent 
Uas r0cozumr e and implemted. 

Quarterly financial reports are 
submitted to the A.I.D. Project 
Officer. 

he re-m -iad staff positions 
were 	filled.
 

U) inhabits the basuwnt offices 
of the AFM prenises. AHR 
will be moving at the end of 
1987. 



ANNEX C
 

Dialogue on Diarrhoea: index of articles/inserts etc
 
June 1987 -- June 1991
 

Articles
 
Aetiology
 
32: Cholera update
 
45: Measures to control soread of cholera (forthcoming)
 
35: -Diarrhoea and AIDS
 
35: Diarrhoea pathophysiology: mechanisms of diarrhoea, and
 
why they matter
 
37: Feeding bottles: a source of faecal contamination
 
43: Worms and community health
 

Drug therapy
 
42: Antibiotic resistance
 
45: Changing prescrib.ng practices (forthcoming)
 
42: Drugs and diarrhoea (neomycin, streptomycin and
 
hydroxyquinolines )
 

43: Drugs and diarrhoea (antimotility drugs)
 
44: Drugs and diarrhoea (adsorbents, sulphonamides)
 
33: Iran: attitudes to treatment and use of antibiotics
 
42: Peru: co-ordinated national action against inappropriate
 
drug use
 
43: Physicians' behaviour
 
45: When to use antibiotics (forthcoming)
 

Epidemiology
 
31: ARI and diarrhoea: a natural collaboration
 
34: CDD programmes: WHO, USAID, UNICEF
 
34: Child spacing: impact on health
 
32: Cholera update
 
31: Diarrhoea in urban slums: Bombay and Karachi
 
36: Food borne illness: a world overview
 
34: Viewpoint: Indonesia (CDD) study
 
34: Viewpoint: PNG (diarrhoea mortality and management)
 

Health education and training
 
Health education
 
29: Early learning about ORT: children can be teachers
 
29: Diarrhoea game
 
30: Hygiene education
 

Training
 
38: CDD training activities: step-by-step planning
 
38: Diarrhoea training unit
 
29: ORT: improving medical education
 
38: ORT in practice: training me'thods
 
29: Practical advice: evaluation of training
 
38:. Practical advice: how to teach
 
291 'FJie physician and ORT: recent initiatives
 

labo7atory services
 
M18 ewprint: local laboratory ski..
 

http:prescrib.ng


Nutrition
 
Breastfeeding
 
38: Breastfeeding promotion: the right start

39: Promoting breastfeeding in urban communities
 
34: Child spacing: impact on health
 

Nutrition and diarrhoea
 
41: Diarrhoea and potassium
 
41: How to feed a baby who cannot breastfeed
 
37: Lactose intolerance
 
33: Leaf concentrate-consumption and diarrhoea
 
37: Persistent diarrhoea: appropriate dietary management

36: Preventing food borne infections
 
44: To feed or not to feed?
 
37: WHO meeting and guidelines on nutritional management of
 
persistent diarrhoea
 

Vitamin A
 
33: Vitamin A and diarrhoea: reducing the risk?
 

Weaning
 
40: Fermented food: reducing contamination
 
40: Adapting food technologies: but what *do mothers think?
 
40: Improved weaning foods: germinated flours
 
40: Improved weaning foods: sprouted grains, peas and beans
 
29: Weaning foods and diarrhoea
 
36: Weaning foods: breaking the chain of infection
 

Oral rehydration therapy

41: Cereal based ORT (reports on use)

35: Correct measures: home made ORS
 
44: Cost effectiveness of ORT units
 
41: Home guidelines: treatment, ORS, SSS
 
41: How to make rice based ORS
 
36: ICORT III: Third International Conference on ORT
 
34: .Key issues in ORT
 
41: ORS for diabetics?
 
32: ORS: flavouring and colouring

33: ORS: flavouring and colouring follow up

42: Pakistan: should ORS be marketed like other drugs?

34: Rice based ORS
 
33: Using ORS packets to measure water volume?
 

Sanitation and hygiene
 
45: Animal and human health (forthcoming)

45: Chickens and childhood diarrhoea in Peru (forthcoming)

36: Environmental health in the Caribbean
 
36: Food borne illness: world overview
 
30: Hygiene education: Bangladesh

36: Hygiene, food safety'and diarrhoea: case study, Leeds, UK

36: Improving environmental hygiene: how to plan 6 community
 
based project

31: Poor urban nieghbourhoods: water and sanitation 
'do's and
 
don'ts'
 
39: Why do mothers wash their hands?
 
30: Zimbabwe: encouraging families to build latrines
 



Survey and evaluation methods
 
39: Brazil: aRAP survey
 
29: Evaluation of training
 
39: Investigating beliefs: collecting information
 
39: INvestigating beliefs: research methods
 
38: ORT in practice: training methods
 

Traditional remedies/local beliefs
 
39: Beliefs and behaviour: the Maasai in Kenya and Tanzania
 
39: Beliefs of ruralmothers about diarrhoea in Orissa, INdia
 
39: Diarrhoea in Nicaragua: causes and local remedies
 
39: Uganda: newborns, 'false teeth' and diarrhoea
 

Urban health
 
31: Diarrhoea in urban slums: Bombay
 
31: Diarrhoea in urban slums: Karachi
 
32: Jordan: diarrhoea and the urban poor
 

Water supply
 
43: Low cost sanitation in Lesotho
 
31: Thailand: village water tanks
 
30: The Mirzapur project (handpumps)
 
30: Water supply, sanitation and diarrhoea: the role of women,
 
a stimulus to PHC, hygiene education, improved facilities
 
30: Practical advice: water purification
 

Inserts (include resource lists)
 
37: Breastfeeding
 
39: Health education
 
30: Immunisation
 
46: Persistent diarrhoea (forthcoming)
 
36: Practical hygiene
 
45: Refugees/displaced communities (forthcoming)
 
43: Shigellosis
 
31: Water and sanitation
 
32: Weaning
 

42: Resource list on information re. drugs
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~ ANONIM JIRKE!
 

Evrenoszade Sokak 4 Bomontli - 11180223 ISTANBUL - TURKEY 
IV :147 00 40 - 43/146 10 56 -57 Fax: 130 66 60 TIx : 27729 Tdla Tr. 
P. 0. B. 260 $iIi-ISTANBUL f : Mderrisoalu $i11 - ISTANBUL 

Editor
 

Mrs/Miss Kathy Attawell
 

Dialogue on Diarrhoea ,
 

85 Marylebone High Street
 

London W Im 3DE
 

ENGLAND
 

Istanbul, 29.2.1988
 

Dear Kathy Attawell
 

Thank you for your letter dated 20 November regarding a copy of our
 

bulletins. We used some items from Diarrhoea Dialogue and the pictures
 

on page 2 in D.D. December 1986 issue 27. We are glad to send you the
 

first 3 issues enclosed.
 

With best wishes
 

Yours sincerely
 

Pharm. Serap Dolgun
 

Product Managr
 



______________________________________ 

ILA (7TEDA vlsi
 
TUrn ishalli hastahlarda tedavinin temel ric gibi marlin t~revIeri vardir. 4;ocuklar-

smaci. hastalik sirasinda suha di~kz yoluy. da goralen ishaldle ye scyahat ishalinin di-
;a kaybedilen sivi ve elektroitlerin yerine zanterik almayan tiplerindle, maciizeyi azal-
kanmasidir. Ancak bani dizanterik hasta- tan ilaqIar ;oic az da olsa hastaligin stiresi-
likiarda siv kaybi nisbeten azdir ye ate;, ni kisalur ama sektesyonu azaltici almadik-karin agnst ve toksisiienin temnel klinik larindlan dilki miktanni etkilemczler. Busemptamlari, bagrsak epitel hacrelerinin -ila~lar yeti~kinierde bir al;Ude semptoma-
pabojenik organizmnalarla veya bunlamn 
toksinleriyle karplaamp zarar garmesinin bir 
sonucudur. Bu hastahlarda antibiyotik te-
davisi bflyilk anemn ta~ir. 

ANTJMIKROBIYAL
ILA~~LAR ~ 

- 4;ogu ishalli hastalikta antimikrobi-
yal ilalamn herhangi bir etkisi oldugu ka-
nitlanmami~tir, bu nedenle kullanitiama-

lidir.rekliidde isa orlnba ataiir 
- clceff bzi an-ihalgorlle asthklr-tsekretuar ciki gastenifer ama ikisi de ru-da, antimikrobiyal tedavi ya~am kurtara-

bilir. Bunlar arastndla Shigellaruin, ozeled 
S. dysenteriae in neden oldugu dlizanteri 
ye bani uzun silreii ishaller vardir. Neyse ki, 
bu vakalar, dlanyanin bani bolgelerinde UhA 
gorfilen S.dysenteriae I salginlari dminda 
nispeten az gOrar. Bu hastalikari en et­
kili bioimde tedavi edebilmek ioin, hem 
dolru bakteriyolojik tanmy, koymak, hemde hangi antibiyotikleiin en etkili oaagi-TU
ni belirlemek agisindlan laboratuar ara~tir­
malari qok bayok onemn tamr. 

- ORT ile beraber uygu land iklarinda,
antibiyotikler kolera tedavisinde yararh ola­
bilirler, qonkii hastaimgn sUresini kisaizir ye
kaybedilen difkm miktarint azaltirlar. 

-- Antibiyaiikler. Shigella'ya bagI, di-
zarnerinin daha hafifvakalarnnda, muhie-
melen E. Cali'nin enteropatojenjk serotip-
lerine baglm ciddi ishallerdle ye seyahat is-
halindle de degerfidir. Campylobacter jeju­
ni'ye balli ishalde antibayitik tedavisi, yal­
ruz hastaimgin erken donemlerinde uygulan­
mayA ba4ladtnda yararb olur. Ancak bu 
uygulama genellikie olasi dejildir. 4;QnkQ
organizxnanin belirlenebilmesj ioin en az 2 
gtnlik Ozel laboratuar inceleme-i gerekli­
dir. 

- Ti (aid olmayan Salznonella'nin siste-
mik yayzhm gosterdliji vak'ilar haricindle 
antibiyotikler koatredikedir. 4;dnko klInk 
yaralan yoktur ve bu organizrnalann dis­
ki yoluyla atdmasi ifIemini uzatirlar. 

- Taze dzki Ornekleinin milcroskopik
incelemesiade Eaaroeba histolytica veya
Giardia Iamblia'aw trofozoiderine rastla­
nan semptomatik vakalarda antiparazit
il;ar dekcr kazarr. 

tik rahatlaxna yaratabilir ama. 5 yapindan
kiUqik qocuklarda kontrendikedir. 4;UnkU
solunum depresyonu ye biling kaybi gibi 
yan etkileri vardir. Dizanteri vakajamnda
motiliteyi azahtan ilagiar gerqekten de has-
taligin 5iddetini artirabilir gunkUI istilaci or­
ganizniarnKolondandq~an attasuu ge-

SEKRESYONU
AZALTAN ILArLAR 

ilaV, Chiorpromazine ve Berberi, 
tin'kulanimda pratik degildir.

Chlorpromazine *iddetli.kolera vaka-
larindla difkx miktarini azaltir ama rahat-

suzhgi §iddezti olmayan hastalarda pek ct­
kili degildir. Bu nedenle ye aynca uyku ver­
diii ioin kullanimi tavsiye edilmez. 

- Berberin, Asya'da geleneksel olarak 
kullanilan bir ishal ilacidir. H-ayvanlar Oze­
rinde yapilan arapzxrmalarda V. Cholerac 
ye E. Coli enterotoksjnlerinin neden oldu­
ju diftkaramnn miktanna azalttiji goral­
miUgCIr. Ancak insanlar Uczrindeki ;ah~ma­
larda stirekli ye kalici etki sag]adigi garoil­
merniltir. Rutin ishai mOcgdetesindle tavsiye
edilmez. 

DiE L LA 

Bizmut subsalisilat, scyahat ishali clan 
hastalarda orta derecede etkilidir; ama. ge­

olan doz ;ok ytlksektir. Ezid mckaniz­
mast bilinemektedir. Cholestyramnine, ba­zik anyan dlegiimi yapan ernilxneyenbir re­oinedir. Hem safra tuzlanmu ayn~tu=m,
hem de bakteri yet toksinleri bagjama, yo-
ILuyla etki eder. Onceki denemelerde 9ocuk-

iSHAL'DE 
AdIZDAN SIVI TEDAVISI 14;iN


T Z$K RK R M
EK R AR IM 

REHIDRATEK
 
REUIIDRATEK 
OWloyrto al
 
oa ~yjlf at
 

OSS" 

' 

REHIDRATEK ISHALDE HAYAT KURTARICIDIR.
 
I AZ LTANMOT#.JITE Ishalin neden otdu~u su ye elektrolit kaybinin giderilmesinde

MOTIITEIAZATANen etkili ye en kolay tedavi:
ILACLAR TUZ-$EKER ERIYIGI REH IDRATEK
 
Duas arasanda loperamaide ye diphe- Dunya SagIik Te~kilatina (WHO) uygundur.
noxylate gibi sentetik opiaziar ve parego- I 



larda ishalin silresini azalttti bulunmu~tur, 

veni cahqmalar yapflmaktadtr. Belirli oral 

antibiyotiklerle (orneCin,Gentamicinve Ne-

omrecin) beraber kullarnldiginda sorekli is-

hali olan hastalarda, yani 14 gilinden uzun 

stren akut ishal vakalarinda, etkili olmus-

tur. Yoksek dozaj asidozu uzatabilir, ila-

can rutin kullamma girmesini (avsiye ede-

bilmek iWin yeterli kanat yoktur. 

Kaolin ve Pektin, veya ba~ka birqok ila-
ki bunlarin arasinda geleneksel ilaqlarcin 

ve Aspirineibi antienflamnatuarlar vardlr, 

yarart hie bir sekilde kanitlanmamlnmtr. 

iLA( KULLANIM 
REHBERI 

rolanUi belir-ishal tedavisinde ila;larn 

tcn bilgilerin eksik olmasna ve laboratuar 

onayt gerektirmcsine kar5in aiagtdaki bil-

giler, bzellikle yeterli laboratuar kontrolO 

olmadigi zamanlarda yardmcl olabilirler: 

-Ornegin bir kolera salgim strasinda oldu-

gu gibi. sulu ishal (kanh degil) vakalarin-

da koleradan $tUphelenilmiyorsa antibiyo-

tik verilmez. Epidemi durumunda Tetracy­
cline veya V. cholerae'ya kar etkili olan 

ba~ka bir antibiyotik kullanilmalhdir. 
Dizanteri garolen hastalarda, Ozellikle-

38, soC den fazia) ve ;okatesli (vtocut 1stsi 

- .zelikle.ya.ndanktlk.qocukla 
akut ishalin rutin tedavisinde herhangi 
'antidiyareyik ila;" kullanmak iin hi, 

mantkh dayanak yoktur. Kaybedilen s 
geri konmasi (AS've elektrolit miktarmn 

torn ishali hastahklarda oncelikle uygulan 

mast gereken tedavi ;eklidir. 

REFERANS:
 

hasta olan ;ocuklarda, Ampicillin veya Tri­
(co- Dialogue on diarrhoea 

methoprimsulphamethoxazole 
saya: 25 Haziran 1986

trimoxazole) gibi uygun antibiyotikler ye-
Prof. R. B. Sack, Baltimore $ehir 

rilmelidir. Antibiyotik seimi corafik bol-
gedeki Shigella cinsinin antibiyotile olan Hastanesi. 4940 Eastern Avenue, Balti­

more, Maryland 21224, USA. 
bilinen duyarhhaina dayandlrilmahldlr. 

PRA TIK K UL LA NIMDA 
AST 

.

Ishalin etkisi sonucufidadchidrateolmu 
bir ;ocuk, ya~am kurtaran a izdan $eker­

tuz eryi i(A5TE) ile tedavi ediliyor. Sabah 

9.00'da, qocugun, ;WnOls bingildag dqhid­

ratasyonun avak bir belirtisidir. Saatler iler­

ledikce qocuk tchlikeyi atlatiyor ve saat 13.15 

saralaranda meme emebilmeye ba~hyor. 

900 Saat 915Saat 

Saat 100D Saat 1315 

REFERANS:
 

Dialogue on Diarrhoea 
Say: 25 Haziran 1986National Control of Diarrhoaal Dise­

ases Project (NCDDP), 20 a Gamal el Din 

Abul Mahassen St, Garden City, Cairo, 
Egypt. 
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S SIM CANADAr 
10 Huntingdale Blvd.
 

Scarborough, Ont. M1W 2S5
 

(416) 497-2424
 
. - FAX (416) 497-2444
 

April 10,1989.
 

AHRTAG,
 
1 London Bridge Street,
 
London, England,
 
SEI 9SG.
 

Dear Sirs:
 
on
 

I have been receiving the ARI 
News and Dialogue 


For some time 

Diarrhoea and find both these 

Newsletters very informative.
 

In my role as Coordinator of Continuing 
Education for our missionary
 
a xeroxed newsletter for the
 SIM International, I put out 
nurses of I am wondering if I may use some 

of
 
nurses a couple of times a year. 


the material from your publications 
if I give recognition of such.
 

Thank you in advance for your 
prompt answer to this request.
 

Yours sincerely,
 

(Miss) Patricia C. Styran, M.Sc.N.
 

Coordinator Continuing Education
 

for Nurses.
 

IM amalgamates Andes Evangelcl Misulon, International Christian Fellowship and Sudan Interior Mission 
.~..,.O,.. 



DIRECTIONS Eviluatlon: Results 

An evaluation quastionnaire was sent out earlier this yearto all non-U.S.,rind some U.S. readers of DIRECTIONS. Itwas completer; and returned by some 11% of those whoreceived ft.This report provides a brief background on thegeneral objelives of DIRECTIONS,a summary of 
respondents' comments, and suggestions for those withspecific interests outside the domain of DIRECTIONS. 
Background. DIRECTIONS information is focused onhealth program managers and aims to provide enoughinformation about health technologies to enable them tomake wise choices for their own programs. Topics areselected if they are important health concerns in everymajor region in the developing world, they are not coveredby other publications, and specific relevant technologiesexist that can be used at the primary care level. 

Respondents' Characteristics. Figure 1 shows the
distribution of respondents' occupations. The largest
number indicated administrative/managerial duties as their

main occupation. When secondary and primary occupa­tions are considered together, nearly 65% of the respon-dents are involved inprogram management. Respon-
dents are generally highly educated, as shown inFigure 2.More than 80% have a university degree. Figure 3 showsthe geographic distribution of respondents was similar tothat of readers in general. The majority are from Africa,
which is probably due inpart to the fact that countries 

ents. Of the future topics ranked by their importance for
respondents' work, immunization and malaria were rated"very important' by more than 50% of respondents. Morethan 70% considered water use, malaria, immunization,skin disease, and child-to-child health promotion to beimportant concerns. Topics suggested by respondentsinclude AIDS, nutrition, diarrhea, and heahh education. 

Other Comments
 
1) Other Languages Sought--We would like io offer trans.
lations of DIRECTIONS but do not have funds to do it.Any groups that may be able to undertake or help financetranslation and printing should contact us at PATH.2) Foreign Exchange for Materials--This is difficult toaddress. For some, UNESCO coupons may be a solution.For more information, write to UNESCO, 7 placo deFontenoy, 75700 Paris. France.3) Issues on Diarrhea, Respiratory Disease, or AIDS--

These topics are covered in substantial depth in oiher freepublications. To receive Dialogue on Diarrhea, ARINews, or AIDS Action, write to AHRTAG, 1 LondonBridge Street, London SEI 3SG, U.K. 
We would like to extend sincere thanks to those who tookthe time to answer the survey and share their views andcomments with us. 

Figure 1: OCCUPATIONS 
Ffgr 
 3421 

70%
where English is spoken are more heavily represented onthe mailing list. 
60% -

Respondents' Views. Generally, respondents are quitepleased with DIRECTIONS. Approximately 71% 
50% ­

each eachpy read o% ­thoruhy 5save each copy for later reference. Some 78% find thetheshare their copies, andfind +
technical information to be about right; among managers
this proportion was slightly higher (82%). The information 

20% 

is mostly or somewhat new to 90% of respondents. About 
201669% of respondents thi. . DIRECTIONS contains enough i 

examples; 30% feel t should contain more. 0% 
Management Patient Care Training Health Educ ResearchEach of the past eight issues of DIRECTIONS was ranked 

Primary.useful* or "veryusefur by more than 75% of respond. 
E Primary or Secondary 

Figure 2: HIGHEST EDUCATION LEVEL 
 Figure 3: REGIONAL 
 DISTRIBUTION 
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reach from pollution. Once the water
Soiled Saris ration for drinking has been ensured, 

aris, worn b' most women in 
India, Pakistan and Bangladesh 
and fairly widely throughout 

the rest of Asia, are often used for 
many household tasks as well as 
for clothing. Astudy was carried 
out to see whether this behaviour 
was common and if itaffected the 
rates of childhood diarrhoea. 

Collecting data 

Information was obtained from 
247 families in Dhaka slum areas, 
about the sex and age of children 
under six, family income, mater-
nal education and attitudes of 
mothers towards 'misuse' of saris, 
Mothers were observed at home 
to learn about their usual hygienic 
practices, including what they did 
with their saris. Information was 
also collected on the incidence of 
diarrhoea among their children. 

Contamination of saris 

There was no practice that all 
mothers believed to be a wrong 
use of the sari, including wiping a 
child's bottom after it had defe-
cated. very few suggested that a 
particular use 'can spread disease'. 

Misuse of saris was seen as 
wrong for other reasons, such as 
'it will make the sari wet'. 

Observation of mothers showed 
that, in a third of homes, saris 
were used to wipe both clean and 
dirty children, to wipe eyes (even 

water economics. 
The concept ofwater economics 

in health education implies cultivat-
ing an awareness and innovative cul. 
ture among people with regard to 
using scarce water, so that people 
look at water as a precious and 
limited supply to be used with judi-
cious planning and selective distri-
bution. The basic approach in such 
training would necessarily be the 
vital role that uncontaminated water 
supply plays in the survival of child-
ren and ae family. This would call 
for planning the supply and the con-

12 HEALTH for the millions June 1988 

where these were infected), and 

to blow noses, including their 

own. In over half the homes, 

mothers wiped dirty hands on 

their saris. Children whose moth-

ers 'misused' their saris in these 

ways more frequently than the 

average, tended to have diarrhoea 

more often. Thelevel of maternal 

education and family income did 

not appear to influence hygienic 

or unhygienic use ofsaris. 

Altering behaviouf 

Discussions with mothers clearly 

showed that they were not aware 

they were contaminating their 

saris, or that the soiled saris could 

pass on diseases like diarrhoea to 

their children. It is important to 

convince them of this danger, 

because they can easily change

their own behaviour and see 

results for themselves, unlike 

many other hygiene interventions. 

Success in preventing misuse of 

saris could serve as a good indica-

tor to health workers of the effec-

tiveness of an educational mes-

sage in altering behaviour in a 

sanitation programme. Also, as 

general hygiene conditions 

improve, personal hygiene practi-

ces such as misuse of saris will 

become even more important. 

- Bonita Stanton in Dialogue on 


Dkimaboea sue 26, Septimber 1986. 

sumption of water by the family on 
the basis of utility demand. With tbe 
knowledge that the suppbyofwater is 
not unlimited,be it in the city or the 
village, inculcatinga habitof. 
p4anned'water consumptionis the 
moot education. 

Since the introduction of modern 
water supplt,, families have by and 
large abandoned the traditional prac-
rice of storing drinking water separ-
ately. Health education in water eco-
nomics must revive the practice of 
storing a limited amount of drinking 
water after its purification, out of 

U 

the consumption of unfiltered water 
for other purposes like bathing, 
washing, lavatory, gardening, etc. can 
be planned according to the availa­
bility or the severity of shortage. In 
recent years, there has been an 
increasing awareness among archi­
tects and urban planners for suitable 
designs to recycle unfiltered water 
after its primary consumption. 

In villages or urban slums, the 

'possibilities of sanitary planning, for 
recycling the unfiltered water, could 
undoubtedly be explored. It is 
indeed necessary to findways and 
means of rccycling water from the 
bathing taps to the community wash­
ing bay or to farming and gardening. 
Health education enjoys a major role 
in developing this innovative atti­
tude and culture towards precious 
water supply. Besides planning in 
water consumption, another area of 
education is stopping people from 
polluting the sources of water in 
-theirown environment, be it a well, 
a pond, a lake, a canal or a river 
flowing past their village. 

Once the conceptual areas have 
been identified, the planning of 
water economics as apart of wider 
health education would necessarily 
call for more detailed discussions 
and deliberations among the experts 
in the field. The objectives of hold. 
ing such discussions would be to 
examine the feasibility, program­
ming for experimental field trials ­

and planning to receive the feed­
back. This would help the health' 
educators to formulate broad 
recommendations in incorporating 
water economics as a component of 
community health education to deal 
with water scarcity. While the 
governments get busy with the for. 
mulatioil of water policy and water 
mapping, voluntary health education 
can prepare the nation to live 
healthy and happy lives within the 
constraints of water scarcity. 
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Weaning -FOR AHEALTHY BABY 
Breastmilk is the best and safest'food for young babies. Older babies need extra foods'as
 
well as breastmilk at the right age, and in sufficient amounts, to enable them to grow and
 
stay healthy. The malnourished child will get sick more often and will be less able to figh,
 
off illnesses,. such as diarrhoea.
 
Weaning foods can be very dangerous for babies. If they are not hygenically prepared, they
 
can be a major source of infection.
 

Weaning means giving family 

foods in addition to breast-

milk. Weaning is a gradual 

process by which the infant 

becomes accustomed to the 

adult diet.
 
Until the age of two years, 

babies can still receive an 

important amount of nouris-

hment from breastmilk. 

Weaning foods should be given 


at about four to six months, 

Start by giving one or two 

teaspoons a day of carefully

mashed food, in addition to
mashd fodin 
dditon o 

regular breastfeeds. Do not 

use a feeding bottle, 

Slowly increase the number 

of meals and the amount of 

food given, 

By the age of eight.months, 

most babies need four 'meals' 

a day, including a variety of 

foods, in addition to 

regular breastfeeding. At 

one year, a child should be 

able to be given all types 

of family foods, although 

the food may still need to 

be softened or mashed, 

Feed babies using a cle'an 

cup and spoon. Do not add 

water to the weaning food, 

as it does not have enough 

nutritional value, and if the 

water is dirty or contaminated

the baby wi'll probably get 

diarrhoea. 


Good weaning foods 

A thick, creamy porridge made 

from the basic food of the

community is good. Thebasic 


food or staple is cheaper 

than most other foods and is 


usually eaten by the family
 
at most meals. Examples of ,LA
 
basic foods include:
 
* 	 cereals: maize, wheat, 

sorghum, oats, barley, _0 

bread (soaked in gravy,

milk or tea) rice; ,°.
 

* 	roots: cassava, yam,
 
cocoyam, potato, sweet 

potato; 


* 	 starchy fruits: plantain, 
breadfruit, bnanta, 

On their own, especially

when cooked in water, most
wen ooke inwatr, ostor 

cereals, grains and roots are 

too low in energy. Some oil 

or fat (or sugar) should be 

added to the porridge to make 

it richer and easier to 

digest. Adding oil increases 

the energy value of the 

weaning porridge.
 
Give this porridge, in 

addition to breastmilk, for 

about two weeks. After this 

time, babies need other foods 

as well as breastmilk and 

porridge to provide enought 

energy and a balanced diet. 


2=%Di u 

=7L. 

.* fruits 
Before being given to 
babies, they should be 

peeled carefully or washed
 
in clean water, then mashed
 
o h uc qezdot
the juice squeezed out.
 
If water is added to the
 
juice, it must be clean;
 
otherwise babies may get
 
diarrhoea. Examples includ
 
oranges, pumpkin, tomato,
 
banana, papaya, mango,
 
pineapple.
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4 esearch methods" Dialogue on Diarrhoea. 
Investigating beliefs 

*have'Co llecting infoi t~i.
• -UMothers 

This article outlines a series of ways to collect 
information about bellefs and behaviour, known as 
RAP (rapid assessment procedures), applied to 
understanding of diarrhoeal diseases. 

RAp c2n be 'fised..td jreplace surveys
whn-resources:.areJimited and 
rmininal infoination' can becollected 
quickly before, during, or after pro-
gramme development. RAP is prefer-
ably used to complement and enrich 
informationobtainedbyasurveywhich 
assesses local conditions and needs; 
knowledge, attitude and practices;
opportunities for in:ervention; and the 
activities and effects of different pro-
grammes.:-RAP.,is short for -Rapid
Assessmefit Priedures. but the name 
was also chosen for its ability to convey 
some 'of its'ch'aracteristics.. Research 
activitks usirig-RAP.are rapid (tvo to: 
four Weeki of fieldWork). coirminity' 
based, focused. ]action'.oented,'and " 
low cost. 

Techniques** 


The techniques used in RAP are: 
* Limited participant observation -

observation of a community, house-
hold or programme to gain import-
ant insights into everyday.life and- with specific questions for data collec-
activities. tion were developed: here we will only" Observation - looking at and listen- outline the main topics or sectors of
ing to events and behaviours of information included within each area
interest. . and illustrate some of the findings.

" Conversation - informal individual 
or small group conversations. 

* 	 In depth key informant interview -
more detailed interviews with a 
selected group of individuals, asking
open-ended questions and incorpor-
ating additional questions based on 
responses. 

" 	Survey interviews - structured or 
close-ended questionnaire given to a 
selected group of respondefits.. . 

* 	 Focus grouip .discussion in'which a 
small group of participants (six to 
ten) guided by a facilitator, talk 
freely and spontaneously about 
topics considered importa-nt. Differ-
ent community group meetings 
(church. women, school, co-operat-
ives. committees. etc.). though not 
f'us groups in a strict sense, can 
also eused to obtain information., 

-A.mor'complete descriptionf each 
teciniqui is'proiidd in'he RAP field 
guideand'other manuals. Data'collec-
tion with each of these techniques is 
guided by.checklists (for observation, 
for example), discussion guides (for 
focus groups), interview guides, etc. 

We have used RAP to learn more 
about diarrhoeal disease in Central 
America and Panama in relation to the 
following: 
*popular and he'alth providers' per-

ceptions, definitions and response to 
. diarrhota'episodes inchildien 

e infant and child feeding .and care 
practices 

*..sanitav conditions in homes and sur­
"rouidings ; 
existing distribution s~stems for

-:medicines 
sources of information for mothers 
and health providers'
The fieldwork activities were con-

centrated in three areas: in the com­
munity. the household and among
health providers. Detailed guidelines 

Community
Information about the community can 
be obtained from available data (cen-
sus, reports.*theses etc.). Other relev-
ant and more specific information (for 
example. on traditional health provid-
ers) can be obtained during fieldwork
through observation and interviews 
with key informants, such as co'mmun-
ity leaders and school teachers. 

Household 
A minimum of 15 households (for corn-
munities of. 1.000 inhabitants) is 
selected. When random selection is not 
feasible. a range of households from 
different locations should be selected. 
Contrasting households (e.g. those 
with children who frequently have diar-
rhoea. and with children who seldom 

'ana Hurtado, Division ofNutrition 
Health, Institute of Nutrition of 

Central America and Panama (INCAP), 
Guatemala; -and Susan Scrinshaw, 
School of Public Health. University of 
California. LosAngeles. CA. USA. 

diarrhoea), can, be selected ta
make the survey more representative.

of selected households are
 
interviewed as key informants using
 
more structured questionnaires. Focus
 
groups of mothers with children under 
five can also meet to discuss the topics. 

Useful information can be obtained
 
from these interviews and group div-us­
sions about:.familv' composition: socio­

ieonomic:" OditiOn" fha' homeistics 
ad sanitarv .cnditionsofhe home
 

and surroundings-'differe'n't types of
 
diarrhoea - causes. 'symptoms. per­
ceptioas of severity, health care seek­
ing and treatments: detailed descrip­
tion of the last episode of diarrhoea in
 
the family and response to it: diet of
 
healthy children and of children with
 
diarrhoea: child care (especially food
 
preparation, faeces disposal and hand­
washing); remedies (home and com-­
mercial medicines, including ORS)
used for diarrhoea in the home: know-.. 
ledge and use of ORS: sources of infor­
mation. 

Different health care
 
providers are key, 
pro r s.
 
informants. 

Their knowledge and
 
practices can be 
assessed while their
 
co-operation is
 
sought.
 

Information obtained using RAI'can
 
be very valuable for programme plan­
ning. implementation and evaluation.
 
Consideration of techniques for data 
.
 
recording and organisation. qualitativei

data analysis and report witing have I
 
not been dealt with here. but are crucial'
 
to produce useful information. These
 
are.dicusscd in detail in the RAP field
 

ide..
 

efD 	 n 

Dialogue on Diarrhoea. issue 39. December 1989. Published quarterly by AHRTAG. I London Bridge Street. London SE19SG. 



Page 4 	 IBFAN AFRICA NEWS March 1990 

Encouraging brcastfeeding instead of bottlefeeding can 
hclp prevent diarrhoea. Breastfeeding is vital both in the 
prcvention of diarrhoea and for feeding of children during 
and after attacks. 

Breastmilk, an effective and inexpensive drink suitable 
for usc as ORT, isall too often disregarded. The reasons 
why breastfeeding offers protection against diarrhoea are 
thought to be: 

" the immunological and antimicrobial properties of 
breastmilk; 

" the gut bacteria ofexclusively breastfed infants tend. 
to inhibit the growth of diarrhoea-causing bacteria; 

" bottle fed infants are at greater risk of illness due to 
bacterial contamination; 

* 	 breastfed infants may have a better nutritional 
status, and thus less risk of death from diarrhoea. 

Hygiene can prevent diarrhoea 

Young children and babies are at great risk of getting 
diarrhoea caused by germs contained in food or drink 
that has not been cleanly prepared. 

It is especially important to keep dishes, cups, and 
spoons used for young children's food very clean. 

Food must be protected from flies and other insects, 
domestic animals and rats and mice. 

Foods are excellent places for breeding germs. Meat, 
fish and milk are the main sources of infection. Care 
should be taken to buy fresh food and not to store it for 
too long. 

Water for drinking and cooking should be drawn from 
a tap or other protected source such as a spring or 
borehole. If this is not possible, drinking water should 
first be boiled. An easy time to boil water is after the 
evening meal. If boiling is not possible, storing it for at 
least twelve hours to allow the sediment to settle is better 
than nothing. Drinking water should be stored ina clean, 
covered container, 

When a mother's baby over 6 months is hungry or 
thirsty, she should breastfeed it. This gives it a perfect 
food while allowing the mother to take the time she needs 
to prepare the baby's other food safely, 

.*.. 
Preve Dehydio e. ',,dLosD uringmtm Dlcrrh 
Weight Less During Dfarrhoe. 

Q Giv 
Fee 	 Mo e 

fe,.li,g bunles are amajor cause of diarrhoea 

So. it is important to know that: 

* 	 Babies who are exclusively breastfed are less likely to 
get diarrhoea, because breastmilk is free from germs 
and contains antibodies which protect a baby from 
infection 

0 	 Bottlefed babies are more likely to get diarrhoea. 
Feeding bottles are very difficult to keep clean, and 
dirty bottles are a major source of illness, especially 
diarrhoea; bottlefed babies are also at risk from 
contaminated water which may be used to mix up
powdered milk 

0 	 If ababy has diarrhoea, always continue breastfeeding 
because a baby stillneeds food, and especially liquids, 
to replace what is lost during the diarrhoea. Breast­

.feeding will also reduce the stool volume and speed 
recovery

0 When ababy has frequent diarrhoca oral rehydration 
fluids may be needed as well. These should be given up 
cup and spoon. If the baby is to weak to suck at the 
breast, expressed breastmilk can also be given by cup. 

0 	 Cups used to feed a baby with expressed breastmilk 
should carefully washed with boiled water to remove 

.meal Ir,orI.t germs. 

*adapted from DiarrhoeaDialogueandImprovingyoung
childgrowth in Kenya. 
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Reproduced from rhe BreastisBest 
Newsletter, Belize. 

Do you like the cartoon? Can anyone 
translate the punch line? Perhaps we 
should be asking you to write it instead. 
Ideas on a postcard to .... 

* * * 

The Compleat Mother.a Canadian newslet-
ter. asks its readers to 'Stamp Out Bottle 
Feeding!' by urging Canada Post to com-
memorate breastfeeding on the next stamp 
by writing to the Stamp Advisory Commit-
tee. Should we be doing this? Would 
someone out there like to find out how we 
could get a stamp showing a breastfeeding 
mother? 

The Nursing Mothers of Australia Associa-
of tieso­

tion (NMAA)letters encouragingnewsletter is full supportingof articles 
tei n M onewlterisfull r 
and and 

breastfeeding mothers. One issue has five 
pages of. for me. poignant letters from 
mothers saying what they miss about 
breastfeeding. NMAA has also introduced a 
new section in its newsletter - 'Mother to 
Mother' - which gives readers the oppor-
tunity to seek new suggestions to help with 
any mothering (but not necessarily breast-
feeding) problem they may be having. It 
encourages raiders to share with other 
mothers ideas that have worked for them. 

The newsletter from the Breast is Best 

League. Belize. Cental America. congratu-
laws 4 baseedingounsallts ae 
now trained and been given their Lead-
ership Training Certificate and badge. They 

were chosen by sister counsellors to repre-

sent each disrict&ndthe objectives of the 

aining were to: 
1) develop contact persns in each dis-

trict 
2) develop leadership skills in order to 

enhance productivity 

3) develop skills in motivation of volun-
"ters 

4) develop communication skills 
5) learn to conduct meetings and record 

minutes 
7) develop listening skills 
8) deveo luate rkil 
8) bear alt evuateork nneas 
9) learn adult education teachingsks 

10) share and learn how to raise funds 
11) be able to manage funds 
12) enhance personal growth and develop-

ment thothers13) be able to co-operate 
13) b o oer po t o s 
14) form mother support groups 

* **information 

I have just received a copy of a fascinating 
Hbooklet, Breasrfeedfing byfighlights on 

the Egyptian Society of Breast Milk Friends. 
In particular, I was interested to read an 
article about 'Human Milk Banking' by 
Osman El Sayed Abdalla, written in 1987. 
The first part of the article was on the 
practicalities of milk banking but I quote 

from the rest of the article: 
'As regards religious point of view of 

initiating such milk banks, we interviewed 
some of our eminent religious personnels, 
sheiks and professors in Al Azhar Universi­

ty ad Cairo Univsy. 
'Few of them agreed about this if there is 

UNAVOIDABLE NECESSITY to have these 

banks on national basis. The majority dis-
agreed and refused the whole idea. The 
main basic causes otartheir refusal was to 
avoid any future marriages of breast-milk-
fed brothers and sisters, to .avoid corrup-
tion, abuse of breast mlk particularly. if 
donor will be. paid 'for donation. 

'Apart from too many basis to prohibit
such project is the least that we in this way 
will be surpassing one of the unbreakablelimit ordered by OurMighty Go. 

'So many miracles have been Just real-
ized behind the great unravelled state-
ments in our Holy Quran 14 Centuries age 

while just recently this has been antated 
by scientists and so many other findings. 

'Thes miracles compels us to think that 
the great order of condemning marriage of 
those who share breast milk feeds with 
othe-s might be related to some disastrous 
immune dysfunction so sestri fn Similar 
disorders. 

Tinallyalthugh DarEkanCatohas 

again propodthat it can be 109a Zo carry 

on such project we are still convinced that 

"hi Is by afl means illegal and Aould be 
prohibited.' 

* * 
The June issue of Dialogueon DwarrhoeaIs 

completely about breastfeeding and well 
woth reading. Lactase. the gut enzyme 

required to digest and absorb lactose. is 
easily damaged by infections and malnuu-
tion. How important is lactose intolerance? 

How is it diagnosed and managed? The 
articles say 'that for infants with acute 

diarrhoea and temporary lactose intoler­
ance breastfeeding should be continued. 

Finally, the Nursing Mothers of Australia 
Association is now running information days. 
They are available for anyone interested in 
NMAA and their purpose is to help mem­
bers understand the activities of NMAA. 
what is expected in various roles, and an 
understanding of the Code of Ethics. Parti­
cipants gain an overview of NMAA at 
Group level and beyond to regional, branch 
and national activities. Attendance at an 

meeting is a pre-requisite for 
training for the positions of brbastfeeding
counsellor or community educator. It 
sounds similar to the Working Together 
Days the NCT is trying to set up. 

Compled byShtrleyanne eel 
* . 

Last October, Shirleyanne celebrated ten 

years asa rucorandshe isstillgoingstrong! 
Congratulations,Shirleyanne. 

Breastfeeding, 
mother nature'sgift 
Breast milk is no ordinary feed 
It is a unique feed that only mum can give 

me through her breast 
It is a unique feed that only mother nature 

can prepare 
It is a feed meant just for me. 
When mum has no milk she can never share 

mine with visitors 
When there is no food in the house, I know I 

can never starvecnnvrsav 

When mum is too tired to cook, Iknow my 
food is always ready 

When mum has had a hard day Ikngw she 
will get rest just by breastfeeding me. 

Mum's breast milk is no ordinary milk 
It is specifically meant for me as a well 

balanced diet 
It is specifically meant for me because I 

need to grow into a strong man of 
tomorrow 

It is the only feed that comes in such an 
attractive container 

Breasemilkis.complete, don't compete
 
"lankyoumother nature for giving me
 

such an appropriate feed
 
T1bny7uM ot giving me my
 

approprte feed
Thankyou for giving me the best start in 
Ta* i 

Dikoloti Virginia Morewale 
BotwsEana 

This poem also appeared in the Breast is 

Best League, Belize, Newsletter. 
Summer. 1989. 
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Breastmilk is the best and safest food 
for young babies. Older babies need extra 
foods as well as breastmilk. It is impo-
tant that babies are given extra foods as 
well as breastmilk at the right age, and in 
sufficient amounts, to enable them to 
grow and stay healthy. Too little food, 
given too late, or inadequate food with 
too few nutrients may lead to poor growth
and malnutrition. The malnourished child 
will get sick more often and will be less 
able to fight off illnesses such as di-
arrhoea. Weaning foods can. however, be 
very dangerous for babies. If they are not 
hygienically preparedthey can be a major 
source of infection. This Health Basics 
insert describes good weaning practices 
to help families prevent diarrhoea in their 
children. 

What Is weaning? 
Weaning means giving family foods 

in addition to breastmi& Weaning is a 
gradual process by which the infant be-
comes accustomed to the adult diet. 

It is notgood for babies to stop gv
ing.breastmilk when new foods are first 
being given-weaning foods do not re-
place breastmilk, they complement it.As 
the baby gets older it needs more food to 
grow and stay healthy. The number of 
breastfeeds can be reduced slowly as the 
baby starts to eat more and more family
foods. However, it is important to re-
member that until the age of about two 
years babies can still receive an important 
amount of nourishment from breastuilk. 
Whfn to star gMng extra foods? 

Weaning food( should be given to 
the baby at about the age of four to six 
months. At four months most babies start 
to need extra food in addition tobreast-
milk because they are growing fast and 
breastnilk is no longer enough. 

' te.. 

Sfrom 

How shouldweaning foods be give, and 
how often? 

Start by giving one or two teaspoons 
a day of carefully mashed-food in addi-
tion to regular breastfeeds. Do not use a 
feeding bottle. Slowly increase the num-
bet of meals and the amount of food 
given. By the age of eight months most 
babies need four "meals" a day including 
a variety of foods, in addition to regular
breastfeeding. At one year old a child 
should be able to v--givaall types of 
family foods, although the food may still 
need to be softened or mashed. At this 
age a child needs to eat about half the 
daily amount of food its mother eats. 

Feed babies using a clean cup and 
spoon. Do not add water to the weaning 
food. Watered-down weaning food does 
not have enough nutritional value, and if 
the water is dirty or contaminated the 
baby will probably get diarrhoea. Pa­
tience is needed when babies are first 
starting to eat family foods-while they 

am learning to eat this way they may of­
ten spit out the food-this does not mean 
that they are not hungry. Let the baby get 
used to one food for a few days before 
Introducing another. 
Weaningfoodsshould ideaUybe: 
* high in energy;
 
. easy to digest;
 
- low in bulk and viscosity (not too
 

thick);
 
fresh and clean;"
 
inexpensive and easy to prepare;
 

* not too highly seasoned. 
What aregood weaning foods? 

A thick creamy porridge made from 
the basic food of the community is a good
weaning food for babies. The basic food 
or staple is cheaper that most other foods 
and is usually eaten by the family at most 
8"" 4 

k w . -IGive 
,,ubs,,fr or .'breasumilk•AS WE.LL AS " A.,EL A' 

X•en 

.,, -weaning 

4 

meals Examples of basic foods incl 
• cereals ­

-
-
-
-
-

-
*roos ­

-
-
-

-
•starchy
fruits ­

-
-

maize 
wheat 
sorghum 
oats 
barley 
bread (soaked in g 
milk, or tea) 
rice 
cassava 

yam 
cocoyam 
potato 
sweet potato 

plantain 
breadfruit 
banana 

On their own, especially
cooked in water, most cereals, grain: 
roots am too low in energy. Some ( 
fat (or sugar) should beadded to the 
ridge to make it richer and easier to ! 
low and digest. Adding oil increase 
energy value of the weaning porridg. 

this ponidge in additic 
for about two weeks­this time babies need other foods as 

as bleastmilk and porridge to pr.
enough energy and a balanced diet. 
important that weaning foods co: 
oils, fats or susms fbiis; dark j
vegetables or orange or yellow fruits 
food from animals or fish or from 
umes (for example lentils). These d 

types of food provide energy,
mins, and proteins. The best typ 

meals should contain some! 
all ofthesn groups. Continue tobreasifeeds regularly between meals 

/ 



Examples of types of foods from 
these groups are: 

-Peasand beans 
These are as good as food from ani­

mals for providing protein but are 
cheaper. They need to be cooked thor-
oughly and mashed to make them easily 
digestible for babies. Examples include",chickpeas, cowpeas, groundnuts, soya 
beans, split peas, lentils, blackeye beans, 
peanuts. red beans, navy beans. 

Thes aregoodforbabis a] T FI$ :draWI'bu arFoodfrom animalsandfish d from ro 
Thewe are good for babies but am 

usually more expensive than peas and 
beans. Examples include meat, fish, offal, 

eggs,, and food made from mk 
eggs, amsl, and od mad, ottage
such as cheese and yoghurt, curd, cottage
cheese. 

darkgreenleafyvetables.*andAorange" 
andyellow vegetablesandfrut 

Babies need these foods to prevent 
eye damage and possibly blindness from 
shortage of Vitamin A. Examples in-
clude: spinach, kale, tomatoes, carrots,amaranth, sweet cassava, •pumpkin 

i pupkinlaesarah, swee cansdv
leaves, calalu, pumpkin and pawpaw, 

Soils,fatsorsugars 
Thes- add extra energy to the wean-

ing porridge or cereal dise. Sugars are 
not as good as oils fats and win alsoor 

damage teeth. Examples include: corn,
palm, goundnut, cocsonut and sunflower
palm, ghe , com gne lad 
oils, ghee, burer, lard, any 

Before giving these to babies they 
should be peeled carefully or washed in 
clean water, then mashed or the juice 
squeezed ouL If water is added to the 
juice it must be dean; otherwise babies 
may get diarrhoea. Examples include: 
oranges, pumpkin, tomato, banana, pa-
paya, mango, pineapple. 

*Peas and beans: 

000 
0.1 

Q 

a~vv~ 

animals ~ 

0 Dark o'reen Vegt-
tableS and orate
and yellow fru S
all Vgetables 

Many mothes apprecite the money 
save by breastfeeding their babies, but 
consider how breastfeeding affects 
bro economic pictrbe. The Nationalnbmie on Improving Breasfeeding Prom

fromStrategies in the Women, Infants, and I
Poaaprojec fmdld 

American Public Health Association, gil 
hin~t of breastfeeding's economic impact 
tis s mnt 

It has been estimated tht at least twi 
nine million dollars could be saved annua]
formula costs if WIC mothers w 
breastfeed for just one month. (Extrapo 

fromtheU.S. ateofAicr' 
State Agency Participation and Expend 
Summry Report-fiscal year 1987)

WIC isa supplementary feeding pr 
created sixteen years ago to help reduce 
ness and mortality among U.S. babies 
into poverty. The United States Departnme 
Agriculture gives WIC grants to states. 
distri'bute vouchers for foods that help pa 
specific nutrients for pregnant women, 
mothca, infants, and children up to age C a Ois fat orInfant formula is by far the most expcian 

Sugars :Oisirn 
~infant 

~sentng 

t,-

/\ 

siowledgements 

Ito Diao hoea inert is 
based on an article by Dr Shani Ghoshfrom: 

Learn More.About Breastfeeding and 

Weaning." League of Red Cross and 
Red Ctescien Societies 1987. 

0 Primary Health Care Technologies at* 
Family and Communit Levels. Aga
Khan Foundation. UNICEF, WHO, 
1986. 

.. Feeding Mother and Child. The Carib-

bean Food and Nutrition Institute. 


, Prevention of Diarrhoea. Supervisory 

Skills. WHO, 1987. 
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having risen over 100% during the laswithin the WIC food packageIts
years. WIC accounts for nearly 40%o 

formula purchased in the U.,. r­
the single largest market for b, 

formula in the world. 
Inresponse to these figures, the Ar 

can Academy of Pediatrics (AAP) isu 
policy statement on the WIC prografirst of their eight points reads: 

Breastfeeding should be agg i 
tpmoed among WIC recipients becau 

its exceptional nutritional value and its 
savings to the program. 

La Leche eague, joins the AAP in 
aim and offers WIC its help through its p
cations and its Breastfeeding Peer Couru 
Training Program. which began with a f 
on minority women and offers nursing as 

as classes an the basics of breastfeadin 
helping other mothers. WIC clinic pao
contribute to this program's effective es 
referring experienced nusing mothers I 
minoi commities for comaderuoi 
peer couselors. Owe these mothers
completed their training, they then work 
the WIC personnel to help increase the 

dac and duration of breastfeeding in 
itmmities. mother-to-motherThis 

fs a pfun dd LU.L manbmnts boationsnmu 
intrduced ayear ago inChicago. Ithas 
spread to Guy, Indiana. ind four more 
program scheduled anmuig. Mich 
Belleve, Illinois, and South Bend 
Michigan City, Indiana. 

La Lic. LAq-. Vd.4 
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Diocesan Medical Board 

P0 Box 3044 

RECEIVE' 3 0 
Arusha Tanzania 

18- -9o 

Dialogue on Diarrhoea 

Ahrtag 

1 London Bridge 

LONDON SE 1 9SG 

Street 

UK 

Re; Diarrhoea 	Dialogue
 

Regularly you 	 are sending us copies 50 from your 

sent to our health workers in thenewsletter. They are 


rtral area's and the last .2numbe36we'used at our
 

workshop for health workers in March. I like to
 

thank you for the lively way in which you are
 

presenting the material, especailly knowledge about
 

health education methods. It sttmulates aur staff.
 

This is Just to tell you how we appreciate and
 

make use of your newsletter
 

Thank you,
 

Sincerely
 

or all our health workers
 

*Aleven 



INDIA COUNTRY OFFICE 
UNICEF HOUSE, 73, LODI ESTATE 
NEW DELHI-110003 INDIA 
TELEPHONE: 690401 

ADDRESS: UNICEF NEW DELHIunicef *CABLE 
TELEX: 3161464 (UNCF-INI 
FAX: 91.1161972Unted Nations Children's Fund 

NTN/2.3/132/90 24 January 1990 

Dear Ms Attawell:
 

We received at UNICEF India Country Office, the June 1989 issue of 
- "Dialogue on Diarrhoea" with the supplement "Heilth Basics: Breal to order 

Feeding". This supplement is quite impressive and we would like 

some extra copies which we could use in our work with the Voluntary 
Health Association of India, with the Bombay Municipal Corporation and/­
other groups. Would it be possible for you to send me approximately(0) 
copies of this insert so that we could distribute it in that way.
0j 


Please let me know ifthere is any cost involved.
 

Many thanks.
 

L 4 

Ms Kathy Attawell
 
Dialogue on Diarrhoea
 
AHRTAG
 
1 London Bridge Street
 
London SE1 9SG
 

MR:aj
 
letnutS
 
(103/166)
 

Yours sincerely,
 

Nutrition Section
 



Nabwalya Rural Health Centre 
P/B N-M2;ALYA 
L]XA. 
ZAMIA. 

3rd CCTCBR, 1989. 3 

A. H. RTAG.LTD,
 
1 QW MIIDGE STRIEP
 
LT, SE 1 9 SG
 

RECEIVEO - 9 NOV 1989 
Dear Sir, 

I =m glad to write to you on my intentica to research a rural healti 
especially here in ti~is isolated area of Eastern Iaang'wa Valley. 

As a holder of Certificate in Rivorimental Health and Hygiene, I 
have developed keen interest in their health and thie things around 
which Cheii" healc-I hugs: 

Their nutritional st3tUs and t:e various factors affecting it. Their 
edacaticrnal system;, Social an -raditicni-l systms, custa.s and all 
tI.at caue under it, and basically just ncw their health stands in 
their cvn envirammant bear essential dimensicns. 

This area (Luanawa Valley) is well kncvn for its Wildlife sLecies 
tha10 it is for its inhabit-Lts and ther\ is more to it than pecple
elsev&. r- lock at. 

I -wuld like to b-- brcuLit into contact with one vdio can help me to 
carry c t n systematically soued reaearch; tii.. could be cne -,t an 
instituticn of relazzd field-studies. I have already started 
ccllecting useful data and infoxmatimc, vkich I ston&ly believe, 
shuuld appear in bock form sc that many of my fellow health pxrsornel 
end ctliez outside of it should benefit fra. 

I ewaiL t. . here. frum you on tqe matter just presented. 

Best regards. 

Yours Sincerely 

Andrew Tembe 



RECEIVED_ 6 JUN 1990
 

BASRAH UNIVERSITY J. L.A. 

College of Medicine J 33t..-

Department of Community Medicine 14 Lie 

No:
 

Date : 21st May 1990
 

Dialogue on Diarrhoea
 

Appropriate Health Resources and TechnologiesAction Group "AHRTAG"
 

1 London Bridge Street
 

ondon SE19SG
 

U.K.
 

Dear sir 

I am an assistent lecturer in the Department of Community Medicine 

in Basrah Medical College in Iraq . I was reading "Dialogue on Diarrhoea" 

issue39, December 1989, page 3,when I came across an article outlines
 

,a series of Nays to collect information about beliefs and bdhaviours 


knorn as RAP "Rapid Assesment Procedures" applied to understanding of
 

diarrhoeal diseases. In this article it was mentioned that there are 

different techniques for this "RAP'method" , and that the complete 

description of each technique is provided in the RAP field guide and other
 

manuals 

I ,ould be very grateful if you kindly provide me such guide and
 

manuals to be used in my research and teaching activities in my department.
 

Thank you
 

Sincerely Yours
 

Ghada A.H.A.Al-Kadhimi
 

<DV
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Christian Reformed World Relief Committee 
Corozal TownP.O. BOX 109 

- rJ- BeBlize, C.A.Ph: 04-2691 

March 22, 1991
 

Ms. Kathy Attawell, editor 2 : ;-

Dialogue on Diarrhoea
 
71KGAb, l"Toncon Brigge Street
 
London SEI 9SG, UK
 

Ms. Attawell,
 

I am writing in response to your "Discussion Point" article
 
Worms and community health (Issue 43, December 1990). Unlike the
 
group ZFhealth workers referred to in the article, if you ask
 
our community health workers the causes of diarrhoea, they will
 
almost certainly mention parasites.
 

Last year we learned that locally grown papaya can be used
 
as an anthelmintic. We already had laboratory analysis to
 

of our population has parasites. So we decided
confirm that 70% 

to check out the effectiveness of the papaya.
 

In 3 villages we obtained stool for ova and parasites.
 
The use of papaya was explained to those with positive stools.
 
After treatment with papaya, repeat analysis for ova and parasites
 
were obtained. The results (enclosed) showed a dramatic improve­
ment. Furthermore, mothers need very little encouragement to
 
use the papaya. As your article suggests, worms are a recognized
 
problem in the communities. Villagers seem more ready to
 
participate in other health education activities where this need
 
is addressed.
 

If any more extensive studies have been done on the use of
 
papaya as an anthelmintic we would certainly appreciate knowing
 
about them. Also if you have any advice about frequency of
 
treatment in the absence of laboratory analysis in children under
 
age 6, that would be much appreciated.
 

Sincerely,
 

Debra Schout
 
Health Educator
 

DS/lg
 

Comite De Desarrollo yAyuda De La Iglesia Cristiana Reformada 

\Ck 



ORAL REHYDRATION UNIT 
General Hospital 
Port of Spain 
Trinidad 

November 19, 1990 
Dear Sir,
 

At the above unit we are celebrating ten (.10)years of controlling
diarrhoeal disease by the use of Oral Rehydration Therapy. It is in­
teresting to know that this coincides with the ten years of publication
of Dialogue on Diarrhoea. We have benefited a great deal from in­formation in various issues especially those that dealt with :­

- Diet during and after ORT - the fact that cultural aspects 
must be considered 

- Breast feeding 

- Solutions used in various countries 

- Health Education Programmes 

- Diarrhoea and Aids 
- Vitamin A and Diarrhoea 

- Making it work 
- The Show and Tell Competition in which we participated 

Most important to us was HEALTH BASICS ORAL REHYDRATION
THERAPY - %hich helped us a lot in our teaching session to parents,
student nurses and other health personnel. 

We have felt the warmth that came as a result of a coming to­gether of ideas and information,which manifested caringa and a sharing
aimed at bringing about better health for the children of the universe.
We have also sensed the great effort of the publishers to keep publications
on stream and very informative and available to every health worker. We 
are satisfied. 

At our Unit we have had our measure of success. When we started
ten years ago we encountered similar problems to those experienced byother countries, especially getting parents and doctors to accept this 
type of treatment. 

We have overcome all of our problems and we have a success ratef. 
ninety-five percent (95%). Despite our economic problems and the exodus of 
health workers to greener pastures, we have been able to keep our mortality

and morbidity rate way below that of periods before this type of treatment 
was introduced. We base our success on health education programmes carried
 
out at the Unit, Health Centres and mass-media productt#,i. Fifty-nlfie per 
cent (59%) of our children had appropriate fluids at hone before caning to the 
Unit for follow-up treatment. 

Along with this letter we submit statistics on our mortality rate at our
 
hospital's diarhoeal ward in five-yearly periods. Also same statistics at our 
Oral Rehydration Unit.
 

I wish the publishers, participants and readers another successful decade.
 



Dr. Neil Heard,o, -

Box 23803
 
Claremont 7735
 
South Africa. 15 3 91 

Dialogue on Diarrhoea. 

Drugs and Childhood Diarrhoea (issue 42 DD) 

The misuse of antibiotics in acute infantile diarrhoea is a
 
problem. I am sure that most doctors know that 95% of acute
 
infantile diarrhoea can be treated with ORT alone, 
 yet in over
 
50% of cases they prescribe an antibiotic and/or adsorbents and
 
anti-motility dr.igs. I would like to 
contribute my observation. 

Many hospitals where doctors are trained, do not teach outpatient

child 
care, and so medical students rarely see acute diarrhoea. 
There are several thousand admissions per month to oral
 
rehydration units, but students cannot bank on teaching exposure
 
even after admission, unless the disease 
becomes protracted.

University 
teaching staff are giving students insight into
 
academic ward paediatrics, of little relevance to their working

lives, but not to day to 
day problems such as acute diarrhoea.

This may be because of the way these teachers were trained as
 
postgraduates. Drug industry advertisements for medicines such as
 
loperamide, supported by local trials may confuse a coordinated 
strategy to promote the use of 
home based ORT.
 

Some oral rehydration units accepting up to 4000 patients

month give mothers a pink fluid, to feed their infants in 

per
 

hospital, and on discharge a silver packet of magic mystery

powder to be mixed with a litre of 
clean water at home. Hospitals
 
are teaching patients to expect proprietary treatment for acute
 
infantile diarrhoea. Patient empowerment is not a priority in
 
teaching hospitals even in Africa.
 

Thus doctors will not prescribe home based ORT alone and patients
will not accept it. The State policy for privatisation of
 
health services in South Africa, means 
 that most of patients
attend fast turnover practices or the deliberately inadequate
state services. Antibiotics, adsorbents and antimotility drugs 
are an alternative to adequate care, by rushed staff, working
with inadequate facilities which they cannot change, and who 
may lack a broad perspective on acute infantile diarrhoea 
because of the circumstances of their teaching. Changes needed to 
support a move away from this approach include a political lobby
for a national health service, changes in medical school 
attitudes to outpatient child care, and programmes at all levels 
to empower patients. Mothers should be mixing their own ORT from 
salt and sugar in hospital and at home.
 

Neil Heard
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Dialogue on 
Dlarro 

WEEK DATE AHRTAG 
The Appropriate Health 
Resources and 

-10 zI //o Articles commissioned (ME, SE, AE) TechnologiesActionGroup 
I scuss plans & information requirements with RC
 

-4 , Reminders for commissioned articles (if-no reply
'[-(7/ received), and to RC (AE) 

0 
 Deadline for 	submission of commissioned articles
 
(and material from RC)
 

2 	 Draft copy ready (articles edited; news, letters,

inserts, other in-house material prepared) and
 
sent to SE, WHO, AID (DD only) for comment (AE&ME).

Illustration needs discussed 
- AE & PD
 

4 	 Deadline for comments 

5. 	 All comments incorporated, text marked up by PD & 
available as gdlley proofs (either from BO, or DTP)
 

7 / 	 Proofs checked by SE, AE & ME; picturesgathered by KM & agreed by AE & ME; captions written
 
by AE & agreed by ME; layout done by PD (to be
 
sent to BO, or for DTP)
 

S (o / Page proofs, including all pictures, from printers 
I/' & sent to SE (& Technical Editors if ARI) for OK
 

10 qY/. OK from SE; proofs checked by AE & ME 

11 2Z/y'f f Any changes to page proofs incorporated by printers 
11' 	 Cocr p o f o D u uv d by AIRH~ & a A O 

13 	 Address labels printed at 
AHRTAG & sent to printers
 

14 /6/I Printing & delivery to AHRTAG. 

ME - Managing Editor 
 PD - Production & Design Worker
 
AE - Assistant Editor 
 PS - Publications Secretary

RC - AHRTAG Resource Centre Staff
 
SE -
Scientific Editors (KE & WC/DD) or Editor-in-Chief (FS/ARI)
 

The international newsletter on the control of diarrhoeal diseases 
Published by AHRTAG, I London Bridge Street, London SEI 9SG, U.K. Tel: 01-378 1403 Telex: 912881 TX G Fax: 01-403 6003 
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ANNEX F
 

Comparative Costs of Publication and Distribution
 
of DD English, 1987-88, and 1990-91
 

1987-88
 

Issue 

Published 


Direct Costs
 

Printing 

Distribution 

Other 


Sub Total 


Salaries 


Overheads 


TOTAL 


No of issues 


Costs per issue (£) 


Costs per issue (£)
 
in 1990/91 prices 


1990-91
 

Issue 

Published 


Direct Costs
 

Printing 

Distribution 

Other 


Sub Total 


Salaries 


Overheads 


TOTAL 


No of issues 


Costs per issue (£) 


DD30 DD31 DD32 DD33
 
Sep 87 Dec 87 March 88 June 88
 

9880 9950 9877 12701
 
16437 16162 16627 14993
 
4163 3888 4930 6220
 

30480 30000 31434 
 33914
 

9696 9143 9102 6424
 

9214 9488 9130 7433
 

49390 48631 49666 47771 

115000 120000 115000 115000 

0.43 0.41 0.43 0.42 

0.53 0.50 0.53 0.51
 

DD41 DD42 DD43 DD44
 
June 90 Sep 90 Dec 90 March 91
 

15044 11601 8881 10828
 
16969 11701 8921 10800
 
4633 6089 4400 4350
 

36646 29391 22202 25978
 

9035 9633 8917 8917
 

8034 9934 6749 


53715 48958 37868 41644
 

116000. 114000 112500 108800
 

0.46 0.43 0.34 0.38
 

Notes
 
a) In the period covered by DD42 £3371 extra was spent on laser printer

b) The overheads cost for DD42 includes £2789 contribution to the
 

new computer network
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1. AIMS AND OBJECTIVES 

The meeting had four key aims: 

1.1 To 	ascertain how AHRTAG can support decentralised production of
 
newsletters and related health materials in future. For example:
 

assisting with identifying funders and collaborating on approaches for 
longer term support
training and technical support in publications and information activities 

--	 provision of information updates on specific issues relating to a range of 
PHC issues 

1.2 To encourage project partners to network with each other and explore
mechanisms for achieving this; provide a forum for the exchange of information
and experiences in the production of the Dialogue and other materials; and
establish a network for exchange of information on regional issues and activities. 

1.3 To 	look at key issues relating to the translation of, adaptation, production anddistribution of newsletters, including technical, policy and planning issues, quality
control, content, feedback and evaluation, distribution and monitoring. 

1.4 To 	review the current materials produced by AHRTAG and reproduced or
translated by project partners; and to discuss the future direction of these
publications so that they best meet the needs of readers in South Asia.
 

2. PARTICIPANTS 

The meeting was attended by representatives of: 

-- Bangla edition - Bangladesh Rural Advancement Committee (BRAG),
Dhaka, Bangladesh 

-- Bangla edition - Child in Need Institute (CINI), Calcutta, West Bengal, India 
- Nepali edition - Health Learning Materials Centre, Kathmandu, Nepal
--	 English edition - Christian Medical Association of India, (CMAI), New 

Delhi, India 
--	 English edition - Imajics (Pvt) Ltd, Karachi, Pakistan 
-- Tamil edition - Rural Unit for Health and Social Affairs, (RUHSA), Vellore, 

India 
English edition (ARI News) - Centre for Health Education, Training and
Nutrition Awareness (CHETNA), Ahmedabad, India 



3. ORGANISATIONAL PROFILES: CURRENT ACTIVITIES 

AND FUTURE PRIORITIES 

3.1 Bangladesh Rural Advancement Committee 

BRAC was initiated in response to relief and emergency situations in Bangladesh. 
It has 4,500 registered staff (115 at head office) and 3,000 volunteers. It has since 
developed a programme of activities which aims to promote empowerment and 
self reliance. These programmes are: rural development, including income 
generation and credit; non-formal primary education, including litel'acy and 
numeracy for 8-10 year olds and 11-16 year olds and skills which can be applied 
in work in health programmes (mostly females); and women's health and 
development (building on the OTEP programme which began in 1980). BRAC 
works through men's and women's groups; mosques; village health committees; 
which are independent from BRAC, but which create demand for health services 
from government. 
BRAC produces publications including an in-house newsletter in Bangla, a 
newsletter produced as reading material for schools, and occasional materials on 
health issues such as nutrition, EPI, vitamin A. The organisation has begun to 
focus more on publishing materials - early on the primary focus was on field work 
- as they have realised that there is little relevant training material available. 

BRAC started to work with AHRTAG in 1988, producing occasional composite 
editions of a newsletter based on material selected for Bangladesh and West 
Bengal from DD and ARI News. It has not been possible to produce regular 
editions because there have been considerable difficulties in getting government 
registration for the publication. Without registration, postage costs are 
considerably higher. 40,000 copies of each issue have been produced, 10,000 of 
which have been distributed in West Bengal by the Child in Need Institute. In 
Bangladesh copies are distributed to primary schools, rural libraries, non 
government organisations, physicians, health centres and through the voluntary 
health services society of Bangladesh, an umbrella group. 

Since DD/ARI News is the only practical health newsletter published in Bangla, 
BRAC would like to continue to publish and distribute it in whatever future form 
it takes. BRAC appreciates receiving material that is already prepared and 
reviewed and that it cannot produce the same calibre of material easily in-house. 
AHRTAG's newsletter(s) will continue to provide a useful source or base for a 
Bangla health publication. 

3.2 Child in Need Institute 

The Child in Need Institute was established in 1974, and began as a health 
organisation focusing on MCH issues in Calcutta. Now working in 50 villages, 
CINI has 200 staff, and has recently diversified its activities to include income 
generating activities with women and women's groups, as well as promoting 

2
 



women's health and rights. CINI also carries out training activities including 
training health workers for government and voluntary agencies, and applied
health research for CINI and outside agencies. More recently CINI has begun to 
work on urban health issues, including working with street children. 

CINI supports its health activities through publications, largely training support
materials, and a newsletter called 'Our Children' distributed throughout Bengal. A 
newsletter based on the experiences of women's groups in Bengal is due to be 
published in 1991. 

CINI has been distributing the Bangla edition of the composite newsletters in West 
Bengal; it has a large network of government and non government organisations 
which makes this possible. In future they would like to collaborate more with 
BRAC in producing locally relevant materials to insert in the newsletter, to 
enhance feedback from West Bengal, and to ensure that the target audience in 
Bengal and Bangladesh is the same. 

For the future, CINI is considering ways in which it can provide further support 
to health workers, through a more systematic approach to producing publications
and the establishment of a resource centre. These would help to coordinate the 
technical and communications activities of CINI. 

3.3 Health Learning Materials Centre 

Dr Adikhari is based at the Institute of Medicine in the University, and at the 
training centre. The lack of basic books and materials for health workers led to an 
expressed need for a health learning materials programme in Nepal. The 
programme was established in 1984, and started by carrying out a needs and 
resources survey, including visits to health posts. Most of the posts had only one 
book 'Where there is no doctor'. This however was not used by the doctors who 
felt that it was below them, but not passed on to non-physician staff either. The 
programme started by producing basic printed materials; by 1989 the project had 
become the health learning materials centre, as part of the university, regularly
producing materials. The centre collaborates with the health learning materials 
centres and programmes in Burma, Thailand, Sri Lanka and Indonesia. 

The mandate of the centre is to produce materials for support of training of 
primary health care workers. The centre currently produces a HLM network 
newsletter, a PHC newsletter and a combined version of DD and ARI News. All 
are distributed free of charge. 

The edition of DD/ARI News is funded through the CDD programme by
UNICEF. Since the beginning of 1990 10,000 copies each of three issues have been 
produced, and distributed to health workers, primary school teachers, 
environmental workers, voluntary health agencies and the small farmers 
development programme. 5,000 copies are sent out through the Ministry of 
Education and Culture, 800 copies through the Ministry of Health to health post 
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workers, 800 directly to health workers. 

A major problem is the lack of staff dedicated to publications; most HLMC staff 
are already working fulltime in other jobs. This creates problems, for example, 
there is no time to go into the field to properly assess the usage of publications, or 
to assess information needs or solicit contributions. 

3.4 Christian Medical Association of India 

The Christian Medical Association of India is 80 years old and was initially set up 
to assist hospitals. It has 350 institutional members which form a network, and 
provides a wide range of medical training, including training for paramedics and 
a well respected nursing diploma. CMAI also produces materials including 
textbooks on health care and books specifically for small hospitals. It has a 
publications section which produces and distributes its own materials as well as 
distributing AHRTAG publications. 

CMAI prints and distributes 30,000 copies of Dialogue on Diarrhoea, plus its own 
insert focusing on various PHC issues. Copies are distributed to CMAI member 
institutions, through the Catholic Hospital Association of India (2,000), through the 
Voluntary Health Association of India (2,000), to 3,000 PHC centres, 350 schools of 
nursing, 300 medical colleges and the remainder to individuals. A key priority is 
to update the mailing list, followup feedback to the readership questionnaire, and 
improve the management, planning and organisation of the publications and 
distribution departments of CMAI. 

CMAI is planning to increase its publishing activities, which already includes the 
Christian Medical Journal of India, the insert to DD on PHC and another 
newsletter, to include the regular publication in future of a newsletter on essential 
drugs for its hospital network, for which it has funding available. CMAI's 
preference would be to produce one PHC newsletter relevant to India, based on 
material from AHRTAG and including material from other sources about Indian 
issues, that is for doctors and other health professionals, in English which is 
practical, and written in accessible language. 

3.5 Imajics (Pvt) Ltd 

Given Pakistan's appalling health situation and poor health services infrastructure, 
Imajics was started to provide information about health development in a more 
imaginative and effective way than existing NGOs. Imajics produces the monthly 
magazine 'National Health', established in 1983, which has a commitment to 
raising awareness of the problems of the health system and to improving it. 
Initially intended to reach all literates in Pakistan it still largely reaches physicians 
and related professions, international agencies and NGOs. 5,000 copies are 
distributed every month. 
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The English version of DD, reprinted in Pakistan, has a mailing list of 25,000. 2,000copies are sent to health related NGOs, 1,000 to donor agencies and the Ministryof Health, 2,000 to diarrhoea training units, 50 to PRITECH, the remainder toindividual GPs, paediatricians, medical colleges, libraries, schools of nursing etc.There is an editorial board, which contributes to and comments on pagesproduced with a specific focus on Pakistan related issues. 

A regular four page Urdu insert in DD, with UNICEF funding is planned fromJanuary 1991. There is also a need to review and improve the readership profile,including analysing the mailing list, finding out more about the needs of the
current readers and assessing whether or not there is a need to produce material
for and reach more community health workers, teachers etc.
 

Future priorities include changing National Health from a monthly magazinecurrently supported by advertisements, to a quarterly publication without ads,hopefully with Canadian support, focusing on PHC. This could use material froma new look DD. There is also a need to produce regular material on essentialdrugs to counteract the overpresribing in Pakistan and levels of self-medication.It is also planned that the work of Imajics will be used as a training centre forjournalists as there is a lack of good journalistic training in Pakistan. Otherpossibilities being considered include establishing a family planningcommunications network as part of broader focus on women's health and family
planning issues. 

3.6 Rural Unit for Health and Social Affairs 

RUHSA is part of the Christian Medical College in Vellore, which has an emphasis
on training and manpower development; PHC and programme evaluation, as well
as publications. RUHSA has more recently broadened its focus from
scientific/research activities to include more work in health education. RUHSA
runs a wide range of primary health care programmes and health services. 

The Tamil edition was begun in 1986; 9 issues have been produced and themailing list has increased to 50,000 from the original 10,000. Copies are welldistributed and the channels include the library system which is well establishedin Tam-1 Nadu. Feedback is excellent and the Tamil edition is greatly appreciated.In terms of future work it might be useful to ask questions about the type ofimpact we Lan expect to achieve with a newsletter, and to review the keymessages which we are trying to get across. 
Possibilities for reaching new audiences with composite editions could also be 
considered. 

3.7 Centre for Health Education, Training and Nutrition Awareness 

CHETNA is now ten years old and has recently evaluated its activities. The 
organisation started as a support to nutrition programmes, with a primary focus 
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on training activities. It is now working in Rajastan as well as in Gujarat,
providing informal and participative training to TBAs, teachers as well as healthworkers, with the emphasis on communications skills rather than on basic health 
facts. 

CHETNA also became aware of the lack of materials in local languages andstarted to produce materials in Gujarati and Hindi, as well as collecting materials on topics identified on the basis of requests from health workers. The needs of grass roots government and non-government health workers were assessed, theconclusion being that there was a need for simple material in local languages withappropriate illustrations to ensure that messages are understood. CHETNA alsoproduces a newsletter in English about its activities, and translates and adapts

VHAI's health workers newsletter into Gujarati (10,000 copies). Since VHAI is
producing materials in Hindi, CHETNA is focusing on Gujarati. CHETNA also

produces materials for other organisations.
 

CHETNA is also planning to develop a resource centre with a focus on children's 
and women's health. 

More recently CHETNA has changed the focus of materials produced towardstrainers rather than grass roots health workers. ARI News has therefore been auseful vehicle for CHETNA to establish links with doctors and other trainers ofhealth workers, and has enhanced the work of CHETNA in educating doctors so

that they do not undermine the community workers.
 

In 1989-1990 CHETNA produced 10,000 each of four issues of ARI News in
English, and is under contract to UNICEF to produce four more issues. 
 It hasbeen a useful experience for CHETNA, enabling it to build up both its profile andmailing list among doctors; so far they have built up a mailing list of 7,000 and are approaching directorates of health for additional names and addresses - so farthey have received 369 returns out of 3,000. The recently held Ahmedabadconference of physicians was also used to build up the mailing list. The audience
for ARI News in English consist largely of physicians and postgraduates, or health 
workers with a high level of education. 

In future CHETNA plans to focus on vernacular materials rather than English, andsuggests that an AHRTAG newsletter on health issues in English should be
managed by CMAI. CHETNA would be very interested in producing avernacular, adapted version of a practical AHRTAG newsletter to meet the needs 
of community health workers. 
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4. PRACTICAL ISSUES AND PROBLEMS 

4.1 Government 

All project partners shared problems, to different degrees with government andbureaucracy. In Bangladesh there have been considerable holdups because of thetime it has taken to register the publication. Government permission is often very
slow in coming and this causes problems with obtaining paper for printing,cheaper postal rates etc. The Indian government has recently introduced newregulations preventing NGOs from accepting external funds for publications; this means that both CMAI and RUHSA will need to establish separate subsidiary
publications organisations. 

4.2 Distribution and mailing lists 

Distribution, particularly methods of distribution and the actual mechanics of

distributing such a large number of copies through the postal system and other

channels, was also a common concern. 
 Partners all gave examples of problems ofgetting such a large number of copies to post offices (hiring a van etc), makingsure that they are stamped by the post office, the unreliability of return mail and
of the postal services in general, the time which it takes for copies to be
distributed through the postal system - in Nepal exacerbated by difficult terrain,

since 35% of the country is under snow most of the time and 41% is extremely

mountainous; many health posts in Nepal are 5-6 days walk away. 

There was also concern about the length of time taken to distribute through other
channels, and about the reliability of ministries and other agencies used fordistribution. In Nepal it was discovered that the Ministry of Education was notdistributing effectively; copies are now sent using a direct express service which isbetter but more expensive. RUHSA has been using local people to distribute some
copies, to speed up distribution and as part of income generating activities. 

These problems also raised concerns about whether the newsletters are reaching
their intended audience, and methods which might be used to monitor this. 

Various issues were raised relating to the mailing lists. These included the
difficulty of maintaining and keeping up to date such large lists; rationalising thelists and when and how to take off those who no longer want or use thenewsletters. CMAI, for example, has a mailing list of over 20,000 for DD in India.They have started to remove from the list those readers who did not reply to a 
recent readership survey. 

4.3 Donors, cost recovery and sustainability 

Partners expressed concern about longer term funding to sustain the publishing 
and distribution of free materials. 
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Most felt that funding from local or national donors might be possible, to help
reduce dependence on AHRTAG, and CMAI, for example, has already set itself a 
target of raising 70% of funding overall from within India. Similarly RUHSA has 
obtained additional funding from UNICEF South India for 25,000 extra copies of 
the Tamil edition, and is confident that 100% of funding for DD could be secured 
within India, from DANIDA, TINP (World Bank) and UNICEF. CHETNA and 
HLMC currently receive funding for their AHRTAG activities from UNICEF in
Delhi and Kathmandu respectively; there was some concern about the length of 
time for which donors would continue to commit themselves to support for the 
newsletters. 

In Pakistan there have been considerable delays in obtaining commitment from 
both UNICEF and USAID to fund the Urdu/English edition of the Dialogue. 

In general uncertainty about future donor priorities and delays in the 
administration of grants created difficulties for future planning. Unexpected or 
unanticipated increases in costs, of printing, distribution, paper also cause some 
difficulties. 

There was some discussion about the issue of free material versus material which 
is paid for by recipients. Some felt that free material was less appreciated by
readers; others that most of the readers would not be able to pay. It was 
generally felt that charging readers a subscription fee was not feasible for various 
reasons - most readers would not be able to afford the fee, or will not pay or will 
forget to pay, and the costs and time involved in administering such a system
would make it not worthwhile, as well as placing a heavy burden on the 
organisations producing the newsletters. 

The cost of sending out copies to individuals was also raised. Although this is 
more expensive that distribution in bulk through other channels, it was felt that it 
is often the most effective way of ensuring that copies reach the readers. 

4.4 Target audience 

Partners also raised issues relating to the audience for the newsletters, in 
particular how we can be sure about who they are, whether they really want and 
use the newsletters, how they use them and how we can measure their impact on 
the readers. It was agreed that it would be useful to try to develop guidelines for 
monitoring and keeping abreast of the information needs of the readership. 

The target audience also varies from one country to another and depends on the 
language; for example in Pakistan the primary audience (for the English edition) is 
physicians, whereas for the Bangla edition it is primarily community health 
workers, primary school teachers etc. 
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4.5 Feedback 

Feedback when it is received is good and positive. A major problem is 
encouraging feedback; it is difficult to get readers to write in with comments other 
than positive comments. It is also difficult to assess what is happening at the
periphery. Most letters received by partners are mailing list requests. Similarly, it
is difficult to get readers to respond to questionnaires. This again makes it hard 
to assess whether or not DD is read or used and how. 

The Tamil edition receives the most feedback; many readers have written asking 
to contribute to the newsletter. 

4.6 Lack of a reading culture 

Although health workers express the need for information, CINI for example is 
unsure about whether they use it; CINI has tried to produce various newsletters 
but has been unable to sustain them. A need to develop better ways of measuring
whether or not material is used has been identified; people rarely respond to 
written surveys. The lack of material in vernacular languages also creates 
problems in inculcating a reading culture. 

In Nepal, even doctors will not always read material that is sent to them. 

4.7 Adaptation, production and printing 

There has been varying success with editorial committees, reading and review 
teams etc. Regular liaison with such groups has not proved to be easy and is very
time-consuming. With the Tamil edition, for example, the reading team, which 
consists of a doctor, nurse, health educator, health aide and two community
organisers who check the language level, has met regularly and successfully; the 
editorial committee has not yet met for various reasons. 

In Pakistan there have also been difficulties in arranging meetings which all the 
editorial board members can attend. Feedback from editorial advisors is also not 
always forthcoming. 

Most partners had experienced some difficulties with printers, including
unreliability, unexpected increases in prices, errors or less than perfect work.
Most have used different printers to try to improve the quality of the newsletters 
and service. 

In some countries there is a problem with obtaining appropriate local illustrative 
materials, including drawings and photographs. 

Some groups, such as RUHSA, are planning to move towards using DTP 
programmes to produce materials to save costs. 
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5. HEALTH INFORMATION NEEDS - ROLE OF THE 

DIALOGUE AND ARI NEWS 

5.1 Lack of resources and information 

There was agreed to be a general dearth of good, well researched, practical and 
accessible health information, in spite of the amount of material that is produced 
especially in India. There is also a serious lack of information available in the 
vernacular languages for community health workers who do not read English.
CINI, for example, has a large library, but very little material is available in 
Bangla. They are currently considering the possibility of establishing a more 
relevant resource centre. 

It was agreed that there is a need for more information on local issues, and more 
practically focused information for health workers at community or health post 
level. 

5.2 Vernacular versus English material 

This was a key issue during the discussion. It was generally agreed that material 
for community and health post workers 
needs to be available in the vernacular. Professionals already have access to a 
reasonable range of material in English. Health workers, for example, in West 
Bengal and Bangladesh require information in Bangla; those in Nepal in Nepali,
and in India it was felt that outside the large metropolitan areas many PHC centre 
doctors did not always have a good understanding of English. It was suggested
that material produced by AHRTAG in English should also be adapted and 
translated into for example Gujarati (CHETNA) and Hindi (VHAI). 

In addition to translation, adaptation is also needed to ensure that the information 
iF .'rpropriate to the needs of community workers; a literal translation can cause 
L.,-'.iculties. It was also felt that vernacular material can only be produced at the 
local level, and that only those working directly with communities and community
health workers can assess their information needs. 

Given the problem in many places of a lack of reading culture, it was agreed that 
it would be preferable for community workers to receive one publication in the 
local language, covering a range of issues, rather than several single focus subject
focused publications - they would be unlikely to read more than one publication. 

The English version of the newsletter was felt to be most appropriate for 
physicians, those working in training institutions, and others with a fairly high
level of education. In some places doctors prefer material in English, if that is the 
language in which they have been trained. In addition, material in English that is 
international in focus plays an important role in preventing doctors from 
undermining community health workers, if it carries the same messages as CHW 
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material in the vernacular. It was also felt that publications like DD and ARI 
News play an important role in educating physicians in the sub-continent where 
there is not a culture of continuing education and doctors do not take the time to 
update themselves - many receive most of their information from drug company 
representatives, unless they are in a teaching or training environment. 

Therefore the publication of material in English at one level and material in the 
vernacular at another is complementary. The balance between the two will vary, 
depending on the country and the level of health worker. In Tamil Nadu, for 
example, there is a much greater need for material in Tamil than in English at all 
levels. 

5.3 The role of AHRTAG and AHRTAG's newsletters 

Newsletters published by AHRTAG are important sources of information for a 
variety of reasons. They have credibility and authority because they have been 
through peer review; they have a particular style and approach; they are also 
often the only outside source of up to date information received by readers. They 
can counteract the information supplied by drug companies to physicians, and 
provide a useful basis for training. Although there is a limit to which lower level 
health workers can utilise the newsletters, written material that is internationally 
produced has greater credibility. 

In addition, AHRTAG has access to wider sources of information and technical 
input than is possible for most organisations in developing countries, including 
those in the sub-continent. 

It was universally agreed that there is a continuing need for material produced in 
English by AHRTAG on health issues; as a basis for local or regional English 
and/or vernacular editions. Problems such as diarrhoeal diseases and ARI are not 
going to disappear for a long time; the basic messages are still valid. AHRTAG's 
partners can assess what would be most appropriate to the local or national 
situation. 

The question of possible overlap with other nationally produced publications and 
materials was discussed. There is, for example, a great deal of material on health 
produced in India. It was felt, however, that there is no overlap because it is 
mostly India focused, rather than international, and not always of good quality. 
There is far less material available in other countries in the region, so again there 
is no problem o duplication. 

AHRTAG can also play a role in providing advice and technical support relating 
to project management; staffing; training; increasing organisational capacity; 
writing, editing and producing materials; assistance with fundraising. 
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5.4 Issues of adaptation 

As previously agreed, if material is to be translated, it also needs to be adapted, to 
a greater or larger extent, depending on the article and subject matter. Some of 
the material contained in the newsletters is too complicated for community health 
personnel, and concepts need to be explained more simply. This, however, needs 
careful consideration, if the advantages of credibility, peer review and approach 
are not to be lost. It is important to maintain the message, authority and approach
of DD and ARI News. 

Participants felt that they should be allowed to take responsibility for adaptation,
.since they understand the needs of their audience and are aware of which issues 
are important. AHRTAG has chosen to work with groups with expertise in health 
issues and in education for this reason. Partner organisations are aware that they
have a responsibility in this area, that they have to maintain certain standards and 
that they are accountable both to AHRTAG and to their readers. As partners they 
accept this responsibility and feel that the key issue in the relationship with 
AHRTAG is that of equal partnership. 

Adaptation of illustrations; inclusion of local or national news items and articles; 
and local correspondence was agreed not to be a problem. 

5.5 Content and subject focus 

Addition of material on other subjects was believed to be important; the Bangla

edition, for example, also contains other messages on other issues apart from
 
diarrhoeal diseases and ARI necessary for health workers, such as breastfeeding,
 
safe water etc.
 

Participants felt very strongly that vertical programmes have been extremely

detrimental to health programmes and services; in south Asia the vast majority of
 
health workers do not just work on one area. For doctors it is reasonable to
 
receive several single subject publications; for other health workers one
 
publication with a broader focus would be more appropriate.
 

The stated preference of all partners was that rather than producing Indian or
 
Nepali versions of two or more AHRTAG newsletters, it would be more rational
 
and more useful to produce a Dialogue that combines material on a range of
 
issues. There was strong opposition to producing a newsletter on maternal and
 
child health; women's health needs to be covered in its own right not in relation
 
to children and childbirth. There was concern about the issue of funding and
 
single focus publications: currently it may be easier to raise funds for a publication

specifically about essential drugs, or safe motherhood, next year it may be
 
something else.
 
Mostly, however, in spite of changing donor priorities, the fundamental health
 
problems and issues remain the same, and there is a need to consistently promote
 
messages about diarrhoea, breastfeeding and so on for a prolonged period of time.
 

\,"V
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One suggestion was to start by continuing the DD style of practical inserts,
focusing on specific subjects, such as goitre, anaemia, women's health etc to raise 
readers' awareness of and introduce these issues, and to gradually incorporate a 
range of topics into the newsletter. In this way the credibility and recognition of 
AHRTAG's newsletters could be used to raise awareness of other health issues. 

There was some debate about whether DD/ARI News need to contain basic 
messages. Some participants felt that they were able to produce simple messages
themselves, and that experiential information would be more useful. However, it 
was agreed that for most readers who do not have regular access to medical 
information the basic messages are important, and many organisations do not 
have the capacity or access to researching and compiling basic information. There 
are also considerable advantages in repeating basic messages. 

6. RECOMMENDATIONS AND CONCLUSIONS 

6.1 Distribution and mailing lists 

--	 There is a need to develop better systems for maintaining and updating 
mailing lists, including methods to assess whether or not copies are 
reaching their intended audience and whether or not they are being used. 
Regular insertion of reply cards, or readership surveys could be used. 
However, given the often poor response to written surveys, some face to 
face assessment would also be necessary. 

--	 Analysis of mailing lists and better information about readership profile is 
also a priority area. 

--	 Regular monitoring of the effectiveness of distribution through channels 
other than the postal system would also be useful. 

--	 Exploration of other informal channels for distribution is also suggested, for 
example, in Bangladesh street hawkers are used for delivery in place of the 
postal system in some places. 

6.2 Feedback and evaluation 

--	 Local editions of AHRTAG publications need to try to increase feedback 
from readers in different ways. Increasing the coverage of local/national 
issues is one way to encourage greater feedback. The use of incentives, 
competitions etc could also be considered. Where possible, the most 
effective feedback is obtained from personal interaction. Ways should be 
found to encourage this and to enable partner organisations to meet 
readers, and carry out field visits more regularly. Developing guidelines for 
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feedback and evaluation would be helpful, including more specific requests 
to readers on particular issues or articles rather than general comments, for 
example. 

, Innovative and different methods of carrying out surveys of readers needs 
are required; written questionnaires do not provide a good response. 

.	 Evaluation also needs to involve more face to face discussions; but not until 
partner organisations have consolidated areas such as mailing lists, 
understanding of readership profiles, regular funding and publications 
schedules. Some have carried out readership surveys with mixed results; 
the response to the ARI News survey in India was 30% which is extremely 
high; RUHSA receives an increasing number of letters relating to the Tamil 
edition. A strategy for regular monitoring and evaluation of other language 
and English editions needs to be developed in future. 

M 	 It was agreed that measuring the impact of the newsletters is not possible, 
since they are one of several possible influences. It was recommended that 
realistic criteria and indicators be developed for measuring the impact of 
publications on practices; including establishing realistic goals in the first 
place. 

6.3 Future direction of publications 

- AHRTAG's role in producing health education materials is a valuable one; 
publications such as DD and ARI News have an important role in 
continuing education for health professionals and as a basis for vernacular 
newsletters which are more or less adapted, depending on the audience. 

M 	 AHRTAG material has credibility and authority, and the advantage of high 
level peer review; in addition AHRTAG is in a unique position to collect 
material and information through its international network and extensive 
links with sources of expertise. 

--	 AHRTAG should continue to produce material on health issues using the 
same approach and style, which is authoritative and well-researched, but 
covering a wider range of subject matter than diarrhoeal diseases and acute 
respiratory infections, and which can be used by partner organisations, 
either reproducing in full, or adapting and translating, or incorporating into 
their own vernacular publications. It was stressed that DD/ARI News 
should not compromise their unique scientific/practical approach, but 
should use their credibility and authority to bring other health issues to the 
attention of readers. 

.-	 Partner organisations suggested that the international focus be truly 
international, and not focus only on issues relating to countries in the South 
- approaches to health should be universal. 
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6.4 Adaptation, production and printing 

M 	 Guidelines for adaptation should be clearly defined, if a local English 
version of the newsletter is produced, based mainly on an AHRTAG 
London produced newsletter. 

- Guidelines for vernacular adapted versions of AHRTAG material should be 
more flexible, given the greater need to adapt language, layout and design 
to meet the needs of community health workers. Project partners are better 
able to assess the information needs of their constituents, and should have 
the flexibility to select material which is most appropriate for readers in 
Bangladesh, Nepal etc. Partners recognise that they have a responsibility to 
maintain high standards, and are accountable to AHRTAG and to their 
readers. 

- If local or national material and information are added to the newsletter, it 
should be differentiated and the source should be clear, so that it is clear 
where the responsibility for a particular article lies, ie with the partner 
organisation or with AHRTAG. 

- Consideration could be given by some partner organisations to greater use 
of DTP and other technologies to save time and reduce costs. 

6.5 Collaboration with and support to project partners 

All participants saw the relationship between AHRTAG and their organisations as 
mutually beneficial; providing credibility and support to the partner organisations 
and a network of national NGO partners to AHRTAG. AHRTAG is perceived as 
an enabling agency, providing resources, technical support and important 
information, rather than as a donor agency. 

- Collaboration between AHRTAG and newsletter (and resource centre) 
project partners could be increased, including a more collaborative 
approach to planning future activities and issues. 

- This was the first meeting between AHRTAG and its project partners in the 
region, and the first time that partner organisations had been given a formal 
opportunity to provide feedback. It was suggested that mechanisms be set 
up to allow for more regular communication and feedback in future, 
possibly including: future meetings, perhaps every two years; inclusion of 
partner organisations on the editorial board or on an occasional basis, to 
provide input into issue planning and material for inclusion in future 
issues; as well as once or twice yearly updates on specific areas such as 
resource materials, new developments in printing technologies. 
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If AHRTAG changes the focus of the newsletter, more regular contact and 

dialogue with partner organisations is recommended, to ensure 
commonality of purpose and intent; and assist with maintaining technical 

quality and standard principles. Such involvement is important so that 

partners know what it is that they will be adapting or translating. 

AHRTAG can also help to provide a link between the project partners 

themselves. The establishment of a network was not felt to be necessary; 

most are already part of various networks nationally and regionally eg 

VHAI,SAARC, and are already finding it difficult to provide regular input 

into all the existing networks. The newsletter(s) could help to keep partner 

organisations informed about the activities of their counterparts in other 

parts of the region, as well as the activities of AHRTAG's project partners 

in other regions. 

Collaboration in funding was also recommended, between partner 
organisations themselves and between partners and AHRTAG. For example, 

information sharing on donors, joint approaches to donors. This should 

assist partner organisations to develop their own funding links and reduce 

dependency on AHRTAG. A future fundraising strategy for AHRTAG and 

project partners could be jointly developed. It was suggested that other 

partner organisations might set targets for raising funds nationally or 

regionally in a similar way to CMAI and RUHSA. It was agreed that 

collaboration with AHRTAG enhances the -redibility of project partners, 

and the link increases their international reputation as well as developing 

experience in certain areas of work, all of which facilitate their development 

and ability to generate funds for their own areas of project work. 

Project partners also expressed a need for technical support, on-site training 

and assistance in a range of areas, such as editing and writing skills, 

planning, management and building up of publications activities, 

information support for publications and resource centres; assistance with 

identifying illustrative materials; with computerisation of mailing lists. 
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ANNEX H
 

Summary of criteria for newsletter project partner selection
 

1. Perspective on health and development issues, and
experience and type of work in health and development issues,
including links with communities
 

2. Publishing and production experience and capabilities
 

3. Mailing lists, and capacity for developing and managing

mailing lists
 

L. National and regional links and networks
 

5. Local printing capacity, 
costs and quality
 

S. National and regional distribution capacity, postal systems

and inter-country communications
 

7. Staffing capacity, experience and potential For skills
 
development
 

B. Working relationships with a range oF other organisations,
 
nationally and regionally
 

S. Relationships with government, non-government sector, donor
 
agencies
 

10. Capacity for managing finances and administration, project
 
management
 

11. 
Access to expertise and to resources and information
 

12. Extent of computerisation, computer links
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AHRTAG Resource Centre
 
Activities Report
 

1990
 

A HRTAG promotes primary health care (PHC) through 

its international publications and information clearin­

ghouse, and facilitates the exchange of information and ex­

perience by networking with international, government and 

voluntary agencies working in health and development. Estab­

lished in 1977 and based in London, AHRTAG is a registered 

non-governmental organisation. The organisation is managed 

by an elected Council ofManagement from a small but growing 

membership of people experienced in PHC in less developed 

countries. 

This report covers the work of AHRTAG's Primary Health 

Care Resource Centre during the period January - December 

1990. Information about the wider activities of AHRTAG is 

available in the annual report which covers the period October 

- September to coincide with AHRTAG's financial year. 
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Information for action 

Information is often taken for granted by many of us in the North-since we are surrounded by it, its value 
to us often goes unnoticed. Easy access to documents, databases and other media puts us in a privileged 
position. 

To our partners in the South, information is highly valued-partly because of its scarcity but also because of 
the clear perception of its importance. Information is the key to participation. It informs the daily practice of 
individual families and is the key to their participation in the life of their communities and countries. 
Information is also necessary for change and to challenge structures of injustice. 

Access to information is a vital component in the implementation ofequitable and sustainable development. 
Health services and organisations need information to formulate plans, to evaluate, analyse and refine their 
practices. However, information provision is not an end in itself. The context in which information is used 
is important, and to be relevant information needs to be practical, appropriate and based on sound research. 
To have effective long term impact, information needs to be pan ofan overall framework of action involving 
programmes of training and continuing education. 

The provision of relevant information plays an essential role in the implementation of successful PHC 
programmes-in the initial training and reorientation of health workers from curative oriented, hospital based 
delivery systems of medical care to prevention oriented, community based health care; in communication 
and management skills; and in encouraging people to take an intersectoral approach to health by forging links 
with colleagues in related sectors. 

AHRTAG newsletters 

AHRTAG supports health workers in the South with practical and appropriate information. The best known 
elements of this work are the AHRTAG newsletters which have been very successful in reaching people with 
practical information; we are now publishing four newsletters and planning a fifth. The current titles are 
Dialogueon Diarrhoea.AR! News, AIDS Action and CBRNews, reaching a worldwide audience of more 
thaii 350,000 in nine-languages. AHRTAG's newsletters are translated, in collaboration with project partners, 
into French, Spanish, Arabic, Portuguese, Urdu, Bangla, Tamil and Chinese. The fifth newsletter will focus 
on organisation and management issues in PHC. 

Primary health care resource centre 

The PHC Resource Centre further extends AHRTAG's information service by operating a clearinghouse for 
information in response to the requests ofhealth workers. We have developed major collections in the subject 
areas covered by the newsletters and provide information support to the newsletters' readers. The Resource 
Centre staff are in the process of building a comprehensive collection on PHC, including urban PHC and 
health services. AHRTAG's computerisation programme alsoallows for mor efficient selection of materials 
when responding to enquiries from health workers overseas. 

TheResource Centr also has a pro-active outreach programme, linking with PHC organisations in the South. 
A key development in this area building on the experience of the RC, was a pilot project initiated in 1987 
which offered training and support to organisations to set up or suegtben their own resource centres The 
pilot project was developed by AHRTAG in response to the critical lack of information faced by health 
personnel in developing countries. The aim of the project was to improve the effectiveness of PHC 
programmes by making information on appropriate techniques and approaches more accessible to personnel 
working at district and community level in both rural and urban areas. Sharing practical experiences and 
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useful learning materials can be most effectively channelled through resource and raining centres. 

AHRTAG gained valuable experience during the pilot project. The Resource Centre Training and Support 

Programme is now working with project partners in the Israeli Occupied Territories and Egypt in the recently 

launched Middle East Health Resources & Information Network linking health organisations and prac­
titioners within the region. And, in partnership with the Centre for Educational Development in Health, 
Anisha (CEDHA), AHRTAG is assisting the Ministry of Health in Tanzania to establish resource centres 

within continuing education cenbtis in six zones to provide access by zonal and district level workers to 

teaching and learning materials for continuing education. The Resource Centre Training and Support 
Programme is also working toward the establishment of an extensive network of PHC resource centres in 

Africa similar to the Middle East network. 

The vast majority of health workers, however. 

have no resource centres or access to current or 
available information. Every year, we receive an 
increasing number of enquiries from health 
workers in this situation. We are currently receiv­
ing an average of 900--1000 enquiries per 
(without advertising!). This is one of the most 
underfunded parts of our programme-largely be-
cause we are dealing with the specific information 
needs of individual health workers. 

We receive a great variety of requests, with the 
majority coming from African countries. We have 
analysed the types of enquiries received over the 
past few years and, in response, have developed a 
series of resource lists and directories to respond 
to the requests for information on training 
materials and health education, 

While these publications deal successfully with a 

proportion of the requests, we still undertake re­

search and photocopying of articles relevant for 

each request. For those requests that are outside 
our subject area or where we feel that expert ad­
vice is required. we refer the request to one of our 
contacts. When responding w:! also aim to locate 
a regional or national information centre with 
which the health worker can make links, 

A few examples of the types of 

enquiries we receive: 

- from forin, Nigeria: 

"My area of interest is in the application of 

goal programming to task allocation and 
supervisionforcommunity health workers in 

Nigeria.I was given your addressas you 

might be in a position to assist with some 
relevantmaterials..." 

- from Hopital Baptiste Biblique, Togo: 

am a nurse interested to promote PHC 

within the health delivery system. Please 

give me more informationandadvice on the 

following topics: principlesandmethods of 
community development, working with 
groups, planning and administration, PHC 

concept.evalution..." 

- Rev Brother Sherre, Nigeria 

"We wouldbe gladtoknow the titleofa book 

on sandfiltrationsystems as our school is 
installinga water supply in a very waterless 
region.Ifthereis any alternativelnon-chemi­

cal system, we would be very glad of this 

information..." 

We hope that the developments briefly outlined here and the more detailed presentation which follows, give 

the reader a clear picture of the AHRTAG Resoure Centre's cumt activities and future plans. 

Suzanne Fustddan 

January 1991 
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AHRTAG's Resource Centre (RC) has become well established asan international clearinghouse', support­
ing the work of healt, personnel and organisations in the South since 1977, by providing infortation on all 
aspects ofPHC. During this period the RC has built up a unique collection of resorce materials (many items 
of which originate in the South) not widely available elsewhere. The RC also has considerable experience in 
approaches to resource management, and has developed its own health-related classification system and 
in.house databases. 

AHRTAG's RC collection of over 10,000 books, journals and unpublished materials covers subjects from 
water supply to weaning, and from international debt to disposable syringes. AHRTAG regularly receives 
complimentary copies of new publications, as well as conference and meeting reports. Many of the 
newsletters originating in the South are also important as sources for identifying newly published material. 

Documentation and computerisation 
AHRTAG's bibliographic database is unique in comparison with online commercial databases for two 
reasons. First, its focus is on health--par­
ticularly community-based experiences, 
rather than medical or scientific literature. 
Second, whereas many online databases focus 
on journals which are published in the North, 
many of the 500 newsletters and journals 
regularly scanned and indexed by AHRTAG's 
RC staff are published in the South. Such 
journals and newsletters are not indexed by 
these commercial databases. 

AHRTAG's bibliographic database is one of 
several that have been developed in the RC 
using thecomputersoftware INMAGIC.Their 
record structures have been developed follow-
ing internationally recognised standards, 
which will assist the future exchange ofinfor-
marion. Searching AHRTAG's database is 
aided by an in-house thesaurus. 

The classification system used in the RC was 
developed in 1978 specifically to meet 
AHRTAG's needs and cover the various 
aspects of PHC which were thought to be 
lacking in other schemes available at the time. 
The scheme is reviewed and updated peri­
odically to take into account both AHRTAG's 
changing needs and those of the PHC ap-
proach. For example, sectioman AIDS and 
Urban Health have recendy been added. A 
number of organiztions internationally have 
used and/oradapted the scheme. 

AHRTAG CLASSIFICATION SCHEME 

AA POLITICS,ECONOMICS &DEVELOPMENT 
AD Culture and Society 
AD Population 

HA PRIMARY HEALTH CARE 
HB Community Health Care 
HC Diseases/Disease Control 
HE Nutrition 
HJ Medical Services 
HK Medical Equipment &Facilities 
HL Women's Health 
HM Mother &Child Health 
HN Family Planning 
HP Traditional Health Care &Alternative Therapies 
HO Disablity &Rehabilrdation 
HR Oral &Dental Health 
HS Urban Health 
HV Health Planning &Management 
HX Health Personnel &Training 
HY Health Education 
HZ Health Services 

TA COMMUNITY DEVELOPMENT 
TB Enegy 
TC Environment 
TG Water &Sanitation 
TH Food Production &Agriculture 
TJ Women &Development 
TK Appropriate Technology 
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At present there are four computerised databases regularly updated by the RC: 

m 	 The AHRTAG Bibliographic Database - AHRTAG's main database containing books, reports, 
conference proceedings, journal articles, and unpublished papers/documents. It was begun in 1988 and 
contains items received by AHRTAG since that date. Key ieims already held in the RC before that date 
are gradually being entered. The database is updated monthly and the AHRTAG UPDATE provides a 
current awareness service for staff. Plans are being developed to circulate these 'updates' more widely 
in 1991. This will involve providing individuals and organisations with a comprehensive information 
service which would include both the update and copies ofselected materiaL 

M '?rA r , .	 AA J 4 fk ' a #.4H. TA84"'h 

A. AAh* 2 ..	 .4hV 

" 	 Serials Database - AHRTAG currently receives over 500 newsletrs and periodicals, including the 
British Medical Journal, The Lancet, Social Science and Medicine, and AIDS Care. This database 
contains up to date information on publishers together with subscription details. Also included are 
details of target audience and a description ofconten. Each item has been given appropriate keywords 
for the subject covered and can be searched in the same way as the other databases. 

" 	 Audiovisuals Database - contains information on the wide range of videos and slides held at 

AHRTAG. The information contained onthis database includes detailson: producer, distributor, format, 
length and price, together with a short abstract on thz content and target audience. 

" 	 Organisations/contacts Database - currently holds infommation on individuals and organisations 
working in PHC worldwide, giving details of: areas of expertise, target groups, geographic location and 
type of activities. 

Other Information rsoures 

In addition to its databases, the RC has a collection of files on cottaies and national/regional organisations; 
equipment catalogues: health education materials including models, postas and flannelgraphs. ft has also 
built up an extensive collection ofcatalogues and information on publishers and audiovisual distributors both 
in the UK and overseas. These prove useful not only for internal purposes but for project partners overseas. 
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Enquiry services 
The RC offers an information and enquiry service to health personnel overseas. During 1990 we responded
 
to over 1,000 written and telephone enquiries. The Centre received 280 visitors during 1990, a 32% increase
 
in the numberof visitors over the previous year. They were seeking information on a wide range ofsubjects,

from the role of the hospital in PHC to the production of health education materials. Other development
 
organisations have also turned to AHRTAG for information supporu for example, Save the Children Fund,
 
Intermediate Technology Development Group and Christian Aid have requested help with information
 
enquiries from developing countries.
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...for AHRTAG's newsletters 
The RC plays a key role in the development of the AHRTAG newsletters, helping to generatie new ideas as
 
well as providing background information on specific subject areas to newslette staff. The RC staff consult
 
with newsletter staff on the content of future issues and compiles the reso= lists which frequently appear
 
in the publications. 

RC staff respond to frequent enquiries from newsletter readers for further information on specific issues, for 
example, the role of counseling in AIDS prevention work, and questions about the useof condoms. The RC 
staff also carry out specific research at the request of both newsletter staff ad readers 

The RC's network of information resou;es and contacts also enables it to offer infonmation services beyond 
the sope of its own extensive d-aba 

* 	 to put individuals in touch with rganisations in their own region or intenationally 
* 	 to exploit appropriate international online databases 
" 	 to seek information from individual specialists and relevent non govemnentorganisations orresearch
 

institutions internationally
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RESOURCE CENTRE
 
Enquiries - 1990 (%)
 

Tech/Equip 4.8% 

.... . 4.0% 

...............W & S 1.3% 

2 . Health Ed 

Train 11.4%Z 

AIDS 3.6% iNt 
Nur1.1% 

Immn 1.2% 

6..... ....
 

Other 28.1% 

DD = Dianhoecal Diseases W & S = Water &Sanitation Tech/Equip = Health Technologies and Equipment 
Health Ed = Health Education MCH = Mother &Child Health Train = Training Nutr = Nutrition 
1mm = Immunization 



Training 

'Introducing Primary Health Care In Developing Countries : an
 
Introductory coursel
 

AHRTAG, in cooperation with de Bureau firOverseas Medical Service, has run this week-long course every 
six months since April 1988. Itis designed for health workers from Europe who are intending to work in a 
developing country for the frst time. The aim of the course is to enable health workers to: 

* 	 increase their awareness of health development issues 

* 	 reorientate to a low technology environment with few appropriate resources, and different working 
roles 

* 	 make informed judgements on where their skills will be most valuable 

* 	 allowparticipants - doctors, nurses, midwives and other medical personnel - to familiarise themselves 
with the relevant resourc s and organisations involved in primary health care 

The course covers issues such as waterand sanitation, essential drugs, immunisation, motherand child health, 
disability issues, health education, and the identification ofsources of information. In the last twocomponents 
the RC collection plays a crucial role. The course also encourages health workers to examine their own 
preconceptions carefully and to think about why they want to work in a developing country. 

Group visits 
A number of university based primary health care courses send student groups to 
the RC on an anual basis. Students are given an introucdon to the work of 
AHRTAG and the RC together with a pack of information and resources. An RC 
staff member is then available to assist in the location of materials and to answer 
questions. (A charge is made for this service.) Return visits are welcomed and 
encouraged. Students from the following colIeges and couses visited the RC during 
1990: 

* 	 'Community Eye Health', Institute of Ophdalmology, University of London 

* 	 Institute of Education, University ofCopenhagen, Denmark 
* 	 'Diploma in PHC Education and Development', Institute of Education, 

University ofLondon 

* 	 'Teaching PHC', Liverpool School ofTropical Medicine 
'Master in Community Heath', Liverpool School ofTropical Medicine 

" 	 'Information Systems for PHC', Livepool School of Tropical Medicine 
* 	 'Diploma in PHC', Queen MargaretCollege, Edinburgh 

" 	 Royal College of Nursing, London 

" 	 The Missionary School of Medicine, London 
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Publications 

The PHC Newsletter 

Preparations were made during 1990 to launch a Primary Health Care Newsletter, with a pilot edition due to 
be published in Spring 1991. This newsletter will aim to meet the needs ofpeople who implement PHC, such 
as health workers in leadership and management positions; those involved in planning and management, 
supervision and training, especially at district level; and those who provide support to district level workers, 
whether through government, non-government or multilateral agencies. 

In the long tem, it is intended that this newsletter will contribute to or provide the basis for national PHC 

newsletters and will become a valuable tool for training. 

The PHC Newsletter will complement the specific focus of AHRTAG's other newsletters, highlighting the 

challenges facing PHC in the 1990s, particularly focusing on organisational and management issues, with 

suggestions and debate on how to make more rational use of existing resources, including personnel. 

The pilot edition 

The pilot edition of the PHC Newsletter, on the basis of which funds will be raised for its regular production, 
will give an idea of how future issues might be shaped. It will set out the aims of the newsletter and the 
prospects for PHC in the 1990s. The themes include: the impact on the implementation of PHC of 
international debt and structural adjustment programmes, national economic constraints, conflict, poverty 
and environmental degradation. 

• the need for both longer term change and for the creative use of limited health resources, stressing 
an integrated. rather than avertical approach to health planning, and cooperation with organisations 
outside the health sector. 

* 	 the continuing importance of PHC as the best way to achieve equity and the goal of health for all. 

" 	 the importance of local organisation and infrastructure as the crucial link between community needs 
and national resources, while giving communities the opportunity to participate in decision making. 

Regular features 

The newsletter aims to include the following: 

" case studies of innovative ways to combat inequalities in health; 

" 	 updates on technical progress in the fields of health, nutrition and enviromental issues; 

" 	 readers' contributions and networking, giving readers the chance to share their experiences and 
receive feedback through the newsletter; 

* technical information and training skills;
 
" updates on new resources, including absracts of books and key articles, audiovisuals and training
 

materials. 
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Resource lists and directories 

To disseminate information on PHC, AHRTAG compiles and publishes resource lists on information 
mate-ials and training courses. 

Recent publications include: 

Directory of AIDS and IIV related training courses and activities in the UK. ,i 

This directory was commissioned by the Overseas Develop­
ment Administration (ODA) Health and Population Division .9 

to provide information on training opportunities relating to 
AIDS and HIV for oversets students. It lists over 80 courses 
available in the UK. organised by subject area and institution. "c' , 
Subject areas include nursing, medical microbiology, health
 
education, counselling, and clinical and community care.
 
Entries for each course contain information on target groups,
 
fees, course length, qualifications required and teaching ,
 
methods used. The ODA has also provided support for free ,
 
distribution of the directory to those responsible for planning ,'
 
and organising training and UK placements of overseas health
 
personnel and postgraduate students.
 

...
 

Primary health care in developing countries: a guide to resources and information in the UK 

In its second, updated edition, this booklet lists 137 organisa­
tions in the UKconnected with primary health care in develop-. 
 ,
 
ing countries: charities, campaigning and solidarity groups,
 
funding bodies,.academic institutions, publishers of useful
 
information and suppliers of appropriate equipment. Each
 
entry includes an outline of the organisation's activities, and
 
services offered. It is indexed by subject and country.
 a 

AHRTAG primary health care short course directory: 1990-91 update 

This directory lists 68 short courses (less than six months in 
length) currently available in the UK. It covers a wide range 
of health related subjects as well as those directly related to 4 
PHC, including agriculture, community development, nutri- CIP 
don, planning and management, population, public health 
technology and refugee health. Information is also provided 
on course length, fees, content, and entry qualification& 
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AHRTAG resource list: health education on diarrhoeal diseases , 

This list details resoues to assist health workers and espe­
cially health educators. It includes manuals, bibliographies, C,,:, I
jounals. ncwletters and teaching aids, both on community 

health in general, and specifically on diarrhoeal diseases, an 
area inwhich AHRTAG has particular expertise. 

AHRTAG resource list: free international newsletters 

This revised resource list (second edition) describes 84 free 
newsletters which discuss topics and issues related to primary 
health care. In countries where it isboth expensive and dif­
ficult to obtain books and journals, free publications are par­
ticularly useful to health workers, whether they are involved 
in training, clinical or community work. 

Visiting speakers 
RC staff have been active inarranging visiting speakers to AHRTAG and during 
1990 regular sessions were held with videos, slides and group discussion. 
Speakers included: 
* 	 Gaye Palmer - From the Baby Milk Action Campaign (BMAC) 

-	 Vijay Mathur - Director of the Oral Health Self Care Project (OHSEC) 
inDelhi 

* 	 Sue Chowdhury - From Oxfam's Health Unit, and member of 
AHRTAG's management council 

* 	 Rosario Cardich - The Co-ordinator of Movimiento Manuela Ramos, 
Lima., Peru,an organisation which works with women and popular educa­
tion, health issues, income generation and publishing 

* 	 Margaret Ince - Fron the Water, Engineering and Development Centre 
(WEDC), Loughborough 
University 

* 	 Rebecca Mcnair - speaking on her work with the Red Cross inRomania 

* 	 Jane Talbot - From the Development Education Section at Voluntary 
Service Overseas (VSO) 

* 	 Hala Salem -rom the Community Health Department at Birzeit Univer­
sity, West Bank (project partnersin the Middle East Network), on the role 
of resource censt= and health infomiation within the context o(health care 
under military occupation 
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Duing 1990, two projects involving informaon support and traning inthe running of resourcefzformation
projects were started in the Middle East and Tanzania. Both projects represent a further development ofAHRTAG's pilot 'PrimaryHealth Resource Centre Newr' which operated from 1987-1990. Though thepilot programme, AH-RTAG's R e.tablishedprofessional lIiksd wita numberof organstions in the MiddleEast and East Africa which had set up PHC pogrammes. 

The Middle East : health resources &
information network 
This year has seen the launch of a Middle East Health Resources and Information Network linking health
organisations and practitioners within the region. AHRTAG has established this network in response to agrowing demand from health workers in the Middle East for information on primary health care. Itwill makeinforaton and educational resources more accessible to health workers through the development of localhealth resource centres. AHRTAG is working initially with four parters in the Israeli-Occupied Territories
and Egypt who are operating local primary health care prgrammes, carying out research and training, and 

producing health education materials. 

Health in the Middle East 

The disease patern in the Middle East reflects amixture of diseases characteristic of both developing and 
highly industrialised countries. The largely preventable 'diseases of poverty' still remain, including agricul­tural, occupational and sanitation-related diseases inrural areas, i.e. parasitic, intestinal and respiratory tractinfections, as well as malnutrition inboth urban and rural areas. Young children are particularly-vulnerable 
to these diseases. InEgypt, for example, the IMR in 1988 was said to be 83 deaths per 1,0030 live births, andinfant and child deaths were estimated to constitute about perwcent of total deaths. At the same time,
hypertension, cardiovascular diseases, diabetes and diseases caused by smoking are on the increase. Otherspecific diseases include vector-borne diseases, for example, schistosomiasis, malaria, filariasis and rift 
valley fever. 
In the West Bank and Gaza Strip, the health status o the community and the work of health service personnelhas been affected by more than 20 years of Israeli occupation, since no committed national authority hasexisted to maintain and develop a health care programme. Health facilities are clearly inadequate to meet theneeds of the population, as a result of long-term underfunding, esodren gung distribution ofand afacilities. This has had a detrimental effect on the hat of the population, particularly that of women and 
children. 

Health information needs 

Although resources apprepriatefor use or adapuaiioa in the Middle East are poduced throughout the aeand esewhe, mayangaGanisatio hae dihiculties in obtaining the mateialn for the following reasons: 
h lack of direct l2nes of communication between counie-this is a particlar difficulty for PHC 

pi jecd in the Occupied Tenitorest 

n budget restrictions 
f limited acce to source materials publicising new and available health resouces, in particular to 

Arabic materials 
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• 	 a lack of networking facilities to link groups and organisations involved in similar work, or producing 
useful resources 

The main objectives of the Network will be to support existing resource centres and help to develop new 

ones; to give technical assistance and support in the development of local PHC resources and materials; and 
to assist in strengthening networks. both between organisations in the Middle East, and with international 
PHC networks. 

Project partners In the Middle East 

The initial four partner organisations in the Middle East Health Resources and Information Network are: 

" Community Health Department, Birzeit University, Birzeit, West Bank. 

" Union of Palestinian Medical Relief Committees, West Bank and Gaza Strip. 

" Association for Health and Environmental Development (AHED). Cairo, Egypt 

" Health Unit, Centre for Development Services, Cairo, Egypt 

WEST BANK AND GAZA STRIP 

AHRTAG has been working since early 1987 with organisations which aim to address the long term health 

needs of Palestinians in the Occupied Territories. However, since the beginning of the uprising (indfadah) 
in December of that year, these organisations have also found it necessary to respond with emergency health 

campaigns to meet needs arising from the ConflicL 

Community Health Department (CHD), Birzeit University, Birzeit, West Bank 

The CHD is ahealth and development research 
group within Birzeit University, with a focus 
on community and preventive health. It was 
established in the early 1980s in response to 
needs identified by a variety ofcommunity and 
health groups, women's organisations and 
academics for accurate baseline data on the 
health status of the Palestinian community in 
the West Bank and Gaza Stip and for the 
development of local and appropriate health 
information. The need for access to such 
resources is increased by the Occupied 
Territories' isolation from both international 
and Arab sources of information through travel 
restrictions and censorship imposed by the Is-
raefi authorities. 

The CHD has ongoing research projects on 
nutrition, intestinal parasites, demography, 
water and sanitation, health edcaion and 
women, and development. It also provides 
technical consultations on requez Health 

education has been a key focus and the CHD 
regularly produces pamphlets, leaflets and 
posters in Arabic on a variety of PHC issues. 
AHRTAG has already supported the CHD's 
research on water and sanitation, nutrition and 
community health by sharing information, 
ideas and materials through the RC. This ex­
perience has made an important contribution 
to the initiative to expand the Health Resour­
ces and Information Network. 

Despite themilitaryorderwhich has forced the 
closure of Palestinian universities since the 
beginning ofthe uprising in 1987, teaching and 
research continues off campus. Staff and stu­
dents run the daily risk of harassment for these 
activities. At the time of writing, two weeks 
into the Gulf War, health research activities 
have been stopped indefinitely as all com­
munites have beun put under strict 24-hour 
curfew, which has been lifted only every few 
days. 
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Union of Palestinian Medical Relief Committees (UPMRC), West Bank and Gaza Strip 

The UPMRC is a voluntary grassroots or-
ganisation which promotes and practises 
PHC through a network of mobile and per-
manent health clinics, with related preven-
tive health activities. Established in 1979. the 
UPMRC now has some 850 voluntary health 
workers, including doctors, nurses and other 
health professionals. 

Its aim has been to provide PHC for those 
sections of the population who need it most, 
particularly women and children, and those 
who have least access to the established 
health system. Health education plays an im-
portant par in its work, with the aim of 
helping people to take more control of their 
own health, rather than simply seeking treat-
ment for medical symptoms. 

Village health worker training and continu-
ing education ofhealth practitioners are also 
a major part of the UPMRC's work. Other 

ativities include a community based 
rehabilitation programme, village medical 
laboratories, women's health projects and 
village health surveys. 

Inresponse to the uprising, emergency care 
through UPMRC mobile teams has become 
crucial throughout the Occupied Territories. 
Training villagers in first aid has been a 
priority, and a blood grouping project was 
started in 1988 to record the blood types of 
40,000 potential donors. 

Because information on PHC and com­
munity health resources is limited in the Oc­
cupied Territories, the AHRTAG Resource 
Centre's primary focus has been to assist 
UPMRC health professionals and com­
munity health workers in this area. 
AHRTAG is also supporting the production 
of health education materials in Arabic (see 
below). 

EGYPT 

Association for Health and Environmental Development (AHED), Cairo 

ABED was established by a group of health 
professionals to promote awareness of 
primary health care issues among Egyptian 
health and community workers. Itstresses the 
importance of recognising the wide range of 
social factors which affect health and health 
care. 

Members of AHED have set up a primary 
health care programme of preventive and 
curative services in the Cairo ame which ae 
overseen by the Association, with aparcular 
focus on training community health workers 

to deliver adequate health education. Itaims 
both to meet the needs of the community in 
which it works, and to serve as a model for 
other government and non government or­
ganisations establishing such PHC centres. 

The development of a health resoumb centre 
has been identified as a fundamental need for 
health woers Involved in the AHED 
programme. The resource centre will aim to 
strengthen the skils and abilities ofworkers 
in health and environmental services. 
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Health Unit, Centre for Development Services 
(CDS), Cairo 

The Health Unit at CDS has recently been The Unit has established a resource centre to 
established to provide training programmes, provide information and resources for health 
health resources and support for non govern- trainers, educators and practitioners. Through 
ment community and primary health care in- a series of workshops, the Unit aims to en­
itiauives in Egypt. The Unit will produce courage active participation of health 
training materials, run courses and provide workers in local and international exchanges 
information about other relevant courses held of resources and experience. 
both locally and abroad which are based on a 
participatory and 'popular' approach to 
education.
 

Production of health education materials 

In a complementary project to the network, AHRTAG is assisting the UPMRC to produce locally developed 
and distributed health education materials. The UPMRC has long recognised the importance of health in 
preventive care and has been pioneering health education materials production in the area. The material is 
targeted at a wide range of people including trainers in the villages and refugee camps, the literate general 
public and students in primary and secondary schools. 

Members of the network have a good basic knowledge ofthe major health problems in the area, and a working 
knowledge of the seasonal spread of epidemics. In order for health education messages to be effective 
production also involves a thorough understanding of culture and the way in which people perceive health 
and disease. Members meet regularly and identify the priority diseases at the specific time ofproduction, for 
example, diarrhoea, mumps or brucellosis. The final production phase involves the field testing of materials 
in order to evaluate their impacL Successful materials are then produced in booklet, leaflet or poster form 
and distributed to over 120 local health institutions in the West Bank and Gaza Strip. 

The subjects of recent published material have included disability, self cahetcrisation, and breastfeeding. 
Further materials on urinary tract infection, dehydration and rehydration and brucellosis are in production. 

Recent developments 

Middle East Network Project Coordinator, Alison Condie, was appointed in November 1990. While recent 
events in the region have necessitated some revision of workplans, a number of projects have already been 
initiated. 

Using our contacts with several international organisations including WHO, UNICEF, and Oxfam as well as 
health research departments in British universities, we have fulfilled requests from our Network partners for 
information and resource in areas including: 

" literature and resource searches on issues such as stigma and disability, essential drugs, sanitation 
programmes 

* purchase of resource materials for resource cenrues 

" information on health and development short courses in UK during 1991 

* information on international conferences and workshops relevant to patners' needs 

" visits to AHRTAG by panners from the Middle East 
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Tanzania : resource centres for continuing

education
 
AHRTAG, in partnership with the Centre for Educational Development in Health, Arusha (CEDHA) is 
assisting the Ministry of Health Continuing Education Unit to establish resource centres in six zones 
throughout Tanzania. The aim of these resource centres is to facilitate access to teaching and learning 
materials for continuing education in health. The main beneficiaries will be staff and students at training 
schools, and health workers in rural areas. 

The role of continuing education In Tanzania 

Tanzania isone of the Least Developed Countries (LDCs) and suffers a variety of poverty related problems. 
Yet the strong political commitment of its government has meant that social indicators are better than those 
for other countries with similar economic status, Primary health care and basic education have been a priority, 
as have training and continuing education in health. 

Current government policy has focused on strengthening district level health services, particularly in the area 
of management. This emphasises the development ofaction based management training in health information 
systems, health systems research, supervision and financial management, community participation and health 
education. The intention is to improve the quality of health staff rather than to drastically increase their 
numbers. 

Continuing education is a vital factor in strengthening district level health services. Through continuing 
education of health workers, the quality of primary health care can be maintained and improved. 

Seventy percent of the districts in Tanzania have a training institution which usually also have a library. 
Although these institutions are currently engaged in basic training, they are detached from health service 
delivery and have little input into continuing education. With the emphasis in Tanzania on strengthening 
district level health systems, itis envisaged that these school libraries could provide an entry point to increase 
the involvement of the training schools with district services and information needs, thus building on existing 
infrastructure. The goal would be for two way sharing, with the institutions' own training syllabus responding 
to service needs and the libraries responding to information requirements of the districts. 

The continuing education strategy 

The Continuing Education Programme of the Ministry of Health began in 1980. The current objectives of 
the Continuing Education programme are to develop greater integration between vertical and horizontal 
health programmes and approaches; decentralisation; greater integration of strategy between basic training 
and continuing education, including production of Health Learning Materials (HLM); the development of a 
distance learning strategy; and coordination of training in externally assisted programmes. 

Broad 'action' plans are being formulated so that resource needs am identified and coordinated within 
regions; several regions are then grouped together to make up a 'zone'. Six key training institutions within 
each zone have been appointed 'zonal continuing education centres' whose role will be to support the other 
92 training institutions in continuing education activities such as the taining of trainers and supervisors in 
management, methodology and PHC. 
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AHRTAGs Resource Centre and CEDHA are collaborating on the development of zonal resource centres 
in the following phases: 

" Initial assessment and planning, based on a survey of the six centres; and identification of basic 
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• Tecnicalassi tiegon 	 s sewlectevd. yCEH 

resource material and furniture for each centre. While the centres will have basic core neds, specific 
requirements. based on the health stamts of the onal population and information needs, will have to 

be identified. 

* 	 Provision of teaching/learning materials and ongoing information support. CEDA and AHRTAG 
will advise the centres; on selecting appropriate materials, and AHRTAG will assist with acquisitions 
and purchases for the centres over three years where these involve the use of foreign exchange. 
AHRTAG's resource lists of recommended PHC materials, the review bulletin and specific searches 
on AHRTAG 's database and other relevant database will be used to select materials. 

* 	 Technical assistance on crganisng the materials selected will be cardied oul centrally by CEDHA 
and at the zonal centres. 

* 	 Training workshops and seminars will be planned by CEDHA with AHRTAG and appropriate 
training materials will be produced covering assessment of information needs, documentation 
procedures. management and staffing needs. Emphasis will be placed on devising appropriate systems 
for organising and classifying resource materials. 

* 	 A zonal resource centre network will be established between the CEDHA resource centre and 
participating centres This will enable resources to be shared. 

* 	 Establishing communications with relevant external istitution wil be tecesay. AHRTACI will 

provide assistance indeveloping international link& 
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SustaInabillty 

The outlook for the sustainability of the project is promising, since it isbuilding on existing infrastructure 
and aims for greater integration of vertical programmes. The Health Learning Materials Programme (see 
below) will b, linked very strongly with the Continuing Education programme. The long term aim to make 
books more available to district health workers will require seed money initially to establish bookshops in 
the zonal resource centres, with the aim of developing a revolving fund from the sale of books (inlocal 
currency). 

Project partner 

Centre for Education Development in Health, Arusha (CEDHA) 

CEDHA is a training institute established National level activities include: 
under the Division of Health Manpower I eTeacherPreparation Programme
Develop.aent and Training of the Ministry which offers a one year Diploma in 
of Health. Its aim is to strengthen and sup- Health Personnel Education designed 
port the health care system through im- t t managers of health service 
provements inthe relevance and efficiency programmes and teachers of health 
of health manpower training. CEDHA sup- workers.. 
ports health service programmes and train. 
ing schools run both by the government and U The Research and Curriculum 
voluntary agencies. Development Programme seeks to 

ensure that health systems research, 
Since 1982 CEDHA has developed three operational research and curriculum 
integrated progammes: development become an accepted

part ofall health service programmes
Steacher training and training activiies with CEDHA 

Tesearch and curriculum develop- as coordinating centre. 
ment U The Health Learning Material 

* involvement of health workers in Programme aims to supply adequate 
continuing education health learning materials, appropriate 

to the needs of Tanzania and to make 
CEDHA's zonal activities include the crea- them available to all categories of 
tion of a strategy for district- based con- health workers. 
tinuing education. This will establish an 
appropriate learning strategy for rural 
health workers through workshops and
 
seminars run by the district teams, with
 
technical support from CEDHA.
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BUildin lik
 

An important part of the RC's work is to develop links both locally and internationally with other 

organisations concerned with health, development and informaton services. An international network of 

contacts exists which includes key research institutions in the UK and internationally, such as the Department 

of International Child Health (Institute of Child Health, University of London) and the London School of 

Hygiene &Tropical Medicine; specialist information agencies and clearinghouses; and multilateral, govern­

ment and non-governrnent health and development agencies. Close working relaLionships are maintained 

with other groups involved with information provision and services. 

Networking on Information Services 

SATIS : sharing Information 

SATIS is an international network of non government organisations working on appropriate technology in 

areas such as health, agriculture and water supply. They include NGOs working on sustainable development 

in more than 150 countries. SATIS supports its members by providing a package of services in information 

management, publishing, communications and technology replication. AI-HRTAG has been a member since 

1985 and for the past two years, AHRTAG's documcntalis, Sheila O'Sullivan, has been one of two 

co-ordinators of the SATIS North Documentalists' Group. 

Interdoc : Information for change 

Interdoc is an international group of non government organisations working with information on social and 

development issues. In May 1990, Sheila O'Sullivan attended the Interdoc meeting, 'Information for social 

change' in the Netherlands. As a result of this, several information workers from overseas have visited 

AHRTAG, and AHRTAG's library classification scheme is being considered as a tool for organising the 

collection of materials on health in the Ecumenical Centre in Durban, South Africa, a centre which plays an 

important role in the democratic movement in South Africa. 

Enquiry services : working together 

In May, AHRTAG participated in a two-day meeting of twenty four organisations organised by Intermediate 

Technology Development Group (ITDG), providing enquiry services worldwide on appropriate technology. 

Costing, funding, when to charge for information, evaluation and ways of working more with local 

information centes, were all shared concerns. By developing links through meetings like this one, and 

working more collaboratively, the efficiency of each individual organisation's inquiry service is greatly 
increased.
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Conferences and meetings 

During the year RC staffmembers or consultants attended the following conferences.: 

On AIDS 
" Southern African Network ofAIDS Service Organisations. Harare, Zimbabwe, May 1990 
" Second International Symposium on AIDS Information andEducation, Yaounde, Cameroon,October 

1990 
* 	 'Policies for Solidarity' Conference, Paris, November 1990 

'Women and AIDS' Conference, NGO AIDS Consortium, London, November 1990 (as workshop 
facilitator) 

With the aim of strengthening existing international contacts, an RC staff member on a visit to the United 
States met with the Boston Women's Health Book Collective and with the Fund for Free South Africa 
(FREESA) to discuss planned AIDS-related work in South Africa. 

On 	PHC 

* 	 'Primary Health Care at the Grassroots; experiences from the Third World', CIIR Overseas 
Progamme Conference, October 1990 (as workshop facilitator) 

AHRTAG also participates In regular meetings of the following groups 

• 	 Teaching Aids at Low Cost (TALC) Council 

* UK NGO AIDS Consortium 

" NGO PHC Group (Geneva) 

" Action on Intemational Medicine (AIM) 

" London Hazards Cent- Council 

" Working Groupon Information and Documentation, European Associationof Development Institutes 
(EADI)
 

" SATIS North Documentalists' Group
 

* 	 Computers for Development (UK) 

* 	 UK Library Association 

* 	 Trainers in Health Development Support Group (UK) 

Among the visitors AHRTAG received from other organlsatlons were: 

" David Hilton, Deputy Director, Christian Medical Commission 

* 	 David Membrey, Ranfurly Library 

* 	 Chandra Kannapiran. Information Officer, Voluntary Health Association of India 

* Dr David Nyanwaya, Diectr, Health Education Network, Kenya 

" Irene Berand, WHO Office of Library and Health Services 
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Staff 
" Alison Condie: Middle East Resource Centre Coordinator (from November 1990) 
" Margaret Elson: Resource Centre Assistant 

" Suzanne Fustuldan (Co-director): Resources and Information Coordinator 

" Mimi Khan: Resource Officer (until August 1990) 
" Sheila O'Sullivan: Documentalist 

Consultants 
" Nancy Coulson 
" Richard Walker 

Finances 

Income £ 
Christian Aid 7,000.00 

ODA 46,461.00 

USAID 34,109.88 
Miserior 22,371.00 

DIFAM 325.72 
Sales 1,075.42 

Services 2,010.24 
£113,353.26 

Expenditure £ 

General 11,616.98 
Networks: 

Pilot Project 17,928.68 
Middle East 16,953.16 

Information work: 

diarrhoeal diseases 30,030.67 

AIDS 38,586.82 

ARI 2,949.47 
Production of health education materials 13,894.65 

RC Continuing Education Project, Tanzania 6,102.54 
£138,062.97 

Summary statement 

Income received during period £113,353.00 

Total expenditure during period £138,063.00 

Excess expenditure £24,710.00 

recoverable from donors £17,320.00 

met by AHRTAG core funds £7,390.00 
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