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1. INTRODUCTION

A review of Phase One of the National Cuntrol of Diarrhoeal Diseascs
Project (NCDDP) was carried out by a joint Government/USAID/UNICEF/WiH0O review
group from 19 to 31 May 1984, The composition of the group and the programme

of the review are attached (Attachment 13).
.2. PURPOSE QF THE REVIEW AND TERMS OF REFERENCE

The MCDLP started in January 1983, and Phasc One of the project is due to
end in June 1984. This phase of the project has been developmental, or a
rchearsal for full-scale implementation of the project in Phase Two. This
second phase of the project is due to last three and a half years, and thus
the NCDDP? project will finish by the end of 1987. At this time it is
expected that all project astivities will form part of the health system of
the country, and, in addition, that there will have been already a major

impact on diarrhoea mortality in children,
It was therefore decided by the Project Steering Committee that a joint
revicew of Phase One of the project should take place to provide an independent

assessment that could be used in planning for Phase Two,

Tue terins of reference of the review were as follows:

(a} to examine the present situation of the diarrhocal diseases problem.
vith special reference to diarrhoea mortality and morbidity in

children;

(b) to examine the status of the NCDDP in terms of Phase One

implementation, and to identify its achievements and problems;
(c) to make recommendation for the future devclopment of the programme;

(d) to submit a report to the Exccutive Dirvector of the national CDD

programae,
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3. METHODS USED

The method adopted for the review followed that described in the WHO
Manual for the Planning and Evaluation of National Diarrhoeal Diseases Control
- Programmes (WHO/CDD/SER/81.5).

The group first met and had an intensive briefing on all the components of
the NCDDP (marketing and mass cducation;-research; training, ORS production
and distribution, coordination and implgmentation,'evalﬁation,_and
administration).

A very large amount of information had been summarized for the review

group beforchand, and assisted the review materially.

The review group identified Information to be collected during visits to
the field, and questionnaires were prepared for each level to be visited:

governorate, district, health facility, and community.

1

The group then divided into four tcams and visited four different
govarnorates previously selected to be representative of the different parte
of the country. The goveraorates visited were: Cairo, Alexandria,

Dakahliya, and Qena.

Following the field visits each team prepared and presented a short report to
the -group, with special attention being given to achievement. The group noted the

problems identified and recommendations made by each team for the governorate visited.

The review group considered the field visit findings (Annex 1 gives
findings in details) and the central level information available, and prepared

the conclusions that follow in this report.
4., CONCLUSIONS OF THE REVIEW

4,1 A BRIEF HISTORY OF THE NCDDP

Oral rehydration therapy began in Egypt as leng ago as the early
sixties. In 1961, following a WHO consultancy, the Ministry of Health
started to advocate the use of ‘this therapy. In 1965 the Ministry of Health
included ORT in its booklet on MCH guidclines, although the formula of the

solution used was different from the present formula,
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In 1977, the Ministry of Health adopted the WHO ORS fornula and began
distributing 27.5g packets of ORS to the health centres. These packets were
supplied by UHICEF, vho have maxnralned Lh1°osvpuly to the present day throughfs

establishment of a procduction line in 1982 at Chemical Industries Dexelopment Co.

(CID) and provision of the necessary supplies and equipment. In 1978 a commevcial

-

product, "Rehydran" was made available through pharm xcies from CID.

-

In 1980 the Strengthening of Rural Health Dclivery'SerQicés project, in
collaboration with WHO,studied the effect of ORS provided at the household
level (packets or heme-prepared) and showed marked reduction in mortality,
compared to control areas. This study laid the foundation for a national
programme,

In 1981 EMRO collaborated with the Department of Paediatrics, Alcxandria
University,in the establishment of a Regional Demonstration and Training
Cenlre for Qral Rehydratioen, This centre continued to givc considerable
support the Mational Prograrme.,particularly in its early phases.

In 1981 a USAID Grant Agreement was signed with the Government of Egypt
for the establishment of the NCDDP, and in January 1983 Phase One of the -

project started activities,

4,2 Achievements

£]
fo

Gener

s

|

4.2.1 The overall objective of the NCDDP is to reduce child suffering
and mortaliﬁy from diarrhoeal disease within a period of five yeérs (by the
end of 1987) by making rchydratlor snrv:ces and material {especially ORT)
widely available and used through a natlonal programme, At the end of the
project, a reduction in child mortality of at least 25% frem diarrhoca is

anticipated.

The objectives of Phase One of the project mey be stated as follows: to

" organize, plan, and establish the project to permit the achicvement of its
objective. More specifically, Phase One was required to organize a national
steering committee, a naticnal secretariat, to establish the programme on a
test basis in one governorate, and to develop and test feasible strategies and

~activities for narional implementation in Phasc Two.



The review group found that the project had had a2 remarkable success in
achieving the objectives of its Phase One as stated above. That is to say,
the project now has a national steering committee that provides strong
direction to the project. The project has a competent, semi-autonomous
secretariat under the auspices of the Ministry of Health The project has
reinforced good oral rehydration therapy services in the Alexandrla and Giza
governorates, and has helped in their establishment 1n'qther governorates.,

Furthermore, as a result of regional seminars, training of health workers
from different areas, and the pilot use of media on a natidénal scale, the
project has already, in effect, become national, with a corresponding increase
in awareness and use of ORT. This success is even more remarkable when
bearing in mind the short time perind and the delayed start of some activities

of Phase One.

Specific achievements (As of May 31, 1984)

4,2,2 Management

_The project has successfully developed an effective organizationa.
structure at central and governorate level, At the central level,
coordination with other programmes and agencies is good. Coordination with
governmental and with non-governmental agencies is good.

%he semi-autonomous nature of the project greatly facilitaies
implementation of activities and permits recruitment of staff from a wide
variety of gources Such as universities and the private sectors, and permits

the project to have contacts with many different groups.
4.,2.3 Training

With regard to training of staff in rehydration therapy, training of
trainers has been accomplished and eleven rehydration training centres have
been established in six governorates. Over 500 physicians and approximately
400 nurses have already becn trained in techniques of rehydration as well as
29 chicf pharmacists of governorates, and 10‘prof05ﬁionals who will work as
medical representatives to physicians and pharmacists.  Thousands more
professionals have been infermed via seminars and conferences and postgraduate

orieatation to rural service. Details of the project's training courses are



given in section 4 of Annex 1.

4.2.4 , ORS supplies

An ORS production facility is operational in the State firm Chemical
Industries DeveIOpﬁent.Co.'.(CID). The Ministry of Health is obtaining 27.5
gram packets of ORS for government health facilities from yNICEF (produced by
CID) and CID produces a substantial supply of 5.5 gfam'packets of ORS
(Rehydran) for distribution on the open mariet. In 1983 a total of 2 million
27.5 gram packets and 6.2 million 5.5 gram packets were produced. In 1984 it
is planned to produce the same quantity of 27.5 gram'packets and 17.75 ﬁillion
5.5 gram packets. A marketing plan has been formulated. The project has
succeeded in-developing and distributiag standard rehydration centre supply -

kits {cups, spoons, mothers' chairs, a standard I.V. formulation, etc.).

4,2.5 Treatmeut of diarrhoea

The project has succeeded in increasing the use of Oral Rehydration Therapy
(ORT) to a remarkable extent. ORT is accepted and widely used by heaith workers.
Proper fee ing during diarrhoea is generally promoted and this is supporteé by the

MCH activitics of the Ministry of Health.

A recent series of cluster surveys conducted throughout Egypt during an

EPI/PHC evaluation indicated that 40% of mothers interviewed knew about and

used ORS.
$.2.6 Surveillagsg

.Surveiliance data on diarrhoea morbidity and mortality are being fegularly
collected from areas where the project is functioning. In addition the‘project
has assembled, from its own and other studies, a considerable amount of -
baseline data. At the moment the project register is widely uscd by the

" service component of the NCDDP.

The majority of diarrhoea deaths occur in children under 1 year; the under
3 Year old diarrhoea death rate has been variously estimated.: In areés where
ORS is not usad it was reported to be 39 per 1000 (Dr B. Tekce, oral '
Rehydration Therapy,'an assessment of mortality effects in rural Egypt.

Studies in Family Planning 13, 315--327, 1982.). Diarrhoea death rate under

.. 2 years cld was reported to be 34/1000 (Dr A.B. Mobarak ct al, Diarrhoeal
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Diseases Control Study, Strengthening Rural Health Project, 1980).

In a comparative study it was found that the fatality rate for acute diarrhoea
is higher in Upper Egypt as cowpared with Alexandria (Dr L. El-Sayyad,
Dr W.A. Hassouna, Dr M. Taylor, final report of the study of incidence and
diarrhoea assorniated mortality among under 5 year olds in two governorateé of

Egypt, 'EMRO, Alexandria, October 1983). o,

4.2.7 Communications

A three month pilot campaign in Alexandria follohéa‘by a one month
national TV campaign have been carried out. Following the TV campaign the
number of respondents interviewed in a survey by the projeci, mentioning TV as
their source of information on the management of‘dehydration, increased from
4% to nearly 60% in Alexandria, In another survey by the project it was
found that more than 90% of low income mothers interviewed recalled watching
the ORS commercial the day before in Cairo and over half of these remembered
the two essential messages (recognize dehydration and use ORS). In Sohag a
later survey showed vecall and retention at.a lower level. Communication to
health professionals was carried out through.conferences, meetings,
ddﬁumentary materials and preparaticn of a video tape.

'

4,2.8 Research

Much action research has been conducted by the project, providing
essential information for developing, planning and implementing the strategies
and ‘activities of the project. During Phase Oune, the.project conducted or
sponsored 18 studies covering clinical patterns of diarrhoea, aetiology,
operational aspects of ORT, and sociocultural aspects, and coordinated with
universities and other MOH projects in action-oriented research. A most

thorough ethnography of diarrhoeal disease has been prepared.

4,3 Issues and problems

4.3.1 Management

At thé céntralilevel, the project secretariat faced éertain'difficulties,
particularly in the area of staffing and financial management. A number of
important posts were only filled late in  Phase One, including those of
Director of Administration and Director-of Training. There is as yet uno set
salary scale and, in addition, the difference batween Government and private

gsalaries creates recruiting problems. ' The rapid expansion of the project




WHO-EM/DIAR.DIS./34
EM/EGY/CDD/001

~ 0 -

during Phace One has meant that certain activities have not yet received
adequate attention, e.g.: disbursement procedures, evaluation of cost

effectiveness and organization of financial management.

At goverunorate and district levels, the review found that coordination and
supervision of CDD activities were not yet fully developed, partly due to the
fact that plzoning takes place only &t central level, ' In.gdﬁé governorates
theve is a leck of nursing personnel, and a lack of‘vehiclés'for supervisory

staff . USAID approval and procurement mechanisms can cause, up to

several monthe dclay.
4.3.2  Training

Because of the success of Phase One, especially the communication
camvaign, the urgency to train 2 large number of health personnel in clinical
management hac increascd. In addition, up to now, tha projecct has pot
corducted other types of training. The reviev noted particularly the absence
of training in menagerial skills and supervision for CDD at peripheral levels.
The inclusion of CDD in the curricula of medical :nd nursing schools is not

yet completed, but is already being planned in some schools. A lack of

knowledge was observed amongst a very important group, tne pharmacists.

4,3.3 ORS production and distribution

The revicew noted that there has been some delay in the expansion of ORS
production to mcet the present level of demand in the private sector, This
has been duce to certain difficulties with importing pachkaging materials; and
the fact that there is no alternative producer for ORS has meant that there is

no other source available in the country.

4.2.4 Treatment of diarrhoea

There is still a lack of acceptance, knowledge, and use of ORT and
nutritional thervapy among some health professionals, including pacdiatricians
and pharmacists. It is not surprising, thorefore, to find rhat the use of
fasting, antidiarrhoeals and antibictics in trcatment is still widespread,

especislly in the private sector,
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The review group noteq with concern that the overconcentration of ORS in
the home due to inadequaté instruction to the mother appears to be the cause
of some episodes of hypernatremia detected at the main referral hospital in
Cairo. Given the project racommendation on early use of ORS starting, if
necessary, in the home, mothers and pharmacists must know the correct use of

the salts.

4.3.5 Communication support’
The success of the ﬁedia campaign has been noted, but due coucern is
expressed that the project should expedite training, and the supply of ORS,
Furthermore, the media messages were aimed at the target population, i.e,

mothers; corresponding activities to motivate and inform health professionals,

especially the general practitioners and pharmacists, have not kept pace.

4.4 Recommendations

Management

4.,4.1 The review recommends that the management difficulties at central
level be resolved as soon as possible. Alternative ways for solving the .
question of salary scales should be submitted to the steering committee for
decision and approval.

4.4.2° As regards financial management, it is recommended that an office
procedure manual be prepared, and disbursement procedures and the USAID
approval process be speeded up.

4,4.3 At governorate level, the review recommends that coordinating

committees be formed to improve coordination and communication at that

level. The coordinators should be chosen for their interest and activity.

Training

4.4.4 Speedy attention should be giQen to the training of pharmacists to
ensure that customers are properly informed about how to use ORS.

4.4.5 It is recommended that training of health workers in rehydration and
nutritional therapy be accelerated. - .

4,4.6 Training of staff in CDD management skills is recommended, éspecially
at governorate and district levels. The WHO/CDD supervisory skills course in

Arabic is suggested for this with appropriate modifications.
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ORS supplies

The review feels that this area needs very careful and immediate attention

‘to ensure adequate supplies of ORS for Phase Two.

G.4.7 The review recommends that the project's policy of using.thc 5.5 gram
packet be implemented forthwith, and that the one-litre packet be used only
for health facilities for use on the premises, One-litre packets should no

longer be given out to mothers.

4.4.8 To ensure adequate supplies of the 5.5 gram packet, the review
recommends that production be increased at CID, In coordination with UNICEF,
the project should work with CID to dévelop additional production lines,

4.4.9 The review attaches great importance to the recommendation that other
commercial firms be souéht to produce and market a 5.5 gram pack~t as soon as
possible. This will be the best way to ensure adequate ORS supplies in the |

long term.

4.4.10 7The review recommends that the project now plans the action required
to change to the citrate formula for ORS, so that this change can be made if

this is agreed by the Ministry of Health Steering Committee.

4.4.11 The review recommends that, in particular, efforts be made to ensure
that pharmacies are adequately supplied with the 5.5 gram packet to meet the

" rapidly increasing public demand.
4.4.12 The review recommends that the WHO/UNICEF ORS production engineer
visit the project in the near future to advise on technical questions of

production.

Treatment of diarchoea

4,4,13 The review group endorses the present approach planned by the project
 for Phase Two in integrating rehydration and nutritional therapy as part of

the Government's health services.

4.4.14 The review group feels that in some areas coverage by reh}dration
services is not adequate (especially rural Upper Egypt) qnd'rccomhénds that

the project corrects this by suitable outreach and promotional activities. The



EM/EGY/CDL/0OL

-12 -

latter could.be carried out in collaboration with other field project iﬁ health.

4,4,15 The review noted with some concern that a number of cases of
hypernatremia are being rcpofted, and recommends that the project monitors the
situation closely and ensures the correct usc of ORS., Especially, the review
recommends that the sale of ORS by private pharmacies must ‘be-accowpanied by

proper instructions.

4.4,16 It is recommended that the project continues to promote ORT among
health professionals ac the primary method of treatment and provides

guidelines for specific use of antidiarrhoeal drugs.

Surveillance and evaluation

4.4.17 To permit setting a baseline, and monitoring of the project's
ﬁortality reduction target, the review strongly endorses the proposal to
conduct a series of nationwide cluster surveys on diarrhoea mortality and
morbidity in children. To permit monitoring of the project's services,

intermediate targets should be developed and a longitudinal survey of .

sentinel sites should continue.

4.4,19 1t is recommended that a further evaluation of the project be carried

out, in 1985, after two more diarrhoea seasons.

Communications support

4.4.20 The review noted the important impact made by the media compaign and
recommends that, before the next campaign and for subéequent campaigns, the
project phases activities to ensure that training and services can support
anticipated demand for ORS. A delay of about two months before launching the

next television campaign is recommended.

4.,4.21 1t is also strongly recommended that this component of the project
develops messages to the health personnél that will reinforce the correct
usage of ORS, as well as to families for use in the home, and that these

messages are promoted also through the health services.
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Research
3}

4.4.22 The review recommended further research on other interventions for
reductiovn of morbidity and mortality, e.g. impact of measles vaccination,

domestic hygiene and others,
4.4.,23 The review recommends as specific topics for research the following:
- studies of super ORS and rice-based ORS as well as on alternative

presentatioas and fonnulations of ORS

4 . [ » +
- studies of most appropriate home prepared foods to be used with ORT

studies of number of diarrhoca cases requiring ORS treatment and

follow up of their progress

- better definition of microbiological causes of diarrhoea

- studies of antecedents for hypernatremia
- costs of care to health facilities and families with and without ORT
C - coct effectiveness analyses of the components of the project.

4.4.24  The team noted that in the field of diarrhoeal disease research many
other agencies and projects are conducting studies, and that the project

should establish links with those activities,

4.4.25 The team fcels it is time to convene a workshop with leading

clinicians, community health scientists and social scientists to discuss further

- research activities to be supported by the project and to establish priorities.
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ANNEX I
' DETAILED FINDINGS OF THE REVIEW

y .

1. The National CDD Programme and the NCDDP

(a) Hiétory

" As has already been mentioned, the coutrol of d{arrhoéél'discases and the
‘use of oral rehydration therapy has a long history in Egyprt. ‘Indeed, Egypt
" may be said to have been one of the pioneers of the use of such therapy on a
"large scale in their health services. In 1961, following a visit to Egypt b}
WHO consultants, it was determined that one way of reducing deaths €rom
diarrboeal diseases in children would be to use oral rehydration therapy. _At’

that time, the present formula that is now considered by WHO to be the optimum

all-purpose solution, had not been developed.

In 1977, a pilot project was carried out with the aid of UNICEF and WHO to
asses§ the effectiveness of the WHO-recommended formula ("Oralyte") in the
treatment of dehydration among children aged 3 to 36 months suffering from
diarrhoca. The treatment was started in MCH units and continued at home: .
It was found that mild to moderate cases of dehydration could be h
“satisfactorily treated.

In 1978, it was decided to launeh a nationéi ﬁrogramme for oral
<réhydration.' The progranme was intended to work through the network of PHC

-units in the country. The main components of the programme were:

- provision of ORS: 1 litre packets were provided by UNICéF and
distributed to the health units.  The company, C.I.D., also produced
ORS packets of 5.5 grams under thelnamc Rchydran,  These were for
sale on the local market. In addition local pharmacies and health

!

facilities were encouraged to make up their own ORS.

"= ' training and recrientation of health workers. Two-day courses for

doctors and nurses were given.

- health education: was carried out through the health services te
ensure that mothers were aware of the dangers of dehydratibn and the

use of ORys.
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- evaluation of the programme's activities: monitoring of activities
was based on obtaining information on cases, deaths, cases treated,

and amount of GRS used. .

It should be clear therefore that there was a well-defined national CDD
programme in operation as from 1978. The NCDD project forwulation exsrcise
began in 1981, and the main reason for éeciding to qevelsp.;ﬁéﬁ a project was
the fact that ORT had already been successfully used iﬁ Eg}pt, eSpecia11§,in
the trial by the Strengthening of RuralfHealth Delivery'Seryicéé project, and
that there was ample evidence from documented studies that diarrhoea mortality
in children could be reduced by ORT. . .

! | .

The NCDDP was designed to reinforce, expand, and accelerate CDD
activities, especially to reduce mortality in children through the use of ORT.
The NCDDP grant agreement with USAID was signed in September 1981, and the

project actually started its activities in January 1983,

It should be noted that in this report the initials NCDDP or the word
project refer specifically to the USAID grant-assisted project,.and the
present review was undertaken to evaluate Phase One of this project. Where
the phrase national CDD programme is used, or simply, the programme, this is
intended to imply the total national effort in CDD undertaken by the Ministry
of Health since 1978, At the end of the NCDDP in 1987, the national CDD
programme will continue as one of the health programmes of thé Ministry of

Health,

(b) CDD plans

Therc are a number of planniﬁg docuﬁenés'availnblc for the NCDDP.  The
'original grant agreemeunt is supplemented by the project proposal. On the'
basis of these documents, plans have béén preparéd.fof each componenﬁ of the
project. There is a separate document.entitled: Plan of Operations for the
National Control of Diarrhoecal Disease Campaign. This in.effect,the plan for
_ the national programme. Thig document was prepared in 1982, In additiqn,

there is a plan of work for 1984 for the NCDDP.-

(c) Organization

Since 1978, the national CDD programme was operated within the Ministry of

llealth from the Division of MCH. However, with the start of the NCDDP, there
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is now a separate secretariat or office that is semi-autonomous and
responsible to the NCDDP steering committee that is chaired by the Minister of
Health.  The organizational plan of the project at central level is shown in
Attachment 3.

(d) Management structure of the NCDDP:

- e, .
. R o
- .

Since the beginning of the project, it can be said that, in organizational
terms, the national. programme was replaced by the project. This situation

will continue until the project ends.

On all matters of policy and direction, the project is guided by, and is
reéponsiblc to, the national CDD steering committee. The terms of refcrence of

this comnittec are as follows:

1. To put forth the general policy for implementing all activities of the
project. -

2. To follow up, discuss and review the evaluatiaa of these activities.

' “The steering committee is made up of members from the following agencies
Cor bodiés: ' ' ' o : o ' e ’
- the Minister of Health, Chairman,
- the Undersecretary for Basic Hecalth Services and Family
Health, the Ministry of Health, Vice chaiinan.
- the NCDDP Executive Director.
- the Director of Information, the Ministry of Health.
- the Director of MCH, the Ministry of Health. '
- - The Director of the Urban Health Project, The Ministry of
Health. ‘
“~ The Director of Strengthening of Rural Health, Delivery
Services Project, the Ministry of Health.
- The Divector of the Second Population Project.
- A representative from the Hinistry of Information.

~ The Chairman of thc Board, the C.I.D. Company.
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The Profgssor of Paediatrics, Cairo University.

|
The Professor of Paediatrics, Alexandria University.

The Professor of Paediatrics, Eirn Shams University.

A Representative of the Ministry of Social Affairs.,

The steering comnittee came into being in early 1983, and .since then has
met regularly at monthly intervals. Minutes are taken of each meeting and

circulated.

(e) Personnel working with the NCDDP

The project secretariat at central level has at present 27 staff. Ten are
technical.

At the governorate level, there is a NCDDP coordinator appointed for each
governorate. The post description for these coordinators is as follows:

to attend the monthly meetings with the Executive Director of the NCDDP.

H

to assist in setting policy and in planning for the implementation of

the project at governorate level.

1

to collaborate in the conduct of research and evaluation activities in

chosen facilities in their governorate.

~

-to supervise the training of staff in their governorate.

- to meet regularly with tl.. staff of the health facilities in their
governorate, and to ensure that staff are properly informed of the
project's policies and planned activities. Also to ensure 3upervisioq
of the implementation of project activities in the governorate, and to

give appropriate feedback to staff.

= to work with local community leaders and organisations to ensure their

collaboration and that of the :;ommunity in implementation of the project.

- to make recommendations concerning incentives for the staff working with

the project in their governorate,’
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- in their governorate, to organise a steering committee for the project

and a sccretariat for the project. *

- to ensure that information on surveillance and monitoring of diarrhoeal

diseases and project activities is collected, analysed, and transmitted

- .,

to the appropriate levels.
2. BUDGET, AND OTHER RESOURCES AVAILABLE TO THE PROJECT

(a) Budget available

The budget available for the NCDDP is considerable. For a’five-year
period the USAID grant amcunts to 26 million dollars. The Government of
Egypt counterpart budget for the project is nearly 20 million dollars. This
is a major investment into one health programme, and is a clear indication of
the very high priority given by the Government to the control of diarrhoeal

disease mortality.

The following table* summarises the budget for the project for the period

1 August 1983 to 30 June 1984,

) » “ » ¢
‘Project componant Egyptian pounds . US dollars
g S
Ceatral administration - 341 000 8 1 022 204 34
Governorates and local services 1 066 890 27 . 972 400 40
Producticn and distribution 281 2730 . 7 440 000 . 14
" Training S 394 020 10 610 500 20
Research and evaluation . 721 600 19 -
.»Mass media and public education 1 171 830 29 -

TOTAL 3 976 610 100 3 045 104 100

- The budget planned for 1984 is attached as attachment 5.

* a more detailed version of this table is given as Aittachment 4
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The project budget as proposed by the original grant agreement is as follows:

(us $000)
YEAR
INPUTS “ S 1 2 . 3 4 5 ALL
9
Jperational costs
Honorariums i 26 ) 8 7 5 3 49
Staff Office . 46 43 37 28 16 170
Direct Training 12 22 "1 - - 35
Incentives . 15 - 788 678 521 300 2 36.
Sub-total : 159 86l 723 554 319 2 616
Program costs
Technical Assistance 848 949 1300 1073 700 4 870
~ Participant Training 140 17 19 —— - 176
Equipment & Commnodities 962 2 738 1 360 3 086 5 160 13 306
Other Local Costs ‘ . 622 978 533 444 386 2 963
Sub-total 2 572 4 682 3212 « &4 603 6 246 21 315
Sontingency 236 479 340 446 568 2 069
Total A;D 2 967 6 022 4 275 5 603 7 133 26 000
.)perational Costs
Honorariums D m— ) - 5 8 12 27
staff Office ——— 11 24 42 65 142
Direct Training [ - 5 1 —-—— —_— 6
Incentives ——— 197 452 781 . 1 199 2 629
© Sub-total - " 215 482 831 ° 1276 2 804
Arogranme Césts
Personnel S 189 1552 1911 2029 2 362 8 048
Commodities 270 520 838 1 243 1 750 4 621
Other Local Costs 80 1 25¢ 57 65 75 1 527
Sub-total ‘ 539 3 327 2 806 3 337 4 187 14 196
Total GOE B 539 3542 3288 4168  .5463 - 17 0Q0

Project total ' - 3 506 9 564 7 563 9 771 12 596 43 000
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It is clear that the project does not lack funds, Indeed, the financial
management problems described indicate the difficulties the project has faced

in establishing a management structure for this budget. The group has made

rccommendations on this aspect. However, no specific recommendation was mada

concerning the proportion of funds to be allocated to cach componcnt of the

project.

It will be noted from attachment S5 that for 1984 mass media and public
education will get the largest share, Technical activities such as support
to the governorates, productlon and distribution of ORS, and research and
evaluat1on, will receive about the same, but training seems to receive by far
the least. In a sense, the group felt that this proportion of resource
allocatlon was reflected in some of the perl“mu that the project was facing,
namely that the services components of the project were not able to keep pace

with the mass media and public-education components.

(b) Supplies and equipment

There appeared to be no problems in this area at central level, but sonme
deficiencies were noted in the health services. The group observed during’
their field visits that the vehicles that werc planned to be given to the CDq
coordinators at the governorates had not yet arrived, and that this vas

impeding the supervisory activities,

(c) Participation of WHO

This participation has been both with the national CDD programmne before
the inception of the project, and with the project itself.  The collaboration
of WHO has been in the areas of training, research, ORS production (with

UNICEF), and evaluation. ‘ J

For training, &4 senior Egyptian health officials have been trained in the
WHO course for CDD national programme managers (including the outgoing
executive directer of the project). The WHO course for CDD supervisory
skills was field tested in Alexandria in 1983 vith 40 participants and faculty
from varioﬁs parts of Egypt. In addition, a number of Egyptian clinicians
have been trained over the vears by WHO in the c¢linical management of
diarrhoea, Divectors of MCH clinics from all over Egypt received one week of

clinical training (10 courses in all), at E1 Suaiby lospital in 1982-1983,
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For rescarch, WHO has svoported a wide variety of research projects of

* interest to the national programme. These are listed in Attachment 9.
t

For ORS production, the WHO/UNICEF ORS production engineer made a visit in
1982 to advise the projeét and C,I.D, on technical problems associated with
ORS production. In 1983, WHO supported a CDD/EPI curriculum workshop for
nurse educators at the Alexandria High Institute for'Nursiné. Participants

from 5 nursing schools attended.
With regard to evaluation, WHO is supporting this Phase One review.

For future WHO participation, this will continue in the same areas as
those mentioned above. It is likely that the WHO/CDD supervisory skills
course will prove very useful for the project for use at governorate,

district, and health centre levels.

- A specific request that was made to WHO during the course of the review
was to conduct quality control testing-of the ORS produced by C.I.D. and this
will be done as soon as possible. WHO will be willing to continue its
involvement in the production of ORS, in conjunction with UNICEF, and, as :
recomnended by the review, the WHO/UNICEF ORS production cngineef will make a

g

further visit later this year.

As regards evaluation, WHO is very interested to continue its
collgboration with the project in the conduct of such reviews, and in the
conduct of cluster sample surveys on diarrhoea mortality and morbidit&. For
WHO the Egyptian experience is likely to provide mucb useful information that

could be of benefit to other countries who are beginning their CDD programmes,

(d) UNICEF participation

~ As_has already been mentioned, in 1977 the Ministry of Health requested
the assistance of UNICEF in supplying ORS packets for the health services.
From 1977 until 1981 UNICEF supplied a total of 5 061 750 27.5 gram packets..
The results of this confirmed the earlier pilot study on the acceptability and

effectiveness of ORS.

In order to launch a countrywide programme for the oral rehydraticn
therapy, the Ministry of Health entrusted the C,1.D. company with the

responsibility of producing ORS locally, and requested the technical and
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material assistance of UNICEF, with a view to establishing a production line

capable of meeting the country's needs for ORS packets.

In 1981, UNICEF supplied a Merz machine and ingredients for ORS, together
with aluminium foil capable of producing 5 000 000 packets per year.
Production began in 1982 with a cotal production for that'yéarﬂbf 618 540

packets (27.5 grams). In 1983, 2 275 700 packets were produced, and in 1984
(until April), 1 577 200 packets were produced. This production is ample for

the needs of the Ministry of Health facilities.

In mid 1982, UNICEF provided training in E1 Shatby hospital for health
personnel for 7 districts"of'thc'six governorates.whére there is ongoing
UHICEF assistance, namely: Aswan, Qena, Sohag, Assiut, Gharbeia and

Beheira. Supplies and cquipment for the facilities in these seven districts

have also been provided.

There has been a recent recommendation from the HCDDP to charge the UNICEF
packet size from the current 27.5 grams to the 5.5 gram packets. UNICEF will
seriously consider this request and start procurement as soon as pessible to

comply with the NCDDP packet size.
3. PROJECT GOALS AND ACCOMPLISHMENTS

The broad objectives of the national programme have been since its
beginaing in 1977 to reduce child mortality due to diarrhoea by the use ¢f
oral rehydration therapy. The NCDDP has an identical objective, with the
addition of a target for 1987 that mortality will be reduced in children under

5 years by 25%.

Within the framework of the overall objective of the project, the
objectives of Phase One have been described. These are essentially
organisational and developmental and do not concern dircctly the reduction of
mortality. Thus, this review does not attempt to measure the mortality
reduction alrezady achieved, although it is likely that the project has already
made substantial impact. The findings of the recent EPI/PRC evaluation
showed that ORT is already widely used (40%) and if this is effective usage,

-there should already have been an important mortality reduction,
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The Phase One‘objectives to organize a national steering committee and
national secretariat, to establish the programme on a test basis in one
governorate (Alexandria), and to develop and test feasible strategies and
activities for Phase Two, have all been acnieved successfﬁlly. However, as
part of the planning process for Phase One, seven object{veg'réiéted to its
design and implementation werc formulated. These may be described as '

sub-objectives or activity objectives for Phase One:
- to create a strong effective administragion
- to establish field coordination and implementation
-+ = to train hcalth professionals in rehydration skills

- to conduct marketing and mass education for rchydration, nutrition and

pfevention
~ to produce and distribute rehydration materials
- to design and sponsor research in support of the NCDDP strategies
‘ —‘to evaluate progress

The major tasks needed to achieve these sub-objectives were listed for
Phase One. The following paragraphs assess the achievements of these targets
in terms of task achievement. They were prepared for the review by the NCDDP
secretariat. ' - ’ : SR

The Performance of the NCDDP Phase One relatéd to {ts subobjectives and the

tasks required for sub-objective (November 1982 to May 1984): - Cr e
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As of May 31, 1984:

Sub-objective 1: Create a strong and effective central administration:

" 2 . .

Tasks:

i. Organise secretariat (hire technical
étaff,.locate in ;uitable space, desién work
plans). ‘ - * ACHIEVED
~ however late hiriégs and false starts delayed ; ‘
achievement until May 1984. Executive Director
unable to be full time since July 1983. Salaries
are geared to MOH levels and are not competitive

for non—-governmeutal professicnals.

ii. Develop administrative procedures, and
contract management, and implemecnt plan for
vehicles ", PARTIALLY ACHIEVED
- a wealt link: there were serious delays in
centract negeotiations and payments. The project
lacked an office administrator until recently.

The plan for vehicles is not yet implemented.

Sub-objcctive 2: Establish coordination and implementation of NCDDP efforts in

the field and with other orgenisations.
Tasks:

i. Establish an ORT coordinator in each

governorate to organisc training sessions,

help establish rehydration centres and distribute

materials and send back data ‘ ‘ PARTIALLY ACHIEVED
- = some coordinators are less active than desired,

Ihie work plan was never put into effect.

ii. Establish major hospital rehydration centres
at univeraity, teaching and central hospitals of - ACHIEVED
goverrorates. . '
~ only one centre exicted in November 1982, now

theve are 12.
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iii. Cooperate with international groups
(ie.: host visitors from other countries, present
papers at international meetings, plan for tours

¢ other national CDD programmes) ‘ PARTIALLY ACHIEVED

~ international tours still in planning:stagéa

iv, Provide technicgl information services

(library, distribution of key articles,

publication of technical newsletter, holding

of seminars and conferences) L : ACHIEVED
ONGOING

Sub-objective 3:Train health professionals in rehydration skills,
Tasks:

i. Develop coordinated training ‘plan with
objectives, curriculum, target groups,
recruitment schedules, and followup - NOT ACHIEVED

- just now underway.,

il, Create manuals, posters, physician's training
film and slide sets. - ' . PARTIALLY ACHIEVED
The Training film and nurses manual are postponed to

Summer 1984.

iii. Train physicians and nurses at major

rehydration centres and followup on this

training ‘ . . ‘o PARTTALLY ACHIEVED
- recruitment has been uncoordinated and there |

h#s been little post-training followup or support.

50% of physicians go on to do ORT. Nurse

. training is unsatisfactory on many counts,

iv. Do research for a prototype training scheme
for mothers (diagnosis and mixing of ORS) ACHIEVED
- vhils quite effective znd not costly, the

likelihood of widespread adoption is uncertain.
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Sub-objective 4: Conduct marketing and mass education for rehydration,

nutrition, and prevention.
Tasks:

i. Do matket research (language concepts,

attitudes, home environment related to ORT)

among mothers and health professionals .- -ACHIEVED
NGOING

—-extensive cthnographic research nearly complete.

ii. Define ORS product: packet size, name, logo,

price, and method of distribution . - ACHIEVED
- there is a need to study alternatives:

premixed solution, citrate formula, rice

powder formula.

iii, Develop message testing (focus groups,

intercepts, surveys) ACHIEVED.
. iv, Develop basic messages and modalities
for broadcast (TV, radio, public meetings,

print and billboards) ' _ ACHIEVED

v. Evaluate media campaign for phase one .- ACHIEVED

- highly successful,

vi. Plan for 1984 media campaign started late . ACHIEVED
by two months, ‘ ONGOING

Sub-objective 5: Produce znd distribute rehydration materials.

Tasks:

i. Produce prototype packet, distribute
in Alexandrig governorate, evaluate PARTIALLY ACHIEVED
- distribution by state pharmaccutical

firm less than ideal =nd late.
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ii., Determine requirements for ORS nationally ACHIEVED
. ! ‘
annually, ' : oL ONGOING

- initial estimates, determined

epidemiologically, to be reviewed late 1984.

iii. Contract for adequate ORS production for
1984 - . . -+ PARTIALLY ACHIEVED
- bureaucratic delays will cause shortfall

during diarrhoea season,

iv. Plan for efficient national distribution * ACHIEVED
ONGOING
-contract with private sector pharmaceutical

distributor.

v. Develop, procure, and distribute standard

rehydration centre rchydration materials

(200 cm3 cups, mothers' seats, scdles, necedles,
nasogastric tubes, etc) S ' ACHIEVED

' ONGOING.

vi., Rescarch and produce standard poly-electrolyte

IV fluid . : ACHIEVED,
vii.* Develop 1985 production plan ACHIEVED
ONGOING,

Sub-objective 6: Design and sponsor research in support of NCDDP strategies.
Tasks:

i. Sponsor clinical research (drugs, fcéding, _

ORT trials, composition of home fluids etc) ACHIEVED
' ' _ ONGOING

- sponsorship establishes inter-programme links,

strengthens rehydration centres, grooms. future

professors, and provides answers nceded for |

decision making.
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ii. Sponsor cpidemiologic research (morbidity
and mortality, patterns of illness, ORT .

requirements, seasonality)

[ ¢ '

iii. Sponsor ethnographic research. °

iv. Sponsor applied research (mixing trials,
lay deliverer feasiblity; training methods,

cost of care, etc).

v. Publish majority of findings in NCDDP

newsletter and/or international journals

_ ACHIEVED
ONGOING.

WHO~EM/DIAK.DIS./34
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ACHIEVED

ONGOING.

-
-

ACHIEVED
ONGOING.

“ACHIEVED
ONGOING.

Cul, ~ S g .., '-' ey e . I 4
fub-objective 7: £vsluate the progress and outcomes of the campaign.

Tasgks:

1. Develop overall evaluation framework and
build in ongoingy evaluation into cach programme
& & &

component

ii. Organise national evaluation scheme for 1984

- delays in contracts negotiations,

iii. Retrieve official local and national
statistics

~ not always available timely or accurate.

iv. Develop sentincl sites for micro-evaluation

of NCDDP strategies

v, Support cvaluation with state-of--art micro

computer with statistics software

ACHIEVED.

PARTIALLY ACHIEVED

. PARTIALLY ACHIEVED

ACHIEVED.

~ ACHIEVED.
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For the future, the group noted that there was a slight discrepancy
between the planning process outlined in the summary table above and the

evaluation framework prescnted to the group for 1984 (NCDDP document: 1984 -

F-amework for Evaluation).

The planning process appears to take the overall objectives, and then
define objectives for Phase One, and then break these QOwn'into
sub-objectives. Each sub-objective has a series of tasks or activities .
required for its achievement. These tasks were quantified for Phase One to

permit casy evaluation, such as that represented by the above,

The evaluation framework proposed uses as its starting point the same
overall objectives, but appears to use a different approach to developing
evaluation indicators. When planning for Pi ase Two, a common planning and

evaluation framecwork would seem to be desirable.

With regard to the status of plauning for Phase Two, the evaluation
framework for the year 1984 bas been prepared as mentioned above. The

objectives for Phase Two are:

Training

All hospitals, health centres, health units to have an active rchydration
unit. . ‘ .

90% physiciané and nurses caring for children to be aware of oral
rehydration thcrapy.'v ‘

100% of inpatients, 90% of outpatients receive proper rehydration and
nutrition education. ' : ' .

Training manuals and curriculum dispensed and used at nufsing; medical

schools and post-graduate training.

Proauction ' ‘

At least 40 million 5.5 gram packets broducéd annually (amended post
evaluations). Alternative product presentations evaluated.
ORS available at 100% of pharmacies and. health outlets.

Reseatch

Discover cost-effectivencss delivery systéms. _

Provide full epidemiologic aralysis (including microbiblogy) of diarchoeal

diseases.
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Resecarch alternative compositions to ORS (including super ORS),
Rescarch feasible steps in prevention (including study of possible

vaccines).

Mass Fducation

v Conduct full mass media campaigns.annuaily and cvaluate. .-

OQutcomes
Reduce uvnder three mortality from diarrhoeal dicecases by at least 257,
Impact on infant nutrition. .-

Establish cost-eificiency analyses,
4. TRAINING

A considerable number of health personnel were trained by the national CDD
programme before the start of the project, The project itself has also been

active in training of health workers,

The project has concentrated on training of health workers in the
treatment of diarrhoea, that is to say rehydration therapy, with the emphasis

on oral rehydration therapy and proper feeding during diarrhoea.

The approach taken by the project to training in rehydration therapy has
been as follows: In addition to supporting the training centre El Shatby
Hospital, the project has helped establish eleven new rehydration treatment

and training centres as of May 31 1984, These centres are:

Abu El1 Reesh Hospital, Cairo

Tanta University Hospital, Gharbia

Bab El1 Shaareya .Hospital, Cairo
E) Hossein University Hospital, Cairo

El Galaa Hospital, Cairo

Om E1l Masryeen Giza Central Hospital, Giza

El Ramle Paediatric Hospital, Alexandria

[o R - ALY, B~ B VU L
.

El Kebari Polyclinic Hospital, Alexandria

(Ve
.

Sidi Bishr Polyclinic Hospital, Alexandria
10. Hansoura Fever Hospital, Dakahliya

11. Aswan General Hospital, Aswan
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For these rehydration treatment and training centres, a cadre of trainers
) :

was built up. To do this training experts furnished through the project

conducted one week training courses consisting of intense practical expurience

and demonstrations led by an expert. This was found to be sufficient to give

staff confidence to operate a rehydration programme.

-2

Following this a programme of training of physicians and nurses

started at the established training centres. The table that follows

summnarizes the training'givenAby the project to date:

Category of personnel Place Date of training

No. trained

Subject

Abu E1 Reesh )
Physicians El Shatby ) 1983/84
Bab Al Sharia )

Physicians Abu El Reesh ) - 1983/84
El Shatby )

Fom E1 Khaleeg)
Nurses . NCDDP & ) 1983/84
Om El Masryeen

Directors of pharmacy
sections of governorates  NCDDP 1983/84

Pharmaceutical sales .o .
representatives NCDDP . 1983/84

320

196

- 461

29

rehydration
6 three-day
courses

rehydration
one week

rehydration
6 days

rehydration

rehydration

As a result of these training programmes many MCH and urban health centres

and rural health units around the country provide active ORT scrvices on

site.

In addition to training of health workers, the project has made

considerable efforts to develop and produce appropriate training-methoas

for mothers. An experiment in which over one thousand mothers received

training at Bab Al Sharia Hospital is currently being evaluated. The

mothers were trained in the diagnosis of dehydration and the preparation

and administration of ORS;
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. The training is done in the rehydration centre, and is done after
their children have becen rehydrated. The training is done in groups of
4 to 8 and lasts about one hour. The evaluation, now being done

suggests that mothers retain the information for a period of secveral

months, and also pass on the information to neighbours.

The project huas conducted ceaufercnces and seminars for audiences of
specialists, general practitioners, nurses, and pharmacists in 8
goverinorates, A total of 8 such meetings have been held and from about

50 to 200 staff attended each meeting,

The training materials developed by the project in Phase Onc consist of:

treatment charts in Arabic and English
a treatment brochure in Arabic
2 brochure fov pharmacists’

a standard tecaching slide set with accompanying lecture notes

‘an illustrative sequcnce {on slides) of ORT in a child

the first issue of a newsletter (second due July 1, 1984)

a nurses' self-instructional manual

a video film on ORT featuring four eminent paediatricians

nuinerous reprints from world literature

PRODUCTION AND DISTRIBUTION OF ORS, AND OTHER REHYDRATION MATERIALS

The national CDD prograrme and the project use the WHO-recommended formula

. for ORS. Two packet sizes are currently in use: the 27.5 gram packet for

1 litre supplied by UNICEF and produced by the C.I.D. company on behalf of

UNICEF and a second packet size of 5.5 grams for 200 ml proeduced by the

C.I.D. company under, the brand name Rehydran.,
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At present the C.I.D. company is the only local producer of ORS. It is
planned in 1984 to tender for bids for ORS production in an effort to interest
other companies in producing ORS.

ORS supplies: production in 1983 and future plans

Source 1983 - 1984 1985 1986
National production:

27.5 gram packet UNICEF 2 000 000 2 000 000 ~ 1 500 000 - 1-000 000

5.5 gram packet UNICEF - : - 10 QOO 000 10 000 000
5.5 gram packet o 617 600 1.750 000 to be discontinued
Rehydration '
"5.5 gram packet for . 100 000 16 000 000 35 000 000 45 000 000
NCDDP
" Total 27.5 gram 2 000 000 2 000 000 1 500 000 1 000 000
packets
Total 5.5 gram 6 276 000 17 750 000 35 000 000 45 000 000
packets

The current stock held at central level is 750 000 packets of 27.5
grams., At present there is a shortage of the 5.5 gram packet and there is no
stock available at central level, Production of the latter will be
accelerated as soon as possible. The aluminium foil needcd for the
production of the 5.5 gram packet has now arrived in Egypt and will be sent to

the CID Company as soon as possible.

Shipments are made to the governorates twice a year on request. In 1933,
1 870 000, 27.5 gram packets were distributed to Ministry of Health
facilities, and 6 276 000 packets of the 5.5 gram packet were distributed
through the private pharmacies. There appcared to be no storage problems at
any level of the services for the ORS distributed to the health facilities.
The packets are stocked in the Central Government Phafmacy, and distributed

‘through its normal distribution system.

The review group received no reports of spoilage or deterioration of the
packets, although it was reported that the lorries that distribute drugs often

have very high temperatures in their cargo cowmpartment,
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The team that conducted the field visit in Cairo also visited the C.I.D.
factory. Their findings were as follows: the aim of the visit was to find
out the currcnt stetus of production for beth the Rehydran and the UNICEF

packets,

The visit revealed that there was a surplus of UNICEF packets (27.5
grams), and a shortage of the Rehydran packet (5.5 gramé). The UNICEF
packets are given free of charge to the patients via the health facilities,

vwhereas the Reliydran is sold for LE 0,450 per ten packets.

Rehydran is at present being produced on two Rovema machines. In May
1984, the capacity of these machines was 1 250 000 psckets per year. The
C.I.D. had procurecd four more Rovema machines and by the end of 1984 would
have a production capacity of 17 750 000 packets for 1984.  With six machines
operating, the monthly production capacity for Rehydran accerding to the
director of the company would be 2.5 million packets a wmonth, or 30 million

packets per year,

The Merz machine provided by UNICEF together with the ingredients and foil
required to produce the 27.5 gram packet is capable of preducing 5 millicn
packets per year., As of the first of May 1964, there is a surplus stock of
680 000 packets, and thevre are énough ingredients availablice to produce a
further 5 million packets. Furthermore, there has been the request from the
NCDDF to discontinue the use of the 27.5g packet in favour of the 5.5 gram

packet,

There are thus several issues to be resolved by the project with the
C.I.D. company and UNICEF. - Firstly, the timing of the discontinuance of the
27.5 gram UNICEF packet to ensure the existing surplus and the available
ingredients are not wasted. Secondly, hiow to ensure that the production
capacity for the 5.5 g° m packet can be increased. It should be noted that
cven vith all six Rov .a machines operating there will still not be enough

production capacity to meet tha estimated need of 35 million packets in 1984.

"Thirdly, if the Merz machine is to be adapted to production of 5.5.gras
packets, then somz spare parts will be nezded and a continuing supply of foil

(different from that used on Rovema machines).
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With regard to the uses of intravenous fluids, the project has completed a
research study to identify a common rehydration fluid for intravenous usec.
This solution, whose use will be endorsed by'the Ministry of Health, will bea

produced by the El Nasr company and distributed to hospitals.

. The study conducted by the project recommended the adoption for national
use of a single poly electrolyte intravenous fluid with the following

composition:

mMol/litre: Na+90: K+15: acetate 40: Chloride 65: and glucose 111.

6. THE TREATMENT OF DIARRHOEA:

The project has established a trcatment policy for Egypt. This poliéy is
based on the previous experience of the national CLD programme, and also the
research studies carried out by the project in Phase One. The treatment

policy may be summarized as follows:

Home trcatment: at the onset of diarrhoca, before it becomes watery, the .
mother is advised to increase the amount of fluids given to the child using
any home available fluid. HNo specific recommendation on the best type of
fluid has yet been made. In cases of watery diarrhoea the mother is advised
to obtain and use ORS. The use of salt and sugar solutions made up by the
mother in the home is not part of the treatment policy.

If the diarrhoea continues, becomes watery or the child is dehydrated, the
mother is advised to scck care from the health services where the child will
be given ORS. If the mother is already aware of ORS and knows how to use it
she may start treatment with the ORS iﬁmcdiately, if she has the packet
available or can purchase from a pharmacy. The same criteria apply for
refertql for medical care. The mother is advised to continue breastfeeding
.the child during the diarrhoea where appropriate, and to continuc feeding the

~child as soon as possible when appetite returns.

" Treatmeut by a health facility: oral rehydration therapy is used as the
initial treatment unless the child is scverely dehydrated or there are other

indications for intravenous therapy.
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The project's guidcelines on the organization of rehydration centres and
management of diarrhoea by health workers is being prepared, as is a training

film. In addition, a treatment chart has been prepared (Attachment 6).

Antidiarrhocal drugs are not advised for treating children, and
antibiotics are only used when there is a spccnflc 1nd;cat1on to do so. In
view of the importance of ensuring that all scctors receive o staudard message

on diarrhoea treatment, it is important that a guideline be issued by the

In terms of problems concerning the 'project's trecatment policy, it was
reported to Lhe group that it was not yet fully accepted by a nlnornry of
health workers. Especially important is the fact that the policy is not ye

accepted by a number of paediatricians,

The revicw group noted that the palicy stresses the early use of OKS,
starting if necessary in the home, and this has very important operaticnal
implications for the project inasmuch as mothers and pharmacists will need to

know the correct use of the salts.

Another concern expressed by the group was the fact that the C.I.D.
company markets an antidiarrhoeal drug with the brand name Entocid. This is
a powder containing nmong other things cnterovioform and sulphaguanidine. .
‘The powder is packaged in an identical packet to Lhnr of Rehydran, cxcept that
the label is a diffevent colour.  When seclling this product it was observed
by the group that pharmacists advise mothars to dissolve the powder in a
little water. The possibility of confusion with the use of Rehydran scems

inescapable,

There are a large number of antidiarrhoeal preparations availablz on the
market, These,preparationsAusually contain antidiarrhoeal drugs and

entibiotics.

] The plepuratlons most cormmontly avallablc for the LrLdtWLAt of diarrhoca on
the commercial market sre: Diapec syrup, hlmulol syrup, Ln;crovquorm S
tablets, Entocid powder, Entocid tablets, Pectal syrup, Diamycin syrup, Diacan
syrup, Enteroguanil, Flagyl tablets and cyrup, Lomotil tablets and syrup,

Streptophenicol syrup and capsules, Imodium drops.
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The cowpaniés producing phammacecuticals in Egypt are as follows: Arab

Drug Co., Alexandria Co., Chemical Industries Development Co., Nasr Co., the

Nile Co., Kahira Co., Memphis Co., Misr Co.

International companies producing in Egypt are: Hoechst Orient, PIizer,

Egjﬁt, Swiss Pharma (Ciba~Geigy, Sandoz, Wander), Squibb-;Eéyﬁﬁ.

Two other companies are importers of pharmaceuticals: Egydrug and El

Gomhoria,

7. OTHER CDD INTERVENTIONS (MATERNAL AND CHILD HEALTH, AND ENVIRONMENTAL
HEALTH)

The project is focussing on the use of rehydration therapy as the main way
of achieving its overall objective. Thus the use of oral rehydration therapy
is the mainstay of the project. Other MCH practices related to this are
strongly promoted such as breastfecding and proper féeding during diarrhoea.

' ' ' e o,

With regard to cuvironmental sanitation, the project has not yet involved
itself in this area. Potcntial]y'useful diarrhoea morbidity reduction
interventions such as handwashing, domestic and food hygiene, the proper use
of water and toilet facilities, have not yet been introduced as programne
component, As mentioncd later under research, future activities in the areas
of MCH and environmental sanitation will be studied to determine those

interventions most likely to have an impact in the Egyptian setting.

The Government of Egvpt is making massive efforts to introduce adequate

and pure water supplies and sanitation, to all parts of the country.
8. COMMUNICATIONS SUPPORT (MASS MEDIA AND PURLIC EDUCATION COMPONENT)

The project has made a major investment in this component with very
important, even dramatic, results. This is therefore onc of the major issues

addressed during the review, A brief summary of this couponent follows,

The NCDDP FPhase One mass media and public education component activities
wvere limited to Alexandria governcrate with the exception of one element, .
television, which had to be used on a national level, since Egypt does not
kave locczl TV broadcasts (there are two natienal channels cach covering the

‘entire country).



- 39 -

The communication strategy identified two distinct targel audiences:
health professionals and the general public, Each of these categories
includes its own sub-audiences, with variations in cducation, specialization,

and necds., Socioaconomic characteristics need also to be considercd.

The Alexandria pilot campaign produced and disscminated specific messages
aimed at promoting ORT. For health professionals, the empﬁaﬁis was more on
print media and person to person communication. For doctors, a treatment
chart was developed that explained the correct sigas, app:opridﬁe type and
place of treatment, and the different degrees of dehydration. A newsletter
containing relevant essays by leading Egyptian paediatricians was developed

and circulated to doctors in the context of the pilot campaign.

A booklet was developed for nurses, and a pamphlet was distributed to
pharmacists so that they could correctly advise nmofthers, The canmpaign for
the general public (especially mothers) utilised different media to diffuse

the folloving specific ideas and inforvmation:

- pive plenty of liquids (especially soups and juices) and centinue
breastfeeding your child if he or she has diarrhoea;

- watery diarrhoea and gostvoentervitis cause dchydration which car lead to
the death of the child;

- recognize the signs of dehydration: weakness, vomiting, high

)

temperature, loss of appotite and sunken eyes;

- take your child immediately to a hospital whch has a special unit to
treat dehydration if you vecognize any of the signs of dehydration (the

names of particular hospitals in Alexandiria were given)
- continue to feed your child if he or she has diczrrhoea,

- the advsntages of using ORS were conveyed in the messages as well as
where to obiain it and illustrations of its effectiveness,
i

Tnis information was counveyed in a multi-medie cempaign uitilizing vadio,
TV, group communication, and ovidoor medin (billbosyda, posters, stickers, aud
flyers), and a suall scale use of the press.  Radio znd television reached
s £rn
34

more peopts than sy other medivme  0f the two television usn oy mov: effective,



WHO-EM/DIAR.DIS. /34
EM/EGY /CDD/001

- 40 -

The NCDDP sponscred a daily 15 minute programme which utilized various
formats, including interviews with mothérs; doctors, drama, songs, prize
competitions, Television used two commercials, and was innovative in having
. a very well-known entertainer and professor of paediatrics together in a

.commercial, . This was the first time that this had happened on Egyptian TV.

The results of the campaign: television was used nationally, but not by
choice. Alexandria, the test market had no local TV station, so TV messages
had to be tested on a national scale. The project was aware that ORS was not
freely available in the pharmacies, and so the commercials advised mothers to
obtain ORS from health units and hospitals. Pharmacies were not mentioned as

a source of ORS,

. Radio and television (particularly the latter) had a very powerful impact
on knowledge and practice for ORT. Based on survey data collected in
Alexandria, before and after the pilot campaign, awareness of dehydratioﬁ rose
from 32X of moﬁhcrs to 87% (including awareness of ORS). The percentage of
mothers mentioning ORS in the treatment of dehydration rose from 1.5% befofé
the campaign to 51.4% aftcer the campaign. Likewise, the percentage of
. mothers knowing that breastfeeding should continue during diarrhoea rose_fgom

3% to 64.6X. The most important chparge perhaps was that use of ORS rose from
12 to"36.2% o

" During the review, the group found that the impact of the television
campaign had been equally powerful in all the governorates visited. In upper
Egypt, the team that visited Qena governorate found that the majority of -
people asked, both public and professional, and both fathers and mothers, had
either seen the commercials or heard about them, and also knew that ORS wag

used in the treatment of diarrhoea.

The implications for the project of the success of the TV.campaign
natioawide are importent. With the summer season of diarrhoea approaching in
1984, and the raised expectations among the public generated by the campaiga,
the project will be in a near cmergency situation to ensure that the services

are available and that sufficient QKRS ic also available.
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At the same time, the momentum of the campaign should not be lost. It is
important, however, Lhat .the services have a chance to catech up so that the
public will not be disapbointcd. It is also important that the messages be
reinforced so that ORS is effectively and correctly used by the public, If
not, then there may be dissatisfaction, either because the trcatment is not
effective, or that there is a risk of side effects with improper use of ORS.

9, SURVEILLANCE AND EVALUATIOHN

(a) Routine Reporting

The reporting system of the Government health services provides
information on diarrhoeal cases and deaths by age group, although this

information is mot regularly available to the project staff at central level,

It was reported to the review group during their ficld visits that the
normal system of reporting did not givc‘nn accurate estimate of actual
diarrhoeal cases as many of these did not use theé Gndcrnmcnt services, Three
of the tezms visiting governorates mentiouncd the need for accurate reporting.

>
.

One team (Cairo) mentioned that such statisties wer> Jacking. One team .
(Dakahliya) mentioned that health personnel nced to be aware of the value of
effective reporting, a2nd one tcam {Qena) found good information was available

at all levels but that this information was not being used,

It is also well known that diarrhoca deaths are undercported and a figuzre

of 337 underreporting has becn given by cre source (CAPMAS survey 1974-75).

The service units, hospitals and health centres rcport on a monthly basisg
to the distvict health offices. These in turn repert to the governorate health
offices. It was the impression of the review group that there was incomplete
reporting in some géveruorates, and inadequate réporting to the central level.

analysis of available data at each level scemed to be inadequate.

Tt is noted that supervision of reporting is one of the functions of the
governorate NCDDP coordinators and that these staff oave theretore responsible

for the transmission of reports to the project at central level.

- There appears to be no reguler fredback of information to Lhe various
-service levels, althovrgh the Newsletter serves this feuction Lo a certain

extent. Again the [urcbicn of the governorate projuc!t coerdinaiors 1.8
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stressed in this regard.

(b) Project reporting

Ahpart from the routine reporting system the NCDDP has established a simple
féporting system for the service units that are operating under the project.
This is based on a project register that is used in each bRT room or centre. An
English translation of the form used is given in attachment 7. . This register
is used in well ove; 504 of health centres of all fypes, although 1its use in
hospitals is less. This register permits accurate reporting of diarrhoca

cases and treatment with outcome.

(¢) Annual Diarrhoca Movtality and Morbidity

These data are best obtained from special surveys at different levels.
They indicate an under 5 death rate from diarrhoea of about 20 to 25/1000 and
an under 3 death rate of about 30/1000, within the last five years (see page
8, references). Point prevalence rates in summer range from day prevelance of
33% in rural Egypt to 15% urban. The rates arc one half to one third of this

in winter (unofficial NCDDP data, Taxnoy study).

The project has collected a large amount of epidemiological data from
various studie: and sources, and has thus been able to make up a fairly
complete picture of the situation in Egypt. The review groupAreferrcd
constantly to the document provided by the project: 'Epidemiology of
Diarrnoeal Discases in Egypt'. Selected tables from this document are given

in attachment 8.

.(d) Sentinel Surveillance

" The éroject has established a several sentinel reporting areas in a
longitudinal study of 5 000 to 6 000 children from rural and ﬁ;ban Egypt and-
this provides data on precvalence, severity, mothers actions, and outcome, The

sentinel reporting areas are in scven governorates.

(e) Special Studies

' The need for accurate ﬁortality,'morbidiéy,'and ORT data has alrcady bees

mentioned,
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For the future, the project intends to conduct a series of double round
cluster surveys to provide accurate baseline data, and also to permit

'
monitoring directly of the mortality reduction target of the project.

This survey will be done in two rounds, covering children under 3 years in
selected areas. Children will be ideptified during the first.round in June at
the start of the diarrhoea seascn, and then followed up after the summer and

vinter diarrhoea scason in a second round in January.

The project will usc an adaptation of the cluster sample method used by
the WHO CDD programne. The adaptations introducad are to have a much larger
number of clusters: 175 instead of 30, and a larger sample size: 10 500
children. There will also be a narrower age group: children under two ycars
instead of under five years. Furthermore, two subclusters will be selected for

each cluster.

The survey will provide information on diarrhoca.morbidity, child
mortality (all causes), breast feeding, and the use of ORS, Additional
information will be obtained on the educational level of the mother and water

supply available to the family.
10. EVALUATION

The evaluation framework for the project has already been mentioned, This
frameuork has been devised to evalvate the activities of the project to the
end of 1984, The framework has set targets for activity accomplishment for

1984, and the way in which the information is to be obtained is described,

The review group was impressed with this approach but suggest that some of

the targets may need to be revised in the light of the results of the review,
11, RESEARCH

This component of the project has been active from the beginning and has
served a very useful purpose in providing the project with essential planning
and operational information. It is a notable feature of the project that its
major decisions could bz made quickly and with rescarch information to back
them up. The review group is very conscious of the importance of such .
research for the future of the project aud hoe made speeific reconmendaiions

on possible priority eveas jor research,
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The research carried out through the project has been carried out in the

following areas:

- epidemiology: the longitudinal study covering scntinel areas in seven

governorates.

- applied rescarch: on operational topics: such as the chemical
composition of home prepared fluids; study of conéa{ners available in
the home; identification of a single poly-valent IV solution; the amount
of ORS nceded to rehydrate children in hospital rehydration units; use
of ORS in neonates with diarrhoea; health education of children and its
effect on siblings; the role of antiemectics in ORT} milk feeding after
rapid rehydration; teaching mothers how to mix ORS; mixing of ORS

studies.

- sociocultural research; the Sohag study for depot holders, to identify
local people who could deliver ORS on a domicil}ary basis; the media
habits of Egyptians in Alexandria; message testing and evaluétion of the
media campaign; focus group studies with mothers to identify the logo, ,
the colour and shape of the ORS box; emotional attitudes and concepts
with respect to diarrhoea; anthropological studies on illness and care

concepts,

"The studies supported by WHO have not been through the‘pfoject, but
directly to the requesting agencies. The topics for rescarch that have been
funded include: aetiology of diarrhoea, comparison of salt/sugar packets with
the full formula packet, the effect of antibiotics on the duration and

severity of diarrhoea, and feeding practices on diarrhoea.

A list of studies carried out by the project or sponsored byvié'fé
attached together with the list of WHO funded projects to date (see

attachment 9).
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-ATTACHMENT 1

Background data to Health Care System of Egypt

1. General informeztion

Egypt occupies the north castern corner of Africa. ‘It is bounded in the

north by the Mediterranean Sea, in the south by the Sudan, in the east by the
Red Sea, and in the west by Libya,

The total area of Egypt is 1 002 000 sq. km with only 35189 sq. km
inhabited. The coastline has a total length of approximately 3000 km, of

which one third fringes the Mediterrancan.

Egypt may be divided into three major geographical regions, namely: the

.Nile Valley, the Eastern Desert, and the Western Desert.

The Nile Valley runs through the desert and mountains of Upper Egypt and
then divides into two and runs through the delta region of Leower Egypt ~ one

of the rost fertile regions in the world,

The Fastern Desert comprises the northern part, a coastal strip where
vater is abunaant because of heavy rainfall, a dry central plateau, and a
steep rocky high area in the southern part. A soutiicrn zone of the Eastern

Descrt stretches along the coast of the Red Sca and is rich in minerals.

The Vestern Desert extends from the Nile Valley in the east to thc Libyan
frontier. The northern part of this region contains the northern plateau
region, the Great Depressiouns and the oases of $iwa, Wadi El-Natroun, and
‘Baharia.  The southera part of the region contains the veses of Farafra,

Kharga, and Dakhla.

2. Demographic information

Population: Approximately 46 million (1983); expected by the end of 1984:

48 million,,

Urban %4 per cent; rurzl 55 per cent.
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Number of children under 5 is 15 per cent or 6.9 million (1983).
Number of children under 3 is 10 per cent or 4.6 million (1983).

Habitable land: 4 per cent.

Population density: (in habitable regions) 2 400 inhabitants per square

mile.

Percentage of labour force in agriculture: 44 per cent.
Percentage of labour force workiﬁg abroad: 14 per cent,
Adult literacy rate: 47 per cent (1981-1982).

Per capita Gross National Product: .LE 470 (1981-1982).

3, Vital statistics

Crude Birth Rate: 38.5 per 1000 (1981-1982)
Crude Death Rate: 10.5 per 1000 (1981-1982)
Infant Mortality Rate: 76 per 1000 live births (1981-1982)

4., The health services*

(a) Health policy and strategy

The Egyptian Constitution, Article no. 16, states that every citizen has a
right to receive adequate educational, social and health services. The

national health goals are stated as follows:
1. Full coverage by health insurance in 1990.

2. Support for the public secfor, and encouraging the private sector in the

drug industry.

*This section is based on the Ministry of Kealth-document: : Country Programme

Statement: Egypt, 1983
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ATTACHMENT 1

Background data to Health Care System of Egvpt

1. General information

Egypt occupies the north castern cormer of Africa. ‘It is bounded in the
north by the Mediterrancan Sea, in the south by the Sudan, in the east by the

Red Sea, and in the west by Libya.

The total arca of Egypt is 1 002 000 sq. km with only 35189 sq. km
inhabited.  The coastline has a total length of approximately 3000 km, of

which one third fringes the Mediterranean.

Egypt may be divided into three major geographical regions, namely: the

-Rile Valley, the Eastern ﬁescrt, and the Western Descrt.

The Nile Valley runs through the desert and mountains of Upper Egypt and
then divides into two and runs through the delta region of Lecwer Egypt ~ one

of the most fertile regions in the world.

The Eastern Desert comprises the northern part, a coastal strip where
water is abundant becausc of heavy rainfall, a dry central plateau, and a
steep rocky high arca in the southern part. A southcrn zone of the Eastern

Desert stretches along the coast of the Red Sea and is rich in minerals,

The Western Desert extends from the Nile Valley in the east to the Libyan
frontier. The northern part of this region contains the northern platcan
region, the Great Depressions and tihe oases of Siwa, Wadi El-Matroun, .and
. Baharia. The southern part of the region contains the, vases of Farafra,

Kuarga, and Dakhla.

2. Demographic information

Population: Approximately 46 million (1983); expected by the end of 1984:

48 million.,

Urban 44 per centy rural 56 per cent,
} ’ I



WHO-FM/DTIAR.DIS. /34
EM/EGY/CDD /001

- 47 -

3. Upgrading the heslth facilities and the performance of family planning to

solve the population problem.

4. Raising the efficiency of preventive health services with firvst priority
to immunization, environmental sanitation, food hygiene, and early detection

and treatwent of endemic diseases, particularly bilharziasis.

5. Screngthening curative services with first priority to emcrgency medical

services (E.M.S.) and intensive care.

6. Upgrading health resources through efficient continuous educaticn and

training to all medical and paramedical personnel,

7. Developing capable Lealth information systems in support of the managerial

-process of the health sector at the central and local levels.,

(b) Highlights of the health sector

- the Miuistry of Health is the only organised provider of free hecalth

care for all portions of the population,.

~ only the Ministry of Health deals directly with preventive health, while
other ministries play prevention related roles concerncd with potable

vater supply and sanitation.

-~ all faculties of medicina and training institutions are free and open to

a very large intake of students,

- subsidised systcms exist of low cost medical supplics and
phiatnaccuticals distribution; prices are controlled ou non-subsidised

drugs.,

- almost all pghysicians engaged in private practice are employed members

of a salaried curative and preventive health care establishment,

- a relicensure system is developed to review and certify private health

establishments,
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* - the emphasis in the profit oriented private sector is on curative care

and the pharmaceutical industry.

~ the indicators for the death rates, morbidity rates and life expectancy
at oirth have shown a significant improvement of health status during
the past thirty years.

(c) The Ministry of Health (1983 statistics)

The Primary Health Care Lev§1:

- is predominantly preventive with some curative services,

- ig provided through ;arious types of facilities, with or without beds.
- is integrated in rural areas.

- is still fragmented in urban areas, but the policy is towards

integration.

“The Rural Health Units: (1967 units)
These are characterised by the following:

Tk~v are the main front line and first contact points of the service. Care
is free of charge. Each unit is staffed by: 1 physician (general
practitioner), 2 nurses, 1 sanitarian, 1 assistant sanitarian, and 1

laboratory assistant. Some units also have dentists.

The following activities are carried out by rural health units: MCH care,
"communicable disecase control, endemic disease control, environmental
'sanitation, health education, curative medical care and emergency medical

services (EMS), and vital events registration.

‘There 1s on average one rurai neaitn unit to 9000 population. The
physician in charge is compelled to 'serve for one year. In rural areas he 1is

alloved to charge a modest fee for housecalls when off duty,
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The Rural Health Centres: (556 centres)

These centres have the following staff: 2 doctors, 1 dentist, 1 laboratory

technician, 1 chief nurse, 6 nurses, 1 sanitarian, end 1 laboratory assistant,

Each centre has and average of 15 beds. The total beds available for all
units ia 7584. A centre serves one to three smaller viilages surrounding the
central village where it is located. The centres provide a similar range of
services to thosé of fered by the Rural Health Units, with in-patient

racilities in addition,
Rural Health Hospitals: (50 hospitals)

These are found in communities with populations of at lcast 20 000, They
contain 30 to 50 beds (total beds available 1377) and ave staffed as follows:
l surgeon, 2 general practitionmers, 1 dentist, 1 pharmacist, 1 saenitarian, 1

laboratoxy technician, 1 radiology technician, 1 chief nurse, and 8 nutses.
Urban Health Centres: (78 centres)

Fach centre serves an urban population of 25 to 50 000. They are staffed
with 1 general practitioner per 5 000 population on average, and each is
responsible for a different activity, eg, outpatients, MCH, school healch,
control and prevention of comaunicable diseases, health education, and
enviremsental sanitation. The centres operate integrated health programmes
oriented to the communities they serve, and include the sawme services as

provided in rural health centres.
Urban Materna) and Child Care Ceutres., (242 centres)

Each centre serves an urban population of 75 000 on average and contains 5

~'

to 10 beds. The centres provide medicine and treatwent free. The staff ave
as follows: 1 physician usually a MCH specialist, 4 nurse midwives, 3
orderlies, 1 pharmacist, 1 dentist, 1 nutritionist, and 1 laboratory

teclinician,

"School Health Units (158), Polyclinics (115), aud School Health Hospitals
(5).
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For these facilities there are in general: 1 school health physician per
4000 childven, and 1 school health visitor per 1000 children. These staff
have the following tasks: imuunisation, early detection of cases, first aid,
surveillance of environmental conditions, hcalth education, screcning and

health recording.
Health Bureaus in Urban Areas (365 bureaus):

These serve populations of approximately 60 000 and are headed by a
physician with support staff. The centres concentrate upon food quality

control, sanitation, immunization, and vital statistics.
Secondary and Tertjary Care.
District Hospitals (141 hospitals):

One hospital 1is situated in the main town of each district having a
o

population of between 50 and 100 000. Each hospital has an average of 100

beds (total beds available for all district hospitals: 13783).

The minimum speciality services provided are: general surgery, general
medicine, obstetrics and gynaccology, paediatrics, anaesthesiology, urology,

ophthalmology, and EMS. Many hospitals have other specialities available.

The staffing of district hospitals varies with the size and functions,
Each hospital has a governing board. The hospital director is accountable to

the health director of the district.

Governorate Hospitals (37 hospitals):

There is one such hospital in cach governorate capital, and the population
- served varies from 150 000 to 500 000. The hospitals contain from 200 to 500

beds (total beds for governorate hospitals: £857).

A full spectrum of medical care and speciality services are avallable

including ENS.-

Each hospital has a governing board and the hospital director is

accountable to the hzalth director of the governorate.
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Other Specialised Hospitals and Clinics (total beds available: 25869),

These include special hospitals such as mental, fevers, chest diseascs,
I
endcmic discases, opthalmic, leprosy, rabies, and obstetric and pacdiatric
hospitals, There are varying standards snd scales of staffing and facilities

availalile.

(d) Ministrv of Health Organisation and the General Directorates in the
Governorates.
An organisation chart of the Ministry of Health is given at the end of

thiis section.

Egypt comprises 26 governorates, 20 large cities (population over 100 000),

150 districts, and 4040 villagas. The planning process originates at
~village, district, and governorate levels., At the governorate level, health
plans ere grouped and adjusted. They are then adjusted and then passed to the
Director General of Health Planuning of the Ministry of Health where they are
coerdinated and adjusted according to the priorities which emerge as a rgsult
of reconciling the varicus plans of each of the dircctorate generals of the
Ministry of Hezalth.  Finally, all must be brought into horwmeny with what the
Minister of i'ealth heading the Health Board may wish to adept as policy, and
with the overall policics adopted by other ministries such as the Ministry of

‘Fconomy, the Ministry of Finance, and the Ministry of Planning.

Once these variocus azdjustments are achieved, then the governorztes are
\
informed about the status of the plans, and they ave asked to proceed with

implementation.

A1l administrative responsibilities rest with the governorate and some are

likewise transmitted to the districts.

The Ministry of Health has the following general activities cperating
under the supervision of undersecretaries: cach undersceyetary Ls responsible
for a group of geueral directorates and departments withing the broad area of
his programmes. The main areas sre: planning for the services, orgenisation,
studying and specifying levels of perfermance, surveillance and evaluvation,
planuing and execution of tesearch and traiuing programuee, health cducatien,
developnent. and issuance of health laws and decrees following National

tocewbly and Presidential approval, execution of healih progresss.s [ov
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national emergencies, management of internatiocaal assistance.

(e) Health manpower

Physiclians: 32 000 (1977)
4 000 graduating per year
22 000 employed‘by the Ministry of Héalth
.4 000 in full time private pracﬁﬁce
75 - 80 per cent of active urban physiciané devote time
to fee for service practice after their MOH obligatious

are met,
Physicién to population ratio expected in 1982: 1 : 1 000

Hurses: 35 000 (1977)
4 000 graduating per year
23 000 nurses of various levels practicing

5 700 school health visitors (part-time MOH nursing.

aides)
Other providers
Pharmacists: 16 000 (1983)
Pharmacies: 5 to 6 000 (1984) 36 per cent in Cairo

13 per cent in Alexandria
31 per cent rest of lower Egypt

20 per cent upper Egypt

Sanitation technicians: 2 800
" Laboratory technicians: 1 500
Dayas (traditional birth atteudants) attend 50 to 80 per cent of all

home deliveries depending on the area.
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ATTACHPE.:NT 2
ESTIMATED POPULATTGN OF EGYPT BY GOVERNOPATE (1983)'
Population (1000s)
“Governoratec ‘ Under 5 years old | - Total populatiop
Cairo 1046 | 6152
Alexandria 477 2805
Port Said 84 ‘317
Suez ’ 41 244
Ismaillia. " 76 449 :
Dumyat g m
Dakahlia 575 '3385‘
Sharkia 550 3238
Kalyudbia 188 1108°
Kafr EL Sheikh 297 1749
Garbia 477 2205
Menoufia 359 2109~
Peheira 525’. 3087?
Giza. 517 3039
Beni Suef 235 1380
‘Fayoum 25 1439
Minia 440 2588 .
Assiut 360 2116
Sohag 406 2339
Qena 359 2110 .
Aswan 130A" 762
Mersa Matrouh 56 '194
Wadi Gedid 18- 107
Red Sea ' 12 68
North Sinai 26 155}:
South Signai 4 7 24

Totals (1000s) 7133 | 45488




ATTACHMENT 3

ORGANIZA”ICNAL

TRUCTURE

NATIONAL CONTROL OF DIARRHOEAL DISEASES PROJECT

STEERING COMMITTEE

ESEARCH

dinator:

Cheirman: Minister of Health
Dr Szbri Z?ll
SECRETARIAT .

C*wlRAL Executive Director TECERICAL ADVISERS (JSI)

ADMINISTRATION Dr Loutfi El Sayyad Chief of Party and

UNLIT outgoing Medical Adviser

Office Manager ' . . i:anagement and

Accountant Dr Abdel Aziz Shaarawy Organization Adviser

Equipment and tncoming Fealth Education Adviser

Supply Officer Logistics Adviser
Contract Officer
I Support Services
i [ | ] . !
PRODUCTIQN TRAINING UNIT] GOVERNORAT VARKETING
AND . - COORDINATORS EVALUATION AND MASS
DIS "\‘TRIBUTION BC°°“1“~‘-'=°“ (Twenty-six) UNIT . EDUCATION
hafika Nasseq {CHLT or Mansour , UNIT
Alokka - Coordinator: "
.Cco*dlnetor; Dr Mervat .4 Coordinator:
Dr Hosni- El Rafie Dr Farag El J
Mahrous _ Kamel
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NATIONAL CONTROUL OF DIARRHMAL DISEZASE CAMPAION E %
. . e o T
ATTACHMENT 4 .. BUGET . Qm
(August.1,1983 through June 30, 1904)° B' g
o=
o o>
- ‘e e e e e ecn = o .t e e e . - .. - pm————- B ~
i Cen'tre.l "] Governorates Production and {Mass Nedia and ¢.}.Regearch and dotals Totnl 8 E ‘
Pudget Catsgory . Alrinistration & Local Soxvices| Discribusion Public Education Training Evnluntion nﬂ}:’a E,,
e wm=s LB .__ 8 . LE . 8 ofLE LE ¢ | LE s’ Le s Ls .8 . .. >
Ry 1 1 . . e PICErSEEE I e aen .. . BN . e
JFesnonnet S | : L I ' N . — —' 370,800 —{— 446,p72
Incentives ; ). .40,000 -T— 280[800 . | l 50,000 e ——l— . f - ’
l'aneraria : i 10 !000 i ' . I 5';000 —_ ‘——l— — . '15' 000 —~—|— 18,045
o ’ : o l Vol ‘ . . o ' ‘1 [ .
Snleries R o 20.1:000 N ——'—- + 74200 —-—l-— : 1},‘:’00 -——:——— 11, €00 . - l}'rEOO —T- ~'-4,’C'OO — e 79r 400 | — —_— 95,F18
o . } . 1 . — e N
Consultants i 10,!000 ! , 3,500, = T T 10,000 ‘= et 23rooo- ' 27,669
P2r Diem ! ' 2,!000 —-f-— 60,000 . T " 1,500 — 50,000 '—!——' 2,000 —}— 119,500 —} = ) 133,5‘47
[ . . ] d : ~ — —
Sub-Total = ' 82,000 .—;— 248,060 it 15,'290. —~Ll— 1 13,300 -—Il—— ,ns'[ 00 —— 2611000 — ' 603700 —|— 725,251
REEE . . . R F : .
. Faudinaint and Sunnlies l . . l . | l ' ; . . . . .
: . i . . : ' . . PN B -
Vehicles ard Parta  ; ——i— 95, 000 i 624,000 ; ' ! — l — — 720{000 720,000
Other £ _quiment/'~'upnnea18'ooo 50, ooo ¢073500 260}0C0 15,’000 400,000] 5,000 ——| 75,000 35,000| —— —| 520,500 745}000 | | 1, 371,162 f
S | : I | - i L
Sub~Total ! 18'000 1(5 hoo o1l sco 8841000, 15 Joco 400,090 .5,000 ———| 75,000 3s'r900 T 523,500 1,455,000/ | 2,091, 162 o
I' ESUUY PR S P fity ; : S f RS R PO . !
Irrnsnorsatien e SRS PO B B SEME v : y A N Y DU S O S S TR B ]
© Lozal Travel i 10J000 — b—1 31200 — — 12,000 o —| . 2,000,,..,—|—— ©55,000  ———| 5,000 —j—t II%,20Q ° l — ) 133,5\'35
H E : - i .
Internntional Travel.. .25{000 | e e e e e ] | - — _i— - — = | =T 2,0 I — 30.‘175
Yericle Maintenance .. 10,000, — |1 20 —je—— | ] =] —— ———] et e ] el e e e 4] — 49.’5{154
H 1 T > T
Sub-Total ;. 45000 — —| 62,200 ! —|12Joo0  —~ —| 2,000 ——! 55,000 —f— 51000 +—|— ,181,400 . — 218,324
Contract % Grant Servicea .. | : R PR TY I S . . : i i . .
Technical Anﬂlsyv-c'f ' (el 783,276 il e | e el et e _—— '—r— -~ .—}'—' =, J —_— j- 733.2|‘4‘5 .
Cther Con.x‘..c:'_'&G:‘n:\ts —_1 —-! 50,000 —f——— PLZT/500 ) — —1,025,000 ——1 110,000 - —~—}575,000 —1-—2,022,500 —_— 2;433'0,58
Sub~Total . —,  763,/275| 10,000 --i—- F12/500  — —1, 025,000 — 110,000 -!-- 575}000 .t — —--2,02?i,5oo_ 7L-.i3,c7s 3,216, 344
| ! ! I o ! i t i
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U ] : ! D B ; l i J j cen des
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w i 1 ) :
i O, N J l ' P i | b o i | 10 e & ]
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L - : I J T | |
> '3 & 8 iE S R 4> ' R SR a
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Project Budget for Fiscal Year 1984

Expenditure: in L.E.

: Budget 1ine item: - (planned fo r 1984 )

1. Operational Costs
Personnel

professional ==—--—m—mmrrmmm o e ~r-Z==74 000
SUPPOIt ST fom o oo oo 34 300
CONSUTEANES mmm e e e 16744
steering committee mmm oo e 12 516
per A€M e e 2 800
Tocal travel . o 540
FINCENtTVES — oo e e e 2 101 760
others: equipment, supplies, ——==——=—==———m—mm e 23 000
; 2. Programee Costs communicatidn,
% “governorates and local services ———=~==mmmme——mcmm o 666 500 .
f research and evaluation —————em—mmm mm e e 418 000 5
' ORS production and distribution —————mmcmmmmr e e 649 000 N
mass media and public education —mm e e 1 361 250 |
Lraining ==--=--==m-mm—mmmmmm e oo 157 800 |
national conference ===—=-—=-—w=====——ee————eooooe—e———————— €0 000 L
QUATE  mm e e e e e e e 5 000 §
3. Contingency 10 per cent e mm o . 310 571 j
TOTAL 3 873 781 ﬁ]
Without the contingency costs this an allocation by
component of the project as follows:
[ Component C
planned for 1984
Personnel and Others = om oo oo 7 p er cent
Governorates and local services oo 219 "
Research and evaluation e 12 "
ORS production and distribution .18 "
Mass media and public education e 33 "
T NTNG e e e e e e e 4 "
OLNEPS  mmm e o e e e e e e e 2 !




* pMaticnal Control of Diarrheal

Diseace Prcgram
Cairo - Egypt
1053 Corniche
Tel: 588806 / 848140

E1-Nil St.

SOIEDULE FOR THE TREATMENT OF DIARRHEA IN CHILDREN

Tyoe of Dehydration Signs' Plsce of Treatment Treatment
There are no signs The diarrhea has just At home by the mother 1. Give the child breast milk, juices, soups, soft food.

of cehydration

Mil¢ cehydration

Mocderate dehydration

Actachment - 6

started, the stools
are loose not watery.

. N
.

Watery stools
Thirst
No other signs.

; Conscious

Watery Stools plus
any one of the
follewing:
Vomiting

Sunken eyes

. Decreased skin

elasticity
High fever
Decreased activity

- or very irritable.

tpatient area of a health
unit by a nurse or coctor

Qutpatient area of a health
unit by a doctor, or by a .
nurse under doctor's
supervision.

2.

1.

3.
4

w
.

The mother should go to a health unit if the child cevelops vcmiting
or rore than three watery stools, or fever, or if the child is less
active or irritable. t

Give the child oral rehydration solution, by cup and spoon, as much
as the child will take within two hours.

Teach the mother about signs of dehydration (vamiting, sunken eves,
decreased skin elasticity).

Advisce the mother to continue breast feeding, other fluids and soft
focds to keep the child strong. Continue oral rehydration solution
as long as the stool is watery.

Instruct the mother how .to prepare the solution and how to give it
to the child.

Give the child oral rehydration solution, by cup and spoon, as much
as the child will take within four hours to restore child®s strergth,
Reduce the child's fever,

Send the child home only if signs of dahydration have cisappeared.
Teach the mother about signs of dehydration (vomiting, sunken eyes,
Cecreaced skin elasticity).

Instruct the mother how to prepare the solution and how to acminister
it. Advise her to continue the oral rehydration solution as long as
the stool is watery.

Advise the mother to contxm.e bzeast feeding, other fluids, and to
give soft foods to keep the child st:ong and healthy.

100/4d2/ X93/K3
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evere dehydration Pzeaence of cry sign (A) Cutpatient area of a health (A) 1. Give oral rehwdrazion solution by nasogastric tube: S00 m) to

cf dehydration plus unit, if there are no child 9-6 mcnths old, over a period of 4-5 hours, 1,000 =) to
any cne of the intraverous fluids available chilé rcre than 6 reaths old, over a period of 4-5 hours.
fellowing: . and the hespital is over 20 2. If here are no nasesastric tubes available, give oral
- Ur.conscicusness minutes awav, by a docter. rehndration colutien by Cropoer, while trying te reach the
- Persistent vomiting ’ ‘ tospitel as quickly as nossible.
- Shock, (B) Inpatient arca of a hospital 3. Raduce the child's fover.
where intravenous fluicds are 4. then the child is able to drink, continue th2 rehydration
available, by a well-trained solution by mouth,
doctor. 5. Before the child lezves the unit, educate the mother as written

urdar "moderate dehydration”.

(B) l. Give intravenous solution %o correct chock and deficit (Rimger's
Jactate or Special Dlarrhoa Soluticon): 100 milliliters perz

kilogram, or approxinately one bottle {500 ml)to child more than
o ~onths old, over 2 period of 4-6 hours.
" 2. when the chiild is able to drink give oral rehvdration solution,
25 much as the child will teke,
" 3. Reduer tne child's fover,
4. [f coma centirces, cive intravencus solutions with glucose,
salire and potassiunm and rule out cther causes of cora, such as
© hyooglycemia or meningitis.
5. Jefore the child leaves the hocpital, educate the mother as
written under “moderate dehydration®.
Special Notes
Antiemetics, constipatives, anti-diarrheals not advised. Ampicillin or sulphamethoxazole-trimethoprim (“Septrin') tecommended for shigella
dysentary, metronidazole ("Flagyl") for amebiasis and giardiasis. '
Cive soft foods and other fluids during diarrhea; breaot milk, mashed potato, mashed beans, cooked rice, mahalabyya, yoghurt, juices,
vegetadie soup. ' .
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ATTACHMENT 7

Specimen forms of Project Register

RECORD KEEPING AND REPORTING

1, Patient Registration

The treatment register has been designed for two purposes:
- to provide a work sheet for diagnosis and treatment of a child with

diarrhoea

~ to provide a iEauy WEdans oL COMpLLILAG st:atistics about patient

and their treatment

Two sample pages of the treatment register are presented (Page$ 63 & 64).

The first, Sample A, is a blank form as seecn in the register book; the

second, Sasmple B, is a form filled in with datd as may be commonly found in a

rural health unit, MCH centre, or outpatient department of a hospital.

.

The following are the main highlights of the register and the items included

in the forms:

1.

2.

The location of the health facility is filled in on each page..

‘Each page has space for 10 patients. Instructions are given that each page

should be filled out with 10 paticents cven if they come on different -
dates. Using 1 pagc.ﬁith 10 patients makes compiling statistics much

easier,

The month, day and year is filled for each patient. Although not
specifically called for, the time of arrival may be recorded in this
column,

Patient's temperature on entry is recorded.

The age of the child is recorded in one of the five columns available by

placing a check ( ) in the appropriate column.
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Estimation of age may be necessary. 1If a child is more than five years
. old he is not entered in this register (NCDDP does not collect statistics on

children five or older) but treated as vsual,

6. The doctor or nurse ask about the various symptoms and their duration .,

However the only recozded data are about thz number of watery stools,

vomiting and on presence of stools with blecod and Mucos.

Instructions given in this respect include:
- Watery stool would run to all sides of a container always means some

dehydration is present,
- Vomiting is an indication of observe the child more closely.

= Dysentery (blood and mucus) may require treatment with antibiotics

especially if there is fever,

7. Signs of dehydration, Four main signs are looked for:

.= decreased skin elasticity

= sunken eyes

-~ Decrecased urine output ? (This column may be filled in after one or two
hours observation, or from the history. It is important te fcllow urine
output as a sign of hydratiou).

~  Shock (no pulse, stupor or coma)

Watery diarrhoca without a sign of dehydration should be takea to mean loss of

weight (in fluid) of about 5Z of body weight.

Watery diavrhoea with any sign of dehydration, but the child is not in shock,

should be taken to mean loss of weight (in fluid) of about 10Z of body weight.

If there is dehydration and shock, the child needs intravencus therapy for

fluid loss of 10-15% of body weight.
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8. The body weight in kilos and grams is recorded to the nearest 10 grams.

Body weight is a useful measure but not critical to successful rehydration,

9. The number of 200cc cups of oral rehydration solution taken at the health

unit is recorded . The child should be piven as much fluid as he desires.

10. Weight after 4 hours of treatment is recorded.

11. The outcome 1is recorded as either the child is improved or the child is

referred to the hospital,

Improved mecans that if a child had signs of dehydration, these are gone,
and that urine flow is established. Return of appetite and activity are also

signs of improvement.

12. A column for comments not covered in prior items. This colunn should be

used to enter the degree of dehydrdtion and the type of therapy given.
13, The doctor or nurse in charge of the case signs.

14. Pages of the register are numbered. Page totals for each column are
added, When cach of these are divided by the total number of patients and
‘the answer multiplied by 100, percentages of patients with each of the

 findings may be calculated.
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ATTACHMENT 8

Tables on the Epidemiology of Diarrhoeal Diseases

obtained from some of the studies carried out

in Egypt by various authorities

Table 1

Age Distrubtion of the children with Acute diarrhoea

Hospital, Clinic and Community Surveys

(Department of Preventive Medicine, Cairo University)

Years

-1
lm=- .
2m~

34

2 Rehydration  Village Village " Abou El Reesh

Centres in Kafr Hakem Clinic Hospital
hospital El Mouieb Out In
. N _ _ Patient  Patient
1983 1963 1982

77 ' 69 54 58 83

18 29 38 30 17
3 2 . 8 ‘h

_2 = el ) 0

100 100 100 1090

100
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Table II
Death rates due to Diarrhoeal Discases and
to all Causes combined by Sex, 12 Villages,
Menoufia Governorate, 1979-1980
Age Spec%fic death rates per 1000..
Age at Popul- All  Causes ) Diarrhoea . -
death ation Male  Female Total Hale Female Tb;al
(years) o -
L1 1588  152.8 145.7 149.2 64.0  78.7 7.2
lm- 1154 53.4 8l.0 66.7 36.7 50.4 43.3
- 2m= 1646 10.6 13.8 12,2 .7 5.4 . 5.3
0-3 .38.6

Note: The infant death rates rather than the age specific death rates are as
follows: all causes, male = 119.6, femalec = 110.7, total = 115,2, diarrhoeal,
male = 50.1, female = 59.7, total = 54.9 per thousand '

Source= American University of Cairo, B. Tekce, 1984,



- 67~ ' WHO-EM/DIAR.DIS. /34 .

, ] - EM/EGY/CDD/CO1
Table 111

Distribution of Diarrhea Specific Deaths and

Rate per 1,000 Children; By Age and Sex -
in ORT Intervention vcrsus Control Villages

Study Villages

_ Total
ORT Intervention Controls
Est. Deaths = Est. Deaths - Est. Deaths
child ~ child . _“Child
Pop. £ Rate Fop. £ Rate Pop.- £ Rate
0-11 |
M 1 907 55 28.8 1 456 79 54.3 3 363 134 39.0
F 1 804 52 28.8 1 377 61 58.8 3 181 133 41.8
T 3711 107 26.8 2 833 160 56.5 6 544 267 40.8
12-23
M 1 711 24 14.0 1 306 17 13.0 3 017 41 13.6
F 1 618..°17 10:5 1 236 23 1.6 2 854 40 14.0
T '3i329 11 12.3 2 542 40 15.7 5 871 81 13.8
24-59 |
M 4769 4 €,8 3657 -6 1.6 .8 446 10 1.2
F 4530 . 3 0.7_?43f459 5 1.4 7989 & 1.0
o 9319 7 0.6 7116 11 1.5 16 435 18 1.1
Poéal;
M B 407 83 '9.9 6:419 102 15.3 14 826 185 12.5
r 7952 72 9.1 6 072 109 18.0 14 024 181 12.9
T 16 359 155 B,s' 12 491 211 16.9 28 850 366 12.7

N.B. Distribution of child pop. by age and sex is hased on

- the proportienal distributions as shown f{rom SRID
" project-vidce houscheld surveys,

"Sourcc: Dr. Ahmed Nagéty,réxecutivc Director
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EM/EGY/CDD/ TABLE 1y
‘. ESTIMATED DIARROEAL ‘RELATED DEATHS A
IN CHILDREN UNDER THREE YEARS OLD, BY MONTH
39 000 - —-
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Dakahliu Data (%) 6 05.5 9.2 0.8 2.5 7.4 15 6 13,4109 5 2107 7 9

* 1984 year-end population estimated to be 48 million. The under three year
old population is estimated to be 10 percent of the total population, or
4.8 million. The American University in Cairo (AUC) found in its Meroufia
Study, the diarrhoeal related deaths in under three year olds to be 38.6 per

1 COO children. 1If this rate applies nationally, there will beé 185 280 such
deaths in 1984.
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TABLE V

MIT ~ Cairo University Hecl:-h Care Delivery Systems Project
Health System Questionnaire : Port [

March 1978

Queslions #4 ond #

_Histogram: The Infor! Mortalily Rate in Rurdl
Cgyp!t Ly Attributed Couse of Deoth, 1977
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Ceaters/units viern excluded (rzre tive cumpulctions i they provided incompicte information
~orif the sum of deoths due lo gasircentenlis and preumonie is tepori~d to be over 20% MO
thon deulhs yuee to nll cavses fer 1ST 7.
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'Tablg VI

National Knowledge of ORT*

Upper Egypt . Lower ‘Egypt- Great Cairo

" Urban Rural Urban  Rural
Oral Therapy .
Know it and 82(40) © 95(45) 90(43) ~  94(44)  99(47)
used it : 207 212 - 209 212 209
Know it and did 62(3) 48(23) 66(32) 39(18)  68(32)
not use it 207 212 209 212 209
Did not know it 63(30)  69(32) 53(25)  79(37) _ 42(20)

207 2127 209 212" 209

Source: EPI and PHC Review Ministry of Health, Egypt, 3 May 1984,

* Reséonse (percent)

Cluster size



WHO-EM/DIAR.DIS. /34
EM/EGY/CDD/001

A YA IS

ATTACHMENT 9

RESEARCH PROJECTS SUPPORTED BY THE PROJECT

A. Epidemiological Rescarch

1'

3.

Toxonomy study

This is a comprehensive study, covering children in seven governorates.
The plan was to describe the actual clinical pattern of'diar;ﬁoea on a
longitudinal basis, to correlate this with mothers perception and
behaviour. The data are expected to help focus health education building
on mothers attitude and investing in some of their positive behaviour.
The data will also be useful to determine the actual aumber of ORS
packages needed for the national campaign. Two censuses were carried out
at the beginning and at the end. The study is a collaborative work
between the NCDDP and five different institutes. The study was conducted

between July and Dccember 1953. Results ore being'processed for

repvorting.

Seasonal variation
Prevalence of diarrhoea carried out on the children mentioned in activity
l.1.

Etiological agenst of infective diarrhoea

"This is a study of microbiological agents isolated from stools of children

suffering from diarrhoea, The study will cover 500 cases and .500 controls

from rural, ui.an and hospital cases.

This will be conducted over 2 years. Pilot work has already started.

1.

B. Applicd Research

Chemical composition of traditional ‘iome prepared fluids. This is carried

out in the Nutrition Institute.

Container study. This was a study of containers available at home. The

aim of the research was to find out the most suitable size to dissolve the

ORS and hence to direct production for the NDDCP to that size.

Polyvalent I.V. soluticn. A research corducted in several centres to
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identify the most suitrable colution for I.V. use in severa' dehydrated

children,

[‘o

9.

A study of the amount of ORS needed to rehydrate children in hospital

rehydration units.

A study of the use of ORS in ﬂewly born premature ‘children suffering from

diarrhoea at Al Galaa hospital.

A programme of health education to sclool children, and its effects on

their younger siblings, El Hussein Hospital - Dr A. Essa.
Role of antimetics when ORT is used .
Milk feeding after fast rechydration

Teaching mothers about mixing ORT using behavioural techniques,

determining long~term retention and whether diffusion of knowledge occurse

to neighbours,

10, Mixing studies - accuracy if a standard cup is used.

C) Socio-cultural research

1.

2.

4,

3.

Sohag study of depot holders, This study was meant to identify local
people who would be trusted to deliver ORT on a domiciliary basis. The

study also covers KAP of mothers, health profeséionals and local leaders

"and actual experience with diarrhoeal disease in the most traditional part

of Egypt.
Media habits of Egyptians in Alexandria.
Message testing and evaluation of media campaign;

Focus group studies with mothers .to identify the logo, the colour and

-gshape of the ORS boxes, emotional attitudes and concepts with respect to

diarrhoea.

Anthropologic studies on illness concepts and care,



2.

3.

4,

5.
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ATTAQHHENT 9(continued)

Research projects supported by WHO (EMRO)

Comparison of prepacked sucrose salt rehydration mixture with prepackaged

oralyte. Completed in 1982.

The role of rota virus v. bacterial pathogens in the aetiology of
infantile diarrhoea

1980 - 83
The effect of antibiotics on the duration of diarrhoea and severity of
rehydration '

1981 - 83

Assessment of the effect of feeding practices on diarrhoea in children

1981 - 83

Follow up of children who participated in the controlled field trial .of

TY2la vaccine.

1982 - 83

Study of the Egyptian Governorates: incidence and mortality rates of

~ diarrhoea-associated illnesses.

1982 - 83

A multi-centre study of an aeticlogy of diarrhoea in the first three years

" of life

1982 not yet completed
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EGYPT
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LIST OF PARTICIPANTS

AND PROGRAMME OF THE REVIEW

Dr Mamdouh .Gabr
Professor of Paediatrics
Faculty of Medicine

Cairo University

Cairo

Dr Mustafa T. Hammamy .
Under-Secretary of State for
Basic Health Services and

Family Health
Ministry of Health:

Cairo

Dr L.M. El-Sayyad
Under-Secretary of State
Ministry of Health

Mansoura - .
and Executive-Director NCDDP
(outgoing)

Cairo

Dr Shafika Nasser

Faculty of Medicine and
Coordinator for Reésearch
Cairo University

Cairo

Dr Mervat El Rafei
Professor of Public Health .
and Coordinator of the Evaluation
Cairo University
Cairo

Dr Abdel Aziz Shaarawy
Executive Director (Designate)
MCH Ministry of Health

Cairo '

Dr Hosni M. Mahrous

Marketing Coordinator
NCDDP

Cairo

Dr Gamal Abd El-Aziz
Coordination ‘and Implementation
‘Coordinator

" NCDDP
Cairo
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Dr Hassan Abdel Monim

Assistant Coordinator for
Evalation

NCDDP

Cairo

m————e.

Dr Farag El Kamel
Mass Media Adviser
NCDDP

Cairo

Dr Mansour Al Okka
Training Coordinator
HCDDP

Cairo

USAID Dr William Oldham
Office Director for Health
Cairo

Ms Constance Collins
Project Officer

USAID Office of Health
Cairo

UNICEF Dr Ibrahim El Kerdani
Programme Officer [or Health
and Nutrition
Cairo

Joln SNOW PUBLIC Dr Norbart Hirschhorn (JSI)
HEALTH CGROUP INC. (JSI) Technical Adviser to the National
Diarrhoeal Discases Control
Project
Cairo

Mrs Susan Klein
Training Adviser
Cairo

Dr J. Russell

Management Adviser t> the
Mational Diarrhoeal Niseases
Contvol Project

Cairo

WHO RESOURCE STAFF Ms Eariqueta Sullesta
Nursing Programme Superviser
Coordinator, National CDD Task Force
Ministry of Health
Manila

WHO SECRETARIAT Dr M. Merson
Director CDD Programme, WHO
Geneva
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Dr R. Herniman

Medical Officer, and team leader
CDD Progremme, WHO

Geneva

Dr Rifaat Mahmood
Regional Adviser, CDD
EMRO

Alexandria

Mrs H. Ghoneim
Secretary

EMRO
Alexandria



TURDAY, 19 May

¥§:30 a.m.,

9:00 - 10:00

10:00 - 10:30

A10:30

10:45
- 11:00
hoon

1:00 p.m.
“1:00

2:30 - 3:30

3:30 - 5:00

NCDRP/USATD/UNICEF/HHO JOINT PHASE ON REVIEM
19 - 31 MAY 1934
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Reaistration of participants

Opening Cerenony

- Dr Loutif M. Al Sayyad, Executive Director
NCDOP Welcome

Dr Mamdouh Gabr, Cairo University

Dr Moustafa Hanmwamy, Ministry of Health,

Nr William O0ldham, USAID

Dr Ibrazhim E1 Kerdany, UNICEF

Dr Richard Herniman, WHO

NDr Abdel. Aziz Sharawi, Executive n1rector/
Desianate, NCDDP

Break
SESSION ONE

Objectives of th review and adoption of the acenda,
Dr Ricahrd Herniman

Structure and Functionsof the HCNDDP, Dr Loutfi M. E1 Sayyad .
Review of Epidemiojoay of Diarrhoea in Eaypt, Dr M. E1 Refai

Phase One Yorkplan, Targets and Achievements,
Dr Bert Hirschhorn

Lunch

SESSION TWO

- Production and Distribution of Rehydration Materials -

Progress and Constraints, Or Hosni Mahrous

Training: :
1. Trainina of Health Manpwer & Mohters, - Dr M. Al QOkka
. 2. Trainina Materials produced by NCRDP, Ms Susan Klein

A3 Slide Presentation, NDr L. E1 Sayyad
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SUNDAY, MtY 20

SESSION THREE

8:30-9:30 am Mano liedia in Prmotion of Cral Rehydration
Therapy ‘
Dr. Fareg Elkamel

9:30-10:30 an  Practical Research in Support of the NCDDP
Dr. Shafika Naosser

10:30-11:00 am Ethnogrephic Survey of KAP in Diarrheal
Digcase - Methods and Findings
Dr. Bert Hirschhorn '

11:00-11:30 aun Tga breek

SESSION FCUR

11:30-Noon Fleld Implementation: Rehydration Centers
Dr. Gamal Abdel Aziz

Noon-1:00pin Administration: Strengths & Constraints
Dr. Jerry M. Russell

1:00-2:30 pm Lunch

SESSION FIVE

2:30-3:00 pm Special Studies
. Dr. Bert Hirschhorn

3:00-5:00 ypin Evaluciion Framevork & Methodology
Dr, lervat E1 Rafeil

MONDAY, YNAY 21

SESSION SIX

8:30-9:30 am Video Cdispley of NCDDP advertising & training
: . . materiel.- Dr., Farag Elkamel

9:30-10:30 em Orientation to field vigits

Dr. Geamel Abdel Aziz
Dr. Richard Herniman

Adjourn, Travel
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Tuesday, 22 May - Thursday, 24 May
FIELD VISITS
_péiro Alexandria Mansoura Qena
Dr Mamdouh fRabr Dr N. Hirschhorn Dr L. £ Sayyad‘ Ms Connie Collins
Dr Moustafa Hamamy Dr S. Nasser Dr R. Mahmoud Dr G. Abdel Aziz
Dr M. E1 Refai Ms E. Sullesta Dr M. Al Okka Dr R.H. Hernimen

" Dr Ibrahim E1 Kerdany Dr A. Sharawi Dr H.A. Moneim
Dr Hosni Mahrous

Friday, 25 May Day Off

Saturday, 26 May

8:30 a.m., - 2:30 p.m. Reports of field visits

‘Sunday, 27 May - Tuesday, 29 May

Analysis of Information, preparation ¢f conclusions

Wednesday, 30 May

Presantation of reports and recommendations

Thursday, 31 May

Preparafion of final report



