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ABSTRAFT SUMMARY

The International Centre for Diarrhoeal Disease Research,
Bangl adesh (ICDDﬁ,B) has recently started a small Nutrition
Rehabilitation Unit (NRU) at its Matlab Diarrhoea Treatment
Centre. It ig unlikeiy; in ihe initial phase, that all
malnouwrished children requiring treatment can be accuﬁudated.
Before expanding such a facility, its value needs to be

¥ -
eatablished1

4

‘ .
Children treated in the NRU and two cohorts of contral

malnouwrished children will be followed for one year. 0One

contral érnup will consist of malnowrished children discharged

from the Matlab Diarrhoea Treatment Centre just after their
diarrhoea iz over. The second group will consist of severely 3
malnouwrished children detected in the community who could nnﬁ be
admitted foar nutr;t;onal-rehabilitation. Differences in the

number of deaths occurring in these grqupﬁ'will,give an astimate

of the number pf deaths averted'hy the NRU every year. The cost

of each death averted will be determined for further comparison

with other health interventions.

-

n
>

Reviews:
-Ethical Review Cummittee:m#muwmn_mﬁ — _ e e e

Research Review Committee:

Director:



SECTION I1: RESEARCH FLAN
. INTRODUCTION
1. b jectives

To determine whether malnourished children treated in a
Nutrition Rehabilitation Unit experience teduced mortality
comparaed with untreated malnourished children.

b

To estimate the cost of each death averted by the Nutrition

Rehathilitation Unit.

\¢;////;;ckgruund

in Bangladesh,'malnauriﬁhaﬂ'children discharged from hospital
after treatment for diarrhoea have an increased risk of death
during the following three months (1). In this context one could
ar-gue that ‘
(i) 1f they had been fed a few more waeks until their
nutritiormal status returned to normal, their deaths could have
been averted or
(ii) the environmental factors underlying their diarrboea and
malnutrition were encountered again on éﬁeir return to the

coammunity and the inevitable fatal outcome was only delayved by

hospital treatment.

The practical implications of these two hypotheses are
diametrically opposed. Unfortunately, few studies have examined
the long term effect of nutrition rehabilitation, and its impact

on mortality has never been adequately assessed (2).

Y]



The concept of nutrition rehab{litation, developed in South
America by Eengoal(Ei, received much attention after 1t was
realised that treatment of malnouwrished children iﬁ general
hospital wards gave poor results and was very expensive (2). In
a review of data published between 1956 and..1969, Cook showed
that the mortality of malnourished children in hnspitals varied
between 20% and 30%, which was apparently higher than the
mortality of untreated children (4). More recently, hospital
treatment of malnourished children has placed mare amphasis on
anti-infectious therapy as-wall as high-energy feeding, agreatly
reducing these fiqures. Nevertheless, Cook's cuncérn about the
cost of hospital treatment remaﬂn% valid: if all severely
malnourished children were to be treated inla conventional ward,
this would consﬁme the entire health budget of many developing
countries (S). A cheaper alternative, Enncentrating ch children

with a high risk of death, has to be found.

Nutrition rehabilitation units (NRUs) were supposed to provide
“the answer. The aim is to educate mothers by involving them in
feeding their malnourished children back to health using locally

available, traditional foods in low cost treatment units (4{;/////-

Seﬁeral attempts have been made to evaluéte the effectiveness of
nutrition rehabilitation. Most authors measured weight gain
achieved and found ihat it was consistently above the rate
expected for children of the nge age (2). This f;nding.

however, is not conclusive since these malnourished children may

have been recovering from an infection and following recovery

»



might have had the same catch-up growth with the traditional
family dietj//;deall§, treated children should be compared with
untreated controls (&6). This raises ethical problems and can be
done only in very few situations. A study with pair-—-matched
controls by fBegin et al (7) showed greater weight gain in treated
children. However, saﬁple size was small and the results after a
4 mopth follow—up period were inconclusive. More recently, in
Saint Lucia, it was shown that children who received intensive
feeding before being discharged from a paediatric ward had no
long term benefit in terms of putritional status, compared with
randomly selected controls who left the hnspitél just after their
acute illness was mvér (8). This emphasises the need for control
studies. ’
Even if mpst previously claimed positive rezults were valid
their relevance is still open to gquestion: the real question is
whethar the weight gain achieveaerd was functionally and not just
astatistically significant (7). Unfortunately, no functional
benefit, such as reduced mortality, has ever been clearly shown
to be associated with these improvements }n nutritional status.
In the only study which suggested that nu£rition rehabilitation
may prevent deafhﬁ {Table 1) (&), greated children and controls

vere not matched and it was-unclear to what extent the observerd

 differences waers attributable to nutrition rehabilitation.

Just as the hospital treatment of malhourished children has
improved substantially cover the years, recent advances may well
have increased the effectiveness of NRU's and a new evaluatiocn,

‘hased on functiormal outcome, is timely (2).



TABLE 1
Comparison of the number of deaths in treated and untreated
malnourished children‘fru$ Nutrition Rehabilitation Units in

Haiti and Guatemala (ref.&).

Haiti T Guatemala ,
Survival after '
7 month fnllow-up . Alive Died Alive Diad
Children treated 115 5 100 1
in NRU :
Comparison children 21 S 21 3

Difference between the 2 groups are significant at the 0.05 level

(Fisher ‘s exact test). Statistical analysis not presented in the

ariginal paper;

o e Mt - — T ik ek it

The Matlab MRU willibe started on a small scale inittally and
will accomodate no more than 20 children a month. A reqent
informal survey among Community Health Workers (CHW's) suggested
that there might be 250 children, in the Matiab MCH-FP

' intervention area alnne‘<pupu1ation = 90 00Q), having a serious
degree of malnutrition (10). A previous survey in Matlab
suggested that 1% of all under 5 children have an arm
circumference less than 100 mm (11) which gives another estimate
of about 130 severely malnourished children qualifying for
admission to the NRU. Thus it seems uhlikely, initially, that
the unit will be ablé to treat more than about 20% of severely
malnourished children. 1In this s¢tuation, the outcome of
untreated malnouwrished children may be compared with the treasted

~group to estimate the number of deaths averted by the NRU.
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By documenting the ccsts:of the NRU it will also be possible
ta calculate the cost of each death averted. Cuwrrent information
on the cost of deaths averted by nutritinn_interventiuns is based
on large scale food supplementation programmes (12, 13).- Theage
are expensive {arnﬁnd US$ 3000 for 1 to 4 year old children) and
totally impractical foi many developing countrieas. Substantially
1ower cogts would enable the rehabilitation of malnourished
children to be realistically ranked among thé higher priority

interventions.

3. Rationale:
- The effectiveness of nutrition rehabilitation in reducing
mortality of severely malnourished children has been inadequately

investigated.

: Coe ae AR T 3 L T s i < ! I
- Even if e%fe&tiv%, some Mmeasure of the coets involved for

Voo o . IR S L . s st L L et
each death averted should be estimated bafora advocating this as

. P _..._ . PR R Y L LI AN T S oo
a high priority health intervention. ' -
' I B e T R 1 ('\:'.J',;?' AL ED - K '
L . : . : r - A X Y '
B. SPECIFIC AIMS ) ' : '
LR S A T ot - PR T -'\ L R il Ty st L S

- To follow a cohort qftseverely‘malnourfshed'chil?renigno wer e
il [ R P I L Y oraroe DRI LY ot 45 .o v VR waTER

Teand

treated in a yRUsand.tyqjcnhnrta,o{ matched controls. |
LIS TR SO SE- BT P by F MR Ll s lad ot 1t

LIRS e

'L To construct life tables and determine.whether there are
signgficantiqgfferences in outcome between the treated and

ontrol groups.
¢ r-' gtosjpb : T I . D ) L U T A '

- To' estimate the coit of deaths averted by rutrition”’

reﬁébalitafion.x.



€. METHODS OF FROCEDURE
1. Study area.

Since 1963, the International Centre for Diarrhoeal Disease
Research, Rangladesh (ICDDR,B), formerly the Cholera Research
Laboratory, has been conducting a health~oriented resaarch }
programme in Ma£1ab Upazila, Chandpur District, a rural‘afea of
Bangl adesh (14), Matlab.ig located about 45 km froq Dhaka, the
country s capital. The 149 villages now under surveillance have
& population of 171,000. Since October 1977, the data collection
has Sean modified in cu&junction with the development of a
'village-based Maternal and Child Health and Family Planning (MCRH-
FP)iprogramme'in 70 villageé; The remaining villages are
referred to as "comparison” villages.

1 .
In Matlab-bazaar itself, ICDDR,B is operating a Diarrhoea

Treatmant'Centre. The NRU which will be the subject of this

study is attached to thE‘Diarrhuea Treatment Centre.
2. Selection of patients.

Fatients enrolled in the study will come from the part ﬁf the
Matlab area unqer ICDDR,E ¢ Demographic Surveillance System,
namely the MCH-FP intervention and comparisan areas. Children
between & and 48 months old and with an arm circumferance below
106 mm will be eligible for inclusion. Children who do not
fulfil these criteria may also be admitted to the NRU i#

considered necessary by the MCH-FP '‘medical officer.



A lower age limit i1s stipulated because of the restricted
scope for treating young malnourished infants with locally
available food. Children who are more than 48 months will no
longer he under rnutine MCH-FP ﬁurveillance: Screening children
using arm circumference has the advantages of being closely

related to the risk of death (11) and of being readily carried out

in the community.

The cut—-off point of 125 mm of arm circumference’
con?entionaliy used for defi&ing aevara malnuterition (15) seams
inappropriate for rural Bangladesh. Approximately 104 of under 5
children are below that limit (16)} tf this criﬁerion were used
1500 children in the Matlab MCH-FP area would have to be referred
for treatment, which is well anqu our intervention capaéity.
Moreover, maﬁtaléty pf these children is substantially iowe? than
in the.under 100 mm category, which should therefare be thé basis

for referral (11).

The same cut—pff point will be used between & and 48 months.
A recent hospital study suggested that arm circumference un-
corrected for age is a good estimator of the risk of death even

outside the 1-4 year age range (17).

"Children will be admitted to the Matlab NRU from two
sources. Une 'éroup of malnourished-childran‘will be-referred
from the adinining Diarrhoea %reatment Centre aftter their
Biarrhnea 1s” over: ancother group will be referred directly_from
the community. CHW ‘s who currentl; visit every %amily’ in the

MCH-FF area fortnightly will be &sked to screen children under 4

.



vears and to refer to the MNRYU those with an arm cirgumference‘
below 100 mm. The proportion of patients coming from the
Marrhoea Treatment. Centre and from the community 15 not
ﬁredetermined aﬁd will depend péétly on patient perceptions and
compliance. If, as expected, the NRU is unable fn accaommodate all
those requiring treatment, selection of patients will be made 6y
the MCH-FF physician oé the bhasis of severity, regardless of

SOUrce.

Y
3. Selection of controls

Rarndom allocation of malnouwrished childreﬁ to a control  and
a treatment group is impractical and unethical as, scientifically
speaking, randomisation should take place only after the family

has agreed to have the child admitted, effectively gmqqntingr to -

withdrawihgm an offer of treat@ent just given.  For this reason
the survival mf‘ﬁwc grpqpﬁ‘af untreated children will be used for

malnowrished children.
J-.:,"..J i;:- ' . - -t :

o t C _ .
comparison with treated e source will
EEE R I A P LR ) - \ . A T M

' . Linm

be children 1leaving the Diarrhdea Treatment Centre without
At P £ [ . t e . ok F] i o : T . - *

- o

nutritional

» +

rehabilitation either because there, was no
v v ' . B e . L . H T b -

accumpdatian;available or because treatmert was refused. Another
T b - R T T - A - . :

L 1. - -

grdup will be severely malnourished children detected in the

-

community in the MCH-FF area, who also could net be accommodated

or  would noﬁ accept treatment. Two controls will be selected for
- [ Lt T - -t ) -

each case, in order to - minimize the risk of loosing a pair of

TS T L T S U T et T Y 2 TR TR N A A [
subjects for ‘analysis in case one of the controls is later admit

Wi o
N

ted at the NRU. The reiddn for' which 'the controls have'not  been

admitted  at the NRU will bé clearly ‘identified (il'e.” due to the

¥ f
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patient or due to the lack of space at the NRU), in order to

control for the potential bias attached to this factor.

[

Each subject and controls (one from eéch group) will be
matched for wvariables likely to a#fect -long térm growth or
survival., One will be nutritional  status, - using arm
qircﬁmference‘ for community cmntrnls,‘arﬁ circumference and
weight—for—-age for those from the Diérrhaea Treatment Centre.
Another will be sex and age to the nearest . I month. Treated
chilaren from tHe Diarrhoea Treatment Centre will have DTC
controls from the same MCH-FFP or Comparison aréa. C1f it is
impossible to match controls practly they will be selected from
thel less severely malpourished chiidren. T6 rava{d the
confounding e@&ecg of seasonaiity, con;rpl sub jects should be
identifieq within i month of the study subject. Whenever possible

matching for socio—economic characteristics will be done.

4, Management of patients in the Mutrition Rehabilitation
 Unit.

Patients admitted to the NRU will be treated¥ by f}equent,
high-energy, high-protein feeds (18-20). Feeds will be prepared .
with cheap, 1oca1iy available foods. During the tirst few days a
liquid formula made of ri;e powder, dried skimmed milk, vegetable
oil and sugar will be given to chilékén who cannot eat solid
food, ,mn@ing towards aﬁ‘ adult type solid diet as soor as

A - * . . - "
possible. Children will be féd ad libitum to ensure max)imum
energy intake ?21) and the exact guantity of fopd consumed will

not be measured routinely in every child. Weight gains

comparable to those obtained in hospital with fixed feeding

L




regimes has been achieved in units where children were simply fed

ad libitum two houly (22).

In addition to dietary therapy, children will be given any

treatment needed for associated infections.

NRU staff will involve mothers in the preparation of meals
and give them informal nutrition education, mainly by encowaging
interaction between newcomers and mothers of succéSEfully
rehabilitated children. Other activities, such as sewing, will

also be encouwraged.

Children will be discharged as soon asrthey fulfil three
cenditions

(a) appetite has returned to normal

b} weight gain is sustained

-

c) any infection has been treated

No attempt will be made to reach predetarmined weight-for-

-

age or weight—-+for-height.

=

9. Follow-up

All study children will be followed up by CHW s who already
méke fortnightly visits to the household of every eligible child.
They will inquire about the health of the child, informally
‘giving advice on nutrition and héalth as needed. lIf the child
doeps not improve between one visit and the next they will again

be referred to the NRU and the supervisor notified.

In the MCH~FF area, the weight of children who were treated



-

will be measured with a portable scale, monthly for &6 months and

then vearly.

In the comparison area no anthropometric measurements will
be made. All deaths and out-migrations are routinely recorded
throughout the study pugu;atiun. Thus life tables of treated and

comparison groups can readily be constituted.

The cost of the NRU will be estimated by routine methods
(23). Capital costs, incurred in starting the NRU have been

recorded. Their annual cost can be computed from the estimated

life expectancy and interest rate. Recurrent costs needed for

+the operation of the NRU ( éalarieg, supplies transport etc....)
will be eétimateﬁ using records in routine use. Costs incurred
by the patient and family will not bé measured. The monthly
exchange rate of the Taka against the US Dollar will be used
throught tha stddy Qeriod to correct for possible devaluation and

to allow international comparisons.

6. Duration of follow-up - ' | R

bt

The study of post-diarrhoeal mortality of malmnourished chi ldren

“in Matlab (1) showed that of deaths in the year following

hospital admission S0% occurred in the first month and 704 in the
first three months. Therea#ter the‘death rate was similar to
that qf'other children of the same age group. The same pattern
has been obeervd in Nepal (24). This .suggests that a one year

follow-up period should be ample to determine if the nu@ritiunal

rehabilitation unit affects survival.

%



7. Determination of the cause of death during follow-up

When a death occuwrs in the treatiment or the comparison group an

[

attempt will be made to determine its cause following the routine
procedure 1n Matlab. If a death is clearly unrelated to the
child’'s nutritional status, {such as drowning), the case may be

excluded from the final analysis.
8. Power of the study

The power of this study can be defined as the probability that it
Wwill show a\ﬁignificant difference on survival of the treated and
the untreated subjects. It can be calculated by inverting the
formula used for the calculaﬁionAo£ the sample size (25). This

is desirable where sample size is limited by practical

constraints and cannot be readily measured.

The power of this study depends on the number of children treated
and on the numbers dying in tﬁé treated and the comparison
groups. This is cufrent}y unknown. Table 2 gives an estimate of
the powar of the study given by differéﬁt hypotheses. IThe
estimate mflthg nﬁmber of deaths in malqnurisﬂed children was
derived Fro@ previous community studies (k,il). the caloulator
shows that if 10 tﬁ 20 chiidren are treated every amonth, the
study will - have a reasonable probability of vyielding a
significant result within 2 yvears, especialliy if wmortality is

reduced by $50%, as experienced in Central Americda.

14



TaBLE 2

Estimate of the power of the study to detect a difference of

survival between treated and untreated children significant at

the 0.05 level

i hyp 1 hyp 2 hyp 3 hyp 4 hyp S hyp 6
! — e e et et ettt e e e e e ——— e e -
Number of ' 480 240 480 280 480 240
treated ! T
children H
Deaths in ! '
control : 15 13 ; 15 1S 15 13
group (X) ' :
Deaths in v =
“treated ' 10 10 7.9 7.5 1 '
group (%) i
Power of : 55 38 6 74 Q9 Fé
the study ! P

(4 -

9. Statistical-ana;ysis, interpretation of reaults

Qﬁter'twn vyears of study the matched tréatment and comparisan
groups will be tested for cnnfoundiné variables which may
influence survival. Life tables for treatment and comparison
groups will then be graphed: this will show whether or nﬁt risk
6f7daath decreases rapidly with time as shown previously in
Matlab (24). The numbers‘of children surviving at 6 and 12
months will then be compared by a chi-square test {(or a Fisher's.
exact tést if needed) (27) and a log rank test more suited

far analysis of survival will be done (26).‘ To determine

which factorsg uther than treatment have 1nP1u9nced the risk

of death, a logistic regress;nn with a‘l potential predictors

will be run (27),

Fl
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D. SIGNIFICANCE

-

This study will give an estimate of the cost of every death
averted through nutritional rehabilitation. This evaluation wiil help
to determine the importance of this intervention, as compared

with other alternatives.

E. LIMITATIONS OF THE STUDY

It is underétoéd that if the study shows a positive impact of the
NRU on child survival, it may be only temporarily and may be due
to the fact that NRU can afford to offer hetter %qqd, whereas
poor families in Bangl adesh usually éannot. For this reascon it is
pointed that only available and cheap food is offered in  the
NRU, and emphasis is put 6n education of mothers to provide

”

Similarly available and cheap foad to their children at home.

16
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ﬁBSfRQCT SUMMARY FOR ETHICAL REVIEW COMMITTEE

|

1. This protaecol aims - at determining the cost af every death
averted by a Nutritional Rehabilitation Unit about to be started
in Matlab. Every treated child will be followed along with two
matched controls who will remain untreatgd_as a result of the

limited turn over of the unit.

2. This protocol will not interfere with the treatment of
malnourished children at ICDDR,B’s Matlab treatment centre.

It inveolves no risks to patients.
3. Non applicable

4. The confidentiality of data-‘collected will be maintained
throughout the study and aonly a caded jdentification number will

be used during analysis of data.

5. In+urmed cansent will not be asked. All the information
needed for this protocol w111 be taken from data routinely

collected for service.

&. It is hoped that mortality will be cubstantially decreased in

the group of children admitted for treatment.

7. The study reguires the use of hospital records. No organs,

tissues or body fluids will be used.
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MATLAER NRU

3100 LOCAL SALARIES

Manager Health Services
MCH-FP Medical Officer
Senior Health Assistants
Clerk /Data entry technicia
Administrative Assistant
Coder

Clinic Attendant

QIEaners

Community Health Workers

: Total for first year
n Estimation for 2nd yvear
’ (+15%)

Subtotal

COST EFFECTIVENESS FROTOCOL.

BUDGET

Effort Monthly Nb

Origin of funds

Evternal ICDDR,B

3200 INTERMATIOMAL SALARIES .

Fosition

Or Briend, MD, Nutritionist
Or Fauveau, MCH-FP physicia

Total for first vear
Estimation for 2nd vear

S0 CoQ0OoQCOoOQOGO0

Origin of funds

External ICDDR.B .

{+15%)

Ld
i
{

! Subtotal

% salary
10 430 1% 16
20 430 2 2064
S0 162 2 1744
3’ 20 140 1 336
50 140 1 840
25 140 1 420
100 110t 1320
1¢ 1106 2 264
100 95 6 &840
14%544
16726 .
, 31270
Effort Yearly
L salary
20 38000 * O
n 20 EB000 o
Q
o
)

%@Estimatian. Salary funded by French Government.

f
3700 SUPPLIES AND MATERIAL
i

Aood (child + attendant)
rugs

7600
7600

135200
17480

32680

Origin of funds

Evternal ICDDR,B

] 21t

4500

2500

Q
O



Diskettes for microcomputer, paper, ribbons
Stationery :

Tatal for first ypar _
Est1mat1mn for 2nd yvear '
(+13%)

Subtaotal

4800 INTERDEPQR?MENTQL SERVICES

13

ICDDR,B transport to Matlab

10 par vear 8 Takas S00 each
Fatient referral
Xeroxing
Labaratory

Total for first.yesar
Estimation for 2nd year
{+15%)

Subtotal

Q300 CAPITAL EXFENDITURE

Weighing scale
Cooking utensils
1 Sewing machine
8 Wooden beds

2 Cupboards

Tatal

TOTAL DIRECT COSTS

OVERHEAD
(31%)

TOTAL OPERATING COST
TOTAL PROJECT COST

ICDDR.B CONTRIRUTION
{Including overhead)

AMOLINT NEEDED

200
200

7400
8510

15910

0 QO

Origin ofifunds

External ICDDR,R

180
&E00
200
1000

198G

2277

4257

QO
O
Q
Q

Q
0O

Origin of funds

150
50
200

80 .

200

690G

84117

2EDF7 S

110193
110883

SB756

52127

External 1CDDR,B



AMNE Y
MATLAR NUTRITION REHARILITATION UNIT

GUIDELINES FOR OFERATION

FACILITIES, EQUIPMENT, SUFFLIES,

At P = ia P i e . s e Avan 74 e it FELTT T4 M Ao e i st hof MR T ST S FrA WP Sy ek e bk Lo L
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~ For exclusive wse of NRU patients, their attendants
and staff:

MRU ward

toilet w/ shower

Hitehen and demnonstration room
atore room

e el ek

-~ plus, For use of other attendants, relatives  and
visitors:

1 attendant room, located besides the canteen

- In addition, the MCH ward could be used
temporarily, as isoclation room for example.

EOUIPMENT platform beds

o almirah for storage
desk for staff .
foulding bed for Staff

Chulr ==’ ;

Hitebl g
aas stove Wi (Eefr T Y e
keroobne sthve | TR
coaking pans

—— bucvets L RN
Vi, PUMILEMEMY . ELT o tmt

IR LR A ST 3 RS S ISR R

T A

LA I 1
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R P -

STQFF"AND' ;:IUB DFSLF’IF’TIUN i : ' . \
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o s o ,,..,..._._.._______..........._.._......_.._...__...._.__.__ - *

<P P COMMONITY HEALTH wgszgsa :

Full time, take shifts of 6 hours,
g, bg prepared by Administrative
g AL duty, two fur day duty.
ML
;|

1o T, rt

including nlghts,;mgsﬁer
+

Assistant. One CHY .b#’Hl

U S5 0 LI B e

4
T e s THere are’ 43y shifts of & hours
(6-to 12 am, 12 Eb“b‘ph;”' to 10 pm), amd one =hift of 8 hours
(10pm to dam) . ; They prepare food with the help of

mmther%, wlp' fppdan thE Lh1ldrpn,* help "ahd" teach’ mmthers Con
Fepdlnq aﬁd Pepplng good hvgxen1c pquf1tes. _1nF0rm and motlvate
mothers. 1hﬂy keep” the premids cTedn 4t all1"timeRT » o0 i

. . They JLake and _reccrd " we1ghts
pyery marnlng, p}klit% peratuae,‘resplrafory rmfe ‘and pulse, o
A5 vell’ asgother anthropometric measures, and <clinical signs
(oedema, dlg(rhuea, vomztlng, respirataory signs, anemia...)

et e e @mOLEUS ghe ig responsible to the Flv.

o . .
+ Pa el ToRET Tl A e i3



1 CLINIC ATTENDANT
Part—time, sharing with MCH clinic

gShe takes vital signs, { tomperature, pulse, respiratary
rate...}), she manages medical treatments, medications, injections
infusions, dressing of skin sores...
She also acts as CHW whenever necessary, and is responsible to
the FWV

, Part  time, sharing with MCH
clinic. They supervise the job of CHWs and clinic attendant, they
supervise ward management, food preparation and cleaning. They
train CHWs and mothers, ensure communication with patients,
assist in solving individual problems.. They examine patients and
screen for complications. They motivate and prepare for follow-up
after discharge. They ensure quality of data on patient charts.
They also supervise mothers’ activitiea: sewing, literacy claseas,
health-related talks... They are responsible to the MCH physician
for medical issues.

1 HEALTH ABSISTANT
: ‘ Part time, ‘sharing ‘with MCH
S clinic. She organizes and prepare cooking and feeding
demonstrations. She prepares rosters for the ataff.
She ensures quality of data collection and of follow-up. . .
.B8he ensures flow of supplies, orders food and supervises storage.
- She keeps record of all expenses. She liaises with field teamw
for follow-up. She is responsible to the manager of Health
Services ] : '
1 MCH PHYSICIAN Part time, sharing 'with MCH clinic

and MCH field programme. She expamines every patient every day, as ..
well as mothers or attendant whenever necessary. She checks far
complications and troat or refer accordingly. 8he is overall
respansible for. good communication with patients. She decides for
discharging. She supeivises FWVs and trains them on the job.
part time, they keep the premises clean, &nd
support the activities according to the needs.

TRAINING
in addition to their formal training, each category
of wtaff has spent some time - in Dhaka, at the ICDDR Nutrition
. Unit, at the SCF Nutrition Unit, and at the shishu Hospital
Nutrition Unit. .

Training at .every level of work at the NRU should

refer to the 5 (five) main messages, o categories of messagest

SCREENING MALNUTRITION:
_ - By measuring weigh, length, arm circ.
By physical augmination: gedemnad,
anemia, signs of vitamin A deficiency, skin lesions, ---

o By checking chronic diseases ‘and

developmental problems, including behavioral problems '

'FEEDING A MALNOURISHED CHILD: :
Focusing on quahtities_(quantity of

f
-

RS



feeds, guantity of food, guantity of calories} rather than on
quality (bfing implied that most of the time, high guality foods
are not available or beyond puwrchasing capabilities of affected
families). Also focusing on locally and seasonally avaitlable
fobd. Edible oil can always be added to children diet.

AU L AT 2 olin LoD Ll lEmLSS S e Simallas s em —SSase

I

diarrhecas, respiratory diseases, measles, parasitosis, TB,
malformations, twinsg,... .
’ Maternal factors, such as absence or
sickness of mother, failure of lactation, delayed introduction of
‘memi~salid food, fnappropriate use of hottle feeding, illiteracy,
too young ar too old age,... : .
Environmental factors, such as use of

‘surface water, poor hygienic practices,... g :

e e el s o P e ok Lt PR e ek R W rem e i, A} ¥ ey i T T e i

Identify, treat, refer complications,
promote the use of socap and handwashing, immunize through EPI,
encourage colostrum and breast feeding even if the mother is felt
to be sick, motivate for birth spacing, educate on haome
management af common 1llnesses, promote income generating
activities, etc...

FOCUSSING ON ATTITUDES AND COMMUNICATION .

_ Most of the time, . mothers or
attendants are not used to come to a hospital, to meet unknown
peaple, to be asked many personnal questions, and they do not fee
comfortable. One of the aims of the programme is to make mothers
feal rcomfocrtable, and to encourage them to stay as long as
"possible in the NRU, for the benefit of their child’'s health.
Therefore, it i3 necessary to insist on a good, positive, warm,
and encouraging attitude whenever talking ta them. The success of
the whole programme 'may depend on a majoi part on the way mothers
are convinced by all levels of workers to stay long enough at the
NRU, angd to accept follow-up activities.

4

ADMISSION FROCEDURE

whenever there is room available in
the ward, the question of priorities does not arise. But
. when space is limited, the $ollowing patients will be
admitted in order of priority: )
- —~ patients referred by the FIELD, and
living in the MCH Area, ' :
. ~ patients referred by the diarrhoeal
WARD, living in the MCH Area _ .

~ patients referred by the diarrhoeal
" WARD, living in the Comparison Area _

: - patients referred by the FIELD, and

living in the Comparison Area _ : :

-~ pther patients

: ‘ Upon admission, an Individual Patient’s
Chart will be filled, and an -



admission nunbher will be attributed, by order of adnission.
I+ a patient is admitted for the second tine, he will be
treated as a new admission, but the charts will be pooled.
Special attention will be given to such coses.

The weight on admission will be written in
clear on the second broad line from the bottom of the wesight
chart, and each line will be considered as a unit of 100 q.
(precision in weighing will be of 30 g., the nearest 50 g will be
used : ) o

A new chart will be used svery month.

. Weights are expressed in g and grammes (g.),
arm circumferences in millimeters (mm., heights in centimeters
(cm.}) and temperatures in Farhenbeit ()

Fast history (page 2 of Fatient’'s Chart) is
recorded by the MCH physician.

FEEDING FROCEDURE:

Az a principle, “local foods prepared  with
local ingredients and actording to local recipes are given
preference. Emphasis is  on number of {eesds per day (8 to 12,
according to age, and on caloric value of foods.

' Some samples of diete are given below:

DIET FOR MALMODURISHED CHILDRREN BITH DIARRHOEA
(After & amonths)

Matery diarrbhoea Norn watery diarrhoea

Pehvdration - Mo dehydration Mo Oedema Oedemas
RS ' Breast milk Breast milk

+4- . : ) + e

Breast milk 1/2 strength Full strength
only. ' suil, ad libitum : - muil, ad libitum

7 times a day 7 times a day

I+ dehydration . + +

severa, refer salid food, =plid food,
to Diarrhoea . ad libitum - oad libitum
Treatmant 4 times a day 4 times a day
Centre .

DIET FOR MALNOURISHED CHILDREN NITHDUT DIARRHOEA
(After & mopthad

Oedenas ) Mo osdemas

Breast milk Greast milk

A",_ -
Full strength milk o Full strength milk
suLii, ? times a day, suji, 9 times a day,
ad libitwm = agd libhituam

-+ . .
Bait free solid food ' solid food
ad libitum, - - ad libitum.
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MOTHERS * QCTIVITIES

Mother (or any other Ffemale attendant)
should be a focus of interest from the part of the NRU staff. The
objective is to provide her with enpugh knowledge and practice to
bhe able to feed her child optimally at home. All efforts should

“he directed towards making her understanding the main health

issues, and keeping her busy during her stay at the NRU.

Mothers will participate in:
- ‘conking and feeding activities, :
-~ Cleaning praniges and eguipment
but also:
- disgcussions on health-related topicsg (see samples of toplcs
and teaching metbhods), twice a day
~ literacy classes
- discussionzs on home-economics .
~ sewing
- fishing-nets mallng
~ baskets or mats weaving
- et

Male attendants, encouwraged to visit the’
NRU in the daytime, will ‘also receive attention from the part of
the staff. ‘

MEDICAL INTERVENTION IN CASE OF COMPLICATION

e v e e e AL Bl L S 4 UL ik A P sem sty s oS TR T e P i P T T T S TVVR PR iy ke S i oy i <B4 b S8 e S Tk P B S

- During the regular working hours, one of the MCH-FP
Fhysicians 1is Fesponsible for the NRU. Otherwise the Medical
OFfFicer on duty is responsible. The Clinic Attendant is in
principie the most appropriate person for applying medical
prescriptions, she may be helped by the CHW on duty, and anyway
she is supervised by the FWV. . :

' Upon | Fhysician's decisian,’ the patients with
severe complications may be transferred to the following places:
- Diarrhoez with severe dehydration: to the Diarrhoeal Ward
- Acute Respiratory Infection with need of Oxygen: to the Ward
- Contagious disease (Measles, chickenpox, open TB,...): to the

MCH Ward :
~ Cortagious diarrhoea: to the Diarrhoeal Ward or the MCH Ward
- ete...

_ Drugs and medical supplies are provided by the MCH clinic
but account is kept of of all cansumed items on the NRU register.

The MCH physician may also pres:fibe laboratory tests or
X~rays, using the same procedure and . forms as in the diarrhoeal
ward or in the MCH clinic.
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The decision for discharging a patient is
usually taken by the MCH physician, based upon consideration of
time spent at the NRU, weight gained, health status, mother’'s
status, and other (external) constraints.

In any case, discharge is monitored by the
Administrative Assistant, who is also responsible for follow-up.

A referral form of the same model as the
one used in the MCH programme is sent to the carresponding field
CHW, and to the FWV (LFPVY) of the sub-centre (14 in the MCH

FOLLOW-UF

=~ Frequency of visits: once a month,  but the first visit
will take place after 15 days. -

~ Duration of follow-up: at least & months, at best one year

~ Place: at home during regular home visits by field CHWs,
or at the sub-centre if patients live close enough, (or if they

require physical examination and treatment)

= By whom?: usually by the CHW in charge of the area,
sometimes by the LFPV of the sub~centre, sometimes by one of the
CHWE of the NRU (specially for children living in the Comp. Area)
= Procedure: after taking information about the general

- condition and the feeding habits of the child, & quick physical

thaeck-up (anemia, cedemas, eye signs, abdomen and skin condition)

‘and  current weight is measured, by means of the light spring

scale available.at the sub-centre.

- = Transfer of data i1z dope at the sub-centre meetind, FRQ . . .

subsequently will bring the information to the Administrative
Assistant for entering it into the individual file.

~ Here agairy, emphasis whould be ‘put on attitude,
communication and motivation, some motherse may have reasons to
mistrust the programme, and to refuse follow~up, the success of
the evaluation depends on the good relationship that all workers
may have establishad with the families fraom the beginning of the
programme. '



