
MINISTRY OF HEALTH
Control of Dlarrhe~1 Diseases Project

1053 Kornlcn EI·NtI Street

C~lro - f gypt

Tel. ~ 848140

(
'.

~\~~--,~;~
~. _ \v.JJe

Jt,..~I ~\V"i ~~ U-JAl!t J~
;-,~L;n - Jill ~.JJrJ- ,. or

1\£1\\£. : ~~j

PRACTICAL RESEARCH AS APPLIED TO
A NATIONAL DIARRHEAL DISEASE PROGRAM

February 15, 1984

BEST AVAILABLE COpy

John M
Rectangle

John M
Rectangle

John M
Rectangle



John M
Rectangle

John M
Rectangle



IntroQuctory Remarks

John M
Rectangle



STRUCTURE AND FUNCTIONS OF THE
NATIONAL CONTROL OF DIARRHEAL

DISEASES PROJECT (NCDDP)

LOUTFI M. EL-SAYYAD, M.D.
Executive Director

Ine purpose of the NCDDP is to reduce the death ratE
7ro~ diarrheal disease substantially and within five years.
We began with certain known facts:

Nearly all the deaths occur in chiJdren under
3 years of age.

60-90% of children dying saw a physician at
least once before death and the great majority
died dehydrated.

Most malnutrition in Egyptian children is due
to diarrheal disease.

The methods ef treatment prevalent in Egypt
include antitiotics, antidiarrheals and starvation.

Our basic objective. therefore is to make methods of
rehydration (especially oral) and good nutrition widely

.available, well known and practised by mothers and health
workers alike.

The NCDDP was designed to give as much flexibility as
po s sib 1e toe nab 1e us to a chi eve '0 ur aim.

First, this is a well,·endowed project. Egypt and the
U,S.A. (with contributions also from UNICEF and W.~,O.)

have generously committed a total of 43 million dollars.
Second, we are a campaign: we mean net to build an
institution but t~ instiiutionalize certain ideas and
practices. This can be dane by training mass education
and__soc~.~) mark~!_~ng, supported by pract.ical research.

Third. the NCDDP, while a part of the Ministry of Health
is an autonomous agency I it is guided by a Steering
Committee with members drawn from several ministries.
universities and the commercial sector. The Executive
Director is empowered to negotiate contracts and to pay
contractors (within acceptable C.O.E. and USAID regulations).
This mechanism truly makes the NCCDP a National program
not just another vertical health project-DeCause we can
draw on the skills of any public and private sector a£ency
or individual. A partial listing of groups and persons
under contract to NCDDP in 1983/1964 will illustrate the
robustness of this approach:
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Two pharmaceutical companies

state television and radio

Private television producers

Four advertising a~encies (3 private)

Governorate of Alexandria

Five universities

Five private consulting firms (4 Egyptian, 1 USA)

Nearly a dozen private individuals with skills in
management, madicine, industry, education, etc.

Three autono~ou5 health service projects.

The NCooP is structured along functional lines~

sections comprise the NCooP Secretariat.
Five

Unoer Marketing and Mass Education, headed by Or. FaraE
Elkar;;el, we draw upon the me'l:hods 'of social marketing.
This ~eans defining and developing a product and mass
education messages based on the language, perceptions,
needs and wants of the target population.

The Research Unit under Prof. Shafika Nasser, supports
. the marketing approach with qualitative and quantitative
surveys, product research, and ~t sponsors clinical and
epidemiological investigations by qualified Egyptian
scientists.

The Training Unit, led by Or. Mansour El Dcca, manages the
practical training of physicians, nurses, and pharmacists
in regional rehydration centers. ~orkshops and conferences
are also given. The Training Unit is also responsible for
production of training materials (in cooperation with the
other units).

The Production and Distribution Unit is headed bv Dr. Hosni
Mahrous. It designs, coordinites and supervise~ the
production and logistics of a national DRT package; sachets
of DRS, a single I.V. ?olution, rehydration chairs, standard. ~ . ~Slze con~alners, e~c.

The Unit for Coordination and Impleme~tation under Or. Gamal
Abdel Aziz '-'Jorks with Ministry of Health and" University
staff to develop rehydration centers, promote use of oRT
locally and monitor progress.
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The Evaluetion Unit is directed by Prof. Mervet El Refei
and has designed and coordinates the national evaluation
scheme that ~ill assess progr=m impact on knowledge and
practice and on child survival.

An administrctive section gives the necessary support to
the technic:l units.

The campaign has been divided into two phases! the first.
1_1/2 years long, has just endec. This phase now under
review, was called a uRehearsal". We tried out a whole
range of ~ethods and strategies and learned what works,
what does not. We built our staff and prepared plans for
each function. We conducted operationally~or{ented

research to provide data for important decisions (the choice
of a packet for 200cc, for example), Finally: we be~an to
pro~ote the ideas of the campaign an a national scale so
that all sections of the population would be ready for the
great burst of activities this coming summer,

I have [iven a brief overview of the structure and functions
of the NCOOP.

The story of the actual work to be presented this week and
your visits to the field, will better inform you about the
start we have made to improvinG the survival and life of
Egyptian children.

Thank you.
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" a) Ooerational research :0 determine efficient and effective

means for delivP~lng rehydration therapies;

b) Clinical trials to discover or verify in the Egyptian setting

which therapies are effective and to make their results avail

able quickly to the medical community;

c) Ethnograohic investigations to measure cultural and emotional

norms of knowledge, attitude and practices of mothers and

practitioners, in order to design effective mass media campaign

and training.

a) Opernt l' . ~ liesearch

A container survey (in 5 governorates of Egypt by cluster

sampling in rural and urban areas) showed that a 200 ml container

was the most prevalent household container used for feeding

liquid to children; no standard liter container was found

anywhere.

The electrolyte, protein and carbohydrate content of commonly

used home fluids were analysed and found deficient with respect

to an oral replacement fluid except in the earliest stage of

diarrhea.

A study with mothers showed that those given a 200 ml cup made up

an ORT solution with greater accuracy and safety than those

simply told to use a large water glass.

Market research into different forms for delivery of DRS is in

the planning stage.

A study with mothers showed the need to produce DRS packages that

are easy to open and whose contents are easy to dissolve in order

to gain acceptance of DRS.

Informal testing of equipment showed the adequacy of a simple,

inexpensive spring balance scale, and especially designed

mothers' chairs.

Modern behavioral teaching methods were used to train over 500

mothers in diagnosis of dehydration, mixing of ORT solution;

evaluation of their knowledge is underwaYi also the spread effect
will be measured.

- 1 -

John M
Rectangle

John M
Rectangle

John M
Oval

John M
Rectangle



- 2 -

An epidemiologir ~nalysis of daily prevalence and patterns of

diarrhea, its severity and mothers' response has been completed

in seven urban and rural communitites in a population of 35,000

in several parts of Egypt. Data analysis is in process. Peak

prevalence is 33 per cent in summer.

A follow-up survey of doctors trained in rehydration training

centers one year ago shows effective retention in about one-half.

b) Clinical Trials

Cortagen 86 plus oral rehydration was tested against oral re

hydration plus placebo in a double blind trial; the results show

no advantage to the drug whatever.

Five regimens of feeding during diarrhea have been tested compared

to fasting; various mild regimens (including breast) appear not

to increase diarrhea and may even decrease it.

A study of a food enriched ORT is in planning stages.

A trial comparing three polyvalent intravenous solutions is

underway.

-ORT has been shown to restore or imp~ove electrolyte balance in

dehydrated children in 6-24 hours whether iso, hypo or hyper

natremic.

Analysis of data recorded in a NCDOP-designed treatment register

show the target group to be under two years predominantly;

requiring a mean of 600-700 cc for rehydration. A bias toward

males was discovered.

c) Ethnographic Research

Focus group and anthropological research has given us excellent

insights into KAP of mothers and doctors.

Surveys have measured mothers media listening and viewing

habits, and use of medical care.

A study of channels of folk media for communication of health

messages was-done.
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Message testing is continuing for all products of the media

campaign (logo, product name, box design, radio programs,

T.V. spats, personal appearances, print materials). A full

evaluation of the Alexandria media campaign is now being analysed,

with very favorable results so far.

A study is underway to identify which lay persons in satellite

village communities may be used to deliver ORT to children of

neighbors.
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THE NATIONAL CONTROL or DIARRHEAL DISEASE PROJECT

THE CommUNICATION SiRATEGY

I. OBJECTIVES

Ta te~ch, persuade, and change the beh~vi.rs ar (a) all mathers

af children under five, and (b) .ther specific target graups, especially

health persannel, pharmacists, mass media rep.rters, and decisi.n makers,

with regard t. the management .f diarrhe~ and dehydr~tian. In .rder t.

attain these .bjectives, these audiences must be infarmed in bath efficient

and effective ways. Infarmati.n which must reach these audiences can be

classified int. three types af knowledge:

A. AWARENESS-~~OWLEtiGE

1. Diarrhe~ is a disease which can lead t. mare seriaus anes.

2. Twa kinds af diarrhea are knawn tD exist. The seriaus one is

eshal zayy el "mayyia, which is usually accampanied by vamiting

and n~zla maawia.

3. Diarrhea can lead ta gaffaf which is very seriaus and can le~d

ta death.

4.' There are different degrees af gaffaf. Gaffaf is easier t. treat

in its early stages.

5. Only seriaus gaffaf needs special treatment in haspitals and health.
centers. mild cases can be treated by mathers at hame.

5. You will be able t. recognize it if yaur child has gaffaf. The

child will vamit, have sunken eyes, dry skin, n. appetite, and

will be weak •
•

8. HOW-TO-KNOWLEOGE

1. Camplicatians af diarrhea can be prevented if child is given plenty

.f liquids during diarrhea.

2. r•• d and/.r breast milk must c.ntinue during diarrhea t. give child

strength.
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3. Ex~mples.r liquids t. give child du~ing di~~~hea are a.ups, juices,

ar saft drinks. Ex~mplea af f.ed t. sive ~re veget~bles, fruit, rice.

4. Children wha have eshal zayy el m~yyia must take m~hl.ul me~~lget

el Gaff~f. Yeu c~n buy this rnahleul fram the ph~rm~cy far a few

pi~sters, er even ~et it free fram h.spitas and mCH centers.

5. Yau must dissalve the mmG salutian right, atherwise it will nat be

effective. Te be sure, re~d the instructiens an the bex and ask

yaur dactar, pharmacist, ,ar nurse haw ta dissalve the salutien right.

6. Give yaur child the salutian slewly and gradually, nat in large

quantities at ance. Give at le~st twa full speans every five minutes.

7. Gaff~f can be very seriauB. If your child is canstantly vQmitin~

and l.aks very dehydrated, it must be taken ta a dactar ar haspital

at .nce.

C. PRINCIPLES-KNOWLEDGE

1. Diarrhea m~y be c~used by Viruses, B~cteri~, Parasites, etc. Fact.rs

th~t make it prev~il inclUde paer persQn~l hygiene, pe.r fead

prep~r~tian, cant~minated water, ~nd flies.

2. Dehydr~tiDn is the lass af bmdy fluids ~nd essenti~l salts ~nd

mwnerals. This happens because ef ~cute diarrhe~. Unless restared,

this lass af bady fluids, salts, and minerals serieusly affects the

fr~gile bedy ef the child, resulting , perhaps, in death.

3. mmG will restare the child's appetite ta e~t, and fead ~nd milk

will strengthen the child. mmG, fead, and liquids restare the

last b8dy fluids, salts, ~nd minerals, therefare pratecting child

against dehydratien.

4. Certain kinds af fead will ala. help step diarrhea faster, in

additian, ef caurse, ta strengthening the fragile b8dy gf the child.

5. When yaur child has diarrhea, yeur first'werry should be ta prevent

dehydratien, nat te stap diarrhea. Di~rrhea will eventually stap, •

but depending en waht yeu da, ygur child may ar may nat get !affaf,

which is yaur child's number ane enemy.

6. Severe dehydratian can negatively affect the health ~f a child,.

his grewth, and his mental develapment. A gaad and laving mether

never lets her child, therefare, get ~ehydrated.



II. CHANNELS OF commUNICATION

Characteristics ~f the main target audience lmathers of children

under five) are pretty well knawn. The majarity are illiterate and live in

law-income urban areas. Only wise and planned use .f cammunicatian ~ill enable

them ta get the project message autlined abave. lhere is enaugh evidence Fram

different media surveys canducted in Egypt ta pr.ve that anly innavative

sacial ~arketing techniques w8uld succeed in reaching the target audience.

Print media, as well as health pragr.ms an radia and telev~5ion shauld be used

very lightly and with extreme caution, because they reach a small, and a

particular segment af the tar~et audience. Advertising in the print media

shauld be kept at an abs.lute minimum, if at all. Interpersanal cammunicatian

should be utilized in teaching dactars, pharmacists, sacial wDrkers, as eell

as ather health persDnnel.

The fallawing sacial marketing activities should be carried aut

either directly by the preject ar thraugh cMmpetitive bidding accarding ta

specific Requests far ~rGpasals (RFP's) issued by the NCDD Pr.ject.

1. Development and praductian af audia-visual aids and ather training

material far dactars, pharmacists, and ather health personnel.

2. Uevelapment and productian af radi. and televisi.n spats and

special pr8grams far the main target audience.

3. Develapment and praductian .f booklets, pasters, pamphlets,

billbaards, etc.

4. Planning and erganization .f natimna~ and regiDnal conferences

far dact.rs, pharmacists, and ather health related decisian makers

and natianal and community leaders.

5. Design and executian gf special persan-te-persan C8mmunicati8n

campai9ns with particular grDups and in prcblem areas.

6. Uevelapment, pr.ductian, and distributian af certain paint-af

sale and pram.tional items.

7. Securing and praducing testimanials advacating ORT by praminent

d.ctars and fam.us persDnalities.

!
r
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III. GUIDELINES FOR SOCIAL mARKETING

A. mess~ge Uesign.

Characteristics af the main target audience will have ta be

ebserved in designing the sacial marketins cammunication. messages

must be appealin9 ta this general audience, and the infarmatian

cantained in the message shauld be clear and phrased in simple, nan

technical, callaquial Arabic.

8. Farmat and Time af 8raadcast

Time af braadcast can be very decisive in affecting the success

=f spats and special pragrams t. reach the target audience. It is
. .

impartant ta ngte that the mast papular fermat bath an radie and

televisian is drama, a fact which can be explaited by the preject

in at least t~a ~ays. First, ORT messages, spats, and special preg

rams wDuld perhaps attract a larger audience if praduced in the ferm

af drama. Secend, any spats, csmmercials, ar special messages will

reach mare viewers and listeners if aired during, berare, ar immediately

fellawing saap aperas, mevies, or ether 'popular entertainment pragrams

and shaws.

C. Theme.

All URT messag~s cQmmunicated by the NCOO preject sheuld be designed

t. appeal te mathers, wh5 ah.uld be described as caring, lavin!, and

smart, and certainly nat as ne~li§ible ar ignarant. In c.mmunic~tin~

with dactars and ather "elite" target graups, the theme shauld be the

scientific ar medical "revalutian" resulting frem ORT.

IV. ORGANIZATION OF CAmPAIGN ELEmENTS

•
In additian te persan-ta-persen cammunicatian as described above, the

praject mass cammunicatign activities can be classified inti faur

rather different eleme~t~llllh±cbOl·camplementeach etherr



1. New~Releases and Public Relatians an behalf af the praject. This

c~mpaign activity invilves the pUblicatian and braadcast af

fe~ture staries and news highli9hting praject activities, the

apening sf Rehydratian Centers, Canferences and ~emin~rs

spansared by the preject, etc. While this aspect If praject

cammunic~ti9n ~ctivities may best be h~ndled by the ministry af

health infarm~tian effice, very close supervision by the NCOD

praject is essential.

2. Integratian af ORT mess~ges inta existing media prcgrams. Each

r~dia ar televisian st~ti.n has its awn he~lth pr_grams ~s well

~s gther muc~ mare papular pra~rams. 8ath may be used ta

diffuse ORT mess~ges. The press'alsa h~s different he~lth and

family sectiens which typic~lly discus~ different health issues.

The first order af business shauld be tu educ~te rep.rters ~nd

praducers ~b.ut Or~l Rehydr~tiDn ~nd mativ~te them ta ~ddress the

sUbject m~tter in their pragrams. Secand, detailed arr~n!ements

sh.uld be made with selected programs, within a gener~1 framewGrk,

ta integr~te ORT inta the subjects ~ddressed in these prs9r~ms.

Different appr.aches will be required fDr the health and the general

papular pr.grams •.

rhis ~spect If the pragram cnmmunic~tian effart must be

undertaken directly by the praject ~~~ the media pers.nnel invclved.

The praject shQuld pravide the cantent, appraach, ~nd means t~

pretest the material and evaluate its impact, the pr.ductian being

left ta the media pe~ple ai their respansibility, in cl.se

caardinatisn with the project. It sh.uld be menti.ned here that

as the audience of the specialized health programs, sectians, and

magazines is relatively much smaller, and is .f a particular

quality, emphasis shQuld be mare an papular pr~grams and less 8n

health pr.grams, sectians, Dr publicatians.



"I.... Specially-praduced pragrams. The praject sheuld start negutiatians

with Dne Dr twa radia statians and make arramgementa ta praduce and

braadeast "Al Om Al illaaia" pragram nationally. The pragram sheuld

be put an the radio during the peak af the diarrhea seasan, and shauld

include camp~titians and prizes fer listeners wha fallaw the pragram

r~gularly and can answer specific questions on the subject matter.

lhe prcgram wauld be pUblicized intensively thraugh spat annauncements

few times a day which 8hauld be inserted befare or immediately

after ather pragrams that are mast popular amang the target audience.

while the same may be dane an televisian, the cast cauld be prahibitive.

An ideal arrangement wsuld invalve rerunning the pragram an additianal

radia statians, but such an arrangement may be quite diFficult.
rgr .literate audiences, the same idea can be implemented,

r .....~~
where~supplements ar secticns may be edited in direct caape~atian

with the praject. While the NCOO praject shauld subsidize the

praductian sf such pra~rams ar press sectians, it shauld nQt by any

means waste the pr.ject funds an b~yin9 newspaper space ar radi.

time for these ;specially praduced programs. They are nat ta be

canfused with advertisin~.

4. Sacial marketin~•. By far, this will prove t. be the Inast effective

activity in reaching the target audience, different, but small

~egments af which are reached thrau9h the ather cgmmunicatian campaign

elements outlined abave. ~ince the prQject dges not have the means

ta praduce comm~nicatian material, this activity will have ta be

accllmplished through the caoperatilJn rlf three parties. First, thel

NeUO project must assume overall responsibility. CGntent develapment,

pretest or ideas and af material at different sta~es of the pro-

duction, approv~l of scripcs and stgry beards and evaluatien of

effect are typisal NCaa project responsibilities. Secand, radio

and television Dfficials should be involved at diFferent stages,

such that a sense cf involvement develaps am~ng them which w&uld

~dke the br-adcasting .f praject messages mare possible. These

people, or seme sf them .t least, have gQod jUdgements af what

does 8r_does nat w8rk. Third, the actual filming and prQducticn
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should be cmntracted cut ta Dne or m~re cf the public .r private

agencies specialized in quality pr.ductian .f audi •• videa. mr print

cemmunicatian mater-ial. Such c.ntract.rs. hewever. will have t. be

clesely caached by the pr.ject. mainly because almast all p8ssible

cantracters have little. ir any. experience in sacial marketing

communicatian, and have little experience ~n cammunicati.n with the

kind af audience the pr.ject seeks t. reach.

v• Pre t est, Eva 1ua t i Q n • a nd mil nite r i n~ •

Twa types of pretest Qf campai~n material are advised, af

caurse in additian to pretest amcng in-hlluse experts. rirst. a

pretest must be dane with key experts in the technique being used

(e.9., audia. videa. phatagraphy. drama. etc.) Second, all material

~ust be pretested among relatively small samples of the target

audience. 80th types aF pretest may be repeated at different sta~es

of the pr"duction. The NCDD project should assume:·. the primary

respans.ibili ty fa r pretesting.

menitoring techniques will vary accDrding to the kind ef

Cllmmunicatian acti~ity. Fer example. while the ministry af health
(;Nt ....

infg~mati.n aFfice cauld be respansible fer sendin9~c9pies af each

af the news releases it manage~ ta get printed en behalf ar the

p~aject, ather activities may require the specific attentian af ane

ar mare persllns en the NCDD praject stefr. Detailed manit. ring

schemes shlluld be devised in canjunctian with each activity.

Evaluatian. bath af the precess and the praduct. shculd

be undertaken beth by the praject itself and by outside cantractars.

Evaluatian tepsrts submitted by cantract.rs on the praject's request

may net substitute f.r the p~.ject cenductin~ its mwn evaluatians
----

of different cammunicatian activities.
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Trainirlq of Heal th Manoower and Mothers

Introduction

As regards training during Phase-One of the project, much has
been achieved. In fact training stands among the other
activities of the project as a very important component ~n

promoting O.R.T. Training is a systematic process through
which an individual learns to perform assigned tasks more
effectively. While attitude changes and the acquisition of
new knowledge are important, skill development is the
primary goal of training tailored to performance
specifications for a particular job.

Rationale

The prevention of diarrheal diseases and repair of
dehydration in an attempt to reduce infant mortality which is
the major goal of the project, neeas a multidiscipline
approach entailing environmental sanitation, health education
and nutrition. This might require community development
which will take a rather long' time. Nevertheless,
prevention of mortality from diarrhea can be attained if
proper management of diarrheal cases is adopted. This
requires:

1. Training of the health team on a face-to-face
proper therapy for diarrhea, with major stress
rehydration.

basis in
on oral

2. Training of mothers to be able to correct dehydration
losses; to maintain adequate nutrition; in addition to
improving their knowledge, attitude and practice in
caring for children with diarrhea.

Training of mothers on a face-to-face basis is necessary
to complement the project efforts in education through
mass media.

Phase-One of the project required a detailed training
plan which 8escribes:

Target groups
The basic content addressed to each group
Materials and methodology
Management
Follow up and Evaluation.

The project started its activity with the following:

1. .S~lection and Preparation of Trainers

In addition to the Project staff most of the trainers
are university staff, mainly specialists in pediatrics
and child health, who have the experience in child



2 .

health particularly in diarrhea: its curative and
preventative aspects as well as its nursing care.
Besides this group of trainers (at Abu El Reesh Hospital
- El Shatby Hospital Bab Al Sharia Hospital) the
project selected other professionals from around the
country:· leading pediatricians in medical schools and
M.O.H. hospitals and senior nurses to be good trainers.
They will in turn teach governorate physicians and
nurses to provide training to health centers and health
units personnel who will be responsible for face-to-face
instructions of mothers coming to the most peripheral
units. Eventually these training teams are supposed to
work also with village councils and traditional
practitioners.

We can say now that the project has many Egyptian
experts in O.R.T.

ODeninoof New Rehvdration Center

Besides the two centers at Abu El R~esh and Al Shatby
University Hospitals, the project provided training and
equipment to open 35 new rehydration treatment and
training centers in the different university and M.O.H.
hospitals.

A one week course of practical
demonstrations was sufficient to give
information and skills needed to
rehydration program.

experience and
hospital staff all
operate a total

3 . Define and Prioritize Target Groups to be Trained

The list of groups to be trained is extensive.
following were considered the priority group for
One:

The
Phase

1) Physicians working in pediatric hospitals, M.C.R.
Center, R.R.U. and Centers.

2) Diffsrent levels of nurses working in child health
set up.

3) Pharmacists.

4) Mothers.

Training of Physicians and Nurses:

A. Curriculum

The curriculum was designed to change the behavior of
both doctors and nurses. The term behavior here is
used in the broader sense to include thinking, acting
and performance. Emphasis is based on skills required
to manage rehydration and to communicate with and
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educate mothers and other personnel to manage
rehydration for the sick child. The curriculum
stresses ways of assessment of dehydration and how to
correct or prevent dehydration. It focuses on methods
of maintaining adequate nutrition and how to carry out
nutritional rehabilitation. It also provides knowledoe
and skills to mothers particularly in mild dehydration,
in feeding their babies and in hygienic practices
related to feeding and rearing.

B. Trainino of Physicians

320 physicians in batches of 10-15 were trained in 6
day-courses at 3 model rehydration centers set up in:

1. Abu £1 Reesh pediatric hospital (Cairo University)

2. £1 Shatby pediatric hospital (Alex. University)

3 . Bab Al Sharia
University)

pediatric hospital (Al Azhar

By the end of the course trainees were able to:

manage acute diarrheal cases properly in order to
minimize mortality and complications from diarrheal
diseases

establish rehydration centers in their health units

Teach O.R.T. to nursing staff

Provide health education to mothers in how to
improve environmental sanitation

Realise the importance of feeding during diarrhea.

The method of training is face-to-face
Trainers are University Professors and
A follow up survey showed about 50% of a
practicing ORT on site.

C. Trainino of Nurses

and practice.
project staff.
sample actually

450 nurses were trained in 6 day-courses put on by the
project staff. They were recruited from M.C.H,
centers, pediatric sections in general hospitals and
R.B.U. Training took place at Fom Al Khaleeg training
center. The training method is both didactic and
experiential. More emphasis was put on the practical
side of training: two days observation arid practic~

instead of one.

By the end of the course the trainees were able to:
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provide the needed nursing care to infants and
children suffering from diarrhea

conduct individual and group teaching to mothers as
regards:

preparation of O.R.S.
administration of O.R.S.
hygiene and feeding of infants.

Evaluation of their activity in the field has not been
done yet.

D. Training of Pharmacists

in different
mixing and

They were
pharmacists
private.

the Egyptian
medical care

important role
even compound

Another group of pharmacists (8) was trained. They are
the professional sales representatives. They will give
one clear and unified message to all physicians and
pharmacists (in 5 metropolitan areas) especially those
working in the private sector. This group was trained
in salesmanship in addition to the most important
aspects of O.R.T. Training was conducted by project
staff.

Pharmacists are an important element in
Health system who often advise on drugs,
and give personal counsel. They have an
in marketing, teaching mothers, and may
O.R.S. in their pharmacies.·

29 directors of pharmaceutical sections
governorates were trained in O.R.T.
administration and feeding during diarrhea.
also prepared to be good trainers to other
in different governorates: governmental and

E. Traininq of Mothers

Diarrhea starts at" home and so the rol~ of the mother is
crucial in the modern management of diarrhea. Valuable
time may be lost before the mother can contact any
health facility. Further, wrong practices may change
the balance to an unfavorable outcome. Naturally the
mother is the very specific person who will administer
treatment: O.R.T. and feeding. Without her complian~e

nothing can be achieved. An experiment is nearly
complete in which over 1,000 mothers received training
at Bab El Sharia Hospital using modern methods in
diagnosis of dehydration, preparation and administration
of O.R.S., feeding and improving of environmental
sanitation. The evaluation is now underway.

As all curricula for the training courses of health
------------------~~~~Qtbers ~e~e~d~?iqned to- give skills - and

manpower
change
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discussions was resorted to to give academic knowledge, plus
audio-visual aids:

demonstrations
blackboard
overhead projector
slides
charts

4. Development of Traininq and Educational Materials

During Phase-One, the project produced the following:

1. Treatment charts in Arabic and English

2. Treatment brochure in Arabic

3. Brochure for pharmacists

4. Standard teaching slide. sets and lecture notes

5. First issue of the newsletter

6. Nurses self instructional manual

7 • Video film on
pediatricians

O.R.T. featuring 4 eminent

8 . A clinical training film on all
rehydration (due Summer 1984).

aspects of

5. Conferences and Seminars in Different Governorates

Presentations to audiences of specialists, general
practitioners, nurses and pharmacists ranging in size
from 20-400 had been done in some governorates. All
were well received.

6 .
• <

Evaluation

a.' Pretest to assess the knowledge of trainees before
the training courses

b. Observation during group discussion

c. Observation during clinical
performance of skill learnt

rounds and in

.d. Post-test for cognitive objectives.



Self Criticisms and Comments

No one can s~y that everything went all right, 100%, or there
were no obstacles in implementation of the training plan.
Several self criticisms may be made at the outset:

1. Recruiting Trainees

a) The selection of trainees was left
governorate co-ordinators with no

. guidance from the project; as a result
these trainees showed disinterest,
complete or even appear for the course.

entirely to
particular

a number of
failed to

b) The nurses were selected without reference to
whether physicians from their units knew anything
about a.R.T. or had received trainina; as a 'result

, ~

the majority were unable to put into practice what
they were taught.

c) Training of pharmacists began somewhat late due to
shortage of personnel in the training section.
The training co-ordinator was not recruited except
in January 1984.

d) Difficulty in finding the appropriate accommodation
for trainees, especially nurses, hampers some of
the training courses.

, 2. Curriculum

a) Much emphasis was put on didactic lectures covering
all aspects of diarrheal diseases.

b) There was no unified curriculum or content in the
courses, or explicit listing of educational goals:
some professors advise naso-gastric tubes for most
cases, some advise different drugs or feeding
regimens.

3. Co-ordination and developing joint activities in
training with other health organisations working on
diarrheal diseases control is going slowly (although
co-ordination in research and exchange of data is good).

4. Follow up of trainees was poor.

5. The project records were kept in such a way as to
require much time to determine who was trained and to

. which health unit or center they belong.

In spite of
encouraging.
corrected.

this, the overall results are however
All these faults, once identified, are readily
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May 1984

.
THE INTEGF~ATED TRAINING PLAN AND TR(~lNIt\lG t1ATERIALS

In the ea~ly days of the p~oJect, t~aining mate~ia1s

we~e developed on a mo~e o~ less ad hoc basis--as a need was
identified o~ as an oppo~tuni ty p~esented itself. A numbe~

of the mate~ials that wll I be desc~ibed late~ and that YOU

wi 11 see du~ing the cou~se of this ~eview we~e developed in
this way and have been weI 1 ~eceived.

Now that the p~oj~ct is mo~e matur~ and the Training
Division has grown to two ful l-tim~ and two part-time staff,
we are beginning to adopt a more planningfu1 approach. Now
mate~ials a~e being planned to· suppo~t 1arg~r t~aining

st~at~gies. Specific targets and training objectives are
being identified and materiats will be developed fo~ use
within these specific contexts.

8efo~e de~.cribing trIo? mate~ials themse]'J€":., it is
importan':: to fi~st des.cribe the plan, which we call the
Iilte·~~ated t"'1edi .;.. __ and Trai rl i ng PI an, into IAd"1 i ch they fit. Th."
nee d f o~ su chap l.;;.n vJa s not on 1y on e I n teo r n Co, 1 tot h Eo

Training Division but arises f~om the n~ed for coordination
and integ~atiQn among the various divisions of the proJect-
prima~i1y &mong the divisions of t~aining and mass media but
also wi th the division fo~ impl~mentation and coo~dination as
well. Thes~ divisIons shar~ a common mission, common gc~ls

and common ta~gets, and their 5trategi~s and methods a~e

c om p 1i? men tar >' •

This mission, as describ~d in the plan, I, ~.-.
,To in5till in Cl.l1 member's of th'? tH~alth

ca~e system and the population at large
a commi tment to fo11 ot-J ttH:' basi c p~ecepts

of o~al rehyd~ation therapy (ORT) and to
provide them wi th the Knowledge and sKil Is
to de. so.

The th~ee basic precepts ofORT state that:

1. Oral rehydrat i on the~apy is the
superior method o~ treatment fo~

dehydration under all but a few
exceptional circumstances.

2. Antibiotics, anti emetics, and
antimotility drugs should not tl~

given du~ing the routine course of
t~ea tmen t.

3. Continuity 0':= feeding, particularlY
br~astfC'edirll;l, is es-:.ential· to suc
cessful t~e~tment a..s well as thE-· 1ong
t~r'm p~agnos;s of the child VJith diar'
~h~a..
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Six major goals hav~ be~n identified:

1. The concept of oral rehydration therapy
<ORT) wi 1 1 be w~1 l-Known and accepted
throughout Egypt.

2. All P~ r son s com i ng inc on t ac t wit h a
dehydrat~d child wi 1 1 recogniz~ the
condi tion, the n~ed for treatment and
the need to proce~d wi th treatment
accor'ding to their lelJel of tect-.rlical
compet.:-nce.

3. All persons administering tr~atment to a
dehydrated child wi lIdo so properly.

4. All h.:-al th prof~ssi (Inal s \",,!i 11 be prepared
to teach mothers how to mix ORT, how to
administer it and when to provide nutri
tional suppl.:-ments.

5. Ins.t i tut i on-ba.s\?d heal th profes:.j crnal 'So

IJJi 11 be prep.::.. r:?d to establ ish reh>'dr'at i on
centers in their own insti tutions.

6. F am iIi l? S \.r.J ill ad ... p t be ha v i 0 r s ~'J h i c h w i 1 1
minimize the incidence of diarrhea.

The strategies that wi 1 i be employed to meet these
go c<. 1s f a 11 i n tot h ~ s. am e to r' 0 ad cat ~ go r i e·~. Th ;? r.:- a r' e
basic.:-.l1y thrlO'€':

1. Plann!ng, organization and funding of activ
i ties and their 5upportingmaterials are
en tire 1y fr'c:m \"'J i th i n thlO' con tr'c,l of the pr'o
ject. Thi'~ irlcludes hiring con'~ul ta.nts from
outside the project to worK alongside project
staff.

2. Setting in motion a diffusion model wh~reby

training activi ties are plann~d and organized
by the project. The materials are deve1op~d

and produced in ample supply. The first level
of tr'ainirlg IJJi 11 be carr·jed out and funded b>'
the proJ ec t bu t then personne 1 ou ts i de the
pr'oje-ct, trained or provided with guidelinE:'s,
IJJi 11 carry out the tr'aining thrc1ugh one or
more levels independent of the project. Some
examples of this strategy are the training
to esta.bl is.h r·€'hydr·~.ticlrf cE'nte-r"s and thi? deol.,'
elopment of modE' 1 medical school curricula
and training a.ids.

3. The project develops materials and guide1 ines
and th ... n hands them over' to ot.her pub1 i c and
privatE' st?ctor organizations to uti 1 ize
as part o~ their own system. As part of this
strat~gy, t;;,=, project IJJi 11 make use of the
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highly o~ganized ~t~uctu~~ of the medical and
pha~macists' syndicate, and the t~aining capa
b iIi t i €' s of 0 t h iH' f1 i n i 50 t ~ >' of He a I t h Pr' oj eo c t s
and PVOs.

In Keeping wi th the p~oJect's social ma~keting app~oach,

we hav€' identified a numbe~ of p~ima~y ta~get ma~Kets and
fu~the~ segmented these ~a~k€'ts acco~ding to the messages
that need to be given to them and the channels by which they
can be ~eached. We a~e in the p~ocess of t~ying to quantify
each of the ma~Ket segments. Th~ee p~ima~y ma~Ket segments
sha~e top p~io~i ty: physicians, pha~macists and mothe~s.

Without the full irlvol\"'ement of any on~ of these segments,
the p~oj ec t has. lit t 1Eo chan~e clf s.ucceed i ng. Of :.econd I ev ... 1
p~io~i ty but sti I I immediate ta~get ma~kets a~e nu~ses--who

may ul timately be those ~esponsible fo~ managing o~al

~I?h>,d~at i on the~<:\py and teach i ng mothe~s--a.nd med i ca 1,
prla~macy and nur·s i ng studen ts--the f~orl t line wc,~Ker's, c,f
tomo~~o~'.J. Also of second level p~io~ity a~e natiorlal I~vel

influentials who can p~omote ORT wid€'ly th~oughout Egypt.
The thi~d level of p~io~it>' includes g~oups with high
potential for promoting ORT but wno, at the cur~ent time o~

unde~ the ~u~~ent system, a~e ~emoved f~om doing so. These
mar·k.;.ts. inr.lude al ter·nat.:t? car·~taKt?~'!. clf chi Idi'~rl (s.ibl irlg,
g~andmothe~s, day ca~e cent~~ staff), village level
influt?ntials such as dayai, and othe~ heal th p~ofessionals

such as social wo~ke~s and heal th educato~s.

The Integrated Media and T~aining Plan is still in its
ini tial stage o~ development but even as it is being w~i tten
we ccnside~ i t "o~ganic". We plan for it to grow and change
as the p~oject goes along. As activi ties unfoid, the)' VJi II
be assessed to see how well they have met thei~ m~~ket

objectivt?s. If planned activi tes fail to achieve thei~

anticipat.ed ma~Kl?t penet~atic,n, it S.fH:.uld be clea~ that rlel-'J
activities should focus orl thes·e a~eas of sho~tfali. Also,
as new activities a~e suggested, they can be checkt?d against
the plan t.:o see if they a~e add~essing a target ma~Kt?t that
~emains unsaturated o~ whetht?~ the new activity is ~~dund~nt

and ~esou~ces are best focused in adiffe~ent direction.

The mati?r'ials dt?veloped under' this plan (.oJi11 be
scientifically designed. Se\}e~al behavio~ ch.:..nge mc.del-:. l-'Ji II
s t? ~ V e as 9u ide lin e s f c' ~ the i ~ i nit i a Ide vel,:, pmen tin c I lJ din ';;l
adop t i on theo~", the hea I th be lief modE:' I and p~ i nc i pIes of
behavio~ modification. Specific language and content
inse~ted into these models wi I 1 be de~iued f~om the extensive
~esearch al~eady ca~ried cut by the p~oject. Existing
~>?sea~ch wi II be s'Jppl emented, i f nl?cessa~y, VJi th focus g;'oup
int~rviews and particip~nt obse~vation. D~afts of al I
rnate~i~.ls will be tho~oughiy p~etested and ~evised o.S many
times as is nec~ssary to ensu~e that th~ mate~ials meet thei~

int~nded objectives.

At the p~esent time, a numbe~ of t~aining mate~ials

have been completed:



o T~eatm~nt Cha~t--This is an i I lust~ated, wal I-size
cha~t dev~ioped to display at a glance the t~eatm~nt

p~otocols fo~ dia~~hea without visible dehyd~ation,

mild dehyd~ation, mode~ate dehyd~ation and seve~~

dehyd~aticm. The cha~t, irlt~nd~d tCJ s~~ve as a
qu i cK ~efe~ence in the c lin i cal se t t i ng, has b<?en
publ i srled i rl boHI A~abi c and Engl i -:.rl, and has been
widely dist~ibuted.

o Tr~atment 8ookl~t--This booklet desc~ib~s the st~ps

in the t~eatment of dehyd~ation f~om dia~~hea. Its
rr. a j 0 ~ tar' get i s doc t 0 ~ s b IJ tit has s ome a p p I i cab iIi t y
fo~ nu~s~s. It is wri tten in A~abic.

o Video taped ~oundtable discussicn--This video tape
consists of a discussion among fcu~ eminent physi
c i Cl.n:· \.'/r,C' a?)~P 1 a ina I I aspec ts of ORT in Egyp t. In
A~abic, The video attempts to anticipate and answe~

que s t i can s· I ike I y to be r' a i se d by ph ys i c i an:·. I t i:·
u~ed as an irlt~oductic,n to o~al ~ehydration at
meetings and seminars attended by docto~s.

o Se t of 35 teacr. i ng s 1 i de-s--Th i s :·e t of s Ii d<?:. is
de:.ignec.J to shQl:J the m~thcd:. c·F_5=l,iagnosi:. ~~rld t~i?at

ment of dehyd~~ticn. It is accompanied by a sc~ipt

that explains the impo~tant points of each of the
s lide s . Re c er. t I y, a p ~ 0 -~ e s .:. ion a 1 I y Pr CI duc e d cas·;. ~ t t e
tape of this script has been made and will be t~st~d.

o Set 0 f s lide s s h OllJ i n9 .:.. ~ >? hy d r' a t ion s. e que r: c e - - This
five-slide -;.equence will be dist~iblJt€'d tCI ail
t~aine~s to be used to demonst~ate the effectiveness
of CiRT.

o Ph arma c i :. t s ... boo~: let - - Thi:· b 0 cd< let sin Ar' <:~ b ie, d i? .:. 

c~ibes ORS and its compon~nts in pharmaceutical
t e ~m:., ex p I a i rl s h0\') OF:S i s use d ~.i1 d g i ve .:. h i rd s abc,u t
how to teach mothers to use it.

o N~wslette~--The fi~st issue of the Newslette~ has
been publ j shed. It gives o.n o'Je~IJ i ew of the K~y

a. s pee t s c' f co ~ a. I the r' a py. A~ tic Ie",. \:J e ~ €' W r' itt ... n b)'
experts weI l-knewn in Egypt lend c~edibi 1 i ty. The
primary method of dist~ibution has be€'n through the
gove~norate coo~djnators but it is also dist~ibuted

in a1 I meetings and t~aining session held with
doc to~s and pharmac i'sts-;--TI"Ter-s-e'cond i :.sue, ~epC:lr t i n9
the findings of ~ec~nt dia~~haal research conducted
i n Eg;.'p t, i -;. i nth ~ p~ CtC e S5 of be i ng e:' d it ted an d VJ i I I
be pUbl i :.rled in .Jul y.

A numbe~ of othe~ t~aining mate~ials a~e planned and
a~e in various stages of d€'velopment.

o Self-instructional booKlet fo~ nu~ses--This book has
been w~i tten and a final A~abic ve~sion is being
p~epared for' p~etesting. An Engl ish t~anslation is
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availabl~.

o Film for physicians--This fi 1m is intended to p~omote

ORT and to gain acc~ptanc~ among g~aduat~ physicians
by ~xposing the sci~ntific basis fo~ ORT. Th~

behavioral objectiv~s have be~n w~i tten, a cont~act

signed wi th Mobak Advertising Company to p~oduce it
and the "t~ec:~tmo?nta being ~'Jr'i tten. It is e>~p ... cted
that the'film ~'Jill b~ u<;:.i?d in tr'ainings corlduct~d

p~io~ to ~u~al se~vice and as an introduction and
discussion sta~te~ when training house office~s and
~esidents in the sta~t up phase of ~ehyd~ation

center·s.

o Fac t She e t - -1;J i t h the numbe ~ 0 f Pr' 0 j e c t s t a f f
irlc~.;a.sir,g and con~.ul tants being l.Jsed, it has t,ecc,me
clea~ that scme mechanism must be found to ensure
that the info~mation being given out by the project
b ... con::·js.tent. This fact sheet will serve this pu~

pose. It wil 1 s~rve as a sou~ce document fo~ all
media messages, cu~ricula! and t~aining mate~ials. It
lIJi I i be or'9ani:ed in c,utl into fcr'm so that e~.ch :.I.Jb-
h e ad i ng 0 f the ('j I.J t 1 i rHo' l,tJ ill e x p 1a in· i rl mc, r' e d Eo t ,"" i 1
t Ii e m"d Q r he ad i n 'J t hat p r' 00: Eo Co d·;. it. Se IJ era '1 sec t ion s
of the f,;:,.c t srll;'e t C.~iO' in dr·(;\,·f t for·m.

o Textbook +o~ physicians--This will be a refe~eno:e

booklet ccnt~ining the medical facts ~bout diar~hea,

dehyd~ation and their t~eatment. It will be used as
a resource in the training of physio:i&ns and wi 11
be de~ived f~om ths fact sheet.

o G;; i ce Ii rl€'s fCI~ S:.t.;:d:,i ish i ng and Opl?~.",ti ng .;.. R~h7'dr'?'

tion C~nte~--Th:s is a guide booklet cu~rently in
d~'aft fo~m that I)Ji II ser've as tt'le t'a-:.j c ~ef>?r'E'nce

fo~ the training of ~ehyd~ation center staff. D~.

Gam €' 1 ~·.ti lId i s c u s~· t his i rl de t ~. i 1 .

o Mothe~$ Teaching Package--This collection of t~ain

mate~ials i-:. ~.till irl the planning stage. It is
intended to be a complete pacKage of mate~ial ~o be
u:;o?d b;-- C.r.y h.;.al th p~ofe~.siQnal teaching mc/ther:.
about th~ signs of dehyd~ation, mixing and adminis
te~ing DRS, nut~ition in conjunction wi th ORT and
p~evention of dia~rhea. It '...... ill contain a complete
teaching p~otocol and audic"Ji:.ual mato::'~ials, pcs:.i
blya flip cha~t. 80th the p~otclcol and all visuals
wi! I be tho~oughly t~sted before production.

o Question and Answe~ 8ookl~t fo~ Pharmacists--This
booklet is intended as a teaching aid fo~ pharmacists
to enable them to betto~ t~ao:h moth~~s who pu~chase

OR~; pc.': k e t s f r' om the p!"t a~m,:..c i e s. Th... tlooK 1Eo t VJ i 1 1 Eo x
pand on the current pharmacists' booklet. It wi 11
emphasize t~le impo~tance of carE'-ful teaching of
mothe~s and identify many of the unanswered questions
that remain afte~ a mother is given the basic
inst~ucti'~ns f':J~ rni>dng ORS. rt lJJill contain ·;.ample



sample ~nsw~~s pha~macists can giv~ in ways th~t

moth~~s can und~~stand. Th~ answ~~~ wi 1 1 be tho~ough

ly tested bC'-t=c'i'E? thei~ inclusion in the' booklet. A
d~aft I :st of questions. has al~ead>,' been develop~d.

These a~e the t~aining mate~ials cu~~ently unde~

development. Howeve~, as the Integ~ated Medi~ and T~aining

Plan unde~90~s fu~thei' expansion, new st~ategies and
t~aining activi ties may suggest the need o-t= addi tional
mate~ials to suppo~t them in ~e~ching thei~ speicified'
ob,i G'C t i ves.

•
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Report On Training In 1ge3 By N.C.D.].?

Prepared by Dr. Gamal Abdel

Aziz, Dr. Ahmed Youseef

Selim, Dr. Bert Hirschhorn.

I Introduction:

Tra.ining of professionals in rehydration therapy, nutritional
m~~agement and diarrhea control is an essential component of the

NeDD? Training of mothers on a face-to-face basis is also nece
ssary to complement our·efforts in education through mass media.

. . Training in 19t)4 may be summarized in the following categories:
1. Opening of new rehydration centers;

2. Training of physicians a...n.d nurses at established

rehydration centers;
3. Development of a model for training of all personnel

from individual Rural Health Units, Urban, 8,1'1d MCH
centers;

4. Evaluation of training of professionalsj
5. Development of training and educational,materials

for professionals;
6. ,Major conferences in different governorates;

7. Training of mothers;

These items. will be ~xpiained in detail in this report. Also'

at the end of the report tentative plans for 1984 will be discu
ssed.

rIo Summary Of 1983 Trainin.;.;:

1. Onening of ~ Rehvdration Centers.

With assis.tance of Dr. Mathu SaJltosham (U.S.A.) ,Prof. Ma1"..moud '

El Moughi (Al-Azhar University),Dr. Hirschhorn (NCDDP), Dr. Samia
Riyadh (ORT Coordina~or, Alex~~dria), Dr,' Mary Knalil Ibrahim
(ORT Coordinator, Giza),the NCDDP'provided tra~ning ~~d equipment



.~

•

-2,-

to qpen eight ne~ rehy~ration treatment and training centers:

• Bab El Shaareya university hospital (Cairo.) •

• Hossein university hospital (Cairo.).

• El Galaa teaching hospital (Cairo).
, Om El Masreen Giza central hospital (Giza).

• El Ramle pediatric hospital (Alex) •

• El Kebari polyclinic-hospital (Alex) •
, Siddi Bisher polyclinic (Alei) •

• Mansoura fever hospital (Dakhaleya) •

It was determined that one week· of intense pract~cal experience

a~d demonstrations led by an expert in rehydration was sufficient
to give hospital staff the confidence.to operate a total rebydra
tion program. It was important to identify an energetic physician
(or two or three) who would be in charge of the center ~~der direc~

tion of a cooperative· chief. Two centers benefitted, end greatly

helped the NCDDP, by doing small but important clinical researc?
projects.

Most important, the NCDDP now has an enlarged corps of Egypti~

experts in ORT in addition to staff of El Shatby and Abu El Reesh
centers, many of whom will , in turn,.help d~velop other centers in

.. 'Egypt •
. ..:~

<

Trainin.e: of :Phvsicians and Nurses at Established Rehvdration
~-----'--- -

Centers.

196 phys~c ~al'1S in batches 'of 6-10 were: trained in we ek-

long courses at El-Shatby and Abu El Reesh rehydration centers;
362 nurses in batches of e-15 receiv~d lectures at the

NCDDP for five days and demonstration of ORT for one day at Om
El Masre~n hospital.

Several self criticisms ·may be mad.e at the outset:

Too much emphasis was put on didactic lectures covering

all aspects of diarrheal disease, not enough emphasis on

actually doing rehydration.
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• The selection of ca.?'ldidates .. was left entirely to gover

norate MOH officials 'with no paTticular guidance from

the NCDDPj as a result a number of candidates showed

disinterest, failed to complete or even appear for the

courses.

The nurses were selected without reference "to whether
physicians from their units knew any thing about ORT or
had received training; as a result, the majority are

unable to put into practice what they are taught.

• There is no unified curriculum or content in the c?urses,
or explicit listing of educational goals j some profe
ssors advise nasa-gastric tubes for most cases, some
advise different drugs or feeding regimens.

• So far there has been no followup of trainees to assist

them in establishing their ovm rehydration centers \....i..th

equipment, materials, tec~~ical or financial assistance;
in fact, the NCDDP records have been kept "in such a way
as to require several days to determine who was trained
and to which health unit or center they belong.

A.ll these faults, once identified, are readily corrected and will
be. Evaluation of the outcome' of training is described in section
5, below,

" .
3. Develonment of ~ Model for Training ot' all Personnel of Rural

Health Units Urban ~?'ld MCH Centers.

We tested a model for tra~n~ng (evaluation o~ outcome descr~bed

in section ), below) in WhiCh the complete phys~c~an and nursing
stat"!' - in one or "two batcnes-deal.~ng W~"th c~ldren in a Roo or

MeR clinic were brought to one of two rehydration training cente~s

in Alexan~ria. They stayed for two to three days observingrehyd-

ration - in some cases doing it themselves-al"ld education of mothers.
Only one or two-general" lectures were given.



It was fo~~d that batches of ~'O persons is the· maximum that
should be trained at one time; 6-~ are the preferred number.

Three days training is the minimum. Some prot"essionals (physi

cians, especially) 'are simply not interested in doing rehydration

with their own hands. Some investigation into their reasons is

needed.

4. Evaluation of Training of Professionals;

The implicit. 'educational goals are:

....

•

•

Trainees are'to set up rehydration centers in their own

units or hospitals;

Trainees are to Y~Ow when intraven,ous th~rapy is to be

used;

• Trainees are to teach ORT to their nursing staff;

• Trainees are to provide health education to mothers;

Trainees are to reduce dependence on non-essential
drugs;

Evaluation was done in two groups; 1~ doctors trained for one

week at El Shatby hospital in 19~2 (a 15% sample from nine gover~

norates)a"1d 17 doct'ors from Alexandria trained at Ramle pediatric

hospital for 2-3 days in 19~3 (a two-thirds sample). The results
are tabulated here.

Trainees

19 tl2 , 9tl3

1. N ::; 1tl 17

2. RHU 2 4

MCH Clinic 1 1 ,
Health Cent'er 1 3

. Hospi tal . 4
3. Supported with

NCDDP equipment 39 % 100 %
4. Rehydration takes

}:llace in unit 5070 100 ro .

. .
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? Nurses know ORT

6. Nurses may start ORT on
their own

7. Mothers advised to continu'e

breast milk

~. Mothers advised to continue
food

9. Mothers shown how to mix ORT

10. Mothers shown signs of
dehydration.

.-". Doctor uses antibiotics,
antidiarrheals routinely

1.2. Doctor kno'NS indications
for I.V.

13. What, in Doctor's opinion,
could block use of ORT?

Vomiting
Mother refuses
Liter too much
No equipment/ORS

1982

::!4%

.22%

44%

79djo

bO~o

40%
60%

o

1983

47%

o

74%

No Data

o

o

94%

65ro
57%
43%
7oro

..

;.,We also inquired what materials or equipment tne doctors wished
from the NCDDP. Virtually all the requests were appropriate ~~d ·
modest; simple ORT materials, educational materiels for mothers,
more space for a rehydration unit.

We also Looked at stocks of oralyte in eacb unit, tne nueber of
cases seen in the previous two weeks, and average number of liter
packs dispensed per case.



Packs on hand Cases in lc:.st. 2 WQ Q'~- Packs! average case__ 1'. ;:,

751 276 0.2

3,47 11 t) 1. 2'

~tst5? 49 ~.9

1620 13~ 0.3
4'1~U ~, 0.4

112 J~ 0.4
9~0 3 1.-,0

47 11 1.,

1t>~1 " 3.,

14500 tlocal depot) . 14U 1. U

345 29 1.3

t" 46~_ ?3 1.:l

lUUt> 47 1.0

1000 20 2.0

CS,O 10, 2.U

3UO 40 3.~

70 " 3.6
bUO 3bO U.~

No correlation existed between stocks on ha.t"1d. t patient l.oad, type

01· unit. Use 01· oraJ.yte varied. 1Sj-1"ol.d.

The overall res~ts are, however, encouraging:w~th littl.e supply,

followup and. supervision 'U% or trainees nonetheless es~ablisn
.!

OHT centers. One week 01" tra.ining appears "to provide a more sol.~d.

base orknowl.ed.ge than dO ~-j days. Nurses and doctors from the .

same unit should be tral.nea. together. A. be~ter Supp.Ly-need. in!'or

mation system is nec essary.
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So Deve.l.oomen-: 0:" 'l.'!"aining and. Ed.ucational ma'ter~als !'or

.Pro1"ess~onals

NUlJlJ.P haS proetuc en the !'o.Ll.o Wl.ng:

• Newsletter
• Nurses se.L!.·-:l.ns'truc"t~onal. manuaJ. ~a.ue summer 1Slt:S4)

• Trea"tment Char'tS ~n Arab~c an~ ~g~~sn

• ~rea"tmen't brocnure ~n Arab~c

• cu-m~nute v~deo !"~l.m on ORT featuring four eminent
pediatric 1. a..'"lS

'. Standard teaching slide set t35 slides) and lecture notes

• Brochure for pharm~cists

6. Maior Conferences in Different Governorates

Presen~ations to audiences of specialists, physici~~S, pharma

cists, nurses, social workers, ranging in size fro~ ,0-400,

have been done in Assiut, Sharkia, Da.\Chaleya,. Ghar'Dia, Ta....v-..Tc.- .~

Alexandria (2), Kafr El Sheikh, Cairo (b), Beheira. All were

well received.

7. Training of Motners

An experiment is nearly complete in which 500 mothers received

training, using modern pedagogical m~thods, in diagnosis of
dehydration and mixing of ORT. The evaluation is now underway.

A f~ip chart for clinic use is now being prepared.

L. Tentative Plans for 19~4

1. Rehydration Centers

We hope .to train and supply 25 n~w center~in all University

Hospitals and 15 Governorate Central Hospitals. Tnese new

BEST AVAILABLE COpy
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centers should ati;empt to train staffs from 10-,20 RHU/MCH

or Urban Clinics each in their vicinity.

2. We expect to produce a clinical training film on all modes
of rehydration.

J. We hope to produce a self-instructional manual for physi-.

cians.

4. The newsletter should appear twice a year

5. 'We hope to send key planners, educators end pediatricians

on observation tours of other 'national programs

6. A model rehydration training and research center is being
developed at Abu El Reesh Hospital.

~" 7. We hope torecrui t several hu.'l'ldred volunteer medical students,
. ,

train them in interpersonal communication ~~d have them visit
pharmacists and motners at home,to promote ORT.

~. Physicians and nurses from key centers will continue to be

trained at Shatby, Abu Reesh and (new to 1984) Bab El Shaa
reya Hospitals; improvements in selection, curricul~manag~-

ment and followup are expected.

,.:
c

•

John M
Rectangle

John M
Rectangle

John M
Rectangle



Hay 1984

Epidemiclogy of Diarrheal Diseases
In Egypt

Morbidity Rnd mortality due to diarrheal diseases consti~ute

one of the major health problems among children in developing
areas. In Egypt diarrhea accounts for more illness and
death in children than respiratory dis8ase (Tables 1 and 2).

Diarrhea may be defined as the frequent passage of unformed
stool, usually more than 3 times/day but may reach up to 20
times. It may be acute or chronic and in both conditions
they are associated with water and electrolyte inbalar.ce and
malabsorption.

1. Causative agents in acute diarrhea:

Infectious agents: At least 25 etiologic _agents are
responsible.

Bacterial: Salmonella, shigella, campylobacter feotus,
vibrio cholera, entropathogenic E Coli. All these are
responsible for a minority of cases. E. Coli is an
important cause in fatal neonatal diarrhea.

In Alexandria a study of 500 hospital cases during the
diarrheal season proved the following isolates (in
percentng~s): 3.8% for salmonella, 7.8% for shigella,
11.4% for campylobacter and 10.4% for E.coli (Table
I II) .

Viral: Entero virus group, coxaackie, echo and rota
virus - these agents nowadays cause the majority of
cases. Rota virus was first detected in human 1973 in
Australia and it emerged to be the single most important
cause in infants and children admitted to hospital for
treatment of G.E., in Alexandria it accounted for 18.6%.

Fungal: Actinomyces, candida and histoplasma, usually
following prolonged use of antibiotics.

Protozoal: Giardia lamblia and entameba· histolytica.
The first is usually resistant to many therapeutic
agents. El Shamy reports finding giardia in 43% of
children with diarrtea in a longitudinal study in Lower
Egypt; but only 2.8% were positive in a Giza village
study.

Secondary enteritis is seen due to
diseases as otitis media, measles and
and may account for some of the cases
isolated.

other
broncho
with no

infectious
pneumonia
pathogen

2. Toxic diarrhea: Bacterial toxins, different types of
food poisoning, also physical and chemical poisons.

John M
Rectangle



3. Dietary causes: irritant food, food allergy, and non
absorbable sugar.

Incubation period: varies from few hours to one or more
weeks depending on the causative a~ent.

Mode of transmission: as in food borne infections
contaminated food, especially milk and water play an
important role, reflected mainly. on the age where
beginning of weaning is concomitant with the disease.
In Egypt a seasonal peak of births is in
November-February, so that children enter the summer
diarrhea season while weaning. Contaminated hands are
very common with illiterate mothers.

Clinical picture: This also varies accordlng to the
causative agent, resistance of the person an4 endemicity
of the disease in the area, with nausea vomiting,
abdominal pain, watery diarrhea mainly for children
below 2 years and tenesmus and mucous for those above 2
years (Table IV). The marasmus-diarrheal syndrome is a
well known consequence (Table V).

Incidence: Morbidity statistics are lacking in Egypt
due to deficient notifications. It is estimated that
infants have between 3-5 major episodes per year. In
the summer daily prevalence ranges from l~% to 33%
(urhan to rural), 80% of which is watery diarrhea.
Mortality statistics reflect the severity of this
problem in Egypt.

National statistics proved that more than 50% of
in infancy and pre-school children below the age
years are dUG to gastro~nteritis (Table I).

deaths
of 5

Analysis of registry statistics from hospitals and
different community surveys proved that more tha~ 75%
occurred below the first year of life and more than 90%
of cases below 3 years of age (Table VI). Table VIr
shows that the age group most affected by death is under
one year.

Since the latest estimated population for 1983 is 46
million, with approximately 10% being children below 3
years, i.e. 4.6 million. With an under-3 death rate of
38.7 /1,000 nearly 180,000 died last uear (Figure 1).
The rates of death from diarrhea have hardly changed in
the last quarter century (Table VIII).

Males are more often reported to have diarrhea
currently or by history - and more often treated for
diarrhea (Table IX). Nonetheless, females are mo~e

likely to die (Table VII, Table X), a differential
eliminated by effective treatment! (Table X). Table X
also shows that effective treatment has proportionately
more impact on the under 1 year olds.



See:tsona 1 i t Y: l.vi th prcva i 1ing bad env iror.lns i:ta 1
sanitation deaths are uSll::llly highest in S'..lmmCl" ~nd

carll' fall.perh~ps exacerbated bygr<;:.:lter~v:'3::ibility of
dehydre:ttion ~nd electrolyte imhalance. The seasonal
peak is !vIa y - Oc tober, 1:,here mOL'!; th~n "1 S'~ of cases
occur (Figures 1, 2). The season begins E:'arlier in
Upper Egypt wh,~re the sevt2rity is::;rc.::.ter ';1:-.c.I,,10re than GG%
of c1ea ths amona n"'-e-schoo 1 chi h1rcn OCCUL' - due to G. 8.
compZt.red to o:'!l? 4'/: in Lmver E~JYrt (A. EIas:~o'.lna, 1984).
This difference may reflect -the: poorer' nutrition.a.l
practices in Uprer Egypt. The interaction bctw8en
maillutrition and infection plays an impo~tant role in
mort~lity (Table XI).

This leads us to consider ~redisposing factors.

Arti.ficie:tl
infections,
mothers.

feeding increas?s the
and risks increGse with

possibility of
pvorly setucated

l\saD i.:1. n: he a. 1 Dis :2 ~. ~"3 e C':J n \: r 0 1 Prog :c 2 m ",'J e c 2. n 11,') ': :; i Inply
discuss epidemiology ~nJ clinical manug2ment. ~2 must
loo~ tow~rJ ?revention.

Environmental factors: poor sanitation with lack of 3

plenti.ful ~:l~ter suppl'l, ll;1sariitarl' wnste di~5LJosal,

and high ~revalence of flies are important in
pre c i [J ita'.: i ngin Ee c t ion . '1' 2. 'u 1 '2 XI I 9 i :;e s l:. 11 i V:t r 1. 2. t e
analyses of 50me of these factors on diarrhea
incidence in Upper Egypt.

1.0':1 socio-economi.c
income, high rate of
family size, lack
cont1:::i.bu te.

standards of
ill i t (~ r a c y ,
of adequate

living ':ii t11
floor housing,

mec1i ca :. ca re

1mv
big
all

good
ro~F J. cl]' ~i

t:C(~:1d to

is cstim~t2~ that
~anitation ~ould

to 50/1,COO.
:c-u.!.sc it.

PrimQry prevention:
e~virQnm8ntal hygiene
rE::c>.lce infant \TIor't.:tlity
artificial fseding will

G~neral prsventive measures:

·_·~-Ka-:rs-e t tl e-s-~1':c1"1rd 0 f "= 11'" ~~::-o ::ms r. ta 1. s J. ~-: ita t i 0 r1 C'. r:c
plentiful saf8 w~~er supply.

Health educ~tion to the mother3 to encourage breast
fee2ing, fcod hyyiene.

rr~vention of other infe~tious diseased whi~h play a
role in increasing the severity of die:trrh~al diseases
by t ;1,:? J. 1n:: 2. d Y n v a i 1.:1;) l'~ ve r y t:: f [ i c i e r1 t i ,TI IT: l.~ r. i 23. ticn
systc-:m in Sgypt.

~1L.:t·.~'i.tj,onal SC-'J.cJ.t.i.on, £l.nc1 prover
l.-'!:'C'tHoting locally ;;;I/Qi12..ole W82r.illg

',';,,:;1 oi 1'1g
food.
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Specific Prevention:

Till now it is not available for diarrheal diseases but
recently a vaccine for rotavirus is under trial. It is
living attenuated form, similar to that of Sabin's in
poliomylitis. Also passive immunization is recomrn0nded
for the mothers to raise the standard of maternal
inh~rited immunity.

Management:

Early diagnosis of watery diarrhea before appearance of
manifest dehydration is needed so to apply replacement
therapy by ORT, without the need for knowing the
causative agents in the disease, even with very few
visible signs of dehydration. 5% of body weight might
be lost without clear dehydration, whereas in-the dying
child about 10% of body weight is lost. ORT is
preferable to I.V. route as it cnn be given with little
formal education and even at home with no need for
sterile equipmQnt, comforting to the child and his
family, cheap and safe in the majority of cases. An
independent survey now shows that 40-47% of mothers now
know and have used O~T, allover Egypt (Table XIII).

Other drugs (antiemetic ~nd constipating agents etc.)
are not recomm~nd~d. Recent studies pro~ed that
vornl~lng does not affect 5UCC~SS of oral therapy.
Breast feeding, soft food Rnd porridges are advised with
ORT and may decrease diarrhea. Broad spectrum
antibiotics are recommended onJ.y under cert~in

circumstances.

If the child does not respond, hospital referral for
more supervision and possibly I.V. therapy is needed
this is usually below 10%. Case fatality for treated
cases has bGen markedly reduced recently to under 1%,
and under 6% for sllocked'cases, desperately ill.

Tertiary Prevention or rehabilitation is needed for
severely malnourished cases, as PEM usually results from
repeated attacks of diarrhea, whsre nutritional
rehabilitation will prevent the vicious circle between
nutrition and infection.

A study is underway to follow up hospital treat~d cases
at home so as to give continlling care and to observe the
fate of those children after returning to their home.

Prepared by Professor Dr. Mervat El Rafic
Mrs. Linda Tawfik
NCDDP

Appendix: General Data of Egypt



Table I

Main Health Problems Facing Infants and
Pre-school Children in Egyrt (%) from various Surveys

Rural El Galaa
Aggreg~te Urban Clinic Hospital

He1wan Health Village (Cairo)
District Center Monieb Admissions

1980 1980 1979 1981

M F

Diarrheal Diseases 29.0 39.6 51.9 63.7 54

Pneumonia ~nd 43.9 25.9 22.9 24.2 24
Bronchopneumonia

l1eas 1es 1.3 3.3 2. 8 3.2

~1a Inutri tion 20

Table II

Diarrheal Disease ClS a Cause of ~1orta1i ty
among Vulnerable Groups ( r10FI )

1977 1978 1979 1980 1981 1982

Infant 85.3 73.2 76.2 67.8 71. 7 74.3
Mortality ( I . ~1. )

I. ~1. due to 50.4 51.9 52.4
diarrhea

Neonatal 14 .8 1 3 . 8 12.2 13.0 13.9 15.1
tv10rta 1 i ty (All)

Pre-School 17.9 11. 4 14.1 10. 1 9. 1 11. 6
~1ortc:ll i ty (All )

N.B~Estimatcd under-registration for infant deaths bvwell -
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Table III

Causative Agents in Infectious Diarrhea in Egypt

% of Cases Various Surveys

Salmonella

Shigella

Campylobacter

E. Coli

Klebsiella

B. proteus

StRph aur'2US

Urban

4.2

2.8

2. 1

56.0

39.0

38.2

2.8

Rural

3. 3

4.4

2.1

34.8

36.9

34.8

4 . 3

Alexandria
Hospital Cases

3.8

7.8

11.4

10.4

Rotavirus

Total Cases

Not done Not done

141 92

18.6

500

(Source: Dr. Amira Koura, ~nd Prof. Dr. Sami~ Kassem)

Table IV

Clinical Manifestations of the Affected Children

University El Galaa Rur:ll
Hospitals* Hospital* Units*

Watery dia.rrhea 93.2 100 98.6

Vomiting 57.1 68 49.6

Dehydration 22.2 69 12.6

Blood, mucous 15.2 9.8

Fever 61

Case fatality 0.6% 3% 0.3%(cst.)

Av. volume ORS needed 600 cc 950 cc



T1:lbl-2 V

Incidence of Acute Und~rnutrition

In Egyptian Pre-schoolers Related to Diarrhea

Upper Egypt

LOI;·lcr Egypt

% ~hth Deficits in ~'Jeight for r'Ieight

Diarrhea Season Non-Diarr-hc·;a Season

11. 1 % 2.8%

4.1% 0.8%

% With D~f:i.cits in \'Jeight for Age

LovJer Eqyr;·t

Recent Diarrhea

40%

15%

No Recent Diarrhea

29%

9%

(From the 1978, 1980 National Nutrition Surveys)

Table VI

Age Distribution of the Children with Acute Di~rrhea

Hospi~al, Clinic and Community Surveys (%)

2 Rehydration Villuge
Centers in Village Clinic Aheu El Reesh

Hospital Kafr Hakem El ~1onieb Hospital

Out- 1:1-
Years 1983 1983 1982 patient patient

< 1 76.4 69 54.1 58 83

- 2 18.4 29 37.7 30 17

- 3 2.8 2 8.2 7.6 0

3+ 1.8 3 . 8 0



Table VII

Death rates due to diarrheal disease and to all causes
combined by sex, 12 villages,' Menoufia Governorate, 1979-1980

Age specific death rates per 1000

Age at All causes Diarrhea
death Popul-

(years) ation ~1a le Female Total Male Female Total

< 1 1588 152.6 145.7 149.2 64.0 78.7 71.2

- 2 1134 53.4 81.0 66.7 36.7 50.4 43.3

- 3 1646 10.6 13.8 12 .. 2 4.7 5.4 4 . 3

0-3 38.6

NOTE: The infant death rates rather than the age specific
death rates are as follows: All causes, male = 119.6,
female .- 110.7, tot~l = 115.2; diarrheal, male = 50.1,
female = 59.7, total = 54.9 per thousand.

Source: I'.merican Univ'2J:"sity in Cairo

Table VIII

Hain Causes of Death among Infants (per 1,000)
Egypt 1950-1976

Respiratory
Infections Diarrhea

Conge!1i ta 1
Prematurity* Others

1950 - 55 14 54 28 4

1956 - 60 14 55 28 3

1966 - 69 14 . 57 24 5

1970 - 72 26 45 19 10

1973 - 76 24 50 15 11

* May reflect tc::'tanus, or catch-all diagnosis.
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Table IX

Sex Distribution of Children with Diarrhea

Study Severity of Male:FemalE:
Population Illness l1a 1e FE\male Ratio

Home visits to Most mild 634 480 1.33:1
1, 119 chi ldl-en
in 6 governorates

693 patients in 90% mild 360 333 1.08:1
urban healt.h center

Recall of last Mild- 69 31 2.23:1
illness in child, r-1odera te
100 rl.':ra 1 mothers
Upper Egypt

210 children in Hild 123 87 1.41:1
a rI..1.rRl clinic

110 children in t·1i 1d 61 49 1.24:1
a rural clinic

Abou R':;csh Hospitnl

Pre-aRT (1982)

- 550 outpatients t-1i ld -moacra t8 316 234 1.35:1

- 50 inpati'2nts S'2'Jere 30 20 1.50:1
(LV. )

. Post aRT, 100 ON Severe 63 37 1.70:1
(LV. )

Hospitnl OR'!' 30~ moderate 1,560 1 ~ 113 1.40:1
Rehydration Units, 5% severe
2,673 patients
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Table X

Distribution of (Diarrhea Specific Deaths nnd
Rate per lrOOO Children; By Age and Sex 

in ORT IntervE~ntion versus Control Vi llages

Study Villages

ORT Intervention
Total

Controls

0-11

Est.
Chi l:~

Pop.

Deaths

£ Rate

Est.
Child
Pop.

Deaths

£ Rate

Est.
Child
Pop.

Deaths

£ Rate

M

F

1,907

1,804

55 28.8

52 28.8

1,456

1,377

79 54.3

81 58.8

3,363 134 39.8

3,181 13341.8

T

12-23

3,711 107 28.8 2,833 160 56.5 6,544 267 40.8

r·1

24-59

1,711

1,618

3,329

24 J.4.0

17 10.5

41 12.3

1,306

1,236

2,542

17 13.0

23 18.6

40 ) 5.7

3,017

2,854

5,871

111 13.G

40 14.0

81 13.8

r·1

F

Totals

4,789

4,530

9,3J.9

4 0.8

3 0.7

7 0.8

3,G57

3,459

7 r l16

6 loG 8.446

5 1.4 7 r 989

11 1.5 16 r 435

10 1. 2

8 1.0

18 J..l

M 8,407 83 9.9 6,419 102 15.9 14,826 185 12.5

F 7,952 72 9.1 6,072 109 18.0 14,024 181 12.9

T 16,359 155 9.5 12,491 211 16.9 28,850 366 12.7

N.B. Distribution of child pop. by ag8 and sex is based on
the proportional distributions as shown from SRHD
project-wide household surv8ys.

Source: Dr. Ahmed Nagaty, Executive Director
Strengthening Rural Health Delivery Project
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Table XI

Diarrheal deaths as a proportion of all deaths in infancy
according to milk regimes prior to onset of fatal episode

Age
(monthsi

0-5

6-11

0-11

Percentuge dead due to diarrhea

Breastmilk Extern?l tvii J. k ExternPll Milk
only and Breastmil.k only

28 63 60

76 71 86

41 67 79

Nur,lb8r of
c.~iarrhea 1

Total deaths

62

150

22

33-

15

19

Diarrheal deaths as a proportion of all deaths for
different types of diets in the second year of life

NOTE: The table excludes child~en who vere receiving food
supplcfn'2:1ts and refers only t:o those on excllls:'vel:l
~ilk diets.

.r>,ge Percenta~e dead due to diarrhea

(months)

12-17

18-23

~\'i th food

58

57

~'iithou1.: food

68

100

12-23

Number of
diarrheal deaths

Total deaths

58- ------ _

30

52

74

17

23

NOTE: With food means solid or semisolid food alone or as a
suppl~ment to milk.

_______-.i:.S21.0..l..l1.......J1J..,.·Ck:e..:_T_ekce, B. Stunies in f ami 1y_planning:
'-----==--------------
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FIGURE i
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~. 1984 year-end population estimoted to be 48 million. the under three
year old pupul~tion is estimated to be,10 percent of the tolal ~opulJtion,

or 4.8 million. The Am::rican University in Cairo (AUC) four,d in
its t·h~noufi a study, the diarrheal re18t~J dec ths in under lhr~~e yea r olds
to be 3(] •6 per 1, (lO°chi 1cJ r en. 1fthis !' ate app li"e s nC:l ti 0 na11 y, the r e
will be 185,200 such deaths in 1984.
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FIGURE II

MIT - Cairo University Heo!ih Care Delivery Systems Project
Health System Questionnaire: Part IT
Maich 1978

Que st ion s ~.;: 4 aIid 4~ 6

Histogrom: The Infant rV10rtality Rate in Rural
Egypt by Attributed Couse of Death, 1977
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Note: The hislcgram is based on response~ from 119 of 131 (90.8%) centers/units.

Centers/unit,? were excluded from the computations if they prOVi00d incomplete information

or if the sum of deaths due to qastrc~nt:ritis and pneumonia is reported to be over 20% morC

than deaths due to all cauS02S for 1977.
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Table XII

Facto~s associ3t~d with increas8d incioence of diarrh2a i~

children (erisodes per 100 children 0-5 ye~rs old in a
three month period) in Upper Egypt

Fa.ct.or

Breast feeding only

Artificial feeding

Well water indoors

Well water outuoo~s

Piped water indoors

Piped w.:t·ter outdoors

One-two children in family

Thr8e"·fO\.1!~ chil·.:::'..:en in f~mily

L10re tha:"l four chi J.drca

Child is 0-6 mo~th5 old

Child is 7-12 months old

Father is a:

Landovmer

'rrc:..cesr.mn

Government employee

Tenant farmer

Source: Farouk Hassanc.in, H.D.
Assuit University

Incidence

:n

83

27"

35

"l •.... '..

36

24

31

37

46

80

19

23

27

39
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Table XIII

National Knowledge of OR'l' ..:

d

Upper Egypt Lowe 1." EgY9 t Great

Urban . Rural Ul:ba n Rural Cairo

Oral 'l'herapy

Know i. t and 82(40) 95(4S) 90(43) 91(44) 99(47)
used it 207 212 209 212 209

KnO\v i.t alld 62(30) 48(23) 56(]/.) 39(18) 60(32)
did not use it 207 212 209 212 209

Did not kno',v it 63(30) 69(32) 53 (25) 79(37) 42(20)
207 2' " 209 212 i09.!.~

Sourc~: EPI unrl PHC RE-~'h(;\·: !··~ir~istry of IIsa.l. th Egypt,
3 t'1~ l-' 19G·1

* RCSDo:,se____.L.._. _

Cluf.ter size

(pcrc-::nt)
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Popt;l.:;tion 46 million (1983), ~8 million (expectc] end 1984)

Ur.ban ~4/~ Rural 56~~

Number of chiJ.dre:n under 5 15 ~Pl)rox. 151: of popul.ati.o:,,: or 6.9 mil.lion (1983)

Number of children under 3 is epprox. 10% of population or 4.6 million (1983)

Projected pc?ulation growth rate

Birth rate 33.9 to 36.6 (1977 to 19GO)

71% of adults illiterate (1977); illiterocy rate of males 55%, of fe~ales 80% (est.:

4% nf Egypt's l~nd 15 habit~ble

Population density ln habitahl~ reg~on lR 24CO/sq. mile

70% of urban dwellers hnve~:c~ss to pot~bl~ ~ater within their dwellinss (1977)

6% of rural dwellers have ecceSG to potable water vithin their dwelling! (1977)

46~~ ur]J.:m ch·,1<::llingc lit by elcc..:tric:it.y, i9% of: rur.al
Short~ge in urban hou:ing units 1.5 million (1977)

Eg~pt is divicled into 26 govern0r~t~~ (4 urb~n, 22 rural)

Per cupita gross annual. domestic p=oduct $357 (1982), $228 (1977)

44% of civilian laber ferce in agriculture (1977)

14~ of l.abor force is abroad, or 1.43 million (.1977)

Labor force abr03d provides S28G million Ycmi~ancns (1977)

Getleral D:lta .. He<JI.tl. Resourc:(~c

is .:llloCC1l-=c:1ann"nl operating bcclgct
\

3% of the Egyptian Government's
to health

Per c~pita gover~ment o?er~ting expenditure for hc~lth L.E. 4.65 (19~2),

L.E. 2.9 in 1977

Per c2pita public and private health c;q-:enditure L.E:. 7-8 (1977)

Of the ~10H budget 70~' goes to s~laries, 19% to 0pcL'.:tting e):penses, 11~~ investment

Annual bud~ctary allocations of tbe MOB (1978):

Rural health unit-L.E.2200 (including L.E. 1800 for dru~s)

Hospit.:ll Outp3tient Atlend.:lnce - L.E. 0.150 (35 million attendants/yr)
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Health Personnp.l ~n Eg.Y.£..S,

PhysicLl11s

Nur.~~s

32,000
4!000

22,000
8,000

4,000
75-80%

1: 1000

35,000
4,000

23,000
5,700

( 1977)
graduating per year
110H Cr.1p 1oycd
v.:orkil1g abroad in .A.r.ah countries, on l~ave, eng;;!ged
in post-graduate studies or fellowships
full-tim~ p~ivatc pr~cticcs

of active ur~~n physicians devode time to fee-for
service practice after MOB obligations arc met
resident phY$ici~n-to-populationLatio (expected 1982)

resistered nurses (1977)
graduating per year
nurses of var.io'..!." levels
school hl2:alth visitors (pa;:t-timc !'iOH -nurGl.ng Rids)

Sa'Ll.t..::tlon tcchni.cl.':lns
lClb l:echn ic ians
x-ray technici811s
d~ntal te~hnici~nG

of ~ll home birtiis are attenc:=.d by c.:.;,)"<.... s

Other providers:

16,000
5,000-6,000

!~ , 000
2,800
1,500

800
120

50~:-SC;';;

ph:::.n'l2.cists
ph.:ll11i<-tC::l.e.s

d'.::nr:is~~

( 193 )
(19E4)
( 1977)

- 36~~ Caire, 13% l... le:...:, 31% rest of
L.EGypt, 20% Upper Egypt

1-1 e ..~ 1 t h F c: c i 1 i tie s ~ n Eg.,YE.!

Uruc:.n (defined Z,s cities of Cai1.·o 6: id e::.::;.nd.ri<1, cel~itdls 01 Covernorztes,
and 139 Markaz) unofficial 1982 ~3ta:

220 HCH centers
62 general urban h~alth centers

320 health bureaus (public health ~nits)

144 school health units
170 specialized school health units
50 school health polyclinics
5" II hospitJls

350 genral ~nd specialty hospitals
9 U?iV2~sity hosyitals

Rut's 1 Areas:

2,400 rural CRre c~l1tcrs (1700 totally ambulatory cere centers and
600 small hospitals with out-patient clinics

l t 826 ru::al beallb units (small "ill"ge)
550 rural health cli~ics

34 h 0 5 pi. tal s
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Infant t!ortalit'1 f<u t(· 1n Egypt & Life Exppctancl

Number of children under 5 1S approx. 1-'j uf pop. = 7.2 million (1984)yrs. ),.

of children under 3 10% of = {f.8 " 1984Number yrs. ~s approx. pop.
4.6 " 1983

Infant mortality rClte - 98/1000 (1975)
85 / 100:) - 74 / iO00

Infant tioor::J.lity r.:lte (1972) by cell:

RUl".:l: 10J/1000-_.
Uppcr ECypt: 112/1000
LO~J.:::r E8ypt: 97/1000

Ui:b,m: 13:~/ 10(11)

Urp:::r ECypt: 151/1000
LO\'~er l::gypt: 100/l0GO

(1977-80)

in Urrer Egypt
LO:'Jc1" Egypt

Life expcc '.:f:.n~)' (1:;7:; He H) - 52.3 fer men
55.2 for reLT;Alcs
Tho~;c \-:1:0 surv~vc let 'Jr. live an
aVC1"!lg'.:: of (I\'~J: 9 yn:; murc.

Hortality Rates in Children ~"ith Dian:heCl

Ectimated cliarrhc~l deaths in children under 5:.
Appro~imately half of all de~th in E;ypt arc children under 5 .

..:Half of these i.nfant and child dcc:!ths due L0 dic:rrlis.J.

60% cli&rrheal deaths
45-50)" "

Over 90% of thc::;e deaths occur 1n child::-en under. 3.

Diarrheal Attack Rate: ME~n num~er of ~ttccks/child under 2 yrs. 15 5
Most prevalent in children b~tw2en 6 and 12 mouLhs.

Episode Incidence: 2-18 bouts/yr. in Egypt
3-5 bouts/yr. averag0 in developing countri~s

Childn~n under 2 years suffel" LHi::::: the number of
bou t s than the aver-age for ch i ldren under 5 L1 Egyp t.

Aver~28 dur~tion of diarrhea: 4 d~ys

John M
Rectangle



'.

. .. .......
(" ..

'.

..: ..•.
•..!. __._ _._ ....•. _ .._--_. ---_ _._.._ _.. ---_._-_ _----- •._--_ ~._--_.__.• - ------_ __ .__ .. _.-

L;.-s ·~72~~-J#·:';~,:,-·~;
. . ... '-- .. :. . '.

'~vt/c~i :

···.L·
f ....-:.

-.........•

'. 'p l" .tl.. t )"
. (pC o\..

Table 6: Proportional distribution of diarrhea specific

deaths ~o~g children under 18 months by age

category and study cell

Age in o - 5 6 - 11 12 - 17
month

Diarh. Sp'c. Diarh. Sp' c. Sp' c.Total Total Total Diarh.

Cell
deaths No

l
•No. 7- deaths 7- deaths No. %

SIS - HP 32 14 43.8 41 31 75.6 18 13 72.2

DR - lID 33 25 75.8 26 19 73.1 19 12 63.2

sIS - p.p 11 8 72.7 17 10 58.8 9 4 44.4
'. -

OR - Com. 16 12 75.0 13 13 100.0 4 1 25.0

Cont. 2 30 26 86.7 25 24 . 96.0 11 9 81.8 .

Cant. 1 47 36 76.6 57 49 86.0 22 15 68.2

Total 169 121 71.6 179 146 81.6 83 54 I65.1.

~
q3
q~

31
-= ~

;1,.1. ~

~

~

~'i;~

.-; Lf

q, b
1-5"--
I~ 5'

.- -_.-. '. -.- - . . ~ ... -•..
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S.R.H.D.Proj.- V.A.S. 1980/8:

Table 3 :. Distribution of total and diarrhea specific child deaths

by calendar month

Months Total Deat:~ Diar~hea Specific Deaths

No. i. No. Co~.i. i. of total deat:hs

May' 80 26 5.0 18 4.9 69.2

June 36 6.9 27 7.4 75.0

July 73 14.0 57 15,6 78.1

August 61 11. 7 49 13 .4 80.3

Sept:ember 61 11.7 40 10.9 65.6

October 24 4.6 19 5.2 79.2

November 52 10.0 39 10.7 75.0

December 51 9.8 29 7.9 56.9

January' 81 39 7.5 22 6.0 56.4

February 31 6.0 20 5.5 64.5

March 43 8.3 34 9.3 79.1

April 8 1.5 3 0.8 37.5

Hay 16 3.1 9 2.5 56.3

Total 521 366 70.2

BEST AVAILABLE COpy
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Hay 1984

ADMINISTRATION: STRENGTHS AND CONSTRAINTS
by Jerry M. Russell, MSW, MSPH, DrPH

Management Advisor

The National Control of Diarrheal Disease Project (NCOOP) 1S 1n an un1que

position, administratively, to achieve its goal of reducing infant and child-

hood deaths related to dehydration. Because it is a new organization, operating

semi-independently from the governmental structure, it can determine how best

to organize itself to optimize its effectiveness. Furthermore, it can utilize

private as well as governmental resources to implement its program. Finally,

it has adequate financial resources to carry out its ambitious program.

I. Strengths

A. Strategy: The strategy of the NCOOP has been to coordinate and facil-

itate the work of existing organizations, governmental and private, 1n

imple~enting a national ORT program. It tries not to duplicate activities

these existing organizations already have or are capable of having. It

seeks to facilitate their work through training, grants, contracts and

supportive activities, such as mass media programs, conferences, newsletters,

provision of technical materials and research. Egypt is fortunate to

have an extensive health infrastructure, large numbers of health profess-

ionals, numerous private pharmacies, medical and nursing schools, univer-

sities, private research.. organizations, advertising agencies and pharm-

aceutical production companies. The Project has been able to work closely

with these organizational resources and has not had to undertake long-

term institutional development. Interest and cooperation has been ex-

cellent during the first phase of the Project.
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B. Structure: The NCDDP has a well-designed structure (Figure 1) which

facilitates its work. Within the framework of the Project Grant Agree-

ment between the Ministry of Health and the Agency for International

Development, policy is determined by a Steering Committee composed of

representatives of the Ministries of Health, Information, Education and

Social Affairs. Implementation is under an Executive Director, assisted

by Coordinators (Technical Directors) for Mass Media, Production, Train-

ing, Research, Evaluation and Coordination/Implementation. In addition,

there is an administrative section (currently without a Director) for

contrac ting, accounting, transpor ta tion, procurement, suppl ie s, typing··...

and personnel management.

One must also consider as part of the structure, the approximately

twenty contractors and grantees of the Project, as well as the many indi-

viduals who are used as consultants and trainers. By use 0 f these "out-

side" resources, the organizational structure of the Project maintains

a flexibility and expandibility to meet all contingencies, without locking

it into an unwieldy and costly institutional structure.

c. Resources: The NCDDP is fortunate to have sufficient financial re-

sources (US $43 million) to implement a national program without neglect-

ing any necessary activity. In addition, as has already been mentioned,.'
the Project has at its disposal the extensive network of hospitals, health

centers, pharmacies, universities, research institutes, advertising

agencies, television and radio stations, pharmaceutical production

companles and well-qualified individual consultants, both governmental

and private.
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Figure 1

NATIONAL CONTROL OF DIAR~HEAL DISEASE CAMPAIGN

ORGANIZATIONAL STRUCTURE

STEERING COMMITTEE
Chairman: Minister of Health

SECRETARIATE
Exe6titiv~'nir~6tor

1---"-1
CENrrRAL
ADMINIsTRATION
UNIT
Director of Admin.
Accountant
Equipment and

Supply Officer
Contract Officer

. Support Services.

TECHNICAL ADVISORS
Chief of Party and

t.'ledical Advisor
Management and

Organization Advisor
Health.·Education Advisor
Logistics Advisor

I
ru
{n
I

II

PRODUCTIQN- .. .

AND
msTR'IBu'riON
UNIT
I~~- .
Coordinator
Assistant ..

Coordinato' :

I

.TRA INING UNI'}
Coordinator' .
Assistant

Coorai~ator

GOVERNORATE
COORDINATORS
(Twenty-six)

I

RESEARCH AND
EVALUATION
UNIT
Coordinator
Assistant

Coordinato}

MARKETING
AND MASS
EDUCATIOn
UNIT
Coordinator
Assistant

Coordinator:
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II. Constraints

Phase I of the NCDDP has been one of testing and development. It should be

recognized, therefore, that many of the administrative constraints identified

below are the consequence of rapid development and the identification of

adminiscrative requirements for expension to a national scale. They are not

criticisms of the organizacion, but are recommendations considered to be

necessary for the smooth expansion during Phase II.

A. Direction: In May, 1983 the Minister of Health decided the give the

Executive Director the additional responsibility of Director of Health

for one of the governorates. This has resulted in the NCDDP having the

Executive Director available for an average of just over one day per week

for the past 12 months. This situation has severely hampered the func

tioning of the Project. By necessity, during his one or two days with

the Project, the Director was mostly concerned with administrative details,

such as signing of letters, checks and making personnel decisions. Tne

senior staff were unable to have more than a few minutes of his time to

discuss their plans and problems. Decisions of importance were frequently

delayed because there was no time to explain and discuss them with the

Director. The new Director, who will start the first of June, will be

available five days a week. It is hoped that this increased availability

will help to resolve---tnese-kfrob-l-ems';

B. _Personnel Management: Be fore the Project moves into a national implemen

tation phase, it is absolutely esential that a professional staff of the

highest quality be in place. Several issues appeared during Phase I of
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the Project which hampered the Project from completing this task.

1. Salaries: The Projec~ has not felt itself free to offer salaries

competit i ve with. non-governmental organiza tions. In some cases job

applicants have withdrawn their applications upon learning the salary

being offered. In two or three cases, highly qualified persons inter-

•
ested 1n working for the Project were asked to accept salaries from

one-half to one-third their current salaries. The Steering Committee

should, based on the urgency of reducing the infant and child mortality

due to dehydration, approve a policy allowing the Executive Director

to determine an appropriate salary scale based on comparable non-gov-

ernmental positions. As contract employees, Project personnel positions

will terminate with the end of the Project. Hoiwever, although long-

term security cannot be offered, attractive salaries will partially

compensate for this lack.

There is a special problem for governmental employees assigned

to work in the Project Directorate. They are restricted from receiving

from any project incentive payments exceeding 200 percent of their

governmental salaries. Since governmental base salaries are so low,

they are likely to receive considerably lower total compensation than

contract employees. This issue must be explored and a solution found

~hich will minimize the disparity and provide a real incentive to

governmental employees to consider working for the Project. Consider-

ation might be given to provision of non-taxable allowances or to

granting them. leaves of absence from the Government so as to work as

contract employees of the Project.

At stake are the recruitment and retention of qualified personnel,
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their morale and willingness to work as equal team members of the

Project staff. This is a most·serious constraint to the successful

implementation of the national project.

2. Complete Staff: During the first phase of the Project, several

positions were not occupied, were occupied by a series of different

people, or were occupied by persons who were unable to

. " work full-time for the Project. All required positions must be filled.

If part-time staff are hired, they will need eo have full-eime

and .competent assistants. The other staff must be

able to know when someone will be present so that they can make their

own schedules. The staff is interdependent and they rely on one

another to perform their respective tasks. Adequate salaries will

help in filling vacant positions, but it is also necessary for the

Project to take an early decision to actively initiate recruitment.

Existing staff will be greatly hampered in an expanding program if

key positions are left vacant. Positions approved by the Steering

Committee in March, 1983, which are vacant include the Director of

Administration, Contract Officer,Senior Accountant, and Assistant

Coordinators for each of the technical sections. In addition, there

are several administrative support positions which are required.

3. Personnel and Office Regulations: Personnel regulations/benefits

and office procedures must be clearly defined and available to all

staff. At the present time, these are not written. It is recommended

that an office manual be prepared, with copies available to every

staff m~mber. The manual should contan an organizational chart, job
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descriptions, personnal regulations, personnel benefits, procedures

for use of vehicles, for use of typis ts, for travel, and for obtaining

office supplies. It should contain copies of all Project forms, in-

cluding the travel request form, travel authorization, travel voucher,

lnvolce certification procedure and all pertinent instructions.

c. Financial Management: During the first phase of the Project, a number

of financial management issues have appeared. There have been serious

delays in issuing payments for Project obligation~; the budgeting and

accounting system will not facilitate subsequent evaluation of cost

effectivenessj and the organization of the financial management section

needs reV1Slon.

1. Payment of Outstanding Obligations: A major problem in this first

phase has been the inability of the Project to make prompt payment

of its financial obligations, both to its staff and to external per-

sons and organizations. When the obligation is to an external agency,

such as an advertising company, delayed payment causes hardship for

the company, delays in implementing planned activities, and negatively

affects the reputation of the Project, causing other companies to

become reluctant to accept contracts with the Project.
~

In the long

run, this may prevent the Project from achieving its objectives.

When the delayed payment is internal, such as the payment of

salaries or reimbursement to staff for travel, there is a negative

impact on staff morale. They become reluctant to leave the office

for field work and bad feelings develop among them. One can expect,

if this continues, for there to be high turnover rate among Project
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employees. They will seek other employment and new employees will have

to be recruited and trained. It will become extremely difficult for

the Project to achieve its objectives.

Actions which will help to resolve this problem include the

following:

a. Voucher Performance Certification: Each Project Coordinator

should be responsible for certifying that services or commodities,

for which invoices are received, have in fact been received or per

formed in accordance with a Project contract or procurement issued

by his/her section. When an invoice is received, the accountant should

immediately give it to the appropriate Coordinator for this certifi

caeian. Ie is noe ehe accounting section's responsibility to make

performance determinations.

b. Verification of Fund Availability and Calculations: After

performance certification by the appropriate Coordinator, the Accounting

Section should verify that funds are available under the appropriate

procurement account and that the mathematical calculations on the

~nvo~ce are correct. This will require that all procurement orders

and contracts be numbered and that accounts be maintained so as to

show exactly how much has been spent and, consequently, how much

remains available.

c. Prompt Payment: According to the AID Project Grant Agreement,

all financial obligations using AID funds must be paid within 30 days

of receipt of the invoice or the vendor notified as to why payment

cannot be issued. The Project should adopt a policy of issuing all

payments within five work-days of receiving the invoices. The only

exceptlons should be incorrectly submitted invoices or invoices for



-8-

work not completed according to contract. In these cases, the appro

priate Coordinator should be informed and requested to notify the

vendor.

Z. Budgeting and Accounting System: The present accounting system

responds to the requirement of AID to account for expenditures by

its traditional "resource-based" or "input-based" budgeting system.

The budget and financial statements show the amounts allocated for

such items as personnel, commodities, travel, etc. They do not show

the amounts to be spent for each of the major program activities such

as mass-media, production, coordination, research, evaluation and

administration. The Project submitted its budget proposal for FY

1984 in a format which would allow both types of expenditures to be

shown, but AID recast it into its own format. AID divided the budget

into two overlapping and unclear categories titled: "Operational

and "Program" expenditures. Because this is the way AID requires

the Project's monthly invoices to be submitted, the Project has retained

its accounts using the same categories.

It is recommended that both the budget and accounting system be

revised to enable the Project to report and evaluate the costs for

each Project activity or objective. Because this is the first national

program of its type, .it is important to document how much is required

for each type of activity. Simply indicating how much has been spent

on transportation or personnel will not adequately reflect what has

been done, nor how much it cost.
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3. Accounting Section: Already indicated is the need for the Project

accounts to be maintained so as to show expenditures by major type

of activity. Also recommended has been the need to institute a system

of numbering all contracts and procurement orders so as to easily

management the certifications and attributions of LnVOLces. To man-

age the Accounting Section, a university trained and qualified senior

accountant should be recruited. With the present two bookkeepers,

this should provide the Project with a greatly strengthened system

for financial management. The Project will then be able to obtain

various financial analyses which are currently unavailable.

D. AID Approval Process: According to the Project Grant Agreement, AID

has the right to approve all major expenditures, including the supporting

ducments such as the Request for Proposals, Invitation. for Bids, draft

contracts and final contracts. During Phase I this approval process has

varied from one day to more than two months. This has caused the Project

serious delays and introduced difficulties in negotiating with potential

contractors who, on occasion, seemed to believe the Project was purposely

introducing delays for some ulterior purpose. These approval delays,

corr.bined with the payment delays already mentioned, have not contributed

to the Project's reputation for dependibility. AID is aware of this
•

difficulty and has begun consideration of ways to facilitate the approval

process. This should be supported and implemented as early as possible.
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May 1984

PRODUCTION AND DISTRIBUTION OF
REHYDRATION MATERIALS IN 1983-1984

DR. HOSNI MAHROUS

I. PRODUCTION

1. Objective to assure the availability of oral
rehydration salts/solution (ORS) allover the year
for both Ministry of Health (M.O.H.) and the
private sector, either as powder, pre-mixed
solution or any other formulation to help the
objective of the project according to good
manufacturing procedures.

2 • Est~blishing a quality control system for
post-production-of the ORS; quality to assure
validity of the product during the shelf life.

the
the

3. Development, implementation and evaluation of
special projects to determine the feasibility of
alternative or supplementary packaging (for
example: ready-to-use ORS), the possibility of
making a one-unit dose tablet - one tablet for 100
cc. -, the use of rice powder in the ORS formula,
or the use of citrate instead of bicarbonate to
give a more stable ORS.

4. Production of physiologically correct intravenous
fluid.

5. Production or purchase of ancillary rehydration
materials.

STRATEGY

1. Calculation of market size and market potential in
our calculations. We assume the 1984's end
population to be 48 million and our target group,
the under threes, comprise 10% of the population,
i.e. 4.8 million children. 20% of 4.8 million
children may need to be seen in hospitals or M.O.H.
clinics and 30% of 4.8 million children to be seen
in the private clinics or going to the pharmacy for
advice; if we assume in the former that the child
will be rehydrated in M.O.H. units using the INICEF
packets, and the mother will take three packets of
5.5 gm. for maintenance, the calculations will be:
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20% of 4.8 million
at M.O.H.

960,000
x 3

= 2,880,000 packets 5.5 gm.

30% of 4.8 million
at pharmacy or clinic

1,440,000
x 10 (market packaging

size)
= 14,400,000

Total market needs
for 1984

= 17,280,000 packets

These estimates accurately reflect current usage of
home remedies only in 50% of cases. They will be
underestimates if the media campaign convinces
mothers doing home care to buy ORS. But this may
be offset by the fact that 60-75% of cases are in
under i-year olds, 90% in und2r two's. In any
case, actual need and sales will be closely
monitored.

2. A contract has been signed with Chemical Industries
Development (C.I.D.) Co. for the production of
16,000,000 packets 5.5 gm. starting June 1st up to
the end of the year according to the attached
schedule, and they cover the market need for
April/May with their current 5.5 gram product,
Rehydran, producing 1,750,000 packets.

C.I.D. is the only company with the capacity to
produce the 1984 needs, and during the year they
can increase their capacity to reach 20,000,000
packets. In C.I.D~ plans for 1985 they want to
increase the production capacity to reach
50,000,000 packets per year.

3. In addition other companies are highly interested
in producing the ORS, but they have no capacity for
the time being. To assure good product quality
across time - stability we will collect some
samples from the pharmacy, distribution stores, and
the Ministry of Health Units to be tested
periodically. We have started our negotiations
with the National Organization for Drug Control and
Research (NODCAR) to set up the followup and
evaluation system.

Our plans during 1984 for the new
begin by making a standard citrated
each tablet for 100 ml of water.

forms of
tablet
Market

ORS
form

and



clinical tests will be done, but in the end we
intend to use only one product.

The addition of rice powder to the ORS formula will
be tested in one of our cooperating hospitals
during 1984.

4. A highly successful trial of 3 poly-electrolyte
intravenous solutions for severe dehydration
indicated one of them - with slight modifications 
should be produced for major hospitals this summer.
Contract negotiations are underway with El Nasr Co.

5. The medical company for packaging is mass producing
the special mothers' chair, hundreds of which are
already sent to M.O.H. and University hospitals and
clinics. Sherif Co. is mass producing one million
standard 200 cc plastic cups (with the product logo
printed on it) and plastic spoons. The cups and
spoons will be given to pharmacies for free who
will sell them for 5 piasters with the ORS packets
- a good incentive for both ph~rmacist and mother.

The project is purchasing and distributing 8-liter
containers for rehydration centers, and nasogastric
tubes, butterfly needles, infusion sets.' An
inexpensive ($39) 20 kg dial-face spring scale will
be imported from the U.S. with an infant cradle and
used in major centers. They have been tested and
perform well.



PRODUCTION SCHEDULE OF ORS DURING 1984
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C.I.D. PRODUCTION 1983/1984 FOR ORS
5.5 gm PACKETS

Month PRODUCTION Remarks

1983 1984

January 312,000

February 207,500

March

April 26,500 500,000

May 1,250,000

June 721,500 2,000,000

July 1,251,200 2,500,000

August 475,500 2,500,000

Sel?tember 282,800 2,500,000

October 173,700 2,500,000

November 947,700 2,500,000

December 777,700 1,500,000

Total/year 6,176,100 17,750,000

290% increase for 1984 as result of I?roject requirements



II DISTRIBUTION

Based on last· year's experience with ~ublic sector
distribution to assure the availability of the ~roduct

allover the country in 1984 we leaked for a ~rivate

sector com~any which has a good coverage for all
pharmacies. The contract has been signed with Middle
East Chemical (C·1.E.C.). It is a private sector com~a:1Y

for distribution and they distribute for Squibb Com~any,

Bristol Myers Co., and Johnson Wax. They have five
branches and more than 25 vans. They have 50 salesmen
covering all Egypt. Each salesman in his area ~ays two
visits per month, at least, to the pharmacy. M.E.C.
will submit monthly re~ort including sales, area
coverage, pharmacies visited, and this can help us very
much in the evaluation of our campaign.

III MARKETING

In addition to ~oint-of-sale displays and standard
project cu~s we will use 30 medical representatives
doctors and pharmacists - to explain ORT and diarrhea
care to practicing physicians and pharmacists.

IV PROBLEtvlS

1; How to mix the ORS in a proper quantity of water is
one of the major problems we faced in the market,
and many hypernatremic cases have been received in
the hospitals. To solve this problem we will give
a very clear message to all target groups in how to
mix the ORS (5.5 gm per 200 cc water); we will
distribute a measured cup of 200 cc + spoon in
M.O.H. units free of charge.

2. The availability of t·....o dosage forms 5.5 gm and
27.5 gm can confuse the mother and we cannot use
one message for mixing ORS, so we l:ecommend the
availability of one dosage form, the 5.5 gm packet,
because it is easy to mix, easy to find a measure
of 200 cc, and there is less waste and
contamination.

3. The pharmacy profit is one of the most important
factors for .9romoting ORS in the pharmacy. We try
to increase the pharmacist's profit in two ways:

a. Distribution of cups and spoons, free of
charge to the pharmacy, to be sold to the
mother for 5 piasters, one spoon and one cup
for each box of 10 packets. This will
increase the profit margin to 30% which is a
very good margin compared with the other
pharmaceuticals used in the pharmacy, and at
the same time will assure the proper mixing of
ORS.



b. Payment facilities for the pharmacy will be 60
days. This encourages the pharmacist to
stock more than one month's needs and avoid
the out of stock situation in the _pharmacy
during the month.

OBJECTIVES

A~uring ORS availability and production

1984
1985
1986
1987

16,000,000
35,000,000
45,000,000
60,000,000

Establishing quality
post-p~oduction of ORS

control system for the

Development and evaluation of
determine the feasibility
supplementary packaging.

R-T.U. ORS
Tablet form
Addition of starch

MARKET SIZE

special projects
of alternative

to
or

1984 end population 48 million

10%

20%

Target group - under threes

of target group seen in hospital

each mother given 3 packets
(5.5 gm) for maintenance x 3

4.8 million

960,000

2,880,000

30% of target group seen in private
clinics. Each case ask for one

--------- box of 10 packets (5.5- gm) x: 10 14,400,000

TOTAL NEEDS

DISTRIBUTION

Middle East Chemicals

5 branches
50 salesmen
25 vans

17,280,000
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Private Sector

PRODUCTION OF ORS

BY

CID DURING 1984

M.O:H.

12,000,,000
packets of 5.5 gm

4,000,000
packets of 5.5 gm

To be given to
the mother for
maintenance at
home, average
3 packets/case

2,000,000
packets of 27.5 gm

(UNICEF)
For use in Health
Units only

Production of ORS 5.5 gm packets will start in June 1984

We recommend that UNICEF start negotiations with CID to change their package
to 5.5 gm to be available during 1985 in the health units

CID will continue the production of 27.5 gill packets for the supply of MOil for
the year 1984

crD cover the market needs for April/May with Rehydran



ESTIMr-\ TED DIARRIIEI\L RELATED DEATHS

IN CHILDREN UNDER THREE YEARS OLD, BY MONTH~

39,000
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* 1984 year-end population estimated to be 48 million. The under three
year old population is estimated to be 10 percent of the total pop~lation,

or 4,8 million. The American University in Cairo (AUC) found in
its Menoufia study, the diarrheal related ceaths in under three year olds
to be 38.6 pet 1,000 children. If thi s rate app1i"es nat ionall y, there
will be,18S,200 such deaths in 1984 ..
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Guidelines for Establishing and Operating

a Rehydr~tion Center

I. THE CONCEPT Of A REHYDRATION CENTER

Dehydr~tion is the 1~r3est killer of children in E3ypt. Each year
m~re than 150,000 E9vptian children dle from dehydr~tian dlJe to
di.:rrr.he:3. Most ot these chlldr~1n need Ilot die. They_ C·:ln be =..~'v'e,:l
throu3h rehydration with an electrolyte solution. We now know th~t

all but the se~~rest cases can be rehydr3tcd quickly, simply and
effectively with an electrolyte solution administered orally.

Because up to 70% of the children seen in health facilities in
E9ypt a~e ~ufferin9 from dlarrhe~ and show signs of dehydration~ all
health f~cilities serving childronshould pl~ce s~ecial emphasis en
r e h 'i d r ·3 t ion bye s t .'3 to lis h i n'3 ·3 ,r.~:~.:':LY..!~J:,:2.:~d:_9D. .t;_(;1E'_~.?.r. .•

The purpose of a ~ehydration center is threefold:

1. Io provide specially trained staff to di33nose
dehydration and determine the appropriate treat
men'~ ;

2. To provide a place where the initial rehydr~tion

can be done on-site under the supervision of
trained staff; and

3. To provide ~ place where mothers can be tau3ht
about dehydration, how to properly mix DRS and
how to 3ive it to their children •

.
;
I

,
i
I

i

II. ESTABLISHING A REHYDRATION CENTER

!" Between 90 and 95% of the children saan at the rehydration center
sufferin9 from dehydr3tion from diarrhea will be 900d candidates for
oral rehydr~tion.

The child determined to be in need of oral rehydr~tian is kept in
the center from 2-4 hours (or until the initi31 rehydration is accom
plished) durin9 which time the mother ~dministers the DRS ~nder th~

supervision of the st~ff. In addition to therapy, the mothers ar~
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9iven education that will help her care for the child durin3 the
current bout of diarrhea and to prevent subsequent c~ses. Upon
discharge, the mother is 9iveh" eilher a prescription for DRS p~ckets or
the packets themselves to enable her to m~intain hydration in the child
u ntil the cur r e rl t b0 1.1 t a f d i ·1 r r he·') sub S 1 des • Mot her S .J r ~.~ e nco 1.1 r .") '3 e oj t a
return to the center if the si3ns of dehydration return in spite of
givin9 the child the ORS at home.

Not all children who are conscious are able to t3ke ORS by mouth.
Some children vomit tao frequently. Others are conscious but are too
tired to drink. In seme cases, the child with diarrhea needs sleep as
well as rehydratio~; in others, it is the mother who h~5 oeen awake
carin3 for her child who needs the sleep. In such cases, rehydration
with the or~l rehydration solution using a naso3astric tub~ is the
appropriate method of therapy.

N;:tso'3.Js.t.ric !'ehydr:~ticn should be limited to those f.3cilities
where trained staff are ~vailable.

Ihe treatment area for nasog3stric rehydration should be
separated from the treatment area for oral rehydration but should be
adj~cent to it or close by. In facilities where space is limited~ the
treatment area may be divided into sections--one for oral rehydration
and the other for nasog3stric.

Intravenous rehydration is the treatment of last resort rather
than first resort for children sUfterin9 from dehydration from
di~rrhea. It should be reserved for the small percentage--usually
about 5%--who show signs of severe dehydr~tion.

Because they are the recipients of referrals of the more
cases from other facilities, all hospital-based rehydration
should have intr~venous rehydration available to those c~ses in
parenteral rehydration.

ser iOl.ls
cerlter';:;
rleed at"

Ihe treatment ~rea for intravenous rehydration should be in a
separate room from the treatment area for oral rehydration. The intra
venous tre~tment are~ and the naso9astric treatment area may be
comtl ined.

Ihe
th.3t h."3s
physic."311y

space assisned to the rehydration center should be an area
been specifically designated for th~t purpose and is

5 e p."3 r .:) ted fro III a the r 1.1 nit sin the f:~c i 1 i t Y.

The exception to this is the small, rural
limited space. In these cases, the rehydration
carried out on 3 porch or in a garden.

health center with
activities may be
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, The location of the rehydration center is very important. It
should be loc~ted in a place that is hi3hly visible to patients usin3
the facility for other health care needs so that they become aware 2f

. --.its· e::isterlce::lrld 'seek' it- -oijt' ·wher.·· trH?lr" chlld come'3 dowrl'with'
diarrhea. It should also be easily 3ccessible from the tria3ing unit
so that mothers c~n proceed directly to the center with a minimum af
confusion to themselves and .disruption to the functionning of the rest
of the f::'Icility.

Locations that meet these criteria, in priority order, a~e:

o Adjacent to or near the emersency rcom since the rehy
dration center, like the emergency room should be in
operation 24 hours a day

o Adjacent to or near the outpatient clinic

o Adjacent to' or'near the pedi~tric section

In choosing the location for the rehydration center,
factors should also be considered:

o A location on the first fleor provides •••

other

o The location should be near a we in order that it can be
used by the mothers when needed and also sa that the
mothers can wash out the babies clothes when they become
soiled

o If possible, the center should be located near a place
where accompanyin3 children can play and other family
members can wait since the mother and dehydrated child
may remain i0 the center for as lon3 as 6 hours.

a. Minimum squ~re footage

b. Additional space requirements
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.. ~. _0 • ____

Adequ~te ventil~tion ~nd temperat~re control is e5senti~1 in the
r e h y d r :~ t ion c e rl t e r • I nth ~? S I.! mille r, the t e 1\\ per .') t 1.J r e C11-1 e :) <.: i I ~J r e ·1 c h 4 t)

d e '3 r eesce n t i '3 r :3 .j e • Chi 1 d r e rl . i nthe c e rl t e r ,J r e :3 1 r e :':} dy de h;/ rj l' .3 t e .j ,J n d
remaining in ~ hot room with stagnant air will stimulate perspir~tion

and th~s a39rav~te dehydration. TherQfore~ the center m~$t have the
ability to maintain the temperature below 35 de9rees centigr~de with

.adequate ~ir exchange. Eq'.Jipment needed to meet this objecti~e is
either an air conditionin3 ~nit or a ceiling fan.

a Air conditionin~ ~nit

An air conditioning ~nit is the preferred method of ventilation
and temperat~re control, e5peci~1ly in ~reas where temper~tYres

consistently reach 40 degrees centi9r~de. Centers installing air
conditioning ~nits must be entirely closed in, preferr~bly ~ir ti3ht,
in order for the air conditionin3 ~nit to operate effectlvely and
efficiently.

o Ceiling f,3n

A ceiling fan is an acceptable altern~tive in
cooler. If a fan is ~sed, the room should be set up in
the children bein3 rehydrated are placed between the
window or doorway so that they may receive the m~xim~m

.. f I' am the f .') n •

,3re,3S which .3re
s I.J C h .;) w.~ Y t h :~ t.
f.3n ·1nd ·3n open
cooling effect

A sink with running water sho~ld be ~vail~ble within the canter
itself sq that both personnel and mothers can w~sh their hands after
handlin3 the children and before preparin9 the oral rehydration
solution. The center itself should be ~ model for 300d sanitary
practices and thus for diarrhea prevention measures.

In centers ~hich are not air conditionned,
sity to keep out flies.

screens are a neces-

Mothers ~ill spend sever~l hours in the center rehydrating their
children and therefor the center should be ~ relatively attractive
place to be. W~lls should be in good repair and painted a light color.
The walls m~y be decorated with pictures or educational posters.,
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o Balance--This is used to wei3h the child before rehydr~

tion be3ins, periodic31ly during the rehydr~tion process
·3 nd b e for e ,j i s c h .;'1 r '3 i n'3 t h P.. p.3 t i eo n t t 0 '3 ·Ct IJ I.~ (~ the ·3 m0 IJ n t
of rehydration tha~ has actually taken place.

o 200 cc. gl~sses--Plastic glasses measurin9 exactly
exactly 200 cc. and bearing the ORT logo are ~vail

able throu3h the project. The center should haJe a'
sufficient number of these glasses an hand to cover. .
the peak summertlme load.

o Mothers' chairs--These 3re school desks with the
writing arm on the ri9ht-hand side. A hole has
been cut in it to hold the glass and prevent it
from spilling. The mother's chair w~s designed
so th~t the mother can hold the child in the
correct position in her left arm and feed the
child with ~er ~ight_h~~~~

o Benches--Benches may be provided in addition to the
mathers' chairs since some mothers prefer to sit
cross-legged on these benches when feedin9 their
child.

o Mixing vessel (1 litre)--If the center has a supply
of the UNICEF 27.5 gram pack~ges of oral rehydration
salts, these packages should be used tor bulk miiing
of the solution for on-site feeding. Bulk mixing
requires a mixing vessel of at least one liter capa
city~ preferably 8-10.

o Mixin3/Demonstration Table--In Most rehydration
centers, the staff prepares the oral rehydr~tion

solution in volume for the mothers to use for on-site
rehydration. The proper procedures for mixing the
5.5 gram packages should be demonstrated to the
mothers since this will be the p~ckase that they
~ill be preparing at home. A table should be placed
in the center for both of these p~rposes.

o Coleman (Thermos jug)--This is used to store a~d dispense
the DRS irl the center_.__I_t_C-.:=tD -9J_SO serve ·3S the mi::ing
vessel

o Thermameters--Children who are feverish should have their
t e mper :3 t IJ r p. 5 t .:1 ~. en i nor d e r to rj e t e r min e w11 e the r ,j r IJ '3
theI'--:lpy is c.:1l1I?d f(H or '"Ihether '5teps sholJld be t::d~.erl

tor e d lJ C e the chi 1d's t e III per ::1 t IJ r e •

o Stor~ge shelves or cabinet--A storage cabinet or
s tor :3 9 e she 1lIes 1.3 r 9 e en 0 IJ 9h to h 0 l,j t h f.? p::\ C k ·3 9 e:;
of rehydration salts, the c~ps and spoons, and teach
ing materials will be needed.
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o Sign--To clearly identify the rehydration center, ~

si9n is necess3ry. The 513n should be X in
metal or wood, painted in black and white u$in~ a
'30 Q d q IJ.:::I lit Y P.:1 i n t . TO.1 i oj i rl t' f? C C 3n i til) rl, t ii e ~ i '3 n

should include the ORT 1090 so that the mothers can
associate the center with the media promotions and
the pscka3es af rehydration salts available from the
ph;:H m."3ci es.

o Treatment Chart--At least one treatment chart, written
in Arabic should be hun9 an the wall of the rehydr~tion

center so that the staff may refer to it a~ necessary.

a Teaching materials--A variety of audiovisual materials
and props should be readily available in the center to
teach mothers how to mi~ the oral rehydration solution
and feed it to their children. At a minimum~ "teaching
materials should include:

A 200 cc. 91ass with the ORT 1030 on it to show
mothers the ideal 9lass in which to mix the
rehydration solution

A variety of si=es of 9lasses found in the home to
show the mother what is m9ant by a 200 cc. 3lass

A variety of empty soft drink bottl~s to shaw mathers
how to calibrate the 31asses they have in their homes

A flip ch.:3I't for te::H::hin3 mothe·rs how to mi:: the 01'·:11

rehydration solution and ~dminister it to their
children (This flip chart is currently belng devel
oped by the NCDDP)

2. fj~;1!1j·._~~_i~Qr!~~_~._g..q~~_~.2_~t.~r!.!~_ tt~~£_~_~.§~~£.~r:_ *:_91:_ ~~[L~_~£.~_ ~~!~_t.rLtj_ t~~~~~g.3.:~_~_~_x:'._;._~ .
.rt~_tLY..!tr.~~.~j.g_Q.

a I~ble or beds for the child

o Stand with hook to hold the bottle of DRS

3. ;_q!:.JJJ.t~L~.r.Lt_t!§:.s.§L~L'?~]I.:.Y._f.SLI...._ .Q_9.J.r.L~L JnJ.c;l.y'.g.CL9..!d.?_ g~l}~t~~tr:.~;LLL9.r!- tn.
):tQ_?JtL~::LL:_~.a.'iL~LK~..tLY.~~.r..;~_~_~_Ll!:L[;..'?!....t~.L'2.

o Table or bed for the child

o Stand with hook to hold the IV bottle

BEST AVAILABLE COpy
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a Cart or table far supplies

4. .?'.P'.~_~j..~)._.;.9l:Ltr..mg[!.t_.tI::Lr.._~~D.A.y. ..~-f._:::..L~-,1._:_~.;],,}.L~~~ ... Bg..l:L't~.!tr..;::l_~j.g.[L.r;~D~~_~ ..r:..~.
P.9.J.J.!.'3_ g~~..?ft.~~.ts.JJ.

a flame photometer

a Microscope Binocular

a Micro Haematocrit

a Pocket Calculator

a Scale sensitive to 5 grams for weighing diapers

a Rehyd~an or Mahloul Moalget al Gefef (5.5 3m packets)

a Oralyte (UNICEF) 27.5 gram packets) for use at the
center only

a Glasses and spoons

o Register book

a Nasogastric tubes

o IV bottles

o Plastic syringes

(pedi::1t~ic)

3. e.!.~~tt..}.J._9.f.!..?J._ ~.!d.P..P.J.J_?2_ ~~.s~jL? ..~_t_Y.._ tQ.I:._ !:J.9..21LL~~..:'LL::.~~?.:~_~~~_ h-:~i.J.!_t:.s_r:.2.

J}.Q_t~~_'3._J.D_!~_t:~_~L~.r.'!.Q2:L~._It~ ..lJ:i.!;Lr.,,2Jj.9.D.

a Spacial intravenous solution

o SC.'31 P need 1 es

o Straight needles

o Infusion sets

o Syringes

o Alcohol cotton
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o T.'3pe

4. ~.p.~~_9...L]_L_ ?!JQ.P.J.J.~.?_ L9._~._IJ!.!-Ly.!?.r .•~.Lt~I._:.~;~.1:3~:L R.D..Q~I.~:.tJ::.;].t:J.9.f.!_ !;'';~f.!.~~£U~...?.
P.9._t':)_':LJt~~.~~::!.r..~_t'.

o Uri~e coll~ctors

o P1a$tic-b~cked disposable diapers

The physical lay-Q'Jt of the ce~ter of the rehydratio~ center is a
critical factor i~ the efficie~t operatio~ af the ce~ter which in turn
h.'3s ..;} imp .':1 c t, a rl ~ 0 0 d P .;} t, i e n t e·:, r e • r1"1 .J 1..1 e 11 l:;j i d Q IJ·t C C r, t ~ r • t i. e
supervi~ar a~d staff have better co~trol over the flow of patients and
can assure patients receive the care they need in a timely f3shion.
Prom the staffs point of view~ a well-co~tra11ed center is an easier
a~d less tiring place in which to work.

I he 1.;\ y - 0 IJ t 0 f the c \~ n t e r c .'3 n b t? t h () u '3 h t, 0 fin t e r m$ 0 f .~~.g.r.-'~..
~Lt~.t:_L9.!.!.'?., 5 e p.'3 r .;) t e :3I' e .J 5 IN i t h i nth e c e n t e r wher e s pe c 1 f i c t .'3 S \t.. s .;3 r e
performed. The followi~3 work stations are recommended fer rehydratiorl
c€:'nters:

1. Intake--This is the work station where the patient will
30 immediately upon enterin9 the rehydration center. It
is here that the mother will present their referr~l

slip. The patient will be re3istered a~d tria3ed (that
is, their degree of dehydration assessed and method of
treatment decided on).

This work station should co~sist af a table or desk en
which is placed the Re9ister Book ~nd the b~lance. There
should be enough space on the t~ble to pl~ce the patlent
while her or she is bei~g ex~mined ~nd still nat inter-

- - - .fer e wit h the 0 the r' t :3 S l~. s b e i rl3 c .:} r r i e d 0 IJ t .'3 t t h ': W0 r ~~.

st.3tion.

The table should be place either directly outside or
d i"r e c t 1yinsid e the door 0 f '\:. h e C ii:' rl t e r. r t s ha IJ 1d be
positioned in such a way that, on a busy day when are
lining up for intake~ the line will nat interfere with
the moveme~t of staff or patients in and out of the
center.

The intake work station is ideally be staffed by both a
doctor and a nurse.

2. Ire3tment Area--This work station will t~ke up the
majority of the space of the rehydration center. If
center provides ~asogastric and/or intravenous rehyr3
tion as well ~s oral rehydration, there should be a sep-
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~r~te treatment ~rea far or~l therapy.

In the treatment 3rea for oral therapy, the mothers'
chairs or benches should be pl~ced around the outside
of the ream facin3 inward. This le~ves the c~nter af
the room completely open. Such an ~rr~n3~ment m3~ be
to be ~ waste of space but it serves sever~l very use
ful purposes. It allows the staff to move freely around
the tre~tment are~. It also allows the st~ff member
supervising the treatment ~rea to do se from almost ~ny

location within the room. It also ~llows the mothers to
see the faces of other mothers and watch what they are
doin3; it encouiages interaction between mothers.

The t r e .'3 till e rl t .'3 r e .'3 for i n t r .'3 veri 0 I.J S .!1 rl d rl."3 s 0 '3 ."3 5 t ric • • . .

3. Mixing Are~--The mixing area should be located in the
area where running water is available. Mixing should be
done on a fl~t surface where the packets of DRS c~n be
counted and laid out •

Mixin'j is a critical task sait is important to lecate
this work station in a place where the person doing the
mixing will not be distracted during the task. If the
mi:-~ e rID 5 esc 0 u n t 0 f the n umb e r 0 f P·3 C lu? t sused, the
solution will be too weak or too streng.

4. Dispensing Station--Ihe dispensins area should be located
in the same reom as the treatment area, either an one
side or in the center. It should consist of a table on
which the Coleman (thermos) of DRS is placed.

5. Supervisor's Station--Ihis work station consists of a
on which a nurse sits to supervise the mothers as they
administer the DRS to their children. It can be located
either on one side of the treatment area or in the center
of the room. The dispensing station and the supervisor'S
station may be combined.

6. Teaching and Demonstration Station--A pl~ce within the
treatment area should be designated for te~chin9 mothers
~bout diarrhea and dehydration and training·them to mix
the ORS themselves. for this, a table is required. It
should be placed so that it can be seen clearly by all

.. --Qf' the ··mothers.·· This' st:iiti6r! -m.31"- be" c"(Jmt'lned 'with t.hr: ---
dispensin3 and supervisor's st~tion.

7. Exit Interview--This is the last work station is the re
hydration center. It should be placed so that all
p:; tie n t s m~:L~_~. s top the r e :3 5 t h l? Y 1 '"~ ."3 vet h e c e n t e r .
This means that is must be located either directly in
side or directly outside the door of the rehydration
center, near the intake station so that the Re3istcr Boo~

can be consulted. In centers that are net very busy, the
exit interview can be combined with the int3ke station as
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long as the line of incoming patients can be kept
separat~ from the line af patients who are le3ving.

Several sample lay-outs are incl~ded in Appendix __ to show how
these stations c~n be or3ani~ed for rehydration centers in different
kinds of facilities and of different sizes.

1. Hospital-based:
·:311 tr·1ine,j.

staff sho~ld be dedicated to the center,

a. Staff Composition

o Ph y ,:; i c i .:;} n s

At least one pediatrician trained in all aspects
of rehydration therapy

a NIJr ses

The n~mber of n~rses necessary will depend on the
n~mber of patients seen each day in the center.

0-10 patients per day

10-20 patients per day

20-30 patients per day

more than 30 patients per day

o Accessory personnel

b. Role of Pediatrician

1 nurse

2 n'Jr ses

4 nurses

o Intake--Ihe pediatrician should do the initial
·3 S5 essment of the ,:h i 1d an,j dec i d Po 1.1 po n the
appropriate method of rehydration

o Reassessment--The pediatrician is responsible
for reassessing the condition of each patient
periodically, at least every two hours

o Supervision--The pediatrician is responsible
for supervising all other physicians and nurses
to ensure that they are carrying out the jobs
assigned to them

c. Role of the Nurses

o Intake--The nurse should interview the Mother and
enter all of the data in the Register B~ok. The
nurse should weigh the baby and record its weight.
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o Mixing ORS--TI1e nurse should be responsible for
mixin9 the DRS and keeping the Coleman (thermos)
replenished.

o Dispensing--The nurse should be responsible for
dispensing the DRS. The mother may b~ ~llowed

to help herself to the DRS each tim~ the child
finishes a cup blJtthe nurse is always responsi~

bl~ for keeping track of how many cups the child
h~s received.

a Supervisi~9--The nurse is responsible for making
sure that the mothers are administering the ORS
correctly. She'should watch for the follOWing:

--The child is being held in the
correct po~itian

--The DRS is being administered at
a rate of one teaspoon per minute

--The child is not breastfed until the
initial rehydration is accomplished

--The child is awakened to continue
rehydration if it falls asleep

If the nurse observes that any mother is admin
isterin9 the ORS incorrectly, it is her respon
sibility to correct the mother and demonstrate
the proper technique.

In her role as a supervisor, the nurse should
~lsQ be the eyes and ear of the doctor. If she
hears or sees anythin9 relevant to the treatment~

she should inform the doctor. Por instance, if
in her discussions with the mother she learns that
the mother has been given incorrect information by
another doctor or a ~harmacist, she should notify
the center's doctor 50 that he or she can correct
the misinformation. Also~ if she observes a child's
deteriorating condition, continued vomiting or
frequent diarrhe~ while the doctor is not in the
tre~tment area~ it is the nurses responsibility to
report the~e to the physician immedi~tely.

a Educatin9 Mothers--The nurse should be trained to
te~ch mothers about diarrhea ~nd dehydration,
the mixing of DRS and the prevention of diarrhea
using tMe protocol in this book. She should hold
at least one group session each day and do indi
vidu31 teachin9 if a mather misses the 3ro'JP
session.
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o Exit Interview--As the patient le~ves the rehycir~

tion center, the nurse is responsible fer recording
the number of cups of ORS the child has t~k~n~

weighing the child and recording the wei3ht, 3ivin3
the mother packets of eRS to t~ke home (if this is
the c~nter's policy), ~nd reviewing the directions
for mixin3 the QRS with the mother to be sure she
understands them.

2. MCH Centers

o All personnel mu~t be trained

3. Urban Health Center-based

o l trained MD

o All nurses must be trained since they will sh~re the
responsibility of workin9 in the center

4. Rural Hospitals

o 1 physician

o 3 nurses ( 1 per shift)

5. Rural H~alth Center

o 1 trained ?hysician

o All nurses must be trained since they will share the
responsibility of working in the center

G. Rural Unit
o

The National Control of Diarrheal Diseases Project will prOVide
all cooperating rehydration centers with a kit of m~teri~l needed to
open a rehydration center for doing oral rehydration therapy. The kit
contains:

o Cups and spoons--Cups and spoons will be provided to the
rehydration center for both on-site rehydration and for
distribution to mother along with the packets of ORS.

o Mothers chairs--according to the space allocated
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o Tre~tment charts--The st~rtar kit includes two large
w~ll charts, one in Ar~bic ~nd on in En31ish, describing
the correct tre~tment for dehydration. The Arabic
chart is to be hun3 in the r8hydr~tion center. The
placement of the English version is optional. It may
~lso be placed in the centar or it may be hun3 1n some
a the r p l .1 C e IN her e i t IN ill b e s e "" n b y at her I\l(~ mbe r s. 0 f
the facility's staff such as the staff room or the
directcr~s office.

o ORT buttons--l lapel button containing the ORT 1090 will
be provided for ·each of tn0 trained staff members iden
tifyin3 them a5 a person who can provide inform~tion

about or~l rehydration.

o Si9n--metal~ with the 1030 identifyin3 the room as the
rehydration center for children with diarrhe~

o Teachin3 materials:

-- Plip Chart (as soon as it is developed)

o Scientific articles for staff education (also Hopkins
in En91ish and in Arabic

o C:alend::n

o fouad 81 Mohandis tape

AppendiX __ shows the quantity of each of these material provided
i ntheSt .3 r t e r ~(i t :a ceo r din '3 toth e t y pe 0 f f ·3 C iii t y ·3 rl oj the e :.: pel: t. e d
number of patients.

III. OPERATING THE REHYDRATION CENTER
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The r e h ydr ·3 t i a rl c e rl t e r' s ha u 1d be Q perl 2 <\ ha IJ r s a oj ,'3 Y

1. Intake Procedures

Oral rehydr3tion is indicated in almost all cases of dehydration.
As long as the child is strons enough to drink, oral rehydration is the
treatment of choice.

NaSo33stric rehydration is indicated in the followins cases:

a Child is too we3k to drink

o Child vomits more frequently than four times per hour

Nasogastric rehydration may be performed in a health center
bl.Jt on 1y by

Intravenous rehydration is necessary in less than 10% cf the
cases of dehydration. It need only'be used in the fallowing cases:

o Child is in shock

a Child is too weak to drink

a Child vomits more frequently than four times per hour

Intravenous rehy,jr3ti6n is 3ccomplished usin3 a special single
solution of the following composition:

o Pot.;) s s i i.J m

90

15
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o Chloride 65

o Acet~te 40

o Glucose III

This solution is ~v3il~ble throu3h the project.

The following routes May b~used for
Ihey 3re listed in priority order:

intr3venous rehydpation.

o Scalp vein usin9 3 butterfly needle

o E:.~ t ern .::1 1 j u'3 Ij 1.) r us i r, '3 .::1 t. Ij t t ~ r fly nee ,j 1e

o I rl t e r rl.3 1 j Ij '3 Ij 1.'3 r Ij sir, '3 .'3 S YI' i n9 e .'3 rl d 21 '3 a-u '3 ~ r, e e d 1e

o femoral <vein, 3rtery) usin3 3 syringe and 21 '3auge needle

o A cutdown is rarely necesstiry and be cause of the dan')er
of infection, it should be considered only as the very
L3st resort

Int r.') 'J e no U 5

t Q 8 h a tj r ·s •
to drink,
rehydr.ation.

rehydration can be ~ccaMplished quickly and requires only G
As soon as the child is out of shock or is stran3 enou9h
intravenous rehydration should be repl~ced by oral

1. Lowerin'3 body temperature--minimi=ing continued
dehydration using cold compresses/alcohol rubs

All mothers should be tau'3ht about the signs and symptoms
o f d i .'3 r r he .'3 .'3 nd de h ')oJ d r .'3 t i 0 rl, h Q W tom i:~ the 0 f< S, .3. r, d 'oJ h .'3 t
nl e .'3 5 I.J res tot .'3It.. e top rev e rl t d i .~ r r he .'3 i n-.!- he f Ij t lj r a •

!e.'3chin'3 is most effective .'3nd efficient l.-Jherl ,J,::)ne irl a
group. Group trainIng sessions should be organized at
least once a day ~nd more often if there are m3ny mothers
or the mothers' arrivals are spread aut throu'3h the day.
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It is best to ~ait to be9in the te3chin9 until most of
the children have begun to be rehydratQd. At this time.
the children ~re less irritible and the mothers ~re less
worri~d so th~y C3n turn their attention to the informa
tion th~t will be 9iven. for a center where most patients
arrive bet~een 9 AM ~nd 10 AM~ 11 AM is usually a good
time to hold the first te.3chir'~3 session. Addition:31 ses·
sions may be held at about 1 PM and 3 PM if necessary.

If any ~other misses the 9rOlJP session, she should be
taught indiVidually. NO MOTHER SHOULD LEAVE A REHYDRA
TION CENTER WITHOUT BEING TAUGHT HOW IO MIX AND ADMIN
ISTER THE aRS •.

."3. Mi:dng

t10 THE RS SHI) UL D BEt AUG HT tOM I X THE 5. 5 GRAM PAC ~~ ET
oNL '{ • ! h e 2 7 • 5 '3 r ."3 m UN ICE F p ·3 C k. e t s h 0 IJ 1d b e r '? ·3 t7: r y' e ,j

for bulk mixing only.

A special 5 part process has been developed that
makes it e~~y for the staff to teach the mothers
the skill of mixing and also makes it e~sy for the
mothers to learn.

Part 1: Sho~ the mother one step at a time how
to mix the DRS. Describe what you are
doing as you do it.

The individual steps that make up the
process of mixing are:

o Choose the correct 313ss. The pl~stic

glass with the ORT 1090 is the b~st.

Otherwise 1 the mother should be taught
to recognize a 200 cc. glass out of a
selectio~ of glasses.

o Take the packet of ORS and shake it so
that all of the powder goes to the
bottom of the packet

o Carefully open the packet so that no
po~d~I" is last

o Pour all of the powder from the packet
into the 91.355

a Check inside the packet to make sure it
has been completely emptied

o Use the cleanest drinking water ~vail

:3tI1e.
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a Pour in ex~ctly 200 cc. of water. If
using the glass with the ORS logo~ this
nl e ·3 n 5 po 1.1 r i n'3 w."3, t. e I' IJ P t () the 1 i n I~ • r f
no standard 200 ce. measure is ~v~il~ble,

~ sm~ll scda bottle should be filled to
the first ring on the neck ~nd this
w~ter ~dded to the powder in the 3lass.

o Stir the solution well with ~ spoon until
311 of the powder is dissolved.

o I3~te the solution to see what the correct
mixture t~stes like

P~rt 2: Show how all of the steps 90 together
to form the sin3le task of mixin3. Perform
the mixing process ~t norm~l speed.

P.'3 I' t 3: Rep e .'3 t the mi :< i n'3 [J roc e <~ s b IJ t 9 IJ r PQ S e 1'I
m~ke mistakes at e~ch step ~nd ask the
mothers to point out your mistakes

o Choose the wrong glass such 3S a
sm.'31l te."3, 91.'155

a Begin to open the packet without shaking
it dewn

a Begin to open the packet carelessly

a Pour only p3rt of the packet into the
g135s or take only a teaspoon or two

o Do not fill the 3l~S5 to the line or
use 1e 5 s t h.3 n ·3 bot t 1e f IJ 11 0 f \oJ:::I tel'
(let the mothers tell you this is
wrong but do not correct this mistake
so they will be able to taste the
difference when the solution is too
strong)

o Give a quick stir that is not enough
to dissolve the powder

a finish stirring and let the mothers
taste the stronger solution

P3rt 4: Ask one mother to demonstrate how to
mix correctly and ask the others to
look for any mistakas. Be sure to
tell the mother 'goad' after each
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step she performs correctly.

Part 5: Ask the mother to repc~t the mixin9
process again but this time at nQrm~l

speed r~ther th~n step by step.

b. Administr~tion

The same 5 part process is used to teach mothers
how,to correctly ~dminister the fluid to thei~

child, bl~ the steps of the ~dmini5tration process,
of course, differ from those in mixing process.
The steps Of the administr~tion process are ~5

follows:

o Sit the baby upright on the your
lap with the baby's head supported
on your :arn\

o Give the baby one teaspoon every
minute. (If the baby is sm~ll or
if it crying for more fluid, it
may be better to give only a few
drops on the end of the teaspoon
continuQusly. This results in the
same amount of fluid being taken
blJt '1'5 better' for-th,? ch-i-ld-.) ,- ,-

o If the baby falls ~sleep, it is
awakened to continue givin9 fluids.
Fluid should not be poured in the
baby's mouth wh{le it sleeps

a. Prescription or actual dispensing, according to the
policy of the center

b. NCDDP recommends dispensing of 3 small packets to the
Mother on discharge

c. NEVER DISPENSE THE 27.5 g. PACKAGE TO MOTHERS

The treatment register has been designed for t~o purposes:
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o to provide a work sheet for diagnosis and treatment
of ~ child with diarrhea

o to provide ~ ready means·of compiling statistics
about p~tients and their treatment

Two sample p~ges of the treatment resister are presented in
Appendix I. The .first, Sample A, is a blank form as seen ~n the
register book; the second, Sample B, i~ a form filled in with data as
m~y be commonly found in a rural health unit, MCH center, or outpatient
department of a hospital. Each sample page has numbers in circles
which correspond to the descriptions given below.

1 This section identifies the location of the health facility
and should be fiCAed in on each page

2 Each page has space for 10 patients. Each pa3e should be
filled OIJt to.rit.h 10 p:~tients even if they come on different
dates. That is, do not start a new pae until the previous
one is filled with 10 patients. As will be explained later,
using 1 page with 10 patients m~kes compiling statistics
ml.lch e:~sier.

3 Fill in month, day, and year for each patient.

4 Patient's temperature on entry is recorded in this column.
If it is not measured, place a dash (-).

5 The:~ 9e ofthe chi 1dis r e cor dedin .t his set 0 f f i v e col '.I mns
by placing a check ( ) in the appropriate column:

-1 = Birth - 11 months

-., = 12-23 nlonths..
-3 = 24-35 months

-4 = 36-47 months

-5 = 48-59 months

Estimation of age may be necessary. If a child is more than
five, do not enter the patient in this register but, of
course, treat as usu~l.

G This set of three columns is used to ask ~bout the patient.
The doctor or nurse will ask more ~uestions th~n th~se three,
of course ('Is there any cough?' 'How many days has s/he
been ill?') but these three questions are the most important.
The worksheet record is sufficient for the three questions
listed here; other information may be noted under 'comments'
(see 13 below).



'.

6A It the di~rrhea is watery (would run to all sides of
a cont~iner), put a check here. If not, no mark is
nl .:\ de. kt1!..~1'..Y._ ~Ltg_9._L. ~J..'~ULY._~_ nL~.:':EL'?_ :?.Q.~1!?._ ~;L~J}.Y.~~L1.t._L9.r,- .L~. .
.P..L?.??.D.t:.•

6B If there has been vomiting, put a check here. If not,
no 01·'3 r k ism.'3 de. .Y.Jl.m..tt..~.n..':LA.~_;~!.L.~!.!..';Li..c;3Li.tQ!.L:tr:Lg_~.'.?.~.L'tg

~.b.!?_ S.tL!J.!~_ m.9.r..~_ ~J.9..§~JX·

GC If ~he mother reports blood and mucus in the stool, put
.;1 check here. If not, no m.3rk. is m.3de. J~.Y._?~.!.Lt~Ly.._m:?..y..

r.J~_g.~Ltr._~_~.r...'?.:2i·d\1!?.!!~_·~_;.~.!:L 3!!.:t.J_~~.t9.~~.~£.~_ ~_'¥..P',gs;.:.!.:?J..J.~_ ~.X_ :tdJJ?..r..!?..
.f..~.~_~.r..•

7 This set of four columns are for the most important observ~

tions of signs of dehydration. -Other important findings of
the physical exam (~uch as he~rt murmur, or rales) may be
noted under comments (see 13 below). As before, place
checkmarks ( ) only where there 'are findings.

7A Is there decreased skin elasticity?

7B Are the eyes sunken?

7C Is there decreased urine output? (This column may be
filled in after one or two hours observation, or f~om

the history. It is important to follow urine output
as a sign of hydration.)

7D Is the child in shock? (no puls~" stupor or com~)

i
I

!
i
j
I
I
j

I
I

I

- j

I
8

Watery diarrhea without ~ si9n of dehydration should be
taken to mean loss of weight (in fluid) of about 5% of·
body weight.

W~tery diarrhea with any sign of dehydration, but the child
is not in shock, should be taken to mean loss of weight (in

'flIJid) . of "3bolJt 10;' 'of 'body weigt,t.

If there is dehydr~tion and shock, the child needs intra
venous therapy for fluid loss of 10-15% of body weight.

The body' weight in kilos and grams is recorded to the ne3rest
10 grams. Body weight is a useful measure but not critic31
to successful rehydration.

9 The number of 200cc. cups of oral rehydration solution taken
.;It the he.3lth IJr,it is recorded by ticks: III = 3, 1111 = 5.
:+'.l}.~_£.bJJ.sL. ?.b.9.!:!J.!~L ~~_~_ 9i.Y.~!.!_ ~:?_ m!:!£D._ fJ...!JJ.j_~~_bft_ !~,g.?J.r.J?_'¥..•

10 Weight 3fter 4 hours of treatment should be recorded here.
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11 The outcome is recorded in two columns:

llA The child is improved

liB The child is referred to the hospit~l

A child may not be improved but is also not sick enough to be
refer I' ed. In th i s c.:lse, no ( ) is m.'3de in either co It.Jmn.•
_t~L~..tg_'ig.!~. me ::3 n 5 t h .3 t . i f .'3 chi 1d (1.3 d 5 i 9 n S 0 f d e hyd I' ::t t ion,
these are gone, and th~t urine flaw is established. Return
of ~ppetite and activity ~re also signs of improvement.

12 This
prior

column is ~vailable for any comments not covered by
co 1I.Jmns.

13 TMe doctor or nurse in charge of the case signs here.

14 The bottom row is for page totals where space is open.
may be done after each page is completed or at ~ny time
on.

These
13ter

15 Pages of the register are numbered. 10 times the page number
plus the number of patients on a page not completely filled
up equals the number of patients seen so far. P~ge tot~ls

for each column ~re ~dded. When each of these ~re divided by
the total number of patients and the answer multiplied by
100, percentages of patients with each of the findings may be
c.31cul::lted.

Here are some ways the data m~y look:

1 Different d~tes m~y be entered on the same sheet. This
column shows the last two patients from 17/5/83, ~ll

seven patients from· 18/5/83, and the first patient from
19/5/83.

2 The first child entered is under one year of age. Note
that none of the 10 children is between 36 and 47 months
old (-4).

3 Child 16 has no vomiting, so no ( ) W.:lS pl.3ced here.

4 Child t2 has watery diarrhea, vomiting, blood and mucus
in the stool.

5 Child 15 has no signs of dehydration.

G Weight is recorded to the ne~rest 10 grams.

7 TLck marks are made as each cup is finished. At the end
of treatment, the total number of cups each child drank
is written.

John M
Rectangle

John M
Rectangle

John M
Rectangle



8 Outcome is recorded here.

9 Note that child t5 is neither improved or referred The
comments 'indic:3te th::lt the child is to retlJrn the ne:·:t
day.

10 Com men t S :3 r e 'J sed t 0 ~;J;~L ,:j..IL:L9..~..m;~.t. ..L9..r.!. (p ,'3 tie n t s t 2, G, 7),
.P._r._~.~_G_r.J..~!.~L.@):;Jd:.:~._ ..t:_r.g;~J~.DL!£.DJ~. (p a t i:: rl t s :it: 2, 7), .~I!-'~..tG.:~.tg,_:~.
£.Q..m.nJJ.s.;';l.t.J..9.I!., ( p:::1 tie rl t s i 3, 9)·, 0 r m.5:E!.t..L9.I!- 2£.!:1.~;1Lt1..5:;1_ ~?.L~d...t..?..
(patients·t5, 10).

11 Note that patient *10 was seen the day before and listed
as patient t5. There are several ways to identify a child
who has been in for treatment before. In the regular
patient record kept by the unit, note the register page
number and child's number on that pag~, from 1 to lO~

whenever a visit is made. Alternatively, use the road to
health chart to record that information. Lastly, give the
mother a card with that information.

12 Totals are entered for each page. The number of 200cc.
cups is divided by 5 to 9ive liters. Eventually, percen
tages and liter per patient may be computed when large
numbers of patients have been seen or after a specific
amount of time has passed.

I
I

I
I

"j
The

• supplies,
needed.

purpose of an inventory control system is to
especially the DRS, are always available

enSIJre that
wherr they .3r e

The simplest effective inventory control system is called the
"two bin system". Just as the name implies, the stock is divided into

i two 'parts which are physically kept separate. One is called the active
stock and the other is the reserve stock.

The amount of the stock in each bin is calculated according to
the. specific characteristics of the center--the number df packages
distributed ~er day on a busy day X the number of days it takes to
receive new stock from your supplier after placing an order.

When the active stock is used up, the reserve bin become the
: active bin and a new order is placed immediately to restock the empty
f-·bTri."- lJhe'n- -ttl'e' r,e w's-t:"ock- :3'r r i '/e s ;--t h 1"s-'b frl' becomes 'the' ,- r'e s e r 'Ie" I::. i n :--.
! The process continues in ~ cyclical fashion.
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the center should be an example of good hygienic practices for
the mothers to follow. If the mothers are taught one thing in the
training session and then observe the staff acting in a contradictory
way, they cannot be expected to follow the staffs advice.

In the home, we say that there is always a possibility that there
are" germs present that can cause diarrhea ~nd that we should take
precautions to spread these germs to the children. In the. rehydration
center, there is not only a possibility that there are such germs; it
is a certainty. There are geims on the children's bodies, there are
germs on the children's clothes, there are germs tin the floor where the
children have vomitted and deficated, there are germs en the hands of
the mothers, and on the hands of the doctors and nurses who have
examined" ~nd treated the children. Therefore, there are a number of
hygienic practices that should be obvious:

o Handwashing (with soap and water)

Before mixing DRS to be given to the child

Before feeling a child's tongue for signs of dryness

o Washing Utensils

If feeding spoons fallon the floor, they should be
replaced by cleans ones. The dirty one should be
washed with soap and water

If teething rings or pacifiers fallon the floor, they
should be washed with soap and water before being given
back to the child

o Fly control

Flies should be swatted from the children's faces and cups
and spoons

Children's faces may be covered with a cloth between spoons
of DRS

1. Floor washing

2. Fly control
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