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OVERVIEW

Diarrheal dehydration kills seven out of 20 infants in the developing world. Oral
rehydration therapy (ORT) could save many of these lives if effective ORT programs
were now in place. Yet ORT is not widely used because health care providers and
mothers still don't recognize its true potential.

Honduras and The Gambia are now completing a three year experiment to
determine how oral rehydration therapy can be most effectively delivered to large
numbers of rural and isclated people threatened by diarrheal dehydration, The programs
focus on those most at risk, infants under the age of five. Using mass media, combined
with health worker training and simple print materials, rural women are being taught
what oral rehydration therapy is, how they can use it in the home, and how to monitor
their child's progress during the diarrheal episode. Special emphasis in being given to
feeding advice in on effort to break the vicious cycle of diarrhea and malnutrition.

Results in Honduras show:

° After one year, 48% of women reported having used Litrosol (the
locat ORT packet) to :reat diarrhea at least once.

° During same period, recognition of Litrosol as a diarrheal remedy
went from 0% to 93% of the population.

° Of those reporting to use Litrosol:

Over 90% could mix it properly
60% gave the correct recommended daily amount

° Death from any cause involving diarrheal in children under two
dropped by 40% within I8 months.

Results in The Gambia show:

° After eight months of the campaign, 65% of mothers krew the
correct home mix oral rehydration formula being promoted.

° 47% of mothers reported having used the home formula to treat their
child's diarrhea.

° During an intensive four week period in October, | 1,000 rural wormnen
attended 72 village sugar/salt mixing contests; 6,500 women actually
mixed the solution during these contests. Over 150,000 flyers with
mixing instructions were distributed to villages throughout the

country.



A team of independent evaluators from Stanford University concluded:

The overall picture that emerges of the project in t4onduras is one of
an intensive, well integrated campaign that is achieving impressive
successes in teaching people health information and getting them to
change specific behaviors related to infant diarrhea.

The overall portrait of the campaign at the end of the first year in
The Gambia is one of an intense level of activity that has become
highly salient for rural Gambians. The campaign and the recognition
it has received have produced impressively high levels of awareness
and behavioral change in the population in a relatively short time.

Two Gambian mothers use the instructional flyer
to remind them how much salt, sugar and water to
use in mixing the oral rehydration solution.



BACKGROUND

On September 30, 1978, the Academy for Educational Development was
contracted by the Offices of Education and Health of the Science and Technology Bureau
(ST/H, ST/ED) of the United States Agency for International Development (AID) to
implement a five-year project for the prevention and treatment of acute infant diarrhea
in the rural areas of two developing countries. Simultaneously, Stanford University was
contracted by AID to evaluate the project.

Project Agreements were signed in September of 1979 with the Government of
Honduras and in December of 1980 with the Government of The Gambia. These
agreements define the terms of collaboration between project personnel and the
respective Ministries of Health (MOH) in both countries, and emphasize the dual goals of
the program:

|)  to strengthen the health education capacity of the cooperating coun-
tries through the systematic application of mass communication; and

2)  to contribute significantly toward the prevention and treatment of
acute infant diarrhea in isolated rural areas of both countries.

In January of 1980, work began on the 36-month program in Honduras. The
program provides resources for materials production, broadcast time, developmental
research, and six person/years of long-term technical assistance. The program in The
Gambia began in May of 1981, and is scheduled for 36 months, including resources for
materials production, developmental research, and three person/years of long-terin
technical assistance.

In both countries, project personnel assist national health personnel in developing
a public education campaign which combines radio, specialized print inaterials, and
health worker training to deliver information on home treatment of infant diarrneq,
including the proper preparation and administration of oral rehydration therapy (ORT),
Other critical messages include water use, breast-feeding, weaning food preparation,
personal hygiene and sanitation practices.

As activities under the original agreement have begun to end, interest in the
approach to health communication has grown. Honduras has expanded its health
communication program to include campaigns on malaria, tuberculosis, imrnunization and
family planning. Ecuador, Peru and Swaziland are receiving assistance from the MM&HP
project personnel to adapt the approach to their own needs for expanded diarrheal
disease control. The methodology is proving not only successful but adaptable to o wide
variety of conditions and topics.



THE PROBLEM: DIARRHEA KILLS

About 5 million children die each year from diarrhea related causes. As much as
30 percent of all infant death in the world today is due to diarrhea. Diarrhea kills
through dehydration and malnutrition. Intense bouts of rapidly dehydrating diarrhea
cause a loss of as much as |0 percent of body weight and can kill in @ matter of hours,
while prolonged bouts of diarrhea interact with general malnutrition to produce wasting
and finally death.

There are virtually no effective drugs to combat the bacterial or viral organisms
which are responsible for most diarrhea. Effective prevention must interrupt a compiex
transmission chain involving faeces, hands, water, vector transmission, and food. Each
link in the chain represents a need for significant, often unrealistic, changes in
environmental conditions and personal habits. Any one change by itself is unlikely to
measurably reduce diarrhea morbidity.

There is, however, an effective weapon against diarrheal dehydration.
Independent of the causal agent, oral rehydration therapy represents a practical means of
saving thousands of lives each year. ORT focuses on three aspects of the diarrheal
syndrome. First, ORT can replace the water and salts lost by a child in 95 percent of the
cases of dehydration caused by acute diarrhea, restoring the child's capacity to absorb
liquids and replacing lost body fluid. Secondly, it does this through a low-cost oral
method, rather than the costly intravenous route, opening up the possibility for
widespread administration by non-professional and even illiterate personnel. Thirdly,
ORT promotes a series of related behaviors which, if properly applied, redune the impact
of diarrhea on malnutrition and wasting. The clinical significance of ORT has been
demonstrated in numerous studies throughout the world, and it now represents the world
health community's primary weapon against diarrheal death.

The key to effective ORT is the correct preparation and administration of an oral
glucose-electrolyte solution, often referred to as ORS. ORS in its simplest form:is a
combination of water, salt and sugar and can be mixed using home ingredients. A sligntly
more complex formula including sodium, glucose, potassium and bicarbonate is available
in a pre-packaged envelope and is designed to Le added to a standard volume of locally
available water. It is now recommended that countries consider a two tier approach;
simple sugar and salt or other liquids in the home during early stages of diarrhea, and
complete formula in the home and rural clinics for most moderate and severe
dehydration. In all cases ORS should be supplemented with additional feeding and
childcare information.

While ORT represents 2 major improvement over intravenous therapy in the
treatmment of diarrheal dehydration, it does require certain minirmum criteria in order to
be effective. The ingredients for ORS must be easily available to isolated populations.
If packets are to be used then an effective distribution system must be in place. If 2
simple sugar and salt mixture is to be advocated then these ingredients must be widely
available. In both cases, mothers must be taught how to mix the ingredients in exactly
the right proportion to avoid ineffective and even potentially dangerous concentrations
of sodium. They must also learn to give the solution corrs ly, i.e., slowly, over a 24-
hour period, and continue to do so even if a child vomits or r ;uses the liquid.



These requirements, coupled with advice on breast-feeding, feeding during
diarrheq, and the advisability of other medications, create a complex set of educational
tasks. ORT is now at a stage of development in which attention has turned away from
the clinical effectiveness of the electrolyte solution towards the effective development
and administration of delivery systems for ORS and the related educational messages on
preparation, administration, and childcare,

Poster used in
Honduras to remind
physicians that
breastfeeding is
important.

Poster used in The
Gambia to remind
health workers to
recommend breast-
feeding.




THE HEALTH COMMUNICATION APPROACH

The particular health communication strategy adopted by the Mass Media and
Health Practices project is part of a growing genre of health education activities
referred to generally as the public education or the public communication approach. This
approach attempts, in a predefined period of time, to change a particular set of
behaviors in a large-scale target audience with regard to a specific problem. During the
past two decades, dozens of campaigns on topics as varied as forest fires, mental
retardation, energy conservation, smoking, alcoholism, littering, seat belts, veneral
disease, malaria, breastfeeding, latrine construction, population control, and infant
diarrhea have attempted to inform, motivate, and often to change the behavior of a large
audience in a short time. Experience has shown that the short-term campaign which
relies too heavily on media alone has been little more effective than traditional programs
which relie solely on direct patient education through health workers. The MM&HP
program is using many of the lessons learned from short intensive campaigns, but
integrating them as part of a long-term and corntinuous health communication strategy.
The goals cf long-range planning are to ensure that episodic crisis campaigns are avoided
in favor of a long-term, consistent health communication strategy designed to promote
key health priorities such as diarrheal disease control, immunization, malaria control,
and family planning.

The approach is illustrated in the following diagram which shows the relationship
between three key stages in the strategy; preprogram planning and development, the
instructional intervention, and an ongoing monitoring and evaluation system with clear
results in knowledge, attitudes, and behavior.
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PROGRAM PLANNING

Enurt‘:?xr#mu HEALTH / EDUCATION
PACTons. / PROBLEM\ FACTORS

INTERVENTION A
MESSAGES
AUDIENCE /DES.} MESSAGES KNOWLEDGE
AND MATERIALS ATTITUDE
PRETESTING/ SCHEDULE PRACTICE
CHANNELS DG MENT HEALTH
STAFF STATUS
« EXISTING KAP + FACE rg FAC1E ;
+ BEHAV. ANALYSIS Health Providers
Predisposing Trad. Healers MON'TORI NG
Enabling Family
Reinforcing Peers
« EPIDEMIOLOGY Schools

RECEPTION
KNOWLEDCE
ACCEPTANLE
PRACTICE

Incidents, Prevaience  * PRINT
Distributlonfintensily  « BROADCAST
Duralinn

-0~



The planning_and development stage emphasizes the collection of information
needed to prepare an eff(_cfve program design. This information answers important
questions such as: (a) Who in the total population should be selected as the principal
audience? (b) What communication channels are most appropriate for these people? (c)
What behaviors should be advocated? (d) What resources are needed to conduct the
program? The final program pian, including budget and resource requirements, is based
upon the results of this investigation.

The intervention is divided into discrete cycles. Each cycle covers the same basic
information with a silightly different approach. These cyclical changes reduce audience
fatigue and permit a continued renewal of audience involvem=nt, From an
administrative perspective, the cycle approach is more important because it permits
program planners to design segments of the program sequentially. This means they can
work with fewer production facilities over a longer period of time; more importantly,
they incorporate results of the earlier phases into the planning of later phases.

In order to reach large numbers of people, mass media, particularly broadcast
media like television and radio, play a central role. But it is the integration of
broadcast, print, and face-to-face support which is essential to the campaign success.
Women hearing health messages on the radio also hear the same advice from a health
worker, received printed information from her child's school, participate in a community
health fair, and see related posters.

Monitoring and evaluation permits the planner to detect problems and make
important iterative changes in educational strategy. A monitoring system which permits
the reguiar sampling of select segments of the audience is developed. Planners know: (a)
how a microcosm of their intended audience feels about the advice they are receiving; (b)
whether they are taking that advice; and (c) what obstacles they are encountering. These
monitoring devices can also point out important logistics problems such as a breakdown
in delivery of printed matter or use of inappropriate broadcast times to meet audience
needs. This type of ongoing evaluation is essential in making corrective changes in
future cycles, as well as for providing program administrators with a clear idea of their
overall potential success.

The working premise which makes this model relevant to the prevention and
treatment of infant diarrhea is the belief that lives can be saved by altering the way in
which rural people now behave. Improvement does not neccessarily require significant
new investments in health infrastructures such as water systems, latrines, or new health
centers. This project is not attempting to install new mechanical technologies, nor
promote sophisticated cognitive conceptualizations. Our task is to alter the likelihood of
people domg things which are well within their cupacities, but currently unlikely. The
emphasis is on behavior. Attitudes, even those which may contribute to what people do,
are of secondary interest.

“rom a behaviorialist point of view, there are five circumstances which singly or
in combination account for absent behavior, First, necessary materials or implements
like ORT packets may be unavailable. Second, prerequisite skills, discriminations, or
knowledge may be lacking. For example, rural mothers may know that boiling water is
good but not understand that it actually kills the parisites they fear. Third, there may
be no incentives such as immediate improvement in their child's health to engage in the
behavior. Fourth, there may be incentives to engage in compatible but ingppropriate
behaviors like giving kaolin or purges. And fifth, there may be punishing consequences
which discourage the desired pattern. A child may vomit, for example, or his diarrhea
may actually appear to increase. An understanding of these factors is absolutely critical
in the development of an effective instructional intervention.

-7-



Behavioral analysis also makes an important contribution to our understanding of
how to change behavior patterns, whether it be altering an existing pattern, or creating a
new one, Many health messages, for example, carry an implicit or explicit threat. This
approach has been shown to be less effective than providing rewards to approximations of
the desired behavior. The use of approximations requires that we identify a relevant
existing behavior to reinforce and may mean including a few behaviors in the
instructional campaign which we know the audience is now doing correctly. For example,
rather than telling mothers to stop bottle-feeding, we may want to praise mothers each
time they do breast-feed.

Another important point to emphasize is effective delivery of positive
consequences or rewards. Behavior does not change unless rewards are actually applied
to the desired behavior pattern or sorme reasonable agpproximation. It is not sufficient,
for example, for nurses to tell outsiders how important it is that rural mothers be praised
for administering ORT. We must be certain that the nurses are in fact praising mothers,
and that the mothers perceive the nurses' action as praise or support. The MM&HP
Project may be one of the first efforts to use mass communication primarily to support
positive existing behaviors rather than extinguishing negative patterns or creating
entirely new ones.

The success of a public communication approach depends upon its ability to
provide a sufficiently large number of people with practical and importani new
information. It must make an impact on the consciousness of the intended audience by
rising above the everyday clutter of advice and suggestions to become an important new
priority in their lives. It must change what people do as well as what they think and
believe. This cannot be achieved by the mere repetition of simple slogans, the mass
exhortation to do the right thing, or the indiscriminate use of mass media alone. It
requires:

o a sensitive understanding of how people are affected by specific
health problems,

o articulate crafting of useful and practical educational messages, and

o a coordinated distribution network that reaches each individual
through various channels simultaneously.

The following section describes the specific project activities in Honduras and The
Gambia, reflecting how these principles have been applied to the real-life field
conditions existing in each country. The illustration below defines the programmatic
assumptions, the specific functions and role, and the expected outcomes for each of the
three primary communication channels used in both countries.

Radio is used to provide widespread coverage of key new skills and as a regular
reminder of critical mixing, administration and feeding advice. Print materials are used
to carry more detailed instructions and be available in a timely-way -- when the mother
needed to know how to mix ORT, how to give ORT, and how to monitor her child's
progress. Interpersonal channeis, physicians, and health workers provide overall
credibility for the new health technology and constitute the primary distribution vehicle
for packets in Honduras and mixing advice in The Gambia.
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THE CAMPAIGN IN HONDURAS

The field project in Honduras is a three-year portion of the overall project. It is
subdivided into two distinct activities: the nine month pre-program research activity and
the actual execution, monitorirg, and revision of the public communication campaign
itself. The project has modest financial resources to develop and produce the radio,
graphic, and in-service training materials, and to fund one-half of the radio broadcast
costs. The Project is also providing two expatriate technical assistants to the Health
Education Unit of the Ministry of Health (MOH) in Honduras, as well as supporting two
local specialists assigned full-time to the MM&HP Project.

The Ministry of Health is funding three full-time counterparts, office space and
the remaining broadcast costs. The project staff coordinates project activities with
several other MOH offices, including the Director General, Maternal Child Care,
Training and Human Resource Development, Epidemiology, and &nvironmental
Sanitation. A coordinating committee has been established to review project activities
and to ensure that the project is consistent with the overall heclth priorities of the MOH.

The project operates in Health Region No. | of Honduras. This region was
selected after careful study and provides a representative population of approximately
400,000 individuals.

The Problem

Honduras reported that 1,030 infants died from diarrheal denydration in 1977.
This accounts for 24 percent of all infant deaths and represents the single greatest cause
of infant rortality in Honduras. The most commonly available treatment for diarrheal
dehydration in Honduras is intravenous (IV) therapy. Intravenous therapy is expensive,
requires trained medical personnel and a relatively sterile environment, and is available
only in fixed health faciiities which serve a small portion of the country's rural
population.

Communication Objectives

The mass media campaign in Honduras has the following main objectives:

o) Substantially reduce the number of deaths from diarrheal dehydration
among children below the age of five.

) Extend rehydration therapy to isolated rural areas where it is not now
available.

0 Substantially reduce the per-patient cost of rehydration therapy in
Honduras.

o Introduce several diarrhea-related prevention behaviors to a
significant number of rural people living in isolated areas.

-10-



Audience Definition

The audience in Honduras has been divided into two main groups:

o The primary audience is rural mothers/grandmothers with children
under the age of five and primary heaith care workers called

guardianes.

o The secondary audience includes physicians, nurses, auxiliary nurses,
midwives, fathers of children under five, rural school teachers and
school-children, and regional health promoters.

Communication Strategies

The project is designed to teach the primary audience:

0 To properly prepare and administer pre-packaged oral rehydration
salts to infants (less than one year), as soon as the child gets diarrhea,
and to toddlers (older than one year), as soon as the child loses
appetite or becomes listless.

o) To seek outside assistance if the child does not improve aftfer
administering the above regimen.

o} A cluster of behaviors associated with breast-feeding, infant food
preparation, and personal hygiene.

The secondary audience is taught to support the primary audience through:
o} Physicians and nurses using oral therapy in all fixed facilities.

o Fathers and midwives understanding and approving oral therapy.

o Rural schools teaching prevention measures,

0 Regional health promoters distributing ORT packets.

Message Tone

The tone of the campaign is serious and straightforward. [t seeks to promote a
mother-craft concept which supports what mothers are already doing and adds several
new components to "being a good mother." ORT is presented as the latest achievernent
of modern science: a remedy for lost appetite and an aid to recovery. ORT is not
presented as a remedy for diarrhea.

Execution

The following diagram illustrates the various project inputs over time, including
the different evaluation instruments used by Stanford. The evaluation data reported
later in this paper reflects the time period from February, 1981 through February, 1982.
As illustrated, some 20,451 radio spot hroadcasts, and some 200,000 print materials, plus
150,000 packets were produced and distributed.



The campaign is a two-year efffort divided into four sequential phases timed to
coincide with the peak seasons of diarrhea. Phase |, which precedes the first diarrheal
peak, stressed face-to-face training of health workers and medical professionals in the
proper application of oral rehydration therapy for mild, moderate, and severe cases.
Phase Il, during the first diarrheal peak, shifted from an intensive face-to-face effort to
a media-based mass campaign directed at rural mothers and grandmothers, Messages
during this period focused on diagnosis; procurement, mixing, and administration of ORT;
and recovery. A few prevention concepts were addressed during this phase. Phase Il
shifted to a prevention focus, but selected treatment messages were broadcast to
reinforce therapy compliance. This period precedes the next diarrheal peak season and
prepared mothers to apply useful prevention techniques. Phase IV, during the second
large diarrhea!l peak, reemphasized ORT treatment. During this phase, media was used
to reinstate treatment behaviors elicited during Phase lI, and to provide continued
reinforcement to selected prevention measures.

A message pattern was developed which differentiates messages by specific
audiences. The treatment pattern was built around ¢ core cluster of treatment behavior
which was either expanded for audiences like physicians. nurses, and auxiliares, or
selectively emphasized for groups like school children and midwives. This means ihat
physicians |learned how to treat severe dehydration with oral therapy in addition to the
moderate rehydration therapy being taught to rural mothers. School children were not
taught the entire core cluster of oral therapy behaviors directed at mothers but focused
on early diagnosis and alerting mothers to a pcssible problem.

Prevention messages were also differentiated by target audience. For example,
breastfeeding was emphasized with physicians, diaper storage with guardianes, and
general evironmental sanitation in school programs.

Radio was the principal means of initial contact with most rural mothers. While
simpla print materials such as posters and graphic pamphlets were distributed widely, it
was expected that many mothers will receive only the radio messages. Word of mouth
was expected to be an important secondary source of information for mothers. The
primary contact points for mothers were quardianes, local alcaldes rural clinics,
children's hospitals in Tegucigalpa, and rural primary schools. Scnools were added fo the
communication network because they offer a relatively simple way to provide structured
information to a large number of rural homes. The guardianes were reached by a
preliminary intensive training effort, and supported through regular biomonthly meetings,
radio broadcasts, and simple print materials. Secondary audiences such as physicians,
nurses, nnd health promoters were reached principally through print media, although
regular news items were important motivaiors for these groups.

-12-
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THE CAMPAIGN IN THE GAMBIA

The field project in The Gambia is a two-year portion of the overall Mass Media
and Health Practices Project. The Gambia activity is divided into a six-month pre-
prograrn development investigation and the actual execution, monitoring, and revision of
the public education program. The project has modest financial resources to develop and
produce the radio, graphic, and in-service training materials required. The MM&HP
project also provides one expatriate technical assistant to the Health Education Unit of
the Medical and Health Department.

The Gambian Ministry of Health (MOH) provides one full-time counterpart and
office space, and th: national radio system is providing all radio broadcast time. As in
Honduras, a coordinating committee has been established by the Ministry to review
project activities and to ensure that the project is consistent with the Government's
overall health priorities.

The Problem

The Gambia reports that gastroenteritis and malnutrition account for 21.3 percent
of all deaths in chiidren under five years old in Banjul where health statistics are most
reliable. [t is estimated that rural areas of the country experience comparcble or more
serious mortality rates due to the same two causes. This represents the most significant
cause of death for children of this age group. Existing prevention treatment methods
vary widely within the country and are generally considered inadequate to meet the
problem.

Communication Objectives

The main objectives of the mass media campaign in The Gambia are the following:

o) Substantially reduce the number of deaths among children below the
age of five from diarrheal dehydration.

o) Establish one sugar/salt (S5/S) rehydration regimen as a standard for
village-based prevention of cchydration.

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

o Establish a regular faeces clean-up campaign within a significant
number of rural family compounds.

Audience Definition

The audience in The Gambia has been divided into three main groups:

o) The primary audience is rural mothers, grandmothers and older
female siblings of children under five.

o The secondary audience includes Rural Health Inspectors, Community

Health Murses, iHealth Peace Corps Volunteers, Leprosy Inspectors,
Maternal Child Health teams, and Primary Health Care Workers.
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o) A tertiary audience includes general physicians, dresser/dispensers,
local leaders (alkalos), and rural fathers of children under five.

Communication Strategies

The campaign is designed to teach the primary audience:
o To properly mix the simple sugar/salt rehydration solution.

o] To administer the solution along with breast milk and adult foods
during episodes of wet season diarrhea.

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

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

o) To identify one member of the family to regularly clean up human,
primarily infant, faeces from the family compound floor.

The campaign hopes to teach the secondary audience:
o) To properly mix and administer S/S rehydration solution.

0 To properly manage moderate and severe dehydration in the health
centers using ORT packets.

The tertiary audience will be motivated to support and praise mothers who
properly use the S/S solution for diarrhea.

Message Tone

The tone of the campaign is serious and straightforward. [t seeks to promote a
remedy, the basis of which builds upon existing widespread recognition and concern over
"dryness” in small children, which offers mothers a powerful new diet for "dryness." The
S/S solution will be presented as part of this ""diet for dryness" which includes specialized
feeding and continued breast-feeding.

Execution

Radio, print, and health worker training were combined to provide the same
messages over multiple channels. Radio spots, mini-programs and magazine format radio
programming delivered a seasonally structured series of messages. A national rural
lottery which uses radio to teach the audience how to use a color-coded mixing flyer was
a central element in the program to teach S/S mixing to rural women. This was
strengthened by trained Traditional Birth Attendants (TBA) identified by a special "happy
baby flag" in a significant percentage of rural villages. These TBA's provided back-up
support to mothers in remembering how to mix S/S solution. Simultaneously, packet
rehydration was introduced at the rural health center level as the preferred treatment
for moderate and severe rehydration. A faeces clean-up campaign relying heavily on
radio was conducted to link the concept of cleanliness during prayer, advocated by
Islamic principles, to the need to maintain the floor of the family compound as a clean
place upon which to pray.
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The first year is divided into three sequential phases timed to coincide with the
seasonal variations in diarrhea.

Phase I, which preceeds the wet season diarrheal peak (characterized by
prolonged, debilatating bouts of diarrhea), emphasized the relationship between diarrhea,
dryness and malnutrition, establishing the concept that "dryness," or dehydration, can be
prevented through a special diet of S/S solution, breast milk, and adult cereals given to
young children during bouts of diarrhea. Phase | included an intensive face-to-face
training program for rural health workers (HIs, CHNs, PCVs, Lls, and MCH team
members) in the proper management of diarrhea including S/Ss solutions, UNICEF
packets and intraveneous/intraperiton=al (IV/IP) therapy. These health workers in turn
trained TBAs in 1,000 villages in the proper mixing and administration of the S/S
solution, leaving a happy baby flag on the hut of the trained TBA as a identifying marker.

Phase Il, which corresponds to the wet season diarrheal peak, emphasized proper
mixing of the S/S solution in the home along with casual administration and specific
feeding advice. During this period a national rural lottery was operated to publicize and
popularize the S/S mixing instructions.

Phase |llI, which immediately precedes and coincides with the dry season diarrheal
peak (characterized by short, intensive and rapidly dehydrating bouts of diarrhea),
reinforced the S/S mixing behavior stated in Phase || and emphasized the rapid,
systematic administration of the S/S solution from the on-set of the diarrheal episode in
children under five.
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Images from the Field
IN HONDURAS:

A complete formula oral rehydration packet is

produced locally by the national pharmaceutical
company.

Called Litrosol, this brand name is
widely publicized through posters,
pamphlets, radio programs and an

instructional label which reminds

mothers of how much water to use
in mixing the prepackaged salts.

" DONDE VEA LA DANDERA DEL CURAZON

¥

Most packets are distributed with a
; simple fiyer, folded to appear like
LYROSOL \ an envelope. The flyer carries
sauh 1 wiR0 ehglithyl o~ ] important instructions on how to mix
OLERGRATACION feof i the packet with water, how much
' to give and what feeding practices to use.
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These materials are developed after months of
intensive investigation in rural areas to
determine how mothers now treat diarrhea

and what they expect from a diarrheal remedy.
Simple photographs are used as discussions
starters to help mothers talk about treatment,
and their experiences with diarrhea.

" The Mather's Expartence s the £
2 Bamig ler 4 Sucewasiid Program 2

One of the toughest jobs is analyzing

the results of these investigations.

Hours are spent reviewing questionnaires,
discussing their importance, and using
principles of behavioral psychology to
prioritize problems and select promising
educational solutions.

One solution discovered was to develop a
loving image for the campaign. A red
heart is chosen as a central visual
symbol, signifving the love that mothers
have for their children. It is repeated
often on print materials.
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Radio programs, thousands of spot
broadcasts, and dozens of weekly programs
are broadcast on carefully selected local
stations. These programs build upon the
loving theme selected for the graphics,
and talk directly to mothers, grandmothers,
and older sibblings in vocabulary they

can understand and appreciaie. Radio

is both the first contact with Litrosol

and a regular reminder of key mixing and
administration instructions.

Local health workers and health
professionals are trained to use and
promote Litrosol. Practice sessionhs,
using a simple doll, replicate each
step in the rehydration process.

The fun of using a doll heightens

the workers' interest and enthusiasm.

A simple flag with the red heart
symbol is given to each trained
health worker. Radio programs then
announce that Litrosol is available
at houses with the red flag. This
integration of radio, graphics and
health workers proves to be a
powerful combination.
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Village health workers learn to mix the
correct sugar, salt, and water solution

using the same materials and containers
fund in rural homes,

Bractical Yaning of
- Vitlage Heakh Workurs

A village health worker proudly displays

a happy baby flag, symbol to the community
that he is a source of information on

the water, sugar, salt diarrhea medicine.

R P e

‘A one page flyer shows how to use a bottle cap
and a local soft drink bottle to measure the correct
proportion of sugar, salt, and water.




Thousands of women crowd around a health worker
at the nation's first Happy Baby Lottery.

Women who can properly mix the diarrhea
medicine win a simple prize. The Lottery
provides not only motivation to get

a flyer, but practice in mixing the

solution in supervised settings.

Women get their flyer from local leaders
and health centers, ard then listen to
special radio programs which teach them
whai the flyer means. Color coding of
the flyer allows the radio announcer to
be clear and specific about each of

the pictures on the flyer.

One of the prizes is a bar of local soap
wrapped in a gummed label with the Happy
Baby symbol printed on it.



Mothers keep the flyer and use it to remind _
them of how much sugar, salt and water to mix.

Follow-up radio programs use the
testimonials of Happy Baby winners,
to continually reinforce the value
and importance of the sugar, salt
and water solution. These programs
are an ideal opportunity to repeat
the mixing instructions which have
been captured in a song using
popular rhymes and rhy thms.

Rastlile &
For Hsdio Progasms

.
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COMPARING HONDURAS AND THE GAMBIA

The project compared the usefulness of a single methodology applied to two

different environmental and cultural settings.

The Gambia and Honduras were chosen

largely because of their differences from each other. In essence, the question is: does a

systematic,
Latin American setting?

mediated campaign

work effectively

in both an

African and a

The chart below illustrates the most relevant differences between the two sites.

The Health Problenm

SOME DIFFERENCES BETWEEN THE TWO SITES

The Gambia

Striking seasonal variation between short
dry season of watery diarrhea, and longer
wet season of prolonged diarrhea inter-
acting with malnutrition,

Honduras

Seasonally prominent watery
diavrhea.

Target Audience

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

Homogeneous cultural groups

Health System

Limited central resources, with signifi-
cant potential for rural coverage

Significant central resources
with relatively limited rural
outreach.

Single, centralized government broadcast
channel, Limited potential coverage.

Multi-~channel commercial broad-
cast system. Excellent potential
for coverage.

Print Media

Practically unknown at village level

Limited availability, but
some exposure.

Rehydration Regimen

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

Packet In the home. Packet
and IV in the health ceuter.

Treatment Strategy

Reinforce significance of dryness.S/S
means to prevent dryness. Teach signs
of mild dehydration as point to seek help.

Teach significance of dehy-
dration. Teach signs of mild
dehydration as point to seek
help.

Principle Treament Ojective

1Prinnlplu Prevention Objective
1

Standarize and popularize proper mixing
and use of S5/S golution in the home.

Popularize appropriate appli-
cation of the packet in the
home.

Reguiar feces campaign within compound.

Cluster of preventfon behaviors.

! Campalyn Structure

'High lmpncg.radio lottery targeted at
rural women with print and health worker
support.

Multiple, intensively repeated
short radlo messages, broad
print material and health
worker focus.

24 months total/12 month broadcast cycle.

36 months total/24 month
broadcast cycle,




The following chart illustrates the different out-puts and their relative costs for
each country. Costs exclude foreign technical assistance but include local salaries,
benefits, travel, transportation, research, printing, production, and broadcast. The
significant differences in total cost between the two countries reflect first, significant
savings because air-time was provided free in The Gambia and commercial printing costs
were much lower. Secondly, the prior experience with the research process in Honduras
permitted significant savings in protocol development and a smaller sample size resulting
in a lower total preprogram research cost in The Gambia.

HONDURAS THE GAMBIA
PRE-PROGRAM RESEARCH
177 Individuals ——— INDIVIDUAL INTERVIEWS — | 62 Individuals
62 Groups —— FOCUS GROUP INTERVIEWS — "G
$15. roups
5.000 20 Women MIXING TRIALS 37 Women $6,000
24 Homes —-———DIRECT OBSERVATION 22 Homes
16 Village Centers
‘ EDUCATIONAL ACTIVITIES
$33,000 }———— 29,000 RADIO BROADCASTS 600 $2.000
$42,000 200,000 PRINT MATERIALS 252,000 $19,000
$35,000 —————— 285,000 PACKET DISTRIBUTION p—————
1,400 PEOPLE TRAINED 1,220
$7,000 —————| 100 Urban 60 $12,000
1,300 Rural 1JWJ
$117,000 $33,000
ON-GOING MONITORING ———
4 Sweeps at 3-4 Mo Intervals -+— PERIODIC IN-DEPTH INTERWEWS —{— 4 Sweeps at 6 Mo. Intervals
$3.000 Monthly Reports +— TELEGRAMS/HEALTH SYSTEMS — Manthly Intervals l
- (10Sites) REFERRAL $2.000
Weekly Reports ———}— RADIO PROGRAM MONITORING—— ... |
$135,000 $41,000

1st YEAR ACTIVITIES
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To

IMPORTANT COMMONALITIfZS OF APPROACH

understand the MM&HP program it is also important to note

the

commonalities, not of setting, but of approach, which characterize the project in both

countries.

o]

In both countries:

A significant pre-planning investigation of the medical problem, the
social context, and the instructional tools was conducted.

Focused instructional goals were established around a narrow health
objective.

The ultimate criteria against which specific messages we:e selected
were the feasibility, practicality, and reliability of audience adoption.

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

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

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

Systematic materials testing and on-going project monitoring were
included as fundamental elements.
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EVALUATION FINDINGS

The MMAHP project is being formally evaluated by Stanford University's Institute
for Communication Research. The evaluation includes resident experts in both Honduras
and The Gambia. The research design relies on a variety of studies including a panel
study of some 800 families, and health worker, nutritic:: and mortality studies. In
Honduras a special behavioral study is also underway to determine how women actually
use the program's advice in their homes. The following text is abstracted from Stanford's
formal evaluation report.

RESULTS IN HONDURAS

Results of the first year evaluation in Honduras are very encouraging. The
population has good access to the main channels of communication used by MM&HP.
Roughly 80 percent of families own radios, of which about 90 percent are functioning at
any given time. Some listen to the radio throughout the day, but most of the audience
tunes in between six and seven in the morning and at noon, with virtually no one listening
in the evening. On any given day, roughly two-thirds of the mothers will listen to the
radio. People have frequent contact with members of the health care community, either
through community based workers (21.3 percent of families in the last six months) or
staff of fixed health care facilities (32.6 percent of families in the last six months).
There is a strong preference for care from modern medicine sources over folk medicine
sources (82.5 percent of contacts over the last six months were with representatives of
the Ministry of Health system rather than healers, spiritualists, etc.). More than half the
mothers can read and, if they can't, usually there is someone else in the family who can.
The household literacy rate is 86.8 percent. Therefore it is clear that the MM&HP
messages can be received by the target audience through all three channels.

Exposure to MM&HP materials through these channels is also very high. Mothers
who listened to the radio on the preceding day remembered having heard a MM&HP radio
spot about 70 percent of the time. An average of more than three spots was remembered
by mothers who listened to the radio on the previous day. Mothers also have the
potential to learn through instruction that takes place during contacts with health care
workers. Instruction took place in an average of 42.4 percent of contacts with staff of
fixed health care facilities and in an average of 37.9 percent of contacts with community
level health care workers. Exposure to the print materials was also very high. Roughly
half the sample reported having seen a health poster, usually at a health center. About
80 percent of these recalling seeing a poster could describe it well enough that it could
be identified as a particular MM&HP poster. There is no doubt that the campaign
messages are actually reaching and being remembered by the target audience.

Learning of the content of the messages is quite successful. After five months of
broadcasting mothers successfully supplied 28.9 percent of all possible answers to the
questions, most of which were unaided recall items with mulfiple responses. a
particularly demanding test of knowledge. By the thirteenth month of broadcasting, this
rate had risen to 33.8 percent, a statistically significant increase. This result is
particularly impressive because it includes mothers who never listened to the radio or
who reported never having heard one of the spots. |f one looks at the learning scores for
particular items, the percentages are even higher. For example, nearly two-thirds of all
mothers could complete the campaign jingles when prompted with the opening lines. An
average of roughly half the mothers named at least one correct answer in euch iearning
category. An average of almost 90 percent of the sample who heard Dr. Salustiano spots
could identify Litrosol as the medicine he was recommending. There is thus u pattern of



initial fast learning to a very respectable level when the campaign begins, followed by
slower gains in learning as time goes by.

Diarrhea prevalence is high. Estimates at different points vary: the maximum
point prevalence observed was 4.6 percent of children less than 60 months of age sick
with diarrhea on the day of the interview. A minimum of almost half the children
experience an episode of diarrhea during a six month period. Use of Litrosol in cases
occurring within r~o weeks prior to the interview rises from 9 percent of cases after
four months of the campaign to 26. percent after |12 months. Higher percentages of
cases {up to 45.3 percent) are reported to have been treated with Litrosol over periods of
six months prior to the interview, but it seems likely that mothers are forgetting more of
the less severe cuses. Half of the entire sample says they have tried Litrosol after
thirteen months of the campaign. About two-thirds of the women get their Litrosol from
people in their own community; the rest tend to get it from clinics or the hospital.
Learning of the method for preparing Litrosol is primarily from the packet (58 percent at
the end of the first year), secondarily from interpersonal sources (43.4 percent) and
relatively little from the radio (14.0%). Knowledge leveis about mixing of the Litrosol
packets were good for the most important aspects--using a liter of water and putting in
all the packet both received about 95 percent correct responses. Evidence indicates that
more severe cases of diarrhea are more likely to receive treatment with Litrosol.
Breastfeeding levels are high (over 90 percent of children are breastfed at some time)
but bottlefeeding is often carried out in combination with breastfeeding. At the end of a
year 87.5 percent of mothers knew to continue breastfeeding during diarrhea bouts, and
58.7 percent knew to keep feeding the same or increased amounts to children during
diarrhea episodes. Mortality monitoring in children less than two years old shows a 40%
drop in percentage of deaths involving diarrheaq, but not in overall mortality. Honduran
children show intermediate levels of malnutrition, wasting, and stunting. Data for
assessing change in nutritional status during the intervention are not yet completed.

The overall picture that emerges of the impact of the MMA&HP project in
Honduras is one of an intensive, well integrated campaign that is achieving impressive
successes in teaching people health information and getting them to change specific
behaviors related to response to infant diarrhea. Subsequent analyses on the health
effects over time will reveal the impact that the behavioral changes have on health
status.

RESULTS IN THE GAMBIA

Data collection in The Gambia is conducted within a panel of 300 mothers in
twenty communities. The communities are sampled purposively, the compounds are
sampled randomly within community and mothers are sampled randomly within
compounds. The panel is to be followed for a period slightly longer than two years, with
a battery of questionnaires administered roughly once each month. The main batteries of
questionnaires are Communication, Childcare and Feeding Practices, Morbidity, and
Anthropometric Measurement. In addition to the survey data, a series of smaller
separate studies are being run, including interviews with health care workers, community
mortality, mixing accuracy, observational studies, and process evaluation.

Access and Exposure

In assessing the impact of the campaign, we first ascertained the degree of access
mothers had to the channels (print, radio, and interpersonal communication) and then

measured the amount and type of exposure mothers received to campaign information
through those channels.



Print

The literacy levels of the mothers in the sample were measured using a simple
system that required them to read a complex phrase in any of several languages in
Roman or Arabic characters. Only 2.9% of the mothers could read the phrase. When a
mother could not pass, she was asked to name another resident of the compound who
could read. The test was administered to any claimed reader who was present at the
time of the interview, and 31.5% of the compounds had someone present who could
read. Even though roughly a third of compounds had readers, almost no printed material
was available -- only 3.9% of compounds had any kind of newspaper or magazine
avGilable. On the one hand, these low literacy rates meant that campaign materials had
to be designed to be independent of printed instructions; on the other hand, the low
availability of any printed matter meant that printed campaign materials would have a
high salience in the rural areas.

The two major print efforts in the campaign were the use of printed flyers as
entry tickets in the Happy Baby Lottery and the distribution of red flags printed with the
"Happy Baby" logo to community members trained to train others in mixing water-sugar-
salt solution. After the lottery had taken place, 72% of all mothers could show us their
copy of the flyer, and more than half of them (38.3% of all mothers) could explain the
meaning of all the component illustrations on the flyer. Approximately two-thirds of
mothers could explain the significance of the red flags.

These results indicate that the usefulness of the print channel was limited by the
literacy levels of Gambians, but that carefully designed materials in appropriate roles
could achieve a significant level of exposure and impact.

Radio

The penetration of radio receivers is relatively high in The Gambia. There was a
working radio in 59.3% of all compounds, and batteries to operate them can be purchased
locally in 90% of the cases. Men own most of the radios (78%) and tend to control the
choice of what station is listened to (only 25% of women report that they choose the
station). Nonetheless, Radio Gambia is overwhelmingly the most frequently chosen
station, with 8% giving it as their first choice. Radio listening is often a group activity
in the evenings. Eight in tne evening is the most desired listening time for 70% of the
women,

‘Women also listen at eight a.m. and one p.m. but more than two-thirds say their
listening is in the evening. Over 60% of the women report listening to Jaata Kendaya, a
regularly scheduled health program. An average of 50% of mothers report having heard
radio spots about diarrheal disease, and within a few months after the campaign began,
47.9% of mothers reported that they had learned something from the radio about care of
children with diarrhea.

Because the radio is often playing during socializing in the evening with people
from other compounds, actual coverage by the radio is even higher than the ownership
figures would indicate. Thus the heavy reliance of the campaign on radio-transmitted
information is an effective strategy for reaching the rural population.



Interpersonal Communication

Use of interpersonal interaction for training and reinforcement of campaign
information was the third leg of the Mass Media and Health Practices strategy.
Interaction with clinic-based health care workers seems easily possible; two-thirds of the
mothers in our sample can reach a health care center within 90 minutes, mostly by
walking, and prior to the campaign, 85% of mothers said they had gone to the clinic for
the child's last case of diarrhea. In addition to fixed health care facilities, commuity
volunteers were trained and designated as "Red Flag" women, to whom once could turn
for advice. Roughly 80% of the mothers in the sample lived in villages with Red Flag
volunteers, and over 80% of the women in those villages knew what the flag signified.

Women reported discussing the radio messages among themselves in about a third

of the cases. This type of interpersonal communication can provide an opportunity for
secondary transmission of information and for generating community consensus on the

meaning of the messages.

Potential access to interpersonal communication channels, in both formal and
informal settings, is good, and exposure to campaign messages is correspondingly high.

Learning and Behavioral Changes

Basic information about a range of topics, including causes and signs of diarrhea
and dehydration, breastfeeding and other feeding practices, personal hygiene, and
environmental sanitation are taught in addition to the mixing and administration of
home-made water-sugar-salt solutions for oral rehydration.

In diarrhea and dehydration beliefs, the gains are large at the beginning of the

campaign and either slow down or in some cases even reverse slightly. Mothers
recognize some signs of dehydration after nearly a year of campaign, but by no means
all. Sunken eyes and sudden weight loss ar recognized by 81% and 71%, respectively.
However, sunken fontanel and loss of skin elasticity are only recognized by 36% and 44%,
respectively. Mothers beliefs about the impact of water-sugar-salt (WSS) treatment are
improved over time -- between the ninth and thirteenth month of the campaign, the
incorrect belief that WSS stops diarrhea is cut from 82% to 44%, while the correct belief
that it prevents dryness rises from 4% to 26% of mothers. The concept of dehydration
seems particularly difficult. Six months into the campaign 52% of mothers did not agree
that "dryness," the campaign synonym for dehydration, could result from diarrhea.

For feeding practices, mothers' beliefs are generally good to begin with and
continue to improve during the campaign. A stable average of 87% of mothers report
that they breastfed during diarrheal bouts. The percentage of mothers who continue
other foods starts at 60% at the beginning of the campaign, then jumps up and stays at a
level between 80 and 90%. A vyear into the campaign, 8%% of mothers agree to the
statements that babies need extra food during diarrhea and that babies need solid foods

to regain their strength.

On the less encouraging side, while some concepts of environmental sanitation are
well accepted, after ten months of campaign, 77% of mothers still thought it was okay to
throw feces over the compound wall to get rid of them, 55% thought flies didn't transmit
disease, and only 36% agreed that feces in the compound can cause diarrhea.

Teaching about the mixing and administration of WSS was the primary educational
objective of the campaign, and in this area the most dramatic impacts of the campaign
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are seen. The percentage of mothers who have heard of the water-sugar-water
treatment that you mix at home rises from 52% in the early months of the campaign to
84% within a year. A measure of correct mixing knowledge requiring the mother to be
correct on all aspects of mixing rises from zero in the first montii to 7% within nine
months. The sharpest rise in this knowledge level measure appears to be the result of the
fottery effort that stressed the mixing procedure very heavily in all channels. Many of
the finer points of administration are getting across well. For example, knowledge about
the correct amount to give children of different ages climbs steadily for all age groups,
and averages 62% of mothers knowing the correct amount after a year of broadcasting.
Mothers also improve on questions such as when to start administration and what to do
when the child vomits. There are examples of items which do not improve or which
worsen, but the general picture is one in which the campaign is effectively transmitting a
great deal of information to the mothers.

Behavioral changes follow a similar pattern to the knowledge changes. Within
nine months of starting the campaign, 47% of mothers had treated at least one case of
diarrhea among their children with WSS, The behavioral changes take place at two
levels. One is the decision by the mother about whether to seek help from the formal
health care staffer when a child has diarrhea. At the start of the campaign, 85% of
mothers claimed that they took their child to the health center for the most recent case
of diarrhea. A year later that figure had dropped to 50%. Other data show that this
indicates that mothers willingly treat at home if they feel they have an effective
response available to them. The other level of behavioral change is what treatment the
mother chooses if she treats the case herself. Of those cases that were treated at home,
the percent receiving WSS skyrocked from 20% to 89% of home treatment cases, or from

% of all mothers to 47%, within nine months of the start of the campaign.

Changes in other behaviors are less marked but are generally consistent with the
promotion by the campaign. For example, the reported rate of breastfeeding during the
first few months of life rises from 82% to 98% in a year, and the reported rate of giving
colostrum to newborns rises from 51% to 66% in the same period. Feeding practices
seem more variable, but may be reflecting changes in food availability over the course of
the year.

The evidence on knowledge and behavioral change during the first year of the
project is strong and positive, particularly in the knowiedge and behaviors related to the
primary objective of the campaign, the adoption of WSS.

Health Status

Diarrheal morbidity has been tracked over the course of the first year and has
exhibited the expected strong seasonal pattern. The dry season has lower rates in
general, with a two-week prevalence rate ranging between 10 and 18% of children under
five years. The wet season has distinct elevation, with two-week prevalence rates
ranging from 26% to 34% of children under five. The point prevalence for the wet and
dry seasons ranges from a high of 9% to a low of 1% of children under five sick on the day
of the interview. Indicators of severity of the case behave in ways directly or inversely
related to seasonal changes, but consistently with the general hypothesis of the Medical
Research Council that rainy season diarrhea in The Gambia is bacterial and does not
produce much acute dehydration, and dry season diarrhea is largely caused by rotavirus
and does lead to acute dehydration.

Arithropometric measures of health status were taken in the fourth and eighth
months of the first year. They reflect a pattern of moderate stunting and some degree
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of wasting. Gambian children are on the average about one standard deviation shorter
and lighter than the NCHS standards. The two measurement cycles taken during the first
year bracket the rainy season and there is a consistent tendency for weight, weight for
height, arm circumference, and triceps skinfold to show a drop from the first to the
second measures. The consistency of the pattern lends support to the interpretation that
the effect detected is related to the increased levels of illness during the rainy season
and the fact that food supplies are much scarcer during the 'hungry season'" that
coincides with the rains. Analysis of the relationship between treatment with WSS and
anthropometric measures is planned when data on longer time periods is available.

Mortality data is being collected at the comunity level and will also be analyzed
when a longer time ceries has been collected.

The data for The Gambia reveals that the target population has good access to the
three channels of communication -- print, radio, and interpersonal -- used by the
campaign. In addition, the actual exposure to campaign messages through these channels
was high.

Learning of campaign content related to the primary objective of the campaign,
mixing and cdministering water-sugar-salt solutions to children with diarrhea, was very
high. Learning of other campaign content was somewhat lower and more variable, but
still high on an absolute scale.

Behavioral changes were consistent with learning. That is, adoption and accuracy
of performance of the prime target behavior was very high. Other target behaviors also
showed sizable positive changes.

Health status measures reveal a picture of a high and very seasonal level of
diarrheal morbidity. Gambian children are shown to be short, underweight, and low in
muscle area and fat area when compared with NCHS standards. Mortality data is being
collected but a longer time series must be collected before meaningful analysis can be
undertaken.

The overall portrait of the campaign at the end of the first year is one of an
intense level of activity that has become highly salient for rural Gambians. The
campaign and the recognition it has received have produced impressively high levels of
awareness and behavioral change in the population in a relatively short time. Further
data collection during the second year of the campaign will investigate the performance
of these changes and any possible impact of the changes on the health status of Gambian
children.
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OBSTACLES TO EFFECTIVE ORT PROGRAM IMPLEMENTATION

The first year experiences with MMHP in Honduras and The Gambia demonstrated
clearly that five obstacles to an effective ORT program are particularly important. This
section attempts to list those obstacles in brief outline form as a possible guide to future
program planners.

l. Inadequate Training/Orientation of Health Care Personnel

in how to use ORT themselves
in how to teach mothers to use ORT in the home
in what childcare advice to give--feeding, signs of dehydration
in what vocabulary to use with mothers.
Physicians often comment:
ORT doesn't really work with moderately or severely dehydrated children
ORT is too labor intensive - my nurses don't have time to rehydrate orally
Children should not be fed while in rehydration treatment
Antibiotics are an essential part of all effective diarrheal treatement

Mothers clutter up my rehydration ward - | don't want lay people
administering medical care

ORT doesn't seem as professional, as serious a treatment, as IV

2. Inadequate Supply/Distribution Systems for Packets and other supplies

3. Inadequate Education of Users

told too little - no explanation of dehydration or exact mixing

given wrong advice - told to stop breast-feeding, stop feeding during bouts,
give antibiotics, use purges

user constraints are often ignored - boiling water, how to measure a liter -
how to read instructions, time needed to administer ORS properly

existing beliefs are ignored - purging, fasting, desire to stop diarrhea rather
dehydration

reaches too few people directly - too great a dependence on health workers
alone

messages are often contradictory - several different S/S formulas promoted
at the same time

messages are often unclear to user - wrong vocabulary is used
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4.

5.

Mothers often ask:
Can | give my local remedies along with ORS?
Can luse ORS for adults as well?
Do | really have to give a whole litre?
Can | add other ingredients to the ORS?
What do | do if my baby vomits?
Is ORS good for all kinds of diarrhea?
Does ORS cure my baby's diarrhea?

Inadequate Information on Program Performance, particularly on the:

distribution system
health care providers attitudes and practices, and
user-attitudes toward ORT

- difficulties in applying ORT
- confusions or mistakes in applying ORT

Inadequate Planning

user education/promotion begins before supplies and training are completed
training is done before supplies are ready

supplies run out after first four months--resupply delayed

program proceeds without full cooperation of medical community

program proceeds without overall policy

program responsibility is shifted from one office to another

resources for monitoring (travel and per diem costs) are unavailable
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Lesson #1:

LESSONS LEARNED

Coverage, Timeliness, and Credibility - You Need All Three.

If the goal is to produce widespread use of ORT in unsupervised settings, then three
factors are critical: coverage, timeliness, and credibility.

Coverage is the ability to reach many people qgriickly, and it is best achieved
through the media. In most countries, this means .adio.

Timeliness, or the availability of specific mixing and administration reminders at
the moment they are needed is best accomplished by print and graphic material--
specifically a packet label and a one-page graphic flyer.

Credipility, or the acceptance of ORT by patients, is best achieved through the
full support and use of ORT by recognized health professionals in the country--
physicians, nurses, and health workers.

Lesson #2:

Have a Plan Which Includes Everything. You Can't Have a
Piecemeal Program.

To bring these three elements together, a comprehensive plan is needed. It must include:

o

0

Lesson #3:

An adequate supply and distribution system of OR salts.

An explicit linkage between what health providers, radio, and print media
tell the public--a single set of simple, noncontradictory messages on:

--  How to mix ORS.
--  How to give ORS.
--  How to know when ORS is not working.

A training program for health providers which emphasizes how to teach ORT
to mothers, as well as how to use ORT in the clinic.

A radio broadcast schedule timed to reach specific audiences.

A series of simple print reminders of key skills that accompany each packet.

Base the Plan on Field Research.

An effective plan must be based on field research of existing audience practices and
beliefs. A few key questions that need to be answered in this research are:

o

(o]

0

How will mothers mix the solution? What containers are available?
Where can mothers obtain packets if they can't get to a health center?

Whose advice do mothers take about diarrhea?
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0 What do mothers want a remedy for--the loose stool, appetite loss,
weakness; what do they most worry about when a child has diarrhea?

0 What are mothes doing now--purging, giving teas, withholding food, etc.--and
why do they feel these are appropriate methods?

o) What type of print material would be most valued and used--pictures, words?
o Why do mothers listen to radio; who do they trust as radio announcers?

There are many other questions which also need answers, but these key areas will trigger
responses critical to developing a sound plan.

Lesson #4: Correct the Plan as Required—Keep it Flexible.

Monitoring the campaign is essential. Regular visits to villages, watching how ORT is
being used or misused, systematic interviews with health workers and mothers will
expose weaknesses impossible to predict otherwise. Once discovered, correct these
mistakes, do not try to argue them away. Mistakes are normal, almost inevitable, and
they can be corrected if they are admitted.

Lesson #5 Emphasize Simplicity.

Avoid the temptation to complicate matters. Make the advice to mothers simple--use
only o few print materials, do not ask health workers to do much more than they are
already doing, and repeat a few good radio programs over and over rather than making
dozens of new ones.



ORT:

SEVEN KEYS TO EFFECTIVE PLANNING

USER PROFILE: WHO SHOULD BENEFIT?

Who is most in need?

Where are the greatest targets of opportunity - who could be reached easiest?
What are the greatest existing constraints and opportunities to using ORT (beliefs,
practices, resources)?

Who most influences the health beliefs and practices of the user?

TREATMENT APPROACH: WHAT ORT REGIMEN WILL BE PROMOTED?

What combination of home-based solutions and prepackaged ORS is optimal in the
home and at each leve! of the health care system?

What ingredients exist in the home? Can packets be effectively delivered? Are
packets affordable at every level? What are existing attitudes of health
providers?

PROGRAM MANAGEMENT: HOW WILL THE ORT SYSTEM BE ADMINISTERED?

Who is responsible for the various administrative tasks necessary to implement an
effective program?

Define Program Objectives/Message Strategy

Packet Production/Distribution

Training: Physicians, Nurses, VHWs
Educational/Promotional Materiais: Design/Production
Research and Program Monitoring

Institutional Liaison/Promotion

How will ORS be packaged? How much will be required? If purchased outside the
country, what time frame is required? Where will packets be made available
focally? How wi'l packets and other supplies be delivered on a regular basis to
these distribution points?

How should seasonal variations in diarrheal morbidity influence annual program
planning?

USER EDUCATION: HOW WILL USER BE MADE AWARE OF ORT?
How can educational materials and messages maximize existing user beliefs and
practices? How can these beliefs be identified and fed into programming

decisions?

What is the most effective combination of channels (interpersonal, print,
broadcast, traditional) to reach the primary user?
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V. TRAINING: WHAT TRAINING IS REQUIRED TO ENSURE EFFECTIVE
IMPLEMENTATION?
Who will be trained, by whom, for how long, where and in what skitls?

Vi, COST PLANNING: HOW WILL THE PROGRAM BE FINANCED TO ENSURE
LONG-TERM CONTINUITY?
What are current expenditures for diarrheal disease control, and what savings can
be expected from structural changes in the approach to diarrheal control?
What sources of funding now exist (government, international donor, private) and
what is the projected duration of this funding support?
What innovative ways can be identified to promote cost effectiveness and self-
sufficiency?

VIl.  MONITORING AND EVALUATION: HOW WILL MID-COURSE CORRECTIONS BE
INCORPORATED?
What programmatic aspects need o be monitored (distribution system, health care
provider performance, user acceptance and adoption, health status changes)?
How can adequate information be collected and analyzed at the lowest possible
cost?

ORAL REHYD‘?ATICN PROGRAM PLAN SHOULD [NCLUDE:

b, PROGRAM OBJECTIVES: What is to be accomplished

2. TARGET AWDIENCE: Primary Users and Secondary [nfluencers

3. TREATMENT STRATEGY: Home, Clinic, Hospital

4. PACKET PRODUCTION AND DISTRIBUTION SYSTEM

5. TRAINING PLAN

6. HEALTH COMMUNICATION STRATEGY: Message and Channel
Strategies

7. RESEARCH AND EVALUATION STRATEGY

8. DETAILED TIME-LINE: Showing how training, distribution,
education and monitoring inter-relate

9. FINANCIAL PLAN: Budget with long-range financing program

0. PERSONNEL /MANAGEMENT PLAN: Who is responsible for each

aspect

ACADEMY FOR EDUCATIONAL DEVELOPMENT, INC.

1414 TWENTY.SECOND STREET, N.W., WASHINGTON, D.C. 20037
TELEPHONE: (202) B862.1900
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KEY PERSONNEL

The following individuals have contributed directly to the success of the Mass
Media and Health Practices Project.

AGENCY FOR INTERNATIONAL DEVELOPMENT
BUREAU OF SCIENCE AND TECHNOLOGY

Office of Education
Dr. Clifford Block
Dr. Anthony Meyer

Office of Health
Dr. Donald Ferguson

ACADEMY FOR EDUCATIONAL DEVELOPMENT, INC.

Dr. William Smith
Dr. Reynaldo Pareja
Mr. Mark Rasmuson
Ms. Elizabeth Booth

Mr. Hector Valladares
Ms. Miriam Martinez
Mr. Arturo Diaz
Mr. Yahya Sanyang

INSTITUTE FOR COMMUNICATION RESEARCH, STANFORD UNIVERSITY

Dr. Dennis Foote

Dr. Carl Kendall
Dr. Peter Spain

Dr. Reynaldo Martorell
Dr. Maria del Carmen Miranda

Mr. Musa Saine

Dr. Everett Rogers

Dr. Barbara Searie

CONMNSULTANTS

Dr. Michael Levine
Dr. Robert Black
Dr. Norbert Hirschhorn
Dr. Mary Lou Clements
Dr. Michael Rowlands
Dr. Andrew Tomkins
Dr. Robert Hornik
Dr. Paul Touchette
Mr. William Novelli
Dr. Thomas Cook
Ms. Esta de Fossard
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HONDURAS

Dr. Gustavo Corrales
Dr. Francisco Cleaves
Dr. Alberto Guzman
Dr. Elias Aleman
Dr. Rito Padilla
Dr. Gilberto Castilo
Dr. Arturo Zelaya
Ms. Maria Teresa Cerella
Ms. Rosa Bonano

THE GAMBIA

Mr. Hatib N'jaie
Dr. Fred Oldfield
Dr. Philip Gowers
Mr. Sehou Conate
Mr. Mancel Tomasi

Mr. Sehou Dibba
Ms. Heddy Gabadon
Ms. Ami Joof-Cole

Ms. Yamai Jack
Mr. Ismaila Senghor
Mr. Bemba Tomadu

SPECIAL APPRECIATION TO:
USAID MISSION/HONDURAS

Mr. Ronald Witherel!
Dr. Barry Sn:ith
Dr. John Massey

Mr. William Smith

USAID MISSION/THE GAMBIA

Mr. Ahthony Funicello
Mr. Keith Simmons
Mrs. Cynde Robinson
Ms. Meri Ames

WORLD HEALTH ORGANIZATION/PAN AMERICAN HEALTH ORGANIZATION

Dr. Michael Merson
Dr. James Rust
Dr. Pdblo Isaza
Dr. Hugo Villega

Dr. Alvaro Rueda
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