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WHO IVCHNICAL THAM FOR THE ETHIOPIA DROUGHT EMERGENCY

23 - 2% Nerember 1984

FREAMBLE

1.1 Purpose of the Mission

Sub-Saharan Africa is currently suffering from extensive drought. In
Ethiopia the ¢limatic and crop conditions have been steadily deteriorating
over the pasﬁ 10 years and the failure of rain in the 1982-83 season proved
cafastrophic for the Northern Regioms. This.year again no rain has fallen
and the drought has extended to the South and Southeast, creatlng savera
famine conditions in 12 of the 14 admlnlstratlve reglons of the country,

involving some 7.7 million peuple, out of an estimated population of 42 million,

The national Relief and Rehabilitation Commission.(RRC), which had
initially tried to cope with the situation, announced in March 1984 that
massive external aid was urgently needed for such a disaster of unprecedented

scaie.

Soon after the UN Secretary General had taken steps to deal with the
general drought, economic and soeisl crisis:iﬁ'Africa, he designated a special
representative for the specific drought emergéncy in Ethidpfé; Un its part the
World Health Qrganization has been respondiﬁg'té the worséﬁiﬁg gituation by
strengthening the country's primary health care base. In face of the mounting
emergency and the massive health needs, in Novembér WHO further proposed -
and the Minister of Health agreed - that a special emergency technical team
visit the country to study the disaster situation and define the sppropriate

health measures to be taken.

The Repovt presented herewith ouflines the Team's evaluation of the
health situation, assessment of nutriﬁional deficiencies, estimate of
immediate needs, plannlng af rellef maaSures, and recommendations for action
in specific and health-related areas. The sum of US$15,1 millien will he

needed to meet the health needs of Ethlopxa during 1985.
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1.3

Terms of Reference

N Assess the negative effects of the drought on the health

of the population jnvolved,

2. Ascertain the extent of maluutrition and the medical implications of

implications of insufficient food.

3. Establish practical medical, sanitary and nutritional guide~
lines aimed at improving the health and nutrition sratus of
of the affected population being asgisted by the government

and various agencies,

4,  Make other necessary recommendations for coardinated health

actionm in the drought affecred areas,

Participants

Coordinator of Mission
Dr 5.W.A, Gunn, Emergency relief operations, WHO
Composition of the Team

Dr M. Demisse, WHO National Programme Coordinator, Ethiopia
Dr W. Keller, Nutrition
Dr A. L. Rangaraj, Public health,

Ms 5. Sinmonds, Primary health care,

1.4 Acknewledgement

The Team regiters its grateful appreciation of the Ministry
of Health for the facilities éxtended to its members and the valuable
briefing on the government's plans to combat the ill effects of the
drought. Thanke are also due to the office of the Secretary General's
Representative and the Country Representatives of UNDP, UNICEF and UNHCR
for sharing with us their perceptions of the prevailing famine conditions
and for their readiness ro collaborate in WHD's proposed action,

The assistance of the Ethiopian Red Cross, of uvfficials of the
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Relief and Rehabilitation Commission and of the health perééhhel

of Non-Covernmental Qrganizations is also tuch apﬁreciated. Special
gratitude is expressed to the WHO National Programme Coordinator

in Ethiopia for all the local arrangements and guidance which

contributed to the success of our work under difficult conditiens.

ETHIOPIA

SOMALIA

KENYA
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2. THE DROUGHT SLTUATION TN ETHLOFIA

2.1 Bachground

Since the 1960s Ethiopia has been faced with egdemic and acute
problems of food shortage mainly due to drought and weather conditions.
Following three successive years of rain fajlure over many parts of
the country, the drought situation of 1984 has been rhe worst for
maty years, The ohvious outcome of this has heen recurring shortfalls
in food production and foed availability, bringing hunger and starvation

to several million people.

The Relief and Rehabilitation Commiszsion {RERC) has a3 mandate to
monitor the food situation in Ethiopia and to warn of impending fooed
shortages and their effects. In an attempt to deal with the serious
current drought situatiom on 24 March 1984 the Government set up a
Ministerial Committee to supervise the relief and tehabilitation efforts

al the national level and to give further support to REC.

2.2 Needs and Relief Measures

The RRC has been coordinating the supply of food, medicines and other
needed items to the affected population, The country's rescurces being,
however, limited, foreign assistance has had to be sought. International
response has been congiderable but it remains Far gshort of the current
and projected needs, at present meeting only some 307 of the affected

population,

The estimated population of Ethiopia is 42 million and the
number of people needing assistance is curently abeut 7.75 miliion, located
in twelve of the fourteen administrarive regions o the country. Details
concerning the affected population, age, composition amd food assistance
required {(which now amounts to 1.5 miliien tuns) are shown in Annexes i,

I1 and IIr.
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The RRC reaches the affected populations through variocus centres
and shelters scattered around the seriOualy‘iﬁGolvéd areas éf each
Tegion. At present there are 195 distribution centres, 48 shelters
and 41 intensive feeding ceutres féf‘maiﬁdufisﬁéd children and
lactating mothers. The' activitiés carried out in feeding centres

are performed in close cooperation with voluntary agencies,

Vot i

'Since the crop production forecast after the current harvest
predicts further deteritration, new distribution centres and shelters will

be needed, though it is hatd at this moment to qhantify the actyal number.

2.3 gpn-GoverﬁmenEal‘Gfﬁéﬁithioﬁé

In addition to the RRC's emergency relief activities, over 30 non-
governmental oxganizations are active in various ways. Some are involved
in distributing food items including grain while others undertake medical
treatment and nutritional activities in feeding centres and shelters.
Yet others are concerned with water supply, sanitation and basic appropriate

technology. Some donors have provided medical personnel.

2.4 Provision of medical supplies and personnel

In regard to health services, in addirion to national medical
staff, a total of 28 expatriate doctors, 73 nurses, 11 nutritionists and
19 support staff are cutrrently assisting the affected persons., The
mission believes that in view of the deteriorating situation there is
still need for more mobile expatriate doctors and nurses. Annex IV

gives details on the expatriate medical staff currently involved in relief

action.

In order to alleviate the chronic shortage of trained health manpower
some donors have sent medical persomnel, together with 1298 MT of drugs
and hospital supplies. The technical and material assistance thus re-

ceived is being utilized in the most critical aveas.
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2.5 Provision of water supply

The persistent drought situation has alse affected surface and
underground water sources; rivers,permanent springs, lakes and half-
full hand-dug wells have dried up and their water yieldingeapacity has
drasti¢ally diminished. Consequently, people in drought affected areas
are forced Lo walk long distances to find drinking watey for human and
animal consumption., It was with this in mind that water supply and mobile
water purification equipment was identified as one of the priority
#reas In which international assistance is required  (Anmex V). Although
some deonors and UNICEF have provided sueh equipment,. the needs in gencral

remain great.
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GROWTH AND DIFFERENCES IN AFFECTED POPULATION
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3. EFFECTS OF DROUGHT ON THE HEALTH QF THE AFTFECTED POFULATION

3.1 Demopraphic Tals and Vital Sratistics

The total population of Ethiopia is estimated at 42 million. About
90 % live in rural aress and some 95 % of these are engaged in agriculture and
animal husbandry. The male~-female ratio is 103 : 100 and are distribution
fipures indicate that 45.7 Z of the population is below the apge of 15 years,
while those within the economically productive age group (15 =~ 39 years)

represent only 30 . Only 3.9 7 of the people reach above &0 vears of age.

Literacy is still low. The c¢rude birth rate is 45 per thousand and

the crude death rate 20 per thousand persons.

The following rates give a general idea of the health ftatus, which is

poor:

infant mortality rate - estimated at 155/1000

child mortality rate {(children who die before reaching the fifth

birthday) - estimated ac 247/1000

maternal mortality rate (maternal deaths associated with preghancy)

- estimated at 20/1000

life expectancy is estimated at about 43 years.

3.2 Major Health Problems in Ethiopia (including normal times)

About 80 % of the discases in Etbhiopia are communicable discases which
can be prevented by the technically simple measures of ensuring clean water
sources and distribution, improving ewcreta dispusal, controlling insect
vectors, providing the basic vaccinations, besides changing the health habits

0f the people, promoting personal hygiene, and praoper child feeding practices,
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The feollowing are the major causes of morbidicy:
3.2,1 Malaria

Even though a mountainous country, about 75 7 of Ethiopia
is malarious; it 1s endemi¢ 1n atreas below the altitude of
1600 m. 1t is probably the commonest among the iunfectious
diseases, with a prevalence rate of about 30 .
3.2.2 Tuberculosis

Tuberculosis iz another major health problém in the country.
A modest estimate indicates the overall prevalence of the disease
(all forms ) in the whole country to be at 3 Z.

3.2.3 Leprosy

Leprosy is endemic in Ethiopia and the prevalence vate

is estimated at 5/1000,

3.2.4 Schistosomiashs

Schistosomiasis is bélieved to be widely spread im Ethiopia,
the northern provinces béing the most affected. Its prevalence

varies from 20 % to 80 % in different areas.
3.2.5 Yellow Fever

Yellow Fever was first confirmed in Ethicpia in 195%. Since
then three epidemics have occurred, Five south=eastern adminis-
trative regions are at risk and there are indications suggesting

that the whole of the rift valley can be considered at risk.

3.2.6 Trachoma

Overall prevalence of trachoma among the total peopulation is

20 %Z. Special survey reports indicate that according te different




WHO/ERQ/ETH/85.1 -

areas, prevalence of trachoma among school children may vary from

L0 7 to 80 Z.

3.2,7 Other Diseaseg

Other conditions of importance that appear in selected areas
include trypasosomiasis, leishmaniasis, onchocerciasis , and those
diseases that wsually cawse localised epidemics, such as typhus,

relapsing fever and typhoid, Venereal diseases are widespread,

3.2.8 Most of the above-mentioned diseases are subject to increase

in times of drought and diminished resistance.

3.3 Nutritional Problems

Even in normal times malnutrition has been the second major health
preblem in Ethiopia, next only to communlcable diseases. Such malautrition
has been primarily due to protein energy deficiencies, Previous studies
have shown that 10 % of the population suffered from extreme under-

nourishment.

Prevalence of vitamin C deficiency iz over 10 %, and rickets have
been found mong 30 7 and more of infants. Endemic goitre is another
important disease which, although restricted to certain areas, iz believed

to involve 2 I of males and 9 ¥ of females.

Epidemics of malnutrition are not uncommon and indeed have been
occurring quite frequently. The great famine of 1973/74 that started in
Wollo and Tigral and later spread to almost all reglons of Ethiopia claimed

mere than 200,000 human lives and caused much marbidity.
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FINDINGS; OF THE WHO TECHNICAL TEAM

4.1 The WHO Technical Team visited one of the shelter areas organized by the
Ethiopian Red Cross in Bati. The team also serutinized a number of medical

reports received from other shelters.
4,1.1 Bati Shelter

The town of Bati is one of the six woredas (Sub-districts) of
Kalu awraja (district) in Wollo Region, It is located om the
main route to Assab Port, 420 km from Addis Ababa. It is here thar

the Ethiopian Red Cross Society has embarked on a big relief operation.

Here 90 percent of the people are farwers - as everywhere elge
in Ethiopia, There has been no rainm for the last 12 moaths and the
result has been total failure of the crops. In the lowlands the wellsg
pastures have dried up and, without grazing areas, the catrle
have died in thousands. A record from Bati Administrative Office
indicates that 16,000 cattles perished because of famine inm the period
May - November 1984,

Having lost their grazing grounds and their cattle, and without
any food for themselves, the villagers have started to move from the
interior towards the towns, seeking food. The nomadic people
have also come to the towns for the same purpose., The regultant con—

gestion of the urban areas and the compounded problems of food supply

are evident.

4.1.2 Camp Organization

There were 22,164 people in the shelter at the rime of the Team's
visit in December. Most of them were housed in tents and some in
corrugated iron sheds. The camp started with 3,200 people on
22 October 1984 and the number has gone on increasing with a continuous

stream of new entrants.

and
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Bati camp (or shelter) is run by the Ethlopian Red Cross
with the aid of the League of Red Cross and Red Crescent Secieties.
Grain is being distributed to families; a supplementary feeding
programme is run for the most affected groups, i.e. the children
and pregnant and lactating mothers. The sick are cared for in

the improvised camp hospital.

4.1.3 Camp findings

From the records of the camp and by observation ur findings

were as follows:

i. The camp was very overcrowded due to the shortage
of tents,
2. More than 3,500 people have died in the camp singe it

started; a mortality of 80 - 100 a day. Records show
that during the period 22 October — 9 December 1984
alone the deaths amounted to 2,577, over 70 Z being
ameng children below 15 years. (Since the Team's

visit an improvement in the death rate has been reported.)

3. On an average 500 people are treated as outpatients

daily and 200 are kept in the heospiral.

4. There was an outbreak of meningococcal meningitis in the
camps recently but it was contained by immunization of
the contacts. The louse-borne relapsing fever cases

ware being deloused and treated in isolation tents.

5. An inmunization programme is heing conducted but some

mothers are reluctant te have their children vaccinated.

6. Screening of the new entrants for disease and malnutrition
iz being done, followed by house-to-house visdring on

a regular basis.

7. In the last 30 days 106 children were born in the

delivery section of the shelter,
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2. Water supply was adequate; kitchen sanitation
was satisfactory. Trench latrines are being used.

The surroundings were fairly clean.

4.1.4 Ape Composition of the Camp Population

A division of the camp poﬁulation of 22,164 ilateo only
children and adults by sex is shown in the records, so it was not

possible to calgulate percentages by specific age groups.

On the day of the Team's visit the Bati shelter population was

as follows:

Table l: Shelter population by age

Male | Fem. | Total | %
Children under 15 years 7,143 7,206 14,347 647
Adults ... - - 2,189 3,628 7,817 364
Total ... faa P 9,330 12,834 22,164 1007

Among the adults, the low proportion of the males is to be
noted. Either the majority have died, or have more likely stayed
hehind to tend their cattle or look after their households and

other activities,

4.1.5 Weight/Height

It was not possible to carry out a systematic nutritional
survey during ocur visit, but from sample ohservationsg we noted that
among the large number of severely malnourished persons,
marastus was predominant. Kwashiorkor also occurred to &
considerable extent., Even among adults on admission hunger

oedema has been observed. .

= = S T T T ST S 2 ST A
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According to the attending nurses who screen the children for
the feeding programme, 60 I of those under 5 years were below the
lower limit of acceptable weight for height. On the day of our
visit, out of a total of 14,347 children under 5 years, 5,937
(41 T) were on the feeding programme ., See Table 2 for data

on per capita daily ration by age group:

Table 2 : Per—Capita Daily Ration by Age Group

Age Group Per Capita Daily Ration (gms)
Grain Suppl. food | Veg.butter oil
0=4 - 100 -
5 =14 350 100 -
above 14 700 - 20

4.1.6 Mortality/Morbidity Rates

Again due to lack of information on age, because of the
base population being in a constant state of flux, no age-specific

ot cause-specific mortality or morbidity rates could be calculated,

1. The overall crude death rate amounts to 180 Z, yer degpite
this high rate of depletrion of the population, the camp
population has increased due to the contipuing stream of
new entrants (due to enlargement of affected areas),

{(See map.)

2,  The merbidity or disease rates can only be termed as

extremely high, with as many as 500 outpatients, 200
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inpatients, and 2,312 children on the supplementary

and therapeuti¢ feeding programme, on the day of our
visit, Besides, In the camp there were a number of
measles and other minor fever cases that were not brought
into the hospital due, we were told, te some super-—
stitious beliefs. All included it was estimated that
prevalence of morbidity was around 25 %; 1.e. one in four

was 111.

3. The common causes of morbldity were malaria, pnevmonia,
diarrhoea and dehydration, malnutrition, measles and
relapsing fever.

4.1.7 Orphanage

Twc tents were made available for children below 15 years

who had lost their parents.

4.2 Data from a Few Qther Camps

The reports from shelters in different parts of the country
were scrutinkzed. The formats and schedules were all varying and not
all the details were available, There is ap imperative need for

coordinated, uniform, standard reporting system.

However, the overall findings in all the shelters were the
same, i.e., the excessively high mortality, the widespread morbidity
and the underlying causes for these being malnutrition and
diarrhoea, measles, pneumeonia, malaria, relapsing fever, skinm and

aye conditions. To illustrate this some data are presented below:

4.2,1 Korem Shelter - from a monthly report

a) diagnosis for admitted cases: (inpatients, total 349)

Diarrhoeas - 115

Relapsing Févar - 98
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Malnutririon - Al

Upper respiratory

irfectione - 4}
Fevers (P.U.0O) - 13
Neurological conditions - 11
Hapatitis - 4
Aniemia - 2
Tuberculosis - 1
Chickenpox - 1
Diabetes - 1
Arthritisg - 1

b) causes of death: (167)
Diarrhoeas . - 72
Malnutrition - 5b

Upper respiratory

infections - 19
FP.U.0.(Fevers) - 12
Hepatitis - 3
Anaemia - 2
Tuberculosis - 1
Neurology - 1
Septic wound - 1

c) Average stay of patients in the hospital was caleulated

to be 9.5 days.

d) Lethality; The severe state of 1ll health among the
Korem camp entrants can be seen by the fact that in one
month:

43 people died within 24 hours of admission;
21 within three days;
54 after three days,
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2,126 outpatients with an age composition. as im.Table 3

In another clinic¢ in the same shelter, there were

- 16 -

4.2.3 See also Tadela resettlement area

Table 3: Clinie Dutpatiénts

a)

b)

» Page 28.

WHO/ERO/ETH/85. 1

Age Male Fem, Total 7
0~ 5 yrs 639 578 1,217 577
6 -18 1718 L 147 325 | 15%
18 up " o200 o384 584 287
Total 1,017 1,109 2,126 | 100%

1, Measles:

2. Diarrhoea

3. Malnutrition

4. Unspecified fevers
5, Pneumonia

6, 8kin infeetion

7. Genito-urinary infection

- 8, Malaria. ...

9, Eve infection.

10, Rheumatism

. Here the first ten.common causes .of merbidity were::

These diseases prevail in. all the camps, though the order .

varies from camp to camp.
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THE EXTENT OF MALNUTRITION AND THE MEDICAL IMPLICATIONS OF INSUFFICIENT FOOD

5.1 The prevalence of protein—energy malputrition is relatively well docu-
‘mented in small c¢hildren. The table below summarizes the results ob-
tained by the Athiopian Nutrition Imstitue (ENI) in two regions, Wollo

in the north and Gamu Gofa in the south,

Table 4 : Distribution of weight—for-height compared to that of a

western reference population. Children of 105 cm height

or less.

Western Gamu
Weight, height ref, Gofa Wollo Remarks
group 7 4 A
100-109 32 3 1
90-99 3z 22 8
E(0-89 15 42 31
70-79 3 25 35 seripusly
malnourished
below 70 o 5 25 at risk of death

In October 1984 there was 60 % malputrition in Wollo. In the southern
regions of Gamu Gofa it was less (30 %), though even here deaths from
starvation were reported. Of the 60 % malnourished young children in
Wolle 25 % must be conslidered as being at immediste risk of death through

further emaciation or intercurrent infection.

5.2 No objective inforamtion was available about conditions in older
children and adults. However, a report of the 1974 famine in Wolle glves
almost the same prevalence (70 %) for young children as ip 1984, and

a corresponding prevalence of 72 4 for children from 5 to 14 years of age.
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It musc be assumed that older children anmd adults are as much affected
25 the young children. Casual reports of adult kwashiorkor and death 'are

Comsnon .

Reports of malnutrition are mostly from communities aleng the major
roads. However, a small study by ENI in locations away from a road showed
prevalences that were not statistically different from those in more

accessible settlements.

At least in Wollo Region the eituarien has ¢learly reached catastrophic
proportions as indicated by the high mortality figures in the shelters,
The population depends for survival almost entirely on the regularly
discributed food which at present reaches 7.5 million people, or about
one third of the affected population. Since government food stocks are
exhausted any major disruptien in the external supply of food will lead
to starvarion deaths on g massive scale. At present pledgas for food aid

cover no more than 13 % of the estimated needs for the newr year,

5.3 In addition to energy-protein malnutrition, vitamin deficienez are
gaining importance., Xerophthalmia and blindness due ro deficiency in vitamin
A are of growing concern in the shelrer populationa. Cages of keriberi
(deficiency of vitamin Bl) are found eapecially in men. As the shalters
become more estzblished and standardized reporting begins to functionm

one will be in a better position to assess the extent of thege specific

nutritional problems. (See Amnexes XIT, XIII, XIV, XV.)

The prolonged undernutrition in the population and the slow and con-—
tinuous loss of body substance have already greatly reduced the defence
mechanisms against infection. This is reflected in the high wmortality and
morbidity encountered in the sheiters where even normally trivial infections

have bacome life-threatening.

The daily food ration for an adult foresees 500 g. wheat or other
cereal, 50 g. fat or oil =and 50 g. sugar, and provides 2300 calories and

adequate amounts of protein. Energy and protein contents of this rarion
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will allow the conservatien of bedy substance and even a slow restitution
of losses provided »no major physical ewertion is required. In the
shelter atv Bati these amounts were apparently distributed at the time of

the team’'s visit. A minimem daily intazke of 2300-2300 calories 1s necded,

In discussion ar the Relief and Rehabilitation Commission, however,
it became clear that in general supplies permitted food distribution at
a level of 1300 to 1700 calories only. These amounts are near or At
survival levels for adults under resting conditien and without i[llness.
They do not allow restitution, and any febrile illness or moderate effort
will result in a negative energy balance, further loss of body substance
and decrease in the immune defences against infections. In this
situstion an improvement in the food supply and an equal and contipuous
distribution systewm are the most ilmportant requisites for any improvement

in the very poor health conditions in the drought affected population,

5.4 Excess Loss of Life and High Morbidity

Lack of food diminshes physiological resistance and causes
nutritional diseases. Likewise, severe illnesses combined with malnutrition
completely sap the energy of people and it could take many menths to

rehabilitate such patients.

There is a high morbidity and a heavy death toll in Ethiopia. The
camps are overcrowded and there has been no mezns of finding out how
many have perished enroute to the shelter areas. Even considering that
in mormal times Ethiopia has high mortality rates, with many communicable
diseases, there is currently an excess loss of life. During 1973, prior
to the more severe famine of 1974, it was estimated that In Wollo {one
of the regions alsc affected nmow) the excess loss of ]life was between

50,000 te 100,000,
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5.5 Acute malnutritiq&

Even in non-drought times it is believed that about 30-407 of che
children in Ethiopia are malnourished., Their condition has worsened with
further shortages of food. At present in some shelters up to 707 of the

children are acutely malnourished,

5.6 Low birthweight arong children

Due to malnourishment of‘pfegnént mofhefs low birthweight children
{at or helow 3.5_kg) are commonly bown., It was noted that more than
50% of the children born in the shelﬁer were under weight and thereforc
at increased risk. ”fhe infant mﬂrtﬁiity is bound to become high, as

indeed it is.

v

5.7 State of social dependency
In addition to increases in death, disease and disability,

a sense of helplessness and apathy overcomes individuals and pecple,

and a prolonged stay in the shelters creates a dependency which is not

conducive to mental or social health. The sgoner people are given food,

seeds and some arable land, thelquiéker will physical rehabilitation take place.

5.8 Migratory Problems

People are leaving thelr areas and moving or being relocated to places
where they hope to get food or employment. Already weakened, they become
subject to new diseases that were not préevalent in their own areas,

2.g., malaria, onchocerciasis apd trypanosomiasis. The disruption of
families that is likely to take place in the process further complicates

the matcter,
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“.%  &proad of Disease and Causation of Epidemics

Migration as well as overcrowding in shelters or other areas
facilitate the spread of disease and compound the state of malnutrition.
The danger of epidemics becomés very real and is to be particularly guarded

apainst in the currenmt precarious situatiom in Ethiopia.

b, ORGANTZATION, MANAGEMENT AND COCRDINATION OF HEALTH ASSISTANCE

6.1 1In Ethiopia today, the policy of the Ministry of Health and health
personnel in the Relief and Rehabilitation Commission is to view this
"omergency' as a development problem. This is supported by most of the

UN Apgencies and NGOs. Every attempt is therefore being made ro ensure

Lhat the limited emergency resources are utilized in such a way as to have

a long term development impact. The perspectiﬁe iz 2 holistic approach

of plaoning for health, and not just the planning of health services. Food,
shelter, water, clothing and attacking the root causes of the famine are

scen as priorities before the provision of medical and health services.

6.7 However, from past experiences of drought and famine the Relief

and Rehabilitation Commission and the Ministry‘have alsoc realised that

the health and disease problems amomg the affected communities,

cspecially those in emergency shelters, are likely to be qualitatively if
not guantitively more severe than in “normal' times, compounded as they
are hy serious nutritional, emvironmental, and socioeconomic fagtors.
Thus, while acknowledging that the problems nf food, water, shelter, etc.,
are o priority, the Ministry of Health for example has responded by

determining its own health priorities and plan of action within its

capahilities. These activities can be summarized as follows:
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- Multisectoral and multidisclipipary coordination and collaboration;
- Acting as the wain provider of health manpower;
— Determining guidelines for:

{1} the delivery of health services to drought-stricken areas
ineluding manpower requirements. For example, for every 10,000
persons the following personnel ars needed:  one doctor,

2-3 nurses, 10 health asgistants, one sanitarian and one
nutritionist.

{2} the nutritional needs and nutrition surveillapre (see Annex XII).

{3) the sanitation requirements.

{4) the &rug supplies required based both on the WHO Emergency Health

. Hit drugs ang equipment and on the epidemiological pattern
of disease in the affected areas,

(3) the care of orphans and the elderly.

The coverage, availabiliuy, dccegsablility, and utilization of health
services in Ethiopia is limited even in "normal" times. The Ministpy
of Health is understandably heavily involved and preoccupied with trying
to ensure rthat these issues are given their fullest attention. In
addition, it isg likely that the health services are even more over-stretched
during this famine due to increased demand. The extent £o which the
Ministry of Health can be fully involved in the relief operation is there=
fore limited, and responsibility for much of the day-to=day health work

falls upon the Relief and Rehabilitation Commission,

6.3 ‘the management infrastructure of the RRC is vast ang somewhat

complex (see Figures 1 and 2). It should be noted that health is

remarkable by its absence in the figures. Yet all bilateral and non-
governmental health aid agreements are signed between the RRC and the
relevant organization, and the RRC which has 2 Mediczl Dircetor has

assumed responsibility for the health monitering, supervision sand information
SUppOTT Systems. There are a number of local and international organizaticng

Presently involved in implementing the relief nutritior and health services,

provision of water supplies, eta.
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Multisectorsl and multidisciplinary collaboration and coordination
is recognized as being vital. The Ministry of Health is a wmember of the
Politburo Co-ordinating Committee, and both the medical adviser and the
Medical Director of the RRC sit on various commuittees. The UN system
also now has a coordinating mechanism and the NGOs come together
as a whole at coordination meetings where the basic needs and other

iss5ues are discuszed.

6.4 The main management and organizational area of concern are
coordinacion and supervision. While the awareness and knowledge of the
pacticipants is very evident, there seems to be a gap between policy
and implementation, a deficiency which has alsc heen commen in relief

programmes in other countries. There iz a need for a Senior Health Coordinator.

Some of the most outstanding problems can be summarized as follows:

=~ Inter-agency conflict or friction. This has heen seen in
several other world-wide relief programmes and may be to a
gertain extent understandable given the different aims, objectives
and motives of the agencies concerned. While in Ethiopia the
problem is not zs evident as it has been in other countries, and
great efferts are being made to reduce and contain any possible
confliicts, further efforts to strengthen collaberation, improve

coordination and prevent duplication are needed.

— Lack of standardized approach, especially in the health reporting
and monitoring systems. The reports coming in from the field
are both fascinating and a valuable source of information. However,
Lack of a standardized approach means that few valid comparisons
can be made between affected conmunities, methods of treatment,
degrees of progress or other vital elements over a period of
time. Examples of simple standardized forms are given in

Annexes XTTIT, XIV, XV and XVT.
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- It scemed difficult to identify who is actually responsible for
and carries out the role of supervision. Strong guidance and
supervision are eggsential ip times of relief, as even simple
interventions can make the difference between life and death or

success and failare.
Some stratepies to try and overcome these problems are summarized
in the Team's recommendations (page 32). Nutritional strategies are set out

in Annex XIT.

7. BEHABILITATION (OF DROUGHT VICTIMS

There are two maln approaches te the rehabilitation of drought
victims. The first is to encourage those people in shelters to return

home as quickly as possible. The second consists of resettlemant.

7.1 1n the first, return home appreach, food is given and attempts are
being made to ensure a wide network of food distribution centres so

that shelters are seen as a very last and temporary reseort. In the long
term attention is being given to aforestation, improved arable land and
better agricultural techniques. For example, requests have been made Lo
Lthe interpational community for the replenishment of seeds and livestock,
and for sufficient food to establish a food security system. One of

the main issues in thiz approach is that very little 1z known about

the conditions in the villages to which the victims are returning.

The ENT has done a small study in two locations but overall few people
gseem to know whether, for example, anyone stayed behind in the villages
and what their nutritional and disease status is, what water supplies are
available, and whether regular food supplies will be available in adequate

quantities and within reasonable access for some time to come.

7.2 The second approach is that of resettlement whereby the drought
victims are given the opportunity to resettle in more fertile areas of

the country. It is a2oticipated that by the end of Janvary 1985, at least
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580 000 people will have been moved Lo areas in the west of the country
(sce mapy. The Ministry of Health and RRC are aware that there are
communicable diseaquos problems in these areass, such és malaria, shistosomiasis,
yellow {ever and trypanosominsis. Unfortunately, the team was not able

te visit any of the proposed sites in the west and so0 it is difficult

to make specific cecommendations in addition te the existing knowledge,
Sufflece it to say that every effort must be made to help render the

Lland as diseasv-Troe asg possible with adequate ganitary planning. The
people should be helped to make rhe biological and cultural adaptions that
will he neoessary.  Exposure to new diseases, such as malaria, the trauma
ol dislocation, the new social stratificarions and economic systems, etc.,
may have significant negative mental and physical heaith sequelae,
Conversely, if sufficient thought and resources arc glven to ensuyre a
reasonable quality of life, the effects of such a development strategy

can be very positive.

7.3 Rehahilitagion Resettlement Schemg

Adverse climatic effects, bad cultivation practices and overgrazing,
coupled with aver—-population and over=utilization of the land have rendered
the Northern Administrative Regions of Ethipia drought-prone and unproductive.
The inhabitants of these regions have been reputedly subjected to serious

dranght which often culmipates in famine,

Lonsequentcly, some inhabitants of the region are left with no
alternative other than moving to petentially promising and unutilized
areas of the country.  The present rechabilitation programme vrganized
by the Govornment iy designed to assist the rezetflment of 1.5 million

drought vietims who are faced with this imperative

While the programme is planned to be launched in rwo
Phases over a period of one year, during the first phase, 50 000 family

Meads with their 200 000 dependents from Wello and Tigrai will be
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MOVEMENT OF DROUGHT AFFECTED PEOPLE
TO NEW REHABILITATION CENTERS. PHASE 1 & PHASE

TIGRAY

"MEXELE 14
GONDER ‘5\ { e

-qmnvc‘lﬂ\.n"_‘“,.--
o

PHASE 1

¢ WELO

pYeomsoLena
i
-

J -
FICHE FUEBRE
g DHRHAN

\ HARERGE
‘\.. R '-.h“-;
7 "\
.I"-J ‘\-
1
/
BALE L
2 Y ! TN
I GAMO GOFA ! "\ - T
- | siDAMO '~ _ 7 N N
: \
\_\ ...&._.*_ MOvemrer 8 i fFORSED T

PR Atgeemgnl by ra8d iranspor!




- 28 - WHO/ERO/ETH/ RS,

accommodated and assisted in Kafa, Wellega and Ilubabor Administrative
Regions. 1In the second phaﬁe, 250 Q00 family heads with their I million
dependants will be rehabilitatgd from Wolle, Tigrai and Gonder im

Kafa, Wellega, Elubabor, Gojjam and Gender (see map and Annexes VI, VII and
VITD). |

The plan of action for both phases has been formulated by the
Government and, on the basis of this plan, 70 000 people have already moved

to Wellega, Kafa and Ilubabor,

7.4 Vigit to Tadela Resettlement Area

The WHO Team visitedlone.of the new settlement areas at Tadela,
where 3000 people have recently arrived. The houses (made of thatch) were
being built by the people theﬁselves. There was school, a store and
2 health staticn already set up. Water was being trucked or piped in
from a nearby river and the sanitation was based on pit latrines. The

health situation record showed a high incidence of malaria and dizrrhosa.

Recommended assistance

Assistance will be required in the development of primary health

care services in these settlement areas, particularly in endemic diseases

surveillance and contrel, training a large number of community health aides,

traditional birth attendants, health assistants and supervisory staff,
and also in construction of health facilities, i.e., health stations, health

centres and rural hospitals.

7.% Conclusion on Relief Meazsures =~ Major Assistance Requirements

7.5.1 Food Requirements

Although strictly speaking outside the health field, the supply

of food is so intimately related wich Lhe health conditrions that the food
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requirements are mentioned here. The projected number of drought-affected
people  In the eleven administrative Regions need total food

assistance of 1 504 775 ML of grain and supplementary food (Ammex IIT}.
Taking into consideration the food stocks in hand, undelivered pledges

in the plpeling, the Governmenl has requested the donor community for

I 284 285 MT of food.®

7.3.2 Medical Requirements and Costs

Health assistance is needed far 7.7% million drought-affected
people. This is costed at US $15.1 million. This amount includes the
provision of support facilities and infrastructure. To raticnalize the
provision of health supplies, the lists of medical equipment and drugs

according to WHD recommendations should be used plus other needs, as percejved
7.3.3 Blankets and clothing
Phyzsical protection against the elements, especially in
debilitated bealth conditions, is essential. Blankets and ¢lothing

are neaded for about 50% of the affected population.

7.6 Primary Health Care in Relief

ifthiopia’'s present emergency 1s yet another example of the
prowing number and magnitude of disasters particularly confronting
the developing countries. To help ensure that available relief resourges
are used in such a way as to have a long-term positive impact on the
health and disease status of the majority of the affected people, to
belp them maintain their dignity and to ensure some gquality of life,
the Primary Health Care (PHC) approach 1s advocated as basic health

policy.

* RR(C Revigions, December 1984,
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Both acute and long-term disasters are essentially problems of
development zand the PHC approach would go 2 long way in establishing
a firm foundation for both emergency‘and,developmenﬁ action in health.
Ethiopia's heslth care plan has all the elements of primary health care,
reflecting the socioeconomic and political characteristios of Ethiopiz
and providing a framework of an approach within which health activities

or services fall and upom which they can He further developed.

7.68.1 Some of the main health issues of PHC that apply to the

Ethiopian and other disaster programmes can be summarized as follows:

= Planning for drought affected rPecple needs a balanced approach
of providing both relief and development;

- Pelitical compitment for development is essential;

= The re-establishment of an.econpmic base is a priority for
the health of the affected individuals and. communities;

- Even in times\of”relief,‘be;ter health should be seen as an
input or a lever-for individual and gsocial development,as a
pian for the fyture and for wellbeing;

- The types of international medical aid sent for relief unfortunately
do not always ensure that the affected communities are given the
best possible ways of achieving and meintaining a reasonable

health status.
7.6.2 PHC is divided for clarification into PHC approach and
PHC activities, which make PHC different from previous strategies such

as basic health services,

{a) The PHC approach is based on a fair distribution of resources,

community involvement, preventive measures, appropriate and affordahle

technology and a multisectoral approach to health problems.

(b)Y The PHC activities forsee the provisicon of:

= Education about health and disease lssues;

= Safe water znd baszic sanitation;
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tmmunization;

Appropriate treatment of common diseases and injuries;
Provision of essential drugs;

Effective referral system;

Family health care;

Tnvolvement of basic health workers;

Integration of traditional practieners and practices.

7.6.3 This brief summary of the role of PHC in relief I8 meant to
reinforce existing practices and policy in Ethiopia and it is hoped
Lo be of some guidance to the international ald agencies presently

working on the relief programmes.

7.6.4 Much positive work can come out of this migforctune and the
role and establishment of PHC in the stricken and rescttlemsnt areas
should be particularly emcouraged. The coﬁrage of the people concernad,

the determination of the Government, and the goodwill of the international

community working in unisen could overcome this disaster in Ethiopia.
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&, RECOMMENDATIONS AND SUMMARY

Based on its findings on nutritional status, general health and

sanitation, noting the special conditions in the drought affected areas and

considering the emergency situation within the context of & wider developmenta]

problem, the Team makes the following recommendations:

a)

8.1

8.2

Short-term Recommendations

It is strongly recommended that:

the efforts of WHO to reinforce the country's primary health care

and emergency health needs be facititated;

sufficient quantities and quality of food, shelter, water, clothing,

transport, and medicines be made available as immediate relief;

food intake emsures a daily minimum 2300-2500 calovies per person;

as many people ag possible ¢an stay in their own homes rather
than resort to going into shelters, and that those being resettlad

are given the best opportunity to start a life anew.

Resources should be made available to stremgthen the efforts under-

tzken by the RRC and Health Ministry in regard to:

- training of more local health personnel;

focussing on prevention, e.g. measles immunization, malaria

contcol, health education;
purchasing and distributing drug supplies;

strengthening multidisciplinary and multi-sectoral coordination and

¢ollaboration;

tranglation, editing, and publication of health guidelines into

English and Apharic;

supervision of health work in the fiald, including transpart
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short-term secondment of Erhiopian experts Lo reassess, guide,

momitor, and evaluate progratmes;

strengthening the role of ENI in momitoring the situation

and providing technical support for relief;

formulating strategies to make the most of limited resources
for achieving and maintaining adequate health status in the

campa and long=term resettlement areas;

ensuring the addition of hezlth-related data in the early

warning and monitoring systems for drought;

pre-planning and preparedness programmes related to WHO

Regional Worksheps on disasters and om healith of refupees;

uniform collation, analysis, and distribution of existing

inceming information and siandardization of health pretocals;

baseline multidisciplinary studies by local institutions in
"normal ' g.g. non-drought areas, aud drought-affected areas,
covering demographic, mortality, morbidity and nutritional

issues, Plus, for example, the impact of supplementary and in-
tensive feeding programmes and oral rehydration therapy for the
managenent of diarrhoea to help determine priorities and planning

af futyre action.

B.31 LEfforts should be strengthened to reduce the gap between the

policy

and implementation of the drought measures by:

ensuring adequate guldance and supervision;
atrengthening quality of training;

ensuring an evaluation process;
collabeorating and coordinaring with other sectors and

disciplines invelved.
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8,4 Discuss and agrec with the authorities on policies concerning

. Lhe rehabilitation of people in shelters or elsewhere.

8.5 strengthen coordination in the health sector by furming 2
nealth sub—committee for the purpose of discussing technical health

' and disease lssues. This sub—committes should comprise  représentatives
from all agencies working on the relief programme, 1.e. government,

UN and bilateral donors and NGOs and report to the overall coordinator.

8.6 Egtablish a post of genior WHO Health Coordinator, preferably
at the UN Office of the Ascistant Secretary-General for Emergency
Operations in Ethiopia with the view to guiding and coordinating the

multiple health activities of the varicus agencies and aid orgsnizacions.

8.7 The sumw of US$ 15,100.000 will be needed to cover the emergency

health needs for the l2-month period of 1985.

b) Long=Term Principles

8.8 Ensure evaluation ag an essential funetion of the continuing

provigsion of health care within the country's development strategies.

8.9 Ensure sufficient health supplies and their equitable distriburion.

8.10 Ensure sufficient foedstocks and food productiom.

8.11 Maintain the lavel of logistics efficiency and develop capabilities.

N 8.12 Train health personnel for continued health care delivery.
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) Long-=Term Avtion

8.01% lmprovement of pdequate supplies of clean water within aoeress of

dwellings.

8.14 Strengthen RRC/MOH/WHO health response by improved menitering,

surveillanee, evaluation and pianning,

8.15% Maintain and strengtben Primary Health Care as the country's

mainstay far health and well-being.

B.l& Maintain coovrdinated action with all the other sectors invoelved

in the country's development plan.
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ANNEXES
' T Frojected number of drought affected people
December 1984
L1 Revised food assistance request
- {Dec. 1984-Dec, 1985)
LIE Revised food assistance reguirements
' 1984-1985 ‘
v List of Expatriate medical staff in relief
operations
v Requirements of water-well drilling machines
VI Number of drought affected people to be

rehabilitated from Wello

VIL Humber of drought affected people to he
rehabilitated from Tigrai

VIII Number of drought affected people to be
rehabilitated from Gonder

IX Medical and Pharmaceutical requirements
for 7.7 miliiopn people

X Standayd WHO list of emergency drugs and
equipment for 10 Q00 persone for 3 menths

XI Supplementary food requirements
Dec. 1984-Dec, 1985

X1t Nutrtition surveillance guidelines

XITI Supplementary feeding programme data
(Sample form)

XIv Malnutrition episode investigation
(5ample form)

XV Survey data gheet for children {(Sample form)

AVI Guidance for standard treatment schedules
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ANNEX TV

MEDICAL STAFF INVOLVED IN RELIEF QPERATIONS
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ANNEX V

REQUIREMENTS OF WATER-WELL DRILLING MACHINES & ACCESSORIES
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ANNEX VI

NUMBER OF DROUGHT AFFECTED PEOPLE TO BE REHABILITATED FROM WELLO
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ANNEX VIIZ
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WHO/ERC/ETH/ 85 1
ANNEX 1X
MEDICAL & PHARMACEUTIOAL ARGUIRMENTS FCOR T.7 WMILLISE POFULATI O

ROR 3& 6 MONTUS (TIGRAY, WELLC, GONDER, SHEWA, HeRERGE, BaLE, SIDANOC,
CAMOGOFA, BRITREA, COJJtI AND ARZSI).

m— e o i 7

Ne. ITEMN TR 3  MONTES & VORTHS

ANALGESICS, ANTISPASNODICS
& AFTIRBUMATICS

1 A.8.A. 100 meg. of 1000 tha tin 1540 3080
2 A.5.A, 300 mg of 1000 " Y 1540 Z080
3 SBaralgin ¢f 1000 1bs " 1340 3030
4  Baralgin of 100 amp Box 1540 3080
5 Faracetanol of 1000 ths Tin 1232 2464
.6 Crdeine compound of 1000 tbs " T70 1540
i Phanyl Butazone of 1000 " " 1540 3380
EXPECTORAMTE, COUGH SUEFRESSAMDE
58D BRONCHU=DIALLTORS, ’
4+ Dextronethorphan syrup of 64C ml Bott 3080 £1£0
2 Cecdesine ceugh syrup of 640 ml " 3080 £160
3 Aminepyllin 2,5 4 tox 770 1540
a4 Theophenedrin(franol) of 1000 ths tin 170 1540
ANTACIDS, LAXATIVES &
ANTI-TLAREBEAL AGENTS
1 Alucinun hyd. of 1000 ths tin 1540 3080
2 Sluminus & magessum hyd, mix of 120 nl  bott 1540 2080
3 Mag, triziltoste of 1000 ths : Tin 1540 308D
4 Eisacodyl of 1000 tbs " 1540 2080
5 Mgsn4 of 30 MG, ' Sachat 30309 51600
6 Xzolin & pection mix. of 6C0zm bag 3650 7700
7  Lometil of 500 tha{ i iphencyylate
ilel and atropine supphate) tin 3080 160
8 Kacpsctate supp. of 60 ml bott 3350 7700
VITAMINS ,HEAMATINICSA A& HEAMATOETATIC AGENTS
1 Vit., A &D of 1000 cars bott 7700 15400
2 Vit.B=Cempound »f 1000 tts Tin F080 F160
3 Vit B-Conmpeund of 100 anmp Box 3080 6160
4 Multi-Vitamin C meneral of 1000 +bs Tin 7700 15400
) Fegrrous sulphate C folie asid of 1000

tab. 77008 15400




WHO/ERQ/ETH/B5.1

ANNEX TX
Page 2
Mo T T S M o T Q,T; ‘
unLm. ) SLUNTHS)  (6MONTHA)
& Ferroug lactate 125 mg § mi 6f 100 app box ' 2310 15400
T Vit, € 500 mg nf 1000 ths Tin 3080 4620
£ Vit, C 500 mg /5 ml of 1000 imp Box 7700 15400
3 Vit, K of 100 amp " 1540 3080
10 Adrenaline of 100 amp " 3080 6160
MRANQULIZLRS
Diazepam 10 mg ~f 100 aup box 1540 3080
2 Oiazepam fmg of 1000 tb Tin 770 1540
3 Chlerpromazine 25 ng ef 1000 tba " 1540 3080
4 " 50 mz &f 1000 anp. bex 3080 £1a0
LANTIETOTICS, SULPUIGONANITES &
uMTIRRCYCZLL AGEUTS.
1 smpieillin 250 pmg ~f 1000 caps tin 1540 30an
2 Ampiciliin 125 mz/S ml syrup of 60 ml  brtt 1540 3080
3 Tetaeyeline 250 mg rf 1000 caps ‘ tin 2310 4620
4 Tetracycline syrup 125 mg 5 ml of 60 ml bett 2310 4620
5 Tetracycline eye nint of 100 %tute bax 3080 H160
6 Chleramphenical 230 mg of 1000 cap. Tin 1340 3080
1 Chleyamphaniesl éyrup 1258 mg/S zl ef 60
ml bott 15400 30800
3. Chlrramphenicel ear drops of 100 batt beox 3850 7700
“ Procaine penicilin 2,4 mg of 100 vial9 " 3080 6160
1n Benzathine penicilin 2,4 ng «F 100Vial9 bex 1540 3080
11 Streptemycin Tza/Vial ef 106 vial . 2310 4620
12 T.HLH, ~f 100 ne of 1000 tos Tin 2310 4620
1%,  Bactrim eof 1000 ébs " 3850 7700
14 Factrim syrup of 100 ml hett 15400 30800
15 Chlormguin 59 mg/S zl »f 100 azgp " 2850 TTO0
16 Chlrraguin 250 mg »f 1000 ths Tin 3080 A160
17 Uhlerrquin syzrup 1235 mg/Sml of 60m1 " 15400 Z0B00
16 Primzquin 15 mg of 1200 tha " 70 1540
19 Metrenidarmcl syrup 125 mg/~f 1200 onpa 7700 15400
20 Metrenidezsl syrup 129 me"sal ~f 60ml bott 3080 6160
21 Cleguinnl 297 mg of 1000 ths tin 770 1540
22 Sulphaguanidine »f 1000 ths " 330 £160
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Page 3

gTY
ITEM o ‘ ‘ "UNIT (3MCHTHS) (&MONTEZ)

AMTEELMENTICS
1. Fiperazine adinate f 1000 tha ! 3850 7700
? Piperazine citrate syrup of 640 nl ‘ 7700 15400
3 Miclesanide 300 mg of 1000 tbs 1540 3087
4 Dichirrmphen 500 mg of 1000 tbs 1540 3030
2
&
7

Levzmiscle 40 mg of 1000 tba(ketrax) 3080 6160
Bephenium hydroxy naphtozte of 15mg sachat 77000 154000
Vermox tabs of 1000(mebendaznls) Tin 7700 15400

QBSTETRIC PREPRATIONS

Ergometrine C.2 mg of 1000 tbs
Ergemetrine ),2 of 100amp
Oxytrecin 3 U 1 ml of 100 =mp

ANTIALLERGIC PREP,RATIONS

FremethaZine Hol 25 mg of 1000 ths 1540
Promethasine HCL S mg 5 ml ef 100 amp 3080
rromethzine eint 20 mg fuub of 100 tub 2310

YR & MaSiL PREPARATIONS

Sulphacetanide eye drop 20% 19 ml batt T 154000 308000
Xylomethazelin 1% 10 m" oo 154000 208200

FIVIDES & EIECTROLYVES

Lextrnse(5%) in water »f 1000 nl : 77000 154000
Ringer'ts lactate Hf11000 ml ‘ 154000 308000
Nermal saline 0.9% 4r 1000 ml " 77000 154000
Oral rehydration sali{),R,5,) Sachets 385000 770000

SKIN EREPAR.PION, ANTISERPTIOS
DISINFSCTANTE & DRESSINNG MITERIALS

ICHTICn eint. of 1 kg

Whid field e~int of 1 kg
Salicylic acid cint @ (. of 1 kd
Methyl salicylate #int af 1 kg
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Ne. (3mCNDs) (6 MONTHS)
GTY

Suvlen hosp, cenc. ef 25 lit 770 1540
fadine tine of 1000 ml 2310 4620
Alcerel denatured of 1000 m1"707%) 7720 15400
Centian vinlet 1 1000 ml 7700 15400
Suturing silk ~f 50 yard 1540 2080
Michel clip of 100 pices 1540 3080
Ahgnrbant cetton of 1 kg 2310 4620
4ddhesive plaster 2 2z 10 ‘ Fosop 51600
Badage Tz 10 20800 61600
Gauze 9 m x90 zm 1540 3080
Benzyl benzaate lot . pf 640 =l 7700 15400
Bagic clinical(health)egnip. ' 214 o

ONE SET OF CLINIC.L EQUIFMENT CONTAINS
Syring plasgtic nf 2 nl
" o5 ol
" 10 ml
" " 20 ml
Hypedrmie neddle ns 1, 2, 12, 14, 22, 0f 12 fren

-

Thermemeter auxillary

" Rectal
Stethrserpe
Sphygunehancmeter ('Anerﬂid)
with calf '

—_

2
3
a
5
)
T
3
9
0
1

-a

Foley cather n~ 10,12,14,16 from

4
Le

Tounge deprasgser(Woeden of 100C)

-k
b

fpplicator stick of 1000 pices
surgical glove no 6,6%, 7 7% ~f 25 pairr frem each nn
) EsPceps of 6 irem*
" wog ow
" woaq o
Sciasnrra Big
" Bandage
Dish for washing ins.
INSTHUMENT sterinzer
2 instrument tray O Coger
Examinatirn table

Infant & Sdult ascales. etc.
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LIST A

WHO/ERO/1ETH/85 .

Annex X
Page 1

BASIC DRUG REQUIREMENTS FOR
10 000 PERSONS FOR 3 MONTHS

Total
Refer- .
ence i [.)”ll:g (] Pharmaceutical! form rcquircd
group in -RRentis .
Mo. Drugs lint¥] and strength for3 months
{rounded up})
Al Analgesics [2.1]

Al

AJ

A4

A5

A6

ALl acetylsalicylic acid

A1.2 paracetamol

Anthelmintics [6.1]
A.2.1 mebendazele I

A2.2 piperazine

Antibacterials [6.3]
A3 ampicillin O

A.3.2 benzylpenicillin

A.3.3 phenoxymethyvipenicillin

A34 procaine benzylpenicillin

A3 5 sulfamethoxazole +
trimethoprim 3

A36 tetracyeline J

Antimalarials [6.7]*
A.d.1 chloroquing [
A 4.2 chloroquine [

Antianaemia [[0.1]

A5 | ferrous salt + folic acid

(for use during pregnancy only)
A3.2 ferrous salt

Dermatologicals [13]

A6.1 benzote acid -+ salicylic

acid

tab. 300 mg
tab. 500 mg

tab. 100 mg

syrup 500 mg/5 ml
{30-m! bottles)

pulv, susp. 125 mg/5 ml
pulv.inj, 0.6 g
(1 miilion TU)

tab. 250 mg

pulv. inj. 3.0 ¢
{3 million 1)

tab. 400 mg + 80 mg

tab. 230 mg

tab, 150 mg
syrup 50 mg/5 ml

tab. 60 mg + 0.2 mg

tab. 60 mg

oint. 6% + 3%, 25-¢ tube

A.6.2 neomyein + bacitracin O oint, 3 mg + 500 1U/ .

23-¢ tube

17 000 1ab.
4 500 tab.

2 100 tab.

5 litres

420 bottles
of 60 mil

500 vials
9 300 tab.

375 vials

7 500 tah.

T 9000 tab.

& 000 tab.

3 litres

15000 tub.

30000 wb.
100 1ubes

50 tubes
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Page 2

Drug
{group in Edsential
Dirugs list"]

Tou
required
for3 maonths
(reundeyd up)

Fharmaceutical form
and strength

A.0.3 calamine lotion O

A.G.4 bensyl benvoate

AL6.5 gentian violet
[not 1in Bssentid Drugs hat]

Disinfectants [15)
A7l chlorhexidine [

. Antacids [17.7)
A.%.1 aluminium hydroxide

Cathartics [17.5]
A9.1 senna [

Diarrhoea (replacement
solution) [[7.6)

A 101 oral rehydration salts

Ophthalmelogicals [21.1)
A TL T tetracyeline O

Solutions [26.2]
A.12.1 water for injection

A 12.2 water for injection
Vitamins [27]
A13.] retinel (vitamin A)

A 132 retino! (vitamin A)

lotion 5 litees

lotion 25% 33 Nitres

200 g
(8 bottles)

crystals

solution 20% 5 litres

5000 tab.

tab. 500 mg

tab. 7.5 mg

& 000
sachets

sachet 27.5 g/litce

eye oint, 1%, 5-z tube 750 tubes

Imi 300 amp.

500 amp.

amp.

amp. 10 ml

00 cap.
400 cap.

cap. 60 mg (200000 1U)
cap. 7.5 myg (25 000 110)

"The figures in square brackets refer o the

vitegones and subeatvpories in the Model List of

Casentiod Drues contined m the report of the
W Eapert Commitice on the Use of Essennl
Drugs WY Technical Report Series. No, 0853,
1498 1).

LI Square symbol incdeates that aflermitng
drigs could be used,

Ableeviations used;

amp.
cup,

aint,

puls. inj.
puly. susp,
tub.

wmporuie(s)
cupsaeds)

vintren|

frawder Tor injection
powder for suspension
tithici(s)
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WHO EMERGENCY HEALTH KIT

LISTB

DRUGS FOR USE BY DOCTORS
AND SENIOR HEALTH WORKERS

(in addition to List A)

Refer- Drug . .
cnce [group in Essential ph‘“:mdc?u'mﬂl form Total amount
No. Drugs ligt¥] and strength
B.1 Local anaesthetics [1.2|
B.1.1 lidocaine(J inj. 1% vial of 50 ml 10 vials
B.2 Analgesics [2.2]
(B.2.1 pethidine]* in). 50 mg in I-m! amp, 10 amp.]
B.2 Antiallergies [3]
B.31 chlorphenamine[]  tab. 4 mg 100 tab.
B4  Anticpileptics [5]
BA.1 dlazepam inj. 5 mg/mb, 2-ml amp. 10 amp.
B.5 Antiinfectives [6]
B.5.1 metronidazole[] tab. 250 mg 1 500 tab. (2tds 5/7
- for 50 patients)
B.5.2 benzylpenicillin pulv, inj. 3.0 g 100 vials
B.5.3 chloramphenicol]  cap. 250 mg 2000 cap. (2 qds
5/7 for
‘ o 50 patients)
) B.5.4 cloxacillin{] cap. 500 mg 3000cap. (1 qds 7/7
' for 35 adults)
{1 bd 7/7 for
30 children)
B.6 Antimalarials [6.7]
B.6.1 quinine inj. 300 mg/ml 20 amp, of 2 mi
{average of
4 ml per paticnt)
B.6.2 suifadoxine + tab. 300 mg + 25 mg 130 tab. (2-3 stat.
- pyrimgthnminb for 50 patients)
B.7 Plasma substitute [11.1]

B.7.1 dextran 70

inj. sel. 6% /500 mi with
10 giving sets

5 litres
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ANNEX X
Page 4

List B

Drug
[zrovp in Lssential
Drrups st

Pharmaccutical form
and strength

Total amount

Cardiovascular {12}
B.8.1 glyceryl trimtrate
B.8.2 propranociolJ
B.8.3 digoxin

B.8.4 digoxin

B.&.35 epinephrine
Dermatologicals [13]
B.9.1 nystatin

B.9.2 hydrocortisone

Diuretics [16)
B.10.1 furosemide]
B.10.2 furosemide]

Gastrointestinals [[7]
E.11.1 promcthazine[T]

B.11.2 promethazine

[B.11.3 codeine[]*

Hormones 18]

B.12.1 hydrovortisone

Opthalmologicals [21.1]

B.13.1 sulfacetamide

Oxytocics [22)
B.14.1 ergometrine

B.14,2 ergometrine(7]

Psychotherapeutics [24]
B.13.1 diazepamD)

Respiratory [253]
B.16.1 aminophylline[J

B.16.2 salbutzmol 3

B.16.3 beclometasone

tab, 0.5 mg
tab. 40 mg
tab. 0.25 mg

inj, .25 ma/m! in
2-ml amp.

inj. 1 mg/mlin 1-ml amp.

cream 100 000 U/ /g,
30-g tube

cream 1%, 30-g tube

tab, 40 mg

inj. 10 mg/ml in 2-ml amp.

tab. 25 mg

syrup 5 mg/3ml, bottle of
250 ml

tab, 30 mg

pulv. inj. 100 mg

eyc eint, 10%, 3-g tube

tab. 0.2 mg

[00 tab.
100 tab.
100 tab,

10 amp.
10 amp.

100 tab,
10 amp.

100 tab.

10 bottles

100 1ab.)

10 vials

" 250 tubes

100 tab,

inj. 0.2 mg/mi in l-ml amp, 10 amp.

tab. § mp

inj. 25 mg/ml in 1)-ml
amp.

oral inhalition, 0.1 ing per

dose

eral inhalation, 0.05 mg
per dose

100 tab,

10 amp,

5 aerosols

5 aerosols
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Page 3

List B

Refer- . _ ]
enc Drug Pharmaceutical form
ERec [group in Esseniul ) i
No. Drugs list’] and strength

Total amount

B.17  Solutions [26.7]

B.17.1 compound solution inj. sol., 506 mi

of sodium lactate[] 10 litres
B.17.2 glucose inj. sol. 50% hypertonic,
10-ml amp. {0 amp.
B.17.3 sodium chloride inj. sol. 0.9% isotonic,
500 ml with 10 ziving
‘ sels 5 litres
B.17.4 water for injection  10-ml amp. 100 arap.
“The figures tnosquare brackets reler to the
vittegorigs and subcaegories in the Model List of Abbecsiations yued:
Essenuual Drugs containgd in the report of (he
WO Sxpert Commitice on the Use of Essential amp. = umpoule(s)
Prags (WHO Techmicad Report Serics, o, 685, cup, = capstlots)
19%3). inj, w injection
o - . iy, sol, = injectable sofution
CJSguare symbol indicotss that alernative aing, = ointnwent
drugs gould be used, : puly, ing. ~ puvder for injection
tub, ~ tablet(s)
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WHO EMERGENCY HEALTH KIT

LIST C

every 3 months)

BASIC MEDICAL EQUIPMENT FOR A CLINIC

(ltems marked with an asterisk (*) may need replacing

Refer-
ence

Description Quantity
No.

Sterile disposable syringes. Luer 2 ml 4 000
Sterile disposable syringes, Luer 10 ml 1 000+
Sterile disposable needles 0.8 x 40 mm/G2l x [ A"

(0.8 » 38 mm) 2 500
Sterile disposable needles 0.5 x 16 mm/G25 x 587

(.3 = 15 mm) . ' 2500*
Interchangcable glass syringes, Luer 2 ml 5
Interchangeable glass syringes, Luer 10 mi 5,
Interchangeable needles, 144 assorted, Luer 2 packets
Sterile swabs 5000
Emergency suture sets with needles, packet of 12 15 packets*
Needle-holder i
Scalpei handle, No. 3 size 2
Artery forceps 2
Dissecting forceps P
Blades, disposable, size 10 t0o*
Scissors. straight )
Scissors, sulure I
Thermometers, clinical 10
Stethoscopes, standard and fetal 2 of cach
Sphygmomanometer, anacroid 1
Diagnostic set (auroscope, ophthalmoscope) |
Batterics, alkaline, dry-cell, “D™ type. 1.3 V. for item

C.20 : 4
Vaginal speculum, Graves 2
Metul syringe for car-washing, 90 ml ]
Tongue depressor, metal |
Nusogastric tubes. stze Ch, 5 (premature), pelyethytene a*
Nasogastric tubes, size Ch. 8 (infunt), polycthyleng 10
Nasogastric tubes, size 12, polyethylene 5
Secalp vein needles 50
Gloves, reusable, small 100
Gloves, reusable, medium 100
Gloves, reusable, large 100
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List C
Refer-
ence Deseription Quantity
Ma.
L ) Dressing trays with lid, stainless steel 4
C.33 Basins. kidney, 350 ml, stainless steel 2
C14 Bowls, round with lid. 240 ml. stainless steel 4
C.35 Bowls, round, 600 ml, stainless steel 4
C.l6 Gauze swabs, 5 x 3 cm, packets of 100 10 packets
C.37 Gauze swabs, [0 x 10 cm, packets of 100 10 packets*
C.38 Sterile pauze swabs, 10 x [0 ctn, packets of 5 30 packets*
C.39 Eye pads (sterile) 6 packets*
C.40 Paraffin gauze dressings, 10 x 10 cm, tins of 36 3 tins*
C.4l Sannary towels 200*
C.42 White cotton wool, rolls of 500 g 2 rolls*
C.43 Zinc oxide plaster, 25 mm = 0.9 m roll 120 rolis*
C.44 Gauze bandages, 25 mm % 9 m 30+
C.45 Gauze bandases, 50 mm = 9m S0*
C.46 Gauze bandages, 75 mm = 9 m 50*
C47 Plaster of Paris bandages 37 »x 3 yds (7.5 cm %
2.7 m), packet of | dozen 1 packet
C.48 °  Pneumatic splint set, multipurpose I*
C.49. Safety pins, 40 mm 500*
C.50 Hand towels 2*
.5l Soap, cleansing 60 bars*
C.52 Mail brushes, surgeon’s 3%
C.33 Health cards with plastic envelopes 10 000
C.54 Plastic envelopes for drugs 10 000*
C.55 Plastic shecting 910 mm wide Im
C.56 Aprons, plastic 2
C.57 Tape measures, 2 m (6 f1) 2
C.58 Weighing scule, adult, 140 kg »« 100 g 1
C.59 Weighing scale, infant, 25 kg = 20 g 1
C.60 Height measuring board 1
C.61 Sterilizer, dressing, pressure type,
350 mum diameter = 380 mm 1
C.62 Stove for C.61, kerosene. single-burner, pressure i
C.63 Basic laboratory kit and spares |
C.64 Filter, water-candle, aluminium. 9 litres 1
C.65 Rapid reagent tablets (Clinitest or similar) 5 bottles*
C.66 Rapid reagent strips (Multistix or simitlar) 5 bottles*
C.67 Airway {children’s set) 1
C.68 Book: WHO Emergency Health Kir |
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ANNEY XI
SUPPLEMENTARY FOOD REQUIEMENT = DEC. 1984 - DEC 1985
No. Administrative : Supplementary
Region AWRAJA Population FtdﬁTﬁequired
1 Wolle : Ambagsel 363,730 52450
Z " [ Ye;ju 280’930 4,193-9
3 " Rayena Kobo 230,370 3+439.8
4 " Wag 230,780 4,340.2
5 n wadla~Dalanta 195,000 2,955.8
& " Pegge=Zuria 239,090 3,569.3
7 L Lagta 203,530 3,038.4
8 " Kalu 395,800 5,908,8
] " Weres«Himenn 170,000 2,537.8
10 L Were-Ilu 11%,130 1,699,8
11 " Borena, 47,060 T02.5
12 " Awgaa 55,000 821
TOTLL 38,827
4  Tigrai Adwa 291,700 4,972.2
2 g Axum 205, 840 3,508,7
3 g Agamnme 280,890 4,788
4 " Hulet Awlaelo 189,450 F4229.4
5 " : Inderta - 182,600 2,TT1.6
& " Rayana Azebo © 138,910 2,367.8
7 n Tembien 146,000 2,727.3
TOTAL 24,365
1  ERTREA Akeleguzai 162,000 2,661
2 " Cashane-Setit 74,780 1,228.3
3 " Seraie 33,980 558.1
4 " Akurdet 58,200 956.
5 " Hamzesien 255,960 44204.%
6 " Kaeren 110,200 1,810.1
7 " Sahel T4,800 1,228,6
8 " Kei=Bahir 57080 957.6
TOTAL 13,584
1 Gondar Gaint 225,000 3,843.5
" Libo 28,000 478.3
n Wogera 6,000 102,.6

TOTAL 5,919
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e 0 ADMTNTSTRATIVE A oa R K J A TEEULAMT O BUFFLEFEYTALY
REGLUN FCCD RECUIRED
( ¥T)
1 SIDANC Borena 75,000 1,013
2 " Aolaita 296, 000 3,997.8
3 " Lrero 131,500 1,776
4 " Jemjen 30,000 405,2
TOTAL 7,192
1 GALCRECI T A Gamro 13,000 175. 7
2 " Gardulla 53,330 Te0, 1
3 " Goffa 10,000 135.1 .
4 " Mfelebna ~ hemerbacoe 36,000 4C5.1
TOCAL 1, 426
1 HARARCE Gidiga 214,260 3,417.6
p " Jursam 3,140 gat
3 " Harar zuris 263,000 4,6G35.4
“4 " Lhercher idalna
Seramuletta 138,000 C,115.6
[ Carmulette " wal, 00 Sy 32640
) 1" Tredawa zeria 6r,roc £a87
TOTAL 13,787
9 P GoA Yijatna=-Timus « 326,220 §,172.6
2 " lenzna Cishe 155,56C 2y dusaT
3 " ‘erhavete B4, 140 G5
4 b rehbatina hadira 155,B60 €470
5 " fuikochne L. ire el 0D 1,270.7
& " Sulwle 5y 34L 23
16T 12,368
T AT EI Arba.gucn 49,464 754 .1
Chilalo 27,000 436,37
O AL 1 4h2D
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SUPPLEEENTARY
Noo. ADMINISTRATIVE AWRAJA  POPULATION  FOOD REQUIR:D
( NT )
1+ BALE Mendeyo 48, 800 735. 9
2e ry Wabe 22, 920 351. 6
3' L ] Dﬂllo 15' OOO 229' 9
4. . ' El=kere 35, 000 5364 6
ToTal 1,854
1 . GoBJAN MQTA 6G, 000 1, 024.6
. BIGHENA 16, 120 27504
TOTAL 1, 300

e

GEAND TOTAL 121,666

—_—mEmEmEEE
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Nutrition surveillance

Principles

1. Surveillanea iz che foumdation of the nutrition aspects of any
relief programme. A functioning gurvelllance éyntam allowe
focuging ¢f resources on the meat important problem and allows
early decection of amw problems; .

Z. Organigation of surueillnn;e sh;uld be simple yer allow such
focusing or early detection to occur efficiently;

3. Results of data anmalysis &t the central level should he
transmitfed to all whe need £o know (medical goordinaters,
supplemantary faeding steff, administration) in a Eimely
fashiong

4. Age groups should correspond to those which most eapily differentiste
tisk greups (£} mapth, 1-11 months, 1-4 years, 5-14 yesrs, 15.44 years

female, 15-44 years mnle.a-ﬁs years}.

Data €allectian -
The follawing zhould be eollectad or caleulated on o monthly basiz from
sach popuiation group: :
1. Populatiom: total & specific sge iaformagion if available;
2. Deaths 40d dedth Tatas from:
a) &)1 cavsge {erude mortality rate)
b) protein cnergy malnutrizion {includes all children &£ 80Z of
standatd wi/hg regardiess of primary diagnosis)

) meazies
d) beri-beri
e} diarrbhez and gastro—intestinal illness
3. Heepital refarrzls/admissions and rates from!
a4) protein energy malnutrition .
b) measles;
&) werpcphthalmin;

d) beriwb=ri,

&, Births nutber: meap birthweight and percent £21.5 kg.

Invescigations
Reports of the following conditioms ghould trigger a slightly more
detailed investigation: measles death, PEM death, xerophthalmia case,
beri-beri case.
iafermasion mought should be relevant to programme Lmprovefient and
ahould ingcludeg at least:
1} age;
. 2y  gupplementary feeding programme attendance lncluding reason for
non—attendance if that is the caze;
1 breast foediag or bottle feeding status If not weaned;
4) time in camp; h '

5)  all illuesses.

Surveys

Rardom surveys of children from §-60 months should be copducced every
& months [0 RsceTEain:

1. prevalgnce of low weight—for~height {using 12 moath age intervals,
i.4., 12-23 poncths, 24-35 months, etc.}; in the camp ond in
individual sectionsi

2. supplementary Eeeding programma atreadaace {(2) of all eligible
groups (including pregoant and lactating women);

3.  breast feading prevalence rates af variows ipfant ages;

4. other essily eollected relevant 4ats — e.g. vaccimation levels.

Renults of such surveyn should carefully document method of sample

‘anlection and methed of measurement.
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Supplementary Feeding Programme Data

Camp: Group s Date:

Fopulation total:

No ., ‘ Daily Ne. Estimated
Durrent Repl=tration Ragistared Attending Covorage ¥

Prepgnant women

Lactating Women

Children € 3 yrs. . <iyr

1—2yr|?—3yr

Ma Lneourizshed

Dther ( )

TOTAL

Iwaluation

% gaining weight:

Maan waight gain:
Qutreach: Tor a) "No show":

Miscellanwous: 1) Vitamin A: 111l every
2) Feeding bottles
1) Commarcial formula

4) Measles vaceine:

4 of eligible populatien heing served.

SAMPLE TORM
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MATNUTRITLION EPISODE INVESTIGATION FORM

I, Name : Conduction
- Pem death
Age Camp Quarter - megagsles death
= Xerophthalmia
- Bari-beri
— other
II, Supplementary Feeding Status
Yes No
Eligible
Registered .

Attends (32/wk)

i1z, Reason for Non-Attendance: unawareg of programme
‘ too far

unaware of need

lost card.
Iv. Infant feéding status ( 24 mos.)
‘ 'Exclusively Some No
breast fed
bottle fed

Usual content of feeding bottle if used?

V. Notes

SAMPLE FORM
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ANNEX XV

SURVEY DATA SHEET - CHILDREN

Camp: : Group: Date:

Population Total: {Count/Estimate?] Date of Last Census: / e
<1 yr. : 1-4 yrs. i 5-14 yrs. i 15-44 yrs,.; o* 454 yrs.

Births in Last 50 {or } Days: N =

CLINICAL SIGNS VACCINES

ﬁgé&cﬁ?cﬁ& @@?&@@é’é&

Fim. | Sep {y—m} J;? Ramarks

Hzse | NoJ{ Sewy Age

E‘:.m?ﬁa*ri"_’ FAJ

&

-01

-Q2

~03

-05

—0&

-07

-08

=15

-6 | //
NTY E T Ve

-18

_1g _ : ‘ ) SAMPLE FORM

—201 . ‘ J/




WHO/ERQ/ETH/85 .1
Annex XVrI

GUIDANCE TO AUXILTARY AND BASICALLY TRAINED
HEALTH PERSONNEL

Standardized treatment schedules (List A)

Age Form and  Course and Total
Drug \ \
group strength quantity requirement?
acetylsali-  children tab. 300 mg Yesltds 2/7 = 6Gtab. = 2100 tab,
cylic acid
acetylsali-  adult fab. 300 mg 2 tds 2/7 = 12 tab. = 14400 tab.
eylic acid
aluminittm  adutt tab. 500 mg 1 gqds &/7 = 20tab. = 5000 tab.
hydroxide
ampicillin] children  puiv. susp. 125 mgqds = 100ml = 420
125 mg/sml 5/7 bottles
(60 m)
benzoic children oint. 25 g (external use) = 100 tubes
acid +
salicyhie
acid
benzyl both lotion 25% 100 mt = 100ml = 35 litres
benzoate
benzyl- children  pulv. inj. 1 od 5/7 = Svials= 500 vials
penicillin 0.6 4
{1 million L)
calamine hath 1-litre bottles  {external use) = 5 litres
Intion)
chlor- both solution 20%  (external use) = 5 litreg
hexidine[J
chloro- children syrup 10 mg/kg = average = 3 litres
quine 50 mg/5 ml 15 mi
chloro- children tab. 150 mg  varies = 6tab. = 2750 tab.
quine] (fultdose)
chloro- adult lat. 150 mqg varies = 1tab. = 5000 tab
guina”] (full dose)
ferrous salt  both tab. 60y 1 0d 30days = 30 tab. = 30000 tab.
ferrous saft  preg- tab. €0 mg 1bd 30days = &0 tab, = 15000 1ab.
+ folic acid nant
warmnen
gentian both 25-g botlles (external use) = 8hottles
violet
meben- both tab. 100 myg 2 siat. = 21{zb. = 2100 tab,

dazote[)
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Druy

Atges

LTI

nNEOMYyein

bandracing |
Orxl
rahydration
Sults

paracetamol

e bimol

piperazing

pheanoxy-
mathyl
peniciltin

procaing
baargyl-
permetllin

retinol

retinal

sennall

sulfa

mothoxarclo

-+ trimetho-

primp

tedrai-
cyelineT

tetra

Acdinit

fieth

childron

actult

ohildren

children

infants
bienh
actult

adult

adult

both

Formn
sArengih

aint. 25 g

sachat
P75q

taly, 500 mg

tab. 300 my

Syrup 500
mglsomi

tab. 250 myg

pulv.nj. 3 g
(3 mithon IL)
cap. 1.5 my
cap. B0 mg
tab./.5 mg

taby 400 mg
+ 80 mg

tab. 250 mg

aye oint. 1%

Course and
Quinntity

Total
requiremaont”

bd 7/7

VAri6s =3

125-250 mg
tds 277

2 tds 247

20 ml siat.

125 mg qds
7

1 stat.

4 stat.
1 stat
2 stat,

2 bd 5/7

1 qds 7/7

= 28 tab.

1 tube 20 tubes

6 000
sachets

sachets =

= 1200 tab,

3000 tab,

5 litres

9100 tab,

375 vials

400 cap.
500 cap.
400 tab,
7 500 tab.

8400 tab,

qds 7/7

1 tube

730 tubes

cycling !

2-g tube

Rased on numpars of persons to be treatod
asggvenin the WHO Fomergency Kin. Abbreviations used:
Lisquare symbol chicites that alternative

b = lake twice A day
drugas cootd be used -

cap. - capsule(s)

od - takn daily

wint, intrnant

pulv i © powder tar injection

pulv. susp. © powder for suspension

qds take 4 hunes & day

nla - AT QNce

tab, + lablet(s)

teds take 3 limes o day

=X number of days per
week

®7




