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STRUCTURE AND FUNCTIONS OF THE
NATIONAL CONTROL OF DIARRHEAL
DISEASES PROJECT (NCODP)

LOUTFI M, EL-SAYYAD, M.O.
Executive Cirector

The purpose ot the NCDOP is to reduce the desth rate
from diarrheal dissase substantially and within fiv
We began with certain known facts:

Nearly all the deaths occur in children under .
3 years of age, ’

80-S0% of children dying saw a physician at
least once before death and the great majority
died dehvdrated.

Most malnutrition in Egyptian children is due
to diarrheal diseese.

The methods cf treztment prevelent in Egypt
include antitiotics, antidiarrheals and stervation.

Qur besic objective. therefore. is to make methods of
rehydration (especially aral) and good nutrition widely
.available, well known and practised by mothers and health
workers alike.

The NCODP was designed to give as much flexibility as
possible to enable us to achieve our aim,

First, this is a well.endowed project. Egypt and the
U.S.A. (with contributions also from UNICEF and W.FH.0.)
have generously committed a totel of 43 million dollars.
Second, we are a campaign: we mean nct to build an
institution but to institutionslize certzin ideass and
practices. This can be done by training mass education -
and social marketing, supported by practical research.

Third the NCDODP, while a part of the Ministry of Hezalth
is an autonomous agency; 1t is guided by & Steering
Committee with members drawn from several ministries.
universities and the commerciel sector. The Executive
Director is empowered to negotiate contracts and to peay
contractors (within acceptable C.C.E. and USAID regulestions].
This mechanism truly makas the NCCDOP & National progrem
not just another vertical health project because we can
cdraw on the skills of any public and private sector agency
or individual, A partial listing of groups and persons
under contract to NCDCP in 1983/1884 will illustrete the
robustness of this approach:
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. Two pharmaceuticel companies

. State television and radio

. Private television producers

. Four advertising agencies (3 private)

. Goverﬁorate of Alexandrie

. rive universities

. Five private consulting firms (4 Egyptian. 1 USA)

. Nearly & dazen private individuals with skills in
management, madicine, industry, education, etc.

. Three autonomous health service projects.

The NCOOP is structured along functional lines. Five
sections comprise the NCDDOP Secretariat.

Under fMerketing and Mass Education, headec by DOr. Fereag
Elkemel, we draw upon the methods of social marketing.
This means defining and developing & product and mass
education messages based on the language, perceptions,
needs and wants cf the target populatian,

The Research Unit under Prof. Shafika Nasser, supports
,the marketing approach with qualitative and quantitative
surveys, product research, and it sponsors clinical and
ecidemiological investigetions by quelified Egyptian
scientists.,

The Training Unit, led by DOr. Mansour El Occa, mansges the
practical training of physicians, nurses, and pharmacists

in regional rehydration centers. Workshops enc conferences
are also given, The Training Unit is also responsible for
production of treining materiels (in cocperetion with the
other units).

The Production and Oistribution Unit is headed by Or. Hesni
Mahrous, It designs, coordinates and supervises the
production and logistics of & national ORT package: sachets
of ORS, e single I,V. solution, rehydration cheirs, standard
size containers, etc.

The Unit for Coordinetion and Implemertation under DOr. Gamzl
Abdel Aziz works with Ministry of Healith 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 Pref. Mervet £l Refeil

and has designed and coordinates the national evaluation
scheme that will assess program impact on knowledge and
ractice and on child survivel.

An administrative secticn gives the necessary support tc
the technicasl units.

The campeign hes been divided intc two phases:; the first.
1.1/2 yeers long, has just endec. This phese. now under
review, was called & "Rehearszl”, We tried out a whole
range of methods and strategies and learned what works,
what does not. We built our staff and prepared plans for
gach function. We conducted operationslly-oriented
research to provide data for important decisions (the choice
of a packet for 200cc, for example). Finelly. we begaen to
nromote the 1deas of the campeign on a national scale so
that all sections of the population would be ready for the
great burst of sctivities this coming summer,

I have given a brief overview of the structure and functions
of the NCODP.

The story of the actuel work to be presented this week &nd
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,



Report
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Operational research <5 datermine efficient and effective

means for deliver:ng rehvdration therapies;

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;

Ethnographic 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.

Operati: - . Research

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 ORS is in

the planning stage.

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

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

to gain acceptanée of ORS.

Informal testing of equipment showed the adequacy of a simple,

inexpensive spring balance scale, and especially designed

‘mothers' chairs.

Modern behavioral teaching methods were wused to train over 500
mothers in diagnosis of dehydration, mixing of ORT solution;

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

-1 -
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b)

c)

- 21_

An epidemiologic snalysis of daily prevalence and patter&s 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.

Clinical Trials

Cortagen B 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 improve electrolyte balance in

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

Analysis of data recorded in a NCDDP-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.

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. spots, personal appearances, print materials). A full

evaluation of the Alexandria media campaign is now being analysed,
with very favorable results so far.

A study 1s 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 OF DIARRHEAL DISEASE PROJECT

THE COMMUNICATION STRATEGY

Preparsd by: Faras flkamsl, Ph,0.

1. DBJECTIVES

Te teach, persuade, and change the behaviers eof (a) all mathers
of children under five , and (b) sther specific target gr-ﬁps, especially
health persennel, pharmacists, mass media rezpsrters, and dscisisen makers,
with regard te the management ef diarrhea and dehydratien. 1In srder ta
attain these sbjectives, these audiences must be infermed in beth efficient
and effective ways. Infermatien which must reach these audisnces can be
classified ints thres types of knowledge: i

A. AWARENESS-KNOWLEOGE

l. Diarrhea is a disease which c:n-lead ts msre serieus snes.

2. Tuws kinds ef diarrhea are knawn te exist. The serisus ane is
eshal zayy el mayyia, which is usually accampanied by vemiting
and nazla maawia.

3. Diarrhea can lead ts gaffaf which is very serisus and can lsad
te death,

4, There are different degrees of gaffaf, Gaffaf i{s sasier ts treat
in its early stagss.

S.. Only serisus gaffaf needs special treatment in haspitals and health
centers. Mild cases can bes treated by methers at hame,

6. You will be ;ble ts recognize it if yeur child has gaffaf. The
child will u-hit, have sunken eyes, dry skin, nes appetite, and

will be weak,
-

B. HOW-TO-KNOWLEDGE

l. Cemplicatiens «f diarrhea can be prevented if child is giuan plenty

of liquids during diarrhea.

2. Fwsd and/er breast milk must centinus during diarrhea te give child

Strength.
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Examples af liguids te give child during diarcrhea are ssups, juices,
or seft drinks. Examples sf fesd ts sive are vegetables, fruit, rice,
Children whs have eshal zayy el mayyia must take Mahlsul Msaalgst

el Gaffaf. Ysu can buy this Mahlsul frem the pharmacy fer a feuw
piasters, sr 2ven get it frese fram hespitas and MCH centers,

You must disselve the MMC sslutisen right, stherwise it will net bhe

ef factiva, Ts be suras, read the instructisns sn the bex and ask

ysur dectsr, pharmacist, - sr nﬁrse hew te disselve the selutien right.
Give ysur child the sslutisn slswly and gradually, net in large
quantities at ence, (ive at lsast twe full speens svery five minutas.
Gaffaf can be very serisus, If your ;hild is csnstantly vemiting

and lesks very dehydrated, it must be taken ta a dsctsr sr hespital

at ence,
PRINCIPLES~-KNOWLEDGE

Diarrhea may be caused by Viruses, Bacteria, Parasites, stc. Facters
that make it prevail include pser personal hygiene, peser fead
preparatien, centaminated water, and Flies.‘

Dehydratien is the less of bedy fluids and éssential salts and
miénerals, This happens because of acute diarrhea, Unless restesred,
this less uf bedy fluids, salts, and minerals serisusly affects the
fragile bedy ef the child, resulting , perhaps, in death.

MMG will resteres the child's appetite te esat, and feed and milk

will strengthen the child. mmMG, feed, and liquids restsre the

lest bedy fluids, salts, and minerals, therefesre pretecting child
against dehydratiaen,

Certain kinds sf feed will alse help stsp dizrrhesa faster, in
additien, ef ceurse, te strengthsning the fragile bedy of the child.
Uhen your child has diarrhea, ysur first werry sheuld be te prevent
dehydratien, nst ts step diarrhea. Diarrhea will eventually step,
but depsnding en waht ysu de, yaur child may er may nst get sgaffaf,

which is ysur child's number esne enemy.

‘" Smvers dehydratisn can negatively affect the health of a child,.

his greswth, and his mental deveslepment. A gesd and lsving mether

never lets her child, therefsre, get dehydrated.



I1. CHANNELS OF COMMUNICATION

Charactsristics &f the main target audience (msthers ef children
under five) are pretty well knawn, The majsrity are illiterate and live in
lew-income urban areas, D0Only wises and planned use 8f csmmunicatisn will enable
them te gat the prsjesct message sutlined abeve, 1lhere is snsugh evidence fraem
differsnt media surveys cenducted in Egypt ts preve that snly innsvative
secial marketing technigues weuld succeed in reaching the target audience.
Print media, as well as health pregrams sn radie and televisisn shsuld be used
very lightly and with sxtreme cautien, because they reach a small, and a
particular segment ef the target audisnce. Advertising in the print media
shesuld be kept at an abseluts minimum, if at all. Interparssenal csmmunicatisn

sheuld be utilized in teaching dscters, pharmacists, sacial werkers, as well

as ather hsalth personnel.

The felleswing secial marketing activities shauld be carriasd sut
either directly by the preject sr threugh cempetitive hidding accerding te

spacific Requests far Propaesals (RFP's) issued by the NCOD Preject,

l. ODevelapment and preductien ef audis-visual aids and sther training
material fer decters, pharmacists, and sther health perssnnel.

2. VUevelespment and preductien ef radis and televisien sp-ts and

' special prsgrams fer the main targe£ audience.

3. Develgpment and presductisn of beeklets, pesters, pamphlets,
billbeards, =stc.

4, Planning and‘lrganizatiln af d:tinna% and resgisnal csnferesnces
fer decters, pharmacists, and sther health related decisien makers
and natinnal and cemmunity leadars.

S. Design and executisn of special persen-te-perssn cemmunicatien
campaigns with particular greups and in preoblem areas.

6., Develspment, prsductisn, and distributien ef certain psint-sf-
sale and premstienal items.

7 'Securing and preducing testimenials advecating ORT by prnminenf

decters and famsus persenalities.
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IT11. GUIDELINES FOR SDCIAL MARKETING

A. Messaga Lesgign,

Characterigtics sf the main target audience will have te be
ebserved in designing the sscial marketing cesmmunication. Messages
must be appaaling te this general audiencs, and thes infscmatisn
centained in ths message shsuld bs clear and phrased in'aimpla, nan-

technical, csllsquial Arabic.

B. Fermat and Time sf Brsadcast ‘

Time @f bresadcast can be very decisive in affecting the success
ef spets and special pregrams te reach the target audience. It is
impertant te nete that thes mest pepular fermat bsth an radis and
telsvisien is dr?ma, a fact which can be explsited by the preject
in at least twe ways. First, ORT messages, spets, and special preg-
rams would perhaps attract a larger audience if prsduced in the ferm
ef drama., Secend, any spets, cammercials, er special messages will
reach mere viewers and listsners if aired during, befesrs, or immediately

fellswing ssap eperas, mevies, or ether pepular antertainment pregrams

and shasuws.

C. Theme.

All URT messages cemmunicated by th; NCDD prsject shesuld be ;asignad
tes appeal te methers, whs shesuld be described as carinag, leving, and
smart, and carta;nly net as negligible or ignesrant. 1n csmmunicating
with decters and'lthar "elite" target greups, the theme shsuld bSe the

scientific or medical "revslutien" resulting from ORT,

1V. ORGANIZATION OF CAMPAIGN ELEMENTS

In additien te perssn-te-persen cemmunicatien as described abeve, the
pre ject mass cemmunication activities can be classified ints feur

rather different elemsntsiwhichzcemplement each ether:



News Relmases and Public Reslatisns an bshalf ef the preject. 7This
campaign activity invelves the publicatisn and breadcast sf
feature steries and news highlighting preject activities, the
spening sf Rehydratien Centers, C-hfcrencas and Seminars
spanssred by the prejesct, etc. UWhile this aspect af prejsct
cemmunicatien activities may best be handled by the ministry »f
hsalth inf-rmati-h effice, very closs supervisisn by the NCOD

pre ject is essential,

Integratisn ef ORT messages inta existing media pregrams. Each
radis sr televisisn statien has its awn health pregrams as well

as other much mare pspular pregrams. Besth may be used t»

diffuse ORT messages. The press:alss has different health and
family sectiens which typically discuss different health issuss.
The first order sf business shsuld be te educate repertsrs and
presducers abesut Oral Rehydratien and metivate them te address the
sub ject matter in their presgrams. Secsnd, detailsd arrangements
sheuld be made with selected pregrams, within a general framewerk,
tes integrate ORT inte the subjects addressed in these prsgrams.
Diffsrent appreaches will be required for the hesalth and the general
pspular prcgrams.;

This aspact af the pregram cesmmunicatien effsrt must be
undertaksn diresctly by the presject wWith the media perssnnel invelved,
The pre ject should previde the csntent, appreach, and means tg
pretest the material and svaluate its impact, the preductisn being
left tes the media pesple as their respsnsibility, in clese
cesrdinatisn with the project, It shsuld be mentisned here that
as the audience eof the specialized health pregrams, sectisns, and
magazines is relatively much smaller, and is of a particular
quality, emphasis should bes mere en papular pregrams and less an

health pregrams, sectisns, er publicatisns.



-Spacially-presduced presgrams. The praject sheuld start negestiatisns

with sns er tws radis statiens and make arramgements te prsduce and
bresadcast "Al Om Al Waaia" pregram natisnally. The presgram sheuld

be put en the radis during the peak sf the diarrhea seaswsn, and sheuld
include cempetitisns and prizes fer listeners whe fallew the pragram
regularly and can answer specific questisns on the subject matter.

'he pregram wsuld be publicized intensively thrsugh spest ennsuncements
few times a day which sheuld be inserted befare sr immediétely

after ether pregrams that are mest popular ameng the target audience.
ghile the same may be dsne sn tslevisien, the cest csuld be prshibitive.
An ideal arrangement weuld invslve rerunning the pregram en additienal

radis statiens, but such an arrangement may be quite difficult.
Far .literate audiencesg, the same idesa can be implemented,

whereisJ;:lements sr sectiosns may be sdited in direct cssperatisn
with the presject., While the NCDD presject shesuld subsidize the
praductien ef such pregrams sr press sectisns, it sheuld net by any
means waste the prsject funds en buying newspapsr space sr radis
time for these :spscially preduced pregrams. They are nat ts be

cenfused with advertising,

Secial Marketing, - By far, this will prove ts be the mest effective
activity in rsaching the target audience, differsnt, but small
segments sf which are reached thrsugh the sther communicatisn campaign
elements outlined abesve, binces the project dees nat have the means

ts preduce communicatien material, this activity will have ts be
accemplished through the caoperatien of three parties. Ffirst, the
NCDO prasject must assume overall responsibility. Cesntent develepment,
pretest of ideas and of material at different stages of the pro-
duction, approval of scripté and stery beards and evaluatisn of

affect are typisal NCDD project responsibilities. Secand, radie

and television nfficials should Be invelved at different stages,

such that a sense of invelvement develsps ameng them which weuld

make the brsadcasting sf prsject msssages mere pessible, Thess
people, or ssme sf tham at ieast, have geed judgements ef what

does er . does net werk. Third, the actual filming and proeduction
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should be contracted sut te one er mers of the public er private
agencims specializsd in quality preductisn sf audis, vida-, or print
cemmunicatisn material. Such centracters, hsuwever, will have ts. be
clesely csached by the presject, mainly because almsst all passible
cantracters have little, if any, experiencs= in sscial marketing
communicatien, and have little experience in csmmunicatisn with the

kind sf audience tha preject seeks ts reach,
V. Pretest, Evaluatian, and Menitering.

Tws typss of pretest of campaign material ares advised, sf
ceurse in additisen te pretest ameng in-hsuse experts. first, a
pratest must be dens with key experts in the technique being used
(e.g., audis, vides, phstsgraphy, drama, etc.) Second, all material
must be pretested ameng relatively small samples of the target
audience, Both types sf pretest may be repeated at different staées
of the preduction, The NCDD praject sheuld assume : . the primary

respsnsibility fsr pretesting.

Menitering techniques will vary accerding te the kind ef
cemmunicatisn activity. Fsr sxample, while the ministry sf hesalth
infermatien sffice csuld be respsnsible far sendingfgsgies sf sach
sf the news releasss it manages ts get printed en behalf sf the
p;-ject, sther activities may requires the specific attentisn sf sne
sr msre perssns on the NCDD presject staff, ODetailed monitsring

schemes shsuld be devised in cenjunctisn with each activity.

Evaluatisn, beth of tha-pracess and the presduct, shsould
be undertaken both by the prasject itself and by eutside contractsrs,
Evaluatien rteperts submitted by csntracters on the prsject's request
may nst substitute fer the preject cenducting its swn evaluatiens

of different cemmunicatian activities,
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Training of Health Manpower 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 in
promoting O.R.T. Training 1s a systematic process through
which an individual learns to perform assigned tasks more
effectively. While attitude changes and the acgquisition of
new knowledge are important, skill development is the
primary goal of training tailored to performance

specifications for a particular jcb.

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, needs a multidiscipline
approach entailing environmental sanitation, health education
ané nutrition. This might reguire community development
which will take a rather long time. Nevertheless,
prevention of mortality from diarrhea can be attained if
proper management of diarrheal cases 1s adopted. This
reguires:

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

2. Training of mothers tc be able to correct dehydration
losses; to maintain adequate nutrition; 1in addition to
improving their Kknowledge, attitude and practice 1in

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 reguired a detailed training
plan which Qescribes:

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. .gglection 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
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health particularly in diarrhea: 1ts curative andg
preventative aspects as well as 1ts 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.0.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 wvillage councils and traditional
practitioners.

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

Opening of New Rehvdration Center

Besides the two centers at Abu El Reesh 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 experience and
demonstrations was sufficient to give hospital staff all
information and skills needed to operate a total
rehydration program.

Define and Prioritize Target Groups to be Trained

The list of groups to be trained 1is extensive. The
following were considered the priority group for Phase
One: 4

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

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

3) Pharmacists.

4) Mothers.

Training of Physicians and Nurses:

Curriculum

The curriculum was designed to change the behavior of

both doctors and nurses. The term behavior here 1is_
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 knowledge
and skills to mothers particularly in mild dehydration,
in feeding their babies and 1in hygienic practices
related to feeding and rearing.

Training of Physicians

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

1. Abu El Reesh pediatric hospital (Cairo University)
2. El Shatby pediatric hospital (Alex. University)

3. Bab Al Sharia pediatric hospital = (Al Azhar
University) S

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 and practice.
Trainers are University Professcrs and project staff.
A follow up survey showed about 50% of a sample actually
practicing ORT on site.

Training of Nurses

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.H.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 and practice

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 vyet.

Training of Pharmacists

Pharmacists are an important element in the Egyptian
Health system who often adavise on drugs, medical care
and give personal counsel. They have an important role
in marketing, teaching mothers, and may even compound
0.R.S. in their pharmacies. -

29 directors of pharmaceutical sections 1in different
governorates were trained in O.R.T. mixing and
administration and feeding during diarrhea. They were
also prepared to be good trainers to other pharmacists
in different governorates: governmental and private.

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 1in addition to the most important
aspects of O.R.T. Training was conducted by project
staff.

Training of Mothers

Diarrhea starts at home and so the role 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 compliance
nothing can be achieved. An experiment 1is 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. ' e

As all curricula for the training courses of health manpower

2nd

‘mathers were -~designed to - give skills . and  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 Training and Educational Materials

During Phase-One, the project produced the following:

1. Treatment charts in Arabic and Engliéh

2. Treatment brochure in Arabic

3. Brochure for pharmacists

4. Standard teaching slidé.éets and lecture notes

5. First issue of the newsletter

6. Nurses self instructioﬁal manual

7. Video film on O.R.T. featuring 4 eminent
pediatricians

8. A <clinical training film on all aspects of

rehydration (due Summer 1984).

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 rounds and in
performance of skill learnt

.d. Post~test for cognitive objectives.



Self Criticisms and Comments

No one can say 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 1left entirely to
governorate co-ordinators with no particular
.guidance from the prciect; as a result a number of
these trainees showed disinterest, failed to

complete or even appear for the course.

b) The nurses were selected without reference to
whether physicians from their units knew anything
about O.R.T. or had received training; 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.

C 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 1is 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 1in such a way as to
regquire much time to determine who was trained and to
* which health unit or center they belong.

In spite of this, the overall results are however:
encouraging. All these faults, once identified, are readily
corrected.
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THE INTEGRATED TRAINING FLAN AND TRAINING MATERIALS

In the early daye of the project, training materials
were developed on a more or less ad hoc basis——as & need was

identified or as an opportunity presented itself, A number
of the materials that will be described later and that »cu
will see during the course of this review were developed in

thie way and have been well received,

Now that the project i< more mature and the Training
Division has grown to two full-time and two part-time staft,
we are beginning to adopt & more planningful &pproach. Now
materials &are being planned to suppert larger training
strategies. Specific targets and training objectives are
being identified and materiale will be developed <tor use
within these specific contexts,

Before describing the materials . themselvesz, it s
important to first describe the planm, which wes call the
Integrated Media_and Training Plan, into which they fit. The
need for such a plan was not only one internal to the

Training. Diviceion but arises from the need for coordination
and integration among the warious divisicnes of the project--
primarily among the divicions of training and mase media but
also with the division for implementation and coordination as
well, These divisione share & common mizsicon, common goils.
and common targets, and their strategices and methods are
complementary.

This mission, as described in the planm, i<:

‘To instill im all members of the health
care csystem and the population at large

a commitment to follow the basic precepts
af oral rehydration therapy (ORTY and to
provide them with the Knowledge zand skilles
te do so. '

The three basic precepts of ORT state that:

1. Oral rehydration therapy is
superior method of treatment
dehydration under all but a f
exceptional circumstances.

2. Antibictics, antiemetics, and
antimotility drugs should not be
given during the routine course of
treatment.,

3. Ceontinuity of feeding, particularly
breastfeeding, is essential- to suc-
cessful treatment as well as the long
term prognosics of the child with diar-
rhea.
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Six major goals have been identified:

1.

The concept of oral rehrdration therapy
(ORT) will be well=-Known and &ccepted
throughout Egypt.

All percons caming in contact with a
dehydrated child will recognize the
condition, the need for treatment xnd
the need to proceed with treatment
accaerding to their level of technical
competence.

All percones adminicstering treatment to a

dehydrated child will do so properly.

All health profescicnals will be prepared
to teach mothers how to mix ORT, how ta
adminizster it and when toc provide nutri-
tional cupplements.

Institution-based hexlth profecszicnals
will be prepared to establish rehydration
cernters in their own incstitutions.,

Families will adapt behavicres which will
minimize the incidence af diarrhea.

The strategies that wili be employed to meet these

goals fall

intc the same brocad categories. Thzre are

tasically three:

1.

Plarning, organization and funding of activ-
ities amd their supporting materizle are
entirely from within the contral of the pra-—
Ject, This includes hiring consultants from
ocutzide the project to work alcocngzide project
staf+,

Setting in motion & diffusion model whereby
training activities are plannsd and organized
by the project., The materials are developed
and produced inm ample supply. The first level
of training will be carried out and funded by
the project but then perconnel cutside the
project, trained or provided with qguidelines,
will carry cut the training through one or
more levels independent of the praject. Some
examples of this ctrategy are the training

to establish rehydraticon centers and the dev-
elopment of model medical s3chocl curricula
and training aides,

The project develops materiale and guidelines
and then hands them over to other public and
private sector organizationes to utilize

as part of their ocwn syrstem. As part of this
strategy, the prodect will make use of the
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highly organized structure of the medical and
pharmacists’ syndicate, and the training capa-
bilities of other Ministry of Health projects
and PVU0s,

In Keeping with the project’s social marketing approach,
we have identified & number of primary target marKets and
further cegmented thece markets according te the mecszages
that need to be given to them and the channeles by which they
can be reached. We are in the pracess of trrying to quantity
each of the market szgments. Three primary markKet <cegments
share top opricrity: phyrsicians, pharmacists and mothersz.
Without the full involvement of any one of these segments,
the project has little chance of succeeding. O0OFf second levw]
priority bBut still immediats targzt markets are nurses--who
may ultimately be thoze respancible for managing oral
rehydration therapy and teaching motherzs-=and medicai,
pharmacy and nur<sing students—-—the fronmtline workKers of
tomorrcw. Alcse of second level pricority are national level
intfluentiaxlse who camn promcte ORT widely throughcut Egrpt.
The third levsl of priocrity includes aqgroups with high
potential for pramoting OGRT but whe, at the current time cor

under the current srstem, are remaoved from doing so. Theze
markKe=tse includse alternate caretakers of children (sikling,
grandmathers, day» care center sta¥f, village level

influermtials =uch &s dayas, and other health professicrnals
such as social worKers and health educators.

The Integrated tMedia amnd Trainming Plan i still in its
initial <tage of development but even as it iec being written
ws cconsider it "erganic". We plan far it to grow and change
as the praject goes along. @As activities unfoid, they will
be asseszed to see haow well they have met their market
obbjectives. I+ planned activites f&il to achieve their
anticipated market penetration, it chould be clear that new
activities should +focus onm these arcas of chortfali. aAlso,
as new activities are csuggested, they can ke checked against
the plam to see i+ they are addreszing a target markKet that
remaine unsaturated or whether the new activity ie redundant
and rezources are best focused in a different direction,

The materials developed wunder thics plan will Dbe
scientifically designed. Several behavior change madelz will
serve xs guidelines faor their initial development including
adoption theory, the health belief mcdel and principles of
behaviar mcedification. Specific language and content
inserted into thece models will be derived from the extensive
recearch already carried out by the projsct. Existing
research will be supplemented, if necessary, with focus group
interviews amd participant observaticon, Draftes of all
materials will be thoroughiy pretested and revised as manvy
times as is necescsary to ensure that the materials meet their
intended objectives,

At the precent time, a number of training materials
have been completed:



are

in

Treatment Chart-=Thiz is an illustrated, wall-cize
chart develiopedg to display at a glance the treatment
protocols for diarrhea without vicible dehydratiaon,
mild dehydraticn, moderate dehycration and severe
dehydraticeon, The chart, intended to cerve ac &
quick reference in the clinical setting, has been
publizshed in both Arabic and Eno]x-h, and has been
widely distributed.

Treatment Eooklet—-This boaklet describes the steps
in the treatment of dehydration from diarrhea. lts
major tarqet i¢ doctores but it has some applicability
for nurces. It iz written in Arabic.

Video taped roundtable discuszion—--This video tape
consistse of a discuscsion among four eminent physi-
cians who ewplain all aspects of QRT in Egrpt. In
Arabic, The video attempts to anticipats and answsr
quecstians lTikely to be raicsed by physicians. It is
used as an introducticn to oral rehydration at -
meetings and seminars attended by docters.

Set of 35S teaching slides—-This cet of zlides is
dezigned to show the methods of diagnozis and treat-
ment of denydration., It is accompanied by & script
that explainzs the importanmt points of each of the
slide=z. Recently, a profeszicnally produced cassette
tape of thiz scripot has besn made and will be tested.

Set of slides showing a rehydration sequerce--This
five-<lide zegquence will ke distributed to &il
trainers to be used to demonstrate the effectivensss
af URT.

Prarmacists’ bocoKlet-—-Thics bocklet, in Arabic, dez-
cribes ORS and its compornents in pharmaceutical
terms, explains how ORS is uzed and gives hints abeout
how to teach mothers to use jt.

Newsletter——The first issue of the MNewsletter has
been published. It qQives an guerview of the Key
aspecte of coral therapy. Articles were written by
experts well-Kncwn in Eqrpt lend credibility. The
primary method of distribution has been through the
governorate coordinators but it is also dicstributed
in all meetings and training session held with
doctors and pharmacists.  The second izsue, reporting
the findings ¢f recent diarrheal research conducted
in Egrpt, iz in the prccecs of being editted and will
be pubtished inm July,

number of other training materiales are planned and
various stagess of development.

Self-instructional bookKlet for nurses——This boaokK has
been written and a final Arabic version is being
prepared for pretesting. An Englicsh translation is


John M
Rectangle

John M
Rectangle


availablie,

Film for physiciane--Thiz film is intended to promcte
ORT and to qain acceptance among qraduate phrsicians
by exposing the scientific Lasis for ORT. The
behavicral objectives have been written, a contrac
cigned with Mobak Adverticing Company to praoduce i
and the "treatment® being written. 1t is expacted
that the film will bhe used in trainings conducte
prior to rural service anmd as an intreoductien and
dizcucsion starter when training house officers and

t
t

-residents in the start up phacse of rehrdration

centers.

Fact Sheet--With the number of praject staf+f
incrsasing and concsul tantes being used, it has beccme
clear that some mechanism muset be found to ensure
that the information being given out by the prodect
bz conmsistent. This fact cheet will =serve thiz pur-
pose. It will serve as a source document for all
media messages, curricula, and trzining materials. It
wilil be arganized in cutline ferm so Lthat each sub-
heading of the cutline will explain.in more detail
the madar heading that pracecds it. Several sections
of the ftact cheet are in dratt form.

Textbook for physicianes=-This will
bocklet containina the medical fxcts
dehy»dration and their treatment. It
a resaurce in the training of phyvsici
be derived from the fact shest.

eference

L diarrhea,
1 be used az
e and will

Buigelines for Sstabiishing and COperating 2 Rehydra-
tion Center--Thic is a quide booklet currently in
draft form that will serve as the basic refeorence
for the training of rehydraticon center staff. Dr.
Gamel will dicscuse this in detail,

Mothere Teaching Package--This collecticon of train-
materials iz <till im the planmning stage. It is
intended to be a complete packKage of material ta be
uzed by any health profecsiconal teaching mathers
about the ecigns of dehydration, mixing and adminic—
tering ORS, nutrition in conjunction with ORT and
prevention of diarrhea. It will contain & complets
teaching protocol and audicevicsual materiales, possi-
bly a flip chart. Both the protccol and all wvisual
will ke thoroughly tested before production.

(1}

Que<stion and Answsr Booklet for Pharmacists-—-This
booklet iz intended as & t2aching aid for pharmacicsts
to enable them to better teach mothers who purchase
ORS packets from the pharmacies. The booklet will ex-
pand con the current pharmecists’ bocklet. It wil)
emphasize the importance of careful teaching of
mothers and identify many of the unanswered gquestions
that remain after & mother iz given the bacsic
instructicns for mixing ORS, 1t will contain sample



csample ancwers pharmacistz can Qive in ways that
mothers can underctand. The answers will be thorough-
¥ tested before their inclucsion in the booklet. A
draft list of guestions has already been developed.

These are the training materials currently under
develosment, However, as the Integrated Media and Training
Plan undergoee further expancicon, new strategies and
training activities may suggest the nesd of additional
materials to support them in reaching their speicified
obicectives,
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II.

Report On Treining In 1883 By N.C.D.DL,P.
Prepared by Dr. Gamal Abdel
Aziz, Dr, Ahmed Youseef

Selim, Dr, Bert Hirschhorn.

Intreoduction:

Tfaining of professionals in rehydretion therapy, nutritional
management and diarrhea control is an essential component of the
NCDDP, Training of mothers on a face-~to-face basis is also nece-
ssary to complement our -efforts in educetion through mass media. -

Training in 1984 may be summarized in the following ceategories:
1. Opening of new rehydration centers;

2. Trezining of physicians and nurses at éstablished

. rehydration centers; ' o

3. DevélOpmént of a model for training of all pefsonnél
from individuzal Rural Health Units, Urban, and MCH
centers; ‘

4. Evalustion of training of professionezls;

5. Development of training and educational materiels

- for professionals; |
6. Major conferences in different governorztes;
7. Treining of mothers;

These items will be explained in detail in this report, Also *
2t the end of the report tentative plans for 1984 will be discu-

ssed.,

Summary Of 1983 Treining:

1. Ovening of New kehvdration Centers.

¥ith assistance of Dr. Mathu Santosham (U.S.A.),Prof, Nahmoud
El Moughi (Al-Azhar University),Dr. Hirschhorn (NCDDP), Dr. Samia
Riyadh (ORT Coordinator, Alexandria), Dr. Mery Knalil Ibrahim
(ORT Coordinator, Gizz), the NCDDP ‘provided training and equipment



-2- }
to open eight new rehyération treatment and fraining centers:

. Bab El Shasreya university hospitel (Caira).

. Hossein university hospital (Cairo).
. El Galeas teaching hospital -~ . (Cairo).
; Om El Mesreen Gize central hospitel (Giza).'
. El Ramle pediatric hospital (Alex).
. EL Kebari polyclinic-hospital (Alex).
. Siddi Bisher polyclinice (AleX).
. Mansoura fever hospital (Dakhaleys).,

It was determined thet one week of intense practicel experience
and demonstrations led by an expert in rehydration was sufficient
to give hospital staff the confidence. to operazte a totzal rehydre-
tion program. I{ was important to identify an energetic pbysician
(or two or three) who would be in charge of the center under direc-
tion of a cooperative chief, Two centers benefitted, and greatly ‘
helped the NCDDP, by doing small but important clinicai,research
‘projects.

Most important, the NCDDP now has an enlarged corps of Egyptian
experts in ORT in eddition to staeff of EL Shatby end Abu E1 Reesh
centers, man& of whom will , in turn,help develop other centers in
Egypt.

A

2, Training of Physicians end Nurses et Established Rehvdretion
Centers. |

‘ 196 physicians in batches of 6-10 were trained in week-

long courses at El1-Shatby and Abu El Reesh rehydration centers;

362 nurses in batches of 8-15 received lectures zt the
NCDDP for five days and demonstration ol ORT for one day et Om
El Masreen hospiteal.

-

Severel self criticisms may be made 2t the outset:

. Too much emphasis was put on didactic lectures covering
"~ gll aspects of diarrheal disease, not enough emphaSis on
actually doing rehydration.
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_3-
. The selection of candidates was left entirely to gover-
norate MOH officiels with no particular guidance from
the NCDDP; as a resuli a number orf candidaztes showed

disinterest, fziled to complete or even appear for the
courses,

» The nurses were selected without reference to whethéfr
physicians from their units knew any ithing about ORT or
had received treining; as a result, the majority are

.unable to put into practice what they are taught,

. There is no unified curriculum or content in the courses,
or explicit listing of educational goals ; some profe-
ssors advise naso-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 thelr own rehydration centers with
. equipment, materizls, technical or financial assistance;

in fact, the NCDDP records have been kept in such z way

8s to reguire severzl days %o determine who was trzined

and to which health unit or center they belong.
A1l these faults, once identified, are readily corrected and will
be. Evaluation of the outcome - of training is described in section
5, below,
3. Development of =z Model for_Traiﬁing of zl) Personnel of Rural

Health Units Urban and MCH Centers.

We tested a model for training (evaluztion of outcome describead
in section >, below) 1n which the complete physician and nursing
Staft - in onme or TWO batcnes—dealing with cnildren in & RHU or
MCH clinic were brought to one of two rehydrztion training centers
in Alexan@fia. They stayed for two to three days observing rehyde

ration - in some cases doing it themselves—and education of mothers.
Only one or two-general’lectures were given,



It was found that batches of 5-10 persons is the maximum that
should be trained at one time; 6-8 are the preferred number.
Tnree days training is the minimum. Some protessionzls (physi-
cians, especially) ere simply not interested in doing rehydration
with their own hands. Some investigation into their reasons is
needed. |

4. Evaluation of Treining of Professionals:

The dimplicit . educational goals are:

. Trainees zre’ to set up rehydration centers in their own
units or hospitals; '

. Trainees ere to know when intravenous therapy is to be
used; o

» DTrainees are tc teach ORT to their nursing staff;

. rzinees are to provide hezlih education to mothers;

. Irazinees azre to reduce dependence on non-essential
drugs;

Evaluation_was done in two groups; 18 doctors trained for one .
week at E1 Shatby hospitel in 1982 (2 15% sample from nine gover-
norates)znd 17 doctors from Alexandria trained at Ramle pediatric
hospital for 2-3 days in 1983 (2 two-thirds sample). The results
are tabulated here. ’ ' |

Trainees
1982 1983

1. N = 18 7
2. RHU 2 ' 4

MCH Clinic 11 1

Hezlth Center 1 3 -

- Hospitael . | 4 - -

3. Supported with

NCDDP equipment 39 % 100 %

4., Rehydration takes
place in unit 50% 100 % .
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5. Nurses Ynow ORT 247 47%
&. Nurses may start ORT on
their own : 33% 0
7. Mothers advised to continue ,
breast milk B : 7% - T4%
8. Mothers advised to continue . . _
food - 78% No Data
g, Mothers shown how to mix ORT 55% 0
,10. Mothers shown signs of _- :
dehydration | . 22% 0
“"41, Doctor uses antibiotics,
antidiarrheals routinely 44% 4%

Alé. Doctor kxnows indications

for I.V. . 79% 80%
13. What, in Doctor's opinion,

courld block wuse of ORT?

Vomiting ‘ 60% 5%

Mother refuses 40% - 57%
Liter too much 60% 43%
No equipment/ORS 0 T70%

;7We also inguired what materials or equipment tne doctors wished
from the NCDDP, Virtuwally all the recguests were appropriate and

modest; simple ORT materials, educationzl materiels for mothers,
more space for g rehydration unit.

We also looked at stécks of oralyte in eesch unit, the nucber of
cases seen in the previous two weeks, and average number oI liter
packs dispensed per case, '



Packs on'hand Cases in lz=zt 2 weskKs Packs/average case

751 276 o 0.2
1547 118 | 1.2
2885 .49 2.9
1620 132 0.3
4750 ‘ 25 0.4
112 35 0, 4
950 . 3 ¢ 1.0
47 11 S 1.d

1091 15 3.5 -
14500 (local depot) 140 1.0
S35 < .29 1.3

462 53 1.9 .
1000 | 4T 1.6
1000 26 2.0
850 . 105 2,0
300 . 40 3.8
70 . by 3.6
0.2

600 360

No correlgtion existed between stocks on hand, patient load, type
of unit. Use ot oralyte varied 1Y-told.

The overall results are, however, encouraging:with little supply,
tollowup and supervision H0% oi trainees nonetheless establisn
ORT centers. One week of training appears to provide & more solid
base ot knowledge thazn do Z2-3 days. Nurses and doctors ifrom the '
same unit should be trainea together. A .better supply-need infor-
mation system 1s necessary.
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§. DevelopmenT oI Yraining and Educational Materials for

Protessionels

NCLDP has producec the tollowing:

.-Newsletter
‘. Nurses selt-instructionzal manual (due summer 19854)

. Lreatment charts in Arabic and kngllish

+ Ylrestment brochure in Arablc

. ZU-minute video riim on ORT featuring four eminent

pediatricians :

.+ Standard teaching slide set (35 slides) and lecture notes
« Brochure f'or pharmagcists

6., Maijor Conferences in Different Governoraztes

Presentations to audiencés of specialists, physiciens, pharma=-
cists, nurses, social workers, ranging in size from 50-400,
have been done in Assiut, Sharkia, Dekhaleyz, Gherbdia, Tante -
Alexandria (2), Kafr Bl Sheikh, Cairo (b6), Beheira. All were

well received.

7. Traininz of Hothers

An experiment is nearly complete in which 500 mothers received
training, using modern pedagogical methods, in diagnosis of
dehydration and mixing of ORT. The evaluation is now underway.

A flip chart for clinic use is now being prepzared.

L. Tentative Plans for 18934

1. Rehydration Centers
We hope .to train and supply 25 new centerg,in 2ll University
Hospitals and 15 Governorate Centrel Hospitals. Tnese new

BEST AVAILABLE COPY
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" centers should esttempt to train staffs from 10-20 RHU/MCH

or Urban Clinics each in their vicinity.

We expect to produce a clinical %trazining film on ell modes
of rehydration, ‘

We hope to produce z self-instructional manual for physi-.
cians. '

The newsletter should zppear twice a year

"We hope to send key planners, educztors end pediaﬁricians

on observation tours of other ‘national progrems

A model rebydration treaining and reseerch center is being
developed at Abu E1 Reesh Hospitel. |

We hope to recruit several hundred volunteer medical students,
train them in interpersonsl communication and have them visit

- pharmacists and mothers at home,to promote ORT.

Physicians and nurses from key centers will continue to be

trained 2t Shatby, Abu Reesh and (new to 1984) Bab El Shza-
reya Hospitals; improvements in selection, curriculum, menage-

ment and followup are expected.

.
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May 1984

Epidemiclogy of Diarrheal Diseases
In Egypt

Morbidity and mortality due to diarrheal diseases constitute
one of the major health problems among chiildren in developing
areas. In Egypt diarrhea accounts for more 1illness and
death in children than respiratory disease (Tables 1 and 2).

Diarrhea may be defined as the freguent passage of unformed
stool, usually more than 3 times/day but may reach up to 20
times. It may be acute or chronic and 1in both conditicns
they are associated with water and electrolyte inbalance and
malabsorption.

1. Causative agents in acute diarrhea:

Infectious agents: At least 25 etiologic agents are
responsible.

Bacterial: Salmcnella, shigella, campylobacter feotus,
vibrio cholera, entropathogenic E Coli. All these are
responsible for a minority of cases. E. Coli 1is an

impcrtant cause in fatal neonatal diarrhea.

In Alexandria a study of 500 hospital cases during the

diarrhcal seascn proved the following isolates (in
percentages): 3.8% for salmonella, 7.8% for shigella,
11.4% for campylobacter and 10.4% for E.coli (Table
III). ‘

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 15.6%.

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

Protozoal: Giardia lamblia and entameba histolytica.
The first 1is wusually resistant to many therapeutic
agents. El Shamy reports f£inding giardia in 43% of
children with diarrhea in a longitudinal study in Lower
Egypt; but only 2.8% were positive in a Giza village
study.

Secondary enteritis is seen due to other infectious
diseases as otitis media, measles and broncho pneumonia
and may account for some of the cases with no pathogen
isolated. ‘

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

Mode of transmission: as in £food Dborne 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-Fekruarv, so that children enter the summer
diarrhea seascn while weaning. Contaminated hands are

very common with illiterate mothers.

Clinical picture: This also varies according to the
causative agent, resistance of the person and endemicity
of the disease 1in 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 vyear. In
the summer daily prevalence ranges from 14% to 33%
(urban to rural), 80% of which is watery diarrhea.
Mortality statistics reflect the severity of this

problem in Egypt.

Naticnal statistics proved that morxre than 50% of deaths
in infancy and pre-school children below the age of 5
years are due to gastroenteritis (Table I).

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

Since the latest estimated population for 1983 1is 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 wuear (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 more
likely to die (Table VII, Table X), a differentizal
eliminated by effective treatment ! (Table X). Table X

also shows that effective treatment has proportionately
more impact on the under 1 year olds.
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Seasonality: with prevailing bad environmental
sanitation deaths are wusually highest in summer and
carly [all perhaps exacerbated by greater OO

3 lblllLv of
dehydraLlon and electrolyte i1mhalance. The casonal
peak 1is May - October, where move than 75% of cases
occur (Figures 1, 2). The season begins earlier 1in

Upper Egypt where the severity isgzreate anduore than 66%
of deaths amonag nre-school children occur - due to G.E.
comwmared to oaly 4 ¢ in Lower Ugypt (A. Hassouna, 1984).
This difference may reflect the poorer nutriticnal
practices in Upper Egypt. The 1interaction between
maluutrition and infecticn plays an i1mportant role in
mortality (Table XI). )

This leads us to consider predisposing factors.

. Artificial feeding increases the possibility of
iﬂfections, and risks increusss with poorly educated

mother

. Low socio-economic standards of living with Low
incomne, nigh rate of illiteracy, poor housing, big
family size, lack of adequate medical' care all

contribute.

.  Environmental factors: poor sanitation with lack of
plentiful water supply, unsanitary waste disposal,

and hign prevalence of flies are impertant in
precipitating infection. Tavble XII gives univariate

analyses of some of these factors on diarrhea
incidence in Upper Egypt.

As a Diarvheal Disecase Concrel Program we cannot  sinply
discuss epidemiology and clinical manazenent. Wa  must
lock toward prevention.
Primary orﬂvcntion- Tt is cctimatad that good
envircnmental hygiene and zanitation would rapidly
reduce infant TOL-&LLCY to 30/L,C00. Tha trend to
artificial feeding will racisc it.
Gensral praventive measures:
Ralse the gtandard of =avironmental sanitation and
plentiful safe watar supply.

e

<

LY

)

izalth educaticn to the mothers to encourage Gocreast
‘zeding, fcod hyyiene.

,_\
(]

. Pravention of other infecticus diseasas which play a
role in increasing the severity of diarrihecal diseasss
by the already availadble very efficient immunizaticn
system in Hoypt.

. Nutritional education, and proper v2aalng  practlce
prowmoting locally availadble wezning f£ecod.
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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 1in
poliomylitis. Also passive immunization is recommanded

for the mothers to raise the standard of maternal
inherited immunity.

Management:

Early diagnosis of waterydiarrhea before appearance cf
manifest dehydration 1s needed so to apply replacsment

. ~therapy by ORT, without the neced for knowing the

causative agents in the disease, even with very few

visible signs of dehydration. % of body weight might
be lost without clear dehydration, whereas in.the dving
child zbout 10% of body weight is lost. ORT 1is

preferalbble to I.V. route as it can be given with little
formal education and even at home with no need for
sterile equipment, 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 ORT, all over Egypt (Table XIII).

Other druvgs (antiemetic and constipating agents etc.)
are not recommendsd. Recent studies proved that
vomiting dces not affect succaess of oral therapy.
Breast feeding, soft food and porridges are advised with

ORT and may decrease diarrhea. Broad spectrum
antibiotics are recomnended only under certein

circunstances.

If the child cdoes not respond, hospital referral
more supervision and pocssibly I.V. therapy i3 needed
this 1is usually below 10%. Case fatality £for treat
cases has Dbeen markedly reduced recently to vunder 1
and under 6% for shocked cases, desperately 1ill.

Tertiary Prevention or rehakilitation i1s needed for
severely malnourished cases, as PEM tsually results from
repeated attacks of diarrhea, where nutritional
rehabilitatiorn will prevent the vicicus circle between
nutrition and infection.

A study is underway to follow up hospital treated cases
at home so as to give continuing 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
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Table I

Main Health Problems Facing Infants and
Pre-school Children in Egypt

Diarrheal Diseases

Pneumonia and
Bronchopneumonia

Mzasles

Malnutrition

Aggregate
Helwan
District

1980

[=]

=3

(5]

Table II

Urban

Health

Center
1980

Rural
Clinic
Village
Monieb
1979

M F

51.9 623.7

) from various Surveys

El Galaa
Hospital
{Cairo)

Admissions

22.9 24.2 -

Diarrheal Disease as a Cause of Mortality
among Vulnerable Groups (MOH)

Infant
Mortality

(I.M.)

I.M. due to
~diarrhea

Necnatal
Mortality (All)
Pre-School

Mortality (All)

N.B.

1977

85.

50.

14,

17.

3

4

8

9

1978

73.

51.

13.

11.

2

9

8

4

19

76.

52,

12.

la.

‘Estimated under-registration for

9 1880
2 67.8
4 -

2 13.0
1 10.1

infant deaths by well -

1981

54

24

20

1982

74.3
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Table III

Causative Agents in Infectious Diarrhea in Egyp*

$ of Cases Various Surveys

Urban Rural Alexandria
Hospital Cases

Salmonella 4.2 3.3 3.8
Shigella 2.8 4.4 7.8
Campylobacter 2.1 2.1 11.4
E. Coli 56.0 34.8 10.4 -
Klebsiella 392.0 36.9 -
B. proteus 38.2 34.8 -
Staph aureus 2.8 4.3 -
Rotavirus Not done Not done 18.6
Total Cases 141 92 500

(Source: Dr. Amira Xoura, and Prof. Dr. Samir Kassem)

Table IV

Clinical Manifestations. of the Affecited Children

University El Galaa Rurzal
Hospitals* Hospital* Units*
vWatery diarrhea 93.2 100 8.6
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%(est.)

av. volume ORS needed 600 cc 350 cc -



Upper

Lower

Uppex

Lower

(Firom

Age Distribution of the Chilédren with Acute
Hospital, Clinic and Communiity Surveys

Years

Table V

Incidence of Acute Undernutrition
In Egyptian Pre-schoolers Related to Diarrhea

Egypt

Egypt

9
)
r

<
o)

]

u)
It

LB

ct

the 1978, 1980

2 Rehydration
Centers in
Hospital

1983

76.4

%

With Deficits
Diarrhea Seazon
11.1%

4.1%

[=3

2

3 Deficits

With
Recent Diarrhea
40%

%

15

Netri

National

Table VI

in Weight for Ieight
Non-Diarrhea Season

2.8

oN?

(@)
[o0]

o

i

'
Hh

n Weight for Age
No Recent Diarrnea

29

0

°

o.
o

ion Surveys)

rhea

[at

o -

— O

Village
Village Clinic Ahcu El Reesh
Kafr Hakem El Monieb Hospital
Outc- In-
1983 1982 patient patient
69 54.1 58 83
29 37.7 30 17
2 8.2 7.6 c
- 3.8 C
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Table VII

th rates due to diarrheal disease and to all causes

ed by sex, 12 villages, Menoufia Governorate, 1979-198C

Age specific death rates per 1000

Age at All causes Diarrhea

death Popul- '

(years) ation Male 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
- 3 164 10.6 13.8 12.2 4.7 5.4 4.3
0-3 _ . o . 38.6

NOTE: The infant death rates rather than the age specific

death rates are as fcllows: All causes, male = 119.6,

female = 110.7, total = 115.2; diarrheal, male = 50.1,

female = 59.7, total = 54.9 per thousand.

Source: American University in Cairo

Table VIII
Main Causes of Death among Infants (per 1,000)
Egypt 1950-1976
Respiratory Congenital
Infections Diarrhea Prematurity* Others

1950 - 55 14 54 28 4

1956 - 60 14 55 28 3

196€ - 69 14 57 24 5

1970 - 72 26 45 19 10

1973 - 76 24 50 15 11

* May reflect tetanus, or catch-all diagnosis.
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Table IX

Sex Distributicn of Childéren with Diarrhea

Study
Population

Home wvisits to
1,119 children
in 6 governorates

£93 patients in
urban health center
Recall of last
illness in child,
100 rural mothers
Ubper EGypt

210 children in
a rural clinic

11C¢ children in
a rural clinic

Abou Reesh Hospital
Pre-ORT (1982)
- 550 outpatients

-. 50 inpatients
(I.V.)

100 DN
(I.V.)

Post QORT,

Hospital ORT
Rehydration Units,
2,673 patients

Sev
Il

Mo

9

erity of
lness

st mild

02 mild

Mild-

Moderate

Mild

Mild

Mild-moderate

S

S

30%

%

evere

evere

moderate
severe

Male

634

360

69

123

316

30

1,560

Male:Female

Female Ratio
480 1.33:1
333 1.068:1

31 2.23:1
87 1.41:1
49 1.24:1
2234 1.35:1
20 1.50:1
37 1.70:1
1,113 1.40:1
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Table

X

Distribution of ‘Diarrhea Specific Deaths and
Rate per 1,000 Children;
in ORT Intervention versus Control Villages

Study Villages

ORT Intervention

Deaths

m
=
s}
ct
(]

55 28.8
52 28.8

107 28.8

17 10.5

41 12.3

83

0
O

72 9.1

155 9.

w

Controls
Est. Deaths
Child
Pop. £ Rate
1,45¢ 79 54.3
1,377 81 58.8
2,833 160 56.5
1,306 17 13.90
1,236 23 18.6
2,542 (40 15.7
3,657 6 1.6
3,459 5 1.4
7,116 11 1.5
6,419 102 15.9
6,072 109 18.0

12,4%1 211 16.9

Distribution of child pop.
the proportional distributions as shown from
project-wide household surveys.

Est.
Child
Pop.
0-11
M 1,907
F 1,804
T 3,711
12-23
M 1,711
r 1,618
T 3,329
24-59
M 4,789
r 4,530
T 9,319
Totals
M 8,407
F 7,952
T 16,359
N.B.
Source:

Dr. Ahmed Nagaty,

By Age and Sex -

3,017
2,854

5,871

8.446
7,989

16,435

14,826

14,02

N

28,850

by age and sex is

Executive Director
‘Strengthening Rural Health Delivery Project

40

81

10

18

185

181

365

39.8
41.8

40.8

13.6

13.8

12.5
12.9

12.7

based on

SRHED
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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

Percentage dead due to diarrhea

Age Breastmilk External Milk External Milk
(months) only and Breastmilk only
0-5 28 63 60
6-11 76 71 86
0-11 41 €7 79
Number of
¢iarrheal 62 22 15

Total deaths 150 33 19
NOTE: The table excludes children who were receiving food
supplements and refers only to those on exclusively
milk diets.
Diarrhecal deaths Aas a proportion of all deaths for
different types of diets in the second year of life

Percentaqge dead due to diarrhea

Age

(months) With food
12-17 58
18-23 57
12-23 58
Number of

diarrheal deaths 30
Total deaths 52

NOTE:

With

fvod means solid or

Without food

68
100

74

17

semisolid food alone or as 2

supplement to milk.

tudies in family planning:
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FIGURE
ESTIMATCD DIARRIECAL RCLATED DCATHS

IN CHTI.DREN UNDCR THREE YEARS OLD, BY MONTH*
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I . W
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- J F M A M J J A S 0 N D
Month

Cakahlia Data bJ 595630325 7.4156 1347085210779

* 1984 year-end population estimated to be 48 million. The under three
year old population is estimated to be 13 percernt of the tctal population,
or 4.8 million. The American University in Cairec (AUC) fourd in
its Menoufia study, the diarrheal related deaths in under three vear olds
to be 38.6 per 1,000 children. If this rate appliesnationally, there
will be 185,280 such deatihs in 1984.

NCDD
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FIGURE II

‘MIT = Cairo University Heglih Care Delivery Systems Project
Health Systermn Questionnaire : Part I
March 1978

Questions 4 agng # 6

Mistogram: The Infant Mortality Rate in Rural '
Egypt by Attribuied Couse of Death, IS77

infant Mcrtality Rate
Attributed to:

160 — 156

= QOther Causes

o e : — Respiratory

S ] lInfection
130 — o tor
o 4 = Gastroenteritis

Infant Moriality Rate
®
@)
l

Jan. Feb. r\-‘.cTch:— Aprit Moy June Ju‘i§ Lug. Seont. Oct Nov. Dec.
Note: The hisicgram is based on responses from 119 of 121 (90.8%) centers /units.
Centers/units were excluded from the computaticns if they provided incompletz information
orif the sum of deaths due to gastreentzritis and pneumcnia is reported to be over 20% more

than deaths due to all causes for 1377,
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Table XII

Factors associated with increased incidence of diarrhza in
children (episodes per 100 children 0-5 years old in a
three month period) in Upper Egypt

Factor ' Incidenc
Brecast feeding only 37
Artificial feeding 83
Well water indoors 27
Well water outdoors 35
Piped water indoors 24
Pipec water cutdocrs 36
One-two chiidren in family 24
Three--four childlven in family 31
lore than four children 37
Child is 0-6 months old 46
Child is 7~12 months old 80

Father is a:

Landocwner _ 19
Tradesman 23
Government employee 27
.Tenant farmer‘ 39

Source: Farouk Hassanein, M.D.
Assuit University
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Table XIII

National Knowledge of CRT

Upper Egypt Lower LEgypt Great
Urban - Rural Urban Rural Cairo
QOral Therapy
Know it and 82(40) ©5(45) 80(43) 94(44) 99(47)
used it 207 212 209 212 209
Know it and 62(30)  48(23) 68(32) 239(18) 68(32)
did not use it 2067 212 209 212 209 :

Did not know it 63(30} 69(32) 53(25) 79(37) 42(20)

Source: EPI and PHC Review Ministry of llealth Egypt,
3 May 16864

* PResponse (percent)

e b . ¢ e e i T —

Cluster size


John M
Rectangle

John M
Rectangle

John M
Rectangle


General Data °f.§ﬁiR£

Populaticn 46 million (1983), 48 million (expected end 1984)

Urben 44%  Rural 56%

Number c¢f children under 5 1s approx. 15% of population or 6.9 million (1982)
Number of childrven uander 3 is approx. 107% of populaticn or 4.6 mililion (1983)
Projected pecpulation growth rate

Birth rate 33.9 to 356.6 (1677 to 1980)

71% of adults illiterate (1977) ; 1illiteracy rate of males 553%, of fewales 80% (est.

4% of Egypt's land is habitable

Population density in habitable regicm is 2400/sq. mile
70% of vrban dwellers have _:cess te petable water within their dwellings (1977)
%» cf rural dwellevrs have acc2ss fo potable water within their dwellings (1677)

467% urban dwellinge lit by eleztricity, 197 of rural
.5 million (1977)

)
i

Shortage in urban housing units

Eguvpt 15 divided into 26 governorates (4 urbon, 22 rural)

132 districts

40Q0 serarate village cemmunities
755 cfficiel villages

Per caupits gross

3
3
2
(¢
©
[a N
(o)
3
0
n
=
(9]
gel
o
o
~
>
(W]
wn
~3
N
«@
o
N
N’
>
(28]
N
<
~~
\O
~
~
e’

447% of civilian laber fcrece in agricu
of labor force is abroad, or 1.43 million (1977

Labor force abroad provides $280 million remitancas (1577)

General Data - Health Resources

]

3% of the Egyptian Goverament's annual operating budget 1s allocated
to health ‘

ta government operating expenditure for health L.E. 4.65 (1982),

Per Di
L E. 2.9 in 1977

\J

Per capita public and private health cxpenditure L.E. 7-8 (1977)
Of the MOU budget 70% goes to szalaries, 19% to epcrating expenszes, 11% investment
Annual budgetary allocations of the MOH (1978):

Rural health unit-L.E.2200 (including L.E. 1800 for drugs)
Hospital Outpatient Attendance - L.E. 0.150 (35 million attendants/yr)
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Health Personnel in Egypt

Physicians 32,000 (1977)
4,000 graduating per yecar
22,000 MCH emploved
8,000 working abread in Arab countries, on lezave, engaged
in post-graduate studies or fellowships
4,000 fyll-cime private practices
75-80Z of active urbzan physicians devode time to fee-for-
service practice after MOH obligations are met
1:1000 resident phycician-to-population ratio (expected 1982)

Nurses 35,000 registercd nurzes (1977)
4,000 gradvating per year
23,000 nurses of variour levels
5,700  school hezlith visitors (part-time MOH nursing aids)

Other providers:

16,000 pharmzcistzs (198 )
5,000~4,000 pharmacies (19¢4) - 36% Caire, 13% Alex, 317 rest of
4,000  dentists (1977) L.Egypt, 20% Upper Egypt
2,809 sunitation technicians
1,5C0 lab technicians
800  x-ray technicisus
120 dental technicians
50%-830% of all home birtis are attendzad by dayas

Health Facilities in Egypt

Urban (defined zs cities of Cairec & Alesxand
and 139 Markaz) unofficial 1982 data:

220 MCH centers
62 general urban health centers
320 health bureaus (pubiic health umics) -
" 144 school health units
170 specialized school health units
50 school health polyclinics
5 " " hospitals
350 genral and specialty hospitals
9 university hospitals

Rura% Areas:

2,400 rural care centers (1700 totally ambulatory care centers and
600 small hospitals with out=-patient clinics
1,826 rural health units {(small village)
550 rural health c¢linics
34 hospitals
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Infant Mortality Ruate in Egypt & Life Expectancy
Number of children under 5 yrs. is approx. 15% of pop.

7.2 million (1984)

4.8 " 1984
4.6 Y 1983

Number of children under 3 yrs. is approx. 10% of pop.

Infant mortality rate = 98/1000 (15675)
$5/1000 - 74/1000 (1977-80)

Infant morzality vate (1972) by cell:

Rural: 103/1000

Upmer Epgvpt: 112/1000
Lowar Egypt: g7/1000

Urban: 133/1000
Upper Egvpt:  151/1000
Lower Egypt: 100/1060

Life expectancy (1975 MCH) - 52.3 fer men
55.2 for females
Those who survive lst yr. live a
averags of over 9 yrs more.

o]

Diarrhesl deaths in Lgyptian Children

Mortality Rates in Children with Diarrhea

FEstimated diarrheal deaths in children under 5:.
Approximately half of all dezth in Egypt ave children under
-Half of these infant and child deaths due Lo dizrrhea.

LR ]

60% diarrheal deaths in Upper Egypt
45-50) " " Lower Egypt

Over 907 of these deaths occur in children under 3.
Diarrheal Attack Rate: HMean number of attaecks/child under 2 yrs. is S
Most prevalent in children between 6 and 12 mouths.

Episode Iuicidence: 2-18 bouts/vr. in Egypt
3-5 bouts/yr. average in developing countries
Children under 2 years suffer twice tlhe number of
bouts than the average for children under 5 ia Egypt.

Average duration of diarrhea: & days


John M
Rectangle


. s
ts
N . : L&
Table 6:; Proportional distribution of diarrhea specific ' P& 5
deaths among children under 18 months by age
category and study cell
0-5 - 6 - 11 12 - 17
1 1 . ! : 1
Total Diarh. Sp'c. Total plarh.Sp c. Total Diarh. Sp'ec.
Cell deaths| No. A deaths| No. yA deaths| NWo. y4
s/S - HP . 32 14 43.8 41 31 75.6 18 13 72.2
DR - HD 33 25 75.8 | 26 19 73.1 19 12 63.2
s/s - PP 11 8 |72.7 17 10 | 58.8 9 4 | 4L.4
OR - Com. 16 12 75.0 13 13 |100.0 4 1 25.0
Cont. 2 . 30 | 26 |86.7 25 24 1 96.0 | 11 9 | 81.8
Cont. 1 47 | 36 |76.6 | 57 49 | 86.0 22 15 | 68.2
Total 169 | 121 |71.6 | 179 | 146 |8l.6 | 83 | 54 |65.1
ol Dspee
- q gk . e ;

>
5 94
37 15
245 %5
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S.R.H.D.Proj.~V.A.S, 1880/8.

Table 3: Distribution of total and diarrhea specific child deaths

by calendar month

Months Total Deaths - Diarrhea Specific Deaths
No. A No. Col.% 7 of total deaths
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
September 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 e.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 2.3 '79.1
April 8 1.5 3 0.8 37.5
May 16 3.1 9 2.5 56.3
Total 521~ 366. " 70.2

BEST AVAILAELE COFY


John M
Rectangle


May 1984

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

-

The National Corntrol of Diarrheal Disease Project (NCDDP) is in an unique

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

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

semi-independentcly from the govermnmental 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.

Strengths

A. Strategy: The strategy of the NCDDP has Seen to coordinate and facil-
itate the work of existing organizations, govermmental and privace, in
implementing 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 macerials and research. Egypt is fortunate to

have an extensive health infrastructuré; 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 lohg—
term institucioﬁal development. Interestc and coopéracion,ha§ 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 framewo;k of the Project Grant Agree-
ment between the Ministry of Health and the Agency for International
Development, policy is determined by a Steering Commi§Cee 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
contracting, -accounting, transportation, procurement, supplies, typing: ..
and personnel management.

One must also consider as pérc of the str;cture, 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 of 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 nac%onal program without neglect-
ing any necessary activisy. 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, pharméceucical production
companies and well-qualified individual consultants, both governmental

and private.
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Figure 1

>

NATIONAL CCNTRCL OF DIARRHEAL DISEASE CAMPAIGN
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IL. ConscfainCS

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 developmeht and the identification of
adminisarécive 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. Directiom: 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. The
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 we?k. It is hoped that this increased availability

will help to resolve tHése p*UbTEEST'~

B. Personnel Management: Before 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



the Project which hampered the Project from completing tﬁis task.
1. Salaries: The Project has not felt itself free to offer salaries
competitive with non-govermmental organizations. 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 in 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 birector
to determine an appropriate salary scale based on comparable non-gov-
ernmehtal positions. As contract employees, Project personnel positions
will terminate with the end of the Projecc: 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
frém 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 COCal.compensacion than
contract employees. This issue must be explored and 2 solution found
which will minimize the disparity and provide a real incentive to
governmental employees to consider working for the Project. Consider-
ation mighﬁ 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,



their morale and willingness to work as equal team members of the
Project staff. This is a most.serious comnstraint 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 to have fdll-time
and .competent assistants. The other staff must be
able to know when same;ne will be present so that they can make their
own schedules. The staff is inCerdependeﬁt and they rely on one-
another to perform their respective tasks. Adequate salaries will
help in filling vacant positions, but it i1s 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
kéy positions are left vacant. Positions approved by the Steering
Committee in March, 1983, which are vacant 1include the Director of
Administration, Contract QOfficer, 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 member. 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 typists, 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,

invoice 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 obligations; the budgeting and
accounting system will not facilitate subsequent evaluation of cost

effectiveness; and the organization of the financial management section

needs revision.

1. Payment of Outstanding Obligatious: 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-
soﬁs and organizations. When the obligation 1s 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 tﬁe delayed payment is intermal, 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 cercifi-
cation. It is not the 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
procureménc account and that the mathematical calculations on the
invoice are correct. This will require that all procurement orders

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

show exactly how much has been spent and, consequenély, ho& much

remalns 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

exceptions should be incorrectly submitted invoices or invoices for



work not completed according to contract. In these cases, the appro-
priate Coordinator should be informed and requested to notify the
vendor.

2. 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 activiéies such

as mass-media, production, coordination, research, evaluation and
administration. The Project submitted its budget proposal for FY

1984 in a format which would alleow both tyﬁes 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 emable 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 esasily
management the certifications and attributions of invoices. " 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. fdr 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,
combined with the payment delays already mentioned, have not contributed
to the Project's reputat%on for dependibility. AID is aware of this
difficulty an@ 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

PRODUCTION

1.

Objective to assure the availability of oral
rehydration salts/solution (ORS) all over the vyear
for both Ministry of Health (M.0.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.

Establishing a quality control system £for the

post-production of the ORS, quality to assure the
validity of the product during the shelf life.

3. Develcopment, 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 physiologicalily 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 ocur target group.,
the under threes, comprise 10% of the population,
i.e. 4.8 million children. 203 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.0.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 i1f 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 1in
under l-year olds, 90% in under two’s. In any
case, actual need and salses will be closely
monitored.

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 lst up to
the end of the vyear according to the attached
schedule, and they ccver 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 vyear 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.

In addition other companies are highly interested
in producing the ORS, but they have no capacity for
the time being. To assure good product gquality

~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 wup the followup and
evaluation system.

Our plans during 1984 for the new forms of ORS
begin by making a standard citrated tablet £form
each tablet for 100 ml of watar. Market and



clinical tests will be done, but 1in 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.

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

The medical company for packaging is mass producing
the special mothers’ chair, hundreds of which are
already sent to M.0O.H. and University hospitals and
clinics. Sherif Co. is mass producing one millicn
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 pharmacist 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 impcrted 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

Month

January
February
March
April
May
June
July
August
September
October
‘November

December

Total/year

ORS Production (5.5 gm)

500,000
1,250,000
2,000,000
2,500,000
2,500,C00
2,500,000
2,500,000
2,500,000
1,500,000

17,750,000

Remarks

Rehydran
Rehydran

ORS


John M
Rectangle

John M
Rectangle

John M
Oval

John M
Rectangle

John M
Rectangle


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
September 282,800 2,500,000
October 173,700 2,500,000
November 947,700 2,500,000
Decémber 777,700 1,500,000
Total/year 6,176,100 17,750,000

290% increase for 1984 as result cf project requirements
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DISTRIBUTION

Based on last vyear’s experience with public sector
distribution to assure the availability of the product
all over the country in 1984 we 1lcoked £for a private
sector company which has a good coverage for all
pharmacies. The contract has been signed with Middle
East Chemical (M.E.C.). It 1s a private sector company
for distribution and they distribute for Squibb Company.,
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 arsa pays two
visits per month, at least, to the pharmacy. M.E.C.
will submit monthly report including sales, area
coverage, pharmacies visited, and this can help us very
much in the evaluation of our campaign.

MARKETING

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

PROBLEMS

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 1in

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 c¢cc + spoon 1in
M.O.H. units £free of charge.

2. The availability of two dosage forms 5.5 gm and
27.5 gm can confuse the mother and we cannot use
one message for mixing ORS, so we 1recommend 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 promoting 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 S piasters, one spoon and c¢ne cup
for each box of 10 packets. This will
increase the profit margin to 30% which 1s 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 bhe 60

days. This encourages
stock more than one month’s
the out of stock situation
during the month.

OBJECTIVES

the pharmacist to

needs and avoid
in the _pharmacy

Asguring ORS availability and production

1984 16,000,000
1985 35,000,000
1986 . 45,000,000
1987 60,000,000
. Establishing quality control system for the

post-production of ORS

Development and evaluation of special projects to

determine the feasibility of
supplementary packaging.

R-T.U. ORS

Tablet form
Addition of starch

MARXET SIZE

" 1984 end population

10% Target group - under threes

- 20% of target group seen in hospital

each mother given 3 packets

(5.5 gm) for maintenancsa x 3
30% of target group seen 1in private
clinics. Each case ask for one

box of 10 packets (5.5 gm) x 10

TOTAL NEEDS

DISTRIBUTICN

Middle EFast Chemicals

S branches
50 salesmen
25 wvans

alternative or

48 million

4.8 million
960,000

2,880,000

14,400,000

17,280,000
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PRODUCTION OF ORS
BY

CID DURING 1984

Private Sector M.O.

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

- Production of ORS 5.5 gm packets will start in June 1984

2,000,000

packets of 27.5 gm
(UNICEF)

For use in Health

Units only

- 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 gm packets for the supply of MOH for

the year 1984

- CID cover the market needs for April/May with Rehydran



ESTIMATED DIARRHEAL RELATED DEATHS

IN CHILDREN UNDER THREE YEARS QOLD, BY MONTH*
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* 1984 year-end populaticn estimated to be 48 million. The under three
year old populaticn is estimated to Le 10 percent of the total Populatlon,
or 4.8 million. The American University in Cairo (AUC) Found in

its Menoufia study, the diarrheal related deaths in under three year olds
to be 38.6 pet 1,060 children. If this rakte appliesnationally, there
will be 185,280 such deaths in 1984.
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DISTRIBUTTON

Middle lLast Chemicals

-5 branches
Y0 salesmen
25 vans

THE
ARAB REPUBLIC OF
EGYPT

Atmaee

BEST AVAILABLE COPY
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REHYDRATION POWDER K

Each sachet 1 for one liter + Contains : VI

Sodium  Chilonde:  8.P. 3.5 gm. byl

Potassium Chioride 8P, 15gm, . ‘,'
Sodium Bicarbonate 8., 25 gm. '
Dextrose ( anhydrous 200 gm, i

< DIRECTIONS o

|

Dissoive in ONE LITER of drinking water.
To be laken orally andfraely as much as required
or as diracted under medical supervision.

CAUTION

+ 00 HOT BOIL SOQLUTION
. DISCARD UNUSED SOLUTION AFTER 24 HOURS.

Manufactured by :

CHEMICAL IHDUSTRIES DEVELOPMENT . Giza - A R.E,

With the assistanca of UNICEF fer M.P.H,

3
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Guidelines for Establishing and Opersting

a2 RBenydration Center

I. THE CONCEFT CF A REHYDRATION CENTER

. Dehydration is the largect killer of children in Egypt. Ezch vezr
more thanm 130,000 Eayptian children dJdie from dehydrationm due 4o
diarchea. Host of these 3

children meed mot die. Thev. can ke save
through rehydration wit electrolyte solution. We now krnow that

all hkut the sevorest cases can be renydrated quickly, simply  and
effectively witih an electrolyte solution adminicstered orzlly.

Becauze wup Lo 70% of the children seem in nealin facilitiez in
Eqvpt 2re suffering from diarrnes and  show signes of dehvdrationm,., all
health facilities sarving children snould place spac 12l empghasics en
rehydration by establisning a renydration genter.

Ihe purpose of 3 rehydration center is %hreefold:

1. To prowvide specially trainzsd staff to dizgnose
Jehydration and determine the approgpriate treat-
ment,;

2. To provide 3 place where the initial rehydration
can he domne aen-s=ite under the supervisian of
trained staff; and

3. To provide a place where mothers can hbe taught

about dehydration, how to properly mix QRS and

how to gqive it to their children.

"II. ESTABLISHING A REHYDRATION CENTER

A. Services

1. OQral Renvdration

Eetween 90 and 95% of the children szen 3t the rehydration center
suffering from dehydration from - Jiarrhea will be g00d camdidates far
oral rehydrsztion.

The ohild determined to be in need of oral rehydration is kent in
the center from 2-4 hours (or wuntil bthe initial refhvdration Ls 300
plished) during which time ©he mother administers the ORS urider thd
supervision of the staff. In additien to therapy, the mothers ar
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qivern education tHhat will help her care for the child during the
current bout of diarrhea amd to prevent subsegquent cases. Upon
disecharge, the mother is aqivenm eifher a3 prescription for QKRS packets aor
the packats themselves to ernable her to maimtain bydration inm the child
until the current tout of diarrhea subsides. Motners are erncouraged to
return to the cernter if the siams of denhydration return in spite of
qivirng the cnild the OKS at home.

2. Nasogagastric Renvdration

Mot all ghildren who are consciouz are able to take 0RS by moutin.
Some children vomit too frequently. Qthers are conscious Dut are toon
tired to drink. Irn some cazes, tne cnild with diarrhea nmeeds sless  as
wall as renydratiorn: im  othsrs, it is the mother who nas hDeen awaks
carirng for her onild who needs the slaep. Im such cases, rehydration
with the2 oral renyvdration solutionm wsimg 2 nasogastiric tube i3 the
appropriate method of therapy.

-~ Nasoqgasiric rehydratien should be limited to fhase facilities
where trained staff are available.

The treatment a3rea for nmnasogastric rehydration <hould be
separated from the freatmemt =area for oral rehydration but should be
3djacent %o it ar close by. In facilitieg where space is limited. +the
treatment ares may be divided into sections--one for oral rehydraticon
and thne other f£or macsagastric.

3. Intravenous_ Rehvdration

Intravenous renydration is the treatment of last resort rathner
than first resort for children sufferimy from debydration f
diarrhea. It should be reserved for the small percentage-—ucsually
abiout S%--uwho shouw signs of severe dehydration.

Because they are the recipients of referrals of the more serious
cases from aother facilities, =211 hospital-based retydration centers
should have imtravenous renydration availakle to those cases in nmeed of
parenteral rehydration.

The treatment area for intravenous rehydraticn should be inm 3
separate room from the treatment ares for oral rehydration. The intra-
verous treatmenmt area and the nasogastric <itreatment area may be
combiined.

B. Space

The space assigned fto the rehydration center should be am area
that has been specifically desiqmated for that purpose and 1is
physic3lly separated from other umits in the facilitv.

The eixceptiom to this is the small, rwural health center with
limited space. In these cases, the refydration activities may be
carried out om a porch or im a garden.
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l. Logation

. The locatign af the rehydration center 13 very importamt. It
shouuld be located in a place that 13 highly visible %Yo patiemts using
the fa3cility for other health c¢are needs so that they becaome aware of
Tits existence and ‘sechk it Tout’ whern their child comes down with
Jdiarrhea. It should also be easily accessilble from the triagimg wunit
50 that mothers cam proceed directly to the cemter with a mimimunm of
confusion to themselves and disruption te fthe furnctionmming of the rest

of the facility.

Locations that meet these criteria, im priority order, are:

0 Adjacent to or nmnear the emerqgency room cince the rehy-
dration center, like thne emergency room should be in
operatiaonm 24 hours 3 day

o Adjacent to or mear the outpatiemt clinic
0 Adjacent to or’'near the pediatric section

Im choosing the locstiom for the rehydration center, other
factors should also b2 considered:

o A locationm on the first fleor provides ...

o The locatiom should be mear 3 WC in order that it can ke
used by the mothers wihen ne=ded anmd 3lso o that itn2
mothers cam wash out the habies clothes whemn they becone
sciled

o If possible, the center snould be located mear 3 place
where accompanyiny children carm play and other family
members can wait since the mother z2nd dehydrated child
may remain in the center for as long as 6 hours.

2. Square footage

3. Minimum square footage

B. Additional space requirements
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4, Ventilation and Temperaturs

Adequate venmtilation armd temparature comtrol is esszemtial in the
rehydration center. In the summer, the ftamperature cam eacily reach 49
degrees centigqrade, Childrern in  the center are already dehvdrated and
remaining im a2 hat room with stagmanmt air will stimulate perspiration

amd thus agaravate depyvdration. Therefore, the center must have tne
ability to mainmtain the temperature below 35 degrees centigqride with
_adequate 2ir exchanqge. Equipnent needed to meset this objective is

either an 3ir cormditiornimg unit or a ceilimg fan.
0 Alr conmditioming urit

-7 An air conditioning unit is *he praferred metihod of wventilation
arnd temperature control, especially in sreas where temperatures
consistently reach 40 degrees centigrade. Centers installimgq air
conditioning units must be entirely c¢losed in, preferrably s3ipr tight,
in order for the air conditioninmg unit to operate effectively and
@fficiently.

o Ceiling fan

A ceilimg fanm is an acceptable alternative im areas which are
cooler. If 3 fam is wsed, the room should be set up in such 23 w3y that
the children being rehydrated are placed betwsen the fan and anm open
window or doarway so that they may receive the maximum cooling 2ffect
..from the fan.

[

9. PRlumbing

A sink with runring water should e available withim the cznter
itself so that both personmel amd mothers cam wash their nands after
nandling tne children amd before preparing the oral renydration
solution. The center 1itself should be a3 model for 9sod <anmita
practices armd thus for diarrhea prevention measures.

In centers which are not a3ir comditiomned, screens are a neces-
.sity to keep out flies.

7. Decor
Hothers will spend sever3l hours in the center rehydrating their
children amd tnerefor the cemter shouwld be 3 relatively attractive
place to be. Walls should be in g00d rep2ir and painted 3 lignt colar.
The w3lls may ke decorated with pictures or educatioral posters.

B. Equipment
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Balance~--This 1s wused to weiqgh the nohild kefore renydra-
tion beqins, periodically durirg the renydration process
and before discharqging the patient to g3auae the amount
of renydration. that has actually talkenm place.

200 cc. glasses--Plastic glazses measuring exactly
exactly 200 cec. arnd btearing the OQRT loqo are avail-
able through the projeet. The center should have 3
sufficient numirer of these glagses an hand to cover
the peak summertime load,.

Mothers’ chairs--Thase zre schogl deshks with the
writimg arm on the right-hand side. & hole has
beern cut in it to hold the glass anmd prevent it
from spillimqg. The mother’s chair was desiqned
so that the mother c2m hold the child in the
correct positiorm in her left arm amd feed thne
child with her rignt hand. o
Benches-~Benches may be provided in addition to the
mothers’ chairs since some mothers prefer to sit
cross-leqqed on these kenchses when feedinmg their
child.

Mixing vessel (1 litre)--If the center has 2 supply
of the UNICEF 27.3 qram packages of oral crehydration
salts, these packages shnould be used for bulk mixing
of the solution for on-cite foeding. Bulk mixing
requires a3 mixing vesceel of at least ome liter capa-
city, preferably 8-10.

Mising/Uemonstration Table—--In mocst renydration
centers, the staff prepares the orzl renydra2tion
colution in volume for the mothnegrs to use fer on-site
refiydration. The proper procedures for mixing the
S«9 gram paclkaqges should be demoncstrated to the
mothers since this will be the packase that they

will be preparing at home. A tafile should ke placed
in the center for both of these purposes.

‘Coleman (Thermos juq)--This is used to store arnd dispense
the ORS im the center. It _can also serve as the mixing
vessel '

Thermometers--Children who are fevericsh should have their
temperatures taken in order to determine whether druqg
therapy is called far or whetner steps should bte taken

to reduce the child’s temperature.

Storagqe shelves or cabimet--A4 storage cabinet or
storaqe shelves larqge enough to held the packaqes

of renydrationm salts, the cups and spoons, and t2ach-
ing materials will be neaded.
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0 Sign=--To clearly identify the rehydration center, 3
siqn is necessary. The sian should be ___ X ___ in
metal or wood, painted in black and white using a
q00d quality paint. To 23id im recegnition, the =1i9n
should include the UORT logo so that the mothers can
3associate the center witn the media promations and
the paclkages of rehydration salts available from thne
pharmacies.

6 Treatment Chnsrt-—-at least one treatment chart, writitan
in Arabic should be hung on the wall of the rnhvdv: ien
center 30 that the staff may refer to it a3 neceszsary.

o  Teaching marerlalu-~ﬂ variety of audiovisual materials
ard props should b2 readily available in the canter to
teach mothers Now to mix the oral rehydratlion saolution
ard feed 1t to their childrem. &t 3 minimum, tescining
materials should include:

-~ A 200 cc. 9lass with the ORT log9o om it to show
mothers the 1deal glass inm wihich to mix the
rehydration solution

== A variety of sizes of gqlaszes fourdd in the home 1o
shouw trne mother what is meamt by a3 2C¢0 ce. 3lass

-~ A variety of empty sof*t drimk bottles to shaw mothers
Now to calibrate the glasses tney have in their homes

-- A flip ehart for teacning mothers now tao mi:t the oral
rehydration solution anmd administer 1t to their
children (IThis flip chart is currently beimng devel-
oped by the NCDDP)

0 Refrigerator aor conlepr--

Aclditiornal Equipmernt Mecessary for Centers Dnimg Nasgaasiric

Rehydration

0 Tzlhle or beds for the child

o Stard with hook to hold the tottle of ORS

Equioment Necessaryv for Moina _Intravernous Rehwydration in
Hospital—Rased Rehydratian Lenters

0 Tabkle or hed for the child

o Stand with hook to hold the IV bkottle

BEST AVAILABLE COFY
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4. Special

o Cart or table for supplies

loina_Rese2arch

o

Elame photaometer
Microscope Rinccular
Micro Haematocrit

Poclket Calculator

Scale sencitive to 5 gqrams for weighing diapers

D, Supplies

1. Suepplies Necessary for a3 Basic Oral Rehydratign Center

T

Q

Q

Q

o

A

Rehydran or Mahloul Moalget al Gefef

Oralyte (UNICEE) 27.3 qram packets)

center only
Glasses ard spoons

Reqgister book

(3.3 9m packets)

for uze at the

dditional Suppliss Mecaessarv ror [oing Macnqastric

0

0

o

A

Nasogqastric tubes (pediatric)
IV bottles

Plastic syrinqges

Jdditional Supplies Necaessary for Hospital-Based Czntar

Wl

ning Intecavenous Kehvdration

Q

o

o

Spacial intravenous solution
Scalp needles

Straiqnt needles

Infusion sets

Syringes

Alcohol cotton
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o Tape

o Urime collactors

o Plagstic-backed disposzble diapers

E. Lav=0ut of the Centern

Ihe physical lay-out of the center of the renydration cent2r is 2
critical factor in the efficiemt operatiomn of the centar which im turn
has - a impact on 900d patient care. I a2 well laid owut center, +the
supervisor and staff have ketter comtrol over the flow of patiemts and
can Aassure patients receive the care they need in 3 timely fazniaon.
From the staffs point of view, 3 well-comntrolled center 1is an ezsier
and less tirimg place im which to work.

The lay-out of the cemter cam be thouqht of in terms of worl

stations, separate areas within the center where specific tasks are

performed. The following work stations are recoamended far rehydratiaon
centers:

l. Intake~--This is the work station where the patiant will
90 immediately uporn entering the rehydration cemter. It
is her=2 that the mother will present their referral
slip. The patient will be reqistered zand triaged (that
is, their degqree of dehydration ascessed and method of
treatment decided on).

This worlk station should cormcist of 3 table or desh an
which is placed the Register Rook and the balanmce. There
should ke enougn space on the table to place the patient
while her or she is beimng examined arnd <till rot itnter-
fere with the other tasks being carried out at the work
station. .

The table should be place either directly cutside or
directly inside the door of the center. It zhcould ke
positiomed "im csuch 3 way tnat, on a busy day winen are
liming up for imtake, the linme will not interfers with
the movement of staff or patiemts im 2nd out ef the
center.

The inmtake work stationm i3 ideally he staffed by both 2
doctor and 3 nurse.

2. Ireatment Are3a--Tnis work statiom will take wup the
majority of the space of the rehydration centar. I
center provides nascgastric and/or imtravenowus reshy
tiomn as well as oral rehydration, there should be 2

8
2
©a
S

ep-
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arate treatment area foar oral therapy.

In the treatment area for oral therapy, the mothers’
chairs or btemnches should be placed around the outside
of the room facing irnward. TIhis leaves the crnter of
the room completely open. Such am arrangement may be

to ke 3 waste of space but it serves several very use-
ful purposes. It 21lows the staff fo move freely around
the treatment area. It 2lso 21lous the staff menber
supervising the treatment area to do so from almost arnw
locatiom within the room. It also allows the motherz <o
see the faces of other mothere and watven what they are
doing; it encourages interaction betueen mothers.

The treatmernt 2rea for imtravernows and nasogactric....

3. Mixing Area--The mixing area showuld be located in the
are’a where running water is available. Mixing should ke
Jome on a flat surface where the packets of OKRE cam tbe
counted arnd laid out.

Hixing is a ecritical taslk so it is importanmt to locate
this work statiom im 23 place where the persom doirmg the
miximg will mot be distracted during the task. If the
mixer loses count of the rumher of paclkets used, the
golution will be ton wealk or too strong.

4, Dispermsing Station--The dispersing area shouid be located
in the same room a3z the treatmernt area, 2ither on one
side or im the center. It should consist nf 3 table on
which the Coleaman (thermos) of ORS is placed.

9. Supervisor’s Station—--This work statiom comsists of a

on which a rmurse <its to superwvise the mothers as they
administer the ORS to their children. It cam be located
either on one side of the trestment area or im the cemier
of the room. The dispensing statiomn arnd the supervisar’s
station may be combined.

6. Teaching and Demomstration Statiorn--A place withinm the
treatment area should ke deciqmated for teaching mothers
atbout diarrhea and dehydration anmd traimimg-them to mix
the ORS themselves. For this, a table is required. It
should be placed so that it cam be zeen clearly ky all

""0f the mothers. This statlcon miy he combined with the 7
dispensing amd supervisor’s station.

7. Exit Imterview—--This is the last work stationm is the re-
hydration center. It should be placed so that all
patients must stop there as they leave the center.
This meams that is must ke located sither directly im-
side or directly outside the door of the rehydration
center, near the intake station so that the Reqister Rool
can be conmsulted. Im centers that are not very busy, the )
exit interview canm be combined witin the inmtake station as
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long as the line of irncoming patients canm be kept
gseparate from the line of patients who are leaving.

Several sample lav-outs are included in Apperndix __ fto show hou
thece stations cam ke orgqanized for renydration cernters in different
k.inds of facilities and of different sizes.

F. _3taffing
l. Hospital-based: starff should be dedicated to the center,
all trained.

3. Staff Composition
o Physicians

At least ome pediatrician ftrained im all aspects
of rehydration therapy

0o Nurses

sary Wwill depend aon the

The number of nurces =
3 ach day in the center.

nece
aumber of patients an @

ge

0-10 patients per day l nurse

10-20 patients per day 2 nurses
20-30 patients per day 3 nurses
more tham 30 patients per.day 4 nurses

0 Accessory parsagnnel
b. Kole of Pediatrician

o Intake--The pediatrician showld do the imitial
assessment of the child amd decide wupon the
appropriate method of renydration

0 Reassessment--The pediatriciam is responsible
for reassessing the condition of =23ch patient
periodically, 3t least every two nours

o Supervision--The pediatrician i1is respaornsible
for swupervising all other physiciams znd nurses
to ensure that they are carrying out the jobs
assigned to them

¢c. Kale aof the Nurses

¢ Intake--The nurse should inmterview the mother and
enter all of the data in the Reqister Fook. The
nursa should weigh the haby and record its welqant.

Il
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¢ Mixing ORS--The nurse should ke responsible for
mixing the OKS armd lkeoping the Coleman (thermos)
replanished.

o Digpermsing--The rnurse showld be rezponsible for
dispernsing the O0ES. The mother may be allowed
to help herself to the (OES each time the child
finishes 3 cup bt the nurse is always regponsi-~
ble for keeping track of how manmy cups the child
has received.

o Supervizing--The nurse 15 responsible for making
sure that the methers are adminmistering the QR3
correctly. She:snhould wateh for the followirg:

--The child is beirg held in the
correct positian

~=The ORS 1s bein
2 rate of ome

q administered at

2aspoon pEr minute

--The child ig rnot breastfed until the
initial rehydrztion is accomplishsd

--The child 15 awakened to continue
rehydration if it falls aslesep

If the nmurse observes that any mother is a3dmin-
isterimg the 0ORS inmcorrectly, it is her respon-
sibility to correct the motner anmd demonstrate
the proper technique.

In her role as a supervisor, the nurze should

also be the eyes amd ear of the doctor. If 3nhe
hears or sees anything relevant to the treatment,
she should inform tihe doctor. For instance, if

in her discussions with the motiner sne learns that
the mother has been g9iven incorrsect informatian by
another doctor or a pharmacist, she should notify
the center’s doctor so that he or ene canm correct.
the misinformation. also, if she observes a cnild’s
deteriorating comdition, comtirnued vomiting ar
frequent diarrhea while ftHhe docter i1s not in %Lhe
treatment area, it i3 the nurces responsibility to
report these to the pnysician immediately.

o Educ3timg Mothers--The nurse should be trained to
teach mothers abkout diarrnez and dehydratior,
the mixing of DRSS amd thne prevention of diarrhea
ysing the protocel in this hook. She should hold
3t least one group gession eacnh day and do inmdi-
vidual teachimg 1if 3 mother misses the 4aroup
session.
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o Exit Interview--4s the patient leaves the renydra-
tion center, the nurse is responsible for recording
the number of cups of QRS the child has taken,
weiqhing the child 3and recording the weisnt, giving
the mother packets of ORS to take home (if this is
the center’s policy), and reviewing the directiorns
for mixing the ORS with the mother to be sure she
urpderstands them. ‘

2. MCH Centers

o All personnel must be traired
3. Urbamn Health Center-based

o 1 trained ™MD

0 All rmurses must be trained since they will shnare +tne
responsibility of workimg im the center -

4, Rural Hmspitals
o 1 physician
o 3 nurses ( 1 per shift)

Rural Health Center

(]
L3

o 1 trained physician

0 All rnurses must be traimed sinmce they will share the
2

responsibility of workimag inm the o

6. Fural Umit
o

3. NCODP Starter Kif

The National Conmtrol of Diarrheal Diseases Project will provide
31l cooperatimg rehydration centers with 3 kit of material needed to
open 3 rehydration center far doing oral rehydration therapy. The kit
contains: '

o Cups and spoons--Cups 3nd spoons will be prowvided to the
rehydration center for both om-site rehydration amd for
diztribution to mother 2alcrng with the packets of ORS.

o Mothers chairs--according to the space allocated
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o0 Ireatment charts--The starter kit includes twn larqe
wall charts, ome in Arabilc armd on im Englisin, describing
the correct treatment for denydratiom. The Arahkic
chart ig¢ to be humg in the rehydration center. The
placement of the Emqlish versiom is optiormal. It may
also be placed in the center or 1t may e hung in sowne
other place where it will be seen by other mewbers of
tine facility’s staff sucn as the staff room ar the
director’s office.

o ORT buttons--1 lapel button containring the ORT logo will
be provided for each of tne trairmed staff members iden-—
tifyirmg them 3% 2 person who can provide inmformation
3bout oral renydration.

o Siqn--metal, with the loqo identifyinmg the2 room as tie
rehydration center for childrezn with diarrhea '

o Recard Look

0 Teaching materials:

== Flip Chart (3s soon as it is developed)

0 Sciemtific articles for ¢taff education (also Hopkins
im English and im Arabic

o Calendar

o Fouad El Mohandis tape

Appendix __ shows the quantity of each of these material praovided
inm the Starter Kit according to the type of facility amd the expected
numbier of patients.

I1I. OPERATING THE REHYDRATION CEMTER

a. Hours of Operatiaon
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The rehydration center should be opern 24 hours a day

E. Dperatimg Preocedures:

1. Intake Procedures

2. Triaqe Plan (wha to send home, who *to keep, who to rafer)

3. Fatient Managsement Plan

3. Oral rehydration

Oral renydration is indicated inm almost 3ll cases of dehydration.
As lonq 3s the child is strong enowugh to drinmk, oral rehydraticon is the
treatment of choice.

b. Naspaeastric

Nasogastric rehydration is indiéated in the following cases:
o Child is toe weak fto drink
o Child vomits mare f;équenfly thnan four times per hour
Nasogastric rehydration may be performed in 2 health center

Bt only by ...

c. Imtravernous

Intravenous rehydration 1is necessary inm less tham 10X cf +the
cases of dehydration. It rneed only be used in the following caszes:

o Child is in shock
o Child is too weak to drink
o0 Child vomits more frequently than four times per haur

Intravenous rehydration is accomplished wusimg a special sinmgle
solution of the follawimg camposition:

Companents Milligpquivalents/Liter

o Sodium ' .90

o FPotassium : 15
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o Chloride 63
o Acetate ' 40
.o Glucose : . 111
Ihis solﬁtion is available through the project.

The following routes may ke wused for intraverious redydration.
Ihey are listed inm priority order:

o Scalp vein using a butterfly needle-

o External jugular using 2 butterfly needle

o Intermal jugular using a syrirnge armd 21 gauge needle

o Femoral (vein, artery) using 3 syrimge and 21 qauqge needle
o A cutdowr is rarely mecessa

of imfectiom, it should b
last resort

ary and be cause of the danger
comsidared only as the very

Imtravernous renydration can be accomplished gquickly amd requires anly 6
te 8 hours. A&s soon as the ehild 1is out of shack or is strong enouah
ta drink, intraverons renydration should be replaced Ly oral
rehydration. '

d. HOrua_therapy ‘

e. Nutritiorm therapgy

f. Special procedures

1. Lowsring body ftemperature--aninimizing continued
Jehydration using cold compresses/alconol rubs

4, Teachinag Plan

All mothers should be taught about thne signs amd symptoms
of diarrhea armd dehydration, how to mix the ORS, amd what
measures to take to prevent diarrhea inm_the future.

Teaching is most effective and efficient whem dorme inm 2
group. fGroup traiming secssioms shouwld be organmized at
least once a3 day and more ofterm if there are many mochthers
or the mothers’ arrivals are spread out thraougn the day.
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It is best to wait to heqgin the teaching umntil most of

the children have bequn to be rehydrated. &t this ftine,
the ehildren are less irritible armd the mothers arz leszss
worried so they can turn their atitenmtion to the informa-
tiorn that will be given. For a 2entar uwhere most patients
arrive between 9 AM anmd 10 AM, 11 AM is wusually a go004d
time to hold the fircst teachimg session., Additiornal ses-
sions may be held at abtout 1 PM arnd 3 PM if necessary.

If any moither misses the qroup session, she should be
taught imdividually. N0 MOTHER SHOULD LEAVE A REHYDRA-
TIOM CENTER WITHOUT BEING TAUGHT HOQW TO MIX AND ADMIN-
ISTER THE OKS.

- ———

a. Mixing

MOTHERS SHOULD RE TAUGHT TO MIX THE 5.5 GRAM PALCKET
ONLY. The 27.3 gram UNICEE packet should be raserved
for bulk mixing omly.

A special 5 part process has been develaoped that
makes 1t easy for the statf to teach the mothers
the 3kill of mixing ard 3lso makes 1t easy for the
mothers tao learn.

Part 1! Show the mother crme step a3t a time haw
te mix the ORS. Describe what you are
doimg 3s you do it. '

The imdividusl steps that make wup the
process of miximg are:

¢ Choocse the correct 3lass. TIhe plastic
9lass with the ORT loqo is the best.
Otherwise, the mother should be taught
to recognize a 2C0 cc. alass out of a3
selection of glasses.

o Take the paclket of DRSS amd shake 1t so
that all of the powdar goes io the
bottom of the packet '

o Carefully open the pachket so that no
powder is lost '

o Pour all of the powder from the packet
intoc the glass

@ Checl inside the packel Lo make sure it
has been completely emptied

o Use the cleanmest drinking water avail-
able.
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Part 2:

Part A4:

@ Pour im exactly 200 cc. of water. If
usimg the g9lass with the ORS logqo, this
means pouring water up to the linme. It
no ‘stamdard 200 ce. measure is availauwle,
a small scda bottle should bhae filled to
the first ring on the mneck 3nd this
water added to the powder im Lthe glass.

o Stir the solutiom wall with 3 <poon umtil
all of the powder is dissolved,.

o Taste tha solution to sa2ef what the correct
mixture tastes like

Show how all of the st2ps 90 togeither
to form the single tacsk of mixing. Parform
the mixing process at normal speed.

Repeat the mixing process but purposaly
make mistakes at each step ard ask the
mothers to point out your mistakes

o Choose the wromng q9lass such 3s a3
small tea qlass

o Beqgin toc apen tihe pachket without shaking
it douwn

o Beqin to open the packet carelessly

o Pour only part of the packet imto the
glass or take only 3 teaspoon or tuo

o Do rnot fill the glass to the lime or
use less tham 3 bottle full of water
(let the mothers tell vyou this is
wrong but do not correct this mistake
so they will he able to taste the
difference when the solution is %oo
stromng)

o Give 2 quick stir fthat is not ernough
to dissaolve the powder

o Fimish stirring ard let the mothers
taste the stronger solution

Aslk. one mother to demonstrate how to
mix correctly and ashk the others to
look for any misztakes. Be sure to
tell the mother *qgood*® after each
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step she performs correctly.

‘Part 5: Ask the mother to repeat the mixing
process aqain but this time at normal
speed rather than step by step.

‘b. Administration

The same S part process is used to teach motherc
how to correctly administer the fluid to their
child, byt the steps of the administration process,
of course, differ from those in mixing procecsz.

The steps of the administration process are acg
follows:

o 5it the baby upright on the vyour
lap with the baby’s head supported
on your arm

o Give the baby ome tezspoon every
minute., (If the baby is swmall or
if it ecrying for more fluid, it
may be better to give only a few
drops on the end of the teaspoon
continuously. This results in the
same amount of fluid being taken
but is better for the child.) =~
o If the baby falls asleep, it is
awakerned to comtinmue 9iving fluids.
Fluid should not be poured in the
baby’s mouth while it sleeps

S. Dispensing

a. Frescription or actual dispencsing, according to the
policy of the center

b. NCDDP recommends dispensing of 3 small packets to the
mother on discharqge

c. MNEVER DISPENSE THE 27.% g. FPACKAGE TO MOTHERS

C. Record—-Keeping and Reporting

l, Patient Renistration

The treatment register has been desiqried for two purpoces:
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o to provide a work éheet for diagnosis and treatment
of 3 child with diarrhea

o %to provide a ready means of compiling statistics
about patients anmd their treatment

Two sample panges of the treatment reqgister are presented in
Apperndix I. The first, Sample A, is a blank form as seen in the
register book; the second, Sample B, is a form filled in with data as
may be commonly fourmd inm 3 rural health urnit, MCH center, or outpatient
department of 3 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 fifAed in om each page

tJ

Ezach page has space for 10 patients. Each pasge should ke
filled out with 10 patients even if they come on different
dates. That is, do not start 3 new pae until the previous
one is filled with 10 patients. @As will be explained later,
using 1 page with 10 patients makes compiling statistics
muich sasier.

3 Fill in momnth, day, and year for each patient.

4 Patient’s temperature on entry is recorded in this column.
If it is not mesasured, place a dash (-).

S The ange of the child is recorded in this set of five colunmnns
- 7 by placing 3 check ( ) im the appropriste column:
-1 = Birth - 11 months
-2 = 12-23 months
-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 a3s wusual.
6 This set of three columns is used to ask about the patient.

Ihe doctor or murse will ask more questions than these three,
of course ('Is there any cough?' *How many days has s/he
beemn 1117*) 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). :



10

6GA

GE

6C

If the diarrhea is watery (would rum to 2ll sides 6f
3 container), put a chechk here. If mot, mno mark is
made. Watery stool always means _zome dehydration_ is -

.....................

If there has bteen vomiting, put a check here. If not,
rno mark is made. VYomiting is an indicatiorn _to cobserve

the enild more closely.

If the mother reports blood amd mucus in the stool, put
3 check here. If not, no mark is made. [Dysentery may
require treaiment with antibiotics especially if there

................

This set of four columns are for the most important obiserva-
tions of signs nf dehydration. -0ther important firmdings of
the physical exam (such 3s heart murmur, or rales) may te

roted

under comments (see 13 helow). As before, place

checlkmarks ( ) only where there 'are findings.

74

7B

7C

70

Is there decreased skin elasticity?

Are the eyes sunken?

Is there decreased urine output? (This column may ke
filled in after one or two hours obcervation, or from
the history. It is importamnt to follow urine output
as 3 sign of hydration.)

Is the child in shock? (no pulse, stupor or coma)

Watery diarrhes without a3 sigm of dehydration should be

taken

to mean loss of weight (in fluid) of akout 5% of

body weight.

Watery diarrhea Wwith anmy sign of dehydration, but the child
is not in shock, should be taken to mearn loss of weight (in
fluid) of "about 10% of body weight. o

If there is dehvdration and shock, the child needs intra-
venous therapy for fluid loss of 10-15Z of body weight.

The body weight in kilos and g9rams is recorded to the rearest
10 grams. Body weight is a useful mzasure but not eritical
to successful rehydration.

The number of 200cc. cups of oral rehydration solution taken
3t the health unit is recorded by ticks: {|{ = 3, {|l] = 5.
The child shonld be given _as_mueh fluid as _he _desires.

. Weight after 4 hours of treatment should be recorded here.
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11

The outcome is recorded in two columns:
11A  The child is improved
11k | The child is referred to the hospital

A child may not be improved but is also not sick enough %o tbe
referred. In this case, no ( ) is made in either column.

- Imoroved meanms that if 3 child nad signs of dehydration,

these are qone, and that urine flow is established. Keturn
of appetite and activity are also sigqrns of improvement.

This colunn is available for any comments rot covered by
‘prior columns.

. IThe doctor or nurse in charqe of the case signs here.

The bottom row is for page totals where space is open. These
may be done after each page is completed or at any time later

on.

Paqes of the reqicster are numbered. 10 timee the page number
plus the number of patients om 2 page not completely filled
up equals the number of patients seen so far. Fage totals
for each column are added. When each of these are divided by
the total number of patients and the answer multiplied by
100, percentages of patients with each of the findings may be
calculated.

Here are some ways the data may look:

1

8-

Different dates may be entered on the same sheet. This
column shows the last two patients from 17/5/83, 2all
seven patients from 18/5/83, and the first patient from
19/5/83..

The first child entered is under orne year of 39e. Note
that rnone of the 10 children is betweern 36 anmd 47 months
old (-4).

Child #6 has no vomiting, so no ( )- was placed here.

Child #2 has watery diarrhea, vomiting, blood anmd mucwus
in the stool.

Child #5 has no signs of dehydration.
weight is recorded to the nearest 10 Arams.
Tichk ﬁarks are made 3s each cup is finished. At the end

of treatment, the total rumber of cups each child drank
is written. Co
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8 OQutcome is recorded here.

9 Note that child $5 is neither improved or referred The
comments ‘indicate that the child is to returnm the next
day. :

10 Comments are used to add_information (patiehts ¥2, 6, 7),

prescribe _extra treatment (patients ¥2, 7)), indicate_ 2
complication (patients #3, 9), or mention_ schedulsd yisits
(patients-%¥5, 10).

11 Note that patient #10 was seen the day before amd listed
as patiemt ¥53. There are several ways to identify a child
who has been in for treatment before. In the reqular
patient record kept by the unit, rnote the reqgister page
number ard child’s numbker om that pagé, from 1 to 190,
wheneaver a visit ie¢ made. Alternatively, use the road to
health chart to record that informatienr. Lastly, give the
mother a card with that information.

12 Totals are entered for each page. The number of 200cec.
cups is divided by 5 to qive liters. Eventually, percen-
tages and liter per patient may be computed when large
numbers of patiemts have been seemn or after a specific
amount of time has passed.,

. Supervision

E. Inventory Control

Ine purpase of an inventory control system is to ensuré that
supplies, especially the O0ORS, are always available when they are
needed.

The simplest effective inventory control system is called the
*two bin system*. Just as the name implies, the stock is divided into
two parts which are physically kept separate. O0One is called the active
stock amd the other is the reserve stoch.

The amount of the stock in -each bin 1is calculated according to
the. specific characteristics of the center--the rnumber of pachkaqes
distributed per day on a busy day X the number of days it takes to
receive new stock from your supplier after placimg an order.

Whem the active stoclk is used up, the reserve btin become the
active bim and a3 new order is placed immodiately to restock the_empty

“Ein. T WheErn the new ‘stock” arrives, this bin becomes the reserve bin.
The process continues in a cyclical fashion.
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E. Hyaiene
The center should be an example of 9004 hygienic practices for
the mothers to follow. If the wmothers are +tausght 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 3 possibkility that there
are- germs present that can cause diarrhea 3and that we should take-
precautions to spread these qerms to the children. In the rehydration
center, there is not only a possibility that there are such germs; it
is a3 certainty. There are germs on the children’s bodies, there are
germs on the children’s clothes, there are germs on the floor where the
children have vomitted and deficated, there are germs con the hands of
the mothers, and on the hands of the doctors and nurses who have
examined and treated the children. Therefore, there are a numher of
hygienic practices that should ke obvious: :

o Handwashing (with soap and water)
—-- Before mixing ORS to te given to the child
-- Before feeling a child’s tonque for siqns of dryness
o Naéhing Utencsils
-- If feeding spoons f£fall on the floor, they should be
replaced by cleans ones. The dirty one should hke
washed with soap and water
-- If teething rings or pacifiers fall on the floor, they
should be washed with soap and water before being qiven
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 3 cloth between spoons
of OKS

3. Maintenance

l. Floor washing

2. Fly control
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