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EDITORIAL MOTE 

I The issue of this document does not constitute formal publication. 

The manuscript has only been modified to the extent necessary for proper 
comprehension. The views expressed, however, do not necessarily reflect the 
official policy of the World Health Organization. 

The designations employed and the presentation of the material in this 
document do not imply the expression of any opinion whatsoever on the part of 
the Secretariat of the Organization concerning the legal status of any country, 
territory, city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. 
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1. INTRODUCTION 

The Third Annual Meeting of Control of Diarrhoea1 Diseases (CDD) 
Progranune Managers in Member States of the Eastern Mediterranean Region of 
WHO and the Middle East and North African Region of UNlC43', plus participants 
from Yugoslavia. took place at Bludan, Syrian Arab Republic, from 14 to 
18 June 1987. 

The objectives of the Meeting were: 

- to review and discuss progress in national CDD Programmes; 
- to prepare plans and targets for national and Regiorlal CDD activities; 

1987/1988/1989; 
- to provide a forum for sharing experiences in programme implementation; 

and 
- to allow for technical briefing on recent advances in the control of 

diarrhoea1 diseases. 

2. OPENING SESSION 

Dr Hussein Gezairy, Hegional Director, Eastern Mediterranean Region, 
WHO, in a message read by Dr Abdul Majid Abdul Hadi, WHO Representative, 
Syrian Arab Republ.ic, thanked the Government of the Syrian Arab Republic for 
hosting the meeting and expressed appreciation of the role of UNICEF in 
promoting CDD, through the provision of oral rehydration salts (ORS) 
training. and health education. Hc stressed the necd to educate both ttle 
public and health professionals on the use of oral rehydration therapy (Om) 
and emphasized the priority of training as the most important COD activity in 
1986/87. He urged the managers to develop CDD programmes in their countries 
in order to achieve the 1989 targets of training 20% of responsible staff, 
80% public access to ORS and 50% use of ORS solutions during episodes of 
diarrhoea. 

Mr Hichard Reid, Regional Director, Middle East and North African 
Region, UNICEF, congratulated the Progranune Managers on the major progress in 
CDD during the last few years, and pointed out the short time remaining to 
achieve training and coverage targets by 1989. He commented that 1300 
children dying daily in the Member States of EMIMENA Regions was an insult to 
our humanity and was no longer tolerable. He pointed out that OKS is being 
used during diarrhoea by less than 20% of parents in the Regions, that only 
25% of dispensaries stock OHS and of these only 25% were staffed by trained 
health professionals, but quoted the experience in Egypt as an example of 
what could be achieved by an energetic and effective CDD programme. We 
expressed optimism that the range of available interventions, breast-feeding, 
hygiene, provision of clean water and measles inununization would eventually 
produce reductions in morbidity and mortality. He closed by quoting 
Dr H. Mahler, Director-General, WHO, that nothing could cause greater concern 
to a mother than to have a child severely ill with diarrhoea and vomiting, 
losing weight, unable to smile, unable to play. If we could teach and 
persuade that mother to use OHS, and she would see her child rapidly return 
to normal, she would gain confidence in the health services. Is there ally 
better way to inspire greater health care? 



Dr Wazmi Falouh, Deputy Minister, on behalf of H.E. The Minister of 
Health, Syrian Arab Republic, welcomed the participants from all countries of 
the Regions to this important mccting. He pointed out the extent and severity 
of the problem of diarrhoeal diseases in the Regions and indicated the 
important role to be played by both WHO and UNICEF in controlling diarrhoea1 
disease, since this is not an isolated problem but was related to other major 
areas affecting social welfare such as nutrition, provision of potable water, 
traditional and health education. He stressed that the recommendations of 
this meeting would be examined carefully by all concerned. Greater dedication 
and serious efforts to implement programmes are needed if we are to achieve 
the targets set for 1989. 

Participants elected Dr Khaled Hardini (Syrian Arab Republic) as 
Chairman of the Meeting and Dr Abdul Hahim Jalal (Jordan) as Rapporteur. 

3. GLOBAL OVERVIEW 

The number of national CDD programmes continues to increase throughout 
the world. By the end of 1986 there were 110 countries which had made plans 
for CDD programmes and of these 93 were operational. Approximately 98% of the 
population of the developing world live in these countries. 

All of these countries are giving priority to the reduction of mortality 
through proper case management of diarrhoea, which includes oral rehydration 
therapy, feeding during and after diarrhoea, and proper use of antibiotics 
and intravenous fluids. 

Indicators of progress made in the global programme are as follows: 

- in 1986, 270 million sachets of OKs wore distributed globally as 
compared to 40 million sachets in 1981; 

- by the end of 1985 access to ORS was 51% as compared to 41% in 1982; 

- by the end of 1985, 18% of diarrhoea cases in children aged below five 
years were receiving oral rehydration therapy, thus preventing as many 
as 500 000 deaths in the year. 

While this is evidence of good progress of the global programme, it is 
clear that a considerable amount of effort is required to be sure that the 
treatment given for diarrhoea is effective and in compliance with national 
norms. Proper treatment of diarrhoea is not strictly a matter of awareness 
and distribution of ORS, but requires serious efforts in training of health 
staff, relaying clear and simple messages to family caretakers and a proper 
approach to programme management. 

The global programme Technical Advisory Group (TAG) has recommended that 
the following activittes be given highest priority during the next two years: 

(i) All countries should establish a clear national policy for case 
management, which should include: a recommended home solution for treatment 
of diarrhoea at hoxrre and use of ORS in the home or at health facilities, 
feeding during and after diarrhoea and proper use of antibiotics for 
dysentery and cholera. Case management must be seen in its broadest sense and 
not defined only as oral rehydration therapy. 



(ii) Emphasis must be given to "hands-on" training in oral rehydration 
therapy for all levels of health workers and the establishment of Diarrhoea 
Training Units (DTUs) to conduct this training: managerial training of senior 
and peripheral health staff , using WHO training modules, improvement of 
curricula of schools of medicine, nursing, and other professions and training 
of pharmacists in order to promote their use of ORS and decrease their use of 
anti-diarrhoea1 drugs. 

(iii) Implementation of well--planned communication activities should be an 
integral part of national programmes. This should include not only the use of 
the mass media but also face--to-face communication and other social 
mobilization techniques. This activity should be implemented only after the 
formulation of a case management strategy, when training activities are well 
under way and ORS supplies are available in all health facilities. 

(iv) Monitoring and supervision activities must be an integral part of the 
progrme and be taken more seriously. 

(v) Problems identified in national programmes during monitoring, supervision 
and evaluation should be solved. Such problem-solving activities could 
include record reviews, training courses, surveys and research. 

In countries where diarrhoea1 diseases mortality has been reduced, 
greater emphasis must be given to implementation of strategies other than 
case management in order to reduce diarrhoea morbidity. Such strategies 
should include improvement of nutrition (breast-feeding, proper weaning), use 
and proper storage of clean water and good personal hygiene (use of latrines, 
proper disposal of baby stools, hand-washing). The global programme is 
providing training material which will help in the implementation of these 
strategies. 

In the area of research, the programme is supporting studies to decrease 
diarrhoea morbidity and mortality. e.g. to develop an improved ORS solution. 
new improved vaccines against rotavirus, cholera, typhoid and shigellosis, 
and to examine the impact of specific interventions, e.g. vitamin A 
distribution. It is anticipated that in the coming years new tools for 
diarrhoea1 diseases control will become available. 

4. REGIOMAL (EHR/MEBIAR) OVERVIEW 

Progress in the development of National CDD Programmes, noted in the 
previous two meetings of programme managers, continued in 1986. 

A l l  except one H e m b e r  States of EMR/MENAR have developed CDD National 
Programmes, with ;.*ell-defined plans of action. Eleven programmes have been 
revised or updated and eleven programmes have been subjected to comprehensive 
review. 

Data on national CDD progress and achievement remain incomplete for many 
countries, reflecting difficulties in the collection of information necessary 
to complete and subsequently utilize the information system. 

I 

Based on available data, access to ORS throughout the Regions is 
available to 57% of the population. Without some acceleration, this figure is 
too low to achieve the 1989 target of 80% ORS access. 



Morbidity, mortality and treatment (MMT) surveys, conducted in 11 
countriee of thc Rcsions, show a range of ORS use varying from 13 to 78, most 
rates being in the lower half of this range. Use rates always lag far behind 
access rates. If oRS use is interpreted to mean effective use, it is probable 
that usage rates will need to be significantly improved if the 1989 target of 
50% use is to be met by all countries. 

Reports from Member States indicate that, during 1986, 23 courses were 
conducted for 386 participants in Supervisory Skills Training and 
approximately 1800 Clinical Management Courses for 17 123 participants. In 
spite of these courses, the 1989 target of 20% responsible staff being fully 
trained is likely to be met only if a marked acceleration of CDD training 
activity takes place, especially in supervisory skills. During 1986, the 
number of Diarrhoea Training Units increased from 39 to 54, while in 1987 
this number was scheduled to rise to 110. By July 1987, 59 such units exist. 

Several national programmes have intensified their CDD activities by 
initiating communication and public education programmes, often associated 
with increased distribution and availability of ORS. Initial results. whether 
the programme was conducted through the media, effective work of health 
staff, or increased collaboration of other Ministries, showed much higher 
public awareness of the dangers of diarrhoea1 disease and the potential for 
effective treatment of dehydration. 

There have been no shortages of ORS supplies, sufficient to delay 
national CDD development. The capacity of EMR/MENAR Member States to produce 
ORS has continued to develop, and 9 countries now produce the salts. 
Approximately 36 million litres are produced by Member States and 23 million 
litres are imported each year. Plans are advanced to increase production in 
existing producer countries and initiate production in 4 additional 
countries, i.e. Jordan, Somalia, Sudan and Yemen. 

Monitoring and evaluation of CDD programmes has continued through use of 
the Management Information System (MIS) and through comprehensive programme 
reviews, of which 3 were conducted in 1986, 2 completed early in 1987 with a 
further 5 scheduled before the end of 1987. 

Eleven countries have conducted surveys on various aspects of morbidity, 
mortality and treatment, as well as surveys on knowledge, attitudes and 
practices of mothers on the treatment of diarrhoea. 

The median figure of diarrhoea episodes in children 0-4 years of age is 
3.8 episodes per year (range 3.9 - 58.3) and diarrhoea-associated mortality 
was shown to be 6.7/1000 i n  children 0-4 years of age (range 1.0 - 2 5 . 3 ) .  

25 million episodes of diarrhoea occur each year in children aged 
0-4 years in the Regions, with a total mortality of 440 000. 

Research in EMR has been increasingly focused on factors delaying CDD 
programme implementation. Accordingly, there has been some reduction in 
funds utilized for research. 

Discussion was held on the use of ORS from the start of diarrhoeal 
episodes or use of other solutions. Citrate solutions certainly tasted better 
than the bicarbonate formula. If it was found that flavouring is not 



dangerous, due to over-consumption, WHO would then accept the early and 
pxtpnsivp use n f  OHS in d;arrho~a Althniigh it i ~ :  diffirtilt for WHO to impose 
restrictions on the free trade of drugs and on prescribing practices, the 
organization is writing to all National Drug Authorities pointing out the 
dangers of unwarranted prescription of anti-microbials and anti-diarrhoea1 
drugs. Six countries in the group have introduced legislation limiting free 
prescribing of these drugs in diarrhoea1 disease. 

5 .  COUNTRY PROFILES 

Since 1985, efforts have been made to introduce and promote the planning 
and monitoring of CDD programmes and the use of a Management Information 
System (MIS). While programme managers have accepted the potential benefit of 
a concise information record on programme perforn~ance, the MIS form has not 
been widely used nor found to be very useful. The form has probably been used 
more for international documentation rather than as an in-country management 
tool. In view of the need for a continuous updated record of CDD programmes, 
readily available to establish and demonstrate targets and performance 
whenever these are needed for planning, review or budgetary purposes, a new 
country profile has been proposed. 

The country profile consists of essential information, contained in a 
form that should be regularly updated, possibly twice yearly. 

Basic information essential for all programme purposes should be common 
in all countries, but additional information, providing other indicators of 
progress, can be added to reflect national needs and priorities. 

Essentially, the profile is a record of demographic data, problem 
definition, available resources, programme progress in all aspects, training 
performance, monitoring, evaluation and surveys, research, objectives, 
targets and planned activities. 

A profile, based on information previously submitted, has been prepared 
for each country. 

WHO believes that the country profile has a potentially important role 
as a reference document to quantify progress and problems in CDD programmes 
and to provide a basis for planning future activities. It has further 
potential in improving coordination, to ensure a more logical, possibly 
greater flow of resources to support national plans and will also provide 
reliable and consistent data for use both nationally and internationally. 

Discussion showed that, whilo the new format was considered an 
improvement, the profile was still complex and might have limited use at the 
grass-roots level. Problems in data collection still existed, informat,ion 
frequently not being available. 

6. INDICATORS OF PROGRESS 

The meeting considered lists of potential indicators for measuring CDD 
programme progress. Such indicators include both esqential and possible 
measures of performance. Classification of indicators into case management 
indicators, training indicators, logistics, supervision and communication, 
allows assessments of progress in a range of activities. 



Within case management indicators, rates such as ORS access, ORS and ONT 
use rates, continued feeding, ability to correctly mix salLs, and when to 
seek expert help are clearly important. In health facilities, the correct 
assessment and treatment of dehydration and of dysentery measure health 
service competence. Training skills indicators largely measure the proportion 
of staff trained. 

Discussion included the merits of conducting surveys on children under 
5 years to allow comparison with widely available demographic data, even 
though 80% of acute diarrhoea cases occur in children under 2 years. 

Routine reporting of diarrhoea1 diseases has rarely been found to be 
very complete or helpful for planning. It was stressed that surveys, to be 
useful, had to have zpecific but limited objectives, since raising too many 
issues on too many subjects increases the possibiiity of ill-considered 
responses from both interviewers and interviewees. 

WHO is producing guidelines on sentinel surveillance but experience to 
date has been disappointing. A trial in 6 to 7 countries is being conducted. 

7. PROGRESS AND EXPERIENCE IN NATIONAL CDD PROGRAMMES OF EMWMENAR 

Participants, meeting in subgroups, reviewed the progress made by Uember 
States in implementing CDD Programmes and arrived at a number of conclusions 
based on their experience and programme performance. 

The diversity - geographical, demographic and economic - among the 
countries of the Regions is reflected in the variation in progress, 
experience and problems. However, some of the difficulties and successes are 
common to many countries and represent a common feature in developing a 
programme aimed at modifying long established traditional habits both among 
the public and among health staff. 

The need for defined plans of action for each country, facilitated by 
the international agencies, was widely recognized. WHO and UNICEF had an 
important catalytic role in helping to inform and motivate national decision 
makers. Political commitment to CDD was accepted as a necessity if programmes 
are to succeed. There is also a need to maintain planning flexibility to meet 
local circumstances. The programmes should also be well structured and 
effectively managed. Continuing training in management remains important. 

Experience in programme reviews, conducted possibly every 2 years, has 
confirmed their importance. While inclusion of several PHC interventions in 
such reviews was desirable, it was necessary to ensure that evaluation ot CDD 
was sufficiently det, iled and focused to produce accurate data and therefore 
appropriate recommendations. 

Ideally, managers worked full-time in the CDD programme, especially in 
countries where diarrhoea among children remained a major health problem. 

In a number oE countries with high levels of expatriate health staff, 
special training programmes for their motivation and brieging were necessary. 
Rapid staff turnover has created problems of continuity in CDD activities in 
many countries. 



Experience has shown the necessity of non--governmental organizations 
being fully associated with and closely participating in n.atiorrn1 CDD 

programmes, particularly in training and f acc--to face motivation of the 
public, especially mothers. 

In spite of considerable past achieventent, further training in 
management through the supervisoray skills colirse remains important in the 
Regions. Several countries have found that full one week courses were too 
demanding on staff time. Conlpromises on course content and length have had to 
be made. The best results hcid been achieved with practical training, 
including "hands-on" trkining during courses on case management, while 
teaching materials should be ,is simple as possible and appropriate to the 
category of staff being trained. They should increasingly be targeted at 
f irst-contact health staff , possibly iricludir~g TBAs, traditional healers and 
pharmacists. Evaluation of training, while desirable, is proving difficult to 
perform. A small number of countries provide feedback to staff through 
newsletters. 

The role of DTUs is becoming increasingly inlportant and it has been 
found an advantage lf Directors of DTUs are also directly responsible for all 
Ci)D training of staff in their respective area:;. 

Harked advances have been made in ~:onunf~nii:ation in CDD programmes in 
Member States. Many managers have fourlrl that doctotas and nurses are poor 
communicators and, in spite of the vital role of face- to-face communication, 
possibly the greatest impact has been from the use of the mass media. 
Participants emphasized the need to use all channels of communication, 
tradit-ional at the family and village level, through teachers, imams, and 
healt,h staff, as well as through modern technologies. Some experience has 
been gained in introducing diarrhoea1 disease management, as well as good 
hygiene, into school curricula. The benefit of high levels of female 
education has been noted. Several participants emphasized the need to adjust 
conununication to local needs and pcact,ices as revealed by KAP surveys. Health 
education materials need to be reg111ar-ly updated to reflect programme 
policies. Promotion of CDD has been made more effective where local 
organizations, such as women's groups, have been involved 

Two additional issues related t.o increasing communication were detailed: 
firstly, the need to plan and guarantee an effective supply system, before 
increasing public demand; and, secondly, the benefits of targeting public 
information seasonally to prepare for and meet the challenges of high peaks 
of diarrhoea incidence. 

A 1 1  countries now accept the need Lo standardil;e ORS packet size, the 
most essential critsrion in determining this size being the wide availability 
of a standard water measure. Sever-a1 countries are moving policy tt~wards a 
srna1ler packet size, occasionally with an accompanying manufactured 
calibrated beaker. 

ORS production in the Hegiorls is increasing and it is considered 
dosirable that, where cost c f f o c t i v e ,  countries  should bo self sufficient in 
production. + 

Additional outlets, possibly using non-health personnel, may prove 
n2cc:ssdry if OHS access i:, to be prouided for people l.iving in remote areas, 
i!'+.r.o health facilities and st-aff are scarce. 



Major problems remained in most countries in terms of the inappropriate 
prescription of anti-diarrhoea1 medicines and antibiotics. Although, in some 
countries, restrictions on prescribing in public health facilities and on 
importing or issuing product licences have been introduced and these 
partially resolve the problem, legal moves to prevent misprescribing in the 
private sector seen unlikely to succeed or to be enforceable. Complementary 
strategies to educate the private sector have met with limited success. The 
support of Paediatric Associations in travelling seminars was more effective 
when conducted by highly respected and well-known medical practitioners. 
Participants suggested that the international organizations should publish a 
strongly-worded statement condemning the prescription of useless or harmful 
preparations, along the lines of the condemnation of breast-milk substitutes. 

MMT and KAP suzteys have proved useful in collecting basic data. Future 
surveys should assess whether ORS is being used effectively and not just its 
use. 

All countries have accepted the need to include non-ORT interventions 
and policies in staff training and public information. particularly on 
promoting breast-feeding, weaning practices, good hygiene and measles 
inununization. The need for clear policies on the early use of home-based 
solution is also widely recognized. 

A number of participants suggested that, ideally, Member States, 
recognizing the severity of the diarrhoeal diseases problem and the potential 
for its cost-effective control, should increase their financial allocations 
to the programme and make more resources available to it. 

In addition to developing programmes to control diarrhoeal diseases in 
children, countries where cholera is endemic, or a constant threat, should 
establish policies and prepare contingency plans, backed up by adequate 
resources to allow control if cases occur. 

8. NON-OHS INTERVENTIOM POLICIES 

Since OHS has no impact on reducing the incidence of acute diarrhoeal 
diseases, CDD programmes should consider other interventions to reduce 
morbidity. The following interventions have the potential to reduce morbidity 
from diarrhoea: 

(i) The promotion of breast-feeding, by encouraging its use in all maternity 
hospitals, inclusion of information on its advantages in curricula in girls' 
schools and in all health training, the use of the media to transmit messages 
on its advantages and production of adequate promotional/educational material 
to be available in all clinics. 

(ii) Improving weanfng practices to meet the nutritional needs of children. 
As quoted in the literature, this could decrease diarrhoea mortality by 
2-12 percent. 

(iii) Promotion of continued feeding during diarrhoea; this is simple, cheap, 
helps in rehydration, maintaining nutrition and proteating against post- 
diarrhoeal malnutrition. 



(iv) Improving water supply and sanitation may reduce diarrhoea morbidity by 
35-50 percent but its high cost and possible changes in cultural arld ycr~.;jc!r~al 
habits make it difficult to achieve. 

(v) Promotion of personal and domestic hygiene is also an effectdive 
preventive measure. Hand- washing alone can reduce the incidence of diarrhoea 
by 14-48 percent. 

(vi) Measles immunization is strongly associated with a reducti.on in 
diarrhoea mortality. Thus, full measles immunization can avert 0.6.--3.8% of 
diarrhoea episodes and 6 - 2 6 2  mortality. 

(vii) Non-ORS oral rehydration therapy is a vital early measure t.o prevent 
dehydration. Readil; available familiar home-based fluids are suitable. The 
safe use of sugar and salt solutions depends on a clear understanding of the 
measures to be used for the volume of water used. Food-based solutions 
prepared from ingredients available in the home are ideal for the initial 
prevention of dehydration. Commercial beverages should be discouraged because 
of their high sugar and low sodium content. 

(viii) Other interventions - still at the research and evaluation stage, 
expensive to implement or not yet of proven value - include prevention of low 
birth weight, supplementary feeding, rotavirus and cholera vaccination, early 
detection and control of epidemic diseases and minimum standards for food 
handling and food sale. 

Participants meeting in subgroups discussed the place of non-OHT 
interventions in their national CDD policies. They produced a number of 
recommendations that might be practically applied, with little cost, and 
which were considered to be feasible: 

(i) Promotion of breast-feeding: 

- Issue a policy for implementation of the international code of marketing 
breast-milk substitutes; 

- encourage the rooming-in approach in maternity wards, i.e. mothers and 
neonates kept together; 

- review maternity leave policies to enable working mothers to breast feed 
their infants for as long as possible; coordinate this with the social 
and industrial sectors; 

- educate mothers, TBAs and health professionals on the advantages of 
breast-feeding, utilizing the mass media and other educational materials; 

- include breast-feeding in the school curricula for young girls. 

(ii) Improved weaning practices: 

- educate mothers on appropriate weaning, advocating that weaning food 
should best be introduced after the third month and before the sixth 
month of life; 

- encourage the use of local available foods prepared at home, and which 
have a good nutritional value; 

- emphasize the necessity for food cleanliness and for hygiene during its 
preparation and storage; 

- encourage the use of Growth Monitoring Charts. 
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(iii) Water supply and waste disposal: 

- make available, to health staff and the public, simple instruction 
materials for purifying water, sewage disposal and the use of latrines; 

- develop and issue communication messages, utilizing the mass media, 
emphasizing the importance of proper water storage and protection of 
water sources from pollution; 

- dispose of children's stools properly and educate children on how to use 
latrines. 

(iv) Personal and domestic hygiene: 

- Use mass media to provide hygiene information to mothers; 
- develop more a:tive involvement of the popular organizations, e.g. 

women's unions/federations; 
- include health education in school curricula, stressing the value of 

hygienic practices. 

(v)  Measles immunization: 

- Assist EPI to improve measles immunization coverage in infants within 
the first year of life as an effective measure to control diarrhoea. 

(vi) Non-ORS fluids: 

- Encourage the use of sufficient quantities of available home-made fluids 
especially those containing cereals, as early as possible during 
diarrhoea episodes; 

- salt/sugar solutions should not be adopted as a leading strategy if ORS 
is available, in view of the difficulties in guaranteeing reliable 
measurements ; 

- ensure proper feeding during and after diarrhoea; 
- educate mothers, TBAs, community health workers; 
- incorporate non-ORS fluids and solutions together with the regular 

feeding in programme strategies. 

9. TECHNICAL AND MANAGERIAL TRAINING IN CDD 

The control of diarrhoea1 diseases requires significant changes of 
behaviour at both household and community levels. Training is a major 
component of all CDD programmes and generally includes the training of health 
professionals, health workers, community workers, teachers, religious 
leaders, mothers and other family members. 

Training differs from education and promotion in that training specifies 
the ability to perform a function or action. When one becomes "trained" he or 
she has developed skills that were not previously possessed. Generally the 
"trained" person can not only perform a specified task, but has demonstrated 
competence by performing the task. 

Competence is achieved through training by concentration, timing, 
frequency, consistency and repetition. In the contee of CDD training, 
competence is acquired by receiving training that is task-oriented with 
practical, hands-on exercises. The training must be of sufficient duration to 
cover the complexity of the tasks and repeated often enough to maintain or 
upgrade the skill. 
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The training component of CDD prograrnes must be consistent with the 
policy and promotion components. For example, programmes which rely upon 
home-made oral rehydration solutions will have a more complex training 
requirement than a programme which provides pre-packaged ORS together with a 
special container for mixing. A progranune with simple, clear policies about 
how to detect dehydration, what to do when diarrhoea begins, when and how to 
use ORS, etc. will allow for the implementation of a proper training 
programme. Many training courses attempt to teach the scientific basis for 
OHT and all other possible interventions. This encyclopaedic approach may not 
be consistent with policies and requires more time and expense. Several 
countries have reported the problem that health staff are not able to leave 
either their jobs or their homes for extended periods in order to receive 
training. 

The World Health Assembly has set the goal of achieving 80 percent 
awareness of oral rehydration therapy and access to OHS, and 50 percent usage 
of OHT for treatment of diarrhoea cases in all countries by 1989. It has been 
estimated that only about 6 percent of health workers have received training. 
It is important to have health workers completely competent to promote and 
use ORT p r i u r  to mass--media promotions. I t  i s ,  therefore, c r i t i c a l  t o  
accelerate the training of health professionals and paraprofessionals to meet 
this expected demand. In marly country programmes the established priority is 
to train doctors, while paramedical staff are not being trained in sufficient 
numbers to meet the needs for CDD. In many cases paramedical staff are the 
persons who have first patient contact and are actually treating dehydration. 
The training gap is further exacerbated by the high rates of staff turnover 
in many countries. 

The WHO CDD Programme has developed training materials for courses for 
CDD Progranune Managers, Supervisory Skills, and for managers of Diarrhoea 
Treatment Units. There is still a great need for materials and curricula for 
the training of peripheral health workers and other community- level workers. 
It is also important for those who conduct training to acquire skills in 
communication and training methodology, 

The quality of CDD training can be improved by implementing evaluation 
and follow-up of training exercises. Ideally, trainees should be evaluated 6 
months after receiving their course to examine their retention and capacity 
to implement the skills acquired in their training. 

Medical schools and many senior physicians are not yet sufficiently 
oriented toward oral rehydration therapy and continue to advocate the use of 
intravenous fluids and antibiotics to treat diarrhoea cases. There is a great 
need for training and orientation of these key people. Their involvement in 
CDD programme planning and in training activities will greatly enhance the 
acceptance of ORT by the private medical sector and by medical students who 
will be assigned to work in peripheral health services. 

Participants in subgroups discussed their problems and experience in 
training and formulated some reconunendations to improve training performance. 

The problems identified included: 
? 

- difficulties in persuading medical and university staff to change 
long-established training methods and course content; 
rapid turnover of medical staff; 
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- problems in making training available to private practitioners and 
pharmacists; 

- case management training has largely been targeted at doctors, whereas 
nurses and paramedical staff may have first patient contact; 

- training evaluation has proved difficult; 
- there are still insufficient DTUs to meet training needs; 
- required periods of training are frequently too long to be acceptable 

for absence from work. 

The main recommendations include: 

- universities and medical schools should be involved in training and 
their curricula should include CDD training materials; 

- countries shoulG continue to develop DTUs and ensure their effectiveness 
for their training role; 

- other skills, e.g. communication, should be developed in special units 
or centres; 

- trainers and training should be evaluated; 
- countries should develop policies to train private doctors and 

pharmacists, possibly using respected members of the professions, 
professional associations and travelling seminars; 

- international training courses should be made more appropriate by 
translation, field-testing and re-design; 

- decentralized training is preferable; 
- training TBAs, religious leaders and teachers should be considered for 

areas where health facilities are not available and women's associations 
for all areas; 

- motivational training for health staff should be developed; 
- the international agencies should continue to support training; 
- standard textbooks should reflect modern CDD training; 
- all training should be as practical as possible; 
- training within PHC should be coordinated. 

10. SOCIAL MOBILIZATION 

(i) Rehydration through ORT is a dramatic event that is suitable as a subject 
of a national television documentary. There is a clear case for seeking the 
active cooperation of national television agencies in such a production, 
hopefully at no cost. 

(ii) As side lights of this dramatic programme production, the CDD 
programme's requirements for training cassettes and still photographs could 
be met at little or no cost. 

(iii) National tele,-ision and information agencies can also be involved in 
support of CDD in the following ways: 

- nationally broadcast documentaries, that systematically monitor and 
evaluate the national CDD programme every six months for a three- to 
five-year period; 

- national television/infonnation agencies can be challenged to train 
their own staff in CDD; + 

- negotiations can be pursued with national media agencies regarding 
seasonally sensitive programme support for CDD and other elements of PHC 
for initial periods of 12-18 months, e.g. CDD emphasis to match peak 
incidence periods of the year. 
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(iv) Following the argument for more creative use of the media, the drama 
inherent in the use of ORT may be used in efforts to generate support for. 
and awareness of, CDD and other topics in the field of social mobilization. 

(v) Social mobilizaton may be surrrmarized as having inter-related levels of 
activities. These levels have different, though overlapping, channels, 
audiences and goals. These are: 

- advice on producing CDD programmes and identification of necessary 
resources to allow their initiation, expansion and sustained progress; 

- organizational motivation to improve performances of health care 
delivery and logistical personnel and community educators, through 
professional incentives and experience exchange; 

- Communication with the com~unity aimed at producing changes in 
behaviour, through education, participation and feedback, by 
coordinating support through the mass media, group discussion and 
interpersonal communication. 

(vi) Topics opened for discussion under these general headings included: 

Advocacy, and resource generation: 

- improved organization of required resources and improved presentation 
techniques; 

- institution of non-health sector and private sector "challenges" for 
employee education; 

- use of non-traditional, highly visible, communication techniques (pocket 
pads/logos/messages); commercial product logo insertion; use of famous 
personalities; airline food-tray messages; hot-air balloons; media 
awards, etc; 

- human drama of CDD, through emphasis on ORT process, in a natural 
setting as shown on television. 

organization motivation: 

- experience, ideas, problem exchange through horizontal networking, i.e. 
feed-across, 

- computers, desk--top publishing and direct mail; 
- motivational enhancement, as a component of training, supervision and 

progranune monitoring; 
- awards, credit for good service, community education, contests, etc; 
- stories from health personnel. 

Community communicatin~; - 

- methods for increasing linkages through means of interpersonal, mass 
media and group (community) channels; 

- simple methods for analysing communication resources in a local setting; 
- KAP as a measure of health educator training and as a method of 

community senitization; 
- neighbourhood communication. 
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11. MORBIDITY, MORTALITY AND TREATMENT (MMT) SURVEYS 

Experience in Sudan 

Before conducting a Diarrhoea Morbidity, Mortality and Treatment (MMT) 
survey some very basic questions need to be answered: why? - what? - where? - 
when? - how? - in order to ensure that the survey fulfils the need of the CDD 
programme, is within the limits of the programme's capability and provides 
reliable results upon which sound planning can be based. 

Using surveys conducted in the Sudan as an example the answers to each 
of these questions were determined. Emphasis was placed on how conduct of 
the survey was to be adapted to the practical reality of Sudan, to ensure 
that the best possible and most reliable data would be provided for the 
programme. The basic WHO MMT questionnaire was used, with inclusion of a 
special question on the quantity of ORS used, in an attempt to obtain 
information on the adequacy of ORS treatments. 

Positive experiences in the conduct of the surveys included careful 
selectlon of able health worlcers from the area, including the survey team, 
and thorough training in a 4-day course prior to the survey itself. The 
supervisors for the survey were Master's degree students from the Faculty of 
Community Medicine. It was found to be of critical importance that the 
surveyor:supervisor ratio was kept low (2:l). 

Daily compiling of data made possible the early detection of any data 
collection problems. Each participant in the survey had clear instructions, 
prior to the survey, regarding his responsibilities. Moreover, the survey 
questionnaire was kept at a manageable level where only priority information 
was sought. 

Several practical problems were faced during the first surveys, the most 
important being the lack of extra trained manpower in case of any participant 
default. Also, lack of an administrator kept the survey coordinators 
unnecessarily occupied with practical problems. Due to a lack of sufficient 
staff at the National CDD Department, all technical staff members were 
involved in the survey and not much other work could be carried out during 
the survey. 

During the data collection, difficulties were particularly experienced 
in obtaining exact information on the length of diarrhoea1 episodes and 
quantification of fluids given. 

These experiences from the first surveys were utilized and given further 
strength during the third survey. The practical problems and difficulties in 
data collection were solved by training more surveyors than were actually 
needed, and special emphasis was given in the training and supervision 
relating to problem questions. The supervisors used in the first two surveys 
and one administrator were given an intensive 4-day course on the details of 
the planning and conduct of the MMT survey. They then carried out the survey, 
which made it possible for the National CDD Department to continue its other 
activities with only minor disruption. 

The results of the survey have had an influence on the planning and 
priority setting for activities of CDD Department. The data collected showed 
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clearly the importance of diarrhoea1 diseases in childhood morbidity .and 
mortality. These data have been utilized in convincing policy makers, 
planners and donors to support the CDD programme. 

The survey results also pointed to areas in which in-depth research was 
needed. 

12. PLANS AND TARGET-SETTING 1987-1989 

In view of the training, ORS access and use targets established for 
1989, participants proposed and discussed sub-tarsets and policies for the 
intervening years. 

Some problems arose in conducting such planning, notably that several 
participants were not programme managers, many participants had insufficient 
data ,for past performance and present CDD status to be able to plan on a 
sound basis, while several participants, especially those from more 
economicelly advanced countries, did not consider setting of such tarsets 

appropriate for their programmes. 

In spite of these drawbacks, many participants were able to propose 
tentative sub-targets and policy changes aimed at increasing the likelihood 
of achievement of the 1989 targets and to permit better monitoring of annual 
progress. 
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TABLE 1. 1987/1988 POLICY CHANGES AFFECTING CDD 

Within Ministry of Health Outside Ministry of Health 

Afghanistan none 

Algeria 

- -  - 

none 

Bahrain 

Cyprus 

Democratic Implement Programme by none 
Yemen appointing CDD manager; make 

use of accelerated programme 
of EPI. 

Djibouti Restrict use of anti-diarrhoea1 Increase number of water 
medicine; promote unlimited supply projects 
hospital visiting to children; 
ban distribution of milk 
powder in MCH centres. 

ElZYPt No changes Orientation of water and 
sanitation workers. 

Iran, Islamic Hass campaign 3 provinces, involve religious leaders, 
Republic of followed by national campaign; etc, in mass distribution 

mount intensive training of of ORS. 
health workers to meet 
campaign needs. 

Iraq Introduce new ORS production; Involve Ministries of Education 
reduce sachet size to 250 mL Religious Affairs, Information, 

in CDD activities; increase 
water supply to rural population; 
collaborate with medical 
faculties to promote CDD 
training. 

~0rdan conduct mass URS campaign;revise Train pharmacists, physicians; 
and updake policies to promote involve Army and University 
use of non-ORS interventions, Health Sectors in CDD Programme. 
with mo-re towards community 
involvement. 

Kuwait 

Lebanon No change Increased collaboration with 
Ministry of Water Resources. 
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Within Uinistry of Health Outside Ministry of Health 

Libyan Arab Restrict anti-diarrhoea1 No changes 
Jamahiriya drugs; develop unified sachet 

size; develop unlimited 
hospital paediatric visiting. 

Oman 

norocco 

Pakistan lo change No change 

Qatar 

Saudi Arabia Extend to 2 DTUs and 30 Continue to involve religious 
rehydration centres leaders in promoting CDD 

Sudan lo change No change 

Syrian Arab No change 
Republic 

No change 

Tunisia Restrict anti-diarrhoea1 Use intersectoral committee to 
drugs; locate CDD in Ministry support CDD 
of Health 

Turkey Arrange distribution of ORS Increased collaboration with 
through teachers, imams and other Ministries e.g. Education and 
mukhtars Information, and with health education 

council; involve Women's Federation in 
advice on ORT 

United Arab No changes 
Emirates 

Involve Women's Federation in 
advice on ORT. 

Yemen Revise and update Plan of Increase collaboration with 
Operations other sectors. 

UNRWA Change technical instructions More community involvement in CDD: 
to policies; update policies, attempt to improve sanitation. 
targets to be defined, esp. 
for training in each of 5 
UNRWA fields; reinforce 
integration of CDD into MCH, 
define non-ORS fluids to be 
used. 
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TABLE 2. CDD TRAINING TARGETS June 1987 - June 1988 

I 
courses par t ic ip .  X trained] courses par t ic ip .  Xt ra i  ned: courses particip./ i 

i SUPERVISORY SKILLS 
COUNTRY 1 

1 1 
1 

I 
I 

I 

25 8 4 120 20 Afghanistan 1 4m target 1 lm, 1 
I teachers 1 

t I 

Algeria 
i 

1 ! - 
i t 

I 
Bahrain 1 0 

1 
i 

Cyprus i 
1 

CASE MNAG~WENT I PARAMEDICAL 
j 
I 
I 

Dermcrati c 

Yemen 

OTHER 1 EXISTING 
[ DTUs 

Dj ibout i  i 1 
I 

Egypt 3 
! 

Iran. Islamic : 10 
Republic o f  j 

I raq 1 

Jordan 1 

Kuwait ! 

Lebanon 2 

Libyan Arab 1 2 
Jamahiriya 

25 chief 60 
nurses 

i 
I I 

120 25 ' 2  70 CHWs : TBAs 

I I 
600 1 50% target 

! 
i i 

70 25 1 500 ! TBAs 

1 teachers 
! 

120 50 400 ' TEAS 

; 

t j Morocco j I - 
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I I 
---- .- 

i 

1 SUPERVISORY SKILLS ! CASE MANAGENtNT PAt(AME0ICAL 
1 

OTHER EXISTING 
COUNTRY I DTUs 

i courses par t ic ip .  % trained; courses par t ic ip .  strained courses par t ic ip .  
I , 

t 

(han I 
I 

I 
1 

1 

Pakistan I 4 a  target 
i 

Qatar 

Saudi Arabia 

Sanal i a  10% target MCH nurses ' 1 
; PHC I 
f t ra in ing  

I 

Sudan ' 1 30 8 
l 4  60 I 20% target 

Syrian Arab 
Republ i c  

lun is ia  

Turkey 

United Arab 
Gni rates 

Yemen 

UNRWA 

I 
teachers, 

Women 

, ~ e d e r a t  ion,' 

contin- 40 50 
uouc in clinical 

;DTUs 
I 

! teachers. / ZOo/year I 

PHC, etc 600 

I 

' targets current ly 

1 40 45 

being reviewed 
I 

I 400, 
I 
0 

! teachers, 
imams, TEAS* 
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Libyan internal Jan 89 1 MT HT 
Arab 
Jamahiriya 

I 

TABLE 3. TARGET REVIEWS. CAMPAIGNS, SURVEYS. ORS REQUIREMENT/PRODUCTION 

Lebanon ; not planned 1 - 
i 

MT 
I 

Country 

Afghanistan 

Algeria 

Morocco 

ORS dis- ORS dis- 1.5 ML 
ribution ribution, 

Evaluations 

internal 1988 
planned 

OHS dis- 1 . 5  ML 
tribution 

I 

I 

I Bahrain 

I 

Cyprus I 

Democratic , 1988 planned 
Yemen 

Djibouti 
I 
external 1987 
internal Oct. 89 

Egypt 
I 
internal 1988 

I 
Iran, Islamic external 1987 
Republic of , 

I 

Iraq 

i 1989 

I Jordan I 

Oman I 

Surveys 

1987/88 1989 

10/88 MMT 

Pakistan external 1987/88 ; 
I 

Qatar 

KAP MMT 

MT - 

3 MT 

KAP 

KAP 1988 

Saudi Arabia 'no information i 

I 

not planned / .12 ML 

I / 6 ML 200 ml pkt 
3 ORS ORS all I 
provinces country 1 
ORS aware- 

I ' 8 HL 250 mL pkt 
ness, dis- , 
tribution I 

1 
ORS 

I 

I 

Kuwait not planned 1 not planned 

campaigns 

1987/88 1989 

1 .75 ML 250 mL pkt 
campaign 

not planned 1 
I 

ORS requirements 

OHT 6 ML 1L 
campaign 1 

I 

I 
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Country 

--- 

Somalia 

Sudan 

Surveys 
Evaluations I - 

internal 1988 

Campaigns 1 I ORS requirements 

I internal 1988 1 MMT 1987 Repeat 1 Mogadishu HMT 

Syrian Arab internal Jan 89 
Republic 

I 

Accelera- 
tion with 

Tunisia internal 1988 

Turkey internal 1988 
external 1989 

United Arab I internal 2.88 
Emirates 

I 
Y e m e n  I targets 

I 
! 

UNRWA ! internal 1988 

Effective 
use ORS 

EPI 

not planned / not p 1 anned 

KAP (OKs) ORS with 
EPI 

I 

Media 88 I MMT 3.88 

1M 1L start pro- 
duction 8.87 

I 
being reviewed 6ML start pro- 

duction 1987/88 
750 mL pkt 

not planned not planned 
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TABLE 4. TARGETS OKs ACCESS/USE RATES 

ORS ACCESS RATES OHS USE RATES 
COUNTHY 

present 1988 1989 present 1988 1989 

Afghanistan - 4 0 6 0  

Algeria 

Bahrain 

Democratic no targets 
Yemen 

Djibouti - 65 85 

Egypt 87 9 2 95 

Iran. Islamic 70 8 0 
Republic of 

Iraq 5 7 7 0 80 

Jordan 80 9 0 

Kuwait 

Libyan Arab 
Jamahiriya 

Morocco 

Oman 

Pakistan 

Qatar 

Saudi Arabia 

Somalia 3 0 

Sudan 3 0 

Syrian Arab 
Republic 

Turkey 5 0 6 5 

U ~ ~ i t c d  Arab 
Emirates 

Yemen targets 

UNRWA 80 85 

5 0 

40 

80 

9 0 

7 5 

95 

being 

9 5 

established 

revised 

3 7 4 5 
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The recommendations of the two previous CDD Programme Managers Meetings 
remain relevant and should be followed. 

Countries* plans of action should be regularly revised and updated to 
reflect policy development, including the use of non-ORS interventions 
and the findings and recommendations of Programmme Reviews. 

National CDD Programmes should define and introduce policies on non-ORT 
interventions in a phased manner, initially concentrating only on 
feasible and effective interventions. These should include promotion 
of breast-feeding, sound weaning practices, continuation of feeding 
during diarrhoea1 episodes, measles immunization, personal and domestic 
hygiene, especially emphasizing hand-washing with soap, hygienic food 
preparation and water storage and proper disposal of infants* and 
toddlers* stools. 

Programme reviews should, ideally, cover a range of PHC activities but 
should be sufficiently detailed and competent in evaluating CDD that 
results are reliable and can be useful for replanning purposes. 

Programme managers should develop policies, simply expressed, on what 
actions parents should take when they first believe their child has 
diarrhoea, what fluids to use, when to introduce ORS, and when to seek 
professional help. 

Programme priority in the next two years should be on practical 
training, in particular on case management and supervisory skills. 
Being aware of the 1989 target of training 20% of responsible staff, 
managers should identify those who need to be trained and prepare a 
schedule of courses to achieve that target. 

Recognizing the importance of involving private medical practitioners 
and pharmacists in good CDD practices, managers should develop methods 
to ensure their adequate orientation/training, involving members of 
their own professions and their professional associations. 

Efforts should continue to promote ORS as the main treatment for acute 
watery diarrhoea while increasing information and education on 
restricted prescription of antibiotics and elimination of 
anti-diarrhoea1 drugs in private and public health facilities. WHO, in 
addition to its technical papers on the use oE drugs in diarrhoea, 
should produce statements and materials, similar to the efforts to limit 
use of breast-milk substitutes, clearly condemning the use of 
pharmaceutical products inappropriate for treatment of acute watery 
diarrhoea. 

CDD managers, being aware of the 1989 target of 80% access to ORS, 
should explore means and ways to ensure its availability and 
accessibility in all health facilities and other gotential channels in 
the connnunity such as TBAs, teachers and religious leaders, etc. 

Increased emphasis should be placed on ensuring that ORT is effectively 
used in preventing or treating dehydration. Treatment surveys should 
include assessment of the effectiveness of ORS use and not just use 
rates alone. 
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11. CDD Programmes should ensure the availability and use of 
conmunicatio~~/social mobilization appropriate for target populations and 
based on understanding of the existing Knowledge, Attitudes and 
Practices. 

12. WHO and UNICEF should continue to attach importance and priority to CDD, 
providing as much technical and financial support to national activities 
as possible, and facilitating support from other donors. In addition, 
they should also facilitate the interchange of information between 
Member States of EMWMENAR. 

13. CDD Prograrmnes should assist in the development of policies to ensure 
child growth and development and not only treatment of diarrhoea. In 
particular, close liaison with EYI/MCH and promotion of growth and 
nutrition monitoring should be encouraged. 

14. The goals for 1989 for OHT awareness, access and use should be 
maintained and also reflected in annual targets. Progress toward 
achieving these objectives must be more thoroughly monitored. 
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ANNEX I 

LIST OF PARTICIPANTS 

AFGHANISTAN 

CYPRUS 

Dr Esmatullah Arab 
Vice--President of CDD 
Ministry of Public Health 
Kabul 

x Dr Rifaat Abdul Hameed Mahmood 
Directxn- of Public Health 
Public Health Directorate 
Manama 

Dr Charitini Komodiki 
Senior Medical Officer 
Medical and Public Health services 
Ministry of Health 
Nicosia 

DEMOCRATIC YEMEN Dr Ali Abdorubboh Muriebesh 
Ministry of Public Health 
Aden 

DJIBOUTI 

EGYPT 

IRAN, ISLAMIC 
REPUBLIC OF 

JORDAN 

Dr Ahmed Assakaf 
National CUD Programme Manager 
Ministry of Health 
Djibouti 

Dr Ahmed Nagaty Abdel Moneim 
Executive Director 
National CDD Project 
Garden City 
Cairo 

Dr Bijan Sadrizadeh 
Adviser to Health Minister 
Ministry of Health and 
Medical Education 

Teheran 

Dr Faris Yarid Bunni 
CDD Project Manager 
Ministry of Health 
Baghdad 

Dr Abdul Hahirn Jalal (Rapporteur) 
Head COD Section and 
CDD Programme Manager 

Ministry of Health 
Aman t' 

* did not attend 



KUWAIT 

LEBANON 

LIBYAN ARAB 
JAMAHIHIYA 

PAKISTAN 

SAUDI ARABIA 

SOMALIA 

SUDAN 

SYRIAN A m  
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* did not attend 

Dr Abdul Aziz A1 Enezi 
D e p u L y  D i r e c t o r  
Infectious Diseases Hospital 
Kuwait -- 

Ur Joseph Safi 
Head, Department of Social Health 
Ministry of Public Health and Social Affairs 
Beirut -- 

Dr Mohamed Saleh Muafa 
Director of A1 Gala Maternity and Children's Hospital 
Tripoli 

Dr Zeenat Isani 
Professor of Paediatrics, 
Jinnah Postgraduate Medical Centre 
Ministry of Health 
Islamabad 

Colonel Akram Khan 
EPI Programme Manager 
Ministry of Health 
Islamabad 

* Dr Khalifa A1 Jaber 
C/O Ministry of Health 
Doha 

Dr Tawf ik Ahmed Kho j a 
Director of PHC Centres 
Riyadh Region 
Ministry of Health 
Riyadh 

Dr Hashid Ahmed Wali 
CDD Project Manager 
Ministry of Health 
Mogadishu 

Dr Magda Mohammed Ahmed Ali 
National CDD Programme Manager 
Ministry of Health 
Khartoum 

Dr Khaled nard ini (Chairman) 
Director MCH 
Ministry of Health 
Damascus 

ur walid Haj Hussein 
Director, International Relations Department 
Ministry of Health 
Damascus -- 
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TUNISIA 

TURKEY 

Dr Ben Abdallah Kame1 
Sous Directeur de llEvaluation 
des Activites de Soins de 
Sant6 de Base 

Ministry of Health 
Tunis 

Dr Cihangir Ozcan 
Deputy General Director 
MCH/FP General Directorate 
(CDD Pro j ect Manager 
Ministry of Weal-th and 
Social Assistance 

Sihhive - Ankara 

Dr (Mrs) Niluefer Unver 
Deputy General Director 
Primary Health Care Service 
(BPI Manager) 
Ministry of Health and 
Social Assistance 

Sihhiye - Ankara 

UNITED ARAB EMIRATES Dr Abdel Gadir Shalabi 
Director, Preventive Medicine 
M i n i s t r y  of Health - A1 A i n  
Abu Dhabi 

YUGOSLAVIA 

Dr Adel Barakat 
Technical Unit for Nutrition 
Uinistry of Health 
Sana' a 

Dr Pavle Filjanski 
Head, Department of Hygiene 
Republican Institute of Public Health 
Republicki Zavod za 
Zdravstvena Azstita SR 
Hakedonk j 
9100 SKOPJE STR 250 NO 6 

Professor Osman Imami 
Director, Institute of Public Health 
Pokraj inski Zavod za 
Zdravstvenu Zastitu Sap Kosovo 
38000 Pristina 
Str Bolnicki KruR BB 
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OTHER AGENCIES 

UNITED NATIONS Dr G.H. Alexander 
RELIEF AND WORKS Chief, Preventive Medicine 
AGENCY FOR PALESTlNE Division 
REFUGEES IN THE NEAR C/O WR Jordan 
EAST (UNRWA) !kE!!E! 

PALESTINE RED Dr Mohammed Moutaseem Al-Khatib 
CRESCENT SOCIETY Assistant Manager Preventive Medicine 

Palestine Red Crescent Society 
Athens 

UNICEF SECRETARIAT 

Mr Richard Reid Regional Director UNICEF/MENA, Amman 

Hr Edward Lannert UNICEF Representative UNICBF/Cairo 

Dr Juliette Sayegh UNICEF Representative UNICEF/Baghdad 

Dr Terrel Hill Regional Adviser, Child UNICEF/HENA, Amman 
Survival and Development 

Dr Qussay A1 Nahi Senior Programme Officer UNICEP/HENA, Amman 

Dr Gary Gleason Senior Programme Officer UNICEF/Ankara 

WHO SECRETARIAT 

Dr N.A. Ward Regional Adviser, CDD World Health Organization 

Dr M. Merson Director CDD/HQ World Health Organization 

Dr L. A1 Kindi Consultant, CDD World Health Organization 

Dr M. Juncker CDD Associate Expert Sudan 

Ms H. Ghoneim Administrative Assistant World Health Organization 

Ms A. Badawy Secretary World Health Organization 
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PROGRAMME 

Date/Time Type of S U B J E C T  Presented by 
neet ing 

Sunday. 14 June 

08.00 - 9.00 Registration 

09.30 -10.15 Plenary Opening Session 

- address by 

- address by 

- opening of 
Meeting 

Dr Richard Reid, 
RD/UNICEF/HENA 

Dr Hussein Gezairy, 
RD/WHO/EMRO 

H.E. the Minister of Health, 
Syrian Arab Republic 

Global overview of CDD Dr H. Herson, Director 
CDD/Geneva 

Regional overview Dr N.A. Ward, Regional 
of CDD Adviser, CDD/EHHO 

Indicators of Progress Dr M. Merson, Director 
in CDD programmes CDD/Geneva 

Development of national Dr N.A. Ward, Regional 
programme profiles Adviser, CDD/EMRO 

Discussion Participants 

12.30 - 13.30 Groups Indicators of progress 
Programme Profiles 

Monday, 15 June 

08.00 - 11.00 Grr'ups Progress of national Participants 
CDD programmes 

12.30 - 13.30 Plenary Chairpersons' Reports 
Progress in national Group Chairpersons 
CDD programmes 

Discussions Participants 

COFFEE BREAK: 10.15 - 10.30 
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Date/Time Type of S U B J E C T  
Meeting 

Presented by 

Thursday, 18 June 

08.30 - 09.15 Plenary Chairpersons' Reports 
Plans and target Representatives of 
setting for 88/89 Group Chairpersons 

Discussion 

COFFEE BREAK: 10.15 - 10.30 

Evaluation of Programme Participants 
Managers' Meeting 

Style and Content 
future meetings 

Approval of Meeting 
Report 

Closing session 


