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7. Abstract Summary

Teknaf' ja an endemic ares for shigellosis and other diarrhoeal

dinenses. gver 5,000 patients are being treated anpually at the
ICDPR,B Treatment Centres in Teknaf. The surveillance Ppodram
aims to evaluate the various clinical, epidemiological and

microbiclogical data collected from all the patients attending

y . ) “h
ICDDR,B Treatment centres, 1in Teknaf. This will be used -to
determine the apectrum of diarrhoeal diseases in Teknaf which

possegsses diﬁtinctmsocio—demdgraphijc1imatic characteristics in

respect to other parts of rural Bangladesh.




The surveillance program will be the routine activity of the
ICDDR,B treatment centres in Teknaf. Regular and - necessary
treatments will be provided to all patients by the usual clinical
staff in the treatment centre. A quaélionnaire will be used iﬁ
the treatment centrerto obtain necessary information and a fresh
sample of stool / RS will be collected from each patient for
investigationé. The patients/attending gurdians will he
interviewed and the patients will be examined by the usual
clinical staff in the treaiment centre. The éurveillance Prograa
will helb us to momitor the spectrum of diarrhoeal diseases in

Teknaf and to generate new ideas for further research into the

control of diarrhoeal diseaa@s; particulsrly shigellosis.
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SECTION II
RESEARCH PLAN

A. INTRODUCTION

v M e

1. Objective:’

Tekhaf, dqring the last 12 years, has been found to be an
endemic area for shigellosis with frequent epidemic outbreaks.
During the last few years, Teknaf also experiénced periodic
Cholera epidemics. §S.dysenteriae type 1 strains isolgted in
Teknaf have become resistant to commonly used antibi?tics
incliluding Nalidixic acid. Buring 1987 ovgr‘ 5,000 patients
attended in the ICDDR,B Treatment centres in Teknaf, and the
attendance 1is increasing. The objective of this Surveillance
Program’' is to evﬁlﬁate detailed clinical,l epidemiological and
microbio%ogical data frono th; patients attending ICDDR,B

Treatment Centres in Teknaf. The surveillance data will be

analysed on an ongoing basis.

0l. To permit early recognition of ~seasonal or localised
diarrhoeal outbreaks in the Tekrnaf area.

02, To determine the aetiologic agents uf diarrhoea in Teknaf.

03. To study the changing trend of Shigella isolations and their
ant{bacterial sensitivity in tHe Teknaf area.

04. To identify the evidence of outbreak of MARVc in Teknaf.

05. To generate new ideas for further research appropriate

for controlling diarrhoeal diseases, particularly shigellosis.



2. Background

Diarrhoeal diseases are the major public health problems in the
developing world. Diarrhoea is the leading cause of death in
young children and constitutes an important contributing factor_
te malnutrition. Diarrhoea is recognised as one of the most
important cause of morbidity and mortality in Bangladesh and
aimilar develaping countries (LC Chen, et al, 1877; WJ Van Zijil,
et al, 1866; WB Baker, et al, 1975; Ja Walsh, et al,1979; RE
Black, et al, " 1980, 1LC Chen, et al, 1980). Shigellosias is a

8eriouas disease in childhood, particularly for children who _are

g - -

malnourished. The problem of increasing resistance to the drugs
s —— -~ . '

used to treat shigellosis means that shigellosis is a growing

problem in Bangladesh and in the other - parts of South Asia

(ICDDR,B Annual Report, 1986,pp-25).

Teknaf is an endemic area for shigelloais with fraquant apidemic
outbreaka. The study of the transmission of shigellosis in Teknaf
can canaiderably expand the understanding of the epidemiology of

shigellosis.

The Teknaf Upazila is situated at the South-eastern tip of
Bangladeah in the Cox’s Bazar district. It is a narrow
reninsula. The eastern side is boundsd by the Naf river border1ng
'Burma and the weatern side is circumacribed by the Bay of Bengal

The Upazila is about &6 KM long and about 6 EM wide. Almogt two—
thirde of the Upazila are hilly areas, constituting = part of the:

Reju-Teknaf range of reserved forest where human habitation is



not permitted. Human habpitation is limited to the western benk
of the Naf, the beach area on the western side and the southern

plain.

A motorable road about 85KEM long, links Teknaf and the district.
headquarter of Cox's Bazar. The comhunicatiun within the Upgzila
is maiﬁly on f§o£ by the dirt roads. The water transport in the
Naf river and motor transport along the beach is not properly

-

developed, but used only during the winter assason.

The climate of Teknaf is sub-tropical with three distinct
seasous: monsoon, cool-dry and hot-dry. Monsoon uﬁﬁally atarts
in June and continues until September. Mast 6f thé 510 cms ‘of
average annual rainfall occurs during this segson. It often rains
several times deily with heavy showers, and it often rains
copt{nuousiy for days tegether. Due to the very quick natural
_drqinage‘ég rain water to the Bay.of Bengal, the people of Teknaf
are not iinundated with flood-water as are the people of the
deltaic and flooded regions of Bangladesh. Then follows the cool-
dry season, which is very pleasant and extands_until éabruarv.

The_hdt*dry season begins in March and ends with the beginning of

‘monsoon.

As there iQ a rocky layer underground, shallow tube-wells (hand
pumps) cannot be installed in Moat of the habitable regiona of
Teknaf. As a result, the péople are dependent an ihe polluted
surface water from the dug-wells for their driukinﬁ and domestic

uses. The usual water sources are ditches and ring-wells. ﬁoat.



of the shallow water sources run dry and water shortages occur

during the hot-dry season.

Almost all the people in Teknaf are Baﬁgladeshi Mualims with
conservative outlooks. There are a negligible number of tribal
people in Teknaf. About. ten percent of the :population is
literate, Thé principal occupations of the people are

cultivation and fishing.

Rice grows in Teknaf only in monsoon, but plenty of betel leaves
and betel nuts g;ow there. Large gquantitieas of seafishes are
caught in the Naf river and the Bay of Bengal. Consumption of
. good amount of fish resulta in good nutritional status, and
abaence_ of vitamin A deficiency in the comﬁunity, but
nutrifional deficiencies in children have been observed in the

pre-harvest period.

érowding is.relatively common in Teknaf. A few years ago, almost
all the houses hnd‘earthen floor, bamboo walls and ro?fa made of
leaves and-atraws. But very recently, due to the huge amount of
foreign remittances. from the Arab countries and the vyieldas of
border-tradings, Teknaf area has experienced a very rapid socio-
economic change, resulting iq the const;ubtion of pucca dwelling
houses. Unfortunately, the literacy rate remains the same.
Though the development process has already been initiated in
Teknaf, it will not be possible to deuélop public health
facilities in the neéar futdre. Due to the various topographical,

climatic and other socio-cultural reasons, inc¢luding crowding and

rapid tranaition of population across the international border,



Teknef still remeins a hyper-endemic area for diarrhoeal
diseases. Almost every year, at the beginning of monsoon,

epidemic outbreaks are sure to occur.

ICDDR,B (former CRL) activities in Teknaf area in the form of a
diarrhoeal disease treatment and surveillance program were
iﬁstituted in later part of 1974 after a severe out break of
dysentery caused by multiresistant Shigella dysenteriae type 1
(MM Rahaman, et al, 1975). A census was taken in Pecember, 1974
and January,1975'of Teknaf Upazila. Demographic and diarrhoeal

surveillance was initiated in 1976 with a population of about

46,000 in 4 Union Parishad areas.

The diarrhoea treatment centre provided free services to the
community for diarrhoesl diseases, was staffed by a Physician, =&
Nurse and other staff. The treatment centre was backed up by a
field labofatory with the facilities of stool microscopy eand
bacteriological cultures for common enteric diseases.'w The field
laboratory was equipped with innovative technologies such as
kerosene run refrigerator, kerosine-run incubator (egg hatcher)},

pressure cookers and demineralizer.

The beach area was covered by a chain of community~based ORS
distribution centfes. In 1980, the Water and Sanitation

Intervention Study was undertaken in a Commpnity and the study

was ‘completed in 1983. Regular diarrhoea’ surveillance was
discontinued in 1981. A setond demographic census was taken _in
1¢82. ‘A new village was included and & new demographic

surveillance at monthly interval was initiated in 1983 under the

L]
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DSS5~Teknaf protocol, in s population of about 61.500. Since the
starting of ICDDR,B (former CRL} activities in Teknaf, & number
of scientific publications have been made using tﬁe information
generated through the _su;veillance and treatment centre

programmes.

The demographic éharacteristic of Teknef are quite remarkable,
with . a very high Qnude Birth Rate and a high marital separation
rate. The CBR in Teknaf is the highestin Bangladesh. The IMR in
Teknaf has been recorded in 1983 as 153.8 (M. Rabman, et al,
1983 1ICDPDPR,B Scientific Report # 668, pp-4). Oﬁe~out of five
deaths in children of age 1-4 yrs in 1977 was caused'.by
~ diarrhoeal illness (M. Rahman, et al, 1979 ICDDR,B Working Paper
# 13, 1979, ppr-24); and for the years 1982 -~ 1985, 235 deaths ih
children between i- and 59 months of age were attributed to

diarrhoea and dysentery (XICDDR,B Annual Report, 1986, pp-37).

Since fhe inception of ICDDR,B activities, Teknaf has been. found
to be endemic for shigellosis, the predominant .airaip is
S.flexneriae. The pr;portion of patients attending treatment
centre with loose/watery diarrhoea was found to be less than 20 %
during the years 1976 to 1980, but.the proportion has increased

to 33 % in 1986. During 1986, 201 Vibrio Cholerse isolates were

made in the field laboratory.

Dufing 1986, there were simultaneous epidemids of cholera aﬂd_
shigellosis due to §.,dysenteriae type 1. " The strains  of

S.dysenterine I isclated were resistant to most éffthe conmonly

used antibiotica. Nalidixic acid was introduced in the middle of

8



1986, but resistance to nalidixic acid was detected and the
percentage of the resistant cases increased over time. By the
"end of 1986, nalidixic acid became virtually useless for the
treatment of shigellosis caused by S.dysenterise I in Teknaf.
Previousaly, resistance to nalidixic acid was thought not te be
associated with a transferable plasmid; however, in Teknaf,
resistance to nalidixic acid appears to be mediated by a 20
regadalton plasm%d (MH Munshi, et al, 1987). As we have begun
using Pivmecillinum as the only currently available antibiotic
in Bangladesh to tréat patients infected with resistant
S.dysenteriae type I strains, the'monitoring for the resistance

to this drug in the community is highly imperative.

During the period of 1978 te 1982 in Teknaf laboratory, only 12

strains of VYibrio . cholerae were tested for antibiotic
sensitivity. All the strains wre sensitive to Tetracycline, and
all were resistant to Ampicillin. After 1982, no Wibrio strain

was tested. -

[

— e e T A .

(MARVc) in Bangladesh (MU Khan, et , 1986; MI Hugq, et al; RI
Giasg, et =al, 1980) and incregsing numbers of “isolations of

Vibric in Teknaf emphasize the need for further studies in

- — e

Teknaf, particulgrly monitoring for MARVc.
L]

Besides- Shigélla and Vibries, ICDDR,B studies indicatéd that

—we Do S —_—— s s

Enterbtbxigenic Escherichis coli (ETEC) and rotavirus ' are

important aetiologic .agents of diarrhoeal disease in rural

Bangladesh (RW Ryder,, et al, 1976; RE Black, et al, 1980). From

9



the samples collected during the Water and Sanit&tian_r
- Inhervention Study in Teknaf, B8.5% of HacConkey’s yielded-.a
'Vﬁcsitive disgrosis of B.coli containing enterotoxins and 3% of
thé PBS aamples were positive.for rota§iruass (MM Rahaﬁan, et al,
report of the WSI study in Peknaf, ICDDR,B June 1986). So {ar,
po affort has begen made to isolate gggexlghgéggg as an aetiolofic
agent for diarrhoeal disease in Teknaf, although ICDDR,B studies
suggesatad that_Caagglobgcter infection is comwmon in _B&#gladeshiﬁgf )'

o - — — iy AT A ek W

thildren (MJ Blaser, et al, 1980).

Considering thg__aocio-cultural, topographical, «climatic -and

demographic characteristics of Poknaf, the datarmination of K.
coli, Hotaviruses and Campylobacter as astioclogic ‘ageonta of.

diarrhoeal disease, can certainly widen the understanding of the

epidemiology of diarrhoeal diseasss in similar ruralAgeftingB.

Al e P e Worh e

3. Batjionsle

Similar surveillance asystems are continuining in ICDDR,B’ Dhaka
- and Matlab Hospitals. There is no question about the importance
of .aurVeillancg syatemsv in order to monitor and batter ;
characterize the enteric pathogens in bofh rucal 'apg grbﬁn;
settings, and ‘te monitor the changes in morbidity pattern to-'

forecasat epidemic.outbreaka.

Over 80X of the patients attending the Trestment ‘cgﬁﬁre~_&tﬁ.

ICDDR,B Teknaf are residents of the Teknaf *Demdéﬁaphic.

10




_Burveillance area with D85 identification numbers, and tk&?ﬁﬁﬁ#j;.

e ;tra¢ed to the household levels. A Shigella spidaﬁioloktﬁ&f;ff

study is ehticipated in Teknaf, But before that we wonld likc a;“?

'continned utxlxzatian of the facilities of ICPBR.B in Toknaf with;"

this uurvexllance proposal to collact base line informatioen by

:xnunitoring the chunging pattern and antibiotic sensitivity of the '

iaetiolosic asents qf diarrhoeal discases. v//

B. Bpecific Aims R B

x

Q}vi-?plaatablish ongaiﬁg ﬁurveillance of.all.petiénts ﬁttendine,

. the ICDDR,B Treatmant Cantrea in Teknaf, firre&pecbive of

residence.

02. To _de&ermiaé the éétiologid agbﬁ;sﬁdf‘diarrhﬂeal disaésaa_

fo; ‘patients attending ICDDR,B Treatment Centre# in Teknaf :

actording to age/aex/¢¥inical picguiefseasona.

63. To collect ihformation ~pbrt£nqu$ to epidbnﬁolgky Cef

diarrhoeal diaeaaeé,- ed. foad-hiétory‘before'thg anaet of

diarrhoéﬁl diseases, wvataer asas, UEas of Iatrine,

nutritional status, practices of hand washing”hefqre tékiag

food and after defascation, essociated illness, uses of

ORS/antibiotics, etec.

-

04. To generate new ideas for fnrther remaaruh apprqpriata' to .

controlling diarrhoaal disaaaeﬁ. partxculsrly ahigellosis..

v




/

C. Metheods and Procedures

LS e v e e e ————— o

All patients with diarrhoeal digsease attending the ICDDR,B’s

Treatment Centres in Teknaf will be included in this surveillance

Progranm, About 5,000 patients attended the Treatment Centres
annually, but. recently an increasing attendance has - been
observed. It has been a regular practice for the last 12 years

that whenever a patient attends our Treatment Centre, he is

interviewed and examined by a clinical staff and asked to provide

a fresh sample of stool for examination. The patiemts from DSS
ares are also required to bring their DSs card for
identification. The community has accepted this procedure, . and

as the same procedure will be followed in this surveillance

bProgrem, npno written consent will he required. Verbal cansent

will be obtained from the patients/attending guardians. After

completion of history taking and clinical examination, using the
=

_——

set questionnaire,'ithe patient will be.asked to provide a sample
of fresh stool in & clean conteiner (provided by the treatment
centre). '~ After collection and proper labelling, the sample will
be sent to the labgratory for microscopic examination (both
saline and iodine Preparation) and microbiological culturing for
enteric pathogens. If fresh stool saméle cannot be collected,
R/8 sample will be collected for culture. The R/S sample will be

————

streaked ' in the Treatment Centre on TEA/88/McC/TTGA plates and

the plates, after proper labelling with identification numbers,
will be sent to labaratory fogr incubation. In those cases, stool

microscopy will be done later on during followup visits.

12



In the laboratory, culture specimens will be proceased for

pathogenic Vibrios, Shigella and Ssalmonells using standard

. e e g - Pl P mad s - A e

laboratory methods. From each culture. 10 lactose positive
colonies with typical E. géli morphology will be picked from
MacConkey's aga} _plates and preserved on nutrient agér slants.
Those will be sent to Dhaks Laboratory periodically for LT & ST
testing. A 10% systematic samples of stool/RS§ from patiente
gwhen the case number ends with zero) will be incculated on to &
‘Campy—~BAP .Qé&iGQ'fd?"isblétion of Campylobacter. Those plates
“will be incubated ip candle jars at ' o 40 ¢ for 48 hours.
The identification of organisms as Campylobacter jejupi will be
done according to stendard criterie (MJ Blaser: 1980): A secoqd
saﬁple éf stool/RS will be collected from each patiept under 5
'years of age, and will be refrigerated in PBS tubes. Thoss will
be sent fo Dhaka Laboratory in ice flasks for further testing for
rotaviruses. *

Sensitivity to antibiotics (Ampicillin, Tetracycline, Genmtamicim,

Nalidixic acid, Pivmecillinum and TMP-SXT) will be performed by

standard disc diffusion method (AW Baner et ,al, 1968) on

—— AT A T e o — —— e

- . i
Jjejuni will be tested. In the laboratory a list of all positive
isclates will be prepared msccording to the datgiof teating. FKFrom '
this 1list, systemétic samples as required will be selected for =

antibiotic sensitivity testing.

'
F L}
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For all patients, physical examinations including vital signs,
adﬁission weight, state of hydration and sigas of nutritional
deficiencies, will be done in the treatment fcentre by the
attending Physician/clinical staff. When available, appropriate
follow-up entries will be made in the forms. The results of the
becteriological tests will be incorporatad in the questionnaire
forms. The data collected will be preserved préperly. _ The
questionnaire forms will be precoded and compieted‘forns will be
sent periodiqally to Dhaka for computerization.- Monthly data
analysis wili be performed in Teknaf by hand tabulation by
tallying the patient data et the end of each month by

age/sex/reaidence/clinical presntation/enteric pathogens.'

. . )
The hand tebulation result at the end of each wmonth will be

distributed to ICDDR,B Treatment Centre staff in Dhaka, Matlab,
Chandpﬁr ete, and to 'Rpﬁdeﬁidlogy Depertment of ICDDR,B.
Quarterly or yearly reports to summarise the finding of the
Surveillance Programme will be prepared for distfibution to
people involved in‘patient care and daté collection. Whenever an
epidemic is identif&ed by the Surveiliance Programme, Epidemic
Control Preparedness Programme of the ICDDR,B will be infqued.
In collabofation BC#P and lécal goverhnent-health autho;itiea,
definitive epidemic intervention measures will be undertaken.
This type of collaborative progranmmes wil} eventuallf strengthen
thé resourcea and responses of Teknaf Treatment Centre to face

epidemic outbreaks in Teknaf area in the future.



vd

D. Significance

i B ey et i o

This surveillance activity will generate a wide range of data on
patients attending TICDDR,B Tresatment Centres in takhaf. Thia
surveillance program will monitor the changing “pattern of

isolation of aetioclogic agents causing diarrhoesl diseases ip -

. Teknaf and their susceptibility to antibacterisl drugs.

After establishment of this surveillance activity, whenever

'appropriate, this can be linked to other epidemiological studies

" in Teknaf or thia cen serve as a basic data collection unit.

E. Facilities Reguired

vy e e odp il e S a

Mo additional spaca for office/clinic/laboratory is required. No
additional logistic support is regquiraed. The Rodifiad
bettery/electric-~run incubator supplied by the Dhaka Microbieclagy
Laboratoery is to renovated for Campylohactor culture.
Laboratqry personnel will need inhouse training for isolation of
Campylobacter and for the preparation of Canpy—-BAP medium. S8T/LT
determination' for E. c¢oli and assays for rotavirus %ill be

performed in Dhaka laboratory. ﬁelp from Animal Hesources apd

reagents for Rlisa will be required. Culture media, drugs,

stationery and computer tapes will be needed.

" F. Collaborative Arrangament

TR el e i A B Ay o B o g i ¥

None other than inhouse arrangement, will be raquired.

15



SECTion it

A, DETALLED RUDCET
SHORDNL D Suvved Liance 'rogramme, Teknef Treatment Centres)

b, Loenl Salary, A/C No. 31040

"

Joboral e - Leveld Man month Rate Amount in S

-

Sr. o bah. Teoh as -1 9] 228 2,052

Lok Tech f (G8-3 12 . 302 3,624

- ]

5. Lab. ALt G8--o ' 1e 26R 3,216

Cleaner Gs--] E2 227 2,724

B R Tnp——

2ub Total 1,616

2. Loaal Consultent
A Ne. 2300
i

R.O./Sr. P-‘l.i‘;:t'r)i.ﬁ iologist;
Dhaka - Teknaf - Dhaka Trip:

Perdiem 168
Teravel Cost : - 172

Sub Total 340

e
3. Incal Travel
AJC No. 3500 ;
Asstl. Scientist, Medical 0fficer, Lab. Tech:

Teknaf — Dhaka - Teknaf Trip; »

Perdioem : T A6R
Air Ticket s 200
Ground. Expenses . 0B
Other exponse - ‘ L 30

-

y ! -
Sub Total THA
| 4 N
-
e [ U N A —— - o T . e



I, Supplies & Materials
ASC No. 3700

3702 i 850
3704 { ' 500 -
3705 : 1,000
3706 ' o 150
3707 600
3708 " 150
3709 . 150
3710 - : 100
3712 » 3,000
3713 1,000
Sub Total 7,500
h. Other Cost
A/C No. 4000
3800 . 1,500
W 4300 A 500
» <1 e
' Sub Total 2,000

G. TInter Deptl. Sefvides |
A/C No. 4800 )

4801 S 750
4808 : | 750
4814 " 100

Sub Total 1,600



SECTION 111

B. BUDGET SUMMARY
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BUDGET SUMMARY

Wh

Expense category

A./C No. Descriptiom . 1987‘(IN Uss)
3100 Local salaries . ' 11,616
3300 Consultant - 340
3500 Travel Local 766
3700 Su.pplies & Materials 7,500
3800 Other costs ) : 2,000
AR00 Tnter. Departmental sergices 1,600
Total direct operationg costs ’ 23,822
i
-
v
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VERBAL CONSEBNT STATEMEN?T
-(ICDDR,B Surveillance Progranme, Teknaf Treatment Centres)

As  you know, Teknaf is a hyper endemic area for diarrhoeal
diseases, and ICDDR,B is. providing yvou with free inveat}gationa
sp& treatment .for your diarrhoeal diseases through the treatment
éont}os in Teknaf for last 12 years. It has been a rﬁsnlar
pracfice in ICDDR,B treatment centres th;t when a patient attends
the trent-ent centre. he is interviewed and exenined by & clinical
staff and he is also ashked to provide a fresh stool sanple/rectal
swadb sample for necessary investigation. Alao the patients frowm
the P88 area are required to bring their P88 card, for
identif?cation. | |

ICDDR,B is continuing e au?veillancé programne for

determination of  the changing trend of ‘aetiolosic agents and
their nntibacteria{ susceptibility in Teknaf area. If vyou
participete in this. surveillance programme, you will_be provided
with -usugl treatment ‘for your diarrhoeal -diaeaaea; wea will
examine the patient .as unuaily and wiil need a fresh stoel
sample/rectal swab semple as we have been doing last 12 years.
All the answers you give and ?11 the investigation report will be
treated as confidential. If-you have any ad&itiogal question
about this surveillance programme, we will try to anaswer them.

We . request your participetion in this programme by giving vour
. X :

verbal consent. You may, at any time, refuse to participate at

your free will; even in that case, you will get usuasl services

from ICDDR,B Teknaf.
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- ABSTRACT SUMMARY FCR THE ETHICAL REVIEW COMMITTEE

1. All patients attending Djarrhoea Treatment Centres of ICPDR,B in Teknaf
Station will be studied. The study will not interfare with the routins medical
care. Treatment will be provided as usual, with emergency cases treated on a
priority basis. Special questionnaire will be administered by the clinical ataff
and on duty physician will pexform a complete physical examination. Weight will
be recorded on admission and on discharge. Stool samples will be examined in
the laboratory. )

2. No risks involved.

3. No risk is involved for the patient, so the guestion does not arise.

* 4. All clinical records will be handled only by the Investigators. Code numbers

will be used instead of patient’s name,

5. Because there will be no risk involved in the patient, only verhal consent will
be obtained, '

6. Approximately 10 minutes will be required to intarview the patient/guardian.
This will be done in the Treatment Centre after the Clinician has seen the

patient and decision of any immediate care has already been made.

7. No ad&itiohal baenefit will be gained by the patient. But the data collected
will be useful in assessing the guality of medical care provided and making
recommendations for its improvement. This will benefit all patients in futurs.
The data collected will allow us to know any change in diarrhceal disease
pattern which is important for taking appropriate measures for treatment and

prevention. It also may generate new ideas for future research.

8. Stool will be obtained for culture and microscopic examinatian.




ICODR,.B Surveilleonce Progrorse
Taknal Troastmcnt Centres

Pin/Dyo mrtm Fere

Case # Vill. - Pary
Patient's Name: _ Father' Name:
Date of previous visit: Previous Case @
R R T N L T N N N R N N S I S I R N S N SN S O R N T S NS T ST s s e e n S e s s amn n ey
Study /____/ Card / /
1 2
Case #: /__/ _/ _/__/__/ Date of Reporting: /_/_/_/_ /. /. /
_ 3-7 813
CIB # /. / /. /) /_[o/ /[ _/__/ Sex: /_/ Male =1, Female = 2
. 14-23 24
Age (Yr/Mon/Days): /—-/"Eé"§é"_/*~/h—f
Duration of dia before arrival (days): /___/ 1=¢1 day, 2=1-3 days, 3=4-6 daye
31

4=7-9 days, 5-10-12 days, 6=13-15 days, T=>15 daya.

Use of fluid before arrivel:/___/ 0=Nome, 1=ORS packet, Z=IV Fluid, 3=Combination
32 ’ .
Use of Chemctherapy before arrival: /7 7 (G=None, 0i=Tetrs., 02=Furaz.,
- 33 33 ‘
03-Metro., 04=Amp., 05=Qenta., 06=Nalid., 07=Cotrimox., 08=Cepha., 09=Rifamp.,

. 10=Comb., ll=Antipyratic, 1Z2=Antispasmo, 13=Cikeis (Bpecily)

14=Unkneam.
No. of peraons eating from same cooking pot: /__/ /
| 35 36
No. of household members having dia/dys in last 1 month: YA A
: 37

No. of household members hav{ng dia/dys pregently : /__ /
K}
Source of water used for drinking: /_./ 1=TW, 2=RW, 3=Fonds, 4=Ditch,
' 38 B=Spring/fountain
Source of water used for washing/bathing: /__ /
40 '
Place of defaecation: /_. / 1=Sanit., 2=8emi-sant., 3=Qpsn Pit/Dug-hole,
41 4=No fiwed place. '
Practice of Hand-weshing before eating: /___/ 1=0nly water, 2=Mud & water
42 3=Ash & water, 4=Soap & water
Practice of Hand-washing after defascation: /__ / .
‘ . 3 ‘
Out-side food teken during 3 days before onget of dia: /.7 O=Ho, l=Yes.

No. of stools in last 24 hra: /___/ 1=3-5 Tiges, 2=6-10 Timaa.'3=11ﬁ15 Times,
. 45 4=16-20 Times, B=>21 Times.

Character of stool: /___/ l=Watery, 2=locse, 3=Mucaid, 4=Bloody, B6=3+4.
46



Abdominal pain: /__/ 0=No, 1=Mild, 2=Mod, 3=Severe.
' a7
Prolapme rectum: /__/ (O=Absent, 1=Present.
. ‘ 48
Vomiting in last 24 hours: /__ / O=Nome, 1=1-3- Times, 2=4-8 Tiwes,
: 49 3=9-15 Times, 4=16-26 Times, 5z>26 Times.
Fever: /__./ 0zBone, 1=Mild, 2:Mod, 3=High
w 1 LI

[ast urine passed ~ hours before reporting: /___/ O=Upto 6 hrs., 1=7-24 hrs.

: _ ' . 51 2=>24 hrs. o :
History of sickness during lest 46 days: /___/ O=None, l=Dia. » 2=Dys., 3=Fever,
, , 52 4cAIRI, G-Measles,
EGz0thers (Specify). T=Comb. (Specify)

WMtiw /__./ 1sNormal; 2=Restleas, 3=Lethergic/Drousy, 4=Comn,
Clinical essasmmant qgadahydrntim: /:_;__/ O=None, imild. 2=Mod, 3=Severe.
Odesin fost: /__/ O=Nove, l-Presemt. - Lot
Aamis.: / Eé_/ssl)ﬂ!hue. 1=Mi1d, 2=Moderate, 3=Severe.

Temperature: /5_ / 0=Upto 98.4'F, lsUpto 100 F, 2=Upto 102 F, 3=>102 F.
7 _
Budiial pulee: /___/ JI=Normal rate & volume, 2=Rapid & week, 3=Not palpeble.

Respiration: /__/ l=Normal, 2:Fester tham normal, 3=Deep & repid.
g8 ‘
Lamgs: /3”6‘/ 1=Cleaf, 2=Congested. - .

Abdomen: / / 1=Normal, Sound present, 2‘=Diatendué. Sound present,
o 61 3=Diatended, Sound abasent. -

" Prolspse rectus: /__/ O=Nome, 10n Straining, 2-Reduces witbout aid,
62 3=Persistent, Oedematous (Swollen).
"Weight: /__-/_ _/___/ Kg. y )
' 63 64 65
Rutritional atatus as per weight for age: /__/ O=Over 90X standard,

1=76-88% standard (lat.degree), 2760-74% standard (2nd degree),

3=Below 60X standard (3rd degree). Oedemn/Kwashiorkor is always 3rd dagree,
Diagnosis: /__ / ]l=Uncomplicated diarrhoea, 2=Unccmplicated dysentery,

‘ ~ 3=Complicated diarrhoea, 4=Complicated dysentery.



IRVESTIGATIONS

Stool exaws.: /__./ 0=Not dene, 1=Done, Date: /m__f,_ﬁ/_*_)“;ﬁf__,/_"_/
6B 83-74
. Stool charactar: /__ _/ 0=Soft, l=Watery, 2=Locse, 3-Mucoid, 4=Bloady, 5=3+4.
75 ] . :
Stool pH: /__ / 1=Alkeline, 2=Acidic.
76 -
REC: /___/ O<=Mome, l=Upto 10, 2=11-19, 3=20-29, 4=30-39, 5-40-4%, 6=50-64,
77 7=60-69, 8=70-99, 9=100 or more per RPF.
Puscells: /___/ O=Nome, 1l=Upto 5, 2=6-9, 3=10~19, 4-20~28, §=30-39, 6=40-49,
: 78 7=50 or more.
Neutral fat: /___/ O=Absent, l=Present.
: 79 )
Stool parasites: /__/_ _/ 00=None, 01=E.H.(Veg), 0Q2=E.H. (Cyst.}, 03=d.%L.(Veg)
80 81 '
' 04=G.L. (Cyst.), 05=Worms {Specify)
06=Combinations {Specify)

. Stooi- culture: /_../ 0O=Not done, l=Dome, Date: / / b(d A
82 _ 83-88
Orgenism isolated: /__/ / 00=Noune, 01=8.dys.l, 02=8.flex., 03=Qther shlgella,
89 04=vib. NAG., 05=Vib. choleras, 08=Sh§galla,+ ¥ib.,
07=Campylo, 08=Rota, OR=ETEC. . .
10=Combination (Specify)

Antibiotic sensitivity pattern: LS S SR S S i=Tetra. ,2=Anp., F=Qonta.,
3098 4+HA, B=Pivmsc,, E=Oaph,
) T=Furaz., H=8Y7-THMP.
Antibiotic resistance pattern: o oo I/
' - 98-101

TEB@EHE&T

Mode of treatment: /__/ 1=Out-patient, 2=Hoapitalized, 3=Beferred to other
102 (8pecify)
Fluid used: /__ / 0=None, 1=ORS oenly, 2=1+IV fluid.
103 ' .
Chemotherapy used: /__ / / 00=Hone, 0l=Tetra., 02=Amp, 03=Genta, 04=NA,
164 105 05=Pivmec, 0§=Chepha., 07=Furaz., GB=8Y7-T™MP,
09=-Motro., 10=Corbination, 1l=Others.

i e,

'~ POLLOW-UPS (For two visits within 15 days of first reporting): /_/_ /"

108 10%
00=No visit, 10=1 visit, 11=2 visits

First subsequent wvisit: /[  / O=No, 1=Yes, Date: VAR S S A S A ‘

108 . 108 -~ 114
Status of illness after previcus visit: /_../ 1=Curead

116 2=Condition iﬁprovina.
3=Condition unchanged
4=Condition. detecrating.

o a

<



4

mm visdt: /___/ c'-;m. 1=Yes, Date:

_Stoolm /._/.._/..../_/ [/ 391"0 /_/_/..,_/..../..._./__/

‘Trestoent mode: /___/ l-Admitted, 2=Out patimt. 3=Refarred to othe‘r

116  (Specify)

Fluid therapy cheange to: /_/ Chemotherapy change to: /T/
117 18

 Porther investigations: /_ / OrNoos, 1-8tool M/R, 2:Stool culturs,

L, 119 3=Antibiotic amitivity pattern,
RESULY: . |

-Etwlvm [ /_llé.éf_/__/__/_/ Date: /_/_/_ /. /. /_/

127-132

'S’toolﬂ culture: /_/ ./ Date: /_/___./__/ A

133 134

'mmatm smitivity/mistma pattern: / / fohod S S ST

PRI ,“ _ 141-146

lax

| Status of illness after previcus visit: /__/ l=Cured

156 2=Condition i!provinc.

3=Condition unchanged
4=Condition’ dwteorating’.

?mtnnt mode: /. / 1-m-$:tm., 2s0ut patient, 3=Referred to other
187 . (smm)% : :

SO SRV S S SN S 4
150166

Oﬁmthemy dunge to: / J

Fln&dthzrq:ychmgeto /_/ ’ ' "
168 .

Mthar inmtﬁgheium /._/ O=None, 1=Stool M/R,.2=Stoc} culture,

160 3=Antibiotic sensitivity pattem.

181-167

Btool cultu;‘e /__/._/ Date: /_ /,_/_,, A S 4

174 175° T 17e-181

]

Aotibictic seueitivity/resistance pattern: /_/_/ / A/ [ /) /
. - ) [ 1&_1@ .
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