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SECTION I: RESEARCH PROTOCOL

Title : Yater and Sanitation Education in Dhaka,
Bangladesh
Investigator : Bonita Stantonm, M.D. - .

Co-Investigators John Clemens, Tajkera Khair & M.M. Rahaman

..

Starting date 15 July 1984

Completion date 14 July 1986

Total direct cost uUs $102,390

Scientific Program Head

This protocol has been approved by the Community Services Research Working

Group. .
Signature of Acting Associate Director for CSRWG: A /.. . ,

Date: ?’[ l\]’d\,ﬂ .\/ ) C~;7 (Jé/

Abstract summary:

Diarrhoea appears to be a problem of significant magnitude in Dhaka. Improper

water and sanitation practices undoubtedly are a major factor in the spread

of diarrhoea. It is the hynothesis of the study that educational programs

designed for specific communities and delivered at the community level will
_alter_target practices .and hence reduce the incidence of diarrhoea. In order”

to evaluate any impact on diarrhoea incidence a surveillance system of diarrhoea

and other water-related diseases, of growth in children €6 vears and of water

and sanitation practices by their families will be established in 50 communities

throughout Dhaka, Each community will be defined by the presence of one volunteer

from the YUrban Volunteer Program. The first 4 months of data will be evaluated

in order to assign communities to he control or interventicn communities using

s stratified random allocation based -on- the incidence of diarrhoea. The

educational program will consist of principles of hygiene which have been

subjected to scientific validation and of practices, which differ between low

and high risk families in the present study as determined by indirect standardi-

zation., Experienced tralmers and the volunteer from the community will teach

that community. Surveillance will continue to measure the impact of the training

program cn water practices, and morbidity and growth of children less than

6 years of age.

Reviews:

a) Ethical Review Committee:

— b} ""Researth “Revitw "Cofmit ted ————— - -

¢) Director:

Ty
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A. INTRODUCTION

;‘ i. Objectives:

The overall aim of the project is to assess the impact of a community
‘based educational program in hygiene and water sanitation on disease
incidence and growth parameters in children under 5 iiving in Dhaka, and
to establish a water-related morbidity and mortality screening of children
less than 6 in an urban area of Bangladesh.

V2, Background:

Extensive data are available on mortality and morbidity in rural
‘Bangladesh, through the Matlab DSS and MCH~FP Project, Extension Projects,
Teknaf Water and Sanitation and DSS Projects, and the new surveillance

. system being established in Mirzapur. Lacking is a surveillance of morbi-
dity and mortality in an urban area.

There is ample reason to believe that the morbidity and mortality
patterns in Dhaka city will be remarkably different from those in the
rural areas. Causes and presentation of diarrhoea differ dramatically
between the two rural areas of Teknaf and Matlab (1). Mortality patterns
of urban children (2) differ from those of rural children (3) when
follewed after discharge from a diarrhoea centre. Rates of another disease -
xerophthalmia - are quite dissimilar between urban and rural areas (4).

Further, risk factors for diseases differ between rural and urban
areas in Bangladesh. Rural areas tend to have a lower literacy and
s = reducational=rates=lowverzemployment_rate ,~ and=less-potential-access-to— - -
medical facilities on the one hand but a lower rate of increase of population,
more access to mest food types, less crowded living conditicns and a greater
extended family network than urban areas on the other hand (5).

That epidemiological surveillance is desirable for development of
_specific health interventions and for monitoring their impact has been well
documented in the literature (6). Therefore before embarking on a specific
health intervention it would be desirable to establish a surveillance
system for the diseases and their outcomes likely to be modified by that
intervention.

Access to clean water is a major problem in Dhaka city, particuiarly,
in the "slums" where half of the population lives. Only an estimated 6,5%
of households in Dhaka city have a family water tap or tubewell. Only
23% of households have their own latrine, 73% share latrines with upto
40 families and 4% have no latrines (7). Further, a paucity of information
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exists as to the pathogenic load - both viral and bacterial — in the
drinking water at the source and in the homes of the urban dwellers

in developing countries (10, 11). Non-intervention studies (i.e. no
new equipment) were generally performed in rural, not urban areas.
Although in at least two-thirds of the studies water quality and use
and active surveillance of patients was undertaken, in less than

9% of all studies were the methods of health education mentioned: this
implies that health education per se was not the major thrust of the
project. In another analysis by Blum and Feachem {(9), 44 studies were
examined, of which only 3 studies listed health education as one inter-
vention and none had that as their only intervention,

Hughes (8) cites that '"the majority of the studies obtained
some behavicural data on water supply........ such data were rarely
systematically collected and complete. Most studies lacked information
on maintenance of facilities being evaluated and data on water quality
throughout the study.'" Finally, most studies, s pointed out by Blum
and Feachem (9) falled to observe usage of mew facilities or changed
behavicurs.

It would appear then that the efficacy of hezlth educaticn on
hygiene and consequently the impact on diarrhoea and nutritional status
has not been tested in an urban setting.

The Urban Volunteer Program provides an excellent vehicle for
testing such an intervention. First, the volunteers are members of the
communities to be studied. As such they can provide important data
about the current uses and abuses of water and general hygiene as well
as about local custeoms regarding water. Secoand, the volunteers already
hold a position of high regard in°the eyes of the local community members
with regard to health because of their activities with ORS and vitamin A
distribution. Hence, they are likely to be listened to by the community
and, the community i1s likely to identify with them. Third, the residence
of the volunteers in the community will allow surveillance at frequent
intervals to avoid the problem of poor health indicator recall, Fourth,
the volunteers are motivated teo establish health intervention programs,
They have requested information on how to repair and maintain tubewells,
on what ponds are safe for drinking and for washing, and on
acceptable sites for latrines.

s//3. Raticonale:

A basic understanding of the faecal-oral transmission of diarrhoeal
pathogens and of the role people play in this transmission are
necessary before other interventionswill make a substantial impact on
diarrhoeal incidence, People familiar with local customs and pattern of
water usage must be involved in tailoring the educational program to the
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individual communities and in helping to deliver the message if it is
to be relevant and believable by the community members. In crder to
determine if the educational program has made a significant impact on
the health of a community, a surveillance system must be established
for diarrhoeal and nutritional morbidity.

SPECIFIC AIMS

1)

2)

3)

4)

6)

7)

8)

To establish a morbidity and mortality surveillance system
in Dhaka utilizing 50 sampling sites.

To evaluate the water retrieval, storage and usage and other
hygienic practices of 50 housing enclaves within Dhaka city.

To evaluate the pathogenic load of the water sources available
in these enclaves and their appropriateness for various

uses.,

To develop an educational program appropriate for each
community to be delivered at the community level.

To evaluate the effect of this educational program on water
utilization and hygiene practices.

To evaluate the impact of these changed behaviours on morbidity
and growth, and the relationship between any observed changes
with hygienic practices,

To evaluate changes in pathogenic/ecoliform load of water sources
with environmental changes and/or intervention changes.

To evaluate calender/photo character method of morbidity reporting
compared to 2 week recall.



¢. METHODS OF PROCEDURE

Summary :

The project will occur in 5 phases. Phase 1: Education of workers
and selection of sites (1 month), Phase 2: Initiation of surveillance
system for determining incidence of water-related diseases, and water
and sanitation practices of communities (4 months), Phase 3: Analysis of
surveillance data, preparation of educational packet, teaching volunteers
educational packet (3 months), Phase 4: Educational intervention
{2 months), Phase 5: Evaluation of impact of educational intervention
(14 months).

The surveillance system initiated in Phase 2 will be maintained
throughout the remaining 3 phases of the project i

Phase 1: Education of the persounel volunteers

The 50 volunteers will receive refresher training for 5 days at
ICDDR,B in (1) recognitiion of the targeted diseases; (2) how to obtain
a stool specimen/rectal swab; and (3) how to fill ocut the "illiterate”
calender. This course will not discuss water, sanitation or hygiene and
will be given in 4 sessions to the 4 groups of volunteers by thana.

Interviewers:

N

These 10 workers will be trained in | group to interview patients
to obtain a 2 week disease recall and 3 day sanitation practice recall
history, and to obtain lengths by a length board and weights by a nanging
scale.

Field Researchers:

These 5 workers will receive training from the Bacteriology Laboratory
in the correct method of obtaining water samples. They will receive
training in how to observe families for water and sanitation practices
(see Appendix I znd Appendix II for candidate water-related behaviours to
be observed).

During this phase the responsibilities of Data Management Branch,
Computer Programmer, Laboratory Technician and the Secretary will be outlined
and established.
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Four tharas of Dhaka will be chosen: Sutrapur, Lalbagh, Mohammadpur
and Mirpur. These 4 thanas were chosen because they are (1) urban;
(2) are not geographically isolated (i.e. cut off by a river) so are .
easily accessible by ICDDR,B: (3) have communities with an interest in
health education; and {4) have active urbhan volunteers. Ten volunteers
and their "communities™ will be chosen from each thana except Sutrapur
from which 20 volunteers will be chosen. The "community' around each
volunteer will be defined as: beginning counting 10 houses to the right
from the volunteer's house and then the next 50 hourses in all other
directions:

Volunter's house
— ; e
1__|.--~; I

I (Sl ealeniunfin)rujua) cajeapia

L ol o

By counting "down'' ten houses we hope to lessen the preblem of including
family members of the volunteers, although a "direct" relative (mother,

& TR ATTEY T brotReT T SLetety aauoﬁke* of Bon) 1f71iving i éne of thé 50 chosen-
homes would be excluded. Also to be excluded would be any one who is in
Dhaka temporarily (i.e. visiting, ou home leave).

Utilizing & random number chart for each community 5 of the 30 families
will be chosen tc become "sentinel" families, whose function will be
. described later, Maps will be drawn and houses numbered for a central
reglatry This phase will be r0ﬂp1eted by the Prlnc1nal Investlgator and
Field Researchers with the help of the volunteers and will be given as socon
as possible. Initiallv the selection of sites and the establishment of the
_surveillance system will begin in | thana on a pilet basis.

Phase 2: Initiaticn of Surveillance System

The 10 interviewers will begin the surveillance system by obtaining
a baseline one~time family profile utilizing the questionnaires in
operation in Teknaf. A two-week recall of 3 water-related diseases (diarreha,




scables and/or impetigo and conjunctities), a 3-day recall of water and
sanitation practices, and anthropomorphic measurements of all children
under age & ("target children") will also be obtained at this time. Both
historical recall interviews will be repeated fortnightly and the anthro-
pomorphic measures and major changes in the family,monthly henceforth.

It is expected that this initial round of data gathering will take | month
to complete and subsequent rounds can readily be completed every two weeks,

The interviewer will also give the familvy a calender with an
attached polaraid picture of each target child, and a set of 10 stickers
with an identification name and number. The calender will have a figure
deepicting the (3) water-related diseases in each daily block. The
family will be instructed to v the appropriate picture whenever the
condition exisgts, The interviewer will bring a new caldender every 2 weeks.
The 2 week health recall will be done independent of the calender,

! July 1 ! July 2 Juiy 3
‘ v/ : / : v -
J/ v/

3eginning in Phase 2 the volunteer will serve four roles (!} to
ensure that the families understand the chart; (2} to motivate families
to keep it accurately; (3) to collect the charts oun the day of the
interviewer visit before she comes; and (4) to cellect stoel s»ecimens.
Twice a week she will visit each of her families and ascertainif the charts
are being kept and obtain stool cultures or rectal swabs from children
with diarrhoaa. (One of the individualized "stickers” will be taken from
the chart and afixed to the carrving media bottle after the specimen is
obtained.) Families will be instructed te not wait for her visits but to
come to her with a stool specimen when their child develops diarrhoea,
and to come as usual for ORS,

In this phase the field researcher will have 2 major roles.First she
will be responsible for the bacteriology specimens, She will obtain
specimens of the community's water supplies and of the water stored in the
homes of the sentinel families, and she will collect the stool specimens
obtained by each volunteer. The water specimens will be obtained bi-monthly,
The stool specimens will be brought to ICDDR,B daily. She will bring the
health calenders to ICDDR,B every 2 weeks on the day the volunteer collects
them.
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Second, to validate the hygienic and water collection behaviours
reported to the interviewers by the families the field researcher will .
make unannounced visits to 5 sentinel families within each community
and observe them for periods of 6 to 12 hours. Two sentinel families
per week will be observed. The Data Management Branch will be
"cleaning" and coding data at all times in this phase, as well as through~
out the remaining 3 phases.

The bacteriologic specimens will be processed daily beginning
in this phase. Stool and water specimens will be processed at ICDDR,B
to identify Shigella, Salmonella, Copytobader, v. Cholerae, Entero-
toxigenic E. coli and rotavirus. Diarrhoea lasting more than ] week will
be checked for E. histolytica and Giarhia, Total coliform and feeal
coliform counts will be made on water samples. The selection and orienta-
ticn of the five "trainers” will be done in this phase,

Phase 3: Analysis of Surveillance Data

After 4 months of data collection the data will be analyzed to
enable (1) stratified random allocation of communities to either receive
the intervention ("intervention communties™) or to not receive the
intervention ("control communities”), and (2) prepare the educational

pProgram,

(standardized for numbers of children per community), and by a scoring
System rating their hygienic practices,

No. of episodes of

diarrhoea per

community per 100

Community children Rank No.
A 40 ]
B 51 2
C 63 3
D 63 4
Q 69 &7
R 70 48
S 74 49
T 82 50
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Then the communities with ranks ! and 2 will be randomly assigned .
to intervention or control, ranks 3 and 4 randomly assigned; the
resultant groups will be compared to determine that the distribution of
family size and SES are approximately eguivalent, This method will
greatly enhance the likelihood of an equi distribution of outcome to
bhe measured {diarrhoea) between groups.

The educational packet will be prepared using the indirect standar-
dization method. Mean number of episodes of diarrhoea per child per age
will be determined based on the experience of all 50 communities. A ratio
of observed episodes of diarrhoea per all target children in that
family over expected episodes per same age children will be made for
each family {(i.e. family A has a Z-year old with 3 episcdes of diarrhoea
and a four-year old with 2 episodes. The average number of episodes
of diarrhoea for atl 2 year olds in the study is 4 and for 4 year olds
is 3. Therefore the ratic for family A will be:

3+ 2
4 + 3

2
7
All families then will be ranked in order by this ratio. The 257 of

families with the highest ratios will be "high risk" and the 257 of
families with the lowest ratios will be 'low risk."

Factors in water and sanitation practice differing between these
2 groups will form the ckeletal of educational intervention.

The above analysis will be repeated for each family within a
community to add features of importance to that community only in order
to "tailor" the package to the community,

In additiom, specific items which are of proven efficacy (i.e.
hand washing with soap) or with strong "oommon sense" appeal (i.e. not
drinking water obtained from a pond with a hanging latrine) will be
included in the program even if they do not appear as a differential
between the high and low risk groups.

When these educational packets have been created the 25 inter-
vention volunteers will receive 3 weeks of instruction by the trainers
and investigators on (1) the overall educational program messages,

(2) the individual community messages and (3) on training techniques

to be used. The volunteers will practice these principles on patients
in the hospital and treatment ceuntre and on each other. The principles
of the educational program will be tested by the volunteers in their
own homes for feasibility.



Phase 4: Intervention

3

The education of the community will occur over 6 weeks. The volunteer,
trainer and central staff of the program will be involved in the
effort. The volunteer will continuously home visit, encourage, organize
discussions, dramatizations and idea sharing sessions. The community will
discuss locally obtained photographs for water and hygiene '"do's" and "dont's"
and will suggest new sites. Posters and bulletin boards will be established
by the community. Intervention communities will be encouraged to engage
in "clean-up" contests with other communities,

During the 3 weeks of their course and the 8 weeks intensive
community training the "intervention" volunteers will receive additional
stipends.

The "non-intervention" volunteéers will not be prohibited from
teaching their communities but nor will they receive no special training
or extra stipends.

All families and all volunteers will be trained that the recognition
of the targeted diseases and their accurate reporting is as important in
this study as water utilization and that in no way should they feel a need
to minimize the presence of the disease.

Phase 5:
Surveillance activities will continue as described in phase 2.
Phase 5 will last approximately 14 months., Educational "pulses'" of one

theme selected from the original program will be given to the volunteers
and then by the volunteers every 2 months each lasting one week.

SIGNIFICANCE

New information on water-related morbidity and meortality in urban
Bangladesh will be generated. Yew modes of data collection (calender
with pictures) will be compared with traditional measures (2 week recall).
Community tailored educational programs will be designed. The effect of
these programs will be evaluated with regard to disease and nutritional
measures,



E. TFACILITIES REQUIRED

1.

i}
=~

Office Space - desks for 2 Data Analyst/Coders and 2 desks
for 5 field researchers will be required,
and 1 desk for the Secretary.

Training Space - a room suitable for the !0 interviewers and
5 field researchers for 1| month; educating
4 groups of 12 volunteers for 4 weeks at and
then 25 volunteers for 3 weeks.

Laboratory Space - nc additional space required.

3 trips per week using ICDDR,B vehicle,

F, EQUIPMENT

S

Carrying media for cultures of stool

(a) 500 baseline C/S + microscopic
(b) 500 routine &4 times per year = 2,000
(¢) Approximately 3,600 children with approximately 3 episodes

of diarrhoea vear = 10,000 stools for culture

12,000 carrying media + stools to be evaluated/year.

Carrying media for cultures and evaluation of water sources weekly

(a) Average of 6 sources/community x 50 = 300
(b) 300 x 12 sampling = 3,600/year
(¢) 25 sentinel families x 6 sampling times x 4 sites in home = 600

10 polaraid camera and film for 6,000 photos of children and
2,000 photos of water sources,(poor and good water usage, etc.)
for pilcutres.
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ABSTRACT SUMMARY

Urban dwellers - 50 families in each of 50 communities. Fach community will
be located around an Urban Volunteer, Children less than 6 years of ape will
be the "target population' for water-related morbidity and mortality are )
greatest in this age group,

Only pontential risk is "invasion of privacy" of the 25 sentinel families on
whom prolonged observations will be made. hese prolonged observations are
on water and sanitation practices only and are necessary for validation of
reported behaviours.

Field researchers will be told to cobserve water and sanitation practices only,
The form on which they will be recording these observations will have a code
number cnly as will all other cuestionnaires.

As above.

a) Most of these patinets are illiterate., A verbal explanation of the
surveillance project and educational project will be made by the
interviewer to all families involved.

b)) NLA,

c) W.A.

At home. Initial interview } to | hour. Subsequent interviews 15-30 minutes

every 2 waeks.

Children will have zrowth monitered and diarrhoea cultured. Cormunities

will have water cultured. An algorithm will be established for triazing the
at risk patients/families/communities to appropriate treatment, (This algerithn
will be submitted to vou for approval.)

Tducation will be provided,
NOA.L

The specific questionnaire forms for

1) Surveillance darta

2)Y 2 week medical recall

3) 3 day water and sanitation practice recall

4} Torm for prolongzed observation of sanitation practices

will be prepared with the aid of local anthropologic and teaching consultant

as well as consultants from other countries, These forms will be submittged
for approvoal to ERC and RRC,

The teaching format and specific program will also be prepared with the aid
of local experts and submitted to ERC and RRC for your approval.
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SECTION IIY: DETAILED BUDGET

Project Requirements

PERSONNEL SERVICES: %z Effort in US dollax
Physician Coordinator 50 30,000
Administrative Coordinator 20 1,100
2 Nurses aides 20 1,100
2 Teachers 20 120
5 Trainers {Level V) 100 x 6 mos. 4,423
5 Field Officers {Level V) 100 8,846
10 Interviewers (Level III) 100 10,420
| Lab. Technician (Level 1II) - 100 1,042
I Secretary (Level VI) 100 2,400
2 Coding Assistants 100 2,084
1 Computer Programmer 50 1,238
50 Volunteers at Tk,125/month 100 % 12 mos. 3,000
25 Volunteers on augment Salarieswﬁ
of additional $10/m x 3 months 750

SUPPLIES AND MATERIALS

Paper for calenders, 42,000 sheets/vear

Sub-total 66,565

2 511 for 100 sheets (04-0615-7) 4,620
Paper for interviews - initial and follow-up

and observe (04~0645-4) 350
Paper, pencils, pens, etc, for office 1,000
Waterproff posters, 250 at $14 1,000
labels, peelbach 10/child = 35,000, @ 75¢/200 173
Computer paper, 20000 pages, @ Tk.50 = Tk.10,000 400
6000 polaraid prints, 50¢ each 3,000

Sub-total 10,545

EQUIPMENT
1 Flectric typewriter 1,200
10 polaraid cameras, @ @50 each 500

Sub-total 1,700



._15_

Project Requirements
in US Dollars

4, PATIENT HOSPITALIZATION - None
3. OUT-PATIENT CARE
Stool cultures @ Tk.15 x 12,500 = Tk. 187,500 7,500
4,200 water evaluation culture, @ Tk.7.50 each =
Tk. 31,500 1,280
Coliform count, @ Tk, 30 each = Tk. 108,000 4,320
Sub~total 13,100
6. ICDDR,B TRANSPORT - None -
7. TRAVEL AND TRANSPORTATION OF PERSCNS
Local Travel:
Field Officers - $6/week apace x 50 weeks x 5 1,500
interviewers/week = $4 apace x 50 x 10 ’ = 2,000
Central Team x Tk.l4/mile x 35 miles/week x 50 =
Tk, 24,500 980
Sub-total 4,480
International Travel: ’
Consultant 3,000
Meeting 3,000
Sub-total 6,000
8. TRANSPORATION OF THINGS - None
9. RENT, COMMUNICATIONS & UTILITEIES ~ None
10, INFORMATION SERVICES (Library & Publications) - None
11, PRINTING AND REPRODUCTION - None
12, OTHER CONTRACETUAL SERVICES - None
13, CONSTRUCTICN, RENOVATION, ALTERATIONS - None S
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B. SUMMARY BUDGET

Personnel Services

Supplies and Materials

Equipment

Patient:ﬁospitalization
Qut=-Patient Care

ICDDR,B Transnort

Travel & ?Eansporation of Persons
Transporation of Ihings

Rent, Communications & Utilities
Information Services (Library & Publications)
Printing and Reproduction

Other Contractual Services

Construction, Renovation, Alternations

\

Project Reguirements
in US dollar

66,565

10,545

1,700

13,500

10,480

TOTAL $102,3%90



Appendix - 1

CANDIDATE SPECIFIC OBJECTIVES

Safe water storage.
Safe food storage.

Water which will be used for any purpose that will result in oral
intake is to be pure.

improve standards of focd preparation.

Tncrease use of handwashipm with scap after defecation, before food
preparation and before eating.

Eegin process of sanctifying water scurces specifically with regard

to fecal contamination, animal contamination and contamination by other

wastes.,
Proper cleaning and maintaining cof eating utensils.
i

Increased use of water for personal hygeine but in fashion te avold
ingestion.

Deliver concept of sanctity of eating area and sleeping area from
wastes and animals.

Increase sanitary use/disposal of waste (burm as fuel, etc....)
(doubt applicable).

Decrease the use of clothingas surrogate towels, wash clothes, dish
towels, wipes, rissues, etC....

Clesn interiors.
Clean exteriors.
Clean clothing.

Sanitation te protect water sources
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|3 Relreation ) i ) - i T T

a. Swimming in ponds, rivers with obvious fecal contamination

~BTTT SWImMiAg 1n” Contam water, noct go underwater,

2. Bathing
a. Trequency

— l._Clean face. - S
2. Clean trunk

b, Source of water

I. City water - at tap or from bucket
2. Tubewell

oo "'a away “From piatlorm’—‘""’ o - T - -
b. on platform

3. Pond water, river water,

a. bathing of body only
b. poured over head so that runs in mouth
¢. submerge -
d. gargling
3. Drinking water
a. Source
o l, Or;glna1, . .
e e e eme— e -

a. cigy tap
b, tubewell
c. closed family pond with proximate hanging latrine
d. open pond
e. river

f. stagnant stream

——e g .. b o w—— A B - e — - - ey b e — ——
2.~ misceTlaneols ~ T

raln CIStern

2. open well with casing/without casing
3, swers

rrModeofrearriapy
Identify -

~-ew== —--a,~-pot/basin/bucket with-cover -and-used only-for- drinking water
b. pot/basin/bucket with cover
¢. small necked pot used only for drinking water
d. small necked pot
e. basin/bucket used only for drlqklng water

m«-‘mﬁmbaﬁ-: n{ %mcl:e"‘w~ e
.
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Carrier

a. father .
b. mother

c. other adult

d. child »5

e child <5

3.Accessing water

pour out of container only

dip in special dipping cup used only for that purpose
dip in clean cup

dip in cup

dip in other clean container

dip in other container

hand scoup

drink directly from container

T o AN o

i~

Sanctity of drinking water

a. water from drinking container used only for drinking
b. used for other sources but alwavs removed by pouring,
¢. used for other sources but aiwavs removed by special cun/clean cup

b. Storage
I'. Tdentify of storage container

a, stored in same contalner as carried in
b, stored in different container then carried in

. contents of storage

a. storage contalner empty when new water brought
b, storage container emptied dailv
c. storage container not deliberately

emptied on regular basis

2, Storage tank uses

a, used only for drinking water
b, used for water from all sources

3. Storage tank covered or not

c. description of storage closed/not closed
small necked/open
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2. Location of storage contianer

a, outside of house/inside of house

top closed/open

. high place/low place

animals/children access/no access

other obvious sources of contamination

location is in area that is/is not frequently observed by adult
. used for other sources but water removed

water used for other sources within storage container

. - N

~ON Ut w0 —

Preparaticon/Storage of food

a, Cleanliness of environment

. free of animals in entire kitchen

cleaned before and after preparation of food

unpeeled items washed before in contact with

equipment touching unwashed food washed before using for
other purpose,

waste/excreta remote from preparation area

scraps cleaned after meal

o VU NC
. . . e s

b, Sanctity of storage of food

1, ail prepared food (or food to be served uncooked) covered
2, 211 prepared food zbove reach of children, animals

3. stored food without insects/flies

4., unprocessed meats not stored before or after cooking.

Waste disposal.

a. Reuseable

1. burnt as fuel
2. feed in trough to animals

b. Yot reuseable

placed in city disposal

or, stored for pick up

or, burned

net thrown out of house

feeding of animals continued to/spot

-

Lo o pa e
-

Excreta disposal
a. Toilet, pit/slab latrine, night soil container used

b. Dispers washed in water which dumped in toilet, night soil container
or pit latrine or buried. Diapers washed separately,

. ~
c. Infants wear diapers. :
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8. Hand washing (with soap/without scap)

before touching

before eating food

before drinking

after defecating

after urinating

after touching soiled clothes, diaper

after touching animals

after handling, touching person or secretorns of person with
diarrhea, conjunctivities, skin infection

S e AN oD

9. Clothing
a. should be washed frequently ..
b. should be used only to cover body not to

wipe eyes

blow nose

cough into

wipe hands

wipe bottom

dub at sonas

wash i1tems

clear dirty itenms
clean clean items

F

-

RUa g o R I o s

+

c. all must be washed along with bedding in case of scabies, lice.
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SUMMARY OF ACTIVITY OF PERSOMNEL

INTERVIEWERS (10)
A. All Phases {(2,3,4 & 5):

(1) Initial data collecting (5 families/day): approximately | month
a) Family profile

I. demographic indices

2, SES indices '

3. 3 day water utilization recall
4. 3 day senitation practice recall

b} Children<¢ 6 profile ~ obtain photo & personalized stickers

1. age, sex

2. weight

3. instruct volunteer to obtain baseline stools for O+p and
microsopic exam on the children of the 5 sentinel families
per cemmunity

4, 2 week recall of:
a. diarrhoea
b. scabies, other skin infection
c. conjunctivitis
(2) Update
a) Fortnightly

I, 2 week health recall
2, 3 day water and sanitaticn practice recall
3. new health calender given

b} Monthly

I, anthropomorphic measures
2, birth, death, migration of family

c) Bi-monthly

l. instruct valuneer to obtain new stool sample on sentinel family

VOLUNTEERS

A, All Volunteers Phases 2-5:

(1) Motivate families to keep calenders accurately filed out:

(2) Collect stool specimens on patients with diarrhoea and affix sticker;

Y



(3)
(4)
(5)

(6)

(D
(2)
(3)

(1)
(2)
(3)

IIT-2

Give ORS, advise re-diarrhoea as usual;
Refer 111 patients when necessary;

Obtaln stool on all paﬁient for O+P and /S5 when instructed by
interviewer;

Collect health calenders before interviewer arrives

LR N

Control" Volunteers Phases 3-5:

As above (2-A-5)

"Intervention' Volunteers during Phases 3 & 4:

As above (2.4 1-5) and
Undergo training as described (Phase 3)

Train community as described (Phase 4)

"Intervention' Volunteer during Phase 5:

As above (2-A 1-5), and
Periodic refresher training of velunteer;

Periodic refresher training of community based on observations of
wvater and hygiene practice

FIELD RESEARCHERS (5)

A. All Phases (2,3,4 & 5):

(1) Collect stools daily that volunteers have cbtained

(2) Collect water source specimens bi-monthly - community and sentinel

(3) Random, unannounced observations for 6-12 hours of sentinel
families on water practices (1 day)

(&) Retrun calenders that volunteer have collected fortnightly

TRAINERS

A Phase 3:

(1) With investigators help to prepare educational programs;

(2) With investigators, teach "basic' program to all 25 intervention

volunteers;
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component of program to

"individualized”
he is responsible;

(3) Each tralner reach '
lunteers forv whon S

the 5 iptervention Vo
g methods

coach and advise volunteers in teachin

(4) Practice,
pilctures, etc.)

(play acting.
e volunteers who are ¢

(5) Supervis rying out program for feasibility

in cwn home

B. Phase &:
(1) Teach intervention cormunity with volunteers using variety of

educational approaches




