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MEMORANDUM

T0: S&T/ED, C. Block; D. Sprague;Staff
S&T/HEA, D. Ferguson; C. Pease
S&T/HR, R. Zagorin
LAC/CR, L. Morsei;R.Martin
Honduras Desk (M. Schwartz)
USAID/TEGUCIGALPA, R. Witherell; J. Massey: 3arry Smith;
8111 Smith
AED, 8111 Smizh
Stantford Univ., 0. Fooze

FROM: A. Meyer, S&T/ED a f—

SUBJECT: Trip Report: Sites Vis
Practices Project, ¢

e
[

i to 4 ss Media and Health
ebruary 8-11, 1382

The purpose of the trip was to sxamine the svaluation component of

the Mass Media and Heaith Practices Project being conductad by Stantord
University. The trip also orovided an opgortunity o cbsérve progress
under the implementation contract with the Academy Tor Educational
Develooment (AED); ta Foster the procass of instituticnaiization of
project metx nodo1oaj within the WTﬂTSuT{ cr Health and to coordinate

the project with aspects of the Mission Health Sector I Project.

Highlights of the &trip included a mesting with the newiy appointad
Ministar of Health and a visit to the field to cbserve a series of
anthropometry measurements by 3 newly trained project intarviewer,

The Evaluation Component. The Stanford data collection effort includes
& survey of 750 randomly sslectad familias at 18 sitas in Health Regicn
I (some 350,000 population).some of whom at each sits are visited
aporoximately once every six weeks by one of thres intsrviewers living
within their clustar of & sites each and are interviawed to provide data
on a variaty of orogram elements (1 to 5 instruments each visit). In
addition, the evaluation includes surveillancz of the popuiation-at«large
for diarrhea relatad deaths; surveillancz of the sitas every six wesks
for the prasences ot project intsrvention s2lements, using an instrument
des1gned for recording structural obsarvations; in-depth intaryiewing

oFf professionals; an ethnographic study; and a case study of the
administrative/decision making history of the intsrvention.
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The survey will have administarad 15,000 questionnaires and collected
i,9 miliion datz points by its conclusion. The 750 Tamilies arovida
a 5,131 n for the study, 1,196 of whom are less than Tive years of
age. So far thers is less than 2 1 percent dropout rate (4 families
nave ratusad o continue); 18 Families have migratad. The iwo-year,
thres-month data collection affort will be compieted May 1983.

- s

The machine sat up to handle this survey is imoressive. Intarviswers
1ive among the pecple they intarview and have repeatad contact with
them.* The inferviewers nave & re-iraining session every four wesks;
reliability on the anthropometric measures is continualily monitored
(interviewers ifake a sscond blind set of measurss for each subject
measurad; the form is 2attached); occasionally a new instrument will be
introducsd. Five percent of the intervisws are validatad by a viegld
visit by the intarviswer suparvisor. Xaynunching and inicial data
cieaning are done at the Mission computer; all questionnaires ars stored
in excsllently maintained {iles coded by numbers for esach s
and family member. The keypunching is virtually error free
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orogram wiil kick out values outside of a fixed rance for 2ach variabiz) _
The datz set looks healthy: the frequencies are relizble; thers i3 broad
variation among sites on appropriatz variablas. There will be a good

a
SES index. Standardization of anthropometry metheds have producad
ramarkabla relizbility.

Nothing the avaluaiion has discoversd ravezls any inappropricta slement
of the program implementation. Radic ownersnio is 77.2%; 94% of these
wers observed to tunciion at the time of the intsrview. The litzracy

tast card was presentad upside down; 34% did not turn it over (73% of
the. 34% produced znother person in the nouszhold who could pass the
tast); 57.5% read the entire card correctly, including the instruction
sentanca. Thus, 120 homes of the 742 (ca. 18%) could not oroduce a
person who could read at the time of the tast.

Early results of knowledge about radio spots and difverant program
elements is high. For example, no one knew the word "denydration™ at

the start of the intarvention; at last analyzed rasponse, virtually

100% knew something abqut the word and 50% knew 1t3 meaning accurately;
virtually 100% knew what Litrosal is. Litrosol's image is very positive;
it is associated with regaining appetite and vitality (as our {ntarventicn
advertises) and, for better or worse, with stopping diarrhea (as our
intarvention explicitly countar-argues!)

*We feel that this de-sensitizes the respondents to the intarviewers'

Presence and increases the reliability of responses as well as provides .
an opportunity for repeatad measures at Tow cost. We feel that this

Outweighs the risk af increasing the respondents awareness of the prajec:
intervention by the intarviewers' presance.
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8171 births and deaths at sach site, in the sample or not, are

racorded and the house visited. In greparation For this, 325 casas .
of pre-study cdeath were described; the rasulting intarview scheduie

in use probes the mother's dascription of what she did and the symotoms
of what happened before dezth. ODuring the 11 months for which data were
available, one death due to diarrhea was racorded; approximately 27 would
nave been expectad at the 18 sitas basad on orior ragional averages;

54 in the broader popuiation including the city of Danli. Clearly, this
oretiminary ranort will be refined and corract d, sut the initial reporz
was oromising enough for me to have encouraged Stantord to increass the
level of mortality study consulzant time to reduce the chance of Talse
rzcoriing here,

The morbidity intarview ocbtains a two-week racall o7 diarrhezl incicents
ayary three months for aach infant in the sample. A hicnly cdescrigziive
rzo0ort of the progress oF sach incident is cbtained. A set of observa-
tions arz made ¢F 2ach infant discoverad at tzst time to have dizrrhes.

In addition to the demographic, anthropometry, morbidity. mortalily,
and communication data being coliected, nutrition and health practicas
instruments ara also included in the survey according to plan.

The evaluation wili orovide continuous data points at ali si
virtue of the large geograpnic arsza in the study, three sites wiil have
v1rtJa1Tf no program elemenis axczpt radiq due o remotaness; thrag sizas
%111 have a high exposure to all program elements; other will have

varying exposure %o & varying mix of the siements. Tnus thers should

be an excallent cpeortunity tao co-vary traatment mede with depennent
variables and to study this co-variation against a broad array of hichly
reliable context variables. There should alsc be zan axcalient ogpartunicy
to map data against the orocsss model projected by Stanford in their
original evaluation plan for Honduras.

[ recommended to USAID/TEGUCIGALPA that they take advantage of this
axczllent data collection machine and of the depth of baseline information
in their avaluation of Health Sector [. Thers would te only marginal

¢ust to extend the time of data collection and/er to re-estahlish the
machine after 3-8 months of down-time.

Or. Maria del Carmen Miranda is in charge of the administrative history
of the project. She is highly respectsd in the Ministry and had formerly
been Director of Health Region I. Or. Mariz del Carmen Miranda zttends
311 major implementation contract meetings and functions easily with bath
Academy and Ministry staff. I directad a fair amount of discussion toward
making sure that all parties understood the critical event and decision-
making emphasis that we would like to see in the adminisztrative history.
As far as I could tel1, an acczptable level of prograss was being made
with this dimension of the evaluation.
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aticn in the Minisctry and Coordination with

On the positive side, the Academy's work and the influence of the joins
AID/PAHO regional workshop on diarrhez control hald last Fall in
Tegucigalpa has. led to the Ministry of Healizth going nationwide with a
diarrhea control orogram modelied largely aftsr the projecn in Hezlzh
Region I. The attached clioping (January 20) From La Tribuno makes the
announcament and indicatas the roie of the AlD-tunded préject in this
decision.

On the down side, economic conditions in Honduras nave been so door
that new positions in tne Ministry, inciuging the permanent counzarna
sositions on the aroject, ars not deing creatad. This announczment |
the Ministry and the lstter Trom the Academy indicating the oroject's
inabilicty to continue paying the countarparts ars attached. In
discussions with the new Minister and with USAID, serious attempts will
be made to remedy the siiuation. Our suggestion is that these countar-
part positions be negotiatad again {they were already negotiatad at the

T
rom

time of the Project Lzizer of Agreement), in conjunction with discussions

ralatad to Health Secter [ and as part of the overall rationalizztion
and impraovement of health education activities wizhin the Ministry.
A.1.D. contingency monies within Heaith Sector I mich:t be abie fo play
a role in arriving at 2 solution.

ttachments:
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La Dirsecwdn Cezeral d2 S2iug

13 denidiao nedtucionalizar y cay

idenzidad propia ol Programa de

Conwol d2 Diarrsas, =formd &

dacior Juan de Dies Parsces, sub-

diraciar gezerai de Salua.

Tal programa -condaué- Ra side
eojeto de un maye? ageye yor pace
-tz dei Ministerico de Salud Pablica
7 Asistegcia Social detido al alio
ingics da est= problema de salud,
i eual dene Siayor recurregcia ens
itz la peblaciéo infaanl ¢z Hoo-
duras.

Duraare <l ado pasado, =22 &
wzal se gresenraron 149,183 casas
dz. la zofermedad, comenzd uzn
proyesio ploto en las departamen-
ios de Tranaisco Motazin v SI
Paraisq, <uyy ixiio en 2 combais
dz la dolenda na sdido ia cusa
para su amplacidén 1 mye! za-
ccaal.

Bz la zcmalidad -informd o
doszor Parzdes- uaa camisiéa ide-
mics sy sncusntl estucianco 38
sTeTns  Aormadyes ¥ operi-
sionalas def orogroma qus st
upiczdg denmo de I3 Divisidn de
Epidermeologia 7 seri implemens
wwdo #f primero de marzo da aste
igo.

Los {dndos aesssarios parz el
dssarTollo dz 2512 orograma
proviezen da la Agsncda pams o
Desampollo  [ntemmacional  da
Proyeswn da Desamollo 7 Mejorz
dal Recurso Humazo ez salud v
ademis 2 comtati oon iz colae
taracidn dal Fuoonats Nacional
d= 1z [nfancia (PANI) cuiea <one
tinuard elaborando jos sobrasitos
da Litosal que son usados como
parte dal Tatamisnw da la dis-
re— 8

Su implemeatacidn sard echaa-

tados los aiveles de salvd dasdzlas
comiunidades y Camrros de Saiud
Rural (CESAR) hasta los haos-
pitales naciopzies coma & Marer-
go Iafandi pero dabide 2 los
problemas ds emgmmamisze in-
valucTacdos e un programa da sz
gaturalera, su sj2orcido s Rari
primeraments 3 2ivel clinjes en los
Aascitzles que 73 cuantan oz 4
recasTo fumiano adecuada. -

U

Lunes =3 deazero il -
el .
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APPENDIX D

COUNTERPART CORRESPONDENCE
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March 16, 1982

MEMORANDUM

TQ: USAID/TEGUCIGALPA, R. Witherell; Barry Smith;
J. Massey !

FRCM: ST/ED, Anthony Meye[/ﬂ{f, N

SUBGECT: Mass Media and Feaith Practicas ?Project.

[ would 1ike to ask your help along the lines suggestad during my
racant sita visit (trip revort at achﬂd) Wy starting Tocus is the
nead for permanent countsrpart stait relatad to the subject oroject
as part of the attempt to institutionalize a systematic aporecach to
nealch education in the Ministry--because that is one o7 the outputs
af the project.

3ut Lhe announcament of the expansion of diarrhez contrel £g & nati
wide a2fTort and the startup of Health Sector [ activitiss underscoe
the subszanu1ve impartance of hashing out a rational and high quali
systams approach to health education in the Ministry, with appropri

people to do the wark. Tnere seem to be some opportunitias to work
toward this end:

-- the discussions with the Ministry of overall Health Sector I
personnal ;

-~= the possible use of Health Sector I contingency monias;

-~ the review at the Ministry and at A.I.0. of the tachnical
-proposal to be submitted by AED in raspense to the Scope
af Work in your PI0/T to amend the AZD contract.

The problem has come to a head with a very specific focus. The
Ministry had promisad to gick up three counterparts in the project
Letter of Agreement. We then agreed to pay the first year's salary aof
the countsrparts under the project, The Ministry has paid one partial
salary, although this has not been for a permanent counterpart position.

The Ministry has recently announced (January 1982; announcament

attached) that the slots for the three countarparts wili not be available
for 1282, Or. William Smith of AED has written o inform me (lettar
attached) that the subject project can no longer afford to fund thesa



individuals. I raquest your assistanca in reoressnting the project's
neads to the Ministry and in making the perscnnel probizsm one of the
issues 4n integracting the effort of the subject project with Health
Sector I and the national diarrhez conirol plans during the coming
months.

I believe that it would be a great misTortune to have to lay ofFf the
Honduran staif of the project for the Tinal phases of the intarvention.

. ; A
Clearance: ST/ED, Or. Clifford 8lock &—’/@qu,

Attachments: a/s
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{ntermagtonal Division

! Academy for MASS MEDIA AND

l Educationa] HEALTH PRACTICES
Development

y

o mo

February 12, 1932

Dr. Anthony Msyer
DS/ED

1501 ¥. Xznt Straet
Rocm 320 ®

Rasslyn Zlaza C
Iosslyn, VA 20323

~

Dear Dr. Mayer:

The purposa of this lstter is to officially inform you that I have recsived.
notification from the Dirsctor of Persomnel of the Ministry of Health in
Hondurzs chat the personnel slots we raquested Zoy three Honduran councazr=-
parts within the Ministry of Hezlth will not be awvailables for 1982, Az )
the same time I ragret to inform you thai we are presently umabls to continue
funding these iadividuals from exisiting MM & HP rasqurces. The lost ol
these individuzls will significantly debilitate che project's abilizy to

- mainiain projecr activicy a2t the raquirsd levels znd :ora.impoghanh will

- Taduce the practiczl pessibility of inszdtuci Zze thsa prograzm's mezho-
dology within the Ministxry of Health.

[

Sincerely,

k_.\\\

il.z...:m ke Smich

WAS /vp .

-y

1414 22nd Serese, N.W.

Washingron, D.C. 20037 '
(202) 863-1200

Cable ACADED WSH 82680 b-3 : 210l ¢
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DIRECCION GENERAL DE SALUD

COHSTARCIA _
A QUIIN INTERESE:

.2 Suscrita Jefe de la Oivisidn de Personal del Ministaric de Saiud
Pibiica y Asistancia Sccial, por medio de Ta aresents HACZ CONSTAR-

QUE: en 21 desglese de sueidos ¥ salarios permanentas que corrsaspon.
g

den al Ramo de Salud PUblica para 1982, no aparscz creacidén de pla-
zas nuevas en la DIVISION DE ENFEZRMERIA vy en ia DIVISION OE zDUCA -
CION SANITARIA ubicadas en a1 Programa 1-08, Actividad 03. '

Y para los fines que se persiguen se extisnds 1z presents en ja -
ciudad de Tegucigalipa Distrito Cantral, z los cocho aias del mes de-

Tebrero de mil ncvecientas cchenta y dos.

EDEQ DE EEHZALEZ 1§b¢L45’T3

ST Fersona |

ce: Or. Reynaido Pareja
Coordinador Proyecto PROCOMSI

Archivo,

Sde@/als.
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APPENDIX E

APPROVAL OF IMPLEMENTATION PLAN FOR THE GAMBIA




UNITED STATES INTERMNATIONAL DEVELOPMENT COOPERATION AGEMNCY

Dr. Wiltiam

AGENCY FOR INTERMATIONAL DEVELOPMENT
. WASHINGTON D.C 20523

April 28, 1982

Smith

Academy for Educational Development
1414 Twenty-Second St.., N.W.

Washington,

Dear Biil:

D.C. 20037 REF.: Contract AID/DSPE-C-0023

&

You are to be congratulated on an excellent technical proposal for
the Gameiaz fintervention uwncdzr the refersnced contract. This “atter

constitutes
pending our
the process
relation to

Please pass
consultants

Clearance:

our approval of the plan as required under the contract,
receipt of a letter of c¢larification from you which describes
of institutionalization of the methodoTogy in The Gambia 1in
the approved plan.

on our thanks and appreciation to Mark Rasmussan and the
who have contributed so much to the effort.

Si rely. i
A
:{.:f’lgw ’)Luju,\_
Dr. Anthony MeVer, PH.D.

International Education Specialist

Office of Education
Bureau for Science and Technology

A

I

]
ST/ED, C. Block 17 %

ST/HEA, D. Ferguson Ejﬂff £j

CC: SER/CM, J. Pittenger

ST/ED,

R. Ware
D. Sprague



UNITZED STATES INTERNATIONAL DEVELCPMENT COOPERATION AGENCY

AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTON D C 20523

April 29, 1982

Dr. William Smith
Academy for Educational Development

1414 Twenty~Second St., N.W.
Washington, D.C. 20037 REF.: Contract AID/DSPE-C-0023

Bear Bill:

I have received your April 1, 1982 Tetter requesting a 12-month

axtensicn of Tha Gambia sit~ activities ander +he refersnced contract.

I recognize that this was also a unanimous recommendation of the
project advisors during the March management review of Tthe project.
We will give the request serious consideration.

. Sincerely,

Meyer, Ph.D.

Dr. Anthony

International Education Specialist

OftTice of Education

Bureau.for Science and Technology

Clearance:
ST/ED, C. Block L7

-

cc: ST/ED, D. Sprague
ST/HEA, D. Ferguson

M W T
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APPENDIX F

IMPLEMENTATION PLAN: THE GAMBIA




JAASS MEDIA & HEALTH PRACTICES
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INTRODUCTION

This document is ome of a seriasg of rencrts prepared by the Academy for
Educational Development, Inc., under its Mass Media and Health Practices Project
contract with the United States Agency for Incernatiomal Development. It re—
presents the rvesults of a six-month field investigation in The CGambia and draws
upont information detailed im saveral of the previous documents in this series.
To avoid restating much of what has already been wriltten, the author will
make frequent references to several earliar documents in the series. The full

geries Includes:

Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document
Document

Field Notes#l
Field Notes#
Field Notesi#3
Field Notesi
Field Notes#

#1
2
#3
#e
#5
#6
#7
#8
#9
#10
#11
#12
#13
#14
#1.5
#16
#17
#18
#19

Scope of Work - Techniczl Probosal

Contract Scope of Work

Semisnnual Report No. 1

Project Agreement with Honduras

Semiannual Report No. 2

Honduras Target Rezion Selsction Process

Semiannual Renort No. 3

Princival Health Consideracions

Developmental Investigation Protocol

Institutional Review Board
Honduras Regional Background Paper
Description of Field Tnvestigation Actiwvity:

Honduras

Communication and Developmeni

Resules of Honduras Field Tnvestigation
Implementation Plan: Honduras
Semiannual Report No. &

Semiannual Renort H¥o. 5

Semiannual Report ¥o. &

implementation Plan: The Cambia

Packets: Do Visual Tastructions Mzke a Difference?

Packets: More Questions and Few New Answers

+ The ORT Poster: Something Special for the Professionals

Selecting Campaisn Message
Building a Network ¢f Effective Providers
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CAMPATGN SUMMARY

L. THE PROBLEM

™

The Gambia reports that gastroenteritis and malautrition
account for 21.3% of all deaths in children under £ive years old
ina Bznjul when health statistics are most reliable., It is
estimatad that rural areas of the country experience comparable
or more sarious mortality rates due to the.same two causes. This
represents the most significant cause 0f death for children of
this age group. Existing prevention aad treatment methods vary
widely within the country and are generally considered inadequate
to meet the problen.

IT. COMMUNICATION OBJECTIVES

A, Substantially reduce the number of deaths among
cnildren below the age of five from diarrheal
dehydration,.

B. Establish one sugar/salt rehydration regimen as a
standard for viilage-based prevention of
dehydration.

C. Differentiate the village level management of
diarrheal disease to meet the seasonal
characteristics of the wet and dry season
diarrhea/malnucricion complex.

D, Establish a r
within a sign
compounds,

ular facces clean=-up campaign

[=4
o
£icant number of rural family

e
i

ITT. AUDIENCE DEFINITION

A. The primary audience is rural mothers,
grandmothers and older female siblings of children

under five.

B. The secondary audience includes Rural Health
Inspectors, Community Health Nurses, Health Peace
Corps Volunteers, Leprosy Inspectors, Matermal
Child Health teams, and Primary Health Care
Workers,

C. 4 tertiary audience includes general physicians,
dresser/dispensers, local leaders (alkalos) and
rural fathers of children under £five.



Iv. COMMUNICATION STRATEGIES

A, Teach the primary audience:

l. To properly mix the simple sugar/salt
rehydration sclution (8/S).

2. To administer the solutiomn causually along
with breast milk and adult foods during
episodes of wet season diarrhes.

3. To administer the solution intemsively along
with breast milk during episodes of dry season
diarrhea. )

4, To seek outside assistance if the child shows
signs of listlessness and/or dark sunken eyes.

5. To identify one member of the family to
regularly clean up human and animal faesces
from the family compound £loor.

B. Teach secondary audience:

1, To properly mix and administer S/5 rehydration
solution.

2. To properly manage moderate and severe
dehydration in the health centers using UNICEF
packets,

C. Motivate the tertiary audience:

To support and praise mothers who properly use S/8S
solution for diarrhes.

v. MESSAGE TONE

The tone of the campaign will be serious and straight
forward promoting a remedy, the basics of which is built upon
existing widespread recognition and concern ovar 'dryness" in
small children; offering a potentially powerful prevention for
such "dryness.” §8/5 will be presented as part of a complete
"diet for dryness" which includes specialized feeding aud
continued breastfeeding.

VI. EXECUTION

Radio, print, and health worker training will be combined
to provide the same message over multiple channels. Radio spots,
mini-programs and magazine format vadio programming will deliver
2 seasonally structured series of messages. A national rural
lottery which uses radio to teach the audience how to use a
color~coded mixing flyer will be the central element in a prog-am
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to teach S§/S5 mizing to rural women.
trainaed Traditicmal Birth Attendants
percentage of rural wvillages. These

11 be strengthened by
ignificant

) $
TBA's will provide back-up
i

support to mothers in remembering and applying S/S therapy.
Simultaneously, UNICEF packet rehydration will be introduced at

the rural health center level as the
moderate and severe dehydration.

prefaerred tresatment for

Also simulcaneously, a faeceas

¢lean-up campaign relying heavily on radio will be conducted to

link the concept of cleanliness duzing praver,

advocated by

Islamic principles, te the nesed to maintain the floor of the
family compound as a clean place upon which to pray.
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SECTION I

PROJECT OVYERVYIEW

A. PROJECT OBJECTIVES

Cn September 30, 1978, the Academy for Educational
Development, Inc. was contracted by the United States Agency for
Intarnational Development (USAID)} to implemeant a five-year mass
communication project. The project, which is a joint initiative
of the 0ffice of Education and 0ffice of Healch withian tha USALID
Development Support Bureau, seeks to develop a methodology for
the application of mass communication to the prevention and
treatment of acute infant diarrhea in the rural aresas of two
developing countries. The long-tarm development goal of the
project is to strengthen the health education capacity of the
cooperating Ministries of Health. The overall project is dividad
into three saquential phases: Phase One - a public education
campaign in each of the two host countries usiag radio, graphic
material, and face-to-face support; Phase Two - an analysis of
project results; and Phase Three ~ dissemianation of those results
to the world community of development communication
professionals. Stanford University was contracted by AID to
simultaneocusly evaluate the project,

B. PROJECT ADMINISTRATION AND OPERATION IN THE GAMBIA

The field project ia The Gambia is a two-year portion of ths
overall Mass Media and Health Practices (MM&HP) project, which.
includes a 36 - month intervention im Honduras as well., The
Gambia activity is subdivided into two distinect activities: a
six-month pre-program research activity and the actual execution,
moniteoring, and revision of the public aducation campaign. The
project has modest financial resources to develop and produce the
radio, graphie, and in-service training materials required. The
MM&HP project also provides ome expatriate technical assistant to
the Health Education Unit of the Medical and Health Department.

The Gambian Ministry of Health (MOH) provides one full=-time
counterpart and office space, and the national radio system is
covering all broadcast costs. A coordinating committze has been
established by the Ministry to review project activities and to
ensure that the project is comsistent with the Goverument's
overall health priorities. Dr. Philip Gowers, Medical Officer of
Health, has been identified as the program's principal
supervisor.

(1-1) .



C. PRINCIPAL COMPONENTS

The MM&HP project has three principal components: the
specific health problem, a defined set of basic instructional
tools, and & systematic instructional development process. Each
of these 2lements contributes to the overall erganization of the
health campaign and is reflected in this implementation plan.

The health problem being addressed involves both pravention
and treatment behaviors associated with acute infant diarrhea in
primarily rural areas. The range of appropriate treatment
behaviors is relatively small, and there remains a significant
controversy among medical experts as to the exact way in which
these few treatment altermatives should be promoted at the rural
community level, The MM&HP project in The Gambia will seek to
reduce infant mortality by promoting UNICEF-packaged oral
rehydration therapy (ORT) through existing health facilities, and
carly administration of a2 home-mix $§/S rtehydratiom solution in
the home.

The selection of prevention behazviors presents a somewhat
different problem. There are so many potential sources of
contamination in a rural commumity that the number of necessary
intervention points is overwhelming. The problem is compounded
by a general skepticism that health education alone is sufficient
to convince rural people to make the kind and number of changes
needed to produce any measurable reduction ia diarrhesgl
morbidity. Project staff have determined that one key prevention
bahavior should be included however, because it provides an
opportunity to investigate media's potential to aifect a behavior
which 18 of special imnterest to the health commuaity. A faeces
clean-up campaign within family compounds has been selected as
one behavior susceptible to influence by the proposed public
education campaign. We believe that if the project is able to
demoustrate that this critical behavior has been changed by the
program, even in the absence of any demonstrated reduction ia
diarrheal morbidity, the project will have made an important
contribution to health education,.

The basic instructional tools, as defined in the project
contract, include radio combined with graphic materials aand some
face-to-face support of health workers and local opinion
leaders. Radio will be emphasized because of its capacity to
reach large audiences efficiently. In The Gambia this emphasis
is consistent with the existing rural communication system and
the MOH's own health education priorities.

The instructional development process relies upon past
experience in mass communication and combines systematic pre-
program research with experience drawn from such fields as social
marketing and behavioral amalysis. This process rests upomn a
clear understanding of three principal areas: the behaviors to
be promoted; the personal, family, and community context in which
these behaviors are elicited; and the ability of the

(1~-2)
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instructional tools to promote the widespread adoption of the
selected behaviors.

The working premise which makes these principles relevant is
that prevention and treatment of infant diarrhea can be
positively affected by altering the way in which rural people now
behave. Improvement does not necessarily regquire significant new
investments in health infrastructures such as water systams,
latrines, or new health ceanters. This project is not attempting
to install new mechanical technologies, nor promots sophisticated
cognitive conceptualizations. Our task is to increase the
probability of people doing things which are well within their
capacities, but curreatly unlikely. The emphasis is on behavior;
actitudes, even those which may contribute to what people do, are
of secondary ianterest.

From a2 behaviorist point of view, there are five
circumstances whiech singly or in combination account for absent
behavior. First, necessary materials or implements (liké sugar
and salt) may be unavailable. Second, prerequisite skills,
discriminations, or knowledge gay be lackiag. (For example,
rural mothers may know that $/5 solutiomns are good but not
understand how to mix them properly.) Third, there may be no
incentive (like immediate improvement in their child's health) to
engage in the behavior. Fourth, there may be incentives to
engage in incompatible behavior (like giving kaolin or
withdrawing food from the sick child). And fifth, there may be
punishing consequences which discourage the desired pattsrn. (A
chiid may vomit, for example, or his diarrhea may actually appear
to inecrease.) An understanding of these factors is absolutely

eritical in the development of an effective instructiomnal
intervention.

Behavioral analysis alsc makes an important contribution to
our understanding of how to change behavior patterans, whather it
be altering am existing patterm, or creating a new ome. Many
health messages, for example, carry an implicit or explicit
threat, This approach has been shown to be less effective than
providing rewards for approximations of the desired behavior. Use
of approzimations requires that we ideatify a relevant existing
behavior to reinforce and may mean including a few behaviors in
the instructional campaign which we know rurzal mothers are now
doing correctly; rather than telling mothers to stop bottle-
feeding, for example, we may want to reward mothers when they do
breast-£feed,

Another important point to emphasize is effective delivery
of positive consequences or rewards. Behavior does not change
unless rewards are actually applied to the desired behavior
pattern or some reasonable approximation. It is not sufficient,
for example, for nurses to tell trainers how important it is that
rural mothers be praised for administering ORT. We must be
certain that the nurses are in fact praising mothers, and that
the mothers perceive the nurses' actioms as praise or support.

(1-3)
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This project may be one of the first efforts to use mass
communication primarily to support positive, existing behaviors
rather than extinguishing negative patcerms or creating entirely
new ones. Lt is also important to develop within the target
audience the ability to discriminate between appropriate and
inappropriate performance of a desired behavior. If health
workers, for example, can be sensitized to the potential for
critical mistakes in mixing a S/S solution, there is a greater
chance they will remember correcily and avoid these mistakes when
isolated in their rural communities.

To determine how these principles could be applied withia
the specific cultural context of The Gambia a four-month pre-
program investigation was conducted. This "developmental
investigation,”" is comprised of the following elements:

1. Interviews wicth groups of rural Gambian mothers to
lezrn how they perceive and deal with diarrhez in
their children, their general feeding and child care
practices, and their use of radio and other media.

p

2. Direct, structured observation of rural Gambian
villagers to corroborate che information provided
by mothers in the group interviews.

3. 1Interviews with staff at health centars,
dispensaries, and subdispensaries to measure the -
level of knowledge among health staff about
diarrhea disesase and to define the way it is
currently beiang managed within the health system.

4., Rural mixing trials of S/S solutions.

5. Review of existing literature drawn from extensive
work done at the Medical Research Council
facilities in The Gambiaz.

6. Reception studiss to determine the efiective
broadcast range of radig signals in rural areas
throughout-the country.

Detailed results of this investigation are described in
Appendix E. The most salient findings, however, are summarized
below.

1. An annual seasonality of diarrhea characterized by
a long wet season during which rapidly dehydrating
diarrhea is not a critical problem and a shorter
dry season with significant, intense bouts of
watery diarrhea.

2. The penetration of rural areas by health sarvices,
permitting effective widespread distribution of
simple print materials and providing back-up for
treating moderate dehydration.

~

(I-4)
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The recognition by rural people of "dr
concept, used to describe gemeral wast
results from malaoutrition and whieh he
similar to diarrheal dehydration.

The widespread confusion on how to mix
and salt sclutiomns, often with ineffec
sometimes dangerous consequences.

The significankt absence of print mate:
areas and a resulting inability of rur
easily decipher visual messages.

A village society which gives women a
disproportionates share of family work.
isolates women from easy access Lo rac
separates mothers from children during
difficult wet season, and which 1s pre¢
female participation im basic Zamily

Despite the poor signal qualify and r:s
rudimentary programming now available
penetration of radio as a significant
village information.

The lack of published studies on basi
linguistic- characteristigcs of major
in the country.

(I-5)
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SECTION 11 -

CAMPAIGN ELEMENTS

Al OVERALL STRATEGY

The proposed public education campaign on treatment and
prevention of acute infant diarrhea in The Gambia will promote
the preparation and administration of home mix (S/S8) solution as
an ORT by rural mothers in their homes during aild bouts of
diarrhea. Rural mothers will be told that if the diarrhea
bDacomes worse and "dryness'" begins they should take their child
to a fixed health faeility or village health care worker. In
these places, complete formula UNICEF packets wi'll be
administered.

Three basic treatment messages: how to properly mix S/S
solution, how to correctly administer the solution, and where to
seak help if the child gets worse, will be the central themes of
the campaign. Thess themes will be supplemented by a single
prevention focus, a daily faeces clean-up campaign within the
family compound.

Treatment messages will be stressed over pravention messages
for the same three resasons used in the Honduran segment of the
MM&HP program: (1) ORT offers the most significant and immediate
countribution to the health needs of the rural population, (2) the
behaviors required to make ORT successful im rural homes
represent an optimal range of instructional complexity which will
permit evaluators to determine the ability of mass communication
to significantly affect various aspects of an important health
behavior, and (3) a general skepticism surrounding the ability of
health education alone tc make any significant impact on rural
diarrheal wmorbidity through prevention compliance.

The primary target audience ia the campaign will be rural
mothers, grandmothers and older femalz siblings of children under
five, A secondary audience will include primary health care
workers such as: Health Inspectors (HI), Community Health Nurses
(CHN), Health Peace Corp Volunteers (PCV), Leprosy Inspectors
(LI), and Traditiomal Birth Attendants (TBA). Several other
groups including rural fathers, physicians, and )
dresser/dispensers will receive 2 small number of specialized
messages designed to help them reinforce and support the primary
target audience in the correct applicatiom of ORT.

(1I-1)
F-14



The campaign is a ome—-vear broadcast effort divided iunto
three sequential phases timed to coincide wich the seasonal

variations ZIa diarrhea (sae
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Phase I, which preceeds the wet season diarrheal peak

(characterized by prolonged,

debilatating bouts of diarrhea),

will emphasize the rzlatiomship between diarrheaz, dryness and
maluoutrition, establishing the concept
dehydration, camn be prevented through a special diet of S/S

soclution, breast milk,

during bouts of

diarrnea.

Phase I will

that "dryness," or

and adult cereals given to voung children

include an intensive

face-to-face training program for rural health workers (HIs,

and MCH team members) in the proper management
of diarrhea including S/S solucioms, UNICEF packets and
intraveneous/intraperitoneal (IV/IP) therapy. These ha2alth
workers will in turn ftrain TBAs in 1000 villages in the proper
mixing and administracion of the 8/5 solution, leaving a red sash
on the hut of the trained TBA as an identifying marker.

CHNs, PCVs, LIs,

Phase II, which corresponds %o the wet season diarrheal peak,

will emphasize proper mixing of the S/S solution in the home
along with casual administration and specific feeding advice.
During this period a national rural lottery will be operated to
publicize and popularize the §/S mixing instructions.

Phase 11T,

which immediately precedes and coincides with the
dry season diarrheal peak (characterized by short, idtensive and
rapidly dehydrating bouts of diarrhea), will reinforce the S/S
mixing behavior stated in Phase II and will emphasize the rapid,
systematic administration of the §/8 solution from the on-set of
the digrrheal episode in children under five.

(II-2)
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Prevention messages focusing on the daily collection and
disposal of all faeces, animal and human, within the family
compound will begin during Phase II as a complementary theme.
They will link the general cleanliness extoled by Islamic
teaching to the specific place of prayer -- the compound floor =--—
and advocate that one family member be assigned to clean the
compound floor of faeces daily,

B. CONCEPTUAL RATIONALE

The overall campaign strategy emerges from a perception of
five critical aspects:

L) the seasonality of diarrhea in The Gambia

) the nacional policy on management of acute diarrhea

@ the structure of the famiily 1ife in a closad
compound

] the paucity of print materials

. the role of radio and the rural penétration of the

health system

Seasonality of Diarrhea: Unlike Honduras, rapidly
dehydrating (2-3 day) and watery diarrhea is not the principal
cause of diarrhea-related death in The Gambia. During the
prolonged wet season, diarrhea interdacts with malautrition,
reduced food availability and poor child care practices to
produce a general wasting, widely characterized as "dryness,"
which often leads to death in young children. Traditional home
therapy (three-day administration of a litre volume per day), is
impractical and probably not effective in this setting. A more
reasounable intervention is an emphasis on diet which includes S/8
solution (giving as much as a child will take), adult food
(rather than watery paps) after an episode ends, and breast-
feeding. This, coupled with a specific cue for severity {(sunken
evyes and general weakness) which leads the mother to outside
help, appears a more reasonable treatment imterventionm duriang the
wet season.

During the sheorter dry season, watery diarrhea does appear
to be a more common problem resulting in rapid dehydration and
making oral therapy a more powerful positive interventiom. This
rationale 1is illustrated in the diagram on page I1-4,

From a purely instruectional view, the campaign first focuses
on an idea already present in the target population--"dryness is
dangerous"-—-then stresses what to do about "dryness'--administer
properly mixed S$/5 solution early in an episcde along with
feeding advice. Once S5/5 mixing has been "mastered" during the
wet season, the campalgn stresses the intensive admiaistration of
S/S necesary during dry season watery diarrhea. The project has

T1-3)
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National Management Policy: Lengthy deliberations iaciuding
one WHO mission, regular contact with experts a2t MRC, and
interchange with the Medical Advisory Board of the MM&HP project
have given the Ministry of Health's leadership ample ovpportunity
to consider every aspect of a national diarrheal management
program. A number of possible management systems have been
analysized, including home administration of pre—-packaged ORT
salts. Ultimately, the decision was made to develop a thres-step
treatment program relying on simple $/8 in the home, UNICEFT
packets at fixed facilities, and IV/IP at selected fixed health
facilities for severe dehydration. The overall regimen is
summarized on the chart below, taken from the recently produced
Health Worker's Manual for the Management of Acute Diarrhea ia

The Gambia, which c¢onstitutes the national policy on diarrheal

management in The Gambia.

TRAEATMENT 2LAN SUMMARY

PR o e i e
;—;ﬁ'ﬁm = Tor 24 pours, bHetween sreastisecs, giva:
Rt cuitd weirgning LSS THAN 5 kg 300 =ml
NORMAL #YDRATION Q-5 sonths old) (1 Sulpsarl coccla)
STATUS
- Child verghing MORE TEAN 3 <@g 300 =1
6=18 months old) {2 Juipsarl Loctles)
SUGAR-SALT MIXTURE Cnild vJergning WORET TEAN 10 kg 30O ol
) 18 conths and oldex) 13 Julpearl Sgttlas)

+ Por che Sirast 4-9 hours, give:
20 zl/Xg/Sour

MODERATE DEAYDRATICN
STATUS Reassess after 4¢-6 acurs.
* %% worsening 3o o Trzacgsnc Plan TIX
If iomroving give L00 3l/Xg Ovarnight

W.E.O. SOLUTION
Agassess the naxt poIning
If Hydracion Stacus 13 normal ——p T. Plan I
13 Modarats Dehydration persists-—T. Plan II

.

If Severs lanvaracion develsps —»T. Plan JII1

* Por che Iirst tour, give:

i = 0 al/Rkg 2f W.3.9. Solution
|SMRE OEHEYDRATION {use nascgastric tupne 1L necassary)
- STATUS
Meanwnilz, czansfer o facilizy <ich I.2. or I.V.
&n arzaival, begin I.7. renydration
*
W.2.0. SOLUTION * Tor the Sirst qour, give ntraperitoneally:

30 al/Xg of I.V. Selutizn

-
Rpassass aftax Sne aour

I.V. SQLUTICN If LIProving ~ee——p continue cill rehydraced
TE MATSENLAT —————— cvansfer 5o 1.7.
= A LA

* Immediavaly, zive, Lutravenously
20 =al/¥Xg a% I.7. Solucion

*thern, Jive:
G ml/Xg/Zour tiil rehydyaced

Wigh T.@. or I.V. Therapy, <ontinue giving J.R.T. =2
<he zhiid zan dripk:
0 al/xRg/Bour i
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The rationale for the govermnment's policy rests upon several
facts. First, The Gambia has ten years of experience with S/8§
solutions. The concept, however, is widely recognized but pooriy
impiemented at all levels of the health system. Secondly,
resource projections indicate that the country is presently
unable to import sufficient stocks of packets, or to produce
sufficient quantities locally, to effectively supply a2 long-term,
homs-based packet system. At this time, the Ministry is
reluctant to experiment with a system they feel is beyond their
capacity to sustain. Finally, the prolonged bouts of wet season
diarrhea do not require the same intense level of administration
as widespread watery diarrhea. Properly prepared and
administered S$/S solution combined with slightly altered feeding
practices may be the most effective intervention for dehydration
during this season.

Given these priorities, the MM&HP project will support the
Ministry's overall program in several critical ways; first, by
popularizing a properly mixed S§/8 solutiom at the village level;
second, by training health workers ia the proper preparation and
administration of UNICEF packets at fixed faciltries; and finally,
by promoting dietary practices which may poteatialliy effect the
web season wasting of young children.

Rural Family Life: The structure of rural £family life
around a siangle, enclosed compound which includes numerous
mothers suggests the possibility that sucecessful innovation by
one mother in a compound may spread to.other mothers in that
compound. A disturbing lack of communication among mothers
within a compound has been reported by some experts, however.
This problem is compounded by the fact that female access to
radio is severely limited. Additionally, child care is often
delegated to older female siblings and grandmothers, frustrating
the project's ability to focus on mothers alome as the principal
target audience. To meet these realities, a strategy has been
developed which uses radio to mobilize rural £females. The
intervention will cut across female age differences and provides
a practical justification for female access to the radio, at
least during selected listening times. A radioc lottery, open
only to females and limited to one winner per compound has been
devised. The main prize, an expensive radio/cassette recorder,
will be awarded during specially prepared radio programs which
will also teach how to mix S/8 solutions, why these solutions are
important, and how to use the drawings on the "lottery ticket™ as
a reminder of how to mix the 8/5 solutioun.

Paucity of Print Materials: Visits to rural villages
demonstrated the paucity of print materials in rural villages.
Literacy is extremely low. Arabic seems to be the ounly written
language which is reliably read by a small but dispersed number
of rural Gambians. Equally significant is the absence of graphic
images in rural villages. Publicity, photographs, posters, and
drawings are almost totally absent from homes, meeting places,
and stores. Additionally there is little existing information om
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the level of visual literacy in the countryside, making the rapid
creatioun of effective visual messages extremely difficult. This
was one of the important reasons that 1) limited print material
was 1lneluded in the campaign and 2) the lottery/flyer was
designed in such a way that radio could be used to"tesach" the
meaning of esach picture. Essentially, the project team is
somewhat pessimistic about our ability to develop a visual which
will effectively convey the mixing message without direct wverbal
support. -

Penetration of the Health System: The mobility of rural
health workers in The Gambia suggests that they canm be an
effective distribution vehicle for specific mixiag instructions
and for the lottery/flyer. The workers are both widely accepted
and available through regular "treks" to surrounding villages.
The large number of villages in The Gambia, estimated atbt some
2000, aund the concentration of the rural population in these
village clustars make it possible in the time availabe to provide
minimal face-to-face support through the TBAs in at least half of
the total villages; perhaps reaching as much as two—-thirds of the
population.

c. THE CAMPATIGN STRATEGY

The following diagram illustrates how the three principal
compounents of the program relate to form a siangle, cohesive
campaign.

(11-7)
F-20



Lemd

Prinr Kerarionsuie of

| Capamion ELEMENTS
raea . TaEA‘lmanfl FLYER e
‘(‘% Poorer

3
N
DIBRRNOER
MARGEMENT
ProcrRAM
PRrobuCTION

W-I1.

| TRBINING
L\
""""" —
[Kapio

T aE Ny N NN e n Ey G G Say e My e D E e B
S | \



-
z

Training will be provided to the health workers through
eight three-day workshops. During these workshops a flyer
carrying color~ceded mixiag iastructions will be handed-out for
mass distributionm to rural mothers through the health workers.

In addition, health workers will receive a large treatment postar
summarizing the critical treatment steps, a manual providing
additional management details and a supply of red sashes to
identify the TBAs who they subsequently train. Upon return to
thair health centars and dispensaries the health workers will
travel to pre-determined villages and identify a receptive local
T34 worker who they will train in the §/S mixing process. Health
workers will leave the red sash om the roof of the TBA's home.
They will also distribute a.stock of the mixing flyers to the
T3A.

After a period of sevaeral weeks, permiting the T3As Lo be
contacted and trained, radio broadcasts will begin announcing a
national rural lettery focusing on women with children under five
as the primary participants. The coloz-coded mixiag flyer will
act as the lottery ticket. Each flyver will be numbered in bold
Eype at the bottom (see below).

MIXING F-z:ran, —

(yation) (ween ) ( red)

3y late June the radio will begin the lottery announcements
informing mothers when to listen to the lottery program and to
have their lottery flyer with them to determine i1f they arxre a
winnear. During the award program, radio will teach mothers to
read and decipher the flyer. Using the color-coded sections, a
slogan will be developed to relate c¢eolor, volume, and substance.

I1-9



Example:

? Ye2liow square, 1 capful, salt
3 Orange square, 8 capfuls, sugar
9 Red squarzs, 3 bottles full, water

At the same time radio broadcasts will identify the red sash
as a place to go for help 1if a mother forgets the mixing
instructions. Radio will also stress that a special diet for
dryness, S/8 plus adult cereals and breast milk, is a way to hnelp
prevent '"dryness.'" The mothers cue to prepare the '"dryness dizt"
is the episode of diarrhea itself. Two signs, dark sunken eyes
and weakness, are cues Lo seek help because "the dryness is too
stroang."”

Radio will play several key roles. It will identify the
T3As, popularize the lottery, teach the meaning of the flyer, and
carry the primary messages on when to seek help, and what to feed
during diarrhea.

Print materials will remind health workers of their key
treatment behaviors and, through the lottery ticket/flyer,
generate excitment and provide concrete instruction on the S/S
mizxing regimen.

Training will create the basic face-to—-face support needed
te ensure success. First generation training of health workers
will standarize the process of diarrheal management in health
centers and train health workers to teach S/S8 mixing to TBAs.
Second generation training of TBAs will provide a local level
guide and support for mothers unsure of what they have heard on
the radio or how to read the flyer.

In addition to the focus on diarrheal management, a series
of special radio messages will be developed around the theme of
cleanliness during prayer. These messages will focus on the need
to regularly (once a day) clean up faeces of all kinds within the
family compound. The physical boundaries represented by the
walled or fenced family compounds make adoption of this message
feasible.

The presence of faeces, both human z2and animal, is one of the
principal sources of bacterial contamination and a primary link
in the infeaction process. While latrines are quiet common, they
are reserved almost exclusively for adults, leaving both child
and animal faeces widely dispersed within the compound. The
strong Muslim tradition of cleanliness and the association of the
floor as a place of prayer appear reasonable foci around which to
build the message theme, Ia additiom to radio programs, local
leaders will be involved in discussing the clean=-up during
bantaba (male conversation/decision) groups, building upon a
strong tradition of "obedience" to stimulate compliance with the
campaign.

(II-10)
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D. PRINCIPLE CAMPAIGN OBJECTIVES

The principle campaign objectives, expressed in measurable
values are described below. These quantifiable goals have been
identified as behavioral targets rather than changes in health
status. This reflects a certain pessimism about our ability to
exclude secular factors as casual ageants for any health status
change ovexr such a short period of time. 1In reality we are
unsure winat levels of compliance are feasible in a campaign
influenced by such complex variables as exist in The Gambia. We
do believe, however, that the program will impact significantly
in each of the following areas.

1. 1000 wvillages will have at least one resident
volunteer, identified by a distinctive red flag,
who 1s able to correctly mix a S/S5 solution as
measured by an acceptable sodium level of 60-110
m/equiv. )

2. All HIs, CHNg, Health PCVs and Lis will be able to:

8 Properly mix a §/8 solution as measured by the
sodium level criterion.

° Determine when a child is listless, can't sit
up, is weak, and has sunken eyes; and
subsequently administer a complete formula OR
packet properly.

® Properly mix an OR packet as measured by the
sodium level criterion.

> Properly administer an OR packet in the follow
way:

- If a child has moderately sunken ayes, give
him/her 20 ml/kg of WHO formula for 4-6
hours;

- TReassess the child's status after 4-6 hours.
If normal, continue treatments with S$/8
solution; if same, or improved, continue 20
ml/kg of WHO formula for zanother 4-6 hours;
If worse and very limp, give 20 ml/kg of WHO
formula while transferring child to a
facility with IP or IV, if possible.

3. At least one mother with a child under five in 20%
of all compounds will be able to properly mix a §/S
solution as measured by the sodium level criterion.

The number of mothers with children under five who
feed adult foods (solid rice and millet) to
children with diarrhea will increase by 10Z%.

".\
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5. The number of mothers with children under fiv

give addicional food to a c¢hild recovering from
diarrhea for at least two days after the bout
inerease by 10%.

6. When asked, at lesast one mother with a child under

five in 30% of the compounds will be able to say
that:

. she believes a child under five with diarthesz
needs S/8 solution and adult food

o 8/8 solution and adult food can help prevent
dryness

9 dryness is especially dangerocus in children
under five {young children)

® a red sash identifies a person in the village

who knows how to mix the S/S solution properly

: 2 sunken eyes are a sign of dryness, which
requires that she take her child to a health
center

° that faeces of all kinds should be cleaned from

the family coupound at least once a day.

Expressed graphically the principal goals can be dividad
into seven areas. The boxed area below represents those
behaviors of central concern, while the three sections outside
the box are behavioral areas where a greater degree of
noncompliance is acceptable.

@TI-12)
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SEGMENTATION OF TARGET AUDIENCE BY CAMPAILGN THEMES

The objectives described above translate into Ffour

campaign themes and each theme has been sub-dividad into

message themes as follows:

PRINCTIPAL CAMPAIGY THEMES

VALNOTRITION, DERYDRATION (DRINESS)

Dryness 13 nost dangerous in smail malnourishea children with diarrnea.

s Tiaree sigaes of drymess are sspeczally izportanc 1

3 A. DIARBEEA for zore than ] days
3 3. SUNKEW =TES
C. WEaxX, LDP, LISTLISS CRILD
8 If a chilé gars sunken ayes he ne=qs special cars - take him o 2

2 neaith cenger rigac away. 3
f .

3 CRAL 2RTHYDRATION

e Mix 3/5 - L Juipearl cap salt, 8 Julpearl caps sugar, 3 Juipearl oorzles clean wvacter
i # Give all your shild «ill zake slewly - all day lomg. MHake aew recaipc 2aen dav.

¢ (During dey sesson) 3e-suve zo grve aome LirTe of 3/% soluczon a day as soom
a5 child 3swarts having diarzthea.

¢ Go co T34 wich rved sash {£ you Jorzec Row o mix 3/S
& (Tor Healch Worker)

Prepare packer i 1 litze of zlean wacer. (wexrghing child) {ml zeasura)

Yonitor and wanage moderate and severe denydrationo

—

FEEDITNG
w» Mothers should start giving adult focd wnen baby is § monchs oid.

¢ Mochers should give some solid wics (mdllec) when the baoy is
sick, aven 1f the Saby doesn': like =, !

e Fapg ire aot as good a food Sor caild 23 zault <ocds.

¢ 'When baoy recovers Irom diarrhea he neens exCra fcod ro zaxe him
sowerful again. Give him aaulr food Zor several daya.

SREVENTION

E
s To e clean I3 our obligation %o God.

® .t i3 an aifront co God %o pray on dirsy Iloors.

® Faeges of all xinds ava nor ¢lesn, zhev cause glmease

& If i3 ouT auty o Xeep the Saeces away Zronm small childven
ang from Zood.

¢ Yake scmeone in the fzmily respomsible =o collect ind bury
Zaeces it lesst once a iay.

Tt S i Sy s
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F-25



‘
Iy N N

‘The TBAs were singled out as the most likely wvillage con

These themes have been subsequently segmented by audience
Eype.

s Rural mothers with children under five, older women
and female siblings.

5 First generation health workers (HIs, CHNs, PCVs,
LTIs, and MCH teams).

2 Second generation health warkers (TBAs, D/Ds, Ns,
ANS). ’
* Rural opinion leaders (alkalos, fathers, Imans).

(Generation, as used here, refers to the source of training
a health worker receives. TFirst generation health workers are
trained directly by project staff, while second generation health
workers are trained by first generation trainees.)
-

The rationmale for the proposed audience segmentation is
quite similar to that used in Honduras. Childrem under five are
at greatest risk. Their mothers continue to be the central
figure in their lives, although the role of siblings aund older
compound women is an important one, particulary during the wet
season when able-bodied women are consumed by agricultural
chores. For this reason, a radio strategy has been devaloped
which potentially impacts on all women. Messages will not be
directed exclusively at mothers, but will adopt a toume which
influences older women as well. It is hoped that an event as
dramatic and novel as a lottery will cut across age groups aad
bring older siblings, child-bearing women, and older women
together around the radio.

Health workers have been segmented into two groups basad
upon the potential impact on villages which surround the
facilities in which they are based. Essentially, the mos
members of the rural health worker team have been seleccs.
first generation trainees. They have been given the spe
of teaching TBA's how to mix and administer the S/S solu

3

< bds

a
£

yila

2le

L BT B B Y

because of their acceptance by village people and their «.
in rural areas. They are relatively easy to identify and
amenable to involvement in the program.

T
]

Finally, the key opinion leaders—--alkalos, fathers, and
Imans-~-represent a pervasive power structure in the rural
village. As "gate~keepers" of village behavior, their support is
critical, particularly for the prevention campaign which depends
heavily upon religious and obedience themes.

(I1-15)
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The following chart illustrates how the campaign themes have
been segmentad by target audience.

Messace Emance
B TARGET
AgvoiEnCE

Prowazy AUes, | Sec. Avoence |, Ter, Aume

DRYNESS 5 5 3
oZAL L3S 1 T ;
TUESARY 5GaS 2. 3
TOMCLET — z -~
FRIDWG 3 4 4.
PreLeNTIoN 4 - ‘ 2

1'anm&mmm
5 "LEAST IMIDETAMT

Other audiences wera also iacluded. Physiciaans, for
example, will recieve a specially prepared packet of readings
along with a letter from the Ministry of Health informing them of
the new diarrheal management program aand enlisting their
assistance. They will receive two copies of the treatment postar
for their offices or dispensaries.

F. MESSAGE PHASES

) The graph on page 1I-17 illustrates how seasonal peaks,
campalign messages and campaign slements are related over time.
The radio messages are scheduled to begin in April. February and
March will focus on program production and pre-testing, first
generation training, aad print materials preparation. Print
materials and the red sashes will be distributed through the
second generation training while radio is stressing the cluster
of enabling behaviors around "dryness" and its relationship to
diarrhea and feeding. By mid-June the bulk of the second
generation training will have been completed and the widescale
lottery promotion will begin on radio. From June through October
mixing and feeding advice will dominate with preveantion messages
beginning in mid-August. During the November and December period
new radio programs will be prepared around systematic mixing
instruction, changing the focus to dry seasom diarrhea and
intensive application of the 8/S solution. During the dry ssason
peak and through March, administration, along with additional
mixing messages, will be stressed.

(1I-16)
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This phasing allows program planners to stress the critical
skills sequentially. Mixing will bhe first. T is perceived as
the most difficult behavior to modify because 1) it is already
being done incorrectly by so many people, 2) its past use has not
produced dramatic positive effects perceived by the target
audience, 3) it iavolves correctly associating three diffarent
volumes and substances, 4) all ingredients have to be supplied by
the mother, and 5) it has little inherent appeal; thare is no
color, it has a salty, unappealing taste, and it lacks face-vaiue
potency. Intensive, systematic administration need not be pushed
during the wet season, but should wait until the dry season
watery diarrhea is more common. This coincidence allows us to
spend more time on the most difficult task (mixing) and to focus
almost exclusively on it for a considerable portion of the entire
broadcast time.

G. INSTRUOCTIONAL ELEMENATS

The proposed campaign is composed of three instructional
elements; radio, print, and face-to-face training. These
2lements act together to inform, train, provoke initial trial,
stimulate interpersomnal opiaion leadership and reward the various
target groups for acceptable compliance. 1In the following graph
the relative importance of each element as related to campaign
themes 1is identified. " It is clear that S$/S solution mixing will
raceive the most sustained and comprehensive emphasis. Major
radio programs, print material aad health worker training will be
focused on this critical set of behaviors.
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1. Radio

Radio programming will play a particularly critical role in
the 9yerall campaign. It will have the primary burdem of
tzaching how tg usa the the color-coded sections of the S/§
solution mizing flyer to 1dentify and pOpuTa*lZe the visual
mixing instructions. .

Zight message clusters have been identified for radio.
Cluster§ ? through V provide direct information on preparation
and administration of the S§/S solution. Clustars Vi.thrOugh VII
are used to popularize key aspects of the campaignj the lottery
and the TBA depot. Cluster VIII focuses on fasces clean-up.
Each of the eight message clusters are described bealow: h

2ADTC MESSAGET CLISTERY

Danger of Diartuea

=

Bryness is a dangerous problem iz qiarrhea and
malauc-igion, The zreacest danger is with young
children under swe.

I3, Diak for Jrvmnasg -

. 2ravant dryness with a dpeciai dist 7nen
children gee denydratad .
. The diat consiats of aduL: food (aolid tice amg

miileg) and z spec;al 5/5 caa.

. Give 38 much adult fcad zue 3/8% Tsa as “the child
will caxe, and seep yraeazsr-faediag during
diacrhea.

- fap§ are a0t as Zood as adule 3008 to zive the
2h:ld szrength to fighc tme diarchea.

. When diarzhea szopa and shila waars to =2at,
his extsa adule Zoed for ome or cvo days. Tats
zives nim axtTa srrengti za2nd powexs.

zive

s - Lagrs Eo make $/S raa on cthe faare sr iTom your
hezlch warker or from the “laay wich che rted
sasa’.

a2 Don't stars the S/S rea Zor zore zaaa oue day.
¥ake a new soiutiom ITash averyday.

. Give the child a lgt of the tea ine use whac s
lafr zo cook with a1z Isod.

¢ Hake a new solution iITesh avezy dav.

iLI. Mixztag 3/S Solucion
. Ger 1 Julpaarl boctle, I} dottle eap, some augar,

salc, and cthe sleanast wacir fou c¢in Zind.

. Mix 3 Julpearl bagsles of watarp, 1 cap of aalre,
and 8 caps of sugar rogecaer o =ake the taa.

. Se sure =o make & powder of the sugar if saou use
Jugar cupes.

. “hen 7ou Taasure Che 3/5, use 2 "eaew scick™ fo
levael the cap.’ Joun't 3se 1 Reaping =220; chat
makes The cea coa scrong for zhe 2aby.

. Give the child as auca as he will driak. Give
ie slowly with a spaom, or zas shrld aigac
vomit, Gl¥e 1 lot, 33 zuch 23 nassiblia, and
don't give up if the chiid vemizs 2 3133
cootigye, but go a oxt ilawer.

V. Saek Haln

jaur child aaa diarrhea for 2wre than Zive acays

i
and s gettiny suakeén syes, chen iryness is caking
aver; ctake :the zniid immecizcaiy to i1 oealth ceacer.

(I1-19
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Dr- Sgason Hesaave

E) Dyring the dry season dzyness comes very,K o the
child guickly, she $f/S zeza aust de givan iz a
specral way. During the ary seasom L-= iLs
importanc to give at leasc one Julpearl sotzlaz a2
cav and gmors ti the child i3 more tnan one year
old.

® Make a zew solution ZIresh avery day and be 3ura
and give at lsast one Julpearl soc:le a day for
cthree days.

o LE your child starts to get listlass and aas
sunken 2yes, be sure to take him to a healeth
CEﬂce‘:.‘ -

Lotzarv Idencificacion

EY The Medical and Healch Departmentc is offeriag a
special loctary for vural avsazs.

s Your tiekat/3Ilyer is avaiiabla aoow -— free -=
irom your local nealth worker.

» Yon can wia wounderful prizes--a radio, a tae
znirc, or a special one~iifre cup=-—~oy Lliscaniag
to dadio Gambia on (aay) at (time).

o Reep your tickecr ia vyour home and have it wich
#ou when you listem to the raaio.

a Mauy people will have a chance o win a
wounderful prize.

2 The Zicket will be given to all thosa who
zoutact the health worker fizrst, one tickec par
2gmpound.

a Thia tickat alse teacnes vou how to =rx the
special 3/¢ vea., Ligsten to the raaio on (day)
at {cime} to leara how to uix the 5/$ cea and co
see if you are one of fne lucky wianecs.

Depot Idencification

a The Medical and Heazlth Department beliaves that
the S/5 tea is so impertant that we havs tzained
1 group af 3pecial helpers and given them a bdrg
zad sash so zHat you ¢an find ctnem easiiy iLa you
vrliage.

# Go to the compound with the rad sasa i vou
forget how to make the S/8 tea., Thers you can
fiad nely if you forget.

] $ 7ou don'r have a flag ia vour communicy, geo

i
to wvour healch workars or PCV for assistance.

Taeces Claan—un

We all know that claanliness is che will of %Soa.
it i3 hard for us %o be clean 2ll the tiae, we
work hazrd and have Lictia, out whera we prav.

i

iaside our compound, ausc be %eptc zlzan Ior Sod.
Faeces ara the dirciest of ali dirs
They bring disease, make our zhild
wither, aund it effesnds God.

It 13 our duycy to name ouna memper of the Jamily
to clezan =he flieor 5f tha compound at ieasc once
1 day, 30 that wnen we oray tiae zrouad 13 clesan
af zll faeces.

All faeces (human and awimal) must 2e Xapt away
Zrpom where <& coaok, wWwners we 240, 3ma Joers Jo
aray.

T
T2n aITy 4aaag
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Three kinds of radio programming will be used, spots, mini
programs, and magazine programs. All programs will be broadcast
in both Mandiaka and Wollof, with special programming also
included in Znglish and French. The following schedule
illustrates the maximum number of =2ach program ctype per mounth bw
principal broadcast language.

Svots {3 minutes)

2 Wollof (four diffarent programs) =4 weeks xz 12
transmissions per week = 48 transmissions per month
2 Mandinka (four different programs) 4 weeks x 12
transmissions per week = 48 transmissions per month
® Total Airtime: 96 rransaissions = 3 min = 283

mainutas or 4.8 hours per moach
'
Mini-Programs

9 Wollof (four diffarent programs) 4 weeks x 2
transmissions per wesk = & transmissioans per mounth

o Mandinka (four different programs) 4 weeks x 2
transm15310ns per week = 8 transmissions per
meunth

0 Total dirtime: 16 transmissions x 10 minutes =

180 minutes or 2 hours per month

. - PRSI

Magazine Programs )

2 Wollof (Zour different programs) 4 weeks X 2
_transmissions per week = 8 transmissiomns perT
month
@ Mandiaka (four diffesrent programs) & weeks x 2
transmissions per week = 8 transmissions per
month
. Total Airtime: 16 transmissions x 30 minutes =

480 minutaes or 8 hours per month

II-21



At present it is proposed that only one broadcast channezl,
Radio Gambia, be used. While Radio Syd has a significant
following in the Banjul area, its signal does not appear to
penetrate the interior of the coumtry. The results of fucture
listenership studies wmay alter this division.

-

=3
+
1

The chart on page II~23 illustrates the distribucion of
program content by program type over the first year of
broadcasts. The latters A, B, and C represent the, thrse typaes of
broadcasts: spot, mini~programs and magazine programs,
respectively, and are followed by a number (1~4) iandicating the
number of different programs of that type broadcast 2ach month.

The chart on page 1I-24 shows a typical distribubticn patterm
for programming during an intensive month of broadcasting. The
letcers again indicate the type of program.

Each number represents a differsnt program. Numbers are
repeated to show the frequency that individual programs would be
repeated during a given month.

It is anticipated that all programs will be produced at
Radio Gambia's facilities, although back-up facilities are
available at Radio Syd should production time be 1mpeossible to
get at Radio Gambia. The personnel of the MOH Health Education
Unit, im collaboration with the personnel of the Rural
Broadcasting Unit of Radio Gambia, will be responsible for all
program production.

The project will provide comnsultants to train three
individuals in program design, script writiag, and final program
production. Oue consultant, Ms. Esta de Fossard will work with
local producers for two weeks in March to produce the programs
scheduled for April, May, and Junme. A full-scale workshop
scheduled for June under the AID-sponsored "Studies in
Facilitating Learning" contract with the Academy, will provide
additional assistance in the preparation of programs Zor June,
July, August, and September. The remaining programs will be
developed after an analysis of the first field monitoring
information.

2. Print Materials
Six print materials will be developed for the initial two
phases of the campaign. The graph on page II-25 lists each

material, and describes the anumber of distribution points .plus
the number of each material to be distributed by unit.

- - aI-23
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The Ministry's Treatment Manual (s
widely distributed as the principle ref
workers and professionals at all levals
contains more detailed instruction on a
including advice to mothers on recovery

A long red sash will be prevared a
identifier for Traditional Birth Attend
solution mixers. The sash will act as
broadcasts can reference and use to gui
assistance.

Finally a physician’s mailer will
includes a lercter from the Chief Madica

Ministry's Treatment Manual, the Popula
r———————

Rehydration Therapy, the WHO guidalines
and am article examing the role of anti
management. These will be bound in a ¢t
delivered to all physycians in The Gamb
the Treatment Poster. The letter accom
stress the new roles for oral therapy i
and solicit the physician's cooperation
key advice. )

° Continue breast-feeding during

-] Promote solid foods as socon af
possible.

@ Avoid antibiotics as routine t
2 Use ORT in most cases of moder
dehydration.

The materials described in this se
in three ways. Those materials being u

(the two posters and the manual) will b -

training sessions scheduled for March-J
flyer and red sash will be given to par
through TBAs and directly during regula
schedule of village visits will be work
worker at the end of the training perio
to communities can be avoided.

The radio will announce the flyer'
centers. Mothers will be told to pick
one to a compound, free, from these dis
addition, the MCH team and Leprosy Insp
communities not being adequately served

The physician's mailer will be del
staff to the local medical association
their regular channels.

(11-26)
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The mixing flyer/lottery ticket illustratsd on page II-9
the siungle most critical print material beding developed. The
two-sided single sheet will caxrry two important iastructional
messages, the S/8% solution mixing instructions and the indication
to level the bottlecap when mesasuring the S/S solution. The
instructions are color-coded so that radio messages can more
effactively describe esach alement of the mixing process. The
flyer also carries a lottery number (in the lower left hand
corner) which provides the critical motivation for rural mothers
to acquire the flyer and listen to the radio programs.

-t
[17]

A large version of the.flyer will be printed as a Mixing

Poster and distributed to all health centers and given to as many

Traditional Birth Attendants as possible. Several copies of the

same poster will be placed together on a common wall within the
health facility to increase its visual impact.

A treatment voster (see below) has been prepared for the
fixed health facilities which summarizes the key points suggestad
in the Ministry's treatment manual. This poster is designed as
an agile reminder of key points in all three rehydration regimens
and will be distributed to private physicians as well as
government facilities.

DIARRNOZA MANAGEMENT
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Most print materials will be produced locally at the Book
Production Unit of the Ministry of Education, Working with the

Health Education staff, they will design and pre-test the inicial

print materials. The tresatment poster will be printad in the
United States due to the local impossibility of large-format
printiang. The mixing poster will be printed in Dakar, allowing

the Book Production Unit to test the relizbilit ty and guality of
regional large-format printing capacity.

3. Training -

The training segment of the program takes place at three
levels, first generation training of selacted health workers by
project staff, second generation training by first generation
trainees of their fellow health workers aand of selacted TBAs in
1000 rural communities, and direct orientation of rural mochars
by TBAs and health workers on mixiag S/S solution in the home.
The basic training objectives have been described on page II~-11
of the plan. The following schedule illustrates how these
objesctives will be achiaved-over time.

Teamwe Scuzous

y
. @EMAR‘{ Hfaﬁ-'n Nov Kers

MARCH A PRIL MAY JUME
Mew PCVY% 1o o
HT, CuN, P s Iz = 1S 1S 1% s L1
LT 15 15
MEY Team = B
Picw I8 [ & . % St
“Toratl ot

Aa initial training design will be tested during March on
groups of trainees composed of new PCV's, Health Inspectors from
the Banjul areas, MCH team members and the new group of PHCWs now
in training. 1In April, a series of five- -day workshops for 15
individuals per session will be conducted. The workshops will
'crlng together HIs, CHNs, and PCVs from the same region for an
intensive orientation to diarrheal management. Each day is
structured in the following way:

s A ratiomale for the target behavior is provided.
] The behavior is modeled expertly by a trainer.
(11~28)
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Participants practice the behavior.

A discrimination game allows participants to learn
differences between correct and incorrect

performance, especially on key areas where critical
mistakes are likely,

Intensive individual practice (aimed at greater
fluency and skill) in performing the behavior and
gradually performing the behavior under
increasingly realistic conditions.

Review of program rationale and the discussion of
village constraints to performing thke behavior
under actual field conditions.

Self-corrected testing and review of principle
-kanowledge and skills to be acquired.

The first two days of the workshop will focus on broad

health education materials while the last rhree days will be
focused exclusively on diarrheal disease management., Day 3 will
emphasize $S/S solution mixing and administration. Day 4 will
focus on moderate and severe dehydration management with UNICE
packets and Day 5 will stress teaching S/S solution mixing to

TBAs aud rural mothers. A tentative training design has been
included in Appendix C.

The training approach being proposed is illustrataed in the
following diagram.

BASIC TRAIMING CONTINT § \PPROACH

S¥9d) XA

M3 a3l

DAY 3 DAY & DAY S
?
ﬂ s/s PACKET TEACHING S/S
<
gt

- Yt ——— §. 3
3
3 ° PL
g; ® Mgdel Mixing & Administracion Skills Role Playing
5& ® Diserimination Game * Individual Practice
? 8Small Group Practice ® Comprehensive Review

° Self-Corrected Test

village
? Prevents Dryness ° Behydrates
° Feeding/Breascifeeding °Give 5/5 afrer improvement
° Wat Season/Dry- Seasgn 9ifferance afontinue Feeding/Breastfeeding

? Planming to return to

® Iandividual Practice/Testing

F-39




This training approach builds upo
principles which have influenced the e
are listed below.

n several key learning
ntire campaign and which

Standardize all Terminology and Procedurss. Special care
has Deen takem to ensure Lihat the same language and visuals are
used through radio, print, and training matasrials.

Develop Constancy Through Fluency. The training program
includes an exercise which motivates trainees to mix a §/8
solution "as fast as they can' to promote smooth, fluent, and
quick performance of this key skill. Fluency has been shown co
correlate positively with the ability to maintain a skill over
time.

Emphasize Discriminations between Correct and Incorrect
Performance to Ensure Continued Self-Rainforcement. A
"discriminations game' has been developed so that trainees can ’
"ecatcen the trainer’s mixing mistakes" and consequently become
aware of simple but key mistakes that are possible (Appendix C).

Gradually Increase Salience of Practice Settings from Ideal
Conditions to Real-life Conditions. The training design
gradually puts trainees in situations of increased difficulty
similar to that which they will find at the rural health cencer.

Emphasize Cueing and Consequences as much as the Behavior
Itself. Radio has been given an important cueing role. Regular
broadcasts will cue health workers to teach the S/S solution
treatment and remind mothers when to seek outside help. Print
materials and radio combine with the lottery to provide an
important regular cue to mixing the S/S solution properly and a
positive consequence for listening to the radio lessons.

Provide Immediate Post-Training Application and Rewards.
The final training sessionm will require trainees to develop a
specific schedule for visits to surrounding villages to apply
their newly acquired skills. They will receive materials to
distribute which act as a reward in a print—starved envirounment
and will be praised by visiting MCH teams for effective
distribution of materials.

Reward Approximations as well as Full Compliance. This
principle has been included in both radioco and direct face-to-face
training. The campaign is to have a positive, rewarding tone;
avoiding scare tactics or a heavy, serious tome. Trainers will
provide direct praise during the training course.

Provide Multiple Channels for the Same Information., Radio,
print, training, and opinion leadership will all receive and
transmit the same messages -~ focusing specifically on mixing the
$/8 solution.

(11230



Workshop training will be conducted in English, using
project staff, members of the Health Zducation Unit, and
physicians from the British Medical Research Council in The
Gambia as traimers. Training sites will be scattered throughout
the country and will follow the regular logistical and
administrative norms 0f the Ministry of Health.

H. HATERIALS DEVELOPMENT AHND TESTING

The project will rely on a systematic materials development
process, stressing materials testing and revisiom. Because
broadcast and print materials for rural mothers play such an
important role in the overall success of the campaign, priority
will be given to testing these materials. Pre-testing of draft
materials (audiotapes of radio programs and visual mock-ups of
print materials) for these audiences will be conducted in five
villages outside Banjul. While these villages are not absolutely
typical of thoge in the most isolated sited in the region, they
do provide convenient and representative sites for testing. Care
will be taken to test scme materials in each of the three
prominate language groups, Mandinka, Fula, and Wollof.

HNot all materials will be pre—tested. Selected formats
which provide representative samples of message approaches will
be tested first. Critical questions related te each tast
material will be developed before zach test and used to guide the
interviewers (see Appendixz D). Materials will be chosen for
testing based on their novelty, complexity and ralative
importance im the overall campaign. The lottery ticket/mixing
flyer, for exazmple, will undergo the most rigorous testing

because of its importance in teaching the basic mixiag
instructions.

I. MONITORING CAMPAIGN COMPONERTS

Regular meetings with MCH "trek teams'" and with the rural
health inspectors, as well as sporadic visits to rural
communlities, will be used to monitor project components on a
regular basis. A mid-program sampling of rural villages is
scheduled for late August. The important issues to be
investigated include:

1. 1Is the mixing flyer being distributed with relative
evenness throughout 2 village?

2. Are women listeming to and understanding the radio
programs?

3. Are there any unexpected obstacles to the
acceptance of the S/8 solution and feeding advice?

4., Are lottery winners getting special attentiomn in
their communities?

(11-31)
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5., What effects is the program having on health
workers? (demand for flyers, etc).

In addition, the Evaluation Contractor will provida the
project team with as much anecdotal information as possibls on
acceptrance and compliance with key behaviors. Realistically,
however, it is not expected that significant quantitative daca

from this source will be available in time to permit substancive

changes in the campaign design.

J. PROJECT STAFF RESPONSIBILITIES

The following graph illustrates the distribution of staff
responsibilities among the several local ministries and the
technical assistance personnel being provided by the Academy.
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The key persounnel include:

Dr. Phililp Gowers: Medical Officer of dealth, Ministry otf
Health

Mr. Saihou Dibba: Head, Hezlth Education Unit

Ms. Haddy Gabbigon: Health Inspector, Health Education Uanit
Mr. Theohilus George: Director, Book Production Unit

Mr. Marcel Tomasi: Principal Broadcast Officer, Radio Gambia
Mr. Bemba Tomadu, Chief of Rural Broadcasting

Mr. Mark Rasmuson: Academy Field Coordinator

Dr. Gowers will have overall responsibility £for guiding and’

approving project activities and ensuring that the program is
consistent with the Ministry's overall health priorities.

Mr. Gibba will coordinate all project activities within the
Ministry of Health with special emphasis given to overseeing the
training of health workers and the iantegration of radio
production skills within the Health Education Uait. It is
considered that the Health Education Unit will be the entity
rasponsible for future campaign planniag and supervision.

Ms. Haddy Gabbigon is assigned full time to the project and
will have Ffull responsibility for coordinating training of health
workers and supervisiong the collection of wvillage research
information.

Mr. George will direct all testing and production of print
materials for the campaign.

Mr. Tomasi will be responsible for approving all radio

materials and ensuring that the program is cousiscent with
national broadcast policies,

Mr. Tomandu will coordinate all radio production within
Radio Gambia and ensure that programs are produced in a timely
and effective manner.

Mr. Rasumuson will oversee the expatriot contribution
including both finanecial rescurces and the planning and
administration of specifiec consultants. He will oversee the

timely progress of the implementation plan, ensuring that
scheduled events taks place at the planned times.

(11-33)
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SECTION III

COMPARING HONDURAS AND THE GAMBIA

The MM&HAP project is a two-sitz program. The original
conception of the project included two sites so that comparisons
could be made between a single methodology apolied to two
different environments and cultural settings. The Gambia and
Honduras were chosen largely because of their differences., In
essence, the question is: does a systematic, mediated campaign
work effectively inm both an Africanm and a Latin American setting?

With the development of this implementation plan the
parameters of difference between the two countries are clear.

The chart on page III~2 illustrates tha most relevant differences
and suggests that in fact the two sites and the two intervention
plans are significantly different.

(IT1-1)
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The Health Problem

Ty N T T e R L ST s w T da v e

SCME DIFFERENCES BETWEEN THE TWO SITES

The Gambia
Striking seasonal variation between snort
dry season of watery diarrhea, and longer
wet season of prolonged diarrhea inter-
acting with malnutricion.

Houduras

P

Seasonally prominent watery
diarrnea.

-

Target Audience

Striking linguistic and cultural differ-
ences between major sub-groups.

Homogeneous cultural groups

Health System

Limited central rescurces, with signifi-
cané potential for rural coverasge

Significant central resources
with relatively limlted rural
outreach.

Radio

Single , centralized government
broadcast channel, Limited potential
coverage.

Muiti-cnannel commercial broad-
cast sSystem.
for coverage.

Excellent potentcial

Print Media

Practically unknown at village level

Limtted availability, but
Iome exposure.

NOTIHAAYALNT Ud50d0dd

Rehydration Regimen

$/S in the home-Packet and IV in the
health center.

Packet in the home. Packet
and IV in the health centar.

Treatment Strategy

Reinforce significance of dryness.5/S
means to prevent drymess. Teach signs
of mild dehydration as poxnt to geek help.

Teach significance of dehy-
drarion. Teach sigas of mild
dehydration as polnt to seek
help.

Principle Treament Ojective

Standarize and popularize proper mixing
and use of §/8 solution in the home.

Popularize appropriate appl:-
eation of the packet in the
home.

NOLINHAHHINL QAS50d0Ud

Principle Prevention Objective

Regular eces campaign within cowmpound.

Cluscer of prevention behaviors.

Campaign Structure

High impact radio lotrery targeted at
rural women with print and health worker
support.

Multipie, intensively repeated
short radio messages, broad
print material and health
worker focus.

Time

24 months total/l2 month broadeast cycle.

(I11-2)
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To understand the MM&HP program it is also important to note
the commonalities, not of setting, but of approach, which
characterize the project in both countries.

In both countries:

.
A significant pre-planning investigation of the

medical problem, the social context, and the
instructional tools was comnducted.

Focused instructional goals were established,
avoiding a broad and superficial treatment of
diverse development objectives.

The ultimate criteria against which design
decisions were made was the f=2asibility,
nracticality and reliability of audience adoption.

Behavioral design principles were used to select
target behaviors, develop the training design, and
orient the campaign structure.

Radio, print, and face—~to-face support were
designed as integrated, mutually supportive, and
interactive components.

Significant use was made of radio for direct
instruction as well as information dissemination
and popular mobilization.

Systematic materials testing and on~going component
monitoring were included as fundamental elements.

(111-3)
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SECTION IV

ANTICIPATED LOCAL CAMPAIGN COSTS

A, Local Consultants
7 person/months 7,000
3. Local Travel & Per Diem 1,704
C. Qrher Direct Costs
Tralining Seminars : 10,000
Printing
Treatment Poster 3,000
Mixing Flyer/Lottery Ticket (50,000) 1,500
Mixing Poster 1,000
Manual ’ 300
Physician’s Mailer 200
Subtotal . 6,200
Lottery Prizes
Radios (5) ' 440
Tee~Shirts (200) 600
Litra Cups (1,000) 50¢
Subtotal ) 1,540
Field Taping Equipment
Cassetts Deck 300
Cagsette Recorder ' 200
Tapes 300
Subtotal 8GC0
Broadcast Time 1,000
SUBTOTAL OTHER DIRECT COSTS 9,540
TOTAL $28,244

(IVTl)



APPENDIX A

HEALTH WORKER'S MANUAL

for the
MANAGEMENT OF
ACUTE DIARRHOFA
IN THE GAMBIA
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APPENDIX A
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ACUTE DIARRHOEA
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HEALTH EDUCATION UNIT
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This manual has besn prevarsd Ior all Health Cares Workers to use when managing
casas of acute drarvhcea. While the Manual focuses on managemant of diarrhcea
in children, the priaciples equally applv to adults. It is a statsment of
policy and an authoritative guide Zor members of the Medical and Healtt
Deparitnent and as such supersedes and raplaces all previous circulars and

»coks on ths subject.

We know you will find it helpful and useiul, and trust that you will’ fee? free

wrice in with vour own suggestions for its improvement. .

i
0

e 2¢knowledgs. with thanks, the work of Dz Andviw Tomkins from the Medical

Research Council in preparing this book.
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ACTION PLAN FOR

DIARRHOEA

8Tz 2

255225 OAydration STatUS .. ve i ein e toneen

STEP 8

Determine Which Treatment Plan to Use

S e
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STEP 4

STEP &

Tell th » Yoath v Hoaw tn Prevent Ni-rrhe
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Explain to the Mother the Dangers of Diarrhoea ........... D.

r.
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Consider and Treat Special Types of Diarrhces ............ P. 14
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ASSTSS HYDRATION STATUS

efore beginning treatment, we must axamine the child in order to decermine his "Hydration
ZLatus”. Hydration Status indicates how much watar the child has lost. Onge wa knpow thi

re will know which Treatment Plan to fellow. The mors often this Assessment Tabls is

the mers guickly and accurately the Health Workers will he abla to diagnose

‘ Q
wydration Status. : .

ASSESSMENT OF HYDRATION STATUS

i NORMAT, MODERATE SEVERD
CNERAL APDERANCE Well Restless or Very limyg or
floppy unconscious

KIN ELASTICITY

cest to pinch-up Neormael elasticity Reduced Severely reduced

kxin above clavicle) . glasticity elasticity

¥ES _ Normal . Slightly sunken Severely sunken

JLSE Good volume ) 120-140/min. Vary weak or absent
Less than 120/min. L. - . More than 140/min.

ESPIRATION 20~30/min. 30-40/min. More than 40/min.

RINE OUTPUT Normal - - Decreased Almost absent

. .
! .
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FAST,

PAST RESPIRATICN

WERK PULSE

LITTLE URIME

EHYDRATION MEANS LOSING FLUID:

DRY MQUTH

SUNKEN EYES

THE 3XIN FOLD STAYS UP
MORE THaN TWO SECONDS,
IS SEVERELY DEEYDRATED

ihhis child is severely dehydrated. Everyday he is losing as much as

. .

are now returned to his body,

10% of his body weight in fluids and salts.

If the £fluids and salts

he will sursly die - he needs help fast!
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RJ: AP :
3&93@ 3 DETERMINE THE TYPE OF TREATMENT PLAN
TER ASSESING THE CHILD'S HYDRATION STATUS, THEN BEGIN TO IMPLEMENT

TREATMENT PLAN T

AN

wn

Status. TREATMENT PLaN 1l FOR PATIENTS WITH MODERATE DEHYDRATION.
Tz

. Tell mothers to give more than normal amounts of breast milk, tea,

. Advise her to return if the child's condition worsens.

\

APSROPRIATE TREATMENT PLAN. THERE ARE THREE TREATMENT PLANS.
T

2= ATMENT PLAN [I1 FoOrR PATIENTS WITH SEVERE DEHYDRATION,

- PR ey T
. e M T ook SR €T B Eriet i
T ot 4D AT et Mt Ty A AT e T b — = e F <

NORAIAL HYDRAT/ON S7372S

: Toc ensure that Hydration .Status remains normal, thus preventing

Janydration.
Weign the child.
Show the mother how to make and administer the Sugar-salt Mixtura.

Tell her the amount to give the child, using the information in the
2ox below.

watar, and fruit juice. - Orange and lemon juices are particularly
good. .

%

¢

* Por 24 hours, between breast feeds, give:

Child weighing LESS THAN 5 kg - 300 ml
(0-6 months old) . (1 empty Julpeaxrl bottle)

Child weighing MORE THAN 35 kg =~ 600 ml _
{6-18 months old) (2 empty Julpearl bottles) i

Child weighing MORE THAN 10 kg - 900 ml .
{18 months and older) (3 empty Julpearl bottles)
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TREATMENT. PLAN I
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SUGAR~SALT SOQLUTICN: TEACHING PROCEDURE

-. wash hends with soap and watar,.

Us2 clsan utensils and tne cleanest water available,

=~
.

Lat

Pound cozrse salz so =hat w1t will disselve szasily.

hl- ‘Eﬁ e‘“'wmwwmv i aplatr &

<. Do not make Mix yvourself, Instruct and supervise only.
Involve the mother (or mothers, if you are iLnstructing a group) in the process.

F

(9]

. Teach the following RECIDE:

* Measure out 3 JULPEARL BOTTLES of clean WATER into clean container,

i~

*~ Measure out ! lavel JULPZARL CAP of SALT.
~ Measura out & level JULPZARL CAPS of SUGAR.

* Stxxr until Sugar a2nd Salc zres <omplecely DISSCLVED. T

(4%

Asx the mothers to count out loud a2s sach measurement is peing added ©o the E

contaliner. 4

. Review the measurements of sach ingredient until you are sure the women
remember them.

. Gat the mothers to tasite the mixture s¢ that they recognise.ths correct casie.

Tell them to always taste the mixture befors giving it to ctheir bhabies.

~J
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THINGS TO REMEMBER WHEN TEACHING THE MOTHERS

0
f

= he women that The child 13 weak becausa he has lostc water and salss
may <ie 1L this continues.

* Tel) ths wcomen that Sugar-Salt Mixture 1s a medicine that will replace the lost
wacer znd szlts, and will help make the child strong again.

* Advise che women I0 continue wiih treatment even 1f the diarrhoea does not stop

‘ immedracely., The stools should eventually lessen.

* Advise the women that the mixture should be givén even if vomiting eccurs. They
snould «wait ten minutes and then continue giving it.

* Advise the mothers to return if£ they think the child's condition 1s worsening.

* Emphasize that it takes times to get a child to drink as much mixture as he needs.
it must be glven at freguent incszrvals, in an uprigh* position, wich a suitable
container. No Zeeding botitles

LR |

-

* Explain that Sugar-Salt Mixture must be stored in a clean container with cova
must be mixed fresh every dav. ’

1t
{u
o}
]

* Yarn cThe women thait giving laxatives or purgatives to their children can he v
dangerous, and sven fatal.

D
3]
<

* Zncourags the women to continue breastfeeding.

* Encourage the women to give their children food rich in calories and protein, and
frurzs such as oranges, Llimes, papayas, and bananas if available.

HEALTH WORKERS, LOOK FOR WAYS TO SHARE YOUR
KNOWLEDGE. .
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AODERL7E DEXYDRAT ION STHTHS

arm: To replace prasant losses and to anticipate lesses in the next 24 hours.

.

1. %Weigh che child ©o determine how much W.2.0. Solution ne needs.

W.E.O. Sciution ysurself using a UNICEF packer. DO NOT give a mother

mix herself.

v.se wh2 mother in administering the Soluzion for 4-6 houxs in the dealzh
. IZ the child Socesn't drink enouch volume, use a nasegastric tube i

Afzer 4-6 hours, reassess Hydration Status. If worsaning, begin implementing

i Treavment Plan IIX. I impreving, give the mother encugh Solution to last

al

iven in tha 3ox below. Instruct her te return in

-

ovaraignht, using the amounts g

whe norrning for rmassassnen: znd further treatment.,

i

the oppcsite pacge,
the Sugar-salp mixture. |

poo
n

5. Raview "Things to Remember When Teaching the Mother”
v 1v zo the use of che W.H.0. Sclution as well

* Texr the first 4-6 hours, give:
20 mls/Xg /Hour

* Reassess after 4-6 hours
If worsening, go to Traatment Plan III
1 improving, give 100 mls/Xg /Cwvernight

assess the next morning

Hydration Status is normal —e———3» Treatment Plan I
Moderate Dehydration Persists ———3 Treatment Plan II
Severe Dehydration Develops —————% Treatment Plan IIT

s B I A v ]
i Fiy tn (D

'§ TO HELP YOU MEASURE VOLUME, REMEMBER:
EACH OF THESE CONTAINERS HOLDS
| ABOUT 4 L|TRE OF FLUID ,

' 0K

i! a g4 £fl. oz,

measuring
pitcher

drinking
cup

2 Tnin =1 hatt]
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W.H5.0. SOLUTION

. a:l mediczl facllities will be provided with supply of the W.H.O. Sclut:on

packets, usually the UNICEF packets. In the avent that these supplies run

n

short, the correct mix can be made by dissolving the following in one iicre o

WaETBI: -

Sodium Chloride 3.5 g
Sodium Bicarbonate 2.5 ¢
Potassium Chloxride 1.5 g
Glucose 20 g
OR Sucrose . 40 g

e e frr e )
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SEERE DESSIRITION STHETYS

-l

Aim: To immediazely and urgently replace pr2sent losses and to keep pace
with losgses over the next 24 hours.

TO HEALTH WORKEZRS WITHOUT INTRAPIZRITONEAL (I.P.) OR INTRAVENOUS (I.V.)

EQUIZMENT

1, Begin Oral Rehydration Therapy (0.R.T.)immediately. Do not waltl

* For the first hour, give:
20 mls/Kg of W.H.Q. Solution, using the nasogastric tube if
Necessary.

1

2. Arrange for speedy transfer to a facility that is equipped to
rehydrate with an I.P. cr an I.V.

3. Appoint an escort to continue 0.R.T. en route and to ensure
speedy admissiocon.

T I T LR

4 SELERELY DEAVDRATZD BASY
UST BE RUSHED 70 THE NEAREST MEL/EAL CIYTIR,

we ol SO MG M) @B B Be

T L R Tt 1 4 e Ty KA TE TR R Lo A TR




- STALTH WORKERS WITH INTRAPERIVONEAL
T.Y.,) ESQUIPMENT
1. Begin intrzperitoneal rehydration immediatelr. Do not wait.
.2 : - s .
*»Por the first nour, give:
50 mis/Xg of I.V. Solution
2. Raassess after 1 hour. If improving, continue the 2bove Cral
Therapv until rehydrated. If not improving, transier tc I.V.
—.V.: - . .
*~ Immediately, give:
20 mls/Xg
= Then, give:
10 mls/Kg/Hour until renydraced
3, zven while using I.P. or I.V., continue with O.R.T. 1I thes <h
can drink.
* 20 mls/Xg/Hour of W.H.O. Solution

@§§§§a‘ﬂh
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LARLE.I.V. SOLUTIONS
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bls at Selected Cantres)

In order of preference:
STRENGTH DARROW'S SCLUTION WITH 2.

GLUCOSE
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TMENT PLANY o
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NORMAT, HYDRATION

'TATUS
i *

'U GAR=SALT MIXTURE

* For 24 hours, hetwesn breastiseds, give:
Child weiching LZ85 THEAN S Xg 3C0O mi :
{0-& months old) (1 Julpearl kotile)

Child weighing MORE TEAN 5 Xg 500 ml i
(6-18 months old) {2 'Julpeaz] bottles)

Chilé weighing MCORE THAN 10 kg SCO ml .
13 monchs z2nd cldsx) (2 1

* For the first 4-6 hours, give: i
20 ml/Xg/Houzr

Reassess after 4-6 hours.
If worsening gzo o Treatment Plan III

If improving give 100 ml/Kg Overnight
Reassass the next merning

If Hydration Status is normal ——3p T. Plan I
IZ Moderzte Dehydraticn persists-—»T. Plan II
If Severe Denvdratien dzvalops ——»T. Plan III

S*TUS

¥*

W.d.0. SOLUTION

Ii: . SOLUTION

+

* For the first houz, give:
20 ml/Kg of W.H.0. Solution
{use nasogastric tube 1f necessary)

Meanwhile, transfer o facility with I.P. or I.V.
on arrival, begin I.P. rehydration

* For the first hour, give intraperitoneally:
50 ml/Xg of I.V. Sclution

Reassess after one hour
If improving —e————yp continue till rehydrated
If wersening ————3 transfer to I.V,

* Immediately, give, intravenously
20 ml/Xg aof I.V. Sclution

g
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CONSIDER AND TREAT SPECIAL TYPES OF DIARRHOEA

CNLY do :this aftar ycu have started rehvdrzticon therapy

(1)

-
(48]

-

Dvsancery - IZ the child is febrile and you are surs there is blacd and mucus

in the stoel, txr€at with antibicotics (e.g. Tetracvcline; children need 62.5 mg,

5 mi of paedietxyic elixir) every 6 hours Zor five days.

f

m~ronic diarrhoea - This may be caused by paraszitic infacticns such as giarzdia

r ascaris. Microscopic diaunosis is essential before treatment with

Mepacrine or Metronidazole for giardiz, or Piperazine for ascaris.

Ssvers watery disrrhoea in epidemic form ~ Suspect cholera, continue intensive

rahydration, and report Lo Medical and Health Department immediately.

iar-ncea associated with systemaic infection - Do not forget to treat

o

nderlying conditions such as malaria with Chlcrcquine and severs raspiratorv

=

infzctions (pneumonia or otitis media) with antibiotics.

t
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* EYPENSIVE AND DANGERQUS - Naomyceil anc

(EDICINES WHICE ZAVE LITTLE USE

By

o delay clearancs 2

Lomotil nmav alcar bowel motilicy sufficiently

infsctive agenct.

MODERATELY EXPENSIVE AND USELESS - Non—-ahsorbable

thiazeole.

-

iphas such as Phthalylsupha-

The danger Ls zhat iI Xaolia is przscribed without Oral

child may still devalop severe dehydration.

N.B, Oral reshydration must be given Tz adu

Xaolin may be given o adules onlvy.

£3 and childéren with diarrhoe

Do not give To chi
b~
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DON'T FORGET TOQ HELP PREVENT DIARRHOERA!

Iz -z =aasy o tell ocurselves, "Oh, these peopls will never understand what 1I'm
==lling zham., It's hopelass - thevy'll never change." Indeed, it is difficult <2

group cf women that their children need fluids, not an injection! -

[#]
0
5
P
'J
0
Y

(1]

»
Tradicicnzl ascitudez toward medicine do not change gquickly. But we must begin

rehydration is a valusblz member ¢f che

Th2 =ozher wno understands the importance of
1 i T=am. As we help weomen ta understand that they carn often treat chiidrsn who

nava diarrhoea z2ff home, we will see fawer of these children ac the eclinics. Fewer

Wnrle e are teacnirg mothers to prevent dehydratlion with sugar-salt mixture, ws

sncull not forget te “each them to orevent dlarrhoea icself., #We can do this bov

tezcning them abouib the importance of good hygiene and gooed nutricion. Infscticn is

I the major causes of drarrhoea, and good hygiene helps to reduce the
incifence of infectien.  Therelors, several praciices should be encouraged.

The uszg cf soap wiih water is :i1ndispensible to gocd hygiene. While most peonle

r hands pelorxes =ating, they do-not use scap. They just swish their hand
cwl of water and are done with it! Encourage pecpls to wash with soap

a
and watsr balore cooking and eating, and before and after going to the latrine.

Alsc, w2 see many small, naked children playing arcund in the dirxt. Discourage
=his! Children should be playing on mats, and if ‘their mothers ecannot keep them
Z the dirt, ' they should put protactive clothing en them. *TChildren who are

2lways getting dirty should have a soapy bath more than once a day.

=

These arsas of .hygiene fall under the responsibility of the women, but the men also
T

hawve Tc be encouraged Lo improve the safety of their compounds. Every compound

sheuld have a pit latrine with cover, And if the compound owner has animals, he

should builé sheds fcr them instead of keeping them in his wife's kitchen.
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2 ¢child who 1s poorly nourished is often sick. He is troubled with infactions
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roT only encourage geod hygiene, but also promote gocd child nucrizion. -

[
4]

zey to gocd inizant nutziztion is: BREAST

0 Zisease 1§ low. So in order to prevent diarrhoea, we must

EEST. IZ we sver ges baby-botrles

in people’s compounds, it is time to sit down for a serious discussicon. Baby-motzles

ar2 one of the biggest carriers of bacteria that cause dizxzzhcea.

‘i As mothers breastfeed, they should begin to introduce weaning foods by the time a

should gradually add other foods to the pap - like eggs, and pounded groundnuts.

child is about four months old. Rice and ccos pap is good for starters, but mothers

Fruivs and wvegetablas, mashed banana, mango, paw paw, potato, pumpkin, ané beans are

for babies; as fish is soft, it is easier to eat than chicken or meat. By his fix

birthday, the child should be =ating everything that his family does — except

! pepper.

' Whether at the dispansary, at the Health centre, or at the hospital, we should
always try to find ways to shars our knowledge with the people we are serving.
l! It is our responsibility to teach the people how to prevent diarrhoea, as well as

how to pravent death caussed by dehydration.

‘Gambian women will nct reazlize the importance cf Oral Rehydration Therapy - and their role

~ .
3 1 , () 4

. ! alsc important to the growing child's dist; Fish is an excellent source of protein
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APPEMDIX B

MIZING TRIALS OF THE SUGAR/SALT SOLUTION USING RECORDED INSTRUCTIONS
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APPENDIX B

MIXING TRIALS OF THE SUGAR/SALT SOLUTION USTNG RECORDED INSTRUCTIONS

METHODOLOGY

Instructions for preparing the sugar/salt (S/S) oral rehydration solution
using Julpearl bottles and bottlecaps for measuring were recorded in Wolof and
Mandinka. These were played for mothers in health facilities providing all
of the necessary materials; and in village compounds, having mothers provide
2ll of the marerials themselves. The first part of the instructions asked
the mother to gather a2ll of the necessary materialis and the second part gave
her mixing instructions. The basic purpose of the experiment was to see how
tmich a mother could de using ounlv recorded imstructions with no face-to-face
training; how many rapetirions of the tape would the mothers need to correctly
make the solution. The results were needed in order to answer the following:

1) Can radio be used to teach the complicated sugar/salt recipe?

4

2) How frequently will these instructioms need to be given so that
Jothers correctly mix the solution and don't make significant mistakes.

Mixing trials were performed in one health facility and in severazal
village compounds. '

The ﬁixing trial ina fixed health facility took place in Kunteng, a
village of approximately 350 pecople. The home-mixing trials, with mothers
providing all materials, were conducted in the following areas:

Brikamaba: a large wvillage on the paved road 1 Wolof compound
with a health center 1 Mandinka compound
Changai: a small village on a dirt road with 1 Wolof compound

no health facility

Bakadaji: a medium~size village on the 2 Mandinka compounds
paved road



Mixing Trials in che Home

Availability of Macerials

411 of the mothers were able to produce the necessary materials except
lemons and oranges which were unavailable in almost all of the sites. How—
ever, it irequently took quite a while, up to 30 minutes, to gather all of
the necessary matarizls, sending out co purchase sugar or borrew a lemon or
boctlecap from a neighboring compound. The botitlecap was almost always the
last thing to appear. The gathering of materials "cost" the others a lot
more than cthe actual mixing.

Cleanliness
Water was always taken from the covered drinking pot.

Washing of hands and utensils was- sometimes wich soap as the instructions
called for,but fraquently only a-rinsing with water. Sometimes the
urensils were washed in very dirty water with a final rinsing with
"elean™ drinking watar. Fliss were frequently on utensils and
ingredients.

This indicates that even though the mother boils che water, the
unsanitary conditions of the mixing may re-contaminate the mixture.

Mixing

Almost all of mothers correctly gathered the materials and mixed the
solution using only recorded instructions, even though nome of the
mothers had prepared the solution before. Only one oldar woman used
four Julpearl bottles of water. However, mothers needed to hear the
first part about three times to gather the necessary utensils and in-—
gredients and the second part (the recipe) three times to make the
selution.

In general there is a lot of group interaction as several men and women
in the compound group around the demonstration. Other women would
remind the mixer of forgotten details and help her gather the in-
gredients.

Suprisingly, the mothers generally had no trouble counting the eight
capfuls_of sugar even with interruptions. They never confused the
proportions of sugar and salt,

Most mothers heaped the capfuls as full as possible creating the
possibility of a solution high in saline. The instructions should
he re-wrltten to say the caps should be level.

In generzl mothers tended not to stir the solution or mot to stir it
enough to dissolve the sugar and salt. The instructions should
emphasize that the ingredients ghould be mixed well until the sugar
» d salt dissolve completely. Vo

-J -

!
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. Mixing (continued)

The instrucctions in Mandinka need to be changed to say squeeze the
orange/lemon into the water, not place them in the water.

. Questions

Questions mothers asked included:
a) Should I boil the water? (two mothers})-
b) Is only one person going to make it?
¢) Should I pound the salc?
d) Should I boil the water or warm it?
e) Should I measura the water befores or aftar I boil it&?
f) How old a child can be trested with this remedy?

g) How important is lime or lemon?

E’
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MIXING TRIALS IN THE HEATLTH CENTERS PROVIDING ALL THE MATERIALS

This trial was only carried out with three mothers because the noise
level in the dispensary made it impossibie to hear the tape recorder. As
expected, two of the mothers had an easier time preparing the solution when
all the materials wers provided. These two required only two repetitions to
complete the mixture.

The first mother did everything correctly but stir the soluzion and the
second mother did everything but put in four oranges (she put in twe) after
hearing the instructions one time. However, the third mother was completely
unable to make the solution because she was frightened and unable to con-
centrate; we must assume there are mothers who are unable to learn without
face-to—-face instructiom. ) - -

The same patterms occured in the Health Center as in the home:
1) improper washing of hands .
2) ability to count bottlecap proportions correctly
3) Ttheaping of sugar and salt ian the bottle caps
4) not enough or no stirring
Several mixing trials were also conducted using face-to-face instruction
in place of recorded audio instructions. These trials were conducted in the
Basse Health Center, with a Community Health Wurse giving three mothers a
single set of verbal directions (no demonstration) £or making sugar-and-salt

solution. A1l ingredients were provided except oranges.

As with the other trials, the three women had no difficulty counting out

the correct number of bottles of water or capfuls of sugar. They also followed
the Community Health Wurse's instruction to use level capfuls of sugar and salt

by either levelling the capful with a finger or shaking it until level.

Their major difficulty was in the selection of the proper volume of water.

Instructed only to use one litre of water and presented with a variety of

different sized containers, one of the three women chose a medium-sized Nescafe

coffee can and one chose a Fanta bottle. The third woman correctly chose a
large one litre plastic drinking cup, but filled it only three-quarters full
of water.

t
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J
More mixing trials should be carried out in homes in other parts of the
country to confirm these results.

These trials indicate that mothers can mix the solution using only the
radio for imstruction, with lots of repetition. The radice formats should
capitalize on the group phenomena, perhaps asking mochers to listen in a
group. FPerhaps at the beginning of the program mothers could be asked

to gather materials, repeating the ingredients between interludes of music.
Afrer a time (30 minutes) the mothers could prepare the solution together,
with the radio repeating the instructioms. Perhaps each compound could
select two or three of their brightest most vocal elder women (the musakeba
or nansingba) to be their diarrhea experts. All of the women in the com~
pound c¢ould participate in the listening groups but these mothers could

be responsible for showing others how to prepare the mizture.

Orsnges znd lemons should be excluded from the recipe. Mothers were very
concerned when they weren't available. Mothers may not use the receipe

at all because they think it won't be effective without 21l the ingredients.
Will telling them that they don't have to use oranges make them lose con-—
fidence in the entire mixture? (Maybe I don't have to use sugar either.)

Since gathering of materials is so difficult, perhaps mothers could be
encouraged to keep a "dryness kit" during diarrhea season (especially
if one or two mothers could be responsible), where they would keep in
one clean, covered place the ingredients and measuring utensils to make
the solution.

The fact that all of the mothers in the Health Center and many mothers
in the compounds wanted to take and use the solution indicates that
mothers will accept the sugar/salt remedy, at least initially. However,
mothers must understand that they are treating dryness (dehydration)

and not stopping diarrhea.

The process of recording imstructions indicates that it is going to be
difficult to make announcers '"stick to the zcript: without adding their
own embellishments. Another problem is using the sxact words to convey
the concept since even native speakers use different words in different
parts of the country. A suggestion is to have at least two other people
translate as literally as possible recorded materials before taking them
to the field.

The recorded instruction must be improved to include:
1. Squeeze, not put, the orange/lemon (Mandinka version).
2. Use level capfuls,

3. Stir well until all the sugar and salt are dissolved.



CONCLUSIONS {continued)

4. The Julpearl bottlecap shouid be added +o the first part
which explains what materials the mother needs to prepars
the mixture, (Mzndinkz wversion)

In the Wolof versiom, the embellishment of squeezing the oranges in a
separate cup and picking out the seeds should be taken out.

8. All instructions recorded, and face-to-face, should tell mothers to
taste the solution so they know what it should raste like. They should
always taste esvery mixture so they know they haven't confused the pro—
portions of sugar, salt and water.
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ANALYSIS OF THE PRODUCT PREFERENCE TRATLS

Seven mothers at a large Health Center and fourteen mothers.at a small
village Dispensary were individually shown various products and packaging
including:

LITROSOL packet with iastructional lable

LITCROSOL packet without instructional sticker
Instructional envelope with two LITROSOL éackets inside
Packat of UNICEF Oral Rehydration Salts

Bottle with clear liquid

Bottle with brown liquid

White pills

Hyperdermic needles

Each mother was told that all of the products are good treatments for
diarrhea and asked to select the one she would prerfer to use.

She was then asked to select the product she would prefer if her first choice
ware not available. The interviewer made no indication of her own preference,

even if the mother asked her to. The mothers were from various tribes: Fula,
Mandinka, Wollof and Serehule.

RESULTS

1. There seem%d to be no differences by txibe in the selection of the product.

2. The biggest difference seemed to be location. Mothers in the village
Dispensary preferred the packets while mothers in the Health Center
praferred bottled liquids.

3. The most frequently selectad single product was the the pills (eight mothers).
Pills were selected in both the Health Center and village Dispensary.
The second most frequently selected single product was the LITROSOL
packet with the instructional sticker (seven mothers). However, this

packet was only selected in the village Dispemsary; it was never selected
in the Health Center. Many of the mothers in the Dispensary who selected
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RESULTS (continued)

this packet zs their first choice selected the UNICEF packet as their
sacond choice. Both are white packets.

Surprisingly, the bottle with the milky liquid (kaoiin, the present

treatment for diarrhea in health facilities) was only chosen by five
mothers.

Sugar/salt was selected by three women who had previously used it,
although these mothers were at a health facility seeking other treatment.

4, PACKAGING: Surprisingly packats (LITROSOL with and without the instruccionzl
sticker and the UNICEF packets) were the most frequently selected packaging
for a diarrhea medicine. Packets were selected 16 our of 42 times. Some
of the mothers had ssen and used packets before.

Bottles with white, milky, clear and brown liquids were selected 13 out
of 42 times,

Surprisingly, the hyperdermic needles was only selecred by one morher
although Health Workers hawve reported that mothers preier injections over
other treatments.

CONCLUSIONS

1. Fortunately,there seems to be no single product or packaging which is
preferred by mothers fo treat diarrhea.

2. The results indicate that mothers will accept packets as a "good"” treatment
for diarrhea.

3. It is questionable where mothers will accept sugar/salt as a good remedy
for diarrhea since even the three mothers who selected it were seeking
other treatment at the health facility.
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RESULTS OF THE LITER IDENTIFICATION TRAILS

METHODOLGGY

Twenty one mothers, seven in a large Health Center and fourteen at a small
village dispensary, were asked to identify a liter container from.amongst nine
cans and bottles of various sizes. Those containers included three liter mea-
suras - a Nestle milk can, a common plastic drinking cup and a oil bottle.

The interviewer made no gesture towards or identification of the correct answer

even if the mother expressed doubts.
Results

Surprisingly almost all the mothers (16 out of 21) could identify at
least omne of the liter containers and many could identify more than one. -
However, it is important to mnote that the five mothers who could not identify
the liter were all at the village Dispensary indicating that recognition of
a liter is correlated to distance from a population center. This may mean
that mothers in rural villages, the majority and the ones who most need this
knowledge, may not know this critical measure causing fatalities from high
saline solutiom. Most mothers who could not identify the liter selected
the small Nescafe can which holds only 250 millimeters.

Conclusions

L. if a liter measure is selectad, radio messages should first teach the
various ways of measuring a liter.

2. In any case all instructions - from Health Workers, graphics {(manual)
and radio must be standardized. There are too-many recipes heing taught
and mothers are confusing the proportioms.
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Days 1 and 2:

Days 1 and 2

should individually interview all participants

APPENDIX C

TRATNING PLAN

are the primary responsibility of Medical and Health Department.

solution, however, and record and analyze differences becween formulas.

Day 3: Mixino Skill for S/S Solution

1. General Explanation (10 Minutes)

Purpose of the program is to reduce the number cf children
who die from dehydration

¢ is a special effort of Medical & Health which uses radio,
print material and training to put an effective management
system in place

. Tou ara a special part of this program - you will 1) teach

mothers a special new diet for diarrhea and 2) treat de-
hydration in the health center

We've all worked for years on diarrhea, we know about S$/3,
but some of the latest medical findings have given us clues
to a new approach

We are one of two countries in the world trying this new idea-—-
we are among the leaders in the world

Dr. Rowland/Tomkins are going to explain the scientific side
of the new approach and then we will spend the mext three days
learning how we can contribute to the program. We have a
manual, some posters, and some packets to give you.

II. Rowland/Tomkins (43 Minutes)

Sources of contamination (Use Chart A)

Contamination leads to diarrhea, diarrhea to dryness, mal-~
nourishment, and finally death

Key signs of diarrhea - sunken eyes, limp, lifeless

concerning cheir formula for S/S
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We can break che cycie at dehydration and malnourishment

Suggest a new diet for a child with diarrhea - becausé children
are most delicate

Our job is to teach mothers to replace liquids early and keep
feeding solid foods

If thar doesn’t work to administer properly the UNICEF medicine

But what we know now is that §/S, if it is properly mixed and
administered, will keep many children from getting severely dry.

It works like this: (use plastic bottle to demonstrace process)

s Normal baby will take and absorb liquids

o With diarrhea, the child looses the zbility to absorb or
retain all the liquids

@ S/S restores the ability to absorb liquid; aven though the
diarrhez continues the baby now has liquid

o A child who is sick looses his appetite. We all think that
watery soft foods are best and this is 0.X. for one or two
days when the child just refuses solid food.

8 But a child with diarrhea needs solid foods along with
breastmilk to fight the disease, remain strong and get
well. Remember we are not giving any medicine for
diarrhea, but for dryness. The best medicine against .
diarrhea  is a stromg child - get mothers to give solid
foods as soon as the child will take them.

Now I want to turm you over to a team of friends who will show
you all exactly how to mix and give the S/S solution. I know
you've all used S/S, but we found very different formulas. It
ig critical that we 211 leave this week knowing the correct
formula ~ some formulas do not work and others can even be
dangerous. Before I introduce vour training team let me just
ask you again.

e Where do we get dizrrhea from?

Acceptable answers: (faeces— food- water - hands - flys)

e
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@ Do we get it from breast milk? Do we gec it from touching
other family members? (No) -

@ Who in the family is most susceptible? (Young children)

¢ What is the greatest danger from diarrhea? (Drynegs)

# How can we prevent dehydration (drymess)? (S/S plus:diet)
@ What does S)S do? (Let's child absorb liquid)

2 What kinds of foods should we give? (So0lid foods as soon
as possible and breast milk)

»

OK. wonderful - I've enjoyed being here so much - now let me introduce my friends.

TIT. Demonstrate How to Prepare the 3/S8 (30 Minutes)

I'm really glad to be here today and I want to thank all of vou
for coming

Dr. Rowland/Tomkins has explained why the $/S is so important.
Why is that again? (If they say for diarrhea - corresct them
to say dehydration or dryness)

And that S/S is the best way to pravent dehydration. What are
some good words for dehydration ~ (write them on blackboard) =
Talk about what =ach word means to the group.

We want to keep the child, especially the voung child; from
becoming dehydrated (repeat their words for dehydrated).

§/S is well known to you all. But vesterday we asked each of
you for your own S/S recipe and look what we got. This is true
all over the country. We are not all mixing it the same way
and it is important that today we learn how to do it right - if
wa forget everything else we learn here today we want to know
exactly how to mix the S$/S solutiom correctly.

Show mizing flyer - (large version) and point out flyer
First, the ingredients - sugar, salt, water
Second, the proportion — 8 caps, 1 cap, 3 bottles

Demonstrate mixing - (points to make)

1. Show all utensils needed
2. TIngredients and proportion (too much sugar increases diarrhea,
too much salt - dangerous to child, too much water-won't work.
You need all three ingredients.
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4. Level bottle cap
3. Stir well to dissolve
6. Cover if possible = and ask group what is best container

for mother to use?

Discrimination Game (30 Minutes)

® OK - that's easy right! I'm going to do it again but I'm
going to make some mistakes - you see if you find my mistakes.

Possible Mistakes:

2 don't level cap

& don't -powder the sugar
|
o add too much sugar, salt

@ use a basin too small to hold 3 bottles of water
e use four botiles, etc.

)

» Who would like to come up and do it right for us = and we'll
see if we can catch any mistakes (volunteer frcm group mixes)

» I'11 do it once more with mistakes - you tell what the mistake
is - and why it's important

Individual Practice (1 Hour)

Now we are going to break up inte five groups of three., All of you
will have a chance to practice mixing while your two friends watch
for any mistakes this time. If mistakes are made, start all over
from the beginning until vou can do it perfectly - all the way
through -~ with no mistakes. Then we're going to see who can do it
the fastest. Look at your f£lyer or the poster if you want. But
during the contest we'll take the visuals away.

How to Administer the Solutiomn (30 Minutes)

Now we know to mix it - but how much do we tell the mother to give?

s The basic principle is the smaller the child the less he/she

needs -~ so there is a simple formula here on this graph.
!

—
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Child under 6 months - as much as he will drink

Child between 7-12 months - one bottle
Child between 1-2 years - two bottles
Child older than 2 years - three bottles

3 There are three key points to remember:

1.

2.

Give the S/S solutiomn slowly with a spoon - ask group who
might give it if the mother is busy?

Don't stop if the child vomits - wait a bit and continue
more slowly? Even if the child vomits he will keep more
in tham he vomits out.

Give enough - even if the child doesn’'t want to take it -
the amount you give is as important as the right mixture
itself, If he doesn't get enough - it won't help him!

There arz two more important things to tell the Mother

1.

Don't store the S/S for more than one day - use the re-
maining part to cook the child's food the next day. Make
it fresh every day. .

Give breast milk - and as much solid food (zice - millet)
as the child will eat.

Discussion {60 Minutes)

What has your experience been with S/S in the village?

What do you think will be the biggest problem?

Do you think mothers understand the idea of S/S’as a curz for
dryness rather than as a cure for diarrhea?

What about Kaolin? - is it good?

What

about feeding solid foods? - How can we best explain this

idea to & mother so she accepts the idea?
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Performance Review — break group into three groups of five; each

group with a trainmer. Each person in the group answers the questions

in rotatiom, who will be Zirst?

OK let's go over the most important points

2

Why is diarrhea harmful? (dehydration/dryness)

What are the saurces of diarrhez (food, water, flys, f[asces)
Who is at most risk in the family (small éhildren less than cwo)
What can we do to prevent dizrrhea? (very lit;le)

What then should we try to do? - (prevent dehydration)

How can we pravent dehydration in a small child? (diet of §/§,
solid rice and millet and breastmilk)

What does the S§/S do for the baby? (gives strength, prevents
dryness)

How do we mix the solution? (8 sugar - 1 salc - 3 bottles water)

Which of these ingredients is less important? (all are equally
important)

How much do we give? (depends on age)
What is important to tell mother? (storage and feading)

What foods should the mother give? (solid foods as much
as possible)

Why? (strength)

O.i., let's look at their drawings? (Used during training) What

does this one tell us?— A, then B, C. Look over each one letting

one individual explain to the rest of the group. Have each indi-
vidual correct wistakes gently.

i

[
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Day 4: Packet/Training Manual

I. Repeat Performance Review Rapidly-—have entire group go over graphic
material.

II. Clinical Rehydration: What to do if the preventicn doesn't work.

I1I. Follow—-Honduras training design from this poiant on.

-
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Review Manual

Distribute Health Worker's Manual (do not distribute before);
go over in large group, page by page, letting participants under-
line key ideas from previous two days.

Performance Review -~ in small groups like previous day.

5: Teaching 5/8 to Traditional Birth Attendants. (TBA)

I1L.

Repeat Performance Review quickly with whole group (10 minutes).

Explain that as soon as they return they should start visiting
villages and £ind a TBA to train. They will work with this
person for one hour or so and leave a flag; whils they are there
they will locats three bottle caps and one Julpearl bottle.

They will teach the TBA o mix the solution and ask if the TBA
would be willing to teach village mothers who ask them for help.
They will tell the TBA that they will be mentioned on the radio

as "the persom with the flag,” If they agree, prepare the materials

and train them as explained in III below.
Model Role Playing (30 Minutes)

Trainer plays role of Health Worker (BW)
Member of group plays TBA

TBA Training Scheme.

o Ask if TBA kanows about 3/S. If ves, ask what recipe they
use. Say that there 1s now a better recipe that works to
stop dryness im a child with diarrhea. M & H wants them
to mow this recipe in their communities and help others

to learn it.

@ Give flyer and explainlit-—tell them that radio will be
talking about the flyer.

® Mix solution using Mixing Proverb; explain color on flyer
and quantity of iagredients.

@ Ask TBA to mix solution using the flyer as reminder

e Ask TBA to mix solution again without f£lyer available;
praise them often but do not tell them what to do.

]

t
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3 Health Worker should then mix the solurion and make some
critical mistakes. Get TBA to describe the mistakes.

¢ Review flyer again and clarify any misunderscandings.
o Leave 50 flyers with TRA.

v. Practice Session (60 Minutas)

Break group into groups of three - to practice the play

vI. Discuss Problems (30 Minures)

Discuss problems, then proceed with teaching TBA. Try teo identify
solutions from group.

VIii. Quickly Review all Xey Points (15 Minutes)

Afternoon

¢ Map catchment areas and assign villages - assign one TBA to be trained
during the following week.

8 Distribute Materials

1 Box packets per Center
1 Set of graphics per participant

1 Manual per participant
500 Flyers (50 per each TBA)

o Final Review - go owver all the graphs used during the course with the
group. Any problem areas should be reviewed again.

Ll
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FLYER PRE-TEST



drawn it to make it look more like sugar?

10, Does the water really look like water to you? How could I have

drawn it to make it look more like water?
i1. Can you read the words here?
Whar language is this? (English)

What language is this? (arsbic)

o]
%]

. If no to number eleven:
Do you know anvone in the village who can raad either English
or Arabie?
1L yes:
Could I ask yvou to take this to them and have them tell you

what it says?

(Give them time to comply; while that Is happening conduct another

interview)

13. Once they return: Now, could you tell me what the picture is

all about?



FLYER PRE-TEST

INTERCEPT GQUESTIONNAIRE

Tdentifiers:

Male

Famale

15-20 30-40

Can read Eng Arabic Both

20-30 over 40 Cannot read Eng Arabic  Either

Show the flyer and

-
.

Do you sege
Where?
Do you see
Whera?
Do you see
Where?

Do vou sae

picture?
Where?

Do vou see

nicture?
Where?
Do you ses

Where?

ask the following questions:

any salt in this picture?

any water in thdis piceture?

a little boy in the picture?

any sugar cubes in this

any powdered sugar in this

a basin?

Yeasg
Right
Yes
Right
Yes

Right

Yes

Right

Wrong

No
Wrong
No

Wrong

No

Wrong

Yo
Wrong

No

G TG N N N o ¢ N 0w NS Y E B EE GBS T A e -
. . . ,



APPENDIX D

FLYER PRE-TEST

4

) Qverview

Materials Neaded:
1. Several coples of flyer {(full color, laminated)
2. Tape-~racorded messages and tape reécorder

3. Questicunaire

I. Unaided Sienificance

With 20 village peopley try to get at least 10 village
mothers with child under fiwve.

Ii changes are needed, make them and repezt unaided significance
until satisfied with results.

1L. Intercept Interviews

Using corrected version, with at least 50 village mothers
with children under five.

Make changes if needed.

V. Aided Significance

With 20 village wmothers with child under five. .



v

ZR PRE-TEST

s
1]
g

QUESTLONNAIRE

Tdentifiers:

Male ___ aAge 15-20__  30-40_ Can read Eng___ arabic___ 3ot
Female __ 20-30____ over 40___ Cannot read Eng _ Arabic _ Eicher
. .
Show the fiyer and ask che following questions:
1. Do you see any salt in this picture? o Tas No
2, TWhere? Right Wrong
3. Do vou see any watar in this picturz? * Yes Yo
4. Where? Right Wrong
5. Do weou see a little boy in the picture? . Vas No
5. Where?l Right rong
7. Do you see ;ny sugar cubes in this
sicture? Vas Yo
8. Whera! iehc W;ong
3. Do you see any powdered sugzar in this
picturs? Tas Yo
10. Whera? Rizht Wrong
11l. Do vou se=s z basin? : Tas Yo
12. TWhere? Risht Wrong

L)



FLYER PRE~TEST

Cannot read

Can resad Eng

Show the pilcture

£o

see in the picture?

I~
.

What do you see in this picture.

e
L

2 few wminuces znd explain vou want to kaow what they

[{1]
m
I
(R~
P
Bl
1
¥
l»l
I
D
a.
0
ﬁ
4
{
[}
o
&
g
7
o
L

What do Fou sea

What is &I

Czn vou tell

think it has

And what are

the yallow ar=a?

the grzen zresa?

Could vou just describe what vou

thing nere (basin)?

ze whart these (sugar, bottlas caps) zare? What do you

=

I

ie?

How many do vou ses in the yellow area’

these (botrles)?

What do wou think this is (liquid coming our c¢f bottle)?

whar do 7ou see om this side of the pictura (show back side)?

DJoes the

dra ol

Does the

really loogk like salt to 7ou?

vou?

Zow could ©

Yow could

have

-t
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Do vou se2 somerhing going inco the basin?
Winat?

What are these (bocttlecaps)?

How many of these (bottlezcaps)

do 7ou sea?

Yas

Rizhte

etr—rr—

Bottlecaps

Yo

Hrong

Qther

Other




millet-~the grain considered to be the most filling. With
general shortages of ingredients for sauces, the dryness of
stzamed millet may contribute to a lack of appetite.

When mothers leave for the nsarsr swamps to work, they
usually take their infants with them, leaving behind the pap that
had been prepared for their infants not yet onm a full diet. 1In
time of plenty, leftovers are given to the animals; however,
older children eat these left-overs which are dried and recooked
in times of scarcity. Some of the diarrhesz during this szason
may be due te the contamination of the food that is left
precoocked and uncovered ian a2 humid, hot, and contaminatad
environment.

The Keneba wvillagers asserted that 21l mothers continue to
breast-feed for at least two years, and that coitus is caboo
during lactation. Their customary practices, however, prova
these to be oversimplifications. Thomson's study indicates that
ounly 14 of the 44 children who were fully weaned during the time
of the study had been breast-fed for at least two years. There
appears to be a seasonal variation in the cessation of breast-
feeding. A child bornm in the beginning of the year is likely to
be taken-off the breast earlier in light of the tendency for
women to stop lactating earlisr during the busy farming season
(July-December). For example, a child borm in January would be
18 moanths old by the beginning of its second rainy season, old
enough to be fully weaned. The study reported that 7 out of 10
children taken off the breast during the agricultural peak\(July,
August, September) were all less than 21 months old.

A child's age determines the arrangements made for its care
during the rainy season. Infants under six months accompany
their mothers to the swamps, while older ones stay behind in the
village., A mother sometimes works with the infant on her back,
but mostly the infant is looked after by a "aursemaid” under a
shelter near the farm. Nursemaids, who are generally female
relatives aged 6-9 years, have general responsibility for one
child (rarely two) for the duration of the farming seasoun in
return for free board and lodging. Ianfants and nursemaids are
supervised im the village during the day by the old, disabled. or
sick, with each superviser looking after no more than six
children. Because some of the supervisers are relatively
ineffective due to illness or infirmity, and responsibilities of
nursemaids often extend beyond their capabilities, infants are
less well-cared for when their mothers are farming. Sometimes
mothers go for days without seeing their children properly as
they must leave early in the morning and retura after sunset.

Thus, seasons are seen to directly influence the patteruns of
child growth and mortality in Keneba. Adverse factors of
shortage of food, high humidity, prevalence of disease, and
absence of mothers who are working the fields are concentrated
during the rainy season. The effects of these factors often
depend on when the child was borm in relation to the rTainy
season.

(f\



FLYER - PRE-IEST
ATDED SIGNIFICANCE

Identifiers:
Male Age 15-20_ 30-40 Can read Eng  Arzbic Both
i
Female 20-30___ _over 40_-  Cannot read Fng _ Arabic___ Either

Give flyer to interviewee. Ask interviewee to listen to the tape and watch
the drawing for vyou.

Do not point to anything in the picture during the recording. Do not answer
any questions about the drawing. When the recording is completed, ask the
mother to mix a solution like that described on the recording and record the
mistakes she makes. The mother may use the drawing as a reference, but don't
answer any questions about it for her. After she has mixed the solution ask
her to explain the drawing to you. UNote any mistakes she makes. Then ask
her the following questicns:

1. Did you understand what the radic said?
2. Was there something you did not understand?

3. Was there something you did not believe?
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SUMMARY OF THE DEVELOPMENTAY, INVESTIGATION
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Because the resulits of the developmental investigation ars
so central to the design decisions reflected in this
implementation plan, a brief summary of the most critical
findings is presented here. Readers are cautioned that the
statements below are highly generalized. Many coustitute
hypotheses still to be tested rather than facts to be accepted.

A. BACKGROUND DESGRIPTION OF THE GAMBIA (Much of the following
information is drawn from Oyeymeil Haffner, A New Geography
of Senegambia, Banjul, 1981.)

The Gambia, situated on the west ccast of Africa, forms a
narrow band on either side of the River Gambia with a surfacs
area of 11,600 sguare kilometers (24 km in width x 487 km in
length). The Gambia is almost entirely surrounded by Senegal
except for the short Atlantiec coastline opa the west coast. The
population in 1980 was estimated at 631,000 of which over 80%
lived in rural areas outside the capital city of Banjul and its
periurban communities (Annual Report, Medical and Health
Dept.). The poulation density of the country is 50 persons per
sq. xm making it one of the most densely populated countries in
Africa. Children under five years of age account for 17.4%
(109,794) of the population.

The last national census in The Gambia (1973) showed that
89.3% of the total population are native Gambians, with othar
Africans comprising 10.3%, and non—-Africans making up the
remaining 0.2% (0.2% unstated). ¥Yative Gambians belong to nine
major ethmic groups, 42.2% are Mandinka, followed by Fula
(18.2%), Wollof (15.7%), Jola (9.5%), Serahule (8.7%), Serere
(2.1%), Manjago (1.3%), Aku (1.0%Z), Bambara (0.4%), aud other
Gambians (0.9%Z)., Belonging to the wider Senegambian geographical
and cultural region, the major ethnic groups in the country share
much in common., They are characterized by hierarchical social
and political systems ordered on the distinction between free-
born and slave,!founder and stranger, and the priority of seniors
and' men over juniors and women. Since the late 19th century, The
Gambia has been predominantly Muslim and, as such, it 1is
characterized by comservative values. A small, influential
Christian community centered in the urban area shares many
customs, values, and attitudes with the Muslim majority. The
basic family unit is the extended family in which polygamy is
frequently practised. Traditional values related to family and
social relationships, family occupation, and views on moral
issues play important roles.

Econdmically, The Gambia depends almost entirely on

agriculture, with groundunuts (peanuts) accounting for well over
90% of total exports. Groundnuts have been the main cash crop

1)



and major source of forelgn exchange since the first part of che
19th century. Cotton, currently subsidized by the goverament,
provides an additional export crop. Millet, rice and sorghum are
the staple food crops. The emphasis on greundnut cultivation
(primarily by men) has contributed to a declime i2 millet
cultivation, as the two crops are competitive for land and

labor., The decline in millet production has been accompanied by
an increase in the cultivation of rice, primarily by women. The
dominance of groundnuts, however, has major implications for the
Gambian economy. Groundnuts are subject to sharp fluctuations in
price oa the world market and in production due to climatic
conditions, which puts the economy im a vulnerable position.
Also, the flow of cash is concencrated in the "trade season”
which colncides with the dry season. Futhermore, the empnasis on
groundnut cultivatiion has diverted productioa from other food
crops so that the area 1is not self-sufficient in food.
Consequently, food must be imported, especially rice.

The River Gambia, which has a depth of 2.5 meters at the
eastern border and 25 meters at the entrance, is navigable for
regional steamers (i.e., vessels not exceeding 23 meters in
draft) to Fatoto, 560 kms from Banjul. There are about 33 wharf
towns at which govermment vessels call. The roads in The Gambia
generally follow the length of the country paralleling the river
onn either side (morth and south), and carry limited bus and
commercial lorry traffic. While the southern bank road is paved
from Banjul to Basse, the northern bank road is laterite. Feeder
roads linking remote settlements with these main roads have been
and continue to be developed all over the country. During the
rains, however, many of these smaller roads became impassable.
The Transgambian Highway forms a link between the north and the
south bank roads at Farafeuni and Soma which proceed respectively
to the northern region of Senegal (Dakar), and the Casamance of
southern Senegal (Ziguinchor). There are no bridges crossing the
river} rather, a number of ferries operate at various points
along the river--Barra, Kerewan, Ferefenni, Kuntaur, -Georgetown,
Bansang, Basse--and are not always reliable. Although the number
of cars registered has increased dramatically, their use 1is
largely concentrated in the Banjul/Kombo area. A recent rise in
petrol prices has further inhibited the widespread use of
vehicles. The Gambia continues to be predominantly a pedestrian
society where footpaths are widely used.

~ The following map illustrates the £five Divisions of the
country and identifies the prineciple population centers.
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In July oI 1981 The Gambia experizncsad a major coup attempt
rasulting in 2 signiZicant loss of livas and 3 prolonged
disruption of natiomal life. One appareant result of the coup has
been the anaocunced confederation of The Gambia and Sanegal callsd
Senagambia. The specific implicatioans of this confaderatioa z=ze
ngt yet clear.

3. MBC's RESEARCH IN THE GAMBIA

The British Medical Resesarch Council (MRAC) laborztories in
The Gambia at Fajara--originally a fiald station of MRC's Human
Nutrition Research Unit--were established ia tha late 1940's to
carzy ouf rasearch on various aspects of tropical medicine,
particularly ian rural communities. Ia 1949, MRC selacted che
village of Xeneba some 100 miles away from 3anjul (theu Bacaurst)
for the construction of a £ield laboratory with living quartars
to conduct esntomological and medicsl invastigations relatiag ke
the haalth and growth of youngz children, Reuaaba was chosen
because o0f its ralative iscolation from Westarn rasources, customs
and values. Despite the construction of an zll-weather road

4
5]

r

]

passing within 12 milss of Xenmeba, its traditional subsistencs

economy and manner ‘of living still persist. Sinee 1930, MRG has
coaducted a sevries of studies on growth and che nature and causas
of mordidity and mortality ian young childrea using
anthropemetric, medical and scociological observatioams. Alchouzh

R2neba by itself, and especially in light of MRC's loangstaading
prasance there, cannot be presumed Lo Taprassak The Gzmbia as a

whole, it does typify many aspects of rural Gambian villags

life, MRC's X=uneba studiss contizue to providz the best sourcs
data on childhood health and illaess ia The Gambia. The

oilowing is a summary of several of theses studies of particular

z2lavance te the MM&BP project: 1) A.M. Thomson and W.Z2.
illewicz, 3. Thompson and R. Illsley, A.X. Rahman and I.A.

e

T

tn

Gragor, "A Study of Growth and Health of Young Children in
ovical Africa," Transactisns of the R0val Socizty of Tropical
Medicine and Hygiane, Vael. 62, ¥o. 3, 1968; 2) B, Thompsocn and
A.X. Rahman, "Infant Fzediag and Caild Care in a West African
Village," Jouraal of Tropical Pediatries, (September) 13, 3,
1967; 3) R.A.E. Barreli and M.G.¥. Rowland, "Iafant Toods as a
Potential Source o Diazrhezl Illaess in Rural West Africa,"”
Transactions of tha oval Socisty of Tronical Mediciane and
Hyzisaa, Vol. 73, Ne. 1, 1979; and 4) I.A. McGregor and aA.X.

C e v - I B TR Y
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Ranman, B. Thompsczm., 7.2Z. Billewicz and A.M. Thomson, "The Growth
of Youung Childrsaz iz 2 Gambian Village,” Transactions of the
Roval Socizty »f Tzxysizal Medicine and HY»rzizne, Vol. &2, Yo. 3
13568. ’

The Gambia has Zisciact wet and dry seasons. The dry s2zson
(November =0 Mazy) is chazacterized by low humidity and rela:zivaly
cool tamperaturzs, The zalay season (Juze to October) is marzsd
by aigh humidity 2nd tfampsratures. Rainfall, averaging 40
iaches, wvaries Zzsm year to year. Lt reaches a peak ia Augusc

and Saptember and subsides in Qctober and November. Agriculzural



activities are concentrated ia the raiany season whea all who are
able are out working in the fields during the day. The raiay
seascn is also referrad to as the "hungry season” as the pravious
vear's grain stocks become depleted and, usually by August,
families become dependent on importad vice. It is also during
the rainy season when disease is widespread, particularly
malaria. Thus, the rainy season is characterized by high
humidity, a relative food shortage, a concentration of disesase
and an intensification of agricultural activity.

Description of the Village (summary from A.M. Thomson et
al., 1968). Xeneba consiscs of mud huts with thatched or
corrugataed iron roofs with dirt paths dividing family
compounds. The compounds ars surrounded by savannah bush some of
which is cleared for cultivation in nearby areas. Otherwise,
salt £lats and raia-fed paddies are a mile or two from the
village, while additional rice fields are cultivated at tidal
swamps some five to eight miles away. - Most of the 800 people are
Mandinkas and predominantly Muslim. A faw are literate in
Arabic; fewer in English. The man are polygamous and zlthough
the women are subservient, they are anot kept in isolation. As
the inhabitants are primarily agriculturalists, their farming and
village activities are subject to the demands of seasonal
change. Agriculture is concentrated during the rainy seasoa and
is sharply divided between sexes. While the men are reasponsible
for growing groundnuts-—their ounly cash crop and source of
income--cultivating millet, sorghum, maize, and findo (a grass
hay), the women are primarily respomsible for growing and
harvesting rice. Hand implements are used and there is no
mechanized transport. The fields, which are several miles away,
are prepared in May/June, transplanted in August/September, and
harvested in November/December. Pregnancy, lactation, and even
illness rarsly excuse women from working the fields a job which
is arduous at the height of the season. The women are also
responsible for helping to cultivate other foods, preparing and
cocking the food, cleaning and other domestic chores, and caring
for their children.

Each family unit produces =znough food for its own
consumption, which is mostly vegetariam. Cattle, sheep, and
goats are killed for food only on feast days, and they give
little milk. The villager's basic dist consists of rice'and
millet as staple grains, supplemented by maize and sorghum, some
game and fish, garden produce, and leaves and berries from the
bush. Groundnuts provide sauces. Food is plentiful during the
dry season, but acute shortages are common half way into the
rainy season, when agricultural work is at its peak.

Iliness follows a seasonal pattermn, being more prevalent
during the rainy season (June-~October). Malaria and other
Vector~borne diseases rise to maximum proportiomns duriang the
latter half of the raims, while falling to low levels as the dry
season advances. Malaria is particularly serious in young
children whose passive immunity has been lost and active immunity
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aot yat acgquired. FTilarial worm infections, respiratory and
alimentary disorders, and heavy loads o¢f roundworms are common
during the rainy season. Whooping cough is often epidemic,
septic lesions are widespread, and anemia is common. "In young
children ic (anemia) shows an interesting cyclical pattern which
is orobably relatad to seasonal variation in the onslaught of
malaria.” (p. 337) Other indefinite illnesses are often
encountered and, in many cases, viruses are suspect as the
pathogenic agents. '

a
-

To the people of Xeneba, diseazse is ultimately attributable
to Allah's will. Most causes of digsease are believed to have a
mystical origin. "Delirium indicated that the Devil was inside
the patient and therefore recovery might be undesirable....Thus,
instead of taking curative action, they considered it appropriate
to take measures which would ease the suffarer’'s passage to
paradise.” The villagers have faith in their local general
practitioners, some of whom had various specialties. While witch
doctors exorcise spirits and "Bad Satans," scothsayers (or
marabouts, as they are also known) are fortune-tellers and
herbalists. They prescribe jujus--writings Irom the Koran
enclosed in a leather case and worn oun the body; and they prapare
herbal medicines or rimses such as naso, a verse from the Koran
written on a slate with a mixture of soot which 1s rinsed off and
either drunk or used for bathing. Jujus and such rituals as the
preparation of food for charity, prayers at the Mosque, or
women's dances are counsiderad praventive medicine.

Contact with Western medicine was found at the govermnment
dispensary and the research laboratories. However, the supplies
of the former were old-fashioned mixtures; and treatment at the
labs was administered only in cases of great need-—~and the
research staff was not always there., Although the villagers
seemed not to have any objections to Western medicine {(excepting
the Imam's family whose sons were potential Imams, or religious
leaders). They were reluctant to give up their traditionmnal
remedies.

Feeding and Child Care (summary from Thompson & Rahman,
1967), Infants are breast-fed soon after birth and on demand for
the first few momths. Wet nursing by other lactating women is
practised for the first few days and whenever necessary after
that. Most infants are given watery pap--—-sometimes sweetened
and/or with pieces of any available fruits (mangoes, oranges)--at
4-5 months. Some doun!t start weaning until 7-8 wmonths, but
ssually most are eating boiled rice at this age and working up to
steamed millet, corm, or £indo a momnth or two later. 3By 1l
months, infants are given groundnuts and sauces. Most children
are eating small shares of any food except for very hot dishes at
the beginning of their second year.

Children commonly seem to experience a loss of appetite

during the rainy season. This may be attributed to widespread
illness and the mounotony of meals which usually consist of

(5)



Weaning Food Contaminaticn (summary from Barrell and
(Rowland, 1979). Items of food are usually referred to with two
names: the £irst indicating the staples, and the second the mode
of preparation. The following list of foods was taken from the
report on a study carriasd ouit in Keneba on the problem of
bacterial overgrowth.

Mono: This is a thin gruel prepared by adding cereal to hot
water. Millet, rice, maize, sorghum, or findo may be used. Sour
milk, sugar, honey, baoba extract, fish or palm oil may be added.

Fajiringo: Rich grains are washed, steamed and boiled., The

water i1s draianed off and the grains stzamed until dry. Groundnut.

sauce 1s frequently added and occasionally various leaf
preparations.

Churo: Unpounded grains of rice are boiled and served with
boiled water. A refinement is tekere churo, in which raw
groundnuts and whole rice grains are pounded and boiled with
salc.

Nyelengo: Millet or findo are pounded and steamed twice.
Water is added during steamiang. It is usually served with
groundnut sauce.

Futo: This is preparad from millet and is steamed in a
similar manner to nyelenso but uses more finely pounded graims.
The final product is a dry powder which is mixed with water prior
to consumption.

Nyankatango: This is a refinement o0f Fajiringo, in which
the rice is steamed with pounded raw groundnuts, dry fish and
shell fish and is flavored with locust bean seeds, chili peppers,
and onions, or some combination of these.

Netto: Locust bean seeds, available ounly during the wet
season, are mizxed with unboiled water and occasionally flavored
with sugar.

Barrell & Rowland's study showed that most of the £food
consumed by children in Kemeba had a hazardous degree of
bacterial overgrowth. "“Even the more thorough cooking methods
fail to produce an adequate improvement.” While recommending
that food be eaten immediately after preparation, the study
suggests that even so, one third of the foods consumed in the
rainy season would be contaminated. A study of netto, which is
prepared with unboiled water, indicated that the well water in
Keneba is contaminated with faecal coliforms. This same water
which is used during the pre-cooking preparation of cereals was
associated with traces of E. coli in monos after cooking.
Samples of mono with sour milk added contained unacceptable
levels of E. coli which seems to indicate that milking of cows
and souring of milk is done under grossly unhygienic conditions.

-
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The peak of diarrheal disease during the raiay season mav be
attributed in part to the high level of food and water
contamination at this time of year. An additional factor leading
to an increase in the degree of bacterial overgrowth in foad
consumed by children during the wet season is that food is likely
to be prepared less often and carried over from one meal to
another as mothers spend most of the day working ia the fields.
Although Barrell aand Rowland concede that the effects of repeated
consumption of contaminated food are speculative, they suggest
that "the poor bactericlogical quality of infant foods is a
significant causal factor in the etiology of weanling diarrhea,
even in a community where weaning almost exclusively entails the
use of traditional foods in a cooked form."

C. DIARRHEA IN IN THE GAMBIA

The 1980 Annuzl Report of the Medical and Health Deparcment
places the infant mortality rate at 300 per 1000 population, and
life expectancy at 32 years for males, and 34 years for
females. Major medical problems include the following in
descending order of reported case prevalence:

. 1980

Disease Total
1. Coughs/Chest Pains 69,648
2. Indigestion & Abdominzl Congestion 68,165
3. Malaria 60,014
&, Muscular/Joint Pains 40,123
5., Dyseantry & Diarrhea 39,883
6. Indefinite Fevaer 32,787
7. Pneumonia/Bronchitus 30,783
8. Scabies 24,954
9. Eye Diseases 23,764
10. Gonorrhea 17,444

The country demographically is characterized by high birth
and childhood death rates. Infant and under-five mortality rates
are very high, as illustrated in Table 1 below. These figures
are from the MRC'S field study area of XKeneba and are probably
the most accurate £figures available.

-
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TABLE 1
Mortality Rate Per 1000 Births in Xeneba .

1951=-1975

Years Infants (%—-12 months) Que—~ to Four—Year—01d Childr'u'

1951-535 245 83

1956~60 231 101

1961-65 309 . 105

1966~70 293 124

1971-75 174 109

Cause~specific mortality data is limited, but data on che
causes of death derived from surveillance activities and special
surveys provide an indication of the important causes of death.
The specific sources from which this information was obtained
include the following:

® "Statistical Medical and Health Report," prepared
by The Gambian Ministry of Health, Labor, and
Soclial Welfare, 1979.

-y Sl S E O

2 "Surveillance in The Gambia," prepared by
epidemiologist Dr. Harry Hull for the Gambian
Ministry of Health, Labor, and Social Welfare.

° "ational Tetanus Survey,” conducted by Pap John
Williams and Harry F. Hull, M.D.s.

@ "Primary Causes of Death in Banjul,” a combination
of classified correspondence to the new code
(mostly in=-patients from the Royal Victoria
Hospital and from Westfield Clinie), 1979.

Gastroenteritis and malmutrition accounted for 21.3% of all
deaths for children under five years of age in Banjul in 1978.
This represented the most important specific cause of death for
this age group. Based on 1979 figures from hospitalized patients
of all ages in Banjul, diarrhea was said to account for 7.6% of
2all deaths in 1979. Based on information extracted from the
death register in Banjul in 1979, gastroeanteritis accounted for
8.7% of all deaths (infants -10 perceat, children - 16 percent,
and adults - 5 percent),

Diarrhea is one of the most frequent reasons for visits to
dispensaries and health centers. Among patients of all ages
vigiting health facilities in 1979, 34,963 visits were for
dysentery and diarrhea. This represents nearly 8% of all
outpatient visits. The reported visits from dispensaries and
sub-~dispensaries may be an inaccurate reflection of total visits

(9)
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primarily because of incomplete or delayed reportiag. BEven
though possibly underestimated, this data indicates a ralatively
high incidence of visits to the dispensaries for diarrhea.

The incidence of diarrhea ranges from 19 per 1,000
population in Xambo St. Mary, to 173 per 1,000 population in
Banjul. Although the differences between thessz areas may be a
result of raporting procedures, the overall hizh incidence of
dispensary visits for diarrhea indicates both a high diarrhea
incidence in children and a high utilization of dispensary
services for this illness.

The strong seasonal variation in diarrheal prevencion is
clearly demonstrated in the following table.

Seasonal Variation of Infant Mortality Rate
Per 1000 Births in Xeneba

Months Infant Mortality Rate
November~January (Dry Season) 260
February-April (transition) 175
May-July (wet season) ) 179
August-October (wet season) 378

Diarrhea was consistently one of the two illnesses mothers,
interviewed during the developmental investigation, mentioned
first, and described it as especially frequent duriung the raiay
seasoun (June-October) and particularly at the start (sangifallow)
and the finish (%Xunchamarrow) of the rains. All mothers believed
diarrhea to be a serious illness from which their babies could
die. TFollowing a parallel investigation the evaluation team from
Stanford concluded: "The racognized killer diseases are diarrhea
and a disease called kris in Wollof and jarala in Mandinka. This
latter disease may be cerebral malaria, though we will leave
medical inferences to those qualified to make them. Malaria is
recognized, too, and is said to lead to kris/jaraia. The reader
is advised that 'disease,' 'causes,' and ‘treatments,' are
English words struggling to convey the spiritist associations
that make up the framework of most villagers' thinking."

Mothers differentiated between less and more serious types
of diarrhea, with blood and/or mucus in the stool signaling the
more serious (dysentery). Frequent and watery stools were most
commonly named as symptoms of common diarrhea. Most mothers also
mentioned weakness, dryness, and sunken eyes as symptoms. Scme
named vomiting, fever, refusal tp eat, and a distended stomach.

Mothers were also able to distinguish different degrees of
dehydration or dryness in babies sick with diarrhea. Mandinkas
use the words baloboritali, balodjiatta, labaratta, laanfuta, and
facetta to describe general drynness and djiatta for severe

(10)



dryness. In Wollof, lapa is the word for general dryness, raga
for severe dryness, djerx for dry and drained, and iyoi for
weak. Fulas call dryness fodjugol, bandomakohori, and fodji, and

severe dryness xorogol. The word for dry in Serrehule 1is
ahatengkareng.,

Mostc women attributed the dryness to the diarrhea although

some of the symptoms seemed related to a general wasting
associated with malnutrition.

A variety of causes of diarrhea were cited by mothers, with
no single explanation predominating. Many women mentioned dirt
~~ dirty food, dirty water, dirt in the environment ian which the
baby lives =-- as a cause of diarrhea. In the same vein, some
mentioned inadequate care of the child in general, careless
preparation of a baby's food, and breast milk and flies carrving
dirt as causes. Spiritual and magical reasons were also given
frequently. '

Most women said that they usually sought treatment at the
government health centers and dispensaries when their babias had
diarrhea. Marabouts and local healers were also mentioned as
sources of treatment, but they are more likely to be sought for
such maladies as fits, nightmares, when the child is believed to
be bewitched, when his fontanelle is sunken and hard or his hair
is falling out, and when the child is not improving from
treatment given at the health center. Local pharmacies were also
named as occasional sources of treatment,

The Stanford evaluation team reports that the mother's first
response to an episode of diarrhea is village-based healers.
Health centers are used when local remedies fail, except where
health centers are nearby and thea they may be used much earlier
in an episode., The penetration of the Expanded Village Program
of Immunization (EPIL) has apparently increased the confidence in
the formal health system.

The most common treatment at the health center and
dispensary, according to the women interviewed, is a white
mixture (probably kaolin) and pills or tablests (probably
sulphadimidine). A brown mixture (guanamycin) was mentioned in
some groups. Several mothers mentioned being advised at the
health center to mix S/S in boiled water. Injections were named
in one group. In describing "water medicine," which seemed
usually to refer to liquid kaolin, the words lekindyang (Fula)
and boridjico (Mandinka) were used.

Among the treatments prescribed ﬁy local healers for
diarrhea are a dose of straiéht palm oil and tza made from guava
leaves and sweetened with sugar. Certain marabouts are said to
treat the illmess by preparing a special naso; writing a verse
from the Koran in chalk on a slate, rinsing the slate with water,
and having the child drink the water. Additional informatiom on
these and other traditional remedies has been collected by the
Stanford evaluation team.
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Most of the mothers claimed to take their sick ianfants for
treatment immediately upon the omnset of illness, though some
acknowledged that they wailt until the infant is restless and
others, that if the c¢linic is faraway, they wait a day. Some
consult a marabout before going. When asked what they do for the
baby befora seeking outside trzatment, womem ia 6 of the 11
groups ilnterviewed reported giving the baby salt aand/or sugar in
boiled water, presumably prescribed by the health staff but
rarely mentioned by women as a treatment their babies receive at
the health center. Some mothers, primarily Fulas, give the sick
baby sour milk. Giving codeine aud liquid mixtures from local
pharmacies was also mentioned, as was giving herb teas. Not a
single mother said she gave her baby a laxative. or purgative
(nandal), which are given only for constipation. In general,
mothers acted surprised to be asked this question, and some
volunteered that nandal would only incresase the diarrhea.

With regard to the feeding.of a baby with diarrhea, all
groups responded that mothers should continue to breast-feed the
baby. Most women felt they should continue to feed the child
other food as well. Most also said the child should be forced to
eat if he refused, though some thought he should be left alone.

Of the types of £food the baby should be fed, coos pap was
mentionad the most. Eggs, oranges, and rice were mentioned next
most frequently, Gow's milk or Cerelac, tea and bread, and Fanta
or Sprite were mentioned by some, Salt and sugar in water was
mentioned once, as were potatoes and Ovaltine, O0f the foods that
should not be given to a baby with diarrhea, rice was menticned
most Efrequently. Other foods that the women said shouldun't be
given to the sick infant included bananas, oranges, and sour
milik.

D. DIARRHEA TREATMENT

The Government of The Gambia and the medical profession
recognize the critical importance of £luid replacement to treat
dehydration caused by diarrhea. This is done primarily by oral
sugar—-electrolyte solutious and limited use of imtravenous
£fluids. The method of treating diarrhea varies depending on the
setting and will be described during a discussion of each therapy
site.

Royal Victoria Hospital, the main hospital in the country
(located im Banmjul), treats children with diarrhea, primarily in
the general in-patient pediatric ward. For most children,
therapy begins with oral rehydration (OR) solutiom. This
solution is prepared from UNECEF-supplied packets by the nurses
on the pediataric ward. The coatents of six packets are added to
ten litres of boiled water. This solution is used for older
children (usually 12 months), but it is diluted to half-strength
with water when used for younger children (resulting in &
solution with 302 of the expected concentration of salts and
glucose). The solution is ordered by the pediatrician, roughly
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in proportion to the degree of dehydration and the size ¢cf child,
but the volume is usually one litre over the first 24 hours (for
a one- to two-year-old child). The child's mother administers
the solution with little nurse supervision and without records of
actual consumption. Children ars discharged when the
pediatrician feels that they are no longer dehydrated.

Other medications may be used to treat the diarrhea,
including kaolin and combination products which include
antibiotics and kaolin. The pediatriciaus generally feel that
these are not necessary but may help symptomatically and/or are
expected by patiesnts. If diarrhea is continuiang at the time of
discharge, mothers are told to prepare a solutionm with a pinch of
salt, a scoop of sugar, a squeeze of lemon and a glass of water
and give it to the child. Packets of OR solution are not given
to mothers to use at home.

Dispensaries and some sub-dispensaries may treat diarrhea
with solutions prepared from UNICEF packets. Children may be
kept in the dispensaries during the dav for supervised oral
rehydration therapy. On discharge, mothers are told to prepare
S/8 solutions in their home. Xaolin is also distributed by
dispensaries.

It is established Medical and Health Department policy to
promote home-mix S8/8 rehydration fluids at the home level. This
policy has been defined clearly in the Health Worker's Manual for

the Management of Acute Diarrhea in The Gambia (see Appendix A).

When queried about the S/8 medicine for diarrhea, many
mothers respoanded that they had prepared the solution themselves
at home. The sclutions they raported, with one woman usually
speaking for the entire group, include the following:

. 1 t£sp. salt and 1 cube sugar /to 1 litre of boiled
wakter

) 5 mls sugar and 1 pinch salt to 1 glass of boiled
water N

® 1 pinch sugar and 1 pianch salt to 1 Julpearl
bottle of water

° 1 tsp. sugar and 1/2 tsp. salt to 1 cigarette cup

of boiled water

. 1 tsp. sugar and 1/2 tsp. salt to 1 small glass of
boiled water

. 1/2 tsp. sugar and 1 pinch salt to 1 small glass of
boiled water

. 1 pinch sugar and 1 pinch salt to 1 litre of boiled
water

° add equivalent pinches of S/S to boilad water

* A local carbonated beverage.
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1 pianch salt and 3 pinches sugar to ! Julpearl
bottle of boiled water

° 1 £tsp. sugar and 1 pinch salt to 1 litre of boiled
water -

9 1 1/2 cubes sugar and 1 pinch sugar with hot wacer

® 1 £sp. salt and 1 pinch sugar with hot water

2 1 packet of salts from clinie with 1 litre of
boiled water N

As indicated by these reported solutions, most women
answering correctly identified that more sugar was needed than
salt, In only one case was more salt recommended by a woman who
explained that more sugar would increase the diarrhea, and
several of the solutions call for equivalent amounts of sugar and
salt. Most of the solutions call for boiled water, although the
volume of water variad significantly.

The most commonly mentioned comntainers for measuring water
were the larte (1 litre) plastic drinking cup and the Julpearl
bottle (one third litre). Other containers mentioned were small
glasses, cooking oil (e.g. Niani) bottles, British cigarette
tins, mineral bottles, and tomato paste cans.

Most mothers said they had a teaspoon and bottle cap in
their homes. With all of the above, however, there wera few
opportunities to verify the resportad information by having the
women actually produce a bottle, cup, spoom, etc. to show the
interviewers.

Mothers were also asked about the availability of the
ingredients necessary to make a $/S solution, with the following
results:  Coarse salt is usually available at a cost of from 4 to
12 bututs a cup, but fine salt is rare or not available at
all. Granulated sugar is usually available in most villages at a
cost of 50 to 60 bututs a cupj sugar cubes, costing 6 bututs for
4=5 cubes, were less availabe but not uncommon. Oranges and
mandarins were usually available in most villages, but limes were
available in all. Papayas, bananas, and coconuts tend to be much
less commonly available, especially in the villages furthest up-
country, and are always more expensive. -

When makiag S/S solutions, mothers said they stored the
liquid in a covered basin or baottle with a stopper, and let it
cool before administerimg it. They then would give it to the
baby, usually using a cup and spoon, whenever the baby needed a
drink over one day's time. When asked how much of a Julpearl
bottle filled with water a baby c¢ould drink in one hour, most
mothers said a baby could probably drink half of it but no more.

* 2 bututs 1is equal to approximately 1 U.S8., ceant.
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When asked whether they thought a $/S solution was a good
medicine for diarrhea, most answered yes. ©But when asked what
they thought was the best medicine for diarrhea, the women
consistently named the white mixture (kaolinr). Tablets wera
mentioned as second best, along with the $/5 soclution. Other
answers included injections, guanamycin, codsine, and
paracitamol.

In all cases, mothers said they know that a diarrhea
medicine is working when the diarrhea stops.

A series of migxing trials using bottlecaps as measures of

sugar and salt and a local soda bottle as a measure of water were

conducted using tape recorded wmixing instructions. The full
rasults of the trials are described in Appendix B but the most
relevant conclusions are listed below:

» It was necessary for mothers to hear the recorded
instructions several (3-4) times to remember and
colleect all the ingredients needed.

8 Counting the correct number of bottle caps did not
prove to a major problem.

9 Heaping of bottle caps with both sugar and salt was
common. This practice increases the concentration
of both sugar and’'salt above optimal Tevels.

© Selecting a litre container was less a problem than

the tendency to £ill it to less than the capacity
with waterz.

& Stirring the solution was often either omitted
altogether or insufficient to properly dissolve the
sugar and salt.

2 The suggestion to add fruit juices crzatad
consternation among several mothers because fruit
' is not easily availabile.

=1

THE MINISTRY OF HEALTH

The health care system is under the directiom of the
Division of Health and has the following administrative
positions:
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MINISTRY OF HEALTH, LABOUR, SOCIAL WELFARE
Mipnister - Dr. McJallow
MEDICAL HEAL;TH DEPARTMENT i
Permanent Secretar; -~ Mr. Saihau N'jai ‘
1
iDirector of Medical Seré&ces — Dr. Frad Oldfield
{dssistant Director of Medic%i Services - Dr..ﬁatib N'ja;
Medical Officer of Health - Dr. Phillip Gowers

i i 1 3 \
MCH Healch Health Expanded Chief
Coordinator nspector1 Education Program of Nursing
A : ‘Immunization ' - ! Officer ;
R v wes L L g - ] e B an

The nealth care services provided by the Ministry of Health, Labour
and Social Welfare in The Gambia consist of two government general
hospitals: Royal Victoria Hospital in Banjul (240 beds), aud Bansang
Hospital (100 beds); long stay hospitals for mental, tuberculosis and
leprosy patients (120 beds); a home for the.old and infirm; and 12 health
centers (104 beds), 17 dispensaries, and 55 sub-dispensaries throughout
the country. The Ministry additionally cperates 8 mobile Maternal and
Child Health (MCH) teams that service 68 localities, some of which ars
based at the dispensary and sub-dispensarv areas and others where no -
health servicas are available.

Whereas health centers and dispensaries are regulariy staffed and
operate daily, sub-dispensaries are visited once a week by the dresser-
dispenser (a trained, state registered nurse) and his tema from the
nearest dispensary, who provide medial services to the patients in the area.
The principal health persomnel working at the rural level in The Gambia
include: ’

Dresser/Dispensers (D/D

Responsible for primary

treatment
Auxilarv Nurses (AN) - Assist Dresser/Dispersers
Community Health Nurses - Travel regularly to surrounding

viliages to provide trsatment
as well as hezlth education
(56 in the country)

Nurse Midwives (M) - Marernal child care focus
(29 in the countrv)




Health Inspector (HI) - Prevention, and
environmental saunitation
inspectors. Travel
extensively.

(50 total, 15 im rural
areas)

Orderlies - Maintenance of Canters,
dispensaries, and sub-
dispensaries
(90 in country)

Health Laborors (HL) -~ Community well
construction

Traditionmal Birth ~ Village-based tradicional

Atcendancs (TBD) midwives who have been

given modern training

Peace Corps Health - Bzpatriate volunteers
Volunteers (PCV) ) often working with health
- centers or dispensaries
to non-dispensary
communities. A new group
of volunteers to arrive ia
February/Mareh
(25 in country)

Leprosy Iaspectors (LI) - Itinerant group of
professionals who
- distribute leprosy countrol
medication throughout the

country
(15 in country)

In addition to these individuals, a Primary Health Care
Action Plan is currently underway, prepared by the MOH with
assistance from WHO. The national program calls for the
selection and training of 200 village primary health care worksrs
(PHCW) by 1986 to provide services for 200 villages with 400
people or more, which are not currently being serviced by a X
health unit., Presently, 18 PHCWs have been trained and 18 more
are now in training. The program is now limited to the Lower
River Division. This primary health care strategy is focused on
the prevention and control of endemic communicable diseases such
as malaria, diarrhea, schistosomiasis, yellow fever, measles, and
other childhood diseases.,

The Department of Medical and Health Services of the
Ministry also runs the EPI, an Epidemiology Department, the
Maternal and Child Health Unit which trains Traditional Birth
Attendants and Community Health Nurses, a Health Inspectorate,
and a recently constituted Health Education Unit.
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The government health services are suprlemented by several
missions and private institutioms. The British Medical Research
Council runs a hospital (40 beds) at Fajara and a Nutrition
Center field unit at Kenmeba. A private hospital, Westfield
Clinic in Servekunda, provides 28 beds.

F. RADIO

Reported radio listenership by mothers was consistent with
the information gathered from antecdotal sources. Most mothers
interviewed said they had access to radios. Those with access
said they listen to Radio Gambia in the evenings between 8:00
p.m. and 9:00 p.m. The most popular programs are reportedly the
"Women's Programme,'" "Agric-Bantaba' and "Jatta Kendeya' (the
health program). However no women were observed listening to the
radic in any of thes field investigation visits, altchough many men
with radios were observed. Unfortunately, it was not possible to
visit rural village compounds to observe listening habits during
prime time. However, based on observations of other sources,
there appears to be some question about whether mothers rzally
have access to, or coutrol of, the radio, or if the men actually
control the radio while women listen peripherally.

There seemed to be avidence that radio broadcasts were an
important toplc of discussion at the traditional bantaba (male
forum) meetings. This suggests that radio is an important source
of village information, and that the role of men may be extremely
important to the informatiom received by women.

There are two radio broadcasting facilities in The Gambia,
Radio Gambia and Radio Syd. Radio Gambia is the natiomal radio
station, and is divided into five sections

Rural Broadcasting

Schiool Broadcasting

English and General Programs

Local Language and Islamic Programs
¥ews and Curreunt Affairs

Rural Broadcasting has been given responsibilities for the
MOH programs. Presently, it coordinates regular half-hour weekly
programs directed at rural areas from the Departments of
Agriculture, Animal Health, Fisheries, Health, Community
Development, Forestry and Cooperaties.

The following graph illustrates the basic equipment now
available at the mational radio facility.
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dios Turntables 1lst Generatlon 2nd Generation Mixer Microphone

Ampex Reel to Reel Ampex Reel to Reel
Tapé Decks Tape Decks

Large Choral Studio 1 2 2 4 Channel 1
Dikect Broadcast 2 2 1 Working 1
Studio A -
Small Studio B 2 i 1
New Studio
(to be built) (2) (2) (1) - {6)
New Studio’
(to be built) (2) E (2) (L) (6)
1n Malntenance 3 6 8§
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It should be noted that Radio Gambia has ao telax facility
or cassette recording capability. The two new studios plannad
for 1982-83 are contributions of the West Germany Goverameut. A
new broadcast channel was originally scheduled to open in 1982,
but due to political decisions following the rescent coup attempt,

only one broadcast channel will be used in the foresseable
future.

Radio Gambia's main production facility is outside Banjul,
its main transmitter is in Bakau and the only repeater statiom 1is
located in Basse (see map below).
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The Radio Gambia broadcast format is basically 13- to 45~
minute educational programs inm various languages interspersed
with music. A complete list of prime-time programming has been
prepared by the project staff. Radio Gambia also has limited
commercial advertising, similar to that described below at Radio
Syd. Broadcast hours are 6:30 a.m. to 2:00 p.m. and 53:00 p.m. to
12:00 a.m. daily. The facility shuts down from 2:00 p.m. to 5:00
p-m. due to lack of funds.

Radio Syd is a more commercial, urban and tourist-oriented,
private facility. Programming includes a music program in
Swedish, a jazz show (Sunday), an English magazine show and
various music programs interspersed with spots. They also
simulcast the Radio Gambiaz newscasts in all the local
languages. At least half of the commercials are produced
overseas with cigarette, soap, soft drink, and battery promotion
dominating the advertisement time. - (Berek Battery has a strong
campaign going on presently in which they have set their musical
theme with a basic script alklowiag the statiom to put the spot in
many languages with the same music. They sometimes play the spot
in two different languages back-to-back which sounds very
effective.) Local production consists basically of voice over

music in various laaguages. Spots last between 30 and 60
seconds.

An inventory of radio reception was takesn ia Banjul,
Bansang, and Basse, in order to assess what stations could be
heard and what programming they used, During a field trip
project staff also talked with rural women about radio usage and
observed local listening habits.

In Banjul, only four stations, Radio Gambia, Radio Syd,
Radio Eaturr and Sen—-National, were received during the day,
while 16 statioms could be heard during prime-time (7:00 p.m. =~
3:00 p.m.). Thase stations included two Senegalese stations, the
two Gambian stations (Radio Syd and Radio Gambia), Radio Guines
and various Spanish-spezking stations from the Canary Islands.

Up—country the number of statious received was noticably
fewer, In Bansang, located in the center of the country, ounly
ten stations c¢ould be heard during prime—time. The strongest
signals were from Radio Guinea and Sen-National (from Senegal)
and from Sierra Leone., Less stroaug but still audible were Radio
Gambia and Radio Enturr (from Senegal).

In Basse, in the northern part of the country, the number of
stations which could be heard dropped to eight. Radio Guinea and
Sen-National had the stroungest signals. A critical problem is
that Radio Gambia's signal drops dramatically after 8:00 p.m.
although it is strong at 6 p.m, and excellent at 7:30 a.m. A
visit to a Radio Gambia relay station located in Basse revealad
that at 8:00 p.m. Radio Morocco's signal cuts into and drowns out
Radio Cambia. The Basse engineer then switches off microwave
contact with the station and plugs his personal radio, tuned to
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Radio Gambia, directly into the trazusmitter on a slightly
different frequency. The signal is weak, but audible. The
engineer reported that when the signal fails he plays

cassettes. Both the cassettes and radio belong to the

engineer. This correlates with focus group reports that Radio
Gambia can frequently not be heard up-country, especially in the
far easterm part of the country.

Programming specifics on the Senagalese stations was
difficult to ascertain but they are reported to use commercial
spot announcements. Sen-National is particularly respected by
Gambian radio professionals for their educational work in
agriculture,

G. PRINT MEDIA

Investigation of print media in the rural arezs showed a
remarkable lack of any printed matter. Literacy rates are very
low. Arabic seems to be the language most likely to be read by a
small cadre of Islamic students in almost every village, and
traditional tribal languages have no indigeneous written form.
Posters, signs, calendars, etc., are very uncommon in family
compounds, but compound walls are sometimes used as practice
slates by children doing their school work or demounstrating their
newly acquired writing and drawing skills.

Printing facilities are very limitad and no large-format
off-set press i3 available locally., Printing in Dakar is
possible and prices seem to be reasonable, although concrete
experience with commercial firms there is lacking.

H. XEY FINDINGS

1. Marked seasonality of diarthea, seasonal
significance of malnutritiomnal, and relative
infrequency of rapid dehydration from watery
diarrhea during the wet season.

2. Extensive penetration of rural areas by health
services as evidenced by 85% of mothers with young
children reported to have EPIL cards.

3. Apparent prevelance of "dryness"™ as a concept used
by rural people to describe general wasting which
carries symptoms similar to diarrheal dehydration.

4, Relatively widespread, but highly variable,
understanding of how to mix the S/S rehydration
fluid.

S. Marked absence of print material in rural areas,
with Arabic as the most prevelant written language.
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Despite poor signal quality of Radio Gambia in
approximately one quarter of the couuntry, the
relative acceptance of Radio Gambiz as anm important
source of information in rural areas, especially
among men.

Lack of systematic studies oun tribal and linguistic
characteristics of major ethnic groups in the
country. Continued dependence on antecdotal, and
often semmingly superficial, generalizations about
lecal culture.
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