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B. SECTION ~ 1 : RESEARCH PROYOCOL

(1} Title: Socio~enviromental determinants of diarrhoes
and malmutrition in a elum and & village
(2) /Principal Inveatigator: F.J, Heary
Co-Investigators: A. Kbanam
‘ S. Maque _
3) Starting date: ' May 1, 1984 .’ -
5 .
(4) Completion date: May 1, 1985
(5) Total Direct Cost: US$ 26445

(6) Scientific Programme Head:

This protocol has been approved by the Rutrition

% %“’/.;.egﬁzw‘” o

Signsture of the Scientific Progfimme Read)

(7) Abstract Summary:

Recent studies in rural Bangladesb have shows several
relationships between seasonal factors, foed intake, f1llness and
growth. These studies, however, have not sttempted a clear demomstration
of the relative importance of the various facters. MNore impertamt,
little is known if these relationships hold in the over-crewdad urban
setting of Dhaka city, from which most of the saverely malnourished
and dehydrated children at ICDDR,B origimate. This losgitudimal study
proposes to compare and prioritize spacific charscteristiecs which
determine the high rates of worbidity during differest ecomomic and
climatic periods. Household, socie~ecomonic and esviveumeatal data
will be collected from a slum in Zinzira snd a village, Memdipara.

A cohort of 150 households from each of the two sreas will be followed
intensively for one year and their health status will be menitored
fortnightly. This approach will examine the dymmsic of some key
socic-medical problems and will be predictive of the likely success
of planned intervention activities in the respective communities.



(8) Reviews:
(i) Ethical Review Committee:

(ii) Research Review Committee:

(iii) Directer :



¢. SECTION-II : RESEARCH PLAM

A. INTRODUCTION

One third of all deaths.in Bangladesh resuits from diarrboeal
diseases often in association with asloutrities. Yas ICDIR,B*s yole
in this context is both curative and prevestive. But prevemtics is
surely the long~term goal of research in this field. ' Treatmesnt esn
be based on symptoms but prevention yequizes a better understanding
of cauges. Of the three main strategies to prevent diarrhoeal diseascs
i.e., immunization, improvement of nutritional status aad the isterruction
of transmission; the latter two areas Mave not been emphasised encugh
in research activities. -

If we accept that the diarrhoea/malnutrition syndrome is not an
enigma in itself but rather a reflection of various ecologic and sccial
factors that affect the family, then for effective control of these e
diseases the relationship between the socic-econtmics, envizoomental 2-d health
factors warrants investigation. '

The study presented here is designed not to merely comclude that
poverty is the cause of malnutrition and diarrhoes. That, wy slready
know. Becasue 'poverty' given as a reason is of little use to public
health persornnel and development planners with scaroe finames, this study
intends to identify the principal risk factors aad the yelatiwe zisk of
various poverty indicators. Hence, effective sad inforaed dscistion meking
can be facilitated with confidence of preventing and controlliang these
life-threatening diseases. Moreover, wa aim to fdsatify the imterven:ion
measures which are not likely to rsduce moehidity givea thess severec!w
adverse environmental conditions that exist.. ‘

1. Objective
The overall aim of this study is to priozitize the dsterminants
of diarrhoea and growth during differsat ‘sessses ia hath a sl.-
and a village. The findings will be used to Sewalop practicot
intervention strategies designed to reduce diarrhoea sad salnut-
rition in different ecologic settings.

2. Background .
A review of recent studies undertakea i{n this region poiststc
important gaps in ocur knowledge of iatricate sociormedical

« relationships. Although several usefu! studies hawe been donc
on the slums in Dhaka, they merely describe the ecomemic situation
of these settlements and their ishabitants (1,2).
In June 1983, the Centre fer urban studies at the Uniwersity of
Phaka completed a detailed socio-econcmic survey of the Dhaka
slums(3).Again, the objective waa to describe the demographic,
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social, educational, economic, housing, health and cultural
characteristics of the slum Awellers. The analysis did not
assoclate the different socio-economic wvariables to the health
state.Without this, it is @ifficult to understand and appreciate
the entangled relationship between specific aspects of poverty
and disease.

Studies in India demonstrate a general relationship
between socio-economic status and childhood illnesses. , For example,
in a prospective study Gupta and Srivastava showed the prevalence
of throat and skin infections of children was positively related
to the size of the family (4), In a cross-secticnal study Khan et.al.
reported that gastroenteritis, skin, worm and respiratory infections
and malaria were all higher for children in families with four or
moxe children than in families with 3 or less (5). But little
work has focused on the social and economic determinants of morbi -
dity and growth in the slum areas. Because the slum dwellers are

‘under a -diffefent set of stresses from rural populations, it is

important to.determine, for example, whether higher income families
in a crowdéd drea have lower disease. rates, or better intake or
faster growth. Does high income affect nutrition but not infection ?
Should intervention measures emphasise environmental or income
generating activities or health education, etc. or all equally?

" In one of the few studies which relate health status to
different ecological groups, Agarwal et.al. in Varanasi 1India(6)
showed overall child morbidity to be lower in urban as distinguished
from rural or urban slum households. Unfortunately, mother's
education was the only socio-economic variable considered. One
question-that needs to be answered is whether the polarization in
economic status in the slums is wide enough to reflect different
health states or should these communities be treated as one
homogenecus ' group.

Much more work has been done on the relationship hetween

nutrition and socio-economic status. Studies in Madras state (7),
Uttar Pradesh, India (8), the Philippines (9), rural and urban
areas of Korea (10) indicate that low income groups spent a large
proportion of their tetal income on food. As incomes rose a Smaller
percentage. was spent on food hut the total quantity was larger.
As incomes continued to rise expenditure on cereals was less while
more money was allocated to animal products such as meat, milk and
eggs. Levinson (10) points out that in Punjab,India, even children
under 2 years consumed better food with increased family income.



In rural Bangladesh, Becker et.al. (11} showed a clear relationship
between education and the variety of fcods consumed while income

was mora assoclated with the quantity of specific foods eaten.

While these studies indicate a significant positive effect of
maternal education and per caput income on nutrition in rural
communities, the extent of this relationship is not known for slums,
where econcmic survival is at a premium.

A study in Noakhali, Bangladesh (12) showed that above a certain
level of income an lmprovement in mother's education was important
to improve nutriticnal status. Other studies of the effect of
socio~economic level on growth have revealed differing results.

Some show no difference in anthropometric measurements in pre-school
children {1314}. On the other hand, increased family income was
shown to be associated with better growth in Guatemala (15},

Nigeria (16), India {(17) and Sri lanka (18). These studies, however,
have not examined the effect of other environmental factors which
might be affecting morbidity in these children at the same time so
that the relative effect of income can be determined.

In rural Bangladesh, the seasonal pattern of various diseases
was reported by Black and others (19). They also showed a striking
correlation of E.Coli diarrhoea with environmental temperature
throughout a one-vear period (20} . Brown and coworkers showed that
nutritional status changed significantly by month of year (21).
Respiratory illnesses were more common during the cool dry months
while diarrhoea was more fregquent in the hot rainy  period.

Skin infections occurred most frequently in the hot dry months.

In 1973, Rosenberg (22) pointed out that the prevalence of deficiencies
of both Vitamin A and protein follows a closely associated seasonal
pattern and the prevalence of diarrhoeal diseases in children follows
the same seasonal pattern. A recent study in urban Bangladesh (23)
demonstrated the seasonal pattern of Xercphthalmia, with highest

rates being in the months preceeding and during the monsoon.

Clearly, seasonal factors have considerable influence on
morbidity and average nutritional status. In this study the
relationships between socio-ecconomic status, morbidity and growth
will be examined over a lZ-menth peried so that the seasonal
effect on these relationships can be revealed.



3. Rationale

Most of the diarrhoeal patients presenting for treatment at the
TCDDR,B's hospital and similarly, “0% of the severely malnourished
children seen at the Children's Nutrition Unit Rehabilitation Centre
come from the slum areas of Dhaka c¢ity. Because the ideal all-encompassing
interventions involving massive financial inpuits will not be soon forthcoming
to these areas, it seems imperative that the causative factors for these
high morbidity rates be identifiec in the field sn that existing
technologies can be utilized and targeted to specific interventions.

B. SPECIFI.L AIMS

I. To identify the principal socle econvmic 2nd environmental
factors thai determine the acquisition of diarrhoea and malnutrition in the
different communities.

2. To establish the effect of differential use of the handpumps
and sanitary facilities on morbidity rates.

3. To investigate the effect of seasonal factors such as food
availability (harvest/non-harvest) climate (monsoon, hot—dry,
cool*dry pericds) and illness (high and lLow diarrhoea season) ol ch11d
growth in the two communities.

4, To study the relatlonship between duration of breast feeding
and introduction of solid foods vs acquisition of diarrhoea and
maloutrition.

5. To relate the reportedly high incidence of nutritional
blindness to the seasonal pattern of diarrhoeal incidence, nutritional

status, dietary habits and socioc—economic status.

6. To compare the rate of diarrhoea and malnutrition in landlord vs
tenant households.

C. METHOGS OF PROCEDURES

Tuis study is based on an ilntensive investigation of two distinct
communities.

The study areas

The slum 1s located in Zinzira and has a special characteristic.
Uniike many slums it did not originate as an illegal settlement, This
community was created through a development housing project by a foreign
donor agency but retrogressed into one of the heavily crowded areas

b ....-../5



of Bangladesh.. Within a decade, landless peasants, through this

generous intervention, have manipulated and transformed themselves

into peri-urban landlords. The inevitable result was the polarization

of economic status between landlords and tenants in this densely

crowied setting. Despite its origin, this slum remains identical to other
Dhaka slums as described in a recent study (3).

The slum population is nzarly 2,300 in an area 80 metres by
80 metres. Each landlord owms a closed pit Vatrine which has a concrete
superstructure. This latrine ie available to all his tenants at an extra
cost. There are 4 handpumps in the area. A& tut2al of 9 handpumps
will be available and functioning by rhe time the study beging.

Zinzira is a muslim community. Host of thein work in the nearby
Metropolitan city area mainly a labourers and rickehawpullers.

The village, Wandipars, lies about 6.5 Wm. from the centre of
Dhaka Metropolitan city. As such, it ic ner & viliags in the rural sense
but is representative of hundreds of sertlemeants around the city which are
not as crowded as the slums. It cconsists of a series of small 1slands
of tightly clustered huis surrcunded by paddy fields, which are
flooded during the momscon. The majority zre Mnslims (7C%) and the
rest are Hindus, The latour foree comprise share croppers, farmers,
casual labourers, rickshaw pullers ete. There are also bLusinessmen .
such as artisans, retailers, monav lenders and empleyess of Goverﬁnent,
private and public corporations. Tha overall economic status is much
higher than that of the slum. Unlike the slum dwellers, many of the village
-,teszdents have legal rights ro the land they occupy..

The slum is adjaceant to a haalth clinic where health care services
are provided to the eatire Zinzira esnd sutrounding communities. The slum
population avail themselves of the treatment facilities. The health care
provided to the slum population is mot substantial enough to make it
unrepresentitive of the other slums in and avound Dhaka. In contrast, apart
from a small treatment centre, the village has vo extensive health delivery
system. The nearest hospital is abcut 6 miles away. The treatment centre
provides some primary hezlth care gervices cvery aay.

Surveys and analysis

Two questionmaire schedules will be uned for data collection.
The first schedule (1) will be for general housshoid information
dealing mainly with physical and socie-ecohomic aavironment. The second
schedule (2) will be done fortnightly ani concerns the variables which
differ with family members and which may change frem time to time (eg.
heaith 114}catora) 3
All households in the slum (350) and two paras in the village
(300) will be surveyed (schedules i and 2) at the start of the study.
This total survey of all households will be done at three times during
the year corresponding with three seasons ~ monsoon, cold dry
and hot dry. A smaller cohort of households from the slum and the

Ay
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village will be selected-and studied intensively (fortnightly)

throughout the year. Hence, information will be available on every cohort
mewber for 26 fortnxghts. In this wvay, patterns of feeding, infection,
growth and socio~economic conditiom can be charted and related to each
other during the different scasons. The slum cohort will comprise

the 50 landlords plus two age matched tenant households of esch

landloxd, totallxng 150. For.the village cohort 50 high income

and 100 low income households will be selected after being similarly
matched. Mothers and childrer below 5 years will be weighed and measured
menthly. Data will be collected. from responsible household members and
will be collected by traxned bealth agsistants who were working in the areas
and already know most of the- houaeholds. Supervision and confirmation of
information will be done by the iuvestigators.

] Data collected in the £ield will be checked and valxdated before
being transferred to the ICDDR,B computer each month. Statistical
__packages are avilable to perforu the correlation and stepwxse ’
regress1on analyses which are required to select the most important,
variables affecting the disease states.

D. SIGNIFTCANCE.

Rural to urban migration in Bangladesh has resulted in densely
crowded communities, social disruption and increasing health hazards
in Dhaka, At present this rapid urban growth, evidenced by 771 slums
(3), seems a more urgent problem than growth due to natural increase.

Several intérvention health plansuhave”been and are currently
formulated for these communities in Bangladesh and elsewhere. Unfortunately,
these programmes are based on a mix of weak theory and hypothetical
propositions. Because of false assumptions, many of these projects have
failed to produce the expected health benefits, hence, large sums of
scarce resources are spent on ill-conceived projects.

Bairagi's study (12) in Bangladesh, for example, is particularly
instructive. Although the study was carried ocut during a famine he
showed that for children in the lowest income group an increase in
income is essential for marked improvement in nutritional status, but
not so where the mother is illiterate. Shuval's model (24) which
relates environmental investments to heal th merovement in
various socio-economic settings is also important in this cuntext. The
inference isthat certain levels of invéstments are unlikely to reap
benefits if directed to poor communities. This model has strong
implications for planning purposes. The differential use of sanitary
facilities in relation to the health state of the poor in the present
study can contribute much to the understanding of these relationships.

ceveaaesfT



E. FACILITIES REQUIRED:

No new infrastructural arrangements wil) be needed. Personnel
required are listed in the budget.

F. COLLABORATIVE ARRANGEMENTS

This work will be carried out with the cooperation of Terre
Des Hommes (Netherlands). Much informatior exchange will flow
between ICDDR,E and this crganization, which has been doing a
variety of intervention activities 'ir the slum areas. LICDDR,B will
undertake this study in collaboration with the Hutrition
Department, London School of Hygeine and Tropical Medicine. 1t is
hoped that this association can forge a permanent link for other
joint projects between the Nutrition Working Group of TCDDR,B
and the Mutrition Department of the School. The head of the
Nutrition Department has written welcoming both this studyv and
the arrangement.
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ABSTRACT SUMMARY

This study will be conducted on 700 households cross-secticnally
and on 300 househqlds lengitudinally for 1 year. 1In the slum,
30 landlord houseﬁolds will be matched for age with 100 tepant
households. Similarlg, 50 high income households in the

village will be matched with 100 low income ones. Sociceconomic
and environmental conditions will be assessed through the
different seasons while the history of illnesses suffered will
be recorded. Every month weight and height measurements will

be dene on mothers, and children below 5 years. Unlike most
interventions, the purpose 5ere is to put the last first, that
is, to study the communities involved in some detail so that

a practical intervention strategy can be formulated whereby
benefits can be maximized not only for the communities studied

but for other crowded settings in Dhaka.

Because children less than five years are at the greatest
risk of disease and death in Bangladesh, focus will be centred
on them. However, the household unit will be studied because
the circumstances of the family are often refleécted in the
health state of the child.

Apart from the anthropometric measurements, the entire study
will be done by interview and observation. Questions relate

to social, ecenomic, feeding and hygiene status. No samples of
bleod, stool or urine will be obtained. There are no overt ox

covert risks involved in these procedures.

Not applicable.

Although no risks are involved, all. informaticn collected will

be secured in locked filing cabinets,

Verbal consent will be sought in this study as no invasive

procadure is involved.

b + ¢ Not applicable.



The interviews will be conducted within the premises of the
househeld. During the test of the guestionnaire the interview

on genexral and socic~economic conditions lasted an average of

45 minutes. The fortnightly interview on health lasted 10-15 minutes.

{These interviews took the normal conversational form)

Individuals will hawve fortnightly health surveillance. Children
found ill will be referred to the nearby ¢linic in the sium

or the treatment centre in the village. A doctor wiil visit

the families periodically. If necessary (parents willing) seriously
i1l children will be taken to hospital. Again, no risks are

involved in this study.

1f medical records are available they will be used to
supplement the health data from interviews. .Due respect will

be given for safeguarding confidentiality.
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SECTION III - BUDGET

A. Detailed Budget

Personnel Services

.

Senior Health Asstt (1) 100
100 .

Health Asstt (1)

Computer Programmer 20

Boatman
Helper

‘Supplies and Materials

Medicines

Stationery

Equipment

Weighing Machine {2)
Length, bvoards (2}
Patient Hospitalization

Out patient care

ICDDR,B Transport
1560 mile at Tk. 14.50/mile

Travel and Transport of Persons
4 Bssts. at Tk. 12/day

Transportation of Things
Rent Communications and Utilities

i

Information services

Sub Total

Name Position 3 time
"F. Henry Principal Investigator = 30
A. Khanum Co~investigator 25

200
50

200
60

Nil

915

582

Nil

Nil

- Nil

Uss

9280
2818
1782
4919
708
364
218
20089




11,

12.

13.

Printing and Reproduction

Stencils, Mimeo, Xeroxing

Publication cost + xepriats

Other Contractual Services

Computer tape, Computer time at
800 Tk./hr etc.

Construction, Renovation, Alterations

Uss

500

400

Nil



-

Budget Summary US Dollar’
1. | Personnel Services ' 20083
- 2. Supplie§ and Mateirals : | . 250
3. Eguipment ' 260 |
4.‘_ Fatient Hospitaltzat,iqn ’ -
5. Outpatient care -
6. ICDDR,B Transport : 915
7. Travel and Transportation of Persons | 582
8. Transportation of Things . o | '_—-“
9. Rent Comnlunicati.ons. and utilities ) . B . -
10, Infbrmaﬁiqn-Sexviégs;w;_MV_ c - o
1l Printing and iiépfdagéﬁigsrs-i T 500

12. Other Contractual Sefvices -~~~ - - . 400 |

13. Construction,_Renévation;lhitgritlons= L

Total - “22996
is&‘lncrement#l.cQSt 3449

Grand Total . . 26445,



VERBAL CONSENT FORM

The ICDDR,B is attempting to find the specific reasons
why childrentin this area are sc frequently attacked by diseases
such as diarrhoea and other illnesses. We will bhe using‘tﬁis
information to determine what practical measures can be implemented
in this area to reduce the diseases now present. To do this we
are planning tc carry out observations on general household conditions
and collect information on occupation, education, income, water use,
latrine use, habits of hand washing, feeding practices etc. Every
two weeks we wi}l be enquiring about any illnesses suffered since
the last visit and yeur family will be visited by a doctor periodically.
‘WQights and beights of children and mothers will be done monthly.
We will not be collecting blood, stool or urine samples. All information

obtained will be ireated confidentially. You are at liberty to withdraw

from the study at aay time.
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Name of Head of Household

Household no. / /7 / 7 House code ! S ] T

1 2 3 .4 5 6 7 8

e ————

Registration date / / .e/ / 7 -/ / Visit no. / / /

9 10 11 12 13 14 15 16

Visit date / / / / /7 [/ Interviewer

17 18 19 20 21 22

Where were you living before? District

Thana

Distance away (km) / [/ /

23 24 25
" Months
How long have you been living here? [/ 7 7 /
26 27 28
How much rent do you pay per month /7 7/
29 30
Household living space Length / [ 7
Metre 31 32
wiath /77
33 34
Height / / /
35 36
Number of rooms /77
: 37 38
Roof material /7
35
tin = 1, thatch = 2 Both = 3
. Distance
Where do you obtain your water for: Source  away (Metre)
handpump = 1 rain sater = 4 Drinking /7 /7
40 41 42
river = 2 open well . = 5§ Cooking 7 VA
pond/tank = 3 other =6 43 44 45
Washing /[ / L/ /
16 47 48
Bathing L/ [T 7

3'
q




I R

6. How much water do you (family/househcld} use per day7?

(Exclude bathing or washing clothes in river, pond etc.}

o 52 53 54
% = e gals / / / -/
_Container times litres
7. Do household membera wash their hands hefore eatihg? .], Z
) ‘ o 55
‘Always : 1 8. Method of waste water disposal [/ /
' . 56
Freaguently Z On the ground 1 .
Somet lmes 3 pongd/pool 2 River 4
N . o
ever 4 Soakage pit 3 Other S
9. Wwashing after defecation is done with -
Watex only 1 y -
Mud/ash 2 57T
Soap -3
Other -4
Not done 5 ‘
10. How do you dispose of your faeces? a }]' . - S
S - 88" C
No fixed place =1
Open pit - =.2
Closzed plt = 3
water-seal latxine . = 4 . .
Other =5

=y

1. How much-extxa*ﬁberwmﬁnth&'ﬂp.ynu pay for use of water

and/or latrine: j 27 _)  '}$.;[
o 560 61

~w A

' .



2. Methed of refuse dispasal / /
62
Burn i
3wy 2

Open dumping near house 3

Cpen dumping away f£rom

hovae 4
eher 5
13. Przsence of fllies in house / /
63
bisturbing number X
Present but no preblem 2
Faw 3
None 4
i4. What do you burn for cooking /. 7
64

~

‘Wocd = 1 Kerosine =2  Other = 3

15. What is the fuel cost per month A,/ ;7
‘ 85 &6 &7

16, Vhat is the feod cost pexr [/ /f /  /
88 8% 70

17. What types of focd were purchased during f “

the last seven days (in frequency order) 7 7 £ . 7 . 7

VAR A A RN
71 72 73 74 75

7€
sz‘ Permbirs by

18. . Do you owe mondy to anyone -/ /!
’ 77

Hl
X

Mo =0 Landloxd =1 ‘Emp;qger Relative = 3

- T

‘Friend =4  Other =5

19, Eow much (Tota} ! [[?_ ﬁfh ,Ff
© 738 78 g0

4 A s



- ; ' Ny
FAS * -2 - ‘
51. Days Bigd you Went State Total Hospitalization Vacci- Wt. Ht. No, of Foods ate Feeding 5 %
na. | With refuse to Illness | cost last two weeks nation | (kg (cm) | meals yesterday we
other food clinic for ‘{state iliness) status 1 per day {in ordanr " Fir b
illnesﬁs | last last ¢linic, ’ of gi=mtity) "‘L\% Arfcag
last ¢ | two weeks? | two medicine kS
-weeks weeks? etc. ‘ . o
1. ) - e
i h
2. { s ooy T
3- 1 ] - R
4. m »
6. J- T [
i l
7. B —
0 I
10. o i
i1 ‘ | ; -
i
5 . - —
13, T“" ’
14. , o
‘Food Stores F’ Pood code Feeding :
; . - Breast only
_ Rice 1 Fruit =7 !
Type Quantity ll bat 22 ros Z g Milk powde:
] L s ‘e .
: j 3 + . Green veq. =3 Millet = 9 rl‘?.;;a:st +d .
' j ! Milk =4  wheat =10 dp‘;_“_;‘
. ! _ Meat =5 0il for Y ]_'1‘ ;? )
. g Fish = 6 cooking =11 amily diet
. . ] : Others
. : (state) =12
! .
[ §
1§



Interviever:

Household number / /7 /7 / House code /7 7 7 7 7  Visit Sate /-] J 7 7 7 7 Visit mmber / [ 7 /
Sl. Name of Relation | Date Age Sex Marital status Family £ype Reiigion Type of Years Occupation
no. | Family Members. to Head of birth ; school of Main and other
of ! schocling
Househorad | N
S SO SN.ACA Lo st _i - ~_ .
s I B : 5 . ..
- ' ! ;. !‘
“ | 3 -
-t o e e
3. ; -
4 R oo | .
G, ’ ! i
. [ ——— . ..».-H. R, l - | - o _——— -~
- H s {
G. . :
7.
8.
9 4
. ; — _— — —_ i — -
0. ;
1. -
2.
3.
4. ;
. y : - = . =1
Deaths in Household: Married -1 Nuclear' =1 Mgsllm 1 Nolschool } Rlckshaw pullex :
pivorced = 2 Extented = 2 Bindu = 2 Primary 2 Artisian = 2
Sex Age . t ., ,Other = 3 Secondary 3 Baby taxi driver =
v Single = 3 Other =3 | . -
: Widowed =4 University = 4 Trader =
: Separated =5 ' Religicus Office =
' P ‘ school =5 Labourer =
: . Other = 6 Unemployed
: : I Servant =

Otherx
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How mych

Total

.

Land i3
House
Boat
‘Remittance
Other
special job=

i

i

i

o L0 PO

“8L. How long | How Tar Fare cost Mo. of | Total Income Frevinuswj"SS T Previous salary -
ne.l in job/ | work (km) PER Mo. days salary source times} 'i, - earnings T ino)
(momthy) . worked (Mo} i {apart) | | {mng)
last from bofxome ' e
b month | regular jebs | xegwlex jebs | -1 1
- SN SN Nt T S — N
z | l ;
. ) L - i i ! .
- L I i e e T
3. i
I — e — it i i e
4. ith.
5. : |
7. " P
'
. ]
. e i e B B e R —_— e
s, !
- e e T
g 1] '
1. )
- — - B SO SO SIS S _—
2 -
X *,
3. ;‘ N
4 ! N T
4. v
> — S— e et et

Observations:



2a .
il
Household mumber /7 7 7 House code / /7 [ 7 7 7 Visit number Visit date / / / / [/ /[
| . . { \ |
Si. Name of Relation Diarrhoea Days with Resp. Days with !J Skin inf. | Days with Night .. N.B. Othey
no. Family members to Head Yesterday diarrhoea inf. resp. inf. {| (scabies, skin inf. blind- ever illness
of {atate last two (cough, last two conj. etc.) last ness ' now g
Household sypel weeks cold, WeeKs. nows: two weeks now .
fever) “":-.\
Yesterday _ b
1 ! R e
: -
2__ .
- ed . ™
3. -
3. ' )
5. :-
6. * l -
7. ! ]
8. [ -
5 ) - c———
1G. R : - o o wmm—mj—vm
R - S N SO
i1 1 é
' 1
12. B ) };,t {
Iy T "
13. i 1
14. i | I-._--_ o
Illness code J
Diarrhoea Scabies 8, Remarks Cbservations
Watery 1 Impetigo lg
Loose 2 EC}-z;ema kin infecti 1 i
Mucoid 3 gt ei skin infection 12 \
Bloody 4 O:?:.es ‘13 ' '
Mucoid+Bloody 5 LELS ik ?
. Conjunctivitis 14 ¢
Upper respiratory 6 Sy s e 1
Stomatitis 15
Fever 7

Other f{state)




