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INTRODUGTION | 1

The WHO Diarrhoeal Disease Control (CDD) Programme was initiated in 1980 with the
specific objective of reducing diarrhoea-associated mortalily, morbidity, and malnutrition
among infants and young children in developing countries. Since its inception, the
Programme has provided technical and financial support to all developing couniries
implementing national diarrhoeal diseases control programmes. It has also awarded
support to over 400 research projects in more than 80 countries seeking better ways of
delivering services and new or improved tools for control.

This report describes the activities undertaken by the Programme during the 1990-1991
biennium'. It contains information on activities carried out in support of national CDD
programmes and describes the results of WHO-supported research that came to completion
or was initiated during the biennium. The format of the report, modified in 1990 to
include more speciflic examples of country aclivilies and research results, has been
maintained in view of the positive response to this approach.

A world event of significance to the Programme during the biennium was the World
Summit for Children, held in New York in September 1990. At the summit and
subscquently, hcads of state of almost all countries endorsed the goals previously set for
diarrhoeal disease control. By the year 2000 diarrhoea mortality is to be reduced by half
compared with the 1990 level, and diarrhoea morbidity by one quarter. In order to do
this, an intensified effort will be required from all concerned. In April 1991, representatives
of WHO and UNICEF met to discuss a joint strategy for their support to national
diarrhoeal disease control programmes in the 1990s. Key indicators of progress and
quantified targetls for 1995 and 2000 were agreed upon. This closer alliance, along with
the continued support of other organizations and agencies, is critical to the success of
national CDD programmes in many couniries,

In the biennium covered by this report, the global CDD Programme advanced on many
fronts. In particular, training activities both in programme management and in case
management, increased greatly in number as reflected in an increase in case management
training coverage from 11% at the end of 1989 1o 19% at the end of 1991. Contlinued
expansion of training efforts, as described in this report, will be necessary to achieve the
1995 target of training 40% of all stafl responsible for treatment of diarrhoea cases.

The rate of access to oral rehydration salls (ORS) of the population of developing countries
was estimated 1o be 68% at the end of 1991, up from 63% at the end of 1989. Similarly,
the ORT use rate rose to 38%, The Programme is siriving {o bring new vigour to current
efforts to control diarrhoeal diseases and (o look for innovative ways to expand those
ellorts beyond the public health sector and into the community, These needs are reflected
in the ongoing developmental and implemeniation activities of the Programme,

Two areas in which programme activities were significantly increased in the biennium are
the promotion, protection and support of breast-feeding and the rational use of drugs in
diarrhoea case management. Both have provided new challenges and the need to develop
appropriate stralegics and tools.

! Sce also: Interim Programme Report 1990. Document WHO/CDD/91.36.
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The research activities of the Programme have continued and evolved during the biennium
so that the wide range of projects supported now responds more than ever before to the
needs of programme implementation. This focus is balanced by forward-looking research
aimed at defining and testing future interventions for the prevention of diarrhoea,
including field trials of candidate vaccines.

Many of the activities described in this report were carried out by national country
programmes with minimal or no input from extermal sources. In a few countries especially,
CDD programmes are now well integrated into the overall delivery of primary health care.
Some of the activities described were supported by international organizations other than
WHO, or by bilateral or non-governmental agencies; this support remains important.

During the 1990-1991 biennium the Programme received financial support from 17
contributors. This support has been generous but must continue and, if possible, expand
in the remaining years of the decade if the Programme, along with national govermments,
UNICEF and its other partners, is to reach its targets for the year 2000.




HEALTH SERVICES 9

In the 1990-1991 biennium, the Programme expanded its technical cooperation with
national programmes, with continued emphasis on managerial and clinical training, and
evaluation of programme implementation.

The main developmental activities of the health services component included the
completion of new training packages to extend and decentralize case management training.
Materials and tools approaching readiness for wide field application were the new problem-
solving review process, guidelines to assess and plan activities to improve the rational use
of drugs, and the packages for medical education, nurses’ training and distance learning
for peripheral health workers. The completion of these methods and materials in 1992 will
further enable the Programme to assist countries in the implementation of national CDD
programmes,

The Programme increased its activities in the promotion of breast-feeding through a full-
time staff member focusing on the development of training materials and assistance {o
countries in planning and implementing activities to increase exclusive breast-feeding.

At the end of 1991, a training coordinator and a technical officer joined the Programme
to strengthen further its support to the planning and management of national CDD
programmes, in particular the planning and follow-up of comprehensive training plans,
and the monttoring of programme progress globally and in the largest developing countries.
Medical officers were also assigned to countries (Bangladesh, Ethiopia and Indonesia) to
assist programme managers in the implementation of national programmes.

Planning and implementation

During the biennium, national CDD policies and plans were established in Namibia and
in several provinces of China, bringing the total number of countries with plans of
operations to 129, covering 99% of the total population of developing countries. The extent
of implementation of national programmes varies and the information available to the
Programme on their current operational status remains incomplete. At least 37 countries
updated or revised their plans of action at least once in the biennium (see Table 1). Some
countries revised their existing programme targets and subtargets in 1990-1991 (e.g.,
Bangladesh, Indonesia, Nigeria, and United Republic of Tanzania) and others established
or revised national policy (see Box 1 for an example of national policy). These planning
activilies were carried out in collaboration with UNICEF and other intermmational agencies
in several countries.

The Programme continued to train programme managers in managerial skills, including
how to set national policy, write programme objectives, targets and subtargets, plan and
monilor programme activities, plan involvement in diarrhoea prevention, and evaluate
progress.

To improve assistance in the monitoring of and support to the planning of national
programmes, the Programme created a technical officer post in the services component
which was filled at the end of 1991. Strong national programmes with realistic plans,
including ongoing monitoring and evaluation activities, will be the cornerstone of efforts
to attain the mortality reduction targets to which the Programme is committed. In this
context, the Programme will try to pursue further collaboration in the implementation of
programmes in countries bearing the greatest burden of the global diarrhoeal disease
problem.
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Table 1: Status of individual national CDD programmes, by WHO Region
{showing year of activity)

Country Plan prepared Programme Country Plan prepared Programme
Plan revised reviewed* Plan revised reviewed*

AFR EMR
Algeria 83 89 88 89 Afghanistan 80 87 * 88 89 N
Angola a3 74 Bahrain 85 88 87 a9
Benin 8z 88 87 89 90 Cyprus 88
Botswana 81 90 84 90 Djibouti 84 87 8% o
Burkina Faso 86 Egypt 81 84 90 84 86 88
Burundi 81 85 86 87 lran, Islamle Rep of 84 90 ©Of 87 90
Camaeroon 81 84 87 89 Iraq B85 88 90 87 88 90
Central African Rep 82 86 86 Jordan 82 85 89 86
Chad 84 B8O 88 89 Kuwait 83
Comoros 86 B89 . {Lebanon 87
Congo 80 B84 2. ] Libyan Arab Jamahiriya 88
Céte d'lvoire 84 89 Morocco 79 83 88 90 00
Equatorial Guinea 86 89 Oman 84 20
Ethiopia 80 86 87 a9 " 84 87 Pakistan 82 86 as 84 B8
Gabon 84 86 Qatar 87
Gambia a2 ) 84 Saudi Arabia 84 B8 84 85 87
Ghana 82 88 9 a5 89 Somalia 83
Guinea 87 M 87 Sudan 83 89 o
Guinea—Bissau 82 Syrian Arab Republic 83
Kenya 82 B4 86 88 88 90 Tunisia 80 87 88 82 85 88
Lesotho 81 84 86 88 United Arab Emirates 86 88
Libaria 81 a4 89 Yemen 82 85 88 9 85 87
Madagascar 84 89 9N
Malawi 84 - 84 88 EUR
Mali 83 85 88 88 Turkey 82 83 85 a7
Mauritania 83 a9 Yugoslavia 85
Mozambique 83 87 91
Namibia 20 SEAR
Niger 83 85 B8 Bangladesh 82 83 87 88 M
Nigetia 85 86 91 84 89 91 Bhutan : 82 &7 85 88
Rwanda 87 90 ) Dem People’s Rep of 87
Sao Tome & Principe 83 86 ' 87 89 Korea
Senegal 81 88 87 90 India 82 86 88 89
Seychelles 87 ) Indonesia 81 85 87 83 88 60
Sierra Leone 81 87 ) Maldives 82 8o 88
Swarziland 82 91 84 88 9 Mongolia 83 87 88 90 88
Tanzania, United Rep of 84 87 91 84 890 Myanmar 81 88 85 M
Togo 81 89 91 85 87 Nepal ; 82 86 88 o1 86 91
Uganda 84 9N 87 " Sri Lanka 79 82 87 : 86
Zaire 82 87 85 87 Thailand 79 80 87 90 83 87
Zambia 86 B8 89 00 84 88 90
Zimbabwe 83 86 84 WPR

China 84 89 90 89 90 91
AMR Cook Islands 87
Antigua and Barbuda 87 Fiji 80 83 90 83
Argentina 84 87 88 89 88 Kampuchea 82 91 91
Bahamas 87 o Kiribati 82 @0 3]
Belize 80 83 &8 83 Lac People’s Dem Rep 82 88 90 91 85 89
Bolivia 84 88 89 0 85 88 Malaysia 79 88 80
Brazil 82 84 88 89 20 Marshall Island 83 87
Chile 82 o1 Micronesia 83 90
Colombia 80 83 89 91 84 New Caledonia a2
Costa Rica 80 84 84 Notthern Mariana 83 90
Cuba 84 89 ’ 89 Palau 83 87
Dominican Rapublic 84 89 00 91 a1 Papua New Guinea 79 88 B89 9N 84 87
Ecuador 79 87 89 90 82 85 Philippines 80 89 90 91 82 85 90
El Salvador 78 85 89 85 Polynesia 81 89 89
Grenada 84 88 Samoa 82 85 90 85
Guatemala 85 86 89 o 85 Solomon islands 82 87 85
Guyana 81 87 B8 a7 Tokelau 82 :
Haiti 82 85 87 89 85 Tonga 82 a5 a5
Honduras 80 86 89 82 89 Tuvalu 83
Jamaica 80 #7 88 83 87 Vanuatu . 83 87 90 o1 88
Mexico 84 89 90 91 88 Viet Nam ‘ 82 89 B0 91 82 84 87
Nicaragua 79 85 89 80 o
Panama 84 B85 89 90 85
Paraguay 80 85 85
Peru 80 85 89 85
St Christopher & Nevis 85 85
St Lucia 87 87 } AFR = African Region
St Vincent & Grenadines 85 88 a8 AMR = Region of the Amaericas
Suwrinamae 84 88 90 85 EMR = Eastern Mediterranean Region
Trinidad and Tobago 86 88 EUR = European Region
Uruguay 84 BB 90 a5 SEAR = South ~East Asia Region
Venazusla 84 89 85 ‘ WPR = Western Pacific Region

*Programme reviews include CDD comprehensive programme reviews, COD desk reviews and joint PHC reviews with a COD component,
as reported to WHO.
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Policy and planning in Nigeria

In ‘1991, the Federal Ministry of Health in Nigeria held a meeting with participants

invited from UNICEF, WHO and USAID/CCCD (United States Agency for Inter-

national Development/Combating Communicable Childhood Diseases), to review the

national CDD programme (NCDDP) and to plan for 1991-1992. The working group

consolidated the lessons learned from a decade of diarrhoeal disease. activities, and
& drafted a national policy on diarrhoea case management and prevention to guide
=+ Tuture programme -efforts in. training and health education. The policy, later
- endorsed by the Federal Ministry of Health, will ensure that all supporting agencies
and nongovernmental erganizations adhere-to one approach. Targets for 1995 and
subtargels were set for NCDDP activities, to help attain the Programme’s goals:
significant decreases in childhood diarrhoea mortality and morbidity.

- The Nigerian national policy on diarrhoea case management and prevention

Home therapy policy

Family members ‘¢an give €arly treatment at home(to a:child with diarrhoea.

O They should give the child increased fluids and leed the child during and after
“-‘diarrhoea, and breast-feeding should be continued. The three rules on home
therapy are increased fluids, continued feeding and knowledge on when to
seek help:

" The ‘recommended home fluid\ for treatment at home to. prevent
dehydration is sugar-salt solution (888}, Other suitable {luids are: fruit
juices diluted with clean water, gari water, coconut water and plain
waler.

A child with diarrhoea should also he given food during and after
diarrhoea. The recommended foods include enriched pap and millet
porridge. Yoghurt and banana are -also suitable.

Family members should seek treatment outside the home for a child
with diarrhoea if the child has any of the following signs: passes many
stools, has sunken eyes, does not eat.or drink normally, has a fever,
has blood in 'stools, is thirsty -and/or -irritable, or.seems not to be
getting better within'24 hours,

" Policy on case management at health facilities

"Advice

All mothers should be taught to give a child with diarrhoea increased fluids
and to continue 1o feed the child, and be shown how to prepare and’ give
sugar-salt solution. Information on other suitable fluids, such as fruit juices,
gari water, coconut water or plain water, should also be given:

Messages regarding ‘personal hygiene, exclusive breast-feeding and improved
weaning praclices should always be emphasized ‘on every possible occasion.

Oral rehydration salts (ORS)

ORS packets will be of a standa size and formt\lfa. nd should \’\conform to
WHO recommendations. ‘ORS quality assurance will be reinforced.
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ORS solution should be given at health facilities {government and privale) to
2 diarrhoea cases with signs of dehydration, who are able to drink and are not
severely dehydrated.

O Intravenous fluid

All children with signs of severe dehydration: will be ‘given or referred for
intravenous therapy. Ringer's lactate solution is recommended but, if this is
not -available, other acceptable “solutions are normal saline, half-strength
Darrow's solution and half-normal saline in.5% dextrose. Unsuilable solutions
are plain glucose and dextrose solution.

O Rational use of drugs

b The routine use of antibiotics and antiparasitic-drugs. is$:not appropriate and
\ should be avoided.

The selective use of antibiotics includes the treatment of dysentery (blood in @
stool) with cotriinoxazole, ampicillin, nalidixie acid or according to antibiotic ™
sensitivily in the area concerned. When cholera is suspected, adult patients
shoud: be given tetracycline, and children cotrimoxazole.

No antidiarrhoeal drugs should be given to children as they are ineffective and
some are harmful. Drugs that should not be given to children include:
loperamide, . diphenoxylate hydrochloride, hydroxyquinolines, kaolin, pectirn,
charcoal,  smectite/attapulgite, neomyein, streptomycin and non-absorbable
sulfonamides siuch as sulfaguanidine, succinylsulfathiazole, and phthaly-
sulfathiazole.

Prevention

Priority preventive indications for the control of diarrhoeal disease are: exclusive
breast-feeding for 4-6 months, improved weaning- practices, hand-washing, use of
clean water, wuse -of latrines, "correct disposal of childrens’. stools and measles
immunization.

The national diarrhoeal disease control programme will increase its collaboration
with'other divisionis and minisiries responsible for planning and implementing these
preventive intervéntions, in relation to health education, nutrition, and water and
sanitation,

This increased emphasis on national programme support for the next biennium requires
an increase in stalf time spent on direct country support activities, in particular in the
planning and monitoring of implementation of national programmes. The first steps in this
direction were taken during the last quarter of 1991, and are reflected in the Programme's
workplan for 1992-1993.

Increased and more systematic cooperation with UNICEF in countries of mutual priority
was initiated in 1991 and will be a major element in the commitment to intensifying
support to national programmes.

o T



National CDD programmes are planned and implemented as part ol primary health care
services using the existing health staff, facilities and logistics systems. The status of
health care infrastructure and manpower development varies between countries,
inlluencing the progress of national programmes, However, national CDD programimnes can
often contribute to the overall strengthening of the maternal and child health services,
through planning, training, and communications activities. During the past biennium, the
Programme has improved its collaboration with other programmes within WHO, as well
as with other relevant agencies at international and national levels; for example, within
WHO with Maternal and Child Health and Family Planning, and the Food and Nutrition
Programme in the promotion of exclusive breast-feeding; with the Division of Drug
Management and Policies, and the Action Programme on Essential Drugs, in the prormotion
of the rational use of drugs in the control of diarrhoeal disease: and with all related units
in the prevention and control of cholera.

Training

During the biennium, training in programme management, supervisory skills and the
clinical management of diarrhoea continued to be the Programme’s priority activity. The
main developmental achievements in this area were the completion of the "Guidelines for
Conducting Clinical Training Courses at Health Centres and Small Hospitals" and their
introduction to some countries through courses for the training of trainers {see Box 2).
A new self-training course on clinical management of diarrhoea, called "Clinical Skills: A
self-instructional course" was field-tested in Zambia and Egypt. Both courses aim at
considerably increasing the proportion of health staff trained in effective case management
by extending training beyond that provided in diarrhoea training units. With the
completion of these important training materials in the 1990-1991 biennium, a wide range
of training tools is now available to all national programmes. Other materials will be
completed in 1992. Table 2 summarizes how the different materials available for both in-
service and pre-service training should be used to train different target populations within
and outside the public health system.

In 1992-1993, the Programme will continue to assist national CDD programmes in the
implementation of clinical and managerial training. The Programme will place greater
emphasis on assistance to countries in the planning of training, and in defining training
strategies for different target groups, including appropriate use of the wide range of
available training materials. More emphasis will also be given to close monitoring and
evaluation of current training activities.

In the 1992-1993 biennium, the Programme will revise the managerial training packages:
"Programme Management: A Training Course" and "Supervisory Skills".

Programme management training courses

In 1990-1991, the Programme continued to conduct training courses for managers of
national CDD programmes: 40 training courses were conducted in 33 countries, and in
addition 4 intercountry courses were held (Figure 1). Altogether more than 1200 health
stafl involved in managing a CDD programme at central or provincial level were trained.
The courses allowed the participants to discuss in detail the nalional CDD policy, to
review the national programme’'s achievements and constraints, and to carry out planning
exercises. The set of training modules is now available in Chinese, English, Farsi, French,
Portuguese and Spanish.

|7 ]



Training of tralners in diarrhoea case management

In: 1991, a number of national CDD
Programmes placed strong emphasis
on high 'quality clinical 'training -of
health staff whe work in small and
medium-sized = health facilities, to
manage diarrhoea cases - effectively.
Many of these staff do not-have access
to the forinal diarthoea training unit
(DTU) - courses, which ' are - usually
conducted . in large teaching hospitals.
Kenya, Nigeria and'Zambia conducted
training - courses for trainers  in
diarrhoea ‘case management in erder
to. establish a core of experienced
trainers who would be capable of
organizing high quality = case
management training  at the level of
health centres and small hospitals.

The potential trainers were trained in
the use of the WHO CDD training
package  "Guidelines ' for Conducting
Clinical Training Courses at Health
Centres and Small Hospitals", " and
assisted in preparing-a plan of action
to -implement and accelerate .case
management: training. When preparing
these courses, attention was given. to
careful - . planning and strong
administrative support. Certain criteria
were . considered for the selection of
participants. It was found essential
that * future - trainers' - should = have
previous experience of, and
commitment to, correct diarrhoea case
management and. be willing to_conduct
at least two  or three courses in the
years - following - the training. = The
experiences of these ihree countries
show . that these “courses can  be
conducted - either. in an  established
DTU, -and/or in two. or three closely
located smaller health facilities where

an-oral rehydration therapy (ORT) unit
is- functioning. and- . where there . are
sufficient . numbers* "~ of . dlarrhoea
patients to.permit ‘practical."hands-on"
training. Course . facilitators were
briefed for two.to three days preceding
each ‘course 16 -review: ‘the  course
agenda, content. and training. methods
to be used and to visit health facilities
where training: was to be conducted.

During - the five-day. courses,. future
trainers practised- specific = teaching
skills; - How to ' provide  individual
feedback, how to deliver presentations,
how to organize practical sessiens with
diarrhoea = patients, and . how to
conduct - clinical = drills.. * They : also
observed arid commented on teacher-
student - interaction, - discussing the
ways .of - ‘using : dillerent teaching
methods in real working situations,
and possible constraints and the ways
to ‘overcome them. Planning was an
important .component of the courses;
future trainers were asked to work on
planning. ' - exercises - to . develop a
realistic -~ training -~ plan for their
respective health areas.

Experience from Kenya, Nigeria and
Zambia ‘ suggests that,  with ~close
follow-up, " training of . trainers . can
significantly boost countries’ efforts to
increase - coverage iti. diarrhoea case
management. In Zambia, one:such
course was followed. within two months
by 10 provincial. training - courses for
about 200 health workers; .in Kenya,
30 training courses were planned for
about 400 participants: and in Nigeria,
a national course was {ollowed by four
zonal . clinjcal ‘management training
courses.
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Table 2

Training materials available to national programmes

Target Group

Training Materials

Usual Venue for Training

In-service Training

Training of health staff in management and supervision

National and provincial/
regional stalf

Provincial and district
level supervisors

Programme Managers
Course

Supervisory Skills Course

Training centre or hotel

Training centre or hotel

Training of health staff responsible for case management

Heads of diarrhoea
training units, senior
paediatricians

Trainers (from DTUs,
district hospitals, health
centres)

Health workers managing
cases at hospitals or
health centres

Health workers without
access to any of the above
courses

DTU package

Guidelines for conducting
Clinical Training Courses
at Health Centres and
Small Hospitals

Guidelines for Conducting
Clinical Training courses
at Health Centres and
Small Hospitals

Clinical Skills: A self-
instructional course?®

DTU

DTU

Small hospital or health
centre with ORT corner

Their own peripheral
facility

Pre-service Training

Medical students and their
trainers

Nursing students and
their trainers, nurses in
training

Medical education training
package®

Nursing education training
package®

Medical school and DTU

Nursing school, DTU and
field placements

* To be completed in 1992 following field-testing.
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Flgure 1

CDD training courses
1988-1991

Programme management

Supervisory skills

248

Case management
369

Number of courses

N 1990-91 biennium

Supervisory skills training courses

Training in supervisory skills for national health staff involved in the supervision of CDD
aclivities continued to be an important component of CDD activities at country level. The
entire course and selected modules from the set were extensively used by countries to
train health supervisors at district and peripheral levels. Approximately 250 training
courses were reported to have been conducted in 1990-1991 (Figure 1). This figure
represents only a part of the ongoing training that uses these materials. Some modules
from the Supervisory Skills Training Course were adopled and integrated into combined
training for primary health care supervisors. Course materials were often used in
combination with the supervisory skills training modules of the Programme for the Control
of Acute Respiratory Infections (ARI) and modules from the Mid-level Managers’ Course of
the Expanded Programme on Immunization (EPI). A new module "Management of the
Patient with Diarrhoea”, which includes a revised diarrhoea treatment chart, forms part
of the current set. replacing the earlier module "Treatment of Diarrhoea".

It is estimated that, at the end of 1991, 31% of health staff with supervisory
responsibilities had been trained in the 126 countries for which information was available.

The evaluation by an independent consultant of the supervisory skills training courses
conducted during the biennium in Nepal, Philippines and the United Republic of Tanzania
showed the course's effectiveness and relevance to national programmes. At the same time,
it was suggested that the supervisory skills training be supplemented with decentralized
clinical training of health staff by use of the four-day case management course and other
training approaches. The evaluation exercise also found that, although the course is
necessary to improve the management skills of peripheral health workers, this objective
cannot be attained without reinforcing the training through regular, targeted supervision.
National programmes should be urged to set aside adequate resources for monitoring and
supervision, so that training courses realize their maximum potential.
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In 1992-1993, the Programme will continue to promote the use of the supervisory skills
training materials and commence their revision. A combined ARI/CDD supervisory skills
course will be the aim of this revision.

Training in diarrhoea case management

The training of health staff in correct diarrhoea case management continued to be a
cornerstone of the training efforts of the Programme. In 1990-1991, it was reported that
more than 360 formal training courses were conducted in countries with operational CDD
programmes (see Figure 1). Most of these courses were organized in 275 diarrhoea training
units (DTUs) located in 88 countries. These DTUs were established primarily according to
the guidelines developed by the Programme and presented in the document "Diarrhoea
Training Unit, Director’s Guide", which is now available in English, French, Spanish and
Portuguese. Selected teaching materials from this guide have been translated into other
languages. The global CDD Programme, together with some national CDD programmes
(Brazil, Egypt. India, Philippines, Sri Lanka and others) continued to monitor the
performance of DTUs in order to improve or ensure the quality of ongoing training
activities, and to assist in the planning of their training courses. A survey of established
DTUs showed that most of the DTU training included sufficient hands-on practice, with
participants assessing and treating an average of three to five patients with diarthoea per
training course. About 60% of the DTUs reported regular follow-up of the training given.
It was also found that many participants trained in DTUs subsequently established oral
rehydration therapy (ORT) "corners" and diarrhoea treatment areas, where on-the-job
training of local staff could be conducted. In order lo facilitate decentralized training, the
Programme prepared and started to use the case management training package
"Guidelines for Conducting Clinical Training Courses at Health Centres and Small
Hospitals”, mentioned above. This training package consists of three components.
Guidelines are provided on conducting clinical training in any health facility that has
sufficient diarrhoea cases under 5 years of age, and enough space for two to eight
trainees. The staff of the health facility should practise correct case management on a
routine basis and be willing and able to serve as course instructors. The package also
includes the module "Management of the Patient with Diarrhoea" from the CDD
supervisory skills course, a participants’ manual, a set of slides and a videotape on the
assessment of dehydration. The package is now available in English, French and Spanish.
Its translation into Portuguese and Chinese was initiated in late 1991. Widespread use
of this set of materials commenced in 1991. An effeclive approach to facilitating the
extensive use of this package has been the training of a core of trainers in individual
countries, who would then ensure the replication and decentralization of training. In 1991,
three intercountry courses {or the training of {rainers from 19 countries were conducted
in Egypt, Honduras and Malawi. In addition, Kenya, Nigeria and Zambia conducted
national courses (see also Box 2).

As a result of training efforts undertaken by the countries, it is estimated that, at the end
of 1991, the proportion of health staff responsible for diarrhoea case management trained
in the 24 largest countries was 17%. Coverage for the 126 countries for which information
was available at the end of 1991 is estimaled o be 19%.

During the biennium, the Programme completed the preparation of the first version of a
sell-instructional course for health workers who are unable to attend training courses at
DTUs or elsewhere ("Clinical Skills: A self-instructional course”). It consists of eight
booklets for self-instruction, a tutor's guide and an audio-cassette with dialogues and
discussions. For those who do not have access to a cassette player, a transcript of the
tape is included. Two training methods may be used with this training set: the assistance
of tutors/supervisors can be provided, or the course can be taken entirely by
correspondence. The [irst approach was tested in Egypt and Zambia in 1991. Furiher
testing of this and the correspondence method are planned for 1992 before the package
is finalized.
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