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Malnourished children discharged from bhaspital aftar
treatrent of diarrhoea have an =rress of mortality, mainiy during
the {iret three morths following their return to the community
(&Y. This may be dug to several rzasons. On= may argue that these
“hildren were discharged from the hospital at too darly a stages
and that if they could have been fed a fow mare wesks until their
nurritional status is tack’ to normal, then death could have boesn
avolded. Alternately, ons may think that the esnvironmental
factors which 1ead these children to suffer from diarrhosa and
mainutrition had again & negative effect .on their hwzalth status
A% 50010 as they went back to the community and tha* this fa*tal

suicome iz hardly preventable. The practical implications af

&52 two interpretations are radicelly opposed, with ithe latter
mEplving that any attempt to rehabilitate malrour: at =d children
= doomed to failure. Although it = 1

o eems  lilelv that both
interpretations have some truth, the =ffizacy “i
abilitation of severaly malnourishaed chil =
ssessed  with available Cinformation: very few- studie
*valuated this problem with a satisfactory method
rele

1S Tevant to the situation .in Bangladesh.

: The concept of nputritional rehabilitation, developed ir
outh America by Z=naoz (7) received much attention after it wsae
ezlised thast treatment of malnourished childrern 1, tlaszira?
osnital wards had VErY Door rasults and was very & oooesi .z =
H & review of stsbtistics publiisnss setwsss 1958 4o IFEE, T
hiowed that moriality of malnouwisnes ok lorer ir btroinrtzis
Faried cetwesn 2374 to  40% whichk  was  apparentl. Mighas tear
nonmtality of non-treatad chitdr=n, Modern trezinsnt o
ialnourished children, s=ntailing more amohas:s on L - N
Rarapy and bazeg primariiv  on freguent Fichk-erneso, FEEINN Yiva
0w greatly reduced thess figures but Coot' " c-1vi1r~: =g SO ths
o3y of hospital treatment o+ mairutrition rsmarss vaiidr s < gl
beverely malnourished children were to be treatey :r a cilz=s: -2
wwsoital, 211 the health budoet of most déveléping countriss
ol o 2 wsed up in  this task alone. A cheap alternativs ig

tivs
tmEnt of malnutrition has to he«found. The nutrition

ospital tresa
enabilitation units aro suppnsed  to serve this Puwrposs. Their
im iz to educate the mothers by invelvinag them in fsedin their

(= L%
alnourished children back to h=alth usihg localiy availabis
ooz and  indigenous cooking methods outside th X
ospital ward (9). They are indisputably cheaper t
poristicated pasdiatric nutrition urit.

‘ Several attempts  have  been made te evaluate ' the
ffectiveness of nutritional rehabilitation., Most authors*
ssured the weight gain of treatad . Thildren and found Lthat it
s constantly above the expected weight gain for- childrern of thso
m2 age (10). This finding;ahswever, is not cConclusive Fincg
ese malnourished childran ‘may have Loen PELOVEring from o an
ute infection  and they might htavs had the szame catoch-up during
2Cuperation with the iraditional family diet 25 with nutritional

pport. Ideally, of Sourse, treated crildren should be comared

th "controls who. did not receive troatmont,. A study with pair

tched controls by Eaohin =t a1, {13) did zhow & greatesr wWEiaht
= iz

T B - - ra
T

N in treated childrea, Howsvar,  {hs ©:npl SI2E wWas vuits
~ - ' ‘ ' :
i - . 3
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211 and the 4 month follow—up 214 not render any -~enclusion &0
o offectiveness at Fohabilitztion o prevant rel apses. MOVE
rently. & study of randomly selgcted children in Saint Lucia
n received no autritional rreatment after the initiation of
e showed that intensive fepding had RO iong tetm effect on
Aritional status o malnourishad children (12). However,
;1 1dren admitted im this study were selected if their weight for
2 WaS below 759% nf- standard which means that 1ts rasulls rannot
conaldered &s relevant for Bangl adesh wherse ohildren helow J04A
ight for age ars freguently admitted For nutritional
~habilitation. ’

Even if most positive resulis obtained from previous studies
e resl and ohserved increased weight gailns Wers dus only to
utritional rreatment, the relevance of thegse findings iz still
pen to  guestion: recent reviews raise the 1ssue of the
ignificanc#® of the observed weight gains which in the 1ong term
re usually @inoya. even 1¥ statistically hiahly signi%i:ant (13 .
vince thes# nutritional rehaQ}litation units &re comparatively

rk

nw "

pensive 1o run, it 15 important to know 1f they Have other
dvantages for rhe child than arnn observed weight clo=sr +ro the
 mternztional standards whase relevance is periodically
:uestimned (157 - Unfortunately, N gighi{icaﬁt tunctional penefit
zuch 28 & reducsd mo-tality Ras owver  b=en clearly snown. Thes
negatlve findings ot supﬁlementation srudiss on 1arge segments ot
sn@  population ca plzinzd, By a0 imappropriats sample
szlection. 1 supplemented rhildren WErTEe initially moderately
malnourished zntd had & low risk of desath by malnutrition: the
gffect of & nutritional intervention may pe minor and remaln
nmnoticed. The nutritional rehabilitation units which ustal

treat & 1imited number of chilgdren receive the most  SEVErE
malnourishead ~hildren of the community. Their impact on mortali
ije likely to bhe moOrEe prunnunced- Unfortunately, none of &
studies done before to evalbnate the impact of these units bhave
S ever attempted to measure thelr effect On mortalibtv. In =Y
=vent, ~OONE followed—up & rrestment and & comparisan cohort of &
sample S1Z8 1arge enough to ascertain rhe detsctionl of such an

FA A
[T e gl ALY

Af e rreoatment for arute diaryho=a in Dhaka nospital 2

s=mall praportian o children, celected among the most
malnourisheds, stay a f=2w davs to & few weaks in & NEL where they
receive & high energy diet. Mothers recelve practical training

in putrition and hygien#g and information ahout family plannings
arnd they are taken to 2 nearby crinic  to have their children
immunized. Howaver, &% & result of —haort=ags of SPacE znd lack of
staff Lo assist  the motheres who have family prcblems and thus
cannot proceed with thelr children to th# R after +reatment for
diahhoea, it can be roughly estimated that NOw, ornly ©ne severely
malnourished child out of four QY five visits the NRU. 1CDDR,EB7 s

Dhaksa hospital recelives & large number  of very ceverely
malnourisheﬁn‘children who, ©onz may assume, have & high risk of
death it they - retur to their =nvironment without nutritional

rreatment. This provides an uri gue opportunity t¢  AasSsess the
ef factivensss ot Auiritonal rehabilitation g reduce the riek of
dezsth. The group ot children going home pe=for= nutriticnal

o
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habillitation carn Se us2C for caomparison with thoss wheo stay 18
= fesding unti.

a NRU in & developing count
g levant economic Concepis
(5—122

=
rave not beon utilized in similar studles

pwrrrtional rohabilitarion o wmortality  has
large sample of malnouwrishea childran.

brow whelhsr su-h s iapact is presa2nt. The

hesn eriticized on th= around That no other

a2 moderately highsr weight cain of treated

smowr funciional conssguence  has ever heen

« malnowrisnh=ed =, wWho

methers reozivs prazitical

homz, wiTh = oohort of

just afiss  TrsstmeEpn of

et wheiths

-
d and control groups.

Chilgren referrsed to the NRU with an zrm circumfs-=nce balow
Sam in the sas group &-610 months will be includsd in ThRs study
i parsnt/guardian of =ach child acceptis to stay for at least T
zyo. Grm circumference hae been cshoesn &S &n indicator of
sipnrition in praefarence to weight for acs sincs 1§ s lively

iztor of  desth ( . HMouwses-, welaont and

The groupg of tresit=sg childr2n will be comparasd with another
roup of children lsavinog the hospital jusht after treatmant for
larvrhosss.  Since  fnessz bwg  oroups  oaf children will not be
zadomiy selzotsd. =vary =2 =
T o= Zornral wsIThsn tor

-



hildren should be of the same sex, age (adjusted to the nearest
hree months), have a similar arm circumference {the greatest
ccepted difference will be- Smm) and they should come from the
oorest families (monthly family income lower than Tks 1230 per
onth). Other variables which may influence long term progress
ut may prove difficult teo match such as the deathh of an older
ibling, the marital status of the mother, presence of latrines
n the house, distance from a clean source of water will be
evertheless monitored (see attached questionnaire).

. Follow—up.

When a chitld and mother voluntarily leave the NRU (they are
ree to leave the NRU at any time though we encourage them to
tay for as long &s possible) a community nurse will invite them
o return to the clinic each month on a fixed calendar day for a
eunion. Each reunion will offer an opportunity to monitor the
wtritional progress of children who have returned to their home
fter treatment and to monitor other relevant imformation {(eg:
wrbidity data, - cost associated with other community
nterventions, changes in spcio-economic status). The reunions
1i1l be designed following the model described by Cutting in
south  India (17). Several incentives will be offered to ensure &
1igh rate of participation in the reunions. At =zach reunioan, &
.arge meal will be offered to the mother and child. Compensation
‘or transportation expenses and for loss of a day’™ s wages will be
jiven to each mother. Children will be immunized at & nearby
-1inic and prizes will be given *to mothers in recognition of
irogress in the child. Informal educatiorn will again be offered
‘0 reinforce the training which was imitially given in the NRU.

& health worker will visit those families .that do not, or
we unable to, attend the reunieons and extend to them ths same
services and obtain the same set of information as is expected to
;e received from those who do attend the reunions. In this
nanner, reliable data on rutritional status, mortality,
norbidity, sociceconomic status and cost will be maintained for

the treatment group.

Children fraom the control group will be followed-up by the

same procedure. They will receive measles immunisation and the
first dose of DFT betore leaving the hospital. Health'workers
nwill be recruited to follow-up the children through home-visits
ard to extend the came services and to gather parallel
information as that obtained from treated children. ‘

4n Costs. )
There are two types of costs that will be measured or
ectimated — direct and indirect. Direct costs are simply costs

directly linked to the operation of the NRU, such as, wages and
salaries, rent and utilities, food, supplies and services. These
costs will be obtained largely from accounting records available

from ICDDPR,B°s Finance and Administration division. Indirect
costs, which are costs incurred by the patient and his family,
will have to be estimated using information contained . in

questionnaires (see Chart 4). Indirect costs include expenses for



nsportation and time lost from work by members of the family
wally only the mother) due to 1llness of the child. In
lition, medical expenses incurred after release from the NRU

', imn  the case of the control group. atter release from Dhaka
spital) will also be monitored, again using the guestionnaires.
for visits to cther

the latter cass é&are included expens=s
nics or hospitals suck as cost of drugs. medical tees,
ortation costs of the trip to aclinic or hospital. These

itransp
stz are related to treatment sought or measwres taken by the
nilv to avert death or =zickness of & child, hence they musht be

-tuded in this study.

The formula for measurement or estimation of cost

fectiveness 1S: .
st Effectiveness (CE) = Net Costs (L) 7/ Effectiveness. (E),

e numerator and denomipator being defined as follows:

¥

£tz (C) = C(d) + C(R/HV) + C(IF) — S(TGF) where:

A4ll direct costs associated with tr=ating children at the
. j= includes salaries and wages {physician’™s and nurs="S
mel . cost of medicines, wtiliti=ss, food and other cupplies and

RAHY = Direct coste of rzunions tas indirect costs are
gligibls here — =49. time lost from work to attand the reunion)
A/or coste of follow-up &t Doms tzs cimilar servicas, with the
1o swcaption of foocg, ars cffer=d at hame a5 at reunionsd .

IFy = Incirsct coste to the child s family during the +5l1low-up
riod. This component measuwres the impect of other heal th
tezrventions i(2g. visit to 2 clinic ar hospital for treatment of

n

child's illness). Again,
c. are monitored.

TGF) = Savings to the rreatment group during the follow-ur
:riod. These are estimated to be the same 2= the difference in
sets between C(IF) for the control group minmus the C{IF? for the
-gated group.

v ralculations will be eventually made on a constant currzncy
- example: if we use constant 178‘.‘u¢igures for 1936-87
be deflated wusing CFI data; if. instead, we use constant
figures for 1985-84 will be inflated appropriately,

in using the CFI.
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tzctiveness (E) = number of .deaths averted by the program.

& discussion on opportunity cost will also be offered.
pportunity cost is the wvalus of the alternatives or gther
pportunities which have to be foregone in arder to support the
RU. Thus, this definition of cost differs from direct costs or
utlays as it includes the- value of alternative uses of
esources. Opportunity cost of direct expenses 1S included in the
iscounting process. However, since there are no future costs of
ny signifance involved 1in this study, discounting and
iznsitivity analysis will not be necessary. Consideration of
pportunity cost, in the form of a discussion item, would thus
-omplement the consideration of direct and indirect costs.

*
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In addition to estimation . of cost-effectiveness as
laborated above, a useful and complementary way to express
ost-effertiveness is to compute the cost per patient treated by
he NRU. The costs invelved in this measure are direct only but
lay serve us well in making comparisons with other interventions

iith an identical objective.

. International Comparisons of Costs.

To facilitate comparisons with similar intesrventions

indertaken internationally, the following tasks will be
v+ ormed:
a) cost figures in takas will be caonverted to "constant takas" -
e . 1985 takas —~ using the Consumer Frice Index as an indicator
¥ inflation; .
'H) conversion of takas to U.5. dollars will be done using both
Hficial and shadow exchange rates. '

). Dample size.

The number of children who have to be followed-up to  obtain
statistically significant results between treated and untreated
-hildren is shown in Tabla 1. Different hypotheses on the
urvival of untrested children and on the effect of trzatment on
survival are presented. The figures are somewhat arbitrary since
‘here is hardly any data on the risk of death asspociated with
ifferent leveles of nutritional status after discharge from the
haka hospital. Apparently, the largest follow—-up study was done
v the Urban Valunteer Frogram which traced 69 children in the
-ommunity and found that 2 of them died in the four months
‘mllowing discharge (18). However, this sample is quite small to
iraw conclusions about the risk of death after treatment for
jiarrhosa. Moreover, while children under surveillance were
selected from treatment centre, they did not have the same degree
+f malnutrition as children refered to the NRU.. Another study
jome in ICDDR,B*s Matlab hospital which followed-up 551 children
‘ound that 12 of them died in one month and 19 in & months after
lischarge from the hospital (&) and & survey in the community
showed that 1-4 vyears children with an arm circumference below
LOC mm had & 15% risk of death within & month (18). The mortality
¥ treated malnourished children is also little known. Experience
3 Save the Children Fund at the Children™s Nutrition Unit in
Jhaka suggests that it is negligible. At the ICDDR,E's  NRU,
nortality is also very low during the first wesks following
referral from the hospital when the post-diarrhoeal peak of
ieaths iz supposed to be present. Hence hypothesis 7 from table 1
seems reasonable and orfde may assume that following-up 200 pairs
3f children should provide significant results. Also, analysing
survival with & log rank test on  the life table (19) may give
significant results before this total sample size is reached.
This suggest that following up every child who stayed in the NRU
for more than 5 days and one matched control will give a sample
1ig enough to test the hypothesis of a reduced wmortality in

~
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proximately 18 months, even when taking into account that =
ibstantial number will move duwing the study and will be lost

w follow-up.
Duration of follow-up

The study on post-diarrhoeal mortality of malnourished
vildren in Matlab (4) showed that S04 of deaths in  the year
illowing admission to the hospital occured in the first month
.d 70% in the first three months. After that initial peak, the
ite of deaths was comparable to what  was observed for other
1ildren of the same age group (18). The same pattern has been

yserved in Nepal (20). This suggests that even a short follow-up-

sricd should be suitable to determine i1if  the nutritional
shahilitation unit has an effect on survival. However, as this
udy is of a éomprehensive nature, follow-up for one vyear is
zen  as adeqgquate. {(The nature and fredgquency of follow—up are

iscussed in section I above).

[y

Determinration of cause of deaths during follow-up. -

Whern a death occurs in the treatment or the comparison group
wing follow-up, an attempt will be made to determine its
suce. If o death is clearly unrelated to the child s nutritional

tatus, the case-comparison coupla will be censored tor

tatistical analysis. Accidental deaths which are freqguent in
“is are an erample of deaths which should, not be taken into
-count. In addition, we have little information on the nature of
icpases whick kills malnourished children after hospital
reatment for diarrhoea. A better knowledge of the Rossible cause
f death 1is necessary to improve their prevention during
sllow=-up. This -will be done by & detailed interview after
ntormed consent of the legal guardian (see questionnaire). - To
mprove reliability of the diagnosis, the interview by the health
orker who followed-up “the child will be tape recorded and the
oscsible cause of death will be discussed by two medical doctors
fterr audition of the tape.

. Statistical analysis, interpretation of results..

At the end of the  study, 1life tables of treatsent and
omparison groups  will be represented graphically. This method
llows one to detect whether the risk of death is constant or
hether, as shown previously in Matlab, it decreases rapidly with
ime. The numbers of children surviving at & and 1Z months  will
hen be compared by a chi-sguare test. If the results are not
ignificant, a log rank test which is more adapted for analysis
f survival will be done. To determine which factors in - addition
o treatment influenced the risk of death, & logistic regression
ith all potential predictors will be run. The matching of
reated and comparison groups will be +tested ‘for . any possible
pnfounQing variable wh{ch will be found to have an influence on
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~vival. The effect of the duration of the treatment will also
assessed: treated children will be pooled in different
tegories of duration of treatment and the odds of surviving for
moe different groups will be compared by a logistic regression.
1 the statistical analysis for this ﬁrctccnl will be carried
+ on an IBM-FC.

1+ no difference in  mortality igs 4ogund at the end of the
wdy, & low di fferehce 1in weight gain hetween the two groubs
11 suggest that the RNRY unit  was ipneffective 1in providing
leguat training OF support
ere is no difference irn mortality with a better weight gain in
e treated groupa this will raise guestions on the relevance of
4ie indicator to estimate the impact of A& nutrition intervention

7 the health of children in the cormmunity-

ignificance

Financial Fesowrces  Are the major factor limiting the
elivery of fiealth care in devaloping courtries. There are
everal potential health imterventions that can reduce infant and
Hhild mortality- in practice ROoWeVE anly cost—effective
nterventions are ultimstely adopted o =een as apprapriate. I
hi= study, the ectimation of the cost 0f  eVETY death averted
Hrough nutritional rehabititation willi proside & pasiz To rank
‘iz type of progr amme im the wide range of possible Frealth

nterventions.

to the mothers. On the other hand, 1f -

-~



Table 1:

Estimation of the number of treatment—-control pairs needed
to he 95% certain to reach statistical significance at the 9S4
level ( ). -

Expected hyp 1 hypZ - hyp3 hyod hypd
deaths (%) . .

Control 20 15 - 15 15 . 10
G oup '

Treated 10 10 = /) S
giroup

Numbar of - 1467 S70 © 228 112 358
treatment

control

pairs



=géi__li_EQE;EQL_EDQ,EEEEEEQ_Eullﬁﬁéi_

fat the beginnlng of the studyl).
Name of the =hild_____ e Hosm. No:_ e
Date of admissian to the hospitei___/___7/ to MRU S
Age___YrS.____TO%3 SEm o Sircwm. _ s Height __ : Wetant: L ~
Daecs the parent want the chila to be treated at the MEUT DY AN
1+ no. why? {aghtain specific info.:is it beEcausa he has another ohi
ot noms7?  and/or for employment reasons? stc.) Beasonsil.

mivrtn order of
Children
1 —
&
=

- e —
S _

2 -
e
S e ———
~

T - . e ———
oty tude towara
Family planning

Y= u = alive, de
MJF__ N S B ¢
M.F S R N &
M.F_ S " B &
M.F_ S S B ¢
M5 (AL S S &
MeF_ 0o 1__¢
M.F L A B ¢
MJF R S B ¥
MaF I S B ¢

s family planning:
LY /N1

fast baorm’

Method emplayed:

LY /nd,



.

- -
T T

DIETARY HISTORY

Never breast f=d [ 1] Still breast fed [ 1
Breast feeding stopped at _____ ____ months
"Never bottle fed L 1 - 8till bottle fed [ 1

Bottle feeding stopped at months

Does the child ge=t any of these ligquid foods 7

Duantity; HMET/HMTFD Flain7diluted?w/sugar?
(per week/per day)

Cow's. milk Y S oo /e E 1 L 1 £ ¥/M 1
Goat s milk Y S S /e £t 1 L 1 L v/ 3
Drv skim milk T A L /o L 1 L 1 L ¥Y/N 3
Full cream milk ___ _/_______ Y b ¢ 1 £ 1 L Y/N 1]
Rice water Y S oo e L 1 E 3 L ¥/MN 1
Barley water Y S R £ oo L 1 L 1 L ¥Y/N 1

{(Note: HMET=how much each time: HMTFD=how many times per day)

Does the child get any of these solid foods 7

How many How much
- ' times a day? eacth time?
Rice
Dhal

Shalk Sobiji



MOREBIDITY HISTORY:
I= there any history of [TB1 [Diabetes] L lin the family?

History, number and frequency of illnesses/diseases of child:
{Note approx. date/age, type freguency)

Does the child have any symptoms suggestive of:
TH: :
Chronic bronchites:

Juvenile diabetes:

Urinary tract infection:

Other (specify):



A

Aomitted to ICDDR.B onm:___/__ _/_____

Initial weight: ____ ______ g

On admission:

No cedema [ 1, feet cedema [ 1, generalised aedema [ 1]

No dehydration [ 1, moderate dehydration [ 1, severa dehydration [ 3
Weight after rehydration/loss of oedemas g

Brief histocry:

amirn &3 on admission [ 1, the day after [ 1, 2 weeks later [ 1
: Frotein

Attendent accepited to transfer the child to the fesding unit C Y/N 2
If refused., r= i

Weight:__ g Height:_ - _ _______ mm  Arm circunference_ mm
Mo oedema [ 1, fest cedema [ 1, generalised osdema [ 1.

Flaky paint dermatizis {°7/M 1

Oral thrush L ¥/ 1

fngular stomatitis L v/M 1

Scabies E Y/7N 1

Eyves lesions: Ls__ e R

Liver: cm below costal margin:

Observations:



7}
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1
=
~t
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Ft
5
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r
b
]
3
By
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1]
]
o
fa
o
-
-
cr
i3
"
-
[}
oo

@_’éﬂiﬂéiEgﬂ_éff\:gﬁ_i_'ﬂég‘é,Qi_iéé’.giﬂg; Dates ___/___/_ -

Wweights __ =l Height: __ __ mm Arm circumferenc® ____———— mm
No osdema [ 1, fost ocedema [ 1, genera;ised nedema [ 1.

c1aky paint Adermatitis £ Y/N 1 -

Oral thrush L v/ ]

Angular stomatitis £ oA 1

Scables r ¥/nN 3

Evaes lesions: L:r_______________; _______ RE T
tiver: cm b2low costal marginm: -~ Spleen___ e
Ohservatigns:

Eié@LQ@ELQQ_§iE§E_Z_E§§L§_Q£_i3§QLQQ- Date: __/___/_——

Weights ___ q Height: - mm’ Srm circumfera2nc® oo —-—— T
sip gedema [0 1. f=eb medema L 1. qerneralissd cedema [ 1.

claky gaint dermatitis O MAN D

Ceal. thrush Lowsn d

angul ar stomatltis oo AN ] .

Scabias Loy/p 1

S szg 1=2sionsS: I S ettt b
Liver: om below costal maryin: ___ e Sgleen o
Ohservations:s

Eiéﬂlﬁé&igﬁ_éﬁEic_E_Egéﬁé_gf_iéiglﬂg; Date: ___/___/ -

Weight: g Height: ________— am Arm circumference® . _———— mm

ro gedema [ 1, feet cedema [ 1, qeneralised gedema [ 1.
Flaky paint dermatitis [ Y/N 1

Mral thrush L v/N 1
Angul ar stomatitis £ v/ 1
Scables r ¥/N 1
Eyes lesions: S RY o e T
i ,er: cm below EEEEEI_EEFEIE?Z::::::::: épT;;;::_::::__:: _________

.

‘Nhservations:



Examination after 4 wecks af feeding. Pate: _ _/___/___

weights g- Hetght: _____ mm Srm circumference__ . —— mm
Chg=srvations:
E:é@i_aéz;ga_éiggg_i_ﬁgzEé_gi_igggi_a-a-_ Date:___/___/___
Weighte: g Heightsy__.__ - mm Arm circumference - mim
Chservations:
Examination at discharge: Dates ___/___/___
Weights ____ __ ____ Q Height:__ ___ _ .- mm Arm circumference - mm
Ohs=rvations:
Nate of discharge torm tme NRU: /S
immurnlsaticns: Datesst
S S,
Magsles 0 e
DT Ffolio e
Family planning:; ______________________________________________________
- he - - e .
£

. pr—ray Wwki ol W



NMame of the child o Hosp. No:_ __ _ _ _ ___ o _ o _
Mame of the community Nurse
Date Arm circumference at dlscharge _________ mm
Mame of the attendent__ . ___ e —_—
Detailed address of the child o o
Mame and detailed address Df "para leader’® knowing the family: _____
Fducation of mothers e
Education of father s e
Earning members af the family: .

Frofession income/day days/week
Father L b
Mothetr [ e e

T [}

Type of housing: paka [ 1, katcha [ 1, other:
Rented: [ 1 owhed: [ 1 ‘
Number of vrooms:_ Total number of people living in the bari:_______ _
Tub=well at home [ 1, nearby [ 1: distance:____________ no tuhewell [ 1
tatrines at home £ 3, nearby [ 31, distances_____ _______ na latrines [ 1
Electricity: L[Y/N1 aAppliances: __ __ o e



at home [ 1, on a reunion C 1

Name of the child____ Hosp. MNo:z
Mame of health warker:___ . T ST e
Date  __ o : -

Any change i™® the family?: Maternal marital status 7 Mew child?

Work status? Housing?

Child health: Has he been weanad? LY/NI sick? LCY/N] How many times?____
type of illnesss . Z :

Has he been treated? L[Y/NI Describe treatment

Has he been referrad Lo a medical facility EY/NI, which?
Money spent for drugs:

Money spent for transports oo N
Monsy spent on rraditional healersz: religious services

Time off work: mother r 1 father L 1 mther [ 21 How much time

orm clircqumfersnce mm.



.

Veight of the child_______________ g Height__ mm

Yietary recall: Is the child eating solid foods? L[Y/NI

1ow many times a day?
“an the attendant describe in detail what the child ate yesterday? ____



When did the child die? Where? at home [ 1 in an hospital [ 1~

Can the parent/guardian give & detziled account of the illness/disease arit t!
treatments received by the child?_____ Tape record the answer__ _____

1§ the child did not die from an sccident ask the following questions:
(Tape record the answers ) '

.

Did the child have a fever? For how long? Was it & (highs moderate;low: feve
Did he have diarrhoea?___; dysentery?___3 blood in the stool?__ 3 liguad
diarvrhoea?___-

Any signs of dehydration? depressed eyes____j thirst __ 3 infreguent urine
fnvy vomitina®_ ____ -

bid the mother attempt to give oral rehydration solution?____.
Any convulsions? If yes, ask for details:

d the child have difficulty breathing?___ rapid breathing” __ . ____
Did he cough? if yes, for how long at a time?
Did he vamit after coughing?
Ay

nedemas? 14 yes, for how lona®?
urirnie normal? Did thez child ery when he passsd wrina?
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This protocel aims at determining the cost-effectiveness of a nukrition
tervention at ICDDR,.B s Dhaka hospital. Two <cohorts of children will be
illowed: namely, 200 children who stay at least five days in a Autrition
-habilitation Unit (NEU) along with 200 who leave the hospital after treatment
t iarrhoea. @11 mothers of malnourished children will be free to choose to
ray in the MNRU for treatment and return  home if they want at any time. The
nmpat-ison group will be composed of children whose mothers are unable to stay
. the MNRU (reasons for which will be noted to ensure that there is no bias).
1 children will be in the &-50 months ag2 group as the prevalences rate for
Llnutrition is highest in this  growp. Moreover only children from the poorest
milies i{defined as earning less than 1250 Takas per month) will be included 1n
e study as it is assumed that this group has the highest risk of death aftter
\scharge.

This protocol’s proposed research will not interfere with routine traatm

malrncourished children at ICDDR,B°s Dhaka hospital. It involves no risks

tients; however, it is conceivasble that questions about Family incomse and
cial situation of ths family may be embarassing for some familiecs.

Mon applicable.

The confidentiality. of data collected will be ma;ntened throughout the
udy and only ‘hospital patient numbers will be used during aﬁalysis of data.

Informed consent will be cobtained from the authorized legal guardian before
child is sent back home with & community nurse f(see attached form). In the
se of = child’s death, & special interview will take place, atter a second
Formed —onsent has been cbtained, to try to determine cavse-nf-death.

In addition to some routine guestions related to the history of illness and
gt, this study reguires interviews on sncio~economic conditions of each
mily. These will take place in the child’ s household after zn informed consent
= Seen obtained and each such interview will last no maorz than fifteen
mutes. In case of a child®s death during the follow—up pariod,' a separate
terview on the histeory of the terminal illness will take place only after
formed consent has been  obtained. This interview will be tape recorded and
1t last less than twenty minutes.

Reqular home visiting of malnourished children may lead to =sarly detection
. certain health problems and, in this regard, home visits will be potentially
naeficial $for khe child., It is edpected that the immunization rates for the
etment =nd comparison groups will increase as a result of our intervention.

* The study reguires the use of hospital records. Mo organs, tissues or bady
uids will be used. ‘



» signed by the legal guardian befores the child lezves

DR, 5 would tiks to know mora about the children who leave Lne
satment for disrrhoea. We would liks to follow-up yow chiid
health worksr Lo vouwr homz to 2nguire about his health. If
worlier will zccompany  vow  Eo o youws homs Eo facilitszte
ask vou zome gueshtions abouhb you and vour family bub 1¥ thevy
to  vou, vou arz  free nobt to answer cham, Yo 2re fre= o
study at zny time and to ask for cessation af hamz wisliing.
aresfingerprint of the guardianm_
ure of the investigatoy
L]
- R - - - M#ﬁb—b’gﬁ‘--



To-ters who trested vour
Thiz will heis them to
sintrl for yoi, we would
lirmess or diszess which
ttions, vz  would like
mportant detzils. This t
reateEc eow child will 3
ztop it at any timE.

arurs/fingerprint of the

-4
i

ure of the investigator

the legal quardian befor=z interviow?

child in ICDDR,Z would likes to know why the .Gt
nrevent deaths of other children. Although t
be grateful if you could give a detailed acco
122d to wvouw child™s death. I+ wvou
to tape r=cora the interview to ba sure not
aps will remain contidential and anlv the

1gtap to tb. Yoo a&re fres Lo retuse this irnt
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ohwvsician, nuetri?
A0 of T men )

{ he=alth economisis
{40% of tim=)
4 health workers:
tThe 40 000 per y2ar
1 Junicor Fhysician:

-+

(Ths 40 000 p.a.= OY

1 Research Officer:
{Tiks 70 000 p.a.)
clﬁrkfcodarfsecr

7

fury

;Computzrg Services:
Training of physici

2. Supplies and Mater
SGrationery, #roMing
Hdisketies,

Z. Travel and transportat
x. healih worters for f
and mothers for raunlo

L. internatianal trHVH

4, Library and publications

5. Dansultants:
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B:E, iget_summary for 1_vears: Z_years:

(U5 5) - Y )

Eor sonnel and s2rvioes 13 814 29 B4Z2

Supply and material: 738 Z 026

Transport? 13 1795 28 459

ihrary and publications a25 a5=

Consul tants: * i 000 2 140

Total: 29 2 65 340

(Mate: US% 1.00 = Takas 25.4&7
tInflaticn 1&% per annum
iz included in the above budget).



