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INTRODUCTION
 

The decade of tile 1980s witnessed an extraordinary success illthe extension of basic public 
health services t0 the child population of Most de\'Cloping nations of sub-Saharan Africa. The 
CCCD Project has partici pated subLstaniallly in this SLICCess. IllI11Ost countries. the lead 
procrani in this success has been the Expanded Program on hinmun ization. by virtue of its greater 
progran maturity. its greater donor sliportl, a"Id its more readi ly applied technology. Pro­
crams fr the control 01 diarrheal diseases, directed primlarily towrilds the wide.pread 

implementation of oral rehydration therapy, have been intermediate in their effectiveness, I-ut 
have nlot vet achieved utilization rates comparable to vaccination coverage rates. Programs for 
the control of malaria. which focused upon inIlproved case ianient met with fewer 
succ.'sses in the decitde. The reasons for the variation in success achieved by 1990 in two CCCD 
target areas are depicted in the following table. which Wits adapted from a case study coi­
paring the use of data1b thie neasles and malaria control proglams in Zaire: 

Case Study On Use of Measles and Malaria Data in Zaire, 1991 

Measles Malaria 
Availability of Data 

Surveillance Good; solid case definition Fair; non-specific case definition 
Program Indicators Well defined Imprecise 
Biologic Good Good with important gaps 

Personnel 
Appreciate data Yes Yes 
Consultant Support Highly focused and Less focused 

linked to program 

Priority of Problem 
Donor-Technical 
Donor-Financial 

High 
High 

Variable 
Low 

MOH High Unclear 
Local High High 
Recognized Leadership: 

National Clear Coordination lacking 
International Clear Uncertain 

Intervention 
Effectiveness Proven Questionable 
Access Controlled Uncontrolled 
Compliance Moderate Not known 
Consensus on Strategy Yes No 

Historical 
Current Status Peak: best ever Low; better in past 
Continuity Stable since 1977 Erratic since the 1960's 
Training Activity Extensive Very limited 



INTRODUCTION
 

Les annes 80 ont 6t6 le tinmoin tie I'expansion extraordiiiaire des services de sant6 publiique 
de base pour les enl'ants africains de lit plxIrt des pIys en voie Lie developpenent situt.s au 
Sud d Sahara. Le Pro jet CCCD a ,out3 un r6le tres inlportant thins cetie rt6ussite. Dans hi 
majorite des pays. le Prouranime Elargi Lie VaCCi nation a C01nI ICplus grand succ s par rap­
port aux atrLIeS programmes. Le PEV h1ni1ficie ti' iiu . grande n ' tinl plus
grand soutien financier tie li partides bailleurs Cie Inds et ti'tine technologie f1lus lacileient 
applicable. Les programnmes Lie hltitte contrelies maladies diarrhiques. Visallt princi pale­
melit .1a nraiisei utilisation tie li therapie ie iILI tiratat ion par voie orale, se soult ifloitt's 
foderdmenit ellicaces., mais 1'ut nalgre totit paS encore tteints des niiveaux d'tilisation 
Comparafesbl u ttliX it COtLveftulre \'accinale. Les programmiles Lie litte Conltre le piIli-MIX Lie 
tiislIe. tui cotcentraient principalement letirs efftorts stir tine ai1Iioraition tie li prise en chare 
ties ca.S, sotll CelX Lti ou1t rellcollttr I 1110111S tie SlCCes I COtiS Lie ces tijx delrni res 1alllleS. 
Les raisons polir Iesqueilles ties tifrences existent thrns ies niveaix tie i'ussites atteints en 199, 
pl' detix ties inalaties cihies tIu CCCD petiVeint tre ohservtes iuns Ie tableau sui \'anl. qtii 
a repris ies rtsu itts ti'tine tttlde tie cas conparanti I'lilisalion des tionnees par ies program­
mes tie little contre li rougeoiecI ie paltiiisine tI Zllre: 

Etude de cas sur I'utilisation des donnees se rapportant au 
paludisme et A la rougeole au Zaire, 1991 

Disponibilite des donn6es 
Rougeole Paludisme 

Surveillance Bonne; Bonne Passable; pas de 

Indicateurs de programme 
Donn6es biologiques 

definition des cas 
Bien d6finis 
Bonnes 

d6finition pr6cise 
Imprecis 
Bonnes avec des 
lacunes importantes 

Personnel 
Appr6cie les donnees Oui Oui 
Soutien d'un consultant Tres concentre et Moins concentre 

Urgence des problemes 
Aide technique 

lie au programme 

Elevee Variable 
Aide financiere Elev6e Faible 
MSP Elevee Pas claire 
Local Elevee Elev6e 
Direction reconnue 

Nationile Claire Manque de 

Internatinnale Claire 
coordnation 
Incertaine 

Intervention 
Efficacit6 Prouvee Douteuse 
Acces Contr61e Non contr61e 
Conformite Moderee Inconnue 
Accord sur strategies Oui Non 

Ant6c6dents 
Condition actuelle A son maximum; Assez mauvaise; a M6 

la meilleure meilleure 
Continuite Stable depuis 1977 Pas de continuite 

Activites de formation Etendues 
depuis les ann6es 60 
Tres limitees 
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Some clear lessons from this comparison indicate that program success will be achieved 
only to the degree that effective technologies are available anld atccepted., Idequate resources 
are made available. and resources aire wisely Ltilized in sluport of critical program efforts. 

CCCD PRIORITIES FOR 1992-1993 

Tle CCCD aIutIoriizdtion. scheduled for completion in September 1991 . has been extended 
until September 1993. In two countries. Guinea and Lesotho. CCCD assistance has been 
completed ilsix others CCCD support will conltiniue during the development of follow-onr 
projects. With COilthlie support. flrther gains in currelt progrmll areas 're Ieasiole as is the 
expalsionl into ne\ child survivall areais. 

" 	Iiiimun ization pr'grirns Will increase coverage. giving, special attention to ln issed oppo)rtu­
iiities' and fi" judiCious use of accelerated stNteCies: some countries will consider the 
addition t' amtiels such isyellow fever Ind lhepatitis 13. 

" 	 Diarrheal disease control ImgrirnS are extend inc access to oral rehydrattion therapy, develp­
ing less rigid approaches tt,hole flIid therapy aiid ivin greater ittenltioi to impro\ved 
rutritioru persistent and dysentery.1iarrhea. 

" Malaria conitrol prograis are re-e'Val uat in their strategies after the decade witnessed the 
spread of P. fiuIcip rnmI clhhIoroquiii ne resistance. incIuidhg increasing clinical resistaiice 
across Africa. Some aspects of the CCCD malaria coltrol stratecies reiaiii unchamiged and 
others have been added. The focus On case imanagement remains critical, blt the choice of 
first-line dru1gs in flcilities has changed in some couiitries. Ishave tle ildictiois for 
therapy (fever or severe anemia). 

" CCCD-supported malaria research studies have established the utility of iiliarii prophylaxis 
in pregnacy but indicate ihat chlOrOL'uiI ne is of limited or no benefit in settings of moder­
ate chlhroq ine resistance. Alteriate strategies are beinc tested. 

* 	 Attention to sihnpl ified methods of vector control. : p icular to tile use of insecticide­
impregnated bednets and ciirtains. has increased. Recent data from Tle Gambia. for 
example. suggest that the use of impregniated bednets is associated with substantial decreases 
iii clild mortality. (Lancet 1991. 1:1499-1502) 

EMERGING ISSUES 

Much of"tile success of the CCCID Project components was accoimapanied by the specializa­
tion of health programs in participating countries at the central and regional levels. It is 
nonetheless recognized that. at tile service delivery level, activity is virtually always inte­
grated because all program efforts uiltimltelv depend upon the single health care worker at tle 
periphery. FIrtliernore. Ministries of l-:dIlth have increasingly recognized that available 
resources do not permit tileestablishment of separate uiits for training or health edLIcatioin 
devoted solely to inldividual ii[terventiOnS. such as \'ciuiatiOii O diarrheal disease conltr. 

This has given rise to an increasing appreciat ion of the need to achieve some decree ()f intera­
tion of public health service SUlplort at the cenitral and regional levels. in additii to the d' 
.filCt integrat l lwhich has always existed at the periphery. Several ('CD co:citries have 
already recoC2lized this need, and have w\orked to establish iitecrated Niinistrv- level uinits 
concerned with comit iii educaItmu aiid health educat mion: need V.staihlisli inte­g the to such 
grated un its will increase in the coming decade. 
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Certaines conclusions "Ii tirer Lie cette coinparaisoi S0111 Itle le progranmile ne sera Ire LIS que
si des technologies efficaces sont disponibles et acceptees, LUe Lies ressonices stl'Tisaltes sont 
raises I li disposition des programirmes et qu'elles sont largeient LItilisees pour en sotitenir les 
eiTorts clitiques. 

PRIORITES DU CCCD POUR 1992-1993 

La coinciLision diI Proijet CCCD. prevtie pour septembre 1991, i a6tc repoussee JIsql'en sep­
tembre 1993. Dans deux pays. lat Guinee et le Lesotho. le Pro jet CCCD a 6t5 men6 -,I hien: 
dans six ailtres pays. le CCCD contiCNra ses acti vit6s pendant le dveloppement Lie pro.jets
C0nsIcuItif's. Grice I tnie poursl ite des eftorts financiers et techniLiies, Lies progtes peivent 
encore t'e ICCOIlpi is LlliS Lies domairnes existants dLi programme et Li'anties toltiChant ti 1it sii'­
vie Lie I'erntant eni Afrique peivent htre de\veloppes. 
* 	Les rogrammes de \'accination ILonlienteront Ieiir coi\'erlutre, portant tine attention parti­

cltire silr ICs 'occasions de vaccination maiiqjues" et I'Lltil isat i *jid icietise Lies 
stratiJgies acc 51r$es: certains pyis dcideront peilt-,tre i'a.jottler a leLir prograinie Lie vacci­
nation Lies antignes tels LILIC hfti\'re jaune et I'hepatite 13. 

* 	Les programiiies Lie liIte contre les maladies d iarr tiues sont en trai d'LXtendre I'acc~s ,'I hi 
thrapie Lie rvhydratation par vole orale, d'adopter ies attitiLies lois rigides \'is-'I-\,is dii 
traitement "ILi0ifliciIc Lie 11 dshydratation ,I i'aide Lie iiLiL1ides. et Lie porter tne pilus grande
aIttenitioni IaiNjoration Lie li iiltritin. iLItraitenient Lie li diarrlie persistanle el Lie li 
dysenterie. 

* Les progiramiies Lie lute coitre le paluiidisme sont en trainl Lie rt6valier letLrs stratgies pour

repondre i prohlin1e Lie la propagatriou Lie li rsistance .-l h cihioruOLiLiitne Lill P. .l/I( cj/1N',,,
 
il c0otrs LecsL ix derilires ann&s. N compris I ailin entition Lie li resistance cliiie daiis
 

toute i'Afriite. Certains aspects Lies stratiies Lie li ilite contre le paldILisme (ILICCCD 
restent irnchaiic,.s et Li'atires (ot Ot ajoutits. L'attention porte +ila prise en charge Lies cas 
reste ctritiLtie. mais le choix Les antilhdiques Lie premi re iIghne Lials les lormatios saii­
taires I chlai2 Lhins ceitllus pays. toutI comme Ies directives concernant les Iraiiteltlents 
(livre oti annie grave). 

* 	 Les dil1des Lie recherche Lii CCCD stir le piILiLlisre o11t Ltermline lI n:Cessit d'Liul traite­
meint prophylact i1 ie alit ipal Lieen pour Ies felniies encei tes 11,is tnt i LdiiLu+ Lie li 
cihhrtOLiLie av'ail peti Li'effet, sinolLIacLIn, dians les zones Lie resistance 1odier&e. Des strat­
(Ties Lie rempacemeiit sotIt actucllement mises LI'essai. 

" L'attention porte aIIx lioLltodes Lie coiltrole vectoriel siniplifies. et particiiirenient I'titili­
sat iou Lie moiistiLiluai res ct Lie rideaLix iniprg] lies Li'insecticide. Iaauiginente . Des Lionilees 
rcentes venaiit Lie lh Gambie. par exenipe. siiggrent I'titilistlioi tie inouStiiLiiresque 
imprgnes d'insecticide serait associe ' Lie haisse iniportalte Lie Ia iortaliti iniian­
tile. (Lancet 1991. I:1499-1502) 

FAITS NOUVEAUX 

Une grande partie Lii suItc,, .2.'ic tre par les 1emeiits Litiu ro jet CCCD s'est acCoMIpagn tie 
li concentration piogaimlmes Lie Siilt Lies pays pairlicipaints. Lue ce soit ai niveai central Otil 
recgional. k'ais par conitre. les activitlSs lices -i hi prestatioli Lies services sont pratiliuieinenl 
toi jotirs ilite1gres. paircCC (Lie les efIlrts Lil Irgrill1eLiC penidelt Lie I'aigent Lie satlnll i niveiu 
periphriLJie. Par ailleursl sIninisttres tie sont Ili saiit Lie plus en pls noinhreix "i 

reco)niiitlre LIe les ressOLuIrces diSpI unilles iie pernietteni pas d't tah"ir Lie mlnilts separles ptiurli 
iornatioiin Oil I'Lucatlioii pour 1,i slnl5. quii ne se consacreraientlIliii Lies interventiois 
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Declining economie.s are a drivi ng force hehind the need for integration of health programs 
and services. In this respect. thev act synergisticallv witi two lare areas of concern related to 
child survival not addresSed in a substantial way by CCCD during tile 1980s (other comnmu­
nicable diiseases and IpOfpulation). 

Other Communicable Diseases 
" 	 In most st b-Sallaranl nations, acute re,Tiretwyrv iuiicio.vs (ARI) consistently represent the 

first or second most i cause fr . ice past decade, strateciesli 
have been devehIloCd to address the problem of ARI programmatically. They now await iniple-
Illelltltllon ill o101"eCOut llies. 

" 	The pandein ic of the ]111110/ iinmni iciecv virits (1HIV) infection and AIDS now threat­
ells mlatv of tie ealins achieved lv child survival programs. Estimates of tile aduIlt 
seroprevalence rate of HIV infection ill the capitals of several CCCD counlries raMgIe from 
1(-25(1 . and are higher ill some other African capitals. In Rwanda and ('tte d'Ivoire, 
nat ionwide serosurvevs indicate that a sikciificanlt percentage of the TOTAL adult lOp laht ion 
is infected. 

• 	 Ill the conti nuinc absence of an inex pensive effect i e therapy. millions of African Parenlts 
and children will perish, and 0anVchildren Although models firmore \%ill he orphaned. 

effective prograils exist, they are ill their early sta.es in most countries of Africa.
 

" 	The IIV pandemic has fcused attention t a prCviotsly' ignored indemic. of m)­ithat 
HIV sexual/l tre.vnitted di.wase. (S77)). File link betVeen STI) and child survival has 
become increasingly clear in tile 198)+s. Maternal gonococcal infection remains an imiportant 
CuILIse of child blindnesS (getcoccal ophlhallnia 1eOlItor111) an1d Of la+tlernal mIorbidity 
and death(IpelxiC. inflammaolrV disease, ectopic pre._naincv. iifertilitv), all of which impair 
child survival. Venereal syphilis is extraordinarily widespread in some sub-Saliaran 
countries: for example. rates of VDRL-positivitv have varied from 5-15,( among antenatal 
cliinic attendees inlll nie lba.n centers. This ih infection rate resLllts in hikhIli rates of late 
miscarriage. ,lillbirtli. and nContal delth. It is estimated that in some areas venereal 
syphilis may account for 2(),( of total perinatal deaths. 

" 	 Suthstantial xevidence ioxW slpports the hypothesis that genital ulcer diseases. such as chan­
croid (and fperhas, otller"STDs ) play an important role in facilitatinc transmission of I-iIV 
inlfection. All of these STDs are readi lV treated aiid easit\ prevented. 

SMoLCdeIs for coIt0rol lI)granis have existed for ov'er a decade. have not beeni iniple­1STD but 

llented in mtost of' Africa.
 

Population 
0 	Popuhltion growth is responsible for many of tile issues that will coni'ront Sub-Saharan Africa 

in the next Several decades. First. iii its own rigit. excessive fertility is a caulSe of iifiipai red 
child survixal. 'File available evidence is sumnmaized in the phrase that women who have 
children -too early, too soon. too m;any, and too late'" ilmpair tile surxival Of" those chil­
dren. The data from both World Fertility SLirve\' (WFS) and l)emographic and Health 
Survey (1)I-IS) indicate that child sirxival is pXarticularly de,.reased when mothers are ill their 
teens or when birth spacing is less than txx years. 
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individuelles elsles que III vac illntion ou I Iute conlltre les malldies diarrheiieLs, Ceci a illen 
I Lille appeciation d ephls eI piLIs graino duLi hesoin Lie pI-rvenir I une certai'tie inlt2itilitln dLI
 
soLutiell des services 
 u 1t62ion 
de flait 1. a;i tOLi.OUlrS exi,16 aILl iiIveaiu i)pri)11eriqlue. PhlsienIrs pays diu CCCD ont dj6iii
reconillLI cc hesoin et oni tent d *ahtlir des llliits inltLi-6toS aniIi ilivea ii Nl inisltre p)oLur Ia 'br­
1la-ition CllntieilLIO OI eldcatIiion p'oirIJ-I sa1n1. Le hesoiil d' inllt1er Lie telles 

ie 	 Ihi sa1i116 pub! iq ILiIlVeILI cetllr-il et .l. nilpls de 1ill1-ration 

nllliles Z.Iillelerai 
I COLIN des I10) prochaines annes. 

La baisse ties 6coni1liCs est Lille forlCe Jt)LiSSI.ilt le hesoi n Li'i n11rat-iion ies services et pro­
'milllllleN ie sanllc. En fail. ils awissent svnoye igueli, nelllt aVc deix cnd dh neihLos d'illt&lt Iis
 

aiIII Slr\'ie ie I'*nhl'nt qlii nIlllont pas t 1c boid6s par Ie CCCD 
 Lis les anI111es S() (il s'acit
 
L'aLuiires (mal-ladies transinissibles el Le IaIpopilatiion).
 

Autres maladies transmissibles 
0 	 Diis IaiiplLipaiIl des . silies iL suLiLdIi SahIa-i. hVs i 6/'ins n'. lni',cs /igid; (IRA)


Ollt Iou r r'erLI'esenteeos III inecau.Ls i
oOlI i dien( dLIte iitt infailllle. Au COLIIs 
tIes lix orderires 11111Ct.es, dossllZ.ltieS o1t1 6t 61 ,10boles poLIr la'iire 'ci-I anl probh~le P)OSL. Par 
les IRA ) hIi misc an poinlt de progrmiillmeCs de uitLe coiire ces mlahltidies. Ceux-ci doli­
velt nljlinlenallat 11o ii ell iapplicatioln dsills daVtelIl\' eLepawS. 

* 	 La Inliln ie dii 'i. 1 1 I 'I, M w cii'i,('i( f' I-//fiUi (0 HfI) et (iLISIIDA menace iainile­
11ai111 Ltlt iantir nombrtlix StLcc il- Is les Les
1c s obteIllS pa pmgrminllllleS tie sirvieC tie Fenlafnlt. 

LIX Lie seoiIreVallence dlteIIdLie I*ine'ction aI VIII dails es ciltillel, Lie Ithitiir'S pIis COl­
vertS IX- le CCCD V\aiilt Lie I0() i 51:' et sonlt Pills 6ev6s dains Celtaiies capIitIles Lie pavs 
alricais. Au R nildal le i vo'ire'r deseCntiLes na-Ci onales Cill'LHI, Ct el o 11n010olltlt 
Ii)LI cenltlae iimpta)Int tie /','/1,/Mh1' tie Ihi poulitioln ttait inl'ectc. 

0 	 Par1ice Liiil ni'existe toil tiS ie itieillent eCic1c OOtibOrdable Le ces mldies., des illil­
lions i'enfinls a-fiain'iisli let.rs arIllellts vll continLUer li lotii eI till iomr111enCl.ore )lus 
iilll)ol-ailll tiiils \'(Ilt Se Ietr'Olti\'er orlphelins. Et ien LlUe ties p'Ototpe die l1ai IIllni.s 
eflicaces existlenlt. is eil sonlt enCO aILill staic t'&S priMitil etiaLIIS Ii pluprtl;-i ties pis 
al ricai ns. 

* 	 La 1piltlel1ie VII Itcii a aire 1'ailtion sii Line atlre iltlcie inilre e ilter*ieLirelllelt: /V.S 
mhaladies xi',u'Ihfn',, ru.lmi.v.sibhl's en dchun's do I!-I ( I.ST). Le Ioen ciltre les NIST et 
II stirviC de 'Cnlf'illnt es ustleVli tie I)lu1 l pILls c1lir aI tOLII S tIes aill16' 80. L'ilfection i11ater­
helle ILI.11lnocOOgtIC irste Lille cause imlporta,11nte ie c6cilt inflanile (ophialnlic uil (O)nocoq)ue 
n60on1torli)) el tie mo0rbidiic6 ntilernelle elic tl1c1sStie 1illil11 (Lnt I is. grossesse 
eCtOpitjLie, sti'iliMTI, tui mlttent totites ell Liilger hi sLir\viC tie I*cllallll. Li syphilis vc6n6­
rielne es: cxl rnlenleilt repaiicL ticldIS certaills pI.'S tiLI Slid dLI Sahaa"-1: Par exeinlple. les aLIX 
tie sroposiils dLIX VDRI oscilelnlt tie 5 ,i 1514 parnli Ies patientes tie certills tisLpeilsai-

I'eS siltL1S thllnsi des zone1s 
 urbali illes. Ces taIUX d'in fection lvs enrainellt ies nIX flOvs tie 
I*-ILISSes cOlIChes taIlCS. d'ellhints i)rl-ns e tie t&c s niollata1l . 11a 6t6 cilICliCI U, tiins 
certailesi 1ion.i, II svphl ilis vtnricnne t1,it1 probableinent respollsable ie 2)( tites ti1cls
 
peri ilaaIls.
 

* 	 I1 a 6t6 tlCi'ilim ntILuie ICs nlailadicLsio ices aIX ill'CI.s 1c1611itix . telICs clLic Ic chllancre (et peLIt­
tr1e cutlIIrCS NMSTi Joiient tin 1i'6l important dalls hIi iriansMisSioll cii VII- I. Tonics ces MST 

peuvent ILIirtilt cire facileillnt traltes cl evitccs 
* 	 Des plleranii ies nodeLes tie ille coiltre ics NI ST ex dpiuitentis uie tiizaiie tI al'nes, nais 

Sonlt pas cit illis el applicalioll da1S III p1iliii des pays fricails. 
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* 	Second, the coining decade Will prepare developing nations fr the con.sequence of popula­
tion trends in the past two decades. Uriconltrol lCd fetliiity anid imlproed chil ,survival have 
combined to produce extrenielV large I)Opulatitons now enterinlgU \v'oi" adulthod. 1High rates 
of population growth threaten the economic viability iand fragile environments of Afri­
can countries. As the p-opr)lt ions age. they become suLject to the chronic MId non­
ilfectiotis diseses o fMiddle a1nd late life. frLw Ulonlahcinglurther demanitl"ds new services 
already strained and flragdile public health sectors. This shift in epidemiologic featurcs is 
referrCd to as the "epidemiologic transition its Will beCOle increas­it''nd ClseClCes 

ingly apparent in the coining y'ears.
 

* 	Third, hih levels of fertilitv will continIuc in Africa. an1d there is little indication thai these 
wvill chance \Vitlhout incrcasCd elfTOrts to make birth Spacing servicc available. These con­
tiinng h)igh, birth rates wvill result ineven larger numbers of children requiring,, child 
sur' i'al services. Thus. there persists a serious need to strengthen birth sraci ng and family 
planning programs in sub-Salran Africa and to create links to other strong, 0rog,,rams. such 
as EF'i. One suggestion has been to) link DPT- I with the provision of birth Spacing services. 

New Directions for the 1990s 
Success in child surv iVxal dunnhe 1980s reflects Imajor commitment of African govern­

ments and the inputs of nmany collaborating partners. CCCD SuL)pptort has uiilized a matrix of 4 
support st'ittegies and 3 technical interventions. 

1980s 

H.I.S. 

TRAINING/SUPERVISION 

HEALTH EDUCATION 

OPERATIONS RESEARCH 

EI 	 MALARIA 
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Population 
* 	 Premi&ement. lhicroissance tlI'ographiqie est responsable tie beaucoup de problkmes aux­

quels les pays situt1s a sud dI Sahara devront faire face au Cours des annides ;i venir. Tout 
d'abord. Line fecondit6 excessive est une des raisons pour lesquelles I'action de survie Le 
I'enfant 6choue. Le fait que les femlmes aient dies enfants "trop t6t. en crop grntid nombre et 
trop tard" est Lin graind obstacle I letir survie. Les donntes venant de I'Enqutte Mon­
diale sir Ia Fconditt (EM F) et de I Enqucte D,.nmographique e Sanittire (EDS) montrent Lie 
hi1survie tie I'enfant baisse partlicrtement qunMd les m,res sont ies adolescentes Ol 
qua.tnd les intervalles entre les Inissances solt ie lo11ns ie detix ilS. 

" 	Deuximeient. c'est tI cotirs des dix prochaines annes que les nations en voie de develop­
pemlent devront se prt parer aiLX Co1Seqtilences ies lendances prises par I popultIion auilCOti'S 
des 20 derni~res anndes. L'absence tie limitltion ies naissances et les tatix piusi1ev'\s de 
str'Vie tie I'enfitan lilt inportant donien5 till accroissement trts tine pOpiLat ion tinui approche 
maintenant Lie I'zige adulte. Les ctilx lev's ie croissance dtIenlog!raph iqtie inlenacenl Ia ita­
bilicl de I'conomie ct l'environnement fragi le des pays africains. AtI Itir et i mesure CIue lIt 
population vie illt, icIe devient p1lus stiette aux nalad ies chron ines et non infectieases qti 
sont observes en 2 n,radl chez les personnes d'eige ninir e les personnes fie6es. laisatll nai­
ire tie nouveaux hesoins en services qui devroni hire dispensSs par des secteurs tie Iasanlth 
ptiblit1ue tii ien fragiles. Ce chalngement ties caractri stitLes piddIniolog ituties est appeh3 
"transition tlpidtni iohogiqIe". et ses constiiences deviendronl tie )Ilts en phtis c'iden­
tes dans les amides -i \'enir. 

" Troisimenlent. les ltix cieves tie f0contdih vont se maincenir en Afriq tie, et il y a! pet tie pro­
babililt,,s potir title cela change it nioins title tie p1lis granids eff ts ne soient accoinplis potir 
pronotivoir les services d'espacemen ties naissances. Ec ces Itix tie nataliti tflev\'s feront 
tii'tll nomhre encore p)tis gratlid d'en tnts uraI hesoili ties services tie sti Lie'enfani. 
Par consq tlient. le hesoin ie renforcer les p'ogranmmles despacenell tLies missances e tie pla­
nificaltiol familiale thilns les pays sitlies I stid titi Sahara. et tie crer ties liens rapprochalit 
ces progr'am es 5II 'alitres dj I hien en place lels tie le PEV est ncessaire. Une solution 
propose a 616 tie lier le vaccin DTCotj- I i lia prestation des services d'espacement ties 
naissilces. 

Nouvelles Orientations Pour Les Annees 90 
Le sticces tie I actiou potir hIsurvie tLie I'enfiuit pendani les anndes 8( rellte I'engagement 

illiporant ties gotIvernemens africains et les elforts tie nonibretises iences et orliantliois col­
laboratrices. Le sotitien tILICCCD s'es servi tie qtl.tre grandes strathgies de base et de trois 
interventions techniuiies. 

1980s 

S.I.S. 

FORMATION/SUPERVISION 

EDUCATION POUR LA SANTE 

RECHERCHE OPERATIONELLE 

PEV LMD PALUDISME]
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During 1991 . CCCD/CDC has reviewed the successes and failures in tile I980s and has iden­
tified a cha1ing set of priorities for the 1990s. These are the paper entitled.discutssed ill 
-Child Survival Progranis in Alrica: Suggestions fr an Integrated Approach", by Waildman, 
Cutts. Steketee, and Davis (available from Dr. Davis, IHPO (F03). CDC Atlanta, GA 
30333). 

1990S 
F H.I.S. 

TRAINING/SUPERVISION 
HEALTH EDUCATION 
OPERATIONS RESEARCH 
LOGISTICS 
ESSENTIAL DRUGS 
MANAGEMENT
 

EPI jCDD JMALARIA "RIAliP LANTSTD/HIV 

POLICY PROGRAM PROGRAM 

PLANNING IMPLEMENTATIONLEVELOPMENT 

COMPREHENSIVE SERVICE DELIVERY 

Seven areas will require emphasis in the 1990s: 

1 HEALTH INFORMATION SYSTEMS: Decision makers need to know what data are 
required to make corret-ct dCcisions, an1d they Ileed to hlve IccCss 1 an11duSe ofl these 
data. Health information systems should be driven by program reluirelments, should rellect 
economincs oftscale iltheir design to climinate duplicative or overlapping systems. 
should be subject to the same rigorolS qualitV control which is alreadV an estlablisheCd pril­
ciple of laboratorv svstelis. shtould be illimotivating force tie integration of health 
services, and shotuld .giVeattleLuatC attelntion to the i)roe)er anid sal'e storace of al 
essential national commodity. health illitormatiol. Most imlportant. hoxver, health 
inlfOrilation systems provide dtllalthat are USED to guide policy, lanning. alld rprOgI.11S 
over time. Data are onlv tilselLl if thtey are used. 

2. TRAINING OF HEALTIH CARE \VORKERS: The correct application ol all the avail­
able technolo2ieC., as well as a substantial portion of tileteaching of health behaviors. 
deIends upon competent, well-inilorled health care workers: thus. traini ingd luist address 
both preservice alld inservice needs. n111dSUPERVISION CONTINUING EDUCA-
TION are critical components of an elffective training strategy. 

3. 	HEALTH EDUCATION and FAMILY BEHAVIOR: Family belaViors determine who 
will avail themselves of,preventive services. xvhat home treatmelnts, are pl'roviided. Who 
utilizes cllrativC services aId at what poiints in a child's illness these services are 
Utilized, and who are ex posed to the risks ofIHIV. STD. or tnplanneld eregnlncyv. The 
ma or challenge of tile I1990s will be to iiilluiCice Iaiilv bhCatvior strongly i ,upplort of 
prevention (both to Ltili/z. ax'ailable services aiid to atdOp+t behaviors making iilection.
illne~ss, or inuiryIless likely) and to improve tile qLity of family plarticipation ii 

falcility-based case management. 
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Au cours Lie I 'ann6e 1991 le CCCD/CDC a revu les succ s et les ichecs des annes 80 et a 
identifi6 un ensemble ie priorits nou\'elIes pour les an6es 90. CelIes-ci so1t discttes et 
priSsent6es clans le rapport intituh "Proeramnes de survie Cie I'enfant en Afri(qlue: suggestions 
pour Line approche intlgree". par Waildman. CuItts. Steketee et Davis (distribuI6 par le Dr 
Davis, IHPO (F03), CDC Atlanta, GA 30333. 

1990s 
5.1.5. 
FORMATION/SUPERVISION 
EDUCATION POUR LA SANTE 
RECHERCHE OPERATIONELLE 
LOGISTIQUE 
MEDICAMENTS ESSENTIEL 
GESTION 

PEV 	 1 LMDPALUDISME I IRA1 PLAN FAMfMST/VIH 

COLLABORATION PLANIFICATION EXECUTION 
DES DES DES 

POLITIQUES PROGRAMMES PROGRAMMES 

PRESTATION COMPREHENSIVE DE SERVICES 

II 'Laudra p'iarticullirellenlt insister stir sept points tLIsiesICS1111es 1990. 
I. SYSTEME D'INFORMATION SANITAIRE: Les responsables ont besoin d'obtenir les 

donn.es necessaires leUr permettant tie prentire tie hones t.h6cisions. avoir acc s et poti­
voir titiliser ces donnes. Les svst6Iles d'info(rmation sanitaire tievraient ,tre gtiids par 
les exigences titi programme et coItI s tie ifaon 1 rel1Ster les conomies d'*6cheIIe potir 
3viler ile title les svst~nies lie se r~pbtent oti nie se recoupent ils tlIevraienlt &tresotmiis 

aLX 	 Im11nes contro6les tie clialit ii-ri couiretix til adoptes pa.r les systlInes tie laboratoil' 
cevraient aN'voi Lin impacl stir I i nt 2eration des services tie sillt6. cl deyra ient porter tine 
attenlion aietitl1ae I la prltecii0ln sIre el approprie tie li ressoirce nalionale inportanlte
tiL est Ilinformatlion sanitaile. II est tris illporlant tie notler tile ies svstVnes chnror­
matn 	 UTILIS EES afin tie dhfiihi 1es polititileS.Of.san ilaie fLtirn isstlltdes donnes qui sonl 
I planiricatioll el les piogrammens. totte t(innee lllant utile ctie si elle est titilise. 

2. 	FORMATION DES AGENTS DE SANTE: L'application correcte tie tottes les technolo­
'io. (lispon ihies. ai ns i qu'u 1.tne ,ipartie inmportanle tie I enseigneillent des collportellenls 

aciopter 'is-i-vi tie llisanlt1 epenient tie Ii colptence et des colnnaissances Lies aCenlts 
Lie slnlte: par cil etj uIent tine formation tie hase ainsi quti'nI fornation continuIe doi­
venl tre dispens 3es. L'ENCADREMENT et la FORMATION CONTINUE sont les 

llemntns essenliels citune Stlatie efliceacI ie fiornation. 

3. 	L'EDUCATION POUR LA SANTE et le COMPORTEMENT FAMILIAL: Le coinporte­
inent d lieailiesdtlerminC oLui se ser\Vira ties se rvices pixV'enltiris. titIels traitenents I 
(ciomnicile SCro1t admliliStl'6s. quii se serv ira des services curatifis et i queil moment de li 
inaiiie cl'L tnnI llll ceS services sernlot Lltilis6.l, et qti (icolurelale risItLe tie on11tacter 
le VI-I.H tille ST OI d'avOir tine Oossesse ilniprivue. Le ranii61'i des annes 1990 sera 
d'infilmencer le coinportement hlmiliiai ell a'euirtie hIprxetilliOn ("i l*ois potir ctue les 
services cilisponi bles soient davaIItaeiL tiis6s el pOtir tiLe ides coinportemens protlgeeanl 
des ilfeCt ions, des nmalaiies oLI ties hIessures soienl aiopt6s) et d'aml ireOr li tit.alit6 tie 
hi participation rimiliale i ia prise en charge des Cas chins is formations sanitaires. 
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4. 	 APPLIED RESEARCH: Data are needed to determine what could/should work (fornma­
tiye research) and what does/does not work (outcome research). It will be critically 
iportant to allocate resources both to tihe devehlpment of new or improved strategies and 
irnterVent ions, aS w'ell as lund ellorts to develop more effective measures for the deli\­
ery of interventions whose eflicacv is alreadv established (tle traditional doinlail of 
-operations research-). 

5. 	LOGI STicS: No program Will succeed if serv'ices and coinmod itieS Vi tal to the program 
are not available to the coiisunier in propelr condition+at the timlhe of desired use. This 
enco1mpasss tle issues of cold chain for ElI, ORS proxision I'r diarrheal diseases, and 
antimalarial drus antlSd bednets for malaria ct0rol. It extends to tle provisio ot" appro­
priate and eflCcti' driIs for treatnent of ARI and STD and it is critical to the success 
of birth sp1acing and famrfily planninl 'tprogra ills. 

6. 	ESSENTIAL )RUGS and COST RECOVERY: Elfective delivery of health service 
reluires tle availability 0' basic afftrdable csseltial drugs. Sincc .2overnlelnts canllot 
af'ford to prov ide drugs. sustailablle s\'sellS Of Cost sharing need to be develop~ed. The 
Bamako Initiative begu.n11 by UNICEF offers new opptortunities in this direction. Frag­
ile public sector health program are unlikely to meet all preventive and curative health 

nled>s inl suh-Saharan Africa inl the 199S(. TFhe private sector has already begun to play a 
useful role in the local 1VLduLCtom1 of oral rehvdration sals. the scMIal niarketing of con­
doimIS. and the de\elopmCnt of' IEC materials for -IIV and birth spacing and faMii l planrning 
programs. Nitost oIf these activities are Still hcavihIv' suhsidi tcd hV d i1or funIdinL'. One 
ch1allern..e of the1 99(0s \will bc to Jdenll hVv mea111nsy ich these private sector activities can 
be renderedIoi'e slf-spt lgtin.L . 

Nlanagement haseel, 
nent of all CCCI) suppi))rt stratgies and because 0' its imol0rtancC \kill itself' be 
considered a specific area l fr cmplhasis in the I990s. NManagelment incluides leadership. 
or2aniation. inteiratiom. decentraalation. optimal resource utilization. tracking. 
personnel. problem solv'ing, finance/budget, and reporting/comnIIuinication related to 
rl'graill imliplellentatit M. 

7. NIANAGENEN]: 	 I"n and \ill continlue to be at fundamental coilnpo-

FOCUS OF 1990-1991 ANNUAL REPORT 
Prev'ious annual reports haxe e iphasiZed ountptt indicator-s. 1987: sulpport strategies. 1988­

1989: and impact measures. 1989-199). This year. we locu>s Onl applied research and the 
programmatic efforts to assess, Cdit'-. a1nd ilInlove iIllemnernttion strategies. Research 
also relresents I 1ajot' areoa for technical collaboration for the 1990s. The Strategy Develop­
rnent Section of this report is targe ted primarily to a technically rieinted audience. i.e.. 
scientists and p'ogram managers familiar with the issues and intervention>s related to0 child Stir­
vival. In keeping v, ith the traditional ACSI-CCCD annual reports format country-specific 
data are also pres>ented and can be lfoLnd in the sple.Cilic countr'y section>s that fo0llo'. 
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4. 	 RECHERCHES APPLIQUEES: Des donnees seront IIcessaires pour dlerininer ce (Li
pourrait/ou devrail marcher (recherche stir hi forinat ion) el ce qu i Peut/on doit marcher 
(recherche sui les r-snitats). 11sera tl'bS imnportant d 'allotter ties ressoUrces suITisantes 
pour I'6laboration Lie stratgies et interventions noui\velles oLi Iat51 iorat ion des anciennes 
et pour souten ir les eftorts \'isallt aiinst ituer ties inesures [)lus efficaces 1111 1a inaise en 
oeuvre ties interventions s'tant d jait rSves eflicaces ie domaine traditionnel Lie la
" recherche operationelle"). 

5. 	LOGISTIQUE: Aucun progranmme ne reussira si les services et produits dolnt il dhpend 
ne sont pas mis i li disposition des clients en bonne condition et au monlenl von11.. Ceci 
comprend les IlLIestions lie chaine lie froidi p0ur ICPEV. li fourniture lie SRO)pour les 
mnaladies diarr iques. I antipal Iil Lies e Lie mous tiquaires por 1h.ilitte contre li 
paludisme. Lie mIIlicanents appropries et eflicaces pour le traitcinCnt des IRA et ties MST. 
La logistique est asi till 1inell crucial pour lIcscces ies programmes dI'CspacC­
lent lies naissances ei lie planification Iamiliale. 

6. 	 MEDICAMENTS DE BASE ET RECOUVREMENT DES FRAIS: Une prestation efli­
cace ties services Lie s.tnte exige LIIle les nl&licamnents lie base soicnt disponibles et 
abordables. Etant dlonne5 cue les gouvernements 'ont pas les movlns Lie 'Ournir ces mclii­
caments. ties sVsteines viabies Lic participation aIx lrais ont hesoin d'hre mis a point.
L'initiative Lie 3amako. , I'origine mise en oeuvre par It JNICEF. ieprLsenle Lin hon 
exemple le ce type Lie svstemes. Les programmes Lie sani pLIhliqIUe. deja bien pruiaires. 
o111 peuLie chance Lie repondre i tols les hesoins en soims prvent ils et Cliratlit's Lies pays
atricains siltliS allILI st Sahara an cour's Lies ann es 90. Le seCteLir priVe a&,ji1 conmnlencO 
ii .Iuer Liii r61e inmportant lans li production locale Lie sels Lie rehvdratation par voic 
orale. li promotion lies prservatifs masculins. li creatiol ie material pol les programi­
mes d'Infiormation. tI'EILIcatlion et lie C_oimunication stiri le VIi. I'espacemenl Lies 
naissances et li planification familiale. La pihp'art Lie ces acti\'its sont encore granlde­
men sUbventionnes par lies agences donatrices. Un des liefs lies Iannes 9(1 sera 
d'identifier les moVellS 11 perlletlrOnlt Lin certain aultofinancellelt Lie ces activ itt~s. 

7. 	GESTION: La -estion a 61 et continuera d'Itre Lili &hlel fitondamental Leicoutes les stra­
t6(gies ie soutien du CCCD el. el rai son Lie son importance. sera Coilsidere conme tin 
liomai ne spcifiqlue LIevalt ll e renforce dals les anmies 9(1. La gestion coilprelld hi 
direction. I'orainisatioli. 'Iinteeration . 1l(iecelitralisatiOn, I'tlilisatioil iiiaxinun1 Lies res­
sources. le suivi. le persoiinel. hi resol uLtion lies problemes. Ies liliestions Lie 
fi nancelent/hUd et. et les s\stles lie iif!iticatioii/coimntmi cat ion is .I linIise en oet­
vrC ties progranilliles. 

Objectif principal du rapport annuel de 1990 et 1991 
Les rapports aIIluels pr&oients ont mis I'accent stir les iindiicatclUrs lie rtSultats ell 1987: les 

strattgies lie sontien ei 1988- 1989: et les mesures ie I'impact en 1989- 1990. Cette anntSe. 
1111tS iiotIs colceiltr*ons stir li recherche ap!liqtLie et les efforts lie )rogran atio avant pour bit 
iV1'.aluation. hi cotdificationi el Iameioration tie lhi mise ell application ties strategics. La 
recherche represente alissi till d~lmiiie inlportlnt Lie hi collahoratiol techniklue ipoir les alilles 
90. La section stir I11aboratioil des stratcies lie ce rapport s'adresse "Iui public orient, stir 
leI pian technique. tel ILIC ICs scicltifilitles et les liirectetirs Lie progranmmes, tilI connaissent bien 
les uILIestions c interventions se rapportalt i lhisurvie lie I'enfant. 
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BURUNDI
 

BACKGROUND
 

* 	The technical officer left Burundi in October October-Novenber1990. Consultancies ill 
1990 and in March-April 1991 provided interim assistance to the USAID Mission and the 
MOH. ConlSLltantS reviewed current CCCD activities, prepared the 1990 management 
information system report, and considered options for fttire child survival stipport. An epi­
demioloeist was selected to beconme the new technical officer in late 1991. 

CAPACITY BUILDING 
* 	 The MOH has demonstrated strom! capacity to maintain high vaccination coverage, even in 

the absence of the special campaigns as conducted in 1989. Well-run diarrheal disease train­
ing units in three of the four cities which have parmnedicafl schools is assuringe ongzoinig 
training of health personnel. HIS capacities at the EPI-CCCD pro ject level have served as a 
model prompting the current request for MOH-wide HIS assistance in the Division of 
Epideliology and Statistics. 

LESSONS LEARNED 
flntegrtion ot supeiv xision. training. health education, and HIS efforts am1ong tihe MOH's 
service proljects shold he pursued for eficienlt and cost effective management of health 
services. 

* 	 EPl is sufficiently advanced to c rnsider polio pre-eradication and neonatal tetauls elimina­
lion strategies. 

* 	 Hlealth care fiancing and managenent issties are of vital interest to the MOH leadership. 

FUTURE DIRECTIONS 
* 	The ne\\ technical officer . ill locus on HIS development and on the Use of data for deci­

sion makinu within tile Division of Epidem iology and Statistics. He Will continue to 
proVide assistance on EPl. nmalaria. and CDD interventions. To a.CCommo1lltdlte this support, the 
MOH and USAID have :xtended the CCCD Pro'ject intiilthe follow-on pro.ject is in place. 
CCCD efforts in 1991-92 will tar-et vaccination activities in health sectors with low 
coverage. train six more health sectors to establish ORT corners. and provide training in 
CCCD topics to paramedicals who have replaced physician-sector medical ofl'icers. 

* 	 Health care financinL dialogue Will continutie with the MOH. 

MAJOR ACHIEVEMENTS 

EPI 
* 	 Burtndi achieved high immunization coverage rates in 1990 amnong infants: 86% for DPT3/ 

Polio3 and 73( fr measles. The cotintrV maintained high coverage withotit repeating the 
special vaccination campaigns of' 1989. The MOH initiated a health center-based vaccinattion 
registration system to identifv children who do not complete their vaccination series. In 
addition, the annual incidence of all EPI diseases contintued to fall. 
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BURUNDI
 

DONNEES DE BASE 
* 	 Le conseiller techiniqtie a quitt le Burtindi en Octobre 1990. D'octobre -Inovembre 1990 et 

de mars -i avril 1991, Lies consultants ot ;>portd tine atide interi lire ,iI'Agence Amdri­
caine polr le Dveloppeient International (USAID) et anM in istre ie11 Sttt6 Ptiblique 
(MSP). Des COIsU liitS on1t eXam ilie lesIat iVi16s actuelies Lie I organisat ion pour 1I1lutle 
contre les rniladies traIsMiissihlS Lie I'enlince (CCCD). prepar tin rapltl sIr le sVstleme 
d'information gestionnaire pour 1990. et considere diverses possibililts Lie softien (LII 
programme Lie survie Lie I'CII ant ii pidem jologiste. qu i LIvieInLIr. le iiouvei agenlt echniqtiel. Un 

&s la fin Lie 1991. a 6tt selectlonnd.
 

RENFORCEMENT DES CAPACITES 
0 	 Le NISP a dninoiltr qL!'il i~tit capahle Lie mai niten i tie cotIVerltre vaccinale dex'te, et cc
 

en i'absence Lie cItnpaL'nc.N Sp., ciales telles que celles Lie
1 1989. D'excellenles Linits Lie f0r­
r1ation aL tlraiternent Lies ia-laklies diarrlheiLjtes assIrenlt Lille f'irrnatioi continLie LILI 
pe'sonneI tie satnt LiMs tlois Lies LiLlatre iiles aviit Lies ecoles piraiLtiMicales. Les capacitSs 
L svsteme id'inforinat ion slnitaires (SIS) rfii'eaLtPro jet PEV-CCCD ont servi Liean tiLn 

mode.'le I litprsente deniande d'Iassistance potir I'etahlissernent Li'tin SIS "II'chelle CLIiMSP 
an sein (LI service Li pidi liiiogie et Lie stitlistiLities. 

LECONS TIREES 
" 	 Afin d't6tabli tine ldminisriation elficace Lies services de sant aI sein Lies projets Lie ser­

vices (LIdIMSP. les efltOs LI'ill'teiol Lie itsUrveiilance, Lie hi loratiou,. Lie I eLIcation 
poLu r Iisant et LILI SIS devraient tie I)oLiisti'is. 

* 	 Le PEV I laktiti ifisaniment de progrs potIr consiLIerr I't+ahborati on Lie stratgies en tie Lie 
hi pr,-radicatlon Lie 1hipolio et Lie l'6liiination Lit t(51tnos neona1tll. 

* 	 Le financemelt Lies soins Lie slntc5 et les Llestions Lie gestion cOrIstitLient LicLx centres Lidint& 

rtts capitIux potirI le leidesip ti IMSP. 

PLANS POUR L'AVENIR 
* 	Le uiILIxeati conseiller teciiniqie devra se concentrer stir le dxveloppeient (LIiSIS et I'uliili­

satiin des LonnIles pour la prise de LicisiOlns MI seil (ILI serxice i'epi6SiIioilogie et Lie 
stalist iLiLies. II cnte1 IIPEV et aIx interx'entions de Ilitte contreiiiiera Lie preter SOii ConlCOtlS 
le paiLiLlisnie et les matlatliesL iarrdieiLlLIes (LMD). Potir perniettre la iraise en place LILL SIS. 
le MSP et I' USAID ont proroge le pro.jet LIU CCCD. Les efiorts LiIi CCCD pour 1991-92 se 
concentreront sir hi xitcci natiol Clans les secteurs Lie Sailt LicoIx'erture 'aihie, stir hI fo'­
matiin LtIL persoiine I Lie six autres secteurs Lie sIat6 il IaTRO. et sur I'organisation ie stages de 
formation pour le personnel paramiical avant remplac Ies nieidecins responsables 
Lie secteLl. 

* 	 Les discussiis ax ec le MSP strI le financenlent Lies soins Lie sant6 sc pOusIxrtont. 

REALISATIONS PRINCIPALES 
PEV (Programme Elargi de Vaccination) 
* 	 En 1990, le B3Lirtinidi iatteint ties tatix tie coxverttre vaccinale \ex',e chez les enbants: 86ch 

poUr le DTCoq3/PoIio3 et 73( poiur lirotigeole. Le pays Imainlentl tie cotIVerttire lex'e 
sans avir ,Irenotiveler les caimpagnes tie vaccination spdciales Lie 1989. Le MSP a nis 
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Vaccination Coverage
 
Burundi, 1984-1989
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Measles Incidence and Vaccine Coverage
 
Burundi, 1977-1990
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Diarrhea 
* 	 Personnel from seven health sectors were trained to establish ORT corners. 
* A lbnurth diarrheal diSCa+,e training unit was set up in Ngozi Hospital, where a paramCdical 

sclIool is alsO locaeLd. 
" 	The NOI-1 colhlborated on a study of' blood diarrhato determinle the cauIsCs and to cllarac­

terize anlimicrobial resistance patterns of' bacterial caus'.,es o1+d.iysentery. 

Malaria 
* 	 USAIID pro)\viled 6() microscopes: inicr )SCOI)ists Were trained in nine health sectors: each Of 

the healtlh centers in Ili l lnalaia-endCr ic health Sectors now have a trained inicrosco­
pist and a microscope to assist in appropriate diagnosis o1mlaria. 
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enreeistrement des \'acchintionls (dans les 
les enfants n' mnt pas con1pltement \'acciils. Par aiI leurs, l'Icidlence annuelle Lie ton­
tes ies maladies dIu PEV a col1inu "Ibaisser. 

un systLie Csurpied 	 centres ie sanIt afin d'identifier 
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Diarrhde 
* 	 Le personnel de sept secteurs san itaires a suhii Line formation LII'tablissement des coins de 

TRO. 

* 	 Unle (iua.t1ii1lnliIt on1ILiI alla;IIidiesi(ju.es Cl'6e a1l'h6­ne Lie Ol' iat tl',litelIt Lies diiIalrh I61tC 

pi tal Lie Ngozi. Oil se Irou\'e e2.alelellt tile &oie parainL dicale.
 

lcolhI11)i'7 uaine Lie sanl a1lte cniVL ilterniinr leM lSeS 
et Lie !IaraCliCt ILntiances CieI, anlIi-ilnicroihicinC ties hicilles responsIles. 

* 	 Le NISP i 11uidehi dirrhee S e ICWell s C 
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de 	hi dysenlteie. 

Paludisme 
i7fOLurnisI 


secteurs sallitaires: chatue CeiltI1C ie Sane iltai 

* 	 6() microscopes ont par IUSAID: Lies ilicroscopistcs ont etc l*or-iues Lians leul" 

I 	lrIVllt tIaliis Lies seCUrS San "eILIuaIC 
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Health Information Systems 
" The EPI routinely receives and analyzes vaccination and morbidity data from over 97% of 

health centers. 

* 	 Following a national commission's review of HIS needs, a comprehensive reporting form 
was produced for health center data on service and disease statistics. 

Training 
* 	Job-Aids on immunization. diarrheal diseases, and malaria were completed, printed, and 

made available for incorporation into future training courses and for use in paramedical 
schools. 

Health Education 
0 	 The EPI and CDD programs initiated radio spots in collaboration with th MOH health edu­

cation unit. The unit now has a program that it uses for health education throughout the year. 

Operational Research 
* 	Two preceding birth studies conducted in Bujumbura showed all under-2 mortality rate o1' 

146 and 149 deaths per I000 live births in an antenatal clinic and maternity. respec­
tively. The MOH plans to carry out additional studies in rural areas. 

a 	An investigation of an outbreak of bloody diarrhea found that 70( of cases were due to 
Shicll dvseNtweriae type I and that all strains isolated from patients were resistant to all of 
the commonlv available antibiotics in Bu rundi. The team conducting the investigation rec­
ommended emphasizing prevention, re-evaluating the drug treatment policy, and conducting 
ongoing epidemiologic and laboratory surveillance of the types and antibiotic sensitivi­
ties of bacterial pathogens responsible for dysentery. 

Cases of Bacillary Dysentary

Burundi, 1980-1990
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endrn-icit6 palud~enne bdnficie ddsorniais d'un microscope et de l'aide d'un technicien en 
microscopie ayant suivi Lne formation appropride, ce qui facilite le diagnostic du 
paludisme. 

Systemes d'information sanitaire 
* 	Le PEV analyse les donn6es stir la vaccination et lit ­morbidit6 qui lui sont envoyces rdguli 

rement par plus de 97/- des centres de sant6. 

* 	 D'aprgs le compte-rendu d'une commission nationale sur les besoins dtl SIS, tin lormtilaire 
coinprehensif de notification a t6 cr-S6pour relever les donn6es provenant des centres de 
sant concernant la prestation des soins de sant et les statistiques se rapportant aux 
maladies. 

Formation 
0 	Des fiches techniques sur la vaccination, les maladies diarrhciques et le paludisme ont &6 

cr6es et imprimnes: ces fiches peuvent maintenant Otre incorporees aux nouveatux stages 
de formation ei tre utilisdes dans les ecoles paranmdicales. 

Education pour la santo 
* 	Les progranines du PEV et du LMD ont difltIs des messages -i la radio en collaboratiOn 

avec I'unit5 d'6ducation pour lisant6 du MSP. L'unitt dispose maintenant cl'tin pro­
gramme dont elle se serf pour I'6ducation pour lIa tout au long de I'annfe.santI 

Recherche op6rationnelle 
sur les naissances ont ,51t it BujumbuLra et fOnt 6tat tie taux de 

mortalite infantile pour les moins de detix ans de I'ordre ie146 et Lie 149 pour 1000 
naissances vivantes clans tine clinique prdnatale et tine inaternit6. respectivement. Le MSP 
prevoit d'autres enquctes similaires en z6nes rurales. 

* 	Deux enCquctes effectu6es 

* 	Une enquIte sir tine poussee Lie diarrhe sanglante a montre qtue 70'/ Lies cas ,taient dus a 
la Shigella dvsenteriw de type I et que toutes les souches isolees prnlev es sur les patients 
6taient rsistantes I tons les antibiotiqties gn6ralement disponibles au Burundi. LXquipe 
menant I'enqtu~te a recoiniande qtue I'accent soit mis sur laprvention, qele rSgimc tie phar­
macotherapie soil rtvalutS, et qu'tine surveillance i6piddiniologique et de laboratoire soit 
effectude sur les types et sensibilits antibiotiques des pathogenes bacttriens responsables de 
la dysenteric. 

Cas de Dysenterie Bacillaire
 
Burundi, 1980-1990
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CENTRAL AFRICAN REPUBLIC 

BACKGROUND 
Ni 

The project will include the CCCD intervent ions and support strategies, as well as ARI 
HIV/AIDS/STDs. birth spacing. aLnd health care finncin. 

* 	The US Mission in CAR is in the process of designing a tol low-on project to CCCD. 

CAPACITY BUILDING 
* 	The MOH1 has developed a cadre of dedicated technical experts aId imanagers 'ho provide
 

able public health leadership.
 

* 	The N1GH has institutionalized a train ing methodology which integrates management and
 
supervisory requirements with technical skill developilent.
 

LESSONS LEARNED 
* 	A phased-approach to the implementation of new health initiatives has contributed to achieving 

aid sustaining progral objectives, 

FUTURE DIRECTIONS 
* 	Future A..I.D. and CCCD assistance will be directed at: 

1. 	linking priority health interventions to an integrated PHC program 

2. 	improving the qual ity and utilization of health services 

dng additional healtlh3. 	suPpo ti interventions of major imlportance 

4. 	 devehlping better methods to inl Iuence health behaviors in the poptlation 

5. 	strengthening the efficiency and effectiveness of health care delivery 

6. 	establishing cost recoverv mechanisms. 

MAJOR ACHIEVEMENTS 
0 	In 1990. CAR received the National Council for International Health's award for outstand­

ing progress in child survival. 

* 	Social mobilization for Eli was implemented nationally and included training of nearly 2.000 
community mobilizers. 

" 	A national vaccination coveraCe survev carried out in nary 1991 .showed a sicmificant 
increase in coverage Ior all antigcens. meeting and exceeding project targets. 

• 	 The National Program for Control of Diarrheal Diseases x\xas launched with ia national sympo­
sium to acqtuaint physicians with national policy. Over 300 health workers from 175 treatment 
sites were trained il appropriate case mlanacernent. 

" 	P3ost-trai lug evailuat ion of health worker practices in CDD conducted and showed mea­n was 

surable progress in improved ianagelent )l"children vWith diarrhea.
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REPUBLIQUE CENTRAFRICAINE 

DONNEES DE BASE 
* 	 La mission ieI'USAID en RCA est en train de mettre au point le projet de suivi dI CCCD. 

Ce projet comprendra des interventions du CCCD el des strategies de soLItien. ainsi clue la 
prise en charge des cas dIRA, ieVIH/SIDA/MST, l'espacement Lies naissances et le 
financenient Lies soills tic sant6. 

RENFORCEMENT DES CAPACITES 
" Le MSP a lis stir pied tin groope d'experts et tie directeurs techniques comp6tents insuf­

flnt on esprit tie leadership en sant6 pobliqoc. 

" Le M/lSP a instittitionnalise Line methode ieformation qoi intgre les besoins de la gestion et 
ceox de I'encadrement avec lc developpement des competences techniqoes do personnel. 

LECONS TIREES 
* 	La mise en place par paliers tie noovelles initiatives a contribtu6 ,iIa r6al isation Ct at nIainii­

tien des objectifs dl programme.
 

PLANS POUR L'AVENIR
 
0 L'aide qoi sera apporte par I'A.I.D. et le CCCD se concentrera stir:
 

1.le rattachenlent ies interventions saiitaires iOritai res I tin programme de SSP int6gr6, 

2. 	I'am5lioration dec Iatialit6 ct eiL 	 I'Ltilisation des services de sant6. 

3. 	le sotItien d'interventions sanitaires stipplfmentaires importantes. 

4. 	Ic d6vheloppnlent ieineilluetres mnthodes pour int'loencer les coiportenients de la popu­
lition vis-"Il-vis LieIa1sant6, 

5. 	le renforcement de I'cfficacit Lie la prestation des soins sanitaires, 

iise en plicc des mn1caiiismnes6. 	lia do systinle de rccotIvreient des frais. 

REALISATIONS PRINCIPALES 
* 	 En 1990, la RCA a obtent le prix do Conscil National de la Sant Internationale (NCIH) en 

raison ties progres reinarquables qi'elc avait IccoIplis poorIa survie ie I'enfant en 
Afriquc. 

" 	Une nRobili'ation ies collecti'it6s en fivetir do PEV a 6t6 organise LII lchelle nationale de 
pair avec la formation d'environ 200()0 nobiliisateors le collectivit6s. 

* 	 Uic Cnquite nationalc stir li cotuverture vaccinale effectu.c en janvier 1991 a 1-6V616 tle li 
coLIvcrtuie tie ttis les ainti611cs avait atienmt6 ielfa*qo si.gnif'icative atteignant et d6pas­
sant mTimc les objectil's fixs. 

* 	 Le programme national de Ilttc contre Ies maladies diarrhtiqUes a 6t6 ht1ac6 ct tin symnpo­
si ton national en a mnartit.6 le debut. informant les mdecins Lies politiques nationales. P1h1s 
de 300 agents tIe santte venant de 175 centrcs de soinls o11t 6it6 lormnns -i Ia prise en charge Lies 
cals. 

" 	Une 6\'aIltition postflormat ion ties prat iqocs des agents tie santo i)OLr le traitement des nfiala­
dies diarrhitIetis aI 6 efTectCm et montre des progres importants dans hi prise en charge 
ties entants diarrhkiques. 
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* 	Operational research was carried out regarding rehydration solutions (home fluids) suitable 
for promotion in the community. 

* 	A training rMn1ual in mnalartt'ia prevention and treatment vas produced based on results of a pre­
training eValuationrl 0 health worker practices. 

" 	A surveillmtnce system for EPI target diseases, diarrhea. and malaria became fully functional 
inl 1990. 

* 	Three issues of the Echo, an epidemiology newsletter, were published and distributed to pro­
gram manatgers and health workers in five health regions. 

EPI 
" 	A total of 57 new fixed vaIccinatior sites were added in 1990. bringing the total of health 

facilities offering vaccinations to 233. 

* 	There were no interrulptions in the delivery of v'accires to vaccination sites in 1990. 

* 	The national vaccination coveragve survey in JanuaryI1991 docutmented record coverage 
levels. 

Vaccination Coverage (Card)
 
Central African Republic 1989-1991*
 

Nationwide Results
 
Percent Coverage
 

100
 

80
 

60 eroie i'l! 

40 ... ...... .....
 

BOG OPTi OPT3 Measles 8 Doses Correct 

- 1989 - 1990 1991 

BCG verified by card or scar
 
'1991 results preliminary
 

to 	lat, areas.* 	Vaccination coverai-e rates in rural atreas continue behind those in urban 
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" 	Une recherche operationnelle sUr ls solutions tie r6hvdrmation orale (adniinistr6es ii lh ma­
son) pouvant cre utilisies par l'ensemble tlie hi collecti\,it6 a 6t6 menc6e. 

* 	 Un guide delrinatiot sur I pr6'ention dIi paludisine el son traitemet I 6t6 Coi1tlu dl apr-s 
les ItstIltats d'ine eva.tl atMion avant l'trnationldes prait iLedes aelts de Sllt6. 

* 	 En 1990. Lin svst~ile tie surveillance des ma1tladies-cilles dIi PEV, ie Ia 1dia1rh6e dIiL1 palu­
disine est deveni opruationn.el 

* 	Trois 6ditioins dII bulletin 1)id6IitIOl iItlIe L'Echo ont 6t6 puibli6cs et distribut6es aux direc­
teurs ie prograsses et auIx a(ents de s1nt6 des cinq r6gions saIlitaires. 

PEV 
* 	57 noutI\ dlix Sites Lie Va'ccination f'ixCs 0ont 6t6 ajout6s en 1990, portant ainsi ,1233 Ic norn­

bre de formations sanitaires ollrant des services de vaccination. 
• 	 AuctMe interruption ne s est pro)du itC dans h, IiVraison de vaccins aLx sites de \'accination
 

en 1990.
 

* 	 L'enqutet nat ioalc Lie coi'ertt'e \'eccilnale elrectu6e en jan'ier 199! d6minontr6 des iiiveaux 
lie CoLIVert'e records. 

Couverture Vaccinale (Cartes)

Ripublique Centrafricaine 1989-1991*
 

Resultats Nationaux
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*Resultats preliminaires de 1991
 

• 	 Les taux de COtlVelttlre V\accina.e ell Z0ne rur'ale continuent Ctistagner par rapport ,i CeIx des 
zones urbaines. 

Couverture Vaccinale (Cartes) Republique Centrafricaine,
Janvier 1991 Regions Rurales, Urbaines et Bangui 
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24 

http:opruationn.el


* 	Tetanus vaccination coverage of women of childbearing age has been accelerated with an 
emphasis on adolescents. 

Tetanus Toxoid Coverage

Vaccination Coverage Surveys
 

Central African Republic, 1980 and 1991
 

Percent Coverage 
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Diarrhea 
* 	A total ol 319 health workers were trained in proper management of children with diarrhea. 

* 	 A national symposium was held to inform the medical community of the goals and strat­
egies of the CDD program. 

* 	 There are now 175 sites throwghout CAR statfed with personnel that have completed the 
CDD case management training program. 

" 	 Of children with simple diarrhea treated at facilities providing ORT, monthly reports indi­
cate that 90c% were adequately treated as evidenced by the quantity of ORS taken and 
weight gained. 
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0 	La couverture vaccinale antitetanique des femmes en 'gc de procrder a aug ent, en parti­
culier chez les adolescentes. 

Couverture Vaccinale par le VAT
 
Enqudtes, sur la Couverture Vaccinale
 

R6publique Centrafricaine, 1989 et 1991
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Diarrhde 
319 agents tie sante ont 6t forms aux techniques de prise en charge des enfants
 
d i Mrhdiques.
 

* 	 Un symposium national a eu lieu pour infbrmer le monde medical des buts et des strat5gies 
duLprogramme LMD. 

* il existe actielleinent en RCA 175 lieux tic vaccination qui disposent I'utn personnel ayant 
StiVi le programme (IClrimation -i la prise en charge des cas du LMD. 

* 	Des rapports mensuels, il ressort que 9014 des enfants aYant Line diarrhde simple ont 6t6 cor­
rectement soi,,nts (quantit correcte Lie sels de SRO et prise tie poids) dars ies 6tablissernents 
disposant d'une utnit6 tie TRO. 
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Adequacy of Treatment ORTU Data
 
Central African Republic, 1990
 

Percentage

100 

80­
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Adequate ORS Adeq Weight Gain = Admission Rate 

Percent of children adequately treated using ORS quantity and weight gain 

" 	The proportion of chihdren successlully rehydrated was lower for more severely dehydrated 
children. 

* 	ORT use at home, as reported by mothers seen at ORT units. increased from 5c/ to 13/c in 
1991. 

Home Treatment Reported by Mothers at ORTU's 
National Data, CAR, 1990 

Nothing 48% 

SSS 2%
 
Rice Water 3%
 

Other 17% 
Infusion 7% 

Up 	 from 5% in 1989 Gruel 11% 
-.. ORS 13% 

Malaria 
* 	Malaria case fatality rates at three regional hospitals increased from 3.0C/ in 1987, to 4. I 

in 1988, to 7.0<(/ Reports from prefectoral hospitals in the senti­in 1989. 15 regional and 

nel system in 1990 showed a malaria case fatality rate of 5.0,/k.
 

* 	An assesstnent of malaria treatment practices aiong,health workers indicated a wide range 
of performance problems. While 1ost 0f those Msrveyed had basic supplies, verified the 
presence of fever, and treated with chloroquine as the drug (of first choice, other elements of 
effective case tmanagement were either omitted or performed incorrectly. 

27
 



Traitement Approprie Donnees sur la UTRO
 
Republique Centrafricaine, 1990
 

Pourcentage
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DoeSRO Correcte Prise Polds Correcte 11111Taux d'Adroission 
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ad~quatement, d'apr~s la quantitiJ de SRO
 
administre6 el la prise de poids
 

.....
 " 	Le pourcentage d'enfiants rt~hvdratt~s correctenient............6tait piils has 11Otir les enl~lants SOufirant
 
d 'tine dt6ShIVdra.tationl irave. 

" 	LVLtiilisatiOn die Ia TRO "Idom11icile (information basc~e stIr- les dires Lies n&es VenlueS clan1s 
Line unIite die TRO) est pass~e die 51-1 -, 1314 en 1991. 

Traitements h Domicile D~clar~s 
par les Mares clans les UTRO 

Dornnees Nationales RICA, 1990 
Aucun 48% 

......... 2%
........SSS 


SEau de Riz 3% 

Autre 17% 
InPnfusion 7% 

5% de hau Sse 1989depes 	 Bouillie 11% 

SlO 13% 

Paludisme 
*Dans trois c itaix r'einfatix I leyatistie l6teaInl titt1ud~enne est pau6rie 3,0% en 1987 

4d 1% endohpittrix1988 et - 7.0/ en 1989. En 1990. les rapports de 15 riontiax et p6­
'ectorili tiLn systne sentinel ontintle tin aX tie le ittpaIde M1n es 5d0.01 ifor 	 vie 

* 	 Une unai t ion des prat 1tiesdittrapeutcI ties dies aUCnS tie Santt.3 1110t13 qti 'ii ex istl till 

grand no1bre de p)roblnies dans lt fM re dont iIs CeXsLtiient lor travail. Alors ieOIa 
p LDpart des agents observes p e (i itiCI tie base, prenaient I tenl'IIre et a99i­
nistraient tie Iii loroqo ant LItie metIicainenCt tie base. LI'autres rCjuLI' i otlr(l~i[ne enl &ni~ents 

uine prise en chiarg~e eIlicace ttient soil (Iniis. soilt el'iect tics tie fia1oii1 iucorrecte.
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* 	The training needs identified in the 1990 survey Vwerc used to develop a malaria training
manual for 1991 training programs. 

Malaria Health Facility Survey
 
Availability of Supplies/Evaluation
 

Central African Republic, 1990
 

Chloroquine -
Thermometer
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Aspirin/Acetamin -


Other Anti-malarials
 
Potable Water
 

Cup -

Spoon -


Check for Fever I 
Ask Age 

Vaccination Status 
Weigh Correctly - _ r 

0 20 40 60 80 100 
Percent Correct 

n -87 

Health Information Systems 
" Maor emphasis was placed on developing the HIS capacities of tie Departmelit of Preven­

tive Mediciie in 1990. Data are reported Illollhlv from the 15 regional and prefectoral 
hospitals (sentinel sites)on il he EPI tiar2e diseases, diarrhea. aind nlmaria. Traiingm was held 
at each of fhe regional and prel'ectoral hospitals to improve reporting. Training included 
ways of Lsing health inforimtion data to evaluate progran pertform ance. Central data process­
ing capacity was improved hV training 20 N1O-1 staff in basic coIliputter Operation and 
trainin,, Statistics Unit stall in more advanced applicatiOns. Two new, coilputers were 
installed. [he Stlalistics Unit coordinated data entry. validatiol. and itLch of the imalysis for 
tile last txxo national vaccination coverage suIrvevs and for at larue prospective stidV of 
cereal-based solutions for tile prevention o1 dehydra.tion. 

* 	 Assessment of under-2 mortality using the preceding birth technCIie, carried oIt it one mater­
nitv cliic in 1989,\was extended to the entire pplaitioi of 13angui in 1990. 

Training 
• 	 CAR's training strategy includes the flIloVing elements: 

1. 	 creation of a traiig uInit within tile Departnelit of Preventive NTedici li ald Endemic Dis­
eases (DM PG E) for tlie development of iinservice training progralis: 

2. 	development of' an annual trainiig plai: 

3. 	development of a stilldird ilistrullenl for assessing traiiing needs and the inpact of train­
ing oti health worker perflnance: 

4. 	 training of trainers al central. reCional. ILld distlrict levels: 

5. 	estallishlnent of a data inaliageient systen for inmiitoring heallh personlel traitied by 
the central and regional leamns: 

6. 	 developmeni of the experlise to irOduce approl)riate training materials a1nd to revise them 

is 	 lecessary, and 
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* 	 Les besoins en formation r&&1s par I'enquIte de 1990 sont I li base de lIardaction d' un
 
manlUel stir la prise en charge des cas iepaludisme qui sera utilise pour ICs programmes
 
de formation de 1991.
 

Enqudte sur le Traitement du Paludisme
 
Dans les Etablissements de Sant6:
 

Fournitures et Evaluation, RCA, 1990
 

Chloroquine -
Thermometre
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Aspirine/Acetamine -
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Pese Correctement
 

0 20 40 60 80 100 
Pourcentage Correct 

n=87 

Systemes d'information sanitaire 
* 	 En 1990. I'accent a 6t1mis stir ICtkveloppement des capacites en SIS dIi dpartement de Ia 

medecine pirtventive. Les 15 hcpiiaux re'gionaux Ci prefectoraux (posies sentinelles) envoient 
mensuellement Ies doiinsS recucillies stir ls naladies-cibles tll PEV. I diarrhi e et le 
ipaludisme. Des cours ieformation oni en lieu dais chiulLie hopital regional eiprln'ectorill afim 
d'anlfliorsr I svst Ims tiCe rapport des omnnes. La formalion comprenaii des explicatiions 
sur les di\'ers iMIo\'ens tie se servir tics tdoinces pour t vaILIer Ies progres accomplis par le pro­
gramme, La capac itItic tiai ICrIcs donnes ati i\'eati ceiltral s'est accrue gr7'ice al lht 
formation tie 20 nienmhres (IL personiel Ii MSP ell inforail itue de hase tgrice 'i hkifori­
tion tie memlres tie I'tjLiipe (ILIservice ties statistitfues. I)eix nouveaux ortldinaitirs o1t ,.t 
instal s. Le service ties statistiques a coordonne hi sai sie ties donnlies. leur valithlion el hi1 
pIlu pari tiCs analyses pourItsIdeux dernii eiquti nitiolCs tie couverture vaccinale.res aies 
Une importaiute ,tide ',I venir sur Its soluti ions crealiirs utilisSes pour I pivenition tie h,1 
dtslN'dirataiion. 

* 	 Par ailleUrs en 1989. cc inenie service a coort1i0 n11Une estimatit, ties taux tie mortali16, iinfan­
tile denfants tie inoi ns ti deux ans calcti e Ipour Ue des inlaternites. Cette estimation a 
61[6 sLivie d'ine project ion potir toute 1I1 tie illangui en 1990.i)Olmlatiol 


Formation 
* 	 Les 51,iments stiivants constittenit listrat5,ieg i progtimme tic Irmiation ei RCA: 

I. 	 hi craItion Liiiit6 tic formation i I D&ti i Mdeciie Prven­tu unie I' i6it"Irienr partement tie 
tiVe et ties Grandes Entkiies (DMPGE) p)otir le tdeveloppenent tie programmes de 
forniatioii continue: 

2. 	 I'l5aboaition dun plan de formation aiiiUel: 

30 



7. 	institutionalization of an inservice program based on assessment of health worker
 
performance.
 

* 	 The above training strategy was implemented for EPI in 1989, for CDD in 1990. and will 
be applied to malaria control in1991. In 1990, 110 health agents \were trained in vaccina­
tion technique to reinforce existing services and to boost vaccination coverage. Training of 
health personnel in CDD was carried out in ech of the five health regions: 319 health 
acents were trained from 175 sites. Post-trainirig evaluation documented improvemernts in 
performance. 

* 	 A pre-training health facility survey was adin aistered at 87 lealth facilities to evalunate health 
worker performance in case ianagement of' nIalaria. 

* 	 Results were used to develop a training giu ide which was completed in early 1991. 

Health Education 
* 	 The social mobil iation plan develhped in 1989 was implemented in 1990: 1,711 mobilizers 

(85.7/ of objective) were trained by teams of regional staff and a representative from the 
Department of Preventive Medicine in Bangui. 

CDD Health Facility Surveys Evaluation/Treatment
 
Central African Republic, 1989-1990
 

Duration of Diarrhea -
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Weigh Child 
Skin Turgor 
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3. l'identification d'un ilstr'um1ent standardistI pour I'valuat1ion ies besoins ell formation et 

pour inesurer l'ilpact ieII formation sir le travail des aQents de sante; 

4. 	 la formation des f'ormateurs au ni veai central 1cional el (II district: 

e systIlle ndedonnecs 

Lie sailt formin par les euipeS tenlriles Ct rt"iinales:
 

5. 	 Ia imliScell ) ice d'WIn iegestion d poir I'enIa1drieent di personnel 

6. 	 le besoin d'tteildre tin nil'1atl d'eXpCertise ipoLr 1i c-iation I'tlin nattirel de forination 
approprie. sans coimIpitr sa nodifica.ition Si icesSail' 

7. 	I'ilSittition d'tnllprograniln1e ie1form-ation corn iniue ba.s6 SulII' evaluatioil dII travail Lie 
I';aent tCie sanlt. 

• 	La ithode de format ion prticittieit a ti mnisc en appication pour ICPEV en 1989, pour le 
LMD 	ll199() el ser-i app! iqutic ,i I Iutte ontlre c pal tidisme eil 1991. En 1990. 110 

gl'entIs tie Santl111 ietl tille iC en tic di I-nforce­ont Ior'alltion aix techiiUes l vaccination, ', 

nment des services existants et Lie I'accroisselenl ielicOnVerltlre vaccinale. La format ion 
dII personnel tic santle aux technilleS dII LMD Itit ectu*Cstie thins chacuine ties cinLq regiOllS 
sanitaires: 319 a.ents iesain7 Vcnantl Lie 175 t italisseilens ont su ivi tin coti rs iefollila­
lion. Une ivaltiat ion posi-loraittion rt'0.le Litle ties .We1ls iesnt.aintlioralion diu travail 

" 	 Une ellette e-forat ion a1t it iniente dkans 87 format ions slillita.ilreS I prise ellpour tValtier 

chrgil'-e des cIs Lie ipa.ltidisnie par les ilgetlS die sant1[.
 

* 	 Les rtIstS o1t perlliS ieinlCttre ILpoint tin gniide i0L lhilformai0ion. cOiml)hte aiLtintbut 
tie 1991. 

Education pour la sante 
0 	 Le plan iemobilisat ion des collec.tivitts itahli ell 1989 a titti execilt eln 1990: 1711 nlobili-

SliteUlrS (85.7 tic I'objectif pi'eiU) ont ti forits par tieties6iqilipes dII personnel rtgional et 
till represeItant do Service tIe hiN'tdecine Prt&ienitve ieI3.ne"ui. 

Enqu~tes sur le Traitement et ['Evaluation des Maladies
 
Diarrhdiques dans les Etablissements de Sant6
 

R6publique Centrafricaine, 1989-1990
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Malaria Health Facility Survey 
of Treatment Evaluation Central African Republic, 1990 

Chloroquine 1st Drug -_
 

Chlor Correct Dose
 

Sponge Bath
 

Aspirin -


Treat Other Illness -


First Dose at H/C
 

Supervise Treatment
 

Repeat if Vomit
 

2nd, 3rd Doses -_
 

0 20 40 60 80 100 
Percent Correct 

n - 87 Health Care Workers 

* 	 Forty-six members of the Democratic Union of Central African Women representing all of 
the conltryv's districts were dlso, trained. 

* 	 A social mobilization traiIIi n enuide and evaluation ma1.tterials were devloped. 

* 	Supervisiol Of) omrmitv inobil izat ion activities began in health regions I and 3. with vis­
its to 22 Comne1llS. 

Health Financing 
* 	A health care financineg urnit was established in the NOH. and a lone-term resident advisor 

for health financile arri ved at post. 

Operational Research 
* 	 A prospecti,.e studv of thiree rehvdration solutions (ORS. corn-based gruel with and without 

salt) was conducted. PreIllinimary aial,,ses indicate that ORS may be superior to corn­
based gruel for the prevention of dehydration. 

* 	 Studies on the preceding birth technique .were extended beyond the Castors Maternity Clinic 
and to other facilities in Bangui. 
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Enqu6te sur I'Evaluation du Traitement du Paludisme
 
au Sein des Etablissements de Sant6
 

Republique Centrafricaine, 1990
 

Chloro. ler Trait.
 

Dose Correcte
 

Epongeage
 

Aspirine 

Traite Autres Maladi 

16re Dose au Centre
 

Supervise le Trait.
 

Recommence si Enfant
 

2e et 3e Doses
 

0 20 40 60 80 100 
Pourcentage Correct 

n 	 :87 Agents de Sante 

" 	Quarante six menbres de I'Union Dmocratique des Feinmes Centrafricaines repr6sentatifs 
de tolls les districts dII pays ot 6.alenment reqyu Une formation en education pour h1sante. 

Un guide Le formation sUr lit mobil isatil ies collect i'it6s et dL mat6riel d'6val uation a 6tr6di-6. 

• 	 Le contr6le des activitts de mobilis;1,ion des collCctivites a commentc dans les r6gions sani­
taires I et 3. v compris des visites dans 22 communes. 

Financement des soins de sant6 
* 	 Une d lnancCmnent ies soius Lie sant i long terme 

a t,. cr.Ye MI MSP. 

unitnie6 ii 	 dirigte par tin conseiller-r~sident 

Recherche operationnelle 
* 	 Une 1tudc prospective stIr trois solutions Lie r6hydratation (SRO. gruauII base de mais avec. 

Ct sais sel) a t. eflecttIc. Des analyses preliniinaires indiqIient qtc lhiSRO est meilleure 
quC Ic gruau de mais pour li prtvention ie lia dtshydratation. 

" 	En plus ie lhiMaternit des Castors. Les itUdes stir it technique tie li naissance prc~dente 
ont tt. effcctts dans d'autres &ttblissements medicatix de Bangt, i. 
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COTE D'IVOIRE 

BACKGROUND
 
0 	After a slow project start-up ill 1985. a project review and extension design in 1988 resulted 

in the complete integration of CCCD into the MOH. With dedicated national leadership, 
national malaria aLd CDD plans were developed and the EPI program accelerated. A health 
information system, not available at tile inception of the project. is noW providing val i­
able data. With CCCD assistance. the NGH is incorporating family planning into its public 
health priorities. 

CAPACITY BUILDING 
" CCCD has contributed to improved management systems within the MOH. A cadre of dedi­

cated technical experts and managers provide public health leadership at tile national, 
regional, aILI local levels. 

* 	The inservice training model developed by CCCD is based on a decentralized strategy aimed 
'It pro\'idi ng- and e'al uat int the training of peripheral health workers. Tile National Iistitute 
of Public Health isplaying a major role in developing this training systems. 

* 	Training based on needs assessments is providing health workers with the skills needed to 
assure qial ity ser\vices. 

LESSONS LEARNED 
* National CCCD leadership after the 1988 project redesign contributed substantially to major 

achievements in EPI. CDD. and training. 
* Periodic internal reviews of project implementation by MOH's leadership and managelment 

staff have resulted in the redirection and redesign of project components by national deci­
sion. makers. These Ministry-driven activities have fostered ownership and national 
investment in project developiments. 

FUTURE DIRECTIONS 
* The MOH israpidly moving towards implementation of a more comiprcLhensive program of 

maternal and child health, including flamily planning, health financing. and essential drug
programs. 

MAJOR ACHIEVEMENTS 
* 	 Family plannilg was incorporated into tile CCCD through a 1990 project amendment. 
* 	The CCCD Project was extended through March 1992 to allow for a transition to the follow-on 

child survival aind population project. 
" Mf-IS Secretary Dr. L. Sullivan and A.I.D. Administrator Dr. R. Roskens visited the CCCD 

Project and other health programs ill .Jaar1'y 991.1 

* The national DTU in Treichville was inaugurated in May 1990. More than 30 physicians 
have hen trained in ORT. and more than 830 patients were treated for dehydration by 
December 1990. 
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COTE D'IVOIRE 

DONNEES DE BASE 
0 Apr s Lin depart assez lent du pro jet en 1985, cc dernier a 5t6 revo C1 le plan d'extension en 

1988 a abooti it tine integration totale du CCCD au sWil du MSP. SoLIs ''5gide d'one direc­
tion nationale d6di5e. des plans nationaox ie lotte contre le paltidisme et les maladies 
diarrhsiqLies ont 656 dIabor6s et le programme (iLI PEV acchr5. Alors qo'il n'existait pas de 
systlme dinformation sani taire aI lancement Lo projet, le noveati SIS foornit mainte­
nant des donnses prcieoses. Avec Ic contours dI CCCD. le MSP incorpore iaplanification 
familiale ax priorit5s ie sante publiqoe. 

RENFORCEMENT DES CAPACITES 
* 	Le CCCD i contriboc 'i I' mt'1lioration des systbmes de 'estion ati sein (tII MSP. Une &q1.ipe 

d'experts et tie directetirs techniques est i lit tate de lit sant5 publiqtie an niveati national. 
rcigional et local. 

* 	 Le modle (iI coors ie formation continie cabor pai le CCCD est bas6 sir Ia dtcentralisa­
tion de la formation. Ce COtIrs vise -i former et 6valticr les agents Lie sant16 di ni'vean 
pdriphsriqiC. L'Instittit National Lie it Sant PUblique JOLe on role important dans le d6velop­
pement Lie cc systme de formation. 

" La formation bas6e stir tine t'valutatfion des besoi ns ap)porte aIx agents de santo les tech­
niqties ncessaires i lit prestation de service. de LLialit5.
 

LECONS TIREES 
* 	 A lia stiite Les modifications apportecs a projet en 1988.1a direction nationale di CCCD a 

largement contribu'5 Ix principales rtaIisations dtLIPEV, titi LMD. et di programme de 
formation. 

" 	Graice aIX controles internes rsguliers en tours de pro jet par la direction ci I'quipe de ges­
lion di NISP. les responsables nationatix ont permis dIorienter et modifier certains 616ments 
dtI projet. Ces activit5s relevant directement dtI Ministate ont attir6 ies investissements 
priv5s et nitlionatoX pour le dave loppenient du pro.je. 

PLANS POUR L'AVENIR 
* 	 Le MSP se dirige rapidement vers lL maise en oeuvre d'ton programme englobant davantage 

d'aspects tie lL saiit6 maternelle et infantile, 1Isavoir lLt planification familIliale, le finance­
ment ie la sIli el laI fotirn iture de mI&licamenits i base. 

REALISATIONS PRINCIPALES 
* 	Griice ii on amcndcement appOrt6 al pro jet en 1990. LL plnification fainiliale i 6t6 incor­

poree aLICCCD. 
* 	Le pro.jet CCCD i ,tSproroge josqu 'en mars 1992, afin ie faciliter lLt Irans ition LIi lro.jt ie 

sUrvie de I'enfant Ct de lL pOpuLIalion. Ce dern ier sUcc&era au CCCD. 
" 	En jinvier 1991. DocteorIL. SuIllivan. Secr3taire Lies Services Sanitaires et HomLini s ties Etats-

Unis el Docteor. R. Roskens. Adminisirateor de I'Agence potir Ic Ddveloppeinent 
International, ont visit6- le projet CCCD ails i que dtl'iircs programmes tie santO. 

* 	 L'UFTD nationale tie Treichvill at tti ilLaui'iirce enllmai 1990. P1hs ie 30 muldec ins ont 6t6 
lorm'is i lL TRO. En d-ceimbre 1990. ltiS de 830 milades avaienlt et sOi's Ir)tii 
dSshvdratation. 
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* 	A model inservice training mechanism for peripheral health workers was developed and eval­

uated. The model is now being expanded to all health districts in tile country. 

" 	Measles incidence rates remained significantly reduced throughout tile year. 

EPI 
" 	 In 1991, coverage declined slightly. Emphasis focused on tile provision of immunization
 

services in fixed flacilities. with UNICEF accelerating its assistance (equipment ind
 
supplies) to an increasing number of health centers.
 

" 	Tile Treichville DTU incorporated daily immnunization services as a routine service to users. 

National Immunization Coverage 
by Antigen, Children 12-23 months 

C6te d'lvoire, 1987 and 1991 

Percent Coverage 
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--- 199 

BCG DPT 1 DPT 2 DPT 3 Polio I Polio 2 Polio 3 Measles 	 Yellow 
Fever 

1987 1991 

Source: 1987 and 1991 Coverage Surveys,
 
INSP.
 

* 	 CEIS. WHO's computerized management and logistics system for vaccines and other EPI 
commodities, was integrated into the EPI program. 

Diarrhea 
* 	 Reported cases of diarrheal disease declined in 1990. However, diarrhea continued to be a 

major cause of morbidity ill children, with over I1.000 cases reported in children under 5 
years of age. 

" 	 Comparison of clinical care in case management in 1990 showed tile positive impact of train­
ing on health worker delivery ill ORT. 

Malaria 
* 	Malaria continues to be tile number I cause of clild morbidity. with a total of' 225,000 cases 

in children under 5 years of age. 

* 	Tile 1989 malaria plan was developed and distributed to all 26 health districts. It einpha­
sized presumptive treatment with 25mg/kg dose over three days and use of parenteral
 

quinine for severe cases.
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* Un oodele tie formation continue pour les agents de sant6 de niveau p&iphdriquC a 6t coI;u 
et mis -' I'essai. Le mod1e sera mis en place dans totis les districts tie la sant Ia pays. 

* 	Tout a long de I'ann6e, les taux d'incidence ie li rougeole sont restds trfs flaibles. 

PEV 
" 	En 1991. lia couverture vaccinale a baiss6, Les efforts se sont portes sir hit prestation Lie ser­

v'ices de vaccination lans les 6tablissements mtdicaux Lie taille imporlante et avec le concotirs 
(en matdriel et en ItMrnitures) soutenu ie I'UNICEF dans Lin nombre grandissant de centres 
de sanlt. 

SEn dehors des auttres prestations. I'UFDT Lie Treichville a incorpord tin service tie vaccina­
tion qIotliein. 

Couverture Vaccinale par Antigene

Enfants de 12 h 23 mois
 

C6te d'lvoire, 1987 et 1991
 

Couverture en %
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Source: Enqu~tes sur la couverture
 
vaccinale de 1987 et 1991. INSP
 

* 	 La gestion di sVstMIe d'inlbrmation inforinatise dti PEVCEIS, de I'OMS et les 
systlmes Iogistiques potur les vaccins et autres produits du PEV ol Ntd incorpords dans le 
programme dI IEV 

Diarrhde 
* 	 En 1990. ICs cas tie Inaladie diarrhdiqlle signalds on ddclin6. Toutefois. li diarrhde continue 

unIcdI' ilre cause ma cure ie morhidite in fantilc (plts de I 1.000 cas sigInalks chez ies enfants 
de 	moims Lie cing an.,). 

* 	 En 1990. on a ptu constater tine amilioralion Lie li prise en charge ies cas ie diarrhe en cli­
niLcte grice "i li fIorllmtion Lies agents tie sant -i,hi TRO. 

Paludisme 
" 	Le pal di sine cot inure i'tre lIa caise in11i1r(1o imiei morbidilt infantile (225.000 cas Weln­

ftants ie mois (ie cing als). 

* 	 Le plan 1989 tie lutte contre le paltidisme a t6 dlabor poLur les 26 districts sanitaires. Ce 
plan met I'accent slir un traitement iI priori Lie 25mg/kg pendant trois jours et I'lutilisa­
tion die qliiiine parent&ale potr les cas graves. 
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* 	The plan also promoted cheloprophylaxis of pregnant women. prevention through vector co 
trol where possible, improved sanitation. and increased attention to disease surveillance. 

* 	A sLrvey o health facilities conducted to assess the success of the 1989 malaria acivities ill( 
cated that 74.41/ of the facilities had chloroquine in stock and that slightlV over 50(1 of 
febrile children seen at health facilities received antimalarial treatment. 

Cases of Malaria
 
Children Less than 5 Years Old
 

C6te d'lvoire, 1988-1990
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Cases of Malaria 

Chloroquine:
Availability and Prescription 
Practices in Health Facilities 
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 ........................ 


...... 52. 

NO 
NO 	 47.1 

74.4 

% of Facilities with %of Febrile Children Given 
Chloroquine in Stock (n-39) Rx with Chloroquine (n-52) 

Cte 6 .joire, 1991 

* 	Training of microscopists and the provision ol microscopes to an increasing network of 
ilealth centers has dramatically increased surveicilance capacity a1d precision. 
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* 	 Le plan encourage d'autre part ha chimioprophylaxie pour les femmes enceintes. si possible 
la prevention par contr6le vectoriel, ine meilleure hygiene Line plus grande attention porte 
I III surveillance tie lia maladie. 

* 	 Une emlulte e fecttuR e en 1989 dars les formations sanitaires pour t\aluer les activitls du palt­
disme i r'v616 que 74.4/( des 6tablissenients poss6daient tin stock tie chloroqtuine et plus 
de 50% des enflants fibriles soigns dans les formations sanitaires recevaient tin traitement 
contre le paludisme. 

Cas de Paludisme Chez les Enfants
 
de Moins de 5 Ans
 

C6te d'lvoire, 1988-1990
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Chloroquine (n-39) (n=52) 

C6te dvoire, 1991 

* 	 La formation ie i ,croscopistes et la livraison tie microscope I till iombeLde plus en plus
gTrand de centres tie slnte a enormieient augient6 les capacits Lie sutrveillance et I'exacti­
tude des diagnostics. 
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Health Information Systems 
" 	Computer hardware. software. and training were provided, and training needs were identi­

fied at the Directorate of Public Health. 

* 	 WHO's comnLuterizCd EPI program. CEIS. was installed at the National Ilstittte of Hygiene 
to improve vacciie stock mrianiieeCnt an1ld distribution. 

* 	 HIS assessments focused on regional and peripheral level needs a.1nd improvements. Reviews 
at the Division of Plannin- alnd Statistics I'ocused on the national system of monthly morbid­
ity reportin, frin 26 districts inclUding 600 facilities. 

Training 
* 	 A training model Was developed to achie\e systematic inservice trainin.i of peripheral health 

workers by district Stalff. Sixteen health districts were incorporated into the system and more 
than 800 personnel \were trained in EPI. ditrrheal disease cotr1ol, and laria. 

* 	 'he traini ,,,strateiy, is based Onl anl1aIssessllnlt of needs ill health ltci litics. Baseline sur­
veys were completed in 1990 in 41 hCath fatcilitie with follow-upl surveys completed in 
early 1991. These surveys provided excellent feedback on1 the impact ald et'fcCtivCnCss of 
trainlin . 

Information Given by Rural Health
 
Workers to Mothers of Children Receiving
 

Vaccinations, by Training Participation
 
% of Observation
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C6te dlvoire, 1991
 
44 observations in 13 facilities
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Systemes d'information sanitaire 
* 	Ordinateurs et Iogiciels ont 6(t'ournis el la formation a t6 assur6e. La Direction de lhSant 

Publique est consciente Lies besoins en formation. 
" 	Le programme inlormatis6 dII PEV, CEIS, ieI'OMS a 6 mis en place i I'lnstitut National 

de I'Hvgi~ne en Vue de I'amlioration de la gestion et de la distribution ies stocks ie 
vaccins. 

" 	Les 6valuatiions dII SIS se hasent stIr les besoins et les am6iorations dII niveaU r6ional et 
du niveau p6riph6rique. Les contrCfles au niveau de hi Division cieIa Planification et ies 
Statistiques se concentrent sur le systrme national de rapports mensuels de donn6es sur litmor­
bidit6 des 26 districts totalisant 600 6tablissements. 

Formation 
* 	 Un mod&l de cours de formation a 616 mis an point pour assurer tine formation Continue et 

syst6matique des agents de sante du nivcan p6riph~rique par le personiel cie district. Seize 
districts de sant6 ont 5t6 incorpores dans le systbnie et plus de 800 personnes ot SLivi tne 
formation PEV sur hi lutte contre Ismaladies diarrh6iqties et le paludismc. 

* 	La m6thode tie foriation a pour base I'6val hation ies hesoins dlans les formations san itai­
res. En 1990. ics enqtlltcs tie base on t t6 eITectIes dans 41 formations sanitaires suivies 
d'entlUtes complementairCes aI dit de 1991. Ces enquetes ont fourni tine excellente r6tro­
information sur I'impact et I'efficacit6 die la fOrniation. 

Informations Donndes par les Agents de Sante Ruraux
 
aux MWres d'Enfants a Vacciner
 

Selon Participation a la Formation
 
% d'Observations
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C6te d'lvoire, 1991
 
44 observations, dans 13 etablissements
 

42
 



Treatment and Information Given in Rural
 
Facilities to Mothers of Febrile
 

Children, by Participation in Training
 

%of Observations
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Antimal How to Admin 3 Day Trtmt 

Untrained dJ'Trained 

C6te divoire, 1991
 
38 observations in 15 facilities
 

* 	 Training niaterials for peripl.eral inservice training were developed and field tested. 

* 	Train ing materials ftr use during the national DTU sessions were al1so developed an1d field 
tested dmaring IWO .ior courses for physicians it the Treichville DTU. 

Health Education 
* 	 Patient education capacity at tie DTU \\'its a major l'oCLS with provision of educational 

mIterial., trinine. anod audiovisul11 etiuipment. 

* 	 The DTU's patient etlucatIon CIlpcIIIV Wilwfurther enhanced witi tile train ing ol two DTLJ per­
sonnel in health edlucatiol planning and minaigemelilt 11the Zaire School of' Public I-llhh. 

* 	 Sixteen Peice Corps volunteers were assigned to the CCCD Project to assist in health educa­
(ion and promotion of child survival in helllh districts throughou2t the country. CCCD assisted 
in a two-week preservice training course f'Or the volunteers. 

Operational Research 
* 	 Nationral COLterparts wvorked with tile CCCD staff to implement a study of severe diairrhea 

in children in Boulke. ResLIlts Will serve to improve dialrieil case niacuement associi­
ated with other serious illnesses. 

" 	 Fieldwyork for a vaccilation seroconversiol study \Vas completed. Ill this StldV, polio serocon­
version rates \%ere Compled in infIants receiving OPV or enhanced-potency injectible polio 
vaccine at the tullle of, lleasles vIccination anod alter lhree doses of' 01V. anod measles 
seroconversion rates were compared in children receiving SchwIarz vaicCille at 9 i1onths of1" 
ace or EZ vaccinle (frol two prodtcers) at 6 Illolnhills of, le. 
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Traitement et Informations Donnes dans les
 
Etablissements Ruraux Aux Meres d'Enfants F6briles
 

Selon Participation 6 la Formations
 

%d'Observations
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C6te dlvoire. 1991
 
38 observations dans 15 etablissements
 

* 	 Le materiel pour Ia l'ormation conttile dI personnel ie ni veatt prip)hriqie a 6t6 mis au point 
et mis I I'essai Sttr le terrain. 

* 	 Le matriel p)ourI les stages nationaux dles UFFD t 6.alerlent 16cotItI et test lors de deux 
cours iriportants prtsent~s s uie, Le Liet m6deciris I*UFTD Treichvillc. 

Education pour la sant6 
* 	 La priorit6 6t6 donn6e :t I'lucat ion des patients dans les UFTD. et dI niat6riel didacti­

que, Lucatit" et a itioviSuel a t lourni it cet effet. 

0 	 Le potentiel tie IU FTD en hLucation des patients a 6t6 re'lriS6 par 1a formation Lie deux per­
soniies ie I' LTFD tlui ont stiiVLine irnlation en gestion et en planilication de I education 
pour Ia sant6 'i I'Ecole tie I S.lnt6 ItulhIilue dI Zairle. 

0 	Seize volotaires iltI Corps ie Ia Paix oit 6t6 detachs, auplrs dIi CCCD p1ou.r COntinuer 16Ide­
cation pour I santo et Iamlioration ie hi survie tie I'l'Iant Lie 'ensen ible ies districts dII 
pays. Le CCCD a orgailis6 ti stage pr6paratoire ti deix senaities p)our ces volontaires. 

Recherche operationnelle 
Le personnel dI CCCD a travaillU avec ses I1omolog,,ues natijonaux stir iiee t ilde tie la diar­
rhe inflantil crvel "IIBotMkU. Les r6sultats obtelltIS pernettrOnt d'tnl61iorcr Ic traitment 
ies cas ie diarrh e accompagnece d'aUtres maladies crav'es. 

0 Le travail ie terrain stir III ser-oconvCl-Sioll ie Ia ctLVerttire vaccinale est lenllin1, PotLir III 
polin. les ttix de seroconversion chez les enints recevanlt le VAP et ceix rceCC\'lt le 
\'accin antipoliOl\vitiqtie injectable ,ssoci6 aLI vaccin antiroticeoletix apr~s trois doses Lie 
VAP ont 6t conpar6s. De neine, ipotir hi rotigeole. les taUix tie sroconversion chez les 
enfants recevalt le vacciin Schwartz 'i I t*'e ie neutf iois et cetix recevant le vaccin EZ (ie 
deLix sources dilfrentes) ii I *c de six liois out 616 compar'6s. 
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GUINEA
 

BACKGROUND
 
* 	The project ill Guinea will be completed ill September 1991. A final evaluation conducted
 

ill April 1991 cited tile quality ol Guieian stallff and tile N'IO-'s dedication to iimproving
 
primary health care il tile country. After aslow start, tile CCCD Proiect made significant pains 
towards the country's lihild survival targets. Tlie progress achieved in health in Guinea 
ill tile last six Years has been trulIy remarkable (quole Ilron tile opening paragraph of tile April 
1991 CCCD Final Evaluation Report). 

* 	Giiinea has deinoiistrateld consistent commitment to chiI sirvi val withinr a newly evolving
 
inf'rastructure arid With lilnited finainciial and htumnx resources.
 

* 	The Guiriea M01- has provided leadershiI ) incorporating the Baniako Initiative nationally
and ill the effective coordination of donor inputs to siipport it. 

CAPACITY BUILDING 
* 	The capacity of the NIGH to train its personnel to collect and analyze data. educate moth­

ers. and implement a sound prograrn of' prinary health care was expanded greatly by tile 
pro.ject. 

* 	The final evaluatioll reported. "'CCCD. which predates the national prinmary health care ini­
tiative, aided the MO-1 ill establishing toda.'s integrated national health program that covers 
one-third of the country arid which applies sound management practices that are necessary 
for nliedically effective. cost-effective, sustainiable Primary Health Care.-

LESSONS LEARNED 
* 	The MO l's leadership iii the coordination of donor inputs played a significant role ill the 

successful imnplemenitation of CCCD and tile Bamako Initiative. 

FUTURE DIRECTIONS 
inea will 

tiative with its stress on local inipu t, basic care being widely available, and essential drugs 
Mnd cost recovery. AltIoimghi USAID's furtirre inripits will locus oii economic adjustment, it 
may be called on hy tile NIH to provide consultation ill the area of' chiId survival. 

* 	Public health programs in Gr i corntiniue to be implenented through tile Bamako liii-

MAJOR ACHIEVEMENTS 
SFlichest i ntrirri izat ion c, ,'.eraue levels in the couiitry were documented ill CCCD project 

* 	Coverage a long, pregnant women at 381/ in tile CCCD project areas, is five tinres higher 
thai tille national level. 

* 	Chor1oqiine sensitivity testing in 1990-91 has continued to collirnil that rio chihoroqLmine resis­
tance to . i /c 'iar'n exists. 

* 	A niaJor national CDD policy docum1ent was approved by the NIH-h. 

45
 



GUINEE
 

DONNEES DE BASE 
* 	 Le projet guinen s'est ternin en septembre 1991. Une evaluation finale eff'eCtue en avril 

1991 a fl-it 5tat Le 1a tual it6 de I'&qu ipe gL-i'intenne et des efforts remarqoables do MSP pour 
aml iorer Ies sOits de sant5 priNmaires dans le pays. Afrs tin dlIMarrage assez lent, le proJet 
CCCD a fait de grands progrs ell matire de sorvie ie I'enfant . Potur reprendre une remar­
qie tie I, tr1eetlltatio n dti ral))o' d '6vaIoation fiinale tie CCCD d' avril 1991: "Les progr~s 
accconiplis en Ouinee vis-I-vis Lie II sante oI Cotlirs de ces six dernilres ann~es ont 6t6 
abso]lonient reinarttiables*". 

* 	 Lit Gulii ne a olntre 0 proS nt projet tie survie de I'enluit aoson engagenent vis-a-vis do 

sein tI'utne inIfrastricttLirc en pleine evoltion et malgter des ressoLrces et tin personnel
 
liinits. 

* 	 Le MSP .etilliJen a 11ontr son espri t de leadership en incorporant I'Initiative tie Bamako ai 
niveal na1t1ionll1 totit ei coordtloniant efficaceiient Ies ap1OrtS di .Celces donatrices. 

RENFORCEMENT DES CAPACITES 
* 	 La capacitO tLi N SP ,i ftormer son personnel. -'I recueillir et analvser les dollnes. "It duqtIer 

les mr'es et t Liiettlre ell oeti l'e till programme viable tie stins de sant primaires a pris Lille 
envergore considrable graice a pILt . 

* 	 L',valtoation finale inlditlue title: "Ic CCCD. tuii a pcd&1 I'action nationale poiU les soits 
tIe sant, primailres. a aid le MSP i ir lMtablle proCgramme natjonal tLie santo intcgr tjoi cti­
vre nltintenant Lill tiers til pays. a))li.lant des mithodes tlIe gestion solides indispensables 
polur I'otablissement ti'un svstnie de sOinS Lie sant pri inaires efficace, rentable et
 
viable."
 

LECONS TIREES 
* 	 Le r6 ietIe leader tju'a.jioI le MS1P a permis tIe coordonner les efforts des agences tionatri­

ces et de mettre en oetivre le CCCD et I'lInitiative tie Bamako. 

PLANS POUR L'AVENIR 
* 	 Les programmes tie sante puhlit1tie en Gui nose cont intieront tie snivre I'Initiative tie Bamako 

en mettant I 'accent stir les efforts ocaux. en s'asst'iant titie Ies soins tie sant primaires et 
les mniticamnents tie base sont disponibles et qIe le systbme tie recotivreinent ties fiais 
lonctionie bien. Ben ti ItiLs cInl ri tit(Ills fLittires tie I'USAID soient slrltit tiest ieesit f1c­
liter I'll ustenClent 5contlm ttiue. il se petit ttie Ie MSP delinantde Line aide technilique
 
constilitative en nmatire tie survie tie I 'enfant.
 

REALISATIONS PRINCIPALES 
" 	 Les live.tux tie ctlverttllre Vaccinale les piis tIlevts ttI pays corresptIlent aIx 1' IitnIs tiLt 

projet CCCD. 
5" 	 La cotluVelttlle \'acc i le ties fenimes encei ntes est cintq lois i+lis &Vete& tis les rgion s tItI pro­

jet CCCI) (38111( tiLe dhins Ic reste dtL pays. 

* 	 El 199(0-1991. tides rixes stir hi sensibIlith hi c,1I(IrIluine (ot i ii\'eati ctInit olirnld I'ab­
sence tie resistance "ih, ciilrtlqti ile LuI/l'/mudi, ./itlur . 

" 	 Une polititjiLe oatiolale iillportante c(icernant la LMI) a 6to approtive pair le MSP. 
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* 	 Si-nificant increases in ORS use were doc mInented in health centers throughout the country. 

EPI 
* 	 The end-ol-proiect vaCCi nation coVeratee i'i urles showv that. Wiile the iprolect did not aCie\'e 

the stated goal of' 8W(. coverage rates have improved and are clonsiderably i igher than 
national levels. 

DPT1, Polio 3, Measles
 
Vaccination Coverage


3 CCCD Focus Areas, Guinea, 1987-1990
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* 	 EPI skills ilstitutional ized in CCCD areas are spread inrig to non-project areas of the country 
through Slpervisory and training mechanisms estahlished bv CCCD. 
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* 	 Un accroissement important de I'utilisation des SRO a 6t6 enregistr6 dans tous les centres de 
sllt dILI pays. 

PEV 
0 	 Bien que Ia couverture vaccinale en fin de projet natteigne pas les 8(0% envisag6s, les taux 

ont malgre 1out augMIenlt Ct ddpassenlt largemen lI taux national. 

Couverture Vaccinale en DTCoq 1,
 
Polio 3 et Vaccin Antirougeoleux


3 Zones CCCD, Guin~e, 1987-1990
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Enqlu~te sur la couverture, d~cembre 1990 

0 	Lcs technliqueIS PEV inlStitLIeS danIS les recions (ILICCCD S'i telldet auIX rt616inS non1­
conmprises daiis le prolet 0rI-ice aIL WS1t11e di'encadrenient et de lormation organise par le 
CCCD. 
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0 	 Disease trends for inmmunizable diseases as reported from the country's hospitals appear to 
be on the decline; however, data from the reporting system should be interpreted with 
caution. 

Measles Incidence Reported by Year 
and Doses of Vaccine Administered 

Guinea, 1980-1990 
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Diarrhea 
* 	 A national policy document for the control of diarrheal disease was approved and adopted 

by the MOH. A national workshop followed with the development of a national action plan 
and budget in support of CDD health education initiatives. 

* 	 A 1990 survey demonstrated that all CCCD-supported health centers had plentiful sulpplies 
of ORS and had experienced no shortages in the last 12 months. 

RegisterC reviews in health centers indicated that 80)( use ORS as treatment in rural areas 
and that less than 40( of urban centers, where antibiotics and anti-diarrheas are still 
"'attractive". use ORS as the first line treatment for dehydration. 

Number of People Trained and Opening of ORT Units
 
Guinea, 1986-1990
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* 	Les h6pitaux ont signal6 une baisse des maladies pouvant tre 6vit6es grfice aix VaccinS 
mais ilflut cependant faire preuve de prudence en interprmtant les donnes (btenues part" 
I'intermdiaire du syst~me de notification. 

Incidence de la Rougeole Declaree par

Annee et Doses de Vaccin Administre
 

Guin~e, 1980-1990
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Diarrhae 
* 	Un document Icpolitique nationale pourI!:! lutte contre les ,naladies diarrhdiques 16t6 

approuv6 Ceadopt6 par le MSP. Une s6ance de travail nationale a suivi, aboutissant 1 1a 
mise aLI point d'in plan d'action national Ct (I'tin budget destin6s ', soIatetnir les actions d'6du­
cation slitairC tLILprojet LMD. 

* 	Enl 1990. tine Cntlitet a demontre que tons les centres de sait6 compris dans le CCCD dispo­
sainlt tI' une rtservc de SRO importante et n avaient conn auctne rtipture de stock aL cours 
des 12 dcrnicrs iois. 

* 	Un contr6c Lies recistres dcs centres tc santIrIvdle qUc les SRO son ttilises Come traite­
ment de base dans 80( LCs cas tie d~shvdratation en r6gion rirale conimpar6 -m40% en r6gion 
Urbaine. oii les antibiotiqUes et antidiarrlt-iqtucs sonl p1lis utiis&s 

Nombre de Personnes Formees et
 
Lancements d'Unites de TRO
 

Guinee, 1986-1990
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* 	ORT corners continue to be established in both CCCD and non-CCCD project areas. 

* 	 Diarrheal disease surveillance needs further improvements. Data f'on Conakry indicate that 
more cases wcre seen in helalth centers than in hospitals in 1990-91. As quality of services 
increase in health centers, this trend is expected to continue. 

Diarrhea Case Surveillance
 
Guinea, 1986-1990
 

Cases (thousands)
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CCCD Project Reporting 

Malaria 
0 	MOH stlff1now conduct studies of chioroquine sensitivity without outside assistance. Chlo­

roquine resistance has not been documented. UNICEF IhS 1sgreed to continue supporting 
the provision of reagents and supplies so that chhloroqu ine sensitivity testing can continue. 

* 	 While the national malaria treatment policy of 25mg/kg ch loroquine over three days has 
been adopted. physicians continue to prescribe aimultitude of drugs. including injectable 
quinine. 

Malaria Surveillance
 
CCCD Zones
 

Guinea, 1988-1990
 

Number of Cases (thousands) 
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Source: Statistics Reports, SNIS
 
(statistics reporting from 4 hospitals and 7 health centers)
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* 	La creation de coins de TRO continue. aussi bien dans les r6gions comprises par le CCCD
 
cJue dans celles qui ne le sont pas.
 

* 	La surveillance des maladies diarrhiques dolt encore s'am5liorer. Des donnees provenant 
de Conakry ont r , h5 qu 'en 1990-91. davantage de cas av'Iaient itet traius dalls les cen­
tres de sant5 que clans les h6pitaux. Cetta tendance Continuera vii la progression de lalqtalit6 
des services dans les centres de sailt. 

Surveillance des Cas de Dairrh~e
 
Guinee, 1986-1990
 

Cas (en milliera) 
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Rapport ProJet CCCD 

Paludisme 
* 	Le personnel diLI MSP effectue actuellement ies essais sur ]hI sensibilit, Illla chloroquine sais 

aide ext rieure. ALctune rtisistance I li chloroquine n'a it, enregistr e. Pour que ces essais 
continuent, I'UNICEF a accept6 de maintenir son approvisionnement en rcactifs et en
 
fOUrnitures.
 

* 	L'administration de 25 mg/kg de chloroquine pendant trois Jours pour ICtraitement dI pIlu­
disme I 6t6 adoptce Li'lNchelle nationale et pourtant. les mtidecins continuent i prescrire
 
une multitude de mtdicaeens, y compris de Ia1quinine injectable.
 

Surveillance du Paludisme Zones du CCCD
 
Guinee, 1988-1990
 

Nombre de Cas (en milliers) 
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(rapporis staiistiques de 4 h6pitaux er 7 cenlres de sanie)
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" 	Studies of health worker practices indicated that 801/ of fever or malaria cases w'ere treated 
with appropriate therapy. Tile final evaluation team summed up malaria progress its "a sys­
tematic change in tile way malaria is treated". 

" 	 Malaria continues to he a major problem which will requ ire increasing attention in coming
 
years.
 

Health Information Systems 
* 	 Assessments of the reporting system carried out by CCCD and BUCENS consultants led to 

developments for increasing the national capacity to manage an improved national health 
information systern. Reorganization of the Officc of Studies. Planning and Research is a major 
effort.
 

* 	 Microconputer training for MOH staff focused on the effective management of health cen­
ter and hospital data. inc luding its collection, entry. analysis, id feedback.
 

" 	 Local HIS trainih was ,Iupplemented with the attendance of two MOH staff at USAID's 
annual microcomputer course at the Kinshasa School of Public Health. 

Training 
* 	 An in-depth study of the MOB-'s training capacity was conducted jointly by the World Bank, 

UNICEF. WHO. A.I.D.. and CCCD. 

" 	 A training needs assessment followed the study and collected information on job descrip­
tions and general organization at hospitals and MOH facilities at the central and 
prefectural levels. Findings were used to develop a nianacenient course in mid 1991. 

* 	 National training. which is decentralized as a regional responsibility, focuses on: 

I. 	 training of trainers (TOT) for selected health personnel, 

2. 	supervisory techniques, 

3. 	health pronotion in communities organizing for PHC, 

4. 	 ORTU training. 

Health Education 
" 	 Peace Corps assistance . as redirected in 1990 to support health center-based comnmunity 

health promotion activities. 

* 	 Health promotion activities were accelerated through training of trainers workshops for pre­
fectoral health directors. Peace Corps volunteers and counterparts. and personnel from 
regional health education unit. 
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* 	Une 6tude rd\vle qitle es agents tie sant traitent 80% Lies cas de fivre ou de paludisme 
avec une thrapie approprice. L'6(tuipe ayant mend I'evaluation finale rSsune ce progr~s de 
lit manire suivante: "Une iodification syst6iltiue tin traitenent in paldisnle". 

* 	 Le palodisme contintera il tre tin probIlme majeor qoi demandera one attention croissante 
dians les anndes .I venir. 

Systemes d'information sanitaire 
* 	 L'.valuation effecttkIe par les conseillers CCCD et BUCENS [vIle que le systlbne de noti­

fication en infbrmations sanitaires devrait nIIlenter lit capacit6 nationale tie gestion dt(in 
systie national d inlOrniat ion sur lit sant. Lit rrganisation i Bureau d'Etudes. de 
Planification et de Recherche reprsente tn effort important. 

SLit formation en micro-inlbriatiqueiti personnel d MSP a mis I'accent sur oilne gestion effi­
cace ties dtonnes sanitaires ties centres tie santt6 et ties h6pitaux. Cette formation comprenait: 
lit coIlecte ies tiondes. lit saisie ties donndes. I'analyse ties donnees et hi retro­
information. 

* 	 En dehors de li formation en SIS stir place. deix membres ti personnel titi MSP ont parti­
cip5 aI COurs annUel tie IUSAID en micro-informatiqie I I'Ecole tie Sant6 Publique tie 
Kinshasa. 

Formation 
* 	 La Banque Mondiale, I'UNICEF. I'OMS. IPAID et le CCCD ont mend une 6Itude approton­

die sur ha capacitk en formation do MSP. 
* 	 Une val.atioi1 ties besoins en 1ormation a suivi Cette 6tUde et ties donnees sur lit description 

des emploi s. I'organisation gntrale des h6pitatIx et des 6tablissements du MSP an niveaIi 
central et prefectoral ont 6td recteillies. Les donndes recLejillies ont 6t uti lises pour
I'651aboration d'on cours tie gestion tlu i a 6 tionne an milieu tie I'annde 1991. 

" 	Lit formation nationale est dtcentralis&e et met I 'accent sur 1a responsabilit rgionale. notam­
ment sur: 

1. 	lit fornation ties tornmtetirs (TOT) pour certains meinbres tin personnel de sanki. 

2. 	les techniiues d'encadrement. 

3. 	lIt promotion tie lht santi dans les collectivits s'organisant pour offrir des soins de sant6 pri­
maires (SSP). 

4. 	 lit formation en UTRO. 

Education pour la sant6 
" En 1990. L'assistance techniuie dii Corps de lit Paix sest finonveai pench6e sur lht partici­

pation tie hi coinmtunati te lit promotion des activit6s tie sant6. 
SLit promotion ties activites iSes I lht sant a tIt active grfice "'I'oranisation td'ateliers de for­

mation ties foriateturs s<adressant auX directetirs prcfectoranx de sant, aux volontaires du 
Corps de lht Paix et eurs homoiogties et au personnel ties sections regionales d'tducation 
pour la sanmt. 
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LESOTHO
 

BACKGROUND
 

* In May 1991, tile CCCD Project completed seven years of assistance to tile Lesotho MOH. 
The USAID mission will phase out its health sector assistance. concentrating its resources 
on the agriculture and education sectors. 

CAPACITY BUILDING 
" 	 Durini the project period, the MOH and the Private Health Association of Lesotho (PI-tAL) 

achieved and maintained hi,,h immunization coverage rates, developed and implelented 
new disease control efforts (especially for measles), expanded oral rehydration therapy ser­
vices to all 18 hospitals and to many health centers, and designed and implemented a new 
program to control acute respiratorv infections (ARI) in children under 5 years of age. A 
decentralized training program relained in place to support these interventions. Althogll 
health education suppo0rt cont iiued to be weak. M011 organizat ional changes brtought new 
possibilities for improving these services. 

" 	Most inportantly. tile N101]1 increased its awareness of sustainiiabilitv flictors in creatting pro­
gram policy. For example. the MO-1 reviewed various options for measles control. given 
that two-thirds of measles cases occur in schlool-age children. Rather than adopting rout inme 
measles vaccination in schools-whicl may have diverted resources from tartet infant 
vacci natiou-thev recommended adni inisteriiig a second measles close at age 18 months together 
with the DT vaccinme already introduced. Similarly. the MON rejected proposals for an 
ambitious new data collection system. preferring to assess data needs thoroul"hly before coi­
sidering a more modest new HIS. 

LESSONS LEARNED 
* 	Domun cordinliojl at the outset was a crucial factor ini atssuring the Project's success. Col­

laboration with UNICEF. in particular., was exemplary. UNICEF's support to EPI. 
complemented by CCCD's assistance in disease control efforts. helped the MOH and PHAL 
achieve and sustain high immunization coverage rates and decrease the incidence of 
target diseases. 

SDecentralized plamning and training functions in the 19 Health Service Areas (HSAs) helped 
health staff identify and address local problems most appropriately and helped promote pro­
grain ownership alllllg the staff. 

* 	 Thorough background prepirat iou, plus part ici pation of local and national level health work­
ers in planiiing. hel ped assu re the successful iing of the ARI program.launch Clinical and 
anthrolpolog,ical baseline studies. followed by a program design workshop with diverse 
health worker participation. led to national policies, workplas. training, and health educa­
tion strategies alppropriate to local HSA needs. 
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LESOTHO
 

DONNEES DE BASE 
MMai 1991 a marqull 1a septi~tre ann6e d'assistance techniqtue du proJet CCCD au MSP du 
Lesotho. La mission de I'USAID va progressivement r6tduire I'assistance qu'elle accor­
dait jusqt,'ahors aux divers programmes iesat6 pour se concentrer sur I'agriculture et 
I'W5ducation. 

RENFORCEMENT DES CAPACITES 
* 	 Pendant la duree tlI pro jet. ICMSP et I'Association Prive de Sant6 do Lesotho (PHAL) olnt 

atteint et maintenul, ies taLux iecouverture vaccinale 61evds. developpe et effectlut$s ieno­
veaIx efforts Lie Iltte contre les maladies (en partic, lier contre lirotigeole). llargi les 
services de soins en rehvdratatioll orale pour qu 'issoient disponlibis darts les IS h6pitaux 
dti pays et dlalS ICs lollbretx centres Lie sitit5 et conit, et inis ell oeuvre onll nloulveal 
programme de ltte contre Ics IRA chez les entfants Le momis iecin,e arns. Un programme 
de formation dcentralis est rest actif poor continuer ces interventions. Bien que I'aide 
consacre tII'ducation san itaire soit aini ie. tne restructUration do MS P offre Lie nouivelles 
possibilites d'aniliorer ces services. 

" 	Par ailleors, le MSP a pris conscience ies f'acteurs iepr, onisat ion daLsI1 6aboration de sa 
politique des programmes iesat. Le MSP a ainsi reVi divc-ses alternatives de litte contre 
hi rougeole ell tenant compte do fait que les detix tiers des cats Lierougeole surviennent chez 
des enfants d'fgie scolaire. P1ut6t d'adopter vaccination ieroutineuLie one polit ique de 

dans les &coles. ce qoLli
aurait d~tolirn les ressources alloules 'i la\'accilation infantile. ila tt 
sogzr6 d'admihistrer I seconde dose dede vaccin antr1oOleix d s 18 niois en lillne 
temps qte le vaccih DT don l'adI inistration tait d6j1 prevue. ToojoUrs datns le mnime esprit. 
le MSP a rejet6 de nouvel les suggestions concernant hit 'ill svsttIe tit,crcatiOn vea.t, et 
ambitielx tie collecte iedones,.jtigeant pre1erable d'6valter d'abord les besoins ell don­
nroes afin Lie considtrer I'adoption d'uin oou'.'ealt SIS plIs modeste. 

LECONS TIREES 
* 	 Ds le d6part. les efforts de coordination entre h's agenc'es don'tricesentrepris potir Utiliser 

ti, mieux les ressources disponibles ont .iout. on r6le essentiel dans le suIcc~s dLi pro jet. Cette 
collaboration s'est r6\'6h6e partictili~rement rl-tssie avec I'UNICEF. Le sotitien LILIC 
I'UNICEF a accord aI PEV, doubh5 de I'assistance LiI CCCD poLir litter contre les mala­
dies inf[antiles not permis ai MSP et au PHAL d'atteindre et tie maintenir des tatix de 
cooverttire vaccinale &1evL s Ct Lce dimintier l'incidence des maladies-cihles. 

',entrali.itio planification et 
taires a permis au personnel Iesant6 d'identifier et ieresoiLdre les problmes Le hi meilleure 
faqon et par li ime cie s'identifier ittin programme leur appartenait. 

" 	La d cie lhi tie lhitoriation dans les 19 zones cie prestatiols sani­

etis 	 =neI
" 	Une bonne p'eparation donnes le base associ oe participatio a.hIphaiicatio 
des agents de santo Lie iiveau local et national ont permis cie lancer avec succ~s le pro­
gramne tie I,tte contre les IRA. Des (;tmh,, de ba., cliniqm's ct muhrpologiques sti ivies d'ulo 
atelier stir hi crati m dcI'Liii programme aIltiel ot participe Lics agents le sante ont per­
01 is Ll'instit titler te polit iquc nat=ionale, des plans Le travail on prograline LIe frmation et des 
strat6gies d'tcIication pour hi santo repondant aix besoins des zones tie prestations 
sanitaires. 
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FUTURE DIRECTIONS 
* 	Given the extensive level ol donor suppoit to date and reductions in available USAID fund­

ing, USAID decided to complete the project as planned in 1991 rather than extend it. With 
the departure ot the head of the IFamily Health Division. the NIGH may rely more heavily 
on individual program managers to carry out workplan activities, especially in ORS. .
 
commercial distribution and in ARI control.
 

Immunization Coverage 

Lesotho, 1982-1990 
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MAJOR ACHIEVEMENTS 

EPI 
" 	A biann ual national immunization coverage survey among children ages 12-23 months 

revealed some of Lesotho's highest coverage rates, including 85c/( for measles and 69% for all 
target antigens. 

* 	A MtioMal serosurvey conducted among 609 new school entrants found 13.5% still suscepti­
ble to measles infection. 

* 	As part (If new measles control efforts, HSAs vaccinated nearly 100,000 children ages 2 
years and over from 1989-1990 in order to reduce disease transmission in school-age 
children. 

Measles Serosurvey inNew School Entrants
 
Lesotho, February 1990
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84% 

8 % . .. ...................................... : :............ . ..
 

.. i voa..................................
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2.5% 

Negative 
13.5% 

n 609 Children in 61 Schools 
Source: MOH Health Information Systems 
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PLANS POUR L'AVENIR 
0 Etant donn6 I'importance que ICsoutien des agences donatrices repr6sente actuellement et 

les reductions Lies ressources Venant Lie I'USAID. cette dernire a d6cid& de conclure le 
pro et en 1991 plt6t que Lie le proroger. Avec 1i suppression Lie la Division de ha Sant6 Fanii­
liale, le MSP s'appuiera davantage sur les directeurs de programmes pour assurer les 
activit(s prevues. en particulier celles se rapportant ;l aidistribution commerciale des SRO et 
a la lutte contre les IRA. 

Couverture Vaccinale
 
Lesotho, 1982-1990
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Polio 3 M Rougeole Vaccination Complete 

Enqu6tes par grappes OMS/PEV
 
Enfants entre 12 et 23 mois
 

REALISATIONS PRINCIPALES 
PEV 
" Uric enlcutte bi-annuelle stir ldcouciverture vaccinale nationale des enfants de 12 a 23 mois a 
rd\i'dl
ties taix Lie cotIverture vaccinale les plIs lev6s du Lesotho. itsavoir 85% pour la roui­
veole et 6914 pour totis les antigcnes-cibles. 

SUic enqtlltte scrolgiqte nalionale comprenant 609 nouveatix ecoliers a ri6\'d6113.5"1que 

de ces enlanlts potivaient encore c~lntracter hi rotigeole
 

* De 1989 i 1990. Lans le cadre ienolveaux efforts entrepris pour lItter contre la rougeole 
et sa transmission enre enfants ti'i-e scolaire, pros Lie 100.000 enl'ants de detix as et plus 
ont 6i1 vaccins. 

Enqudte S6rologique Sur le Paludisme 
Chez les Enfants Entrant a I'Ecole 

Lesotho, Fevrier 1990 

Positif
 
84%
 

Douteux 

~~egai
13.5% 

n=609 enfants de 61 ecoles 
Source: Systimes d'information sanitaire 
du MSP 
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Diarrhea 
* 	 A sunimative evaluation of Community knowledge and practices related to diarrheal diseases 

in children showed a significant increase in reported use of' ORS and SSS at hone and in 
health facilities. The overall percentage of last reported diarrhea cases which received ORS 
or SSS rose from 42c/ in 1987 to 69% in 1990. 

ORT Community Practices in Lesotho
 
Mothers/Caretakers Reported Treatment of
 

Childhood Diarrhea, 1987 and 1990
 

Treated at All -_ 

ORS/SSS at Home -

ORS/SSS in Facility 

ORS/SSS, all Cases 

0 20 40 60 80 100 

%Children Treated (Last Case) 

1987 (n-261) 1990 (n-288) 

Source: MOH/HEALTHCOM Final Evaluation
 
National Surveys, 40 Enumeration Areas
 

* 	 At the Queen Elisabeth i Hospital in Maseru., the average annuai:ase fatality rate for 
childhood diarrhea decreased fron 7. 1 1 before the ORT Unit opened (1983-1985) to 4.3% 
after it opened (1986-1990). 

Acute Respiratory Infections 
e 	 The MiOI- and P-JAL successfully completed Phase One of tihe new ARI control prograi in 

three pilot IISAs. Using newly-developed traiining manuals, the lirogram coordinators trained 
80 health staff to perform standard A RI case nanagement in children. 

0 	 A first-year rprogran review found that most nurses assessed. classified, and treated ARI 
patients applropriately. but t1hat their pxatient education skills needed ilmprovement. Results 
led to tile development of a national five-year ARI control plan. 
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Diarrh~e 
0 	 Une 6,altuaticn recapitulaltrice des pratiques et des connaissances des coilectivit~s vis-a-Vis 

des mahtdies diarrhiques infantiles a n1ontrd que I'administration des SRO et des SSS 14 
domicile et dans les centres tlie sante avait considrablement augent. Le pour'celtage den­
falits diarrhd3iques auxquels des SRO ou des SSS avaient 5t[ adIninistr~s est pass6 de 4 21/ 
en 1987 ii 69,i en 1990. 

Pratiques des Mres et des Gardiennes par Rapport
 
a la TRO dans les Communaut6s du Lesotho,


Traitements de la Diarrh6e Infantile Signals, 1987 et 1990
 

Traitement -_ 

SRO/SSS a Domicile 

SRO/SSS dans un etab 

SRO/SSS, pour tous ­

0 20 40 60 80 100 
% d'Enfants Traites (Derniers Cas) 

1987 (n,261) 1990 (n-288) 

Source: Evaluation finale du MSP/Healtl ,rm Enqu~tes Nationales, 
40 Zones d'6numeration 

0 	 A I'h6pital "Queen Elizabeth II'" le Maseru. le taux moven annuel Lie cas de Idtalit6 due 1i 
la diarrh3e infantile est pass tLie 7, l1 avant Il'cverture de I'uinit TRO (1983-1985) hl 
4,3%C depuis son oi'erItire (1986-1990). 

Infections respiratoires aigues 
" 	Le MSP et le 1PHAL ont ex,$cti5 Mvec sLcc~s la preinire phase dLInouveau programme Lie 

lutte contre les IRA thins trois zones de prestations sanitaires pilotes. En se servant de 
1nanuels tie l'or1iationl rcemient crs, les coordinateurs li programme ont forile 80 il1etll­
bres dI personnel tie sante -i la prise en charge ai&Iluate des cas d'IRA infantiles. 

* Une &aI Cl+uation tie 1a premiere ann3e ciIi programme a r que lia plupart Lies infirmiers Lia­
nostiquaient, classaient et soignaien les cas ci'IRA correctement , mais tine, par contre. ils 
avaient besoin ci'amcliorer leurs technitlues dethication pour I sant des patients. Les 
rdsultats de cette evaluation ont abouti I ha criat ion ci'ulin plan tju inquenlnal de lutte contre les 
IRA. 
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ARI Health Worker Performance, 1991
 
Assessment for ARI
 

Asks or Examines for: 

Ability to Drink 

Fever -_ _ _ _ _ _ _ _ _ _ _ 

Chest Indrawing 

Respiratory Rate -_ _ _ _ _ _ _ _ 

Ask Age
 

Malnutr. (Weight) 

0 20 40 60 80 100 
Percent
 

Yes No .- Not Sure­

26 Children Managed by 11 Nurses
 
Source: ARI Supervisory Checklists
 
'No data available
 

ARI Health Worker Performance
 
Classification, Rx, Patient Education
 

May 1991
 

Skill Observed: 

Classified Correctly 

Treated Correctly 

Instr. Give Medicine 

Told When to Return 	 .........
... 


Advised Food/Fluids 

Sugg. on Dress/Trad 

Assure Understanding 
0 20 40 60 80 100 

Percent
 

Yes No - Not Sure­

24 Children Observed in 10 Facilities
 
ARI Program Review May 1991
 
'No data available
 

Health Information Systems 
* 	CCCI) assisted the 01-1 in conduIttinc a data needsOI and cllahoratllng donor awencies 


assesstllent and in proposing revisiotns to the health informatioll syst.
 

Training 
* 	CCCl) c(ollahorated with the NMElEXDE-srp)prted DIistrict Managelnent Improement Project 

to help the MOl I conldttct a ni:tagemcnlt analysis of the health training svslem. and to cre­
-tie atnd implement allI-ISA traii llcedrtesp, tmanunal. 

" The NIOH and Private Health Ass()ciatiti ofIl.esotlo (FP-IAL) heati a system of three regional 
cotti nuil edCttiL t10vorkshops twice vearlv I<r the 35 IISA Traiiers. 
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Evaluation de la Prise en Charge des
 
Cas d'IRA par les Agents de Sant6, 1991
 

Evaluation pour le IRA
 

Demande ou Observe: 

Difficulte a Boire 

Fi6vre 

Depression Resp. - _ ___ ___ ___ ___ _........ 

Rythme Resp. 

Age -____ 

Malnutrition (Poids) 

0 20 40 60 80 100 
Pourcentage 

Oui . Non Pas SOr* 

26 Enfants pris en charge par 11 infirmiers 
Source: Liste de contr6le pour lasupervision des IRA 
'Pas de donnees disponibles. 

Evaluation du Travail des Agents de Sante
 
Pour les IRA: Classification, Traitement et Education
 

des Malades, mai 1991
 

Techniques Observ~es 

Classifie Correcte 

Traite Correctement H 
Explique Comment Adm 

Dit qd rev~nir .......... 

Conseille Aliment. 

Conseille Sur Habit ........................ 

S'assure que M re ............... 

0 20 40 60 80 100 
Pourcentage 

Oui Non i Pas SOr. 
24 Enfants observs dans 10 6tablsements, 
Programme de nevue des IRA, Mal, 1991 
- Pas do donn6es disponibles. 

Syst~mes d'information sanitaire 
0 	 Le CCCD a apport son ConcOurs au MSl et aux agcICL.s donatriCes pour dterminer les 

hesoi ns en donanes sani tali rs Ct propo.ser des revisions d sySItle d'i nl'ormatlions 
sailitaires. 

Formation 
* 	 Le CCCD a collahore avec le Projel d'Anilioratim ieGetin Ll Disrict..1oun1 par 

NIHEEX pour aider Ic NISP i e"*I on (AccCecr tine1anl'se Lces LILSVSi1ie fornimation 
sanila'ci et i aCr e1"Cl 1Ilre lUIL pointl1 tillmau1lel IIc1Inalt ICS p()c6dures dii s'Is c de for-

Illation pour les zmes Aceprestalions saitlaires. 

" 	Le N'SP lt Ui ur. , 11recional (Ac (is se;.ucesct Ic PiIAl. till S'Si nl (Ae travail (dtcation 
ContlinuC (AcLix pir orIIlalteiirs (Ae Zolles (Ae prestations Saliltaires.lois par aill les 35 
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Health Education 
0 HEALTHCONI assisted the MOH in planning an ORS commercial promotion program. 

Posters. pamphlets, stationary and window stickers, and a program logo were designed, 
printed and made ready for distribution by May 1991. 

"Water for Life" ORS Promotional Logo 

METSI A \BOPHELO 
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Education Pour La Sante 
* HEALTHCOM a ai.l le MSP I mettre stir pied un progranmle commercial de promotion 

des 	SRO. Des afliches. des brochures, des autocollats Ct tin emblkme du programme ont 
t6 crc56s, imprimils et &taient pr~ts -I &tre distribu6s en mai 1991. 

"De I'eau pour [a vie" Embleme de promotion des SRO 

METSI A \IBOPHELO
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NIGERIA
 

BACKGROUND
 
* 	 Six states were selected in 1990 as locus areas providing CCCD an opportuinity to demon­

strate and test strategies designed to improve child survival. Demographic and 
epidemiologic data were collected, needs assessments were carried out, and implementation 
plans were developed in each of the foCus states. 

CAPACITY BUILDING 
* 	 State governments are more frequently utilizing facility needs assessments and surveys to
 

obtain information about tie health of their residents.
 

* 	The FMOH organized and implemented an international malaria conference. 

LESSONS LEARNED 
* 	MOH committees which meet regularly and bring together MOH and donor representatives 

are an effective means of overseeing programs, addressing issues, and building consen­
sus.
 

FUTURE DIRECTIONS 
" 	Implement and evaluate Federal PHC Sentinel Surveillance System. 
* 	 Assist the Department of Planning, Research and Statistics with the development of a 

Ministry-wide integrated HIS. 

* 	 Integrate the CCCD Research Review Committee into the FMOH. 
* 	Train and promote activities to increase the number and quality of OR proposals submitted 

by national researchers. 
• 	 Incorporate Peace Corps volunteers into the project for health education and in the develop­

ment of HIS. 

" 	Develop training modules on technical, supervisory, and management skills on priority PHC 
topics. 

• 	 Initiate cold chain assessments and field trials for the inclusion of yellow fever vaccine into 
EPI. 

* 	 Establish a DTU in PIC Zone C and improve the quality of teaching in the zonal D1'Us. 

" 	Develop a DTU in each of the six focus states and monitor ORS distribution. 

" 	Train mid-level and peripheral health workers in the application of the national malaria guide­
lines and selected staff in laboratory identification of malaria parasites. 

MAJOR ACHIEVEMENTS 
* 	 National workplans were developed by the FMOH to coordinate program inputs from the 

FMOH and donor agencies and to guide program activities. 
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NIGERIA 

DONNEES DE BASE 
* 	Six 6tats ont 6t. s61ectionnds en 1990 comme zones pilotes donnant ainsi au CCCD I'occa­

sion de ddmontrer et de rnettre en oeuvre de nouvelles strat6gies pour Ia survie de I'enfapt. 
Des donn6es d6mographiques et 6pid6miologiqiies recieillies, des evaluations en besoins ont 
6t6 effectues et des plans d'excution ont 6 6labors dans chacune des zones pilotes. 

RENFORCEMENT DES CAPACITES 
* 	 Les gouvernements utilisent davantage les valuiations eil besoins et les enqu.tes sanitaires
 

sur les habitants de leur pays.
 

* 	Le MSP a organise Ct donn une conference internationale sur le paludisme. 

LECONS TIREES 
* 	 Les rencontres rdguli&res entre les comit6s du MSP et les repr6sentants des agences donatri­

ces sont Line faqon efficace d'assirer le suivi des programmes, de rdsoudre les problmes 
tout en 6tablissant Lill consensus. 

PLANS POUR L'AVENIR 
* 	 Mettre en plaee et &valUer le syst~nme fid6ral de surveillance sentinelle en soins de sant pri­

maire. 

* 	Apporter son concours aI Dparternent de la Pianification, de la Recherche et des Statisti­
qties pour Iacreation d'in programme de SSP -'I I'chelle minist6rielle. 

* 	 Int6grer le Coinit6 de Recherche Op6rationnelle du CCCD au MSPF 
* 	 Proniouvoir les activit6s qti permettront d'augmenter le nombre et I qt,alit6 des suggestions 

propos6es par les chercheurs nig6riens en vie d'am6liorer la rThydratation orale. 
* 	 Faire participer les volontaires dti Corps de la Paix au projet d',ducation pour la sant6 et ?I 

hi Misc en oeuvre des SIS. 

" Crer des modules de formation sur les techniques de surveillance, de supervision et stir la ges­
lion de sujets prioritaires en SSP. 

• 	 Effectuer des 6valuations de la chaine ie froid e d'essais stir le terrain pour inclure le vac­
cin antiamaril IuPEV. 

* 	 Etablir tine UFTD dans hi zone C des SSP. et amniliorer la qIalit6 ie i'enseignement dis­
pens6 dans les UFTD Lie cette zone. 

* 	Crder tine UFDT dans chactine des six zones pilotes et superviser la distribution des SRO. 
•Former 	des agents de saint tie niveau interm&iiaire et p6ripht3riquie i la mise en application 

des directives nationales pour le programme de lutte contre le pahldisme et former cer­
tains membres dII personnel ,' I'identification en laboratoire des parasites dti pahlidisme. 

REALISATIONS PRINCIPALES 
* 	 Des plans de travail ont ttS 6labors -i l'chelle nationale par le MSPF pour coordonner les 

activits du MSPF avec celles des agences donatrices et gider les activitds du 
programme. 
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* 	A CCCD evaluation plan was developed for the entire program at the Federal. state, and 
LGA levels. Plans were developed to replicate in five additional states, the training model 
proven effective in Niger State. 

* 	 A malaria training module was developed to be incorporated into the training program. 

" 	 American Peace Corps representatives worked with CCCD staff in preparing for the reintro­
duction of volunteers into Nigceria. 

" 	The national Research Review Committee has approved 36 protocols to date. 

* 	 A national steering comm ittee was organized for tie development of intervention activities. 

" 	CCCD assisted the NIOH in conducting needs assessmlents and developing PHC 
implementation plans in each of' six focus states. 

• 	 A national EPI coverace Survey Vas conducted. 

* 	 A national, muIlt i-donor CDD plan \was developed and approved. 

* 	 Epidemiologic and laboratory assistance were provided for epidemics of vellow fever and 
acute renal 1IIlure. 

* 	 Assistance in the investi gation of a major outbreak of paracetamol poisoning was coin­
pleted, and control measures and recommendations were implemented. 

EPI 
* 	 There were 3.4 million doses of DPT I. Polio I: 2.7 million doses of DPT 3. Polio 3: and 

3. I million doses of measles vaccine administered in 1990. almost twice as many doses is 
in 1989. There were an estimated 5.750.986 live births in 1990 in Nigeria. 

DPT: First and Third Doses
 
<12 Months Compared to Live Births
 

Nigeria, 1986-1990
 
Number Doses (millions) 

6­

5­

4­

3.­

86 87 88 89 90
 

Year 

1st Dose 2;3rd Dose Live Births 

Source: FMOH, EPI/CDD Unit 
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" 	Un plan d'6valuation comprenant ICnii'eai l ddral. I'6tat, et les zones d'administration locale 
(ZAL) a t6 mis au point pourlI 'ensemble dII programme CCCD. Le n1odLe de formation 
s d'ant rti' l eficace dans I itat du Niger. des plans onl t 6t6 dhor6 s pour cinq ttats 
supplimentai res. 

* 	 Un Module de lormal ion stirlI paltid isme I dt pr~pari6 et l'ait maintenant partie diu pro­
gramie ile formation.
 

* 	 Des reprscntanms amricains dIi Corps de la Paix ont collabor6 a'ec le personnel di CCCDm 


pourerpr~arcr le retour de', volonraires au Niceria.
 

* 	 JUsqti ' i malnitenat, le Comil t6 de Recherche Oprationnelle a al1rou \' 36 protocoles. 

• 	 Ll collite iationa.il atiti t'r01R.3 p0O1.r dvcelol)per des dctivitcs d'intervention. 

" 	 Le CCCD d aiteICNISP IIeffectuer ies 'ivaluationsell hesoins et I 71aborer des plans d'exe­
cutiOlI ell SSP fkilds chlicuLnle ie, Six 1,ilnes cls. 

" 	 ine enquLtlre n1at onaile Slulr Ia cOLItiVerle dim PIEV a crc iiiee. 

aeniMceS t6$6labor* 	 Uln 1)1an na.tlional ie L NI ) oiNirennllut .usIclurs dLnatrices a et approuIVe. 

* 	 L'ie assistan1ce ell l)idnIIIologie el ell techniques Lie ahoratoire a 6t6 ai)portee pour les 6pi-
L6iCies die lii\C annelet leS cas dinsitiTisance r~nale graves. 

• 	 Line asiStSacle technique a 16 aipplortllee pour e Tectuer des recherche Stir tine importante 6pi­
d&mie d'ellpoisollelenl aIm Ilaractalnol. Des reconinliandations ou 6t6 faites ii Ia Suite 
desquelles des l1esilre, dLe conlrle on[tet 11prises. 

PEV 
0 	Trois inillions LIImtre Cent iMille dclses DTCoq I e de RIkio I. dexi millions sept cent mille 

doses de DTCoq 3 et ie PRlio 3 et irois mnill iomns 'enlt iii le doses ie \'accinus anli rolrzeo­
letix otll adliniIiistr6es ell 199(). cc qui reprTseste ipe, diu double des doses administr~es en 
1989). En I99(. il a 16 calc'L16 que e nonihre ie naissances \'i\'antcs au. Nigi~ria 6tait de 
5.750.986. 

DTCoq: Premiere et Troisieme Dose
 
aux - 12 Mois par Rapport aux Naissances
 

Vivantes, Nigeria, 1986-1990
 

Nombre de Doses (en miliers)
6­

5 ­

4.­

3. 

2 ­

86 87 88 89 90
 
Annee 

1ere Dose I-3e Dose Naissances Vivantes 

Source: MSF.Unite PEV/LMD 
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Measles Vaccinations: Doses <12 Months
 
and Total Doses
 

Nigeria, 1986-1990
 

Number Doses (millions) 
7­

6 ­
5­

4. 

2­

86 87 88 89 90 
Year 

M, 12 Months i All Ages 

Source: FMOH, EPI/CDD Unit 

" 	 In 1990, the National Council on Health niodified Nigeria's immunization policy to bring
 
it into agreement with WHO ,uid'lin.
 

* 	A national immunization coverage survey was completed in early 1991. 

EF Coverage Before 12 Months of Age
 
by Antigen, Crude Data
 

Nigeria, 1991
 

Percentage
 
100­

80­

60-A 

40­

20­

0 -.. 
Bco Bco OPV 3 Measles Fully 
Rate Scar DPT 3 Vaccinated 

Antigen
 
Source: 1991 National EPI
 
Coverage Survey
 

Diarrhea 
* 	 A national program tnager's meetiinI %US conduIcIeI !'or all state leaders inl 1990 and indi­

vidual state plans were prepared for accelerating CDI) activities. 
* 	 ORS storage and distri ut ion inlfoUr states. Sixt.-tree percent of thle health facil­: were st n.1iied1 

ities SUr\ eyed hald no ORS packets inl stock. The EPI~-CD[) review and selectedI operational 
research studies indicte that 37. of' diarrhea cases receivLI ORT il tile fir ot SSS. 
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Vaccination Contre la Rougeole:

Doses aux <12 Mois et Total des Doses
 

Nig6ria, 1986-1990
 
Nombre de Doses (en milliers) 

7-, 

7 TH ­4i
 
-i 

86 87 88 89 90
 

Ann6e
 

12 Mois Ensemble des ages 

Source: MSF, Unite PEV/LMD 

" 	En 1990. le Conseil National de lia Sante a modifi Ia politique de v'iccination du Nig6ria 
pour que celle-ci se conforme aux directives de I'OMS. 

* 	Une enqucte nationale de couverture vaccinale a 6t eflectwle au dbtUt de 1991. 

Couverture du PEV Pour Moins de
 
12 Mois par Antig6ne Donnees Brutes
 

Nig6ria, 1991
 
Pourcentage 

100­

80­

.................
::................
 .....
 

20 ­

02o .: 

Taux de Cicatrice Polio 3 Rougeole Compl~tement
BCG BCo DTCoq 3 Vaccln6 

Antigbnes 
Source: Enqu6te nationale de 1991 sur la 
couverture vaccinale 

Diarrh6e 
•En 1990, title reunion nationale de directeurs de programmes a t;i, oruanisc pour les res­
ponsables de tOlS les thats et ies plans ont t 6abors pour chaqu,, itaten Vue d'acc l6rer 
les fctiits do programme Lie I-MD. 

* 	 L'entreposage et la distrihution des SRO ont t examines dins quatre itats. 6317( des forma­
011s sanitai res enqlties n avaienl pas ie SRO en stock. D'apr s Line revue des programll1es 

PEV et ie LMD et certaines recherches op&ationelles. 37(/ ies cas de diarrhe auraient 
requ une TRO sOus Ornie de SSS. 
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Existing Stock of ORS 
Nigeria, 1990 

Percent Facilities 
100­

80­

60 -. ..................... 

S ....................... 

None 1 -99 100
 
Number of Sachets
 

Diarrhea Treatment Given at Home 
1991 EPI-COD Review and 8 State 

Surveys, 1989, Nigeria 
......... i~
.........
.......................


J...~~~... ~...::: .................
........ 
 SSS 37% 

iidelnes and 4oworkpl ans 

NoneNot-ing 10% 
are usiiie fluids andhonie OR 

Other Treatment 20%
natinalCDD laningiarrheg asTretnt( foiveltomento'ntoa rgal 

andCD 1991iefne Reviw ad 8 tat 
In ile199 iteriesurv o ecieo ohrDES Srve. oes 99,nicaedriat........................
.


tire~~~NthnndOS usn43mlud 
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Existence de Stocks en SRO 
Nig6ria, 1990 

% d'Etablissements 
100 

80 

60­

40­

:::::
..............
40
20-

Aucun 1 a 99 100
 
Nombre do Sachets
 

Traitements Antidiarrh~iques Administres; ADomicile 
Evaluation du PEV-LMD de 1991 

etlsEnqu~tes Menees dans 8 Etats, 1989, Nigeria 

SSS 37% 

Autres Traitements 20% 

Rien 43%a 

*UnL' nrunion nat160onale de plani tHICation d LI I/D a permis d 'flahorer des directives el des plans 
die travail pour le programme national. 

*En 1990. les intervieWS die 11areS effeCtutes dan11S lce dun'C('tle enquJLtc den10IogrphiqlUe et 
San1itai re Out rtLCU11 lisait des HIquides pr1'par& "Idom11icile et deCSqu'tnai hic l)Our1Cecntacc Lit 


SRO.
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Diarrhea Treatment Practices In
 
Nigeria Demographic and Health Survey-1990
 

Diarrhea Diarrrhea Diarrhea Treatment Number of 
Characteristics In Past In Past ORS Home Practices Children 

of Children 24 hours 2 Weeks Packets Solution Other Under 5 

Age Group 
6 months 6.3 11.4 12.2 21.2 23.5 731.3 
9-11 months 12.1 25.9 13.3 23.5 28.5 796.5 
12-23 months 13.7 28.1 11.2 31.2 33.4 1356.2 
24-35 months 9.7 20.0 10.7 23.8 25.2 1281.5 
36-47 months 3.3 10.1 15.1 18.1 26.9 1397.8 
48-59 months 3.5 9.2 18.4 23.8 25.5 1322.8 

Sex 
Male 8.4 17.7 11.7 24.6 27.7 3334.3 
Female 7.4 16.9 13.7 25.9 29.3 3551.8 

Residence 
Urban 4.5 11.9 25.1 43.4 49.3 2145.5 
Rural 9.4 19.7 9.3 20.2 22.8 4740.6 

Health Zone 
Zone A 4.7 12.4 9.5 34.5 36.0 2027.5 
Zone B 2.7 8.6 17.6 38.7 42.3 1555.0 
Zone C 11.6 25.1 11.3 20.6 23.2 1743.1 
Zone D 13.2 23.6 14.8 19.5 24.6 1560.5 

Level of Mother's
 
Education
 

No education 10.0 198 8.7 18.0 21.2 4056.7 
Primary 6.0 15.1 22.0 38.8 41.0 1801.9 
Secondary 3.4 10.3 17.3 43.6 47.6 931.8 
Higher 1.2 8.3 31.1 49.6 80.7 95.7 

All Total 7.9 17.3 12.7 25.2 28.5 6886.1 

Malaria 
* 	The National Nialaria Surveillance Netwvork. consistin,2' of 1 ultidiscitplinarv teams from Iour 

Nice,.rian universitie's and the nationil office ofl the National Mailaria and Vector Control Divi­
sion. continued to monitor tle sensitivity of PlIsuu)1l ill ./'ip in to antiM iaA il I ci rugs. 
Beteen I)87 and 1)0(). cli h roq ne resistance has spread g 1eogzrapt1hicaly lv u1 theirL 
Sothea.Ist aLd increa1sCd in seve'rit v. 
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Resultats de I'Enqudte Demographique et Sanitaire sur les
 
Pratiques pour le Traitement de la Diarrhde au Nigeria en 1990
 

Diarrhde Utilise Utilise 
Caracteristiques Diarrhde Dern.2 Sachets Solut Utilise Enfants 

des Enfants Dern24H Sem SRO Maison Autre -5 Ans 

Groupe d'Age 
6 mois 6.3 11.4 12.2 21.2 23.5 731.3 
9-11 mois 12.1 25.9 13.3 23.5 28.5 796.5 
12-23 mois 13.7 28.1 11.2 31.2 33.4 1356.2 
24-35 mois 9.7 20.0 10.7 23.8 25.2 1281.5 
36-47 mois 3.3 10.1 15.1 18.1 26.9 1397.8 
48-59 mois 3.5 9.2 18.4 23.8 25.5 1322.8 

Sexe
 
Masculin 8.4 17.7 11.7 24.6 27.7 3334.3 
Feminin 7.4 16.9 13.7 25.9 29.3 3551.8 

Rdsidence 
Urbaine 4.5 11.9 25.1 43.4 49.3 2145.5 
Rurale 9.4 19.7 9.3 20.2 22.8 4740.6 

Zone de Sante 
Zone A 4.7 12.4 9.5 4.5 36.0 - 2027.5 
Zone B 2.7 8.6 17.6 38.7 42.3 1555.0 
Zone C 11.6 25.1 11.3 20.6 23.2 1743.1 
Zone D 13.2 23.6 14.8 19.5 24.6 1560.5 

Niveau d'Education 
des Mres
 

Pas d'education 10.0 19.8 8.7 18.0 21.2 4056.7 
Primaire 6.0 15.7 22.0 38.8 41.0 1801.9 
Secondaire 3.4 10.3 17.3 43.6 47.6 931.8 
SAperieure 1.2 8.3 31.1 49.6 80.7 95.7 
Total 7.9 17.3 12.7 25.2 28.5 6886.1 

Paludisme 
rSCau national slr\e illance IM ne. 

lquatlre nfl iVersi.it6s nigiCI ienneS. e dL hurean1 de 1a Division Nationale de Lutte Antipaltis­
tre et Anti vectorielle. a.IpourtSuLivi Sa SnrveilIlance de Ia sen Sihilit6 du PhLI.Ildi lhilarum 
aux altipaluLdiques. De I1987 ii 1990, Ia choro.uino-resistance s'est propagee tpartir di 

0 Le d.le lu ipal udIis(, st itut d'6LIglipesi iulItidisCi p1 inlaires de 

sudL-est et eSt dlCvenue iplu.S orte. 
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Level of Early and Late Parasitologic Failures to Chloroquine
 
Therapy, Children Under Five Years of Age
 

National Malaria Surveillance Network
 
July 1987-December 1990
 

Nigeria
 

C'e
£3 • 198 an aM, na T.1,-6 

...... , / KEY 
l -T ,. / None 

0 
A ,1-9% Low 

A,9r; * , 	 '"~ 24% Moderate 

S• 	 >25% High 

., 	 Year Study Date 

Level of Early and Late Parasitologic Failures to Initial
 
Sufadoxine/Pyrimethamine or Sufalene/Pyrimethamine
 

Therapy Children Under Five Years of Age
 
July 1987--December 1990
 

Nigeria
 

Vnod 

I9f Ka'wna Tat-. Ba-ea 

Mango
 

K 19 KEY 
19J7 Jaio Aa None 

OCOAb 	 1-9% LOW 

Ado in"I 	 10-24% Moderate 

/ 	 ... 0 . 25 -Hrqh 

Abta I Year - Study Dtte 

'93a 

• 	 CCCI) a ,"ited ' ith and parlicipated in the Internatimal \Vorkshop oil thc Cnrrent 
Treatment and Prevetniion ot halaria 'nivriiv aihiu'. Se'en enlntne.wereheld al the CIt 

reprj) ented: II Ni2Ceriai tni\ ersitic aciivl\ lpriicilimled.
 

o 	CCCI) helped de\C0h)p a ne0 inaila training Lodule, Hru" mid-levCl 11Id pCriphe1ral hCallh 
worker,,. \. hich %%as prticstcl in Niger Slate ind apprcd for ucs ihlilmigh6)tlt the 
Ci I tlltlrV. 

* 	 C'CI) d'veChtpeCd a stld\ Ofipvrethrnm illprg'natlCd hednet,, [Or imp11nillietation Iin 1901­
1992. 
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Niveau d'Echec Parasitologique Precoce et Tardif d'Enfants de Moins
 
de 5 Ans Suivant 1 Traitement b la Chloroquine
 

Reseau National de Surveillance
 
juillet 1987 A decembre 1990
 

Niqeria
 

1988 Huan l \­

/\ /
 

) ) IaJ~d Tl, ,]Je 

.,. 
* ... / LEGENDE 

, AAucun Echoc 

Odors 1,d81 1 1~ 1-9% Bas
1g a / 1024% Modern 

A,58 ,7 f 11 
SO > 25% Eeve 

Annoe Date de IElude 
1118 

Niveau d'Echec Parasitologique Pr coce et Tardif d'Enfants de Moins
 
de 5 Ans Suivant 1 Traitemert b la Chloroquine
 

R~seau National de Surveillance
 
juillet 1987 6 d~cembre 1990
 

Nigeria
 

"- - u'ea
 

/I 198198
 

133o15lgba 0' Co -88192o "8"89 LEGENDE 
1987 .'vw 

191 JaloA.a Aucun Ectec 

,OeeeS 7 1,6 Bas 

o . 1989 r 10-24% Modere1 

0 > + 25. Eleve 

Ab,,a j Ann e = Date do I ELude 

* Le CCCD a c'tntrihut t "IVIcle1r rnalional 'qir IC,, .l aiCparticip n ml tls die 
l LII "il Septirailte neIet Lie Plr c\' liohn Paiudisin Liuli 'e'C',t {II L'nivesi,il tie _alaha. 


paiyS itiajell Cl II Lill se nicerlennevC" ac'ieelvln iellicipe.
prt 11 u 'Slilc 0111 n 

* Le CC((U ) a l;. ticitli IttlLXIl! llIul railtemlenta c'nllihti klini)J(t Iinlltlul2 tie' totIJV'in pdeur Icle 

dII p11iUi.R11l ciestiuC aLI\,.1ii tie ',Ml inl'Vlel lci.1cri a\v etr ti
an ie' ,I lUe,. i t1ui­
Ii.e tiaiis h0.t IC l'c C i L'1.0tL etc . ,iCC,nlIII (i111 a I'e", Liin i L' hIiiN ice1. 

' CCCL) .I mis IlCS &S Lie 


lancte en 19 - J92.
 

* Le a.Ipoint tine, ctiLie stil luusiql uairsC, ii11j)i'122it pI'eTLhre qui sC!a 
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Health Information Systems 
" 	A Primary Health Care (PI-IC) sentinel surveillance system was designed in 1990. 

* 	 A computer pro0grar ' r rout ine disease reporting to the Central P1-IC Monitoring and Evaluii­
ation Unit was developed. 

* 	 Ninety-two Federal anl state health stafl were trained in the use olf HIS Computer[ Software. 

" 	 Com1puters were installed and stafl trained inl all fou r zonal PIC olfices and in two state
 
MOHs.
 

* 	 The first twto issues of the Ai,'ria 1h,/h'jn u 1 Ijdcmjo/oi,'v were iiblishel. 

" 	 Monitorin. a"d Evaluation Unit analyzed the 1991 Vaccination Coveraee Survey data. 

Training 
* 	 As part of a prototype inservice education program begun in Nier State in 1989. a Con­

tilllinch Education Unl'it (CEI-) was established. Nine module.,,S for trahlillil LGA managers 
were tailored to 1PH-C itlules for each LeadersNierias facilitator'>s were pIepied module. 

l'rom 7 of' the 10 LGAs in Niger State have been trained itlthis program.
 

* 	 Post-trai nine assessiments have sho\',n ,i.sinfiicant iniprovemells inl technical practices and 
sIpervisor\ skills. 

1990. module maatria wasC, to* 	 In a ne% on added the trainlingL prtogNm. 

* 	 The Niger State in,erv'ice education p2rogt1ram is serving aS ai modeL I or the (evelopment of con­
tirnuine edIcati m prograims in live additional states. 

Health Education 
• 	 The AfricanlRegional Ialth Edication Center (ARITEC coLnducted its foiurth annual Inter­

national I lealth lE+'ducalion Manag elneni TraininlliCourse in collaboration with the Universitv 
of' North Carolina. The \\orkshol f'ocused on mialarlia ctrll01. 

0 	 An intensive healh educaliol prognraim w%,Is carried out in two LGAs of Niger State thiroulgh 
the IEALTI ICONI Project. 

Operational Research 
• 	 EfforiS conitinkimed in I990) 1 integrale the work of' the CCCi) Rescarch Review Connittee 

into the FNIOI I. The FNIOII now fully supplorts the Secretlariat to the commnittee. 

0 	 Guidelines+ bIr101llrOtol devehpl)nml and subm1issio0n were revised and distlrihtLed. 

* 	 The RCIeeallc Review ('oi ittCe Met Ifor timreisill 199(. 

* 	 Since the initial ion of operational research activities. 85 prtotocols have heen sibmnitted. 36 
apprloved. and 1.3 comupleted. 
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Systemes 	d'information sanitaire 
* 	 Un svstbnle iesurvejihine seiltinelle des SSP i 6t6 mis Iu point en 1990. 

" 	 Un proc rannIle inl'ormat ist:1 I rtllis au point i.our tlransnellettr ICs rapports Le rou.tine sur IC 
nllad ies ,I lUnlit CentrailC ie SlrVeiIklauce el cliEval nt ion des SSIP. 

louze 	 tie* 	 QLlatrle Vill"[ ilnllellres du persol deLi\'esatntc de hI'trail Ci eCtalNU;t Otll etc forll s 
itI'ulilisation 	dII Inciciel (LI SIS. 

* 	 Des ordinaietirs ont tt inustM.l ts e I persoinnel I 16 i'0rnl (alS les qLiLtre burcLax des zones 
ic SSP el Clars deux ini ist&es ie ki sanil ti&Hts. 

* 	 Les cietix premiers nulineros dIU Bulletin Eidd'iiologiqu, dit Nigeria oil 6t6 publis. 

• 	 L Unilc Lie Surveillance el Li'Eva Lli on I 'a nalyse les rsulItats ie I'enchucte sir lIt coverlture 
vaccinale en 1991. 

Formation 
* 	 Dans le cadre ci'tin prlOgrnltine inodleile ciclication en COtirs Lieliploi LIii a etc, Mis a' I essai 

ell 1989 lans I'ctit lii Nicer. tLile LUnit6 ie Forlat ion Ct1ntinue a c5t institlle. Nelf mod­
tiles por hi I'1r1ati( li Lies Lii recteuirs Lie ZAL ont ei( Ailtes ptour corresponire aIm 
p)roigrillllln Lie SSP ciii Nigfria. 'ac ilitatetis ( iltt prepares potr clI tieDes guiLies potir L 
nmodtle. Les directetirs Lie 7 cis I( ZAL Lie I'&lat ii Niger ot suiivi ce stage cie 
fornillat iln. 

" Des evalltiations ce tes aprl&s ces 'onrs tie lorn1tion out rct~h qlue ties ptogres inlpor­
t.lls d\ic'llel ct1 accoliplis Liins hi iisc ell appication desliechniquies ci'enccLirelment et 
dainniin srmlioin. 

* 	 Eln till IotLI\'Citl iiIlLuLiIIc sir ICpal ui 16i ajOt6 an1990. 	 disinle i programne de formation. 

* 	 Le programme c hrmat ion ell cOtLirs ci'ehllpili de i' t ciI Niger i servi de iildlie imX n.tres 
prolgrmi[llis dc lolrniil conintie liii Selonl mis ell Ottilv'e dlins ci ni itres tais. 

Education 	pour la sante 
* 	 Le Cenlie R62ila1,11 l'-dLiic-i lin plltir Ia Slnlte ell Africjime (ARH-EC) a cispeinse Soil tqti­

-i iiiiMilnaie r Litrile I de filformationn n n cise ciirecetmrsr I'&clIc1ti6on poLI hi aSllt 
ell collaboration avec I' Lniversltc uie i,1C lloline cil Nord. Ce stic-e 6tlit aIX sur hi litle 
'tlntipill istie. 

• 	 Ln prograliline tlensil li' citItl liOpo-ur Ia sainit al tclnlell ciMIs ciix ZAL cie l'cait LI 
Niger par I'enireilise (il ijet HEAITIICOM. 

Recherche operationnelle 
* 	 ELI 1991). les efolits clilrt (lili cII C'Ollli cie Rechercihe Op&ation nell (I (inCCCDIn MSPF 

se Soil1 p(iLrsm',iS. l Lst MSISF totilluenl slliliiaire dui seLrlt;larlliite 	 lmnaiMinnt Lie Ce cWnlitt. 

* 	Des ditlivCes pliur ielaborI'0iollatL c prelp s itiol ie prolocolcs (lwi etc vrlies et 
ciistriticI&s. 

a Le (_1ni1 itceReciherche Opcrr liolllnelle eStn'ios illltlC flis ell 199(. 

0 	 D)epuis IClanceinedll es ii\iVsc Lcirecherciille operatinilic., 85 prolocoles (inlt 6tll pro­
pIscs tiin 36 )llmit tl a 1ppr0ilVs el i3 ins ltll's. 
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SWAZILAND
 

BACKGROUND
 
* 	The CCCD Project, due to be completed in September 1991, has been extended through 

March 1992. Project support since 1984 has helped the NIGH achieve some of Africa's 
hi hest chil dho(od immuni'ation coverage rates. 

CAPACITY BUILDING 
0 	 A diarrheal disease treatment and training center, together with new ORT corners in clinics, 

has expanded ORS access to 90'/(!. increased home ORT use, and decreased demand for diar­
rhea treatment in facilities. Vector control efforts have decreased reported malaria cases by 
55%4 since 1988. The NIOH developed a three-year ARI control plan and training materials, 
and conducted its first trai iilin cou1rse. T11i' ptl ject has also assisted in developin~g sup­
port for child spacing. With a training needs assessment and technical input into the design of 
a new USAID-supported FP-/MCH Project. 

LESSONS LEARNED 
0 	Svaziland has achieved hikch levels of excellence in the provision of services: needs assess­

ments have been useful in identilyint\weaknesses in patient education. 

FUTURE DIRECTIONS 
* 	USAID Mission and MO1 propose to extend the CCCD Ptoject through March 1992 to 

help develop workplans and activities in three areas: design of integrated MCH/FP services. 
operational research on the feasibility of non-prescription contraceptive use in the con­
1111111ty, and improvement of contraceptive logistics management. 

* 	Concern has been raised about the malaria control progran's future, as USAID (through the 
CCCD Project) and the Republic of South Africa reduce or terminate their malaria pro­
cram11 assistance. 

" The M01-1 plans to develop a mobile training team, modeled on the Swaziland Expanded Pro­
gram on Immunization (SEPI) disease outbreak teams, to reach both rural and urban health 
care providers. 

MAJOR ACHIEVEMENTS 

EPI 
* 	SEPI efforts have led to high immunization coverage in children ages 12-23 months, includ­

incg 85%'4 for measles and 83% for all target antigens. 

79
 



SWAZILAND
 

DONNEES DE BASE 
* 	 La fin di pro jet CCCD t6tait prvu pour septeibre 1991 mais a 6t6 prorog6 jusqu'en rmars 

1992. Depuis 1984, I'apport ie ce pro jet a permis au MSP d'obtenir I'tine des couvertu­
res vaccinales irf"Intiles ies plus ,t1ev6es d'Afrique. 

RENFORCEMENT DES CAPACITES 
* 	 Le centre de format ion pour le traitenent ies maladies diarrhiques et I- ctattion ie coins 

tie TRO dars its cliiniques ount permis d'obtenir les rsultats sui vants: 90),1 dl'acc s aux 
SRO. tine plus grand utilisation de lht TRO ii domicile c une haisse des besoins en traile­
meit Lie i diarrhe dants les formations sanitaires. Les ellorts tie contr6le vectoriel ont 
entrainu uie haissC Lie 55(4 Lies cas Lie paludtisrne signals depuis 1988. Le MSP a pr~par 
tiii plan triennal Lie little contre les IRA aiinsi que dII matlicl Lie lormation et a donn 3 son 
premier cours. Le pro.et a atissi colntrihe "II' labhoration d'un programme potir 
I'espacement Lies naissances ai nsi qurLilie &altiiat 1 Lies hesoins et Linl apport techliqtile el 
'Lie Lie la mise ei oetivre dtii iiotivealu proet Lie planification familiale et tie saiiht
 

maternelle et infantile (PF/S NI ) (finance par IL'SAID).
 

LECONS TIREES 
0 Le Swaziland I obten LI'excellents risultats a, niLVeau de la prestation des services. Les 

valtiatioiis ties hesoiis ont permis d'identifier des lactines aI iiiveau tie I'rducation des 
meres et patients. 

PLANS POUR L'AVENIR 
LI missioi tie I'SAID ct le MSP stigg&en tie potirsuivre le projet CCCD Jisqu'en mars 
1992 afill Iiahorer ties plans tie travail et i'activits tLmis trois doniaines: lit inise ei place 
de services tie PF/SMI inttirs, tille recherche optarationnelle tie faisabilit6 stir I'utilisition 
potir les collectivites Lie moveus contraceptifIs sans ordonnance, et Iinalement . l'amlio'a­
tion LIe li gestion IogistitiiUe ei contraceptif. 

• 	 L'arr~t oti hi riiictioii ei assistance Lie I'USAID (par le biais Liti pro jet CCCD) et Lie lIa R6pii­
blique LI'Afrique tiL SiiLi poii le programme Lie Il tite contrc Iepaltilisme stiscite certaines 
i ities qtuail "iI'avenir tie cc programme. 

" 	 Le pret LLii MSP Lie creer tune &iuipe Lie lormation mobile stir le niodle Lies &qtiipes PEV 
d'iiVesligatiou Cpidcinitues est destine I[ atteindre atilssi bien les agents Lie saiW des zones 
rurales Ltiue ceix tiCs Zoles iurhaines. 

REALISATIONS PRINCIPALES 

PEV 
* 	 Grice ilix elforts Lii SEPI (Pro-ramme Elarci Lie Vaccination di SwazilanLl) li cotiverture 

vacciniale Lies enlants tie 12 -i 23 nlois est &~ieve, y compris 85% potiu hi rotigeole et 83(/ 
pour oLtiS les ailtig~nes-cibles. 
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* 	The reported incidence of measles, polio, and neonatal tetanluS reached all-time lows. even 
though the num1lber of mlonthly e'po0rts received was double the lumber oIr 1989. The MOH 
has Used disease co1ntrol teams to invest igate reported cases of targiet diseases ald insti­
lute control measures when necessary. 

DPT 1, Polio 3, and Measles
 
Vaccination Coverage
 
Swaziland, 1984-1990
 

Percent Coverage­
100 -1 

80K 

60-

I401 

201J 

1984 1985 1986 1987 1988 1989 1990 
Year 

DPT 1 3 111110MeaslesAPolio 

Vacc. -1 divided by surviving infants 100 

Measles Incidence and
 
Measles Vaccination Coverage
 

Swaziland, 1982-1990
 

250,Cases/100,000 pop. 	 Coverage- 00 

2000 	 175I 

1500 -IF	 5 
50% 

1000 1F 

-25% 
500i * 

0 _:--_ -- - - 0% 
1982 1983 1984 1985 1 587 1988 1989 1990 

- Incidence .. - L -verage 

0. 12-23 mo. old children given measles vaccine alter 9 ma. of age 

*To inlstitutionlalize teCCIn al a'sistanIce rceCived., SENI. with CCC D assistance, created a niew 
organizational ChartC proposed new pSitiollS. and devised position descriptions and Job 
Spec ficatios. 
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* 	 Bien tLiljee nomblhe de rapport.s mensues ai douhle en 1989. le nonibre Lie cas Lie ,'ou0,eI. 
Lie polio et Lie IM1nOS11 nt1onalal sTiInaILs est restd trl-s has. Le NISP "'est servi de.,&quipes 
de lu€te contre les nialadie pour enquiter sur les cas Lie inalad es-cibl.es notliIits et instiluer 
des IneCSure-S tie COntIe Si n&cSSiie. 

Couverture Vaccinale par le DTCoq 1, 
les Vaccins Polio 3 et Rougeole 

Swaziland, 1984-1990 

Pourcentage en %­
1001 	 r.., 

80 

60 

40 

20 

1984 1985 1986 1987 1988 1989 1990
 

Ann~e
 

DTCoq 1 j Polio 3 I Rougeole 

Nbre vaccin. 1 an divise par nbre de nourrissons survivants 100 

Incidence de la Rougeole et 
Couverture Vaccinale 
Swaziland, 1982-1990 

Cas pour 100.000 hab. 	 Couverture12500 q 	 -100% 

2000 	 715% 
1500 -1 

50%
1000 - r -- ­

!-	 !25%500 ­

~ r0j.... ,J, I I, 

------------------ r-0% 
1982 1983 1984 1985 1986 1987 1988 1989 1990 

- Incidence Couverture 

"Pourcentage d'entants de 12 a 23 
mois vaccines contre larougeole 
apartir de 9 mois 

* 	 Afii d'iti,t ittlit mnal iser I',ssistance techoiq tie ext.CSrieure. le SEPI ave,: le concOurs du1CCCD 
a conu tie nou'Cu x oreani era.unes. su1g1r creation tie notiveaux c tiesla 	 postes et rlig
tiescri pt ions tie ces postes. 
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Diarrhea 
e 	With tile steady decli ne indiarrhea as a percentage of total reported outpatient visits, increased 

ORS use and home treatnent may be reducing the nmber of patients requiring clinic ser­
vices. A studc, it the Diarrleal Disease Treatiment and Training Center found that 87% of 
patients seen had previous,ly received either ORS or SSS. 

ORT Prior to Clinic Visit
 
Swaziland
 

Percentage
 
100
 

80­

60
 

40­

20
 

0 -

ORS SSS Trad. Med. Store Anliml, or Aritipara. 

Types of Treatraent 

Source: SOOTIC Records 1989 

tri showed it positiv'e 

workers trained at thle Diarrheal and1L Thle assessment
 

*A second ORT uninu needs assessmlenit Conducted 	 ilact onl hielth 
Disease Treatment Training Center. 

loUnd dramiatic improvemlents since 1989 In examining hydraltionl status, observing ORS 
intake. and providing elth111 ecation,61. 

Health Worker Diarrhea
 
Treatment Practices
 

Swaziland, 1989-1991
 

Asks Age
 

Weighs Child _____________________ 

Takes History 

Examines Hydration 

Checks 1mm. Status _____________________ 

Observes ORS Intake______________________ 

0 20 40 60 80 100 
Percent 

1989 M1991 
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Diarrhde 
0 	VI le d'lin Constant dII pourcentage des cas de diarrhee par rapport au ponrcenta.e de 

patients amntilatoires. il Se peit q.le I'Mg mentat ion de ltili,11sat it des SRO et dies 
traitements I domicile soienlt i I'on- ne dle III 1i Se dIi nomhre tie patients a1ant1 IecLII'S 
anx services cliniiiqueS. ,'ne 6tude eCIectute aLI Centre ie F0rmatit0 et Lie T'aitenienlt ie 1a 
Diarrh e a trv- k qu C dCi res'u dcS SRO on tine SSS.X7 des patients exMin inis avaient 

TRO Anterieure a la Visite a la Clinique
 
Swaziland
 

Pourcentage 
100­

80-­

60 

40 

20 	 -I . 

0 
SRO SSS Med. Trad Magasin Antipal ou Antipara. 

Genre de Trailement 

Source: Dossiers SDDTTC 1989 

0 	 Une deuxinine evaltitmu deS hesni[i, en I(trIMat ion p0ur hi TR(O indiquiLe qne la formation 
re;ue par les agents ie santl an Centre de iFormat lon et ie Traitenillnt Lie l Diarrhe avait 
eU tin impact positif su la prise en cihar,2e Lies cas. l)'apres I'6Valntion. ies a itIiorati)ns 

,spectacnulaires ont pi etre conlttccs I daLn 1stic dI tiedepui, L) le diamn der 

dish'drtatiomi. I'administratitn eis SRO. et 16ducatioi IpourIla sat .
 

Procedures Suivies par les Agents de
 
Sante pour Traiter la Diarrh~e
 

Swaziland, 1989-1991
 

Demande rAge 

Pese I'Enfant 

I'Anamnese Prise 

Eval Hydratation 

Verifie Etat Vac. 

Obs, Prise SRO 

0 20 40 60 80 100 

Pourcentage 

1989 = 1991 
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Acute Respiratory Infections 
" 	A baseline training needs ass,e.,ssment denitified ares for improvinlg health worker ARI case 

nlanai.!enl ent, especially in heal th1 education. Only 4 1; o1 health workers observed c lnted 
respiratory rate. and t\o-tlirds or more did 11o instruct caretakers ol holle care. 

" The ARI p lralllColrdillalorcomlCted a three'-,ear plan. . hich includes a policy state­
mont . guidelines for1 casVI nma.lnatlelleint. schedulCd activities. tl'ainlin.1e cur'riculla, and planS 

r ilnitorine and evaluation. ]'[he irst trainine course., comleCLd in .June 1991 for eiglit 
clic supervi St rs. direcCtlV addressed prtl-,leiS Ilt td II t lie tra iing neIeds assesntSI . 

Malaria 
STlhe Malaria and Health Education Units jointly developed appropriate malaria educational 

IleSS',,2S baNsed Ol fiild research. The l111nelssa. \wel disSemilated tlhr tlh tour channlels: 
radiio, posters. eafleets. and health workers. 

" 	 With restumption of' slpraying in tlhe' lo e ll sinlce 1988. reported malaria ca.ses decreased 
55' , froll 1988 to I 9(). 

Malaria Cases
 
Swaziland, 1970-1990
 

Cases (thousands)6 + 

5. 

4­

3­

2
 
o1-........ IiIUEI..l 	 iiI
 

70 71 72 73 74 75 76 77 78 79 80 81 82 83 84 85 86 87 88 89 90 

Year 

1 Malaria Cases 

Malaria Unit Statistics 

Health Information Systems 
* 	 With technical assistance from the Primary Health Care pro.ject. data collection and analysis 

have been decentral ied to the regional level. 

Training 
0 	 The N( )II c uid ucted t trai iilti neCds assessment Of hCaltIi \k rkers n their know ledge of 

inimunrization. ARI. Ialily planning, and ante'natal care. lealth %,orkersprovided satis­
tactorv in ni/alitill ser\ ices overall. although they need to ensure proeCr dlilposal of needle.s 
and ,.ysrinsCS and imp11rove.1patient CdLucatioll. Il lcalth \, kter,, pertrieCd better in aiilv 
planning ,ervices,, than other sel.rvicCs Cvalulted, especially in patiCnt educatin,. F1Uure train­
ing inl tamily planning and antenatal care Services should Iurther enIphasize STI) ScrCenine 
of5patients. 
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Infectic-is respiratoires aigues 
" 	D'apres une evaluLiathi( n de base des besoins en forinat ion des agents de sant traitant les cas 

dIRA. I '&dncaliti it 4IeLil ressort ulile )Onur Nllle lCcLIpe Lille place Prioitaire .SoulIs 4 des 
aIntSL de sanl ohserves le IeVthlll et moilns leS (Ixont ]llOlleSr re.piratoi' re1.an 	 tier'S 
l Cnt'enre e0x in'ont pas exi itIIitl :tIxX artdienres/nlIreS les s ospon\'ant t11e alniiistrt's i 

domricile. 

" 	 Le coordiiiatetir dilp.iamrle des IRA a flabor tn projet triennal coMprernn tine Iigne 
tLie coiinitC. des dlicCtiVes ipour ICtraiteinent tLies cas. tin programme I' act ivites. tin phl 
d'tUdC po1r lia tornation cI dies plans )otir le snivi et I' valuation. Tenant conpte des rtsul-C 
tlatsi de l'tVal atio Ldes esoi ns en lOrmation, tin premier cOurs a It5 (rganis, 8 
Stipervislirs Lie cliliiques v otl( particip et il s'est achev en ju in 1991. 

Paludisme 
" 	 Les section dti palidisinC t de I'&dncalion poir lia sante ont conjointement inis aI point
 

des colIIILnitLits ense ine [Lt i.
itilC.til's stir Ic pl td isine ell tSbat iSa tlte tie terrain Ces 
illessatces ont etc diiiltIses "IIa ratiio. sir ties aliTicles. Les trICIS et par l'interinIiaire des 
a,'gelts tie sanlt 

" 	Avec la reprise en 198 X ieli pIl\&risatiO tLIU bas Vetll. le noi1bre tLie cas L Iailndisme1
 
sil.!nales a diliflltie tie 55' tie 1988 "11990.
 

Cas de Paludisme
 
Swaziland, 1970-1990
 

Cas (en milliers) 
6 

5 

4. 

3' 
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Annee 

Cas de Paludisme 

Statisliques de I'Unile Antipaludique 

Syst6mes d'information sanitaire 
0 	Gra5ce ii I asistamice teclitlc tItI Iret tie SSP. lia collecte et I'analyse ties donnees ont 6St 

dkcentral isces potr cire efecltleIs IinveaU regional. 

Formation 
* 	 L'vauailiOn tLiesC, soins en trmatioM ties agents tLie sante electILce par Ie MSP portait sur: 

letur conIIssace Lies telhniqties et dm calundlier Lies Vacc.inaiois. ties IRA. tie it lahmlifi­
cation familiale el ties soins Illlaillls. Les Rsnltats olt rlI\l qtne les agent:. tie sanllt 
dripensaiCnt tie bOils services tie vccilation inais ttils devai,:nt sasst IaiitrtesnuCetion 
atltMae ties aietiuilles Cl serin-es et aislfliomer I' tiducalion Jes patients. II ressort tie
 
I'vaI 1atit1loli les agenis de saiilt s'acqm iitaient iX 11rs iohCIes elIes
minienx Ie tLtlalti se 
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---------- 

EPI: Health Worker Practices 

Swaziland, May 1991 

Use Sterile Syringe - -

Use Sterile Needle 
........ ........................ ..... . . . . . .
........ . .
 

Vacc. at Corr. Site - -

Give Correct Dose -

Maintain Cold Chain 

Destroy Need./Syri. 

0 20 40 60 80 100 
Percent Yes 

66 observations. 14 facilities 

Health Education 
0 A malaria knoWIdie IInd hehatvior surv'eOmtid that 7714 of children with fever ire treated 

at healthfciliti'es. hut unily 251 are hul ionte first day oer Subsequently the 
l-IC11th dcILaIItI 11n1d Nlalria LUnits devheloped and (disseminated messag.Ses ecouragin , moth­
rs, to brin hildren1! ullonl the .Ito clinicS immeditehl onet of fever1 

Malaria: Delay in Starting Rx 
Swaziland, 1990 

First Day of Fever 

Second Day of Fever 

3rd to 5th Day 

0 20 40 60 80 100 
% Going to Clinic 

(n 273) 

* A n ndlce-to-*1-face interaction to he the most effec­com mu itv sur\ey in the low%, veIldt ltUltl 
live chatiel oI C'tll.mn educatiolt1 on malaria. E Iightv-ei(lt percent ofllunicati12 a 
thosC surv\ed Cited hCalth1 wkorkers as thCirource ll'ormallotion. v .38(4 for radioi a1nI 5r4 
f+or leallets. the program inten.,if' health ed.httctiOtl trairnine for healIthTheref'ore. \,,ill 


workers ini inalal'i S arlas.
 

87
 

http:C'tll.mn


rapportaient lhi plan ification ft-imifilate que quand clltes etaient par exemple dtu (onlaine uie 
1IIducation potur hi sanlt des patients. Tout programme futtur en pelaificatiol familifale et 
soins pr6natals devra mettre daV\antaIe I'acccnt stir le d6pi.Stage des MST chz Ics patients. 

PEV: Pratiques des Agents de Sante
 
Swaziland, Mai 1991
 

Util Sering. Ster .. . ... .................. '..
. ...-


Util Aiguil. Ster 

Vaccine endroit Corr . . . 

Adm. Dobe Correcte 
. ..... . . . . ..... .. .. .. .. . .
. ... ..... .... .
 

Maint chne de Froid 

Detruit aiguil./Ser 

0 20 40 60 80 100 
Pourcentage de Oui 

66 observations dans 14 etablissements 

Education pour la sante 
ilressor'l dI'tile en tItLte rapportantlll u1 Str ICCullnportemlent cI tes connaissances se tLtdisllle 

que 77q ies en farts ftdhrilcs sont soiinis dans tes formations sanitaires. Par contre, sculs 
25% d'cntrec cux son1t ainn1 s i I'tahiissemcnt deiesanteths Ic1remirl.our d ti 'rLi. 
Devanl ces ICS sant6 ct ieWiutte ont r6digt6otiInIcS. scr ions L'6ducaLionl Ipour Ila alitip.ustre 
puis diflu'ts des Sp+ots Iilfo p)u encotllirdglerl" les Illres "I 1ametneltr teurs enli'nts -'I Ialclini­
lUe ds qu'its out d Li i'1re. 

Paludisme: Retard Pris dans le Traitement
 
Swaziland, 1990
 

let jr de Fibvre 

2eme jrde Fitvre 

36 au 56 Jour 

0 20 40 60 80 100 
% Conduit a [a Clinique 

(n 273) 

6 Une CntlItte des COeCtiVitn tdt Niea a r.'vc1 Itait te plusIet1te61-ii-t6tt Ic moven 
citicace pour faire passer tine illiOrfllatltln 6ducativC 14t- IC attdisrrc. Qua.tr-vint p)olr­
celt des ipCers(Ilns ncqtltltcs r.16Itelt quc tLI ieSailCLS't Lille 1, altorsgnt sOII''Ce d'tlormiat 
tille 381 I'ohtlcnnent ticLIa 'itli ct 5r, de prI Specttus. C'cst [ir itl I.'ro­cCta te 
1rammlllll1C Illtra t acceilt stir hi formation d'igts d 1 (a 1t rci60Is (Iti iedaS ItI St'il 

paitidisie. 
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TOGO
 

BACKGROUND
 

* 	 The CCCD Project in Togo, which began in 1983, has benefited fron strong leadership and 
commitment from tile MOH and coordinated inputs from donor agencies. Despite a mea­
sure of' political turmoil during the year, the project remained on track. A major 
reconicLuration of the MOH, based on a loan agreement vith the World Bank, is being 
planned and the lessons and data gained from the CCCD project have been instrunental illfor­
mulating new policies. 

CAPACITY BUILDING 
* 	The formative contributions and successful interventions of tile project will continue to be 

central to the future development of Togo's national health system. Virtually every health 
worker in tile country has received formal training in child survival programs and has been 
field-supervised in the application of these techniques. 

LESSONS LEARNED 
* 	Emphasis should be placed on a consistent training plan linked with a progressive assess­

ment and planned expansion sites. 

FUTURE DIRECTIONS 
* 	 The project should assist the MOH and donors in developing a more decentralized planning 

system. The integration of FP, nutrition, and ARI into locally planned programs will bet­
ter serve the MOH than the present categorical approach. 

MAJOR ACHIEVEMENTS 
* 	 Expanded HIS which, bIr tile first time, includes inpatient morbidity and mortality data as 

well as outpatient morbidity was operative for tile entire year. Annual report tor 1990 wits 
published in May 1991. 

* 	CDD training activities have been integrated in a comprellensive nutrition, growth monitor­
ing. and safe motherhood program. 

* 	 Supervision of CDD activities at tile regional hospital ORT units :mnd training of regional med­
ical officers. health educators, and social affairs agents have continued. 

SPlans were developed for tile eradication of polio in Togo. Increased rates of full immuniza­
tion in urban areas were maintained. 

* 	 A major field survey of malaria treatment in Togo wits conducted. Results showed that 33c,% 
of treated children received the recommended dosage of chloroquine. 

EPI 
* 	 Routine pertformance problems identified through facility needs assessment; remedial train­

ing and supervision now being provided. 
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TOGO
 

DONNEES DE BASE 
0 	Le projet CCCD, dhmarr- en 1983, a b6n61ficii dII leadership de I'engagement du MSP du 

Togo. Le projet CCCD a aussi coordonn les apports d'auitres bailleurs de fonds. Le pro­
jet aIaintenut son cap malgr les troubles politiques en cours d'annde. Bas6 sur tin accord 
de pr~t Lie hi Banque Mondiale. ICMSP prevoit tine retonte de ses structures. Par ailleurs, 
tant les leons qtue les donndes di pro jet CCCD airont contribudes Lila rddaction de 
nouvelles lines ie condtIite dII MSP. 

RENFORCEMENT DES CAPACITES 
* 	Les contributions i I formation et les interventions r6Iussies dui proJet continueront L jouer 

ti r6le primordial au ddveloppement 1ivenir des services nationaux de sant6 (iLiTogo. Pres­
que totis les agents tie santC5 Togolais ont sivi tine formation dans le cadre des programmes 
de I survie Lie I'enfant. sans compter le suivi sur le terrain des agents de santd dans la 
mise en pratiqie Lie InoLIVel les ni1tllodes iOLitechniques. 

LECONS TIREES 
* 	 L'accent devrait porter stir tin plan de formation consequent rattach6 "Itine dvalIIation pro­

gressive et une augmentation des sites prvtis. 

PLANS POUR L'AVENIR 
0 	Ce projet devrait sotitenir le MSP et les bailleurs de fonds i la rise en place d'un systme 

de planification decentralise. Afin ie mieux servir la cause dii MSP plu[ttt que l'actuel sys­
tame compartimentalise, le planning familial, li nutrition et les IRA devraient tre inclus 
alX programmes c()a1tis stir place. 

REALISATIONS PRINCIPALES 
* 	Le SIS en plein expansion comprend potir li premiere fois des donn6es stir li morbidit6 et 

la mort:litc des patients hospitalisds et des patients externes, sans compter que le sys­
t nie a 1td fonct ionnel totite I'annde. Le rapport annuel pouI, 1990 a 66 publid enl mai 1991. 

* 	Les activitds Lie forination ti LMD ont td incles (hills tin programme plus coinprehensif 
comprenant hi nutrition. Ia prise Lie poiLs Ct I'accouchement SanS dIotletir. 

* 	La supervision des activitds LMD lies celltles TRO des hpitatix regionaix ainsi tquC les for­
mations de mdecins responsables rdgionalix. des dducateurs de sant6 et des agents sociaux 
se soilt pouirsuivies. 

" 	Des plans ont 6t6 6laboris pour I'6radication de l polio ai Togo. En zones urbaines, les 
taux Lie cOIivertUres vaccinales complktes ont t6 maintentis. 

• 	 Une imiportante eiLlticte Lie terrain sur le traitement dIU paludisme au Togo a 6 t6 mende. Les 
rIsultats rdvlent Clue 33c1 des enfants soignds ont requ le close prescrite en chloroquine. 

PEV 
* 	Les 6valtuations en besoins d'tablissements Lie Sant6 refltent des probhemes aI niveai des 

activit6s courantes et pour y pallier des cotirs Lie rattrapage Ct tine surveillance accrue seront 
poirvt9s. 
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* 	An intensive nationwide vaccination coverage and a KAP survey were completed. EPI cover­
age target of 75% was achieved for all but one antigen (DPT3 73%). 

* 	 Incidence rates of EPI diseases decreased to historically low levels. 

Cases of Polio Reported by Year 
and Vaccination Coverage (OPV 3) 

Togo, 1980-1990 
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Cases of Measles Reported by Month and
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* 	Deux enqu~tes, I'une sur 1a couverture vaccinale nationale et I'autre sUr le CAP ont 6t6 
menees. Une couverture-cible PEV de 75c a t6t atteinte pour tout antigone saul" pour le 
DTCoq 3 73%. 

* 	 L'incidence des maladies PEV a baiss6 pour atteindre des nliVeaux historiquement bas. 

Cas de Polio Declares par Annie 
et Couverture Vaccinale (VAP 3) 

Togo, 1980-1990 
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Cas de Rougeole Declares Mensuellement
 
Couverture Vaccinale par le Vaccin Contre la Rougeole


Togo, 1984-1990
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Cases of Measles Reported by Year
 
Compared to Vaccine Coverage
 

Togo, 1980-1990
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Cases of Pertussis Reported by Month 
and Vaccination Coverage (DPT 3)* 

Togo, 1980-1990 
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Diarrhea 
* Conistruction of the DTt at the University Teachiin Center wa.s begIun. This child s.urvival 

pavillion" will provide ORT clinical t-ainilne and semrlilar Spitce fur medical stalff and 
stLdent.t. 

Coillll.llliun of ORT 
rials wer shd u iI Ilallh celtel' 
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Cas de Rougeole Declares par au Compares a la
 
Couverture Vaccinale pour la Rougeole
 

Togo,1980-1990
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Malaria
 
0 Fever is a frequent cause of childhood illness, 11.3 episodes per child per year.
 

Outpatient Malaria Cases Reported by Year
 
Togo, 1980-1990
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Malaria: Hospital Admissions and Deaths of All Ages
 
Togo, 1989-1990
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Outpatient Cases of Malaria and Anemia by Month
 
Togo, 1989-1990
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600 

Paludisme 
0 La fivre, plus de 11,3 6pisodes par an. reprnsente une cause frcSquente de maladie chez les 

enfants. 

Cas de Paludisme Ambulatoires Declares par Annie 
Togo,1980-1990
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Cas de Paludisme 	et d'Anemie Ambulatoires par Mois 
Togo, 1989-1990 
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* 	 A conmunity survey documented 96% of home treatment of fevers in children: 76% of treat 
ments included an antimalarial drug. Fever accounted for 53% of all 730,158 outpatient 
consultations in 1989: 60(/ of fever cases were treated with chloroquine. 

* 	There is a steady increase in reported malaria incidence. 

* 	 Data from tie CHU in Lome hospital showed an increasing proportion of hospital deaths 
attributed to malaria or anemia: 13.5(1( in 1986. 26.7%/c- in 1987, 31 .8%~ in 1988. and 38.6c 
in 1989. In 1990. however, there was a decrease in the absolute number of hospital admis­
sions and deaths duie to malaria. Studies are being initiated to better understand this change. 

Health Information Systems 

" 	 Computer hardv are, software, and training of personnel continued to expand MOH capabil­
ity to monitor inpatient and outpatient morbidity and mortality and to feedback results 
quickly. 

Training 

" 	A national seminar on operational research was conducted for 25 program managers. Ten 
complete protocols have been developed by participants. 

* 	Regional emphasis has been placed on training. For example. in the Maritime Region wherc 
vaccine coverage is lower than the rest of the country, training in health education, social 
mobilization, and vaccination techniques was continued. 

Health Education 

* 	Two Togolese attended the regional course in health education at the Zaire School of' Public 
Health. This makes a total of five who have attended. A follow-up visit by ZSPH staff was 
made and round table discussions were held. 

* 	A KAP survey conducted by the Health Education Service showed that health center work­
ers are the primary source of infornmation on immunization. 

Health Care Financing 
* 	 Laws were adopted by the Legislative Assembly and signed by the President which allow 

the Bainako Initiative to be instituted in Togo, through collection of fee-for-service at the 
health center level. 

Operational Research 
" 	A study of measles treatment with vitamin A in Lome was terminated as being unneeded in 

the light of accumulated data on the efficacy of vitanmin A in measles therapy. 

* 	 Missed opportunities for vaccination study continues. Following the seminar on operational 
research ill October 1990. a number of' research protocols were developed. Eight OR 
projects are currently underway. 

97
 



* 	Selon one enquite communautaire, str 96% des soins "idomicile d'enflInts fibriles, 76c/
 
des soins comnprenaient un antipaludique. En 1989. la fidvre constitue plus de 53%- des
 
730.158 consultations ambulatitres et 60'/ des cas de tfi're sont soignes avec de Ilchloro­
(Jiu1ine. 

* 	L'incidence des cas rapports ne cesse de progresser. 

• D'apr~s des donnes dII CHU ieI'h6pital de Lond, une proportion croissante des dSc~s 
dlans les hpitaux est imputable soit IupIlUdisme, soit ,II'anemie: isavoir. 13,5c1 en 1986, 
26.7% en 1987. 31,811 en 1988, et 38,6%/ en 1989. Cependant. ell 1990. le nombre absolo 
d'adniissions hospitali&es etieddc&s dis ILpaludisme a dilminu. Des 6tudes ont t6 lan­
c&es pour inietix coinprendre ce chiangenleinl. 

Systbmes d'information sanitaire 
* 	Grace a I'equipment infornatitue. les logiciels, et hi torlnation du personnel, It capac;'e dI 

MSP en surveillnce, en miorbidit6 el iortalite pour les h6pitiux et les retro-information, 
Con1intue d'accroitre. 

Formation 
" 	Un cours national en recherche operatiolnelle a 6t6 doti6 -'1 25 directeurs ieprogramme. 

Les participants ont rdigt dix protocoles complets. 

* 	Au inivcau des regions. I'accent porte stir liloriiation. Par exemp!i, en region maritine ob 
licolverture vaccilale est inl'rieure au reste do pays. li lforiationl en duiication iesant, 
lIanobil isation sociale ei III 'ormation en techniques ie\'accination se sont potirstiivies. 

Education pour la santd 
* 	Deux Togolais ont souivi le COlrS rtgiolal en 6Iducaftion de sanl5 -I I'Ecole ieIII Sailte Publi­

illie lii Zaie. ce huiporte ,icinq le nonibre de Togolais avant suivi ce cours. Le personnel 
de I'Ecole tie Sant3 Plublique lii Zire a effectuI6 one mission de suivi au cours Lie laquelle 
des tables rondes ont ei Icui. 

" 	D'aplVS Une endluete CAP duIService en Education tie Sant6, les agents des centres de sant6 
sunt hi source prenii~e en inl'Ormation siir hi vacci nat ion. 

Financement ses soins de santd 
* 	Le pIlSSl ties lois par I'Assembhle Ltgislative. ratifi6es par le Pr6sident de hi R6piblicie, 

pernettra "Il'initiative ieBamako d',tre instaure iuTogo. Ceci se fera par le biais i'un 
paiement pouril services 1lans S.relldLis les centres de Sti 

Recherche operationnelle 
* 	Un': I'utilisation dLietide sur l vitainine A poor le traiteinent de Ia rougeole. jug6e inutile. 

s'est arrte v' le ciimuI tie donnies portant Sili I'efficacit6 de la vitaline A pour le traite­
ment tie hi rougeoile. 

0 	 Une tdtudc Stlr ICs occIsions tie Vaccination rattles se poulsuit. suite ILUcours stir irecherche 
operationelle d'octobre 1990. Un certain nombre Lie protocoles tie recherche ont 616 61a­
bor'. Huit pro jets RO sont actuelleinent poursuivis. 
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ZAIRE
 

BACKGROUND
 
* 	The project in Zaire began in 1982, and progressed Well under strong national leadership 

until 1986. Since that year. Zaire has experienced severe economic and social upheaval. 
Inflation has reached previously unknown levels, and political drama has diverted much atten­
tion from implementation. Project activities have continued, but at a lower level than 
planned. Much attention has been focused on restoring fiscal order and donor confidence to 
the project's internal management system. Preservation of PEV/CCCD as coordinating 
agent for planning. data collection, and research was the main project goal during the year. 

CAPACITY BUILDING 
0 	Approximately two-thirds of the 3 11 health zones in tie country are considered to be func­

tional, i.e., staff have been trained and activities have been implemented. Some of the best 
trained staff have become leaders with international donor agencies. 

LESSONS LEARNED 
* 	 Severe economic pressures can retard progress even in a well-functioning project. Tight 

management systems that protect against and deter diversion of assets enhance donor 
confidence and thus ensure continuity in the face of macro-economic adversity. 

FUTURE DIRECTIONS 
* 	The project Will continue to rigorously control financial management and progressively try 

to regTain the momentum that has been lost over the past several years. 

MAJOR ACHIEVEMENTS 
* 	A major national survey on vaccination. CDD, malaria, AIDS, and family planning wits 

conducted by PEV/CCCD personnel with assistance from UNICEF. USAID, and WHO. 

* 	EPI acceleration activities were completed in 30 urban areas. 

* 	Trial administration of Edmonston-Zagreb vaccine to infants at 6 months of age was 
completed. 

* 	Regional Francophone training course in health education was held again at the Zaire School 
of Public Health. 

EPI 
* 	Preliminary data on EPI coverage showed a decrease in coverage for 1990. 

* 	Of facilities observed during facility assessments. 9 0 'c maintained an adequate cold chain, 
used a sterile needle for every child, and adhered to the vaccination schedule. 
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ZAIRE 

DONNEES DE BASE 
0 	 Le projet a debut6 1982, et grfice au soutien du leadership national, ce projet aura progress6 

jusqu'en 1986. Depuis. le Zaire connait des bouleversements economiques et sociaux. Dti 
fait de I'instabilit6 politique, les efforts ne se sont toujours pas por'6s stir la mise en place
duI 	 projet. Par rapport aux previsions, les activitds du projet se soft, malgr6 tout, 
poursuiivies a tin niveau moindre. Un effort considerable s'est port stir I restauration d'un 
ordre fiscal mais aussi II retroover Iaconfiance des bailleurs de fonds par rapport IIla 
gestion interne dII projet. Le maintien du PEV/CCCD en tant que coordinateur de Ia 
planification. collecteur des donndes et rechercheur ft l'objectif principal du projet durant 
I'annde. 

RENFORCEMENT DES CAPACITES 
* 	Prs de deux tiers des 311 zones de sant6 do pays sont en mesure de fournir des services;
 

ainsi do personnel a 6t6 formdI et des activit6s ont dt6 mises en place. Certains membres
 
du personnel le nieux irnd, ont acquis des postes de responsabilit6 auprbs de bailleurs des 
fonds internationaux. 

LECONS TIREES 
0 	 Meme tin pro jet bien rodd peutt subir des retards dfis aux fortes pressions economiquies. Des 

systbiies de gestion serrds pour protdger et premunir les ftiites en capitaux, accroissent la 
confiance des bailleurs de fonds, tout en guarantissant le suivi dui projet malgr- les 
problmes macro-economiques. 

PLANS POUR L'AVENIR 
* 	Le projet va maintenir tin contr6le rigoureux de sa gestion financiire, toot en essayant de 

ratraper I'hlan perdu au cours des dernibres annees. 

REALISATIONS PRINCIPALES 
* 	Une importante enqute nationale sur la vaccination, la LIVID, le palidisme, le SIDA et lI 

planification familiale a 6t6 mende par le personnel du PEV/CCCD avec le conoOurs de 
I'UNICEF, de I'USAID et de I'OMS. 

* 	Des activitds pour I'accdldration dI PEV ont eu lieu dans 30 rdgions urbaines. 

* 	 L'administration expdrimentale du vaccin Edmonston Zagreb atix enfants de six mois s'est 
faite. 

* 	Le cours de formation francophone en 6ducation de Ia sant6 rdgionale s'est II nouveau tenu a 
I'Ecole de Sant Publique du Zaire. 

PEV 
" 	Pour 1990, les donn6es prdliminaires en couverture PEV rdvClent Line baisse. 
* 	 Des 6tablissements observes pendant les 6valuations d'6tablissenients, 90% ont maintenu 

tine chaine de froid adequate, uitilis6 one aiguille stdrilisde pour chaque enfant, et respect6 le 
programme de vaccination. 
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" Polio and measles incidence rates in Kinshasa remain low. 

* Accelerated immunization campaigns were carried out in the 30 targeted cities. 

Measles Vaccination Coverage 
Zaire, 1980-1990 
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Diarrhea 
* The survey data documented an increased use of ORT by health centers to treat diarrhea. 

* The Mama Yemo Hospital DTU sLffered a loss ot client.s, du1ring the year attributed to high
admission fees to the hospital. No ORT courses were held. Hospitalizations at all sentinel 

hospitals decreased dramatically probably due more to economic conditions than to changes 
in disease incidence. 
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" Pour Kinshasa, I'incidence de Ia polio et de Ia rougeole est faible. 
" Des campagnes de vaccination acc61trle ont eu lieu dans 30 villes cibles. 

Couverture Vaccinale pour la Rougeole 
Zaire, 1980-1990 

Couverture en % 

100 1 

80"
 

60 

40 -------­

20 ----­

0 T 

1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 
Anne 

Vac. Contre la Rougeole 
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Diarrh~e 
* 	D'apr~s des donn6es de I'enqu6te, il y a une augmentation de la TRO pour le traitement de 

Iadiarrh6e pour Ics centres de santd. 
' 	 Durant l'ann it,cause des frais 6lev6s d'admission aI l'h6pital Mania Yemo de I'UFDT, il 

y avait moins die patients. Aucun cours en TRO ii'a 6t6 donn6. Les taux d'hospitalisition 
ont fortement baiss6 dans touis les h6pitaux sentinelles, ceci est plutCt la consequence du 
climat 6conomique que de changements en incidence des maladies. 
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Malaria 
" 	The national survey data showed an increase in home treatment of malaria. 

* 	An epidemiologic team from the MOH and tile Institut National de Recherche Biologique 
investigated an outbreak of severe malaria in North Kivu in which 187 people died. Prob­
able cause for the severity was the recent importation of malaria into a previously non­
ialarious area. 

Health Information Systems 
" 	Sentinel surveillance in Kinshasa documented the lowest measles incidence in 10 years. 

* 	Only one edition of Sauv'ns Nos Enfimts, Zaire's feedback bulletin, was published. Fund­
ing problems continue to cause publication delays. 

* 	Less than 50(,%of expected surveillance reports for 1990 were received by March 1991. 

Training 
* 	Three central level staff members attended the 1990 International EIS course in Atlanta. 

* 	 A two-year national training plan was designed. 

* 	 A decision was made to recruit a long-term consultant for training in 1990; the designee 
began work in 1991. 

Health Education 
* 	The second Francophone regional training course in health education planning and manage­

ment was held at Zaire School of Public Health in 1990. Nine participants were sponsored 
by CCCD. 

* 	More than 60 health center personnel received training in interpersonal communications at 
five regional workshops. 

Health Financing 
* 	 ORS revolving fund was again decapitalized during tile year. Private sector production of 

ORS was halted because of economic problems. 

Operational Research 
* 	The project to test the impact of administering the Edmonston-Zagreb measles vaccine at 

6 months of age continued in Kinshasa. The study of EZ and AIK-C measles vaccines at 
age 4 months was completed. 

* 	The neonatal tetanus study funded by WHO was postponed. 
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Paludisme 
" Les donn~es d'enquete nationale r6v~lent Line augmentation du traitement I domicile du
 

paludisme.
 

" Une 6quipe 6pid6miologique di MSP et de l'Institut National de Recherche Biologique 
a 
men6iune enqu~te au hord du Kivu sir Line grave 6pid6mie de paludisme, qui a cofit6 Ia vie 
de 187 personnes. Une cause probable de la s6v&6rit de cette 6piddimie serait l'imnporta­
lion r6cente dti paludisme dans ine region non-paludienne. 

Syst~mes d'information sanitaire 
" Scion la surveillance sentinelle de Kinshasa, l'incidence de la rougeole est aU plus bas en 10 

ans. 
* 	Un seul ntnntro de "Saiw'os nos Enfints'" a 6t6 publi6 (revue de retro-information du Zaire). 

Des problmes de ressources financibres continuent i en retarder sa publication. 
• 	 En mars 1991, moims de 50'1 des rapports de surveillance pr6vIs pour 1990 avaient 6t6 requs. 

Formation 
* Trois personnes de I'administration central ont sUivi ICCours SIE international d'Alanta. 
" Un plan national de deux ants en formation a 616 6bauch6. 
* 	En 1990, il a t6 ddcid6 de recruter ul conseiller I long terme pour la formation, et la per­

sonne choisie a debt6 son travail en 1991. 

Education pour la santd 
* 	Le deuxi~nme cours de formation r6gional francophone en planification de 1'6ducation de la 

sant, et en gestion, s'est tenti a I'Ecole de la Sant Publique du Zaire en 1990. Netif par­
ticipants furent parrain6s par le CCCD. 

" 	Plus de 60 miembres dtI personnel de centres de sant ont sLivi une formation en communica­
lion inter-personnel aU cours de cinq ateliers. 

Financement des soins de sante 
* 	Les fonds de roilement do SRO ont ,Inouveau et6 d6capitalis6s en cours d'ann6e. La pro­

duction en SRO du secteur priv6 s'est arrt&e I cause de problkmes 6conomiqies. 

Recherche operationnelle 
" 	A Kinshasa, pour mesorer l'impact de l'injection di vaccin contre la rougeole Edmonston 

Zagreb Lil'Lige de 6 inois se pouirsuit. L'6tude des vaccins contre la rougeole EZ et AIK-C 
administrts it4 mois est termine. 

* 	L'6ttide du t6tanos n6onatal financ6e par I'OMS a t6 repoussee. 
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MALARIA
 

Over the 10 years of CCCD, malaria has emerged as a major cause of childhood morbidity 
and mortality in endemic areas of sub-Saharan Africa: in part due to improved disease recogni­
tion and in part due to the development of P. f,/'lciparum chloroquine resistance. Major inputs 
by CDC Malaria Branch and IHPO in 1990-91 have been in four areas: 

1.Conducting an international Malaria Policy Development Training Course in conjunction 
with WHO and 17 Francophone African countries: 

2. 	Continuing evaluation of the effectiveness of malaria therapeutic interventions for young 
children: 

3. 	Continuing evaluation of appropriate measures of malaria prevention and treatment in preg­
nant women: and 

4. 	 Evaluating the effectiveness of personal protection measures to reduce human-mosquito 
contact as a strategy to reduce malaria-associated child morbidity. 

In addition, substantial efforts were made in the past year to carefully evaluate the different 
aspects of tle interaction between the infected mosquito, the infected person. and the 
.. disease" called malaria. This has proved useful in terms of assessing where current CCCD 

intervention strategies will have an effect and where they will fall short of addressi, some 
important problems caused by malaria infection. 

TRAINING COURSE IN MALARIA POLICY DEVELOPMENT FOR 
FRANCOPHONE AFRICAN COUNTRIES, BURKINA FASO, JUNE 1991 

A Malaria Policy Development workshop was conducted in conjunction with WHO at the 
OCCGE center in Bobo-Dioulasso. Burkina Faso. from Jlune 27 to July 10, 1991. Twenty­
seven participants from 17 African countries. primarily national and regional malaria control 
program managers. attended this workshop. with 13 facilitators from two CCCD countries, 
WHO, OCCGE. and CDC. The purposes of the workshop were: 1)to provide participants with 
the most current technical information available concerning malaria control and with 
decision-making skills on how to apply that information to the development and/or revision of 
national policy: and 2) to test itmethod for training in malaria that has a well-structured. 
highlv interactive format. While the primary focus of the workshop was on the improvement 
of case management of febrile illness, issues related to prevention and malaria's interface with 
other pitblic health problems were also addressed. The product of the workshop was itwork­
ing paper by each country inattendance, summarizing major policy decisions made or proposed 
during the workshop that would be discussed with the leadership in their respective Minis­
tries of Health. The workshop represented an innovative approach to policy leve lopment in 
malaiia control and proved to be a rich and challenging learning experience for facilitators 
and participants alike. This training activity can serve as the basis for itcomprehensive strat­
egy for mortality reduction in the Francophone countries, which would include follOw-up work 
inthe area of policy development, as well as the systematic planning and implementation of' 
malaria control programs in the field. 
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PALUDISME
 

Depuis Ia mise en oeuvre du projet CCCD ily a dix ars, le paludisnme s'est rdv616 tre I'un 
des principaux facteurs de niorbidit6 et de inortalit6 infantiles dans tes ZonesC Cnddmiques de 
I'Afrique sub-saharienne: ceci peut ttre attribu6 en partie aIIx progres rdalisds en matibre ie 
d6pistagc deila maladie mais aussi it la propagation ieI rdsistance lhII chloroIine de P. fid­
ciparwm. En 1990-1991. le service duIpaltIdisme des CDC et celui d'IHPO ont dirigt IcLurs 
efforts principalement vers 	 ivants:les 	 quiatre doiaines sui 

I.Condiiite d'Liii stage international de formation I'dlaboration de p0lit iquies anti paiidden­
tes en con jonction avec I'OMS et 17 pays africains lrancophones; 

2. 	Potirstiite des activitds concernant I'tvahliat ion de I'efficacit des interventions thdrapeti­
ques antipal uckennes chez les jeuncs enfants; 

3. 	Poursiite des activitds concernlant I'6vahluat ion tie mesiIres approprices de prvention et 
de traitements antipaIludens chez les femmes enceintes: et 

4. 	 Evaluation ieI'eficacitd des mesurcs de protection individttclle visant I llinimiser Ies con­
tacts homnic-mtIst iqile en tant qie stratdgie de rdduction de hitmorbidit6 infintile associde 
au paliUdisnme. 

En otItre. Ics divers aspects ieI'interaction entre ICnloustiqLIe infectieix. la personne infecte 
et 	lI"iatdi appele paludisme ont lait I'objet I'an pass6d 'tine 6tutdc approtOndie.'e" 


Ceci a peris d c'valerlans qIels cas les stratd-ies d'intervention CCCD actuIlles seront effi­
caces et dans quiels cas elles s'avdreront insLIffisantes pour repondre Ilcertains probhnies 
importants poses par I'infection paliddenne. 

COURS DE FORMATION A L'ELABORATION DE POLITIQUES 
ANTIPALUDEENNES POUR LES PAYS AFRICAINS FRANCOPHONES, 
BURKINA-FASO, JUIN 1991 

Un atelier stir I'6aboration iep01litiqtes ant ipalIdtdennes a tt6 offert en conjonction avec 
I'OMS aI centre de I'OCCGE i Boho-Dioulsso. ii Bturkina-Faso. dIU 27 juimau 10 JUillet 1991. 
Vingt-sept participants venus ie17 pays africains. principalemnent des directeiirs tie program­
res nationaix Ct regionatix tie lutte contre le palidisme , y ont assistd. ailisi LIIe 13 
facilitateurs venant tlie detix pays membres dtu CCCD, de I'OMS, de I'OCCGE et des CDC. 
Les objectif's Lie I'atelier Ltaient tes suiivants: I ) mettre les participants a cotUrant ties toites 
dernires inforniations techniques relatives II lIlute Mlntiluddcnneti letiUr apprendre IIexploiter 
ces informations en \'uie tie l'dlaboration et/oI ielhrdvision tie I politiqUe ant ipal udidienne 
nationale: et 2) tester tine mthode hatuteient strilci ttrde et interactive de l'ormtion I lttei IL 
contre le paludisme. Si t'obiet principal de I'atelier 6tait I'anil ioration tie IIa prise en charge 
des cas tie maladie ftdbrilc. hi prdventiou el le rapport entre le paludisme el d'autres probleies 
de santd ptubl iqtie v ont d.-alement dt6 abords. Ciacmn des pays participants devait pro­
duire un docunient tie travail r6stmlliant les prilicipales dcisions prises Oil proposcS an cours de 
I'atelier, qti'il tIevait enIstuite sonniettre amx officiers tLie son ministL'rc tie hi sante putihLblique afin 
d'en disctiter. L'atelier. LIli irepresentait tine approche innovatrice tlans le domaine tie 
I'6laboratioii tie politiqtIes anti pal tddennes. s'est rdIlV& 6Cre tine exp&ience stintl hate et 
enrichissante tant potir les facilitatetirs cjtie pour les participants. Cette activit tie formatioul peut 
servir de point ide ddpart II t'6aboration cI'utne stratdgie globale de rdduction tie limortalit 
dans les pays francophionles. ttl i engloberait le suiVi des act ivits d'laboration de pol ititILCs ailisi 
que hIconception et Iar ise ell oeuvre systdMlIatiqies tie programmes antilpalhuiLens str le 
terrain. 
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MALARIA CONTROL IN YOUNG CHILDREN AND PREGNANT WOMEN 
The current CCCD strategy for the prevention of mortality caused by malaria in children
 

less than 5 years old includes:
 

* 	 For young children: Prompt presumptive treatment of'lever illness with tile proper dose of' 
an antimalarial drug (chloroquline (CQ) was recommended) to prevent mortality in young 
children: and 

" 	For pregnant women: Use of regulfar antimalarial chemoproplhlax is (chlOroqu ine (CQ) was 
recommended) throughout pregnancy to prevent the adverse effect of malaria on low birth 
weight of the newborn and its attendant risk of' early infant mortality. 

The 'ollov iI,sections will address the recent advances in understanding and in implement­
in these strateies. 

Malaria in Young Children 

Current Strategy 
The current strategy for treatment of .iCLIte febrile illness in children under 5 ,ears ofIace is 

to provide prompt idef*'ective therapy in order to reduce mortality and reduce or eliminate pro­
gression to more severe disease. The strltev Issumes that tiledrug hein, given to treat fever 
is effective against the cause of that fever (frequently I non-malarial lever illness). In addition. 
the strategy does not attempt to intervene in Is\Vllptonmat ic parasitemia and ignores the pos­
sibility that asvImptonlatic parasitenlia may lead to syllptollatic parasiteinia or to persistent 
destruction of red blood cells and progressive anemia. ('LIrreatly. cl loroqIiine istile first­
line drug in much of ,,ub-Saharan AfIca. 

In the last I( years, however, parasitolOgic clI loroquine resistance has spread ali intensilied 
throughout this legion. In spite of this spread. chloroqui Ine remains tile (Irug of choice in nlost 
areas. leading to a situation of competing needs: the need to fulfill the goal of providiing 
erfective therapy and the need to retaini chloroquilie as the first-linlC dru, for as lon, as itiremainus 
effective. CCCD countries have monitored changes in local patterns of"parasite resistance 
with the belief that when resistance reaches icertain level, drug efficatcy will deteriorate to the 
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LUTTE CONTRE LE PALUDISME CHEZ LES JEUNES ENFANTS ET LES 
FEMMES ENCEINTES 

La slratt(gie actuel IdLI CCCD en ce quli concerne h prevention de hl mortaiitI due au pailu­
disie chez les enilants tie n1ois de cinq ails comprend: 

* 	 Pour les Jieunes enlants: Administration rapide d'un traitement pr6somptif contre la maladie 
fbrile cons istant en tine dose approprie d anti pahldique (I chlO quiie ICQ] a 6t6 
reconimande) I pour &x'iter h, mortal itt chez les jetines enliants: el 

0 	 Pour les lemiles enceintes: Ch iinfio)prtophylaxie antipaIliddenne standard (It chloroqui ne [CQ] 
a 	t recoiiilmande) pendant toLIte lt dur e tie hi, g'ossesse pour Liviter l'effet adverse dI pliu­
disrle stir ICpi )ids de naissaince ics enl'antS ei ICs rIstiues Lie mortal it6 infantile atsstciS ,I 
'instiIlisance pond&ile des ntia'Cn-ls. 

Les para1graplhes qii Sl"Ient traitent ties r~cents prgrs rTailists dans le donmine de hi 
coilprelensiOIl et de hi Irise en oeuvre de cette strattgie. 

Le Paludisme Chez les Jeunes Enfants 

Strat6gie actuelle 
La stratt glie actLie!le de traitement de hi nlaladie i'brile ai,..m$ cIhez les entiants de moliS tie 5 

ans consiste "'ladni i istrer le plus 16t possihle tin traitement eflicace aln ide r, dumire l mortaiit6 
et de dlilluiiter otl diLIliminer Ies ristlues d'aggravation. Cette stratggie stippose tie le micd­
camest fkhriLIice ad ininistri' est el'ficace contre li cause Lie hi i'.6re (sotIvest tine nialadie rdbrile 
11011 pai ldt1enine). En outre. lI strate,,ie ne prvoit aticti ne intervention potir ies cas le para­
sitillie sllptonlatiEue etlie tient pas compte iLIfiait qL'tIile parasit,,inie asyvIlptOIllitiqtmi puisse 
6Voi ler en title parasittmiie svilptoilattitie oil engeildrer ue destruction persistailte ties giob­
tiles roi es tine anlnie progressive..ltsqti hi cihiouLtine leet 1,1set est medicament de 
choix dills ti Il grande partie tie I'Afriiie suI-sahariene. 

AL tcotirs tie ces cliX tirni&IeS anIilces. totutefois. li rtsistance larasitoigiciUe iI lachloro­
citiine s'est propage et intensifihe dans totite I'Afrique. Malgr6 cette evolution. hIlchiorotline 
reste le m&licanleilt tie choix das h 1iparttides ie giollS. ce qti i enigellire tii coniflit aui 
niveai ties hesoins: le besoin d olrir tl traitemenit efficace et celui de conserver la choro­
quine conii ime&licanlent tie choix tail tll 'elie est eflicace. Les pays di CCCD ont strvei le 
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point where deaths will noticeably increase, making the time for a change in the first-llne drug 
obvious. Additional factors affecting the effort to preserve the useful life of chloroquine have 
included the lack of other drugs which are widely available and inexpensive, and the large 
amount of time and energy required to introduce a new drug into the role of' primary ther­
apy for malaria. Recent efforts in Malawi (a former CCCD country) and Kenya have provided 
new information which allows a more complete understanding off the case definition of 
malaria and the clinical overlap with other childhood causes of fever and of how we can move 
from monitoring antimalarial drug efficacy to collecting information which will determine 
when we should change the drug, for primary treatment of' malaria. 

Recent Findings 

Treatment of Fever Illness: Diagnostic Overlap (Childhood Fever Illness) 
A recent study of malaria and acute lower respiratory tract infection (ALRI) in Malawi has 

highlighted the overlap of clinical case definitions. Children attending an outpatient clinic who 
met the case definition either of malaria (fever or recent history of' fever) or of ALRI (cough 
and an age-adjusted increase in respiratory rate or chest retractions) were selected fbir further 
diagnostic work-up. Although 62'/ met the case definition for malaria. 1.3%1met the defi­
nition for ALRI. and 29c%met both definitions, oAly 32%/ had malaria parasitemia. 51( had 
radiographic evidence of' chest infection, and 3('1 had both parasites on blood smear and radio­
graphic changes. The remaining 60% had neither parasites nor radiographic changes. and 
their actual diagnoses were not clear. For more details, see the section on ARI 

Clinical and Laboratory

Case Definitions
 

Malawi, 1990
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'evolution de la r6sistance des parasites en se disant que lorsquC I rsistaince aura atteint un cer­
tain niveau, I'efficacit6 du midicanment se ddt6riorera ati point d'cngendrer ti net 
accroissement des ddc~s, sine manifeste tie la n6cessit6 d'adopter tin autre indicainent coinme 
antipal udique de choix. D'autres factCurs influent sur le sort de hi chloroqu inc en tant itle 
rn6dicarnent Lie choix: I'absence d'tutres m6dicarients facilement disponibles et peu coCtCuX ct 
la tlu:!ntit6 enorrme tie temps ci 'neig ic tlI'il fludrlit pour adOpter tin atre medicament 
conmme antipaiuditItue de choix. Les rensiegnements obtenus lors tie r&cnts trav'atx effectuitSs aLn 
Malawi (ex-meinbrc du CCCD) ct an Kenya permettent Lie iicux Comlprcndre hi detilition 
des cas dIi paildism ct I ressemblance cliniqic d i mahadic aVec dI'atrCS caises de fi ,re 
chez i'enfant ct d'envisakger comment passer tie hi surveillance tc I'efficalcit5 ti'tiun antipall­
dique aihi collecte Lie donndes qti pcriettclnt tie ddtrminer lIqucil moment notLs dcvrons adopter 
tin autre mdicament dLe choix pour le traitement dIi paudisme. 

Recentes Decouvertes 
Traitement de [a maladie febrile: recoupement de diagnostics (maladie fdbrile 
infantile) 

Une r6ccnte ride effcctul6e aI Mialwi sur le paItidisme et i'infction aigu tic i'appareil 
respiratoire infdtricur (ALRI) Imis en 6\Vidcncc lc recotipemCen tics dciinitions cliniqies tie ces 
maladies. Des enflnts sXtant rlentis thinIS tine clinitlic pour consultations externes ct dont l 
ddfinition de cas corresponthit soit aI Siflle fivrc) soit it)iluii (fivrc oti antctlents rccnts tie 
une ALRI (toux ct acc&littOll tin rythme respiratoire inestir ci tenant ('olupte tie I'tuc otu 
du tirage) ont 6t6 s1ectiolnnS ct sotUmis lties examens diagnost iqies plus apprOlondis. Bicn tile 
les symptomes observes aient correspOtiLiL lad6finition tic aI iupitlisnic chez 62 c/ des 
enhints, i celle ti'unc ALRI chcz 1.3§+ ct aux deix ticfinitions chez 29(" ties enfiants, lcs 
examcns ont rt'6V tine palr'asiteinie XIhicnne tins SctLilecment 3214 ties CaS. tine prcuvC radio-
Iowique d'iniection thoracitiUe dans 54' Lies cas eitl prencc de parasites thins its Irottis 
sangtiins avec prenves raiioOgitlucs dans 31/ ties cas. Lcxamcn 1'a rv616 aicun tics dcux par­
asites el auctine prenve ratidioiogitiUe dans les 60(4 restant, pour lesiucils on i'a pti 6tablir de 
liagnostic pr~cis. Pour plus de ddtails. voir le paragraphe rehitif 1iI'IRA. 

Diagnostics Cliniques et Definitions 
Laboratoire des Cas d'ALRI 

Malawi, 1990 
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Monitoring Antimalarial Drug Efficacy 
In 1985, a study in Malaw i demonstrated thit lthough about 50% of children reimained par­

asitemic one week after chloroquine therapy, nearly 100/r achieved a clinical cure (remission 
of fever). In I990. a repeat study in the sanme area tound almost 9 51Z( parasitologic resistance 
at predoniinately RII and Ril levels. Although., after therapy, 921Z of these children achieved 
clinical improvement (decrease in measured temperlture an1d an increase in activity level) 
within the first 48 to 72 hours. 25%- ultimately faliled clinicalily within 14 dIVs after therapy and 
more than1] halt of the children failed clinically by 28 days aker therapy. A study in another 
East Africa site (western Kenya) with sini lar overall resistance Iates fouLnd that fully 504 of chil­
dren treated with chloroqLine failed clinically by 14 days alter therapy atnd 91(/ had failed 
clinically by 28 days. Furthernore, as the level of resistance increased (i.e.. fromn RII to Rill), 
the time to clinical fai lure was shortened. 

Alenia is a collmlon findine in \'oLUn1 children in sub-Saharan Af'rica and is t frequent coin­
1)1ication of the red blood cell destruction ciLIsed by nalaria parasites. Hematologic recovery 
(defined as all inprovenient inl the hemoglobin or packed red lood cell voltunle) after clinical 
illness has also been ideintiftied as aIli iiitiiie factor ill drug efficac,. High (Rill) and moderate 
(RII) resistance levels are strono risk tactors for failure to improve hemoglobin concentrations 
and. in those clil dren able to increase heniog lbin concentration, decrease the matgnitude of 
the hematologic recovery. II conparison. children who were treated with a drug capaable of 
clearing parasites (inl this instance, pyrinethaine/silfadoxine or Fansidar" ) were able to remain 
free of clinical symptonis id had si.enificantl Iy greater increases in henioglobin concentration 
over the follow-up period. 

Mean Increase in Hemoglobin
 
Concentration by Drug


Children with Day 0 HB<:= 8.0 g/dl
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* Use of' trade namies it.for ide ititi cationl only anid do)es not i liply end wse iilit by tile liCi -fealI i Service 
or by the U.S. Departnieiit of' Healthi anid Human,11 Services. 
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Surveillance de I'efficacite des antipaludiques 
En 1985, une tide eflectuMe au Malawi a dimontre que bien qlUe 50% environ dles enl'ants 

pr~sentaient toujours de'. parasites une semai ne apr s tine ch loroquino-thrapie, preSqUe 100k 
d'entre eux 6taient cliniqlUenent guris (rlnission tie la fi~vre). En 1990. lIamme ttde 
efl'ectue dans liainine r6gion a 'v,r l 1'existence d'line resistance parasitologiq+Ue tins pres­
que 95(/ des cas LIdes niveaux Ril et Rill principalemlent. Bien t li'utine ameI iorat ion clinittie
 
(batisse tie liteIlprattire lesIr& et auwMnentation du ivea Iacli Vit ) tlait hOt&e chez 92%
 
des enlfants tlans les 48 i172 huures so ivant le d6but LILI traiteinent, oii avait enreuistlrLtin 6chec 
cliniique (ains 25,( des cas 14 jours apr s IC titi ritenlenl ctldans pilus ie 50'rbUt ties cas 
28 jours apr~s le dhut (LI t'aitenient. Une 6ttitie entreprise dants Lne autre region lieP I'Afrit+lue 
orientale (I'oUest dIU Kenya) prsenltilnlt ies LIux tie rtsistance senmliables tierait iv&Iler till 
6clec cli nitjue chez 50%: Lies enlants Laiis ICs 14 jours stiiait le dbl.lt lielht 
clIorotti inlo-tlirapie et chez 9 1'/ des enlfts tin1S les 28 .jours suI vant le Cibtit dLi traitentnl. 
En outre. plus le niveat lIetesistance tait +lrev (Lic RI! Ii Rill), plus I'(iche,: clini+lUe stir-
Velliti rapidemnt. 

L'.in niie est Coutrinte chez les .jenlnes enIflIntS tie I'Afritie StLib-s.lirillnuIc est SOLIVellt 
imputable "Litne complicaition tie litdestructionLdes giohtiules rouges en genIdrtdl par ies parasites 
tIu paIMiludisme. Le rttahlissement hinMaltohgi++lUe (amsflioration ttu tatux d*himoglobine oti lIe 
'hinalocrite) ties cas cliniques est Lealnient consitiere coinme taiit i ilactLur liliitanl I'Cli-

Cac it6 tIu mdicanient. Des ii\'eaix tie rtsistaiice 6lev's (Rill) et mticeres (RII) sont 
suscepltibies tie ltli laiiitioration des laliX tdi lncoelohine ct, ciez les enfants (LUi parXien­ir"I1't 
nerlt Liftire renonter letinr tatix d'hmogflobine, eint ravent le rtablissenlernt hieiatologile. 
Pir-contre. chez les enfiaiits avait irC'u Lilnilitlicainent capitble t' Ilimi ner les pairasites (sOilt dLaiiS 
I'exeniple eii qunestion, Issociatioii tie p+Iv Iilsdil), I.LIacIn syni)­lrinlll litl ne/stli atiox i Iie ou 
t6me cli iieiin ' tait apparti et I'aigientation ties tatix hliemogh1fi ne observee peiitdant li 
poriode de suivi tait beaucotip plts impOtrtaniie. 
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In East Africa, the deterioration of the therapeutic efficacy of chloroquine appears to be fol­
lowing a progression that is more subtle than previously hypothesized. Recognition of the 
advent of resistance is followed by: a) an intensification of resistance; b) an increase in the fre­
quency of clinical failure; and eventually C)a shortening of the time to clinical failure, and 
d) a deterioration in the child's ability to recover hematologically. 

TIME
 
Resistance Identified
 

Resistance Intensifies 

RII and Rill Responses Predominate 

Increase in Clinical Failures 

Shortened Time to Clinical Failure 

Lack of Hematologic Recovery 

More Deaths Occur 

Although it is feasible that this progression includes, ultimately, an increase in mortality, 
the deaths may occur at home and not be recognized by the health care system. Death, how­
ever, does not seem to be occurring as a precipitous event after the failure of therapy. 
Mortality anong this population may be occurring at some point in time distant from the initia­
tion of therapy, and the chronic manifestations of malaria (such as anemia and interactions 
with mnalnutrition and other infectious diseases) may play a greater role in the progression to mor­
tality than previously assumed. Data confirming the direct cause and time course o' mortality 
among this group are unavailable at this time. 

New Modified Strategy 
The above observations have a nu,mber of implications with regard to policy formultion: 

Diagnosis of Malaria 
The programmatic implications of the large overlap existing in clinical case definitions for 

sick children, particularly i .ong those with either malaria and ALRI, are difficult to assess at 
this time. However, for children sick enough to warrant hospitalization, it is important to 
obtain a laboratory diagnosis of specific etiologies (malaria parasitemia, pneum1onia, or oth­
ers). Thus, microscopic diagnosis of malaria should be made for all hospitalized children 
with suspected malaria. 

Monitoring Drug Effectiveness 
Monitoring of changes in resistance rates is important early in the evolution of drug resistance; 

however, as the prevalence and degree of resistance increase, monitoring only parasitologic 
resistance is of less importance than monitoring changes in clinical outcomes (recurrence of fever 
with parasitemia and absence of hematologic recovery). Therefore, when parasite resistance 
rates from standard in-vivo studies increase to levels of greater than 50% RII and Rill, studies to 
monitor the resistance to drugs should include a measure of clinical response. Parasitemic 
children selected for monitoring should be symptomatic (axillary temperature greater than 38oC)
and the outcome of the monitoring should be clinical improvement (ret urn to afebri state 

and hematologic recovery) in addition to parasitologic response. Traditional in-vivo monitoring 
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En Afrique orientale, la d6t~rioration de l'efficacit6 th6rapeutique de la chloroquine semble 
6voluer plus subtilement que prdvu. Suite ahl'apparition du mdcanisine de rtsistance on note: a) 
une intensification de la resistance: b) Lin accroissement de la frlqience des 6checs cliniques: 
c) un raccourcissement du dclai de manifestation de l'6chec clinique et d) Line drt&ioration ie 
la capacit6 de r6tablissement h~5matologique chez I'enfant. 

DUREE 

Identification de la r6sistance 

Intensification de la r6sistance 

Pr6domlnance des responses RII et RII 

Accrolssement des echecs cliniques 

Raccourcissement du d61ai de manifestation de I'chec clinique 

Absence de r6tablissement h6matologique 

Accroissement du nombre de d6ce5 

Bien qu'il soit possible que cette evolution mene I tin accroissement de lhmortalit6, les ddc<s 
pourraient survenir a lhi aux I sant6maison et donc passer inaper LIs yetx du systlme Cie 

publique. Le d6czs. toutefois, Ile semble pas survenir brutalement i lhi
suite dC I'lchec thfrapeu­
tique. II petit se produire longtemps apris le d but dI traitement et les manifestations 
chroniques dIi pal udisme (anniie et interaction avec liinalutrition et d auttres maladies infec­
tieuses, par exemple) sont stiscertibles de .joier un r61e plts important dans I'6volutionl'atale 
(Iehi maladie (Il on ne I'avait suppose. On Ile dispose pas encore cie donnmes pernettant de 
confirmer h,cause directe et l'evolution dans le temps de la mortalit chez cette partie de hi 
poptulatioin. 

Modification de la stratdgie 
Les observations qui prcdent permettent de tirer tin certain noombre de conclusions en ce 

qu i concerne I' aboration le p0litiq ues anti paluddennes. 

Diagnostic du paludisme 
Dui point de vue de l'laboration Lie programmes, les conseqtiences di recotipement des 

dtfinitions cliniques ties maladies infantiles, en particulier celles du paludisme el de I'ALRI, 
sont difficiles ,itval er pour I'instant. Nannioins. dans le cas d'enfants dont I'6tat exige tine 
hospitalisation. ilest important d'effectuer des analyses m dicales afin ie diagnost iquer avec 
precision hi cause de hit oti Le diagnosticmaidie (parasittil ie paluidtSenne, pneumonie. autre). 
microscopicjue di paliUdisne devrait donc 6tre effectu potir totis les enfants hospitaliss 
SoupoinnleS de paludisine. 

Surveillance de I'efficacit6 des medicaments 
II est important tie surveiller I'6evolution des taux de rsistance ds les premi&es manifesta­

tions de chinlio-rsistance: toutelois, 'i niestire qIue hi lrealence et le degt5 de rSsistance 
atigmentent. ilest plus important de surveiller 1'&0lolItiIon des rsultats cIliniqies (r curren­
ce de hi iSvre avec parasitemie et absence de rtablissement htS1attlogique) plut6t LuIe hi 
resistance parasitologiqtue. Ai nsi, lorsqtie les taix de rtSsistance parasitolg iqie. tels li'in­
diqt,1s par des etudes in vivo standard passeit, lans plts de 50fl4 des cas, i Les niveaux RII et 
Rill, ils'agit i'intigrer IiX Iitudes visant i hi surveiIlance de hi clii i0-resistance tine 
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schenies should be modified to incorporate assessment of clinical outcomes among children 
treated with chhoroquine. Practical modifications of the study protocol used in East Africa need 
to be devised and should be centered around intensive clinical f'llow-up of children with RI! 
and Rill parasitologic responses over the course of at least 14 days. A copy of tile protocol used 
is available for those interested in obtaining the details. (Malaria Branch (Fl 2), NCID, CDC, 
Atlanta GA 30333) 

Considerations on When to Change Primary Therapy 
The deterioration in the time to clinical failuare and in hematologic response to therapy viii 

probably prove to be tile most useful parameters for identi fyi ng tile point when the process Ir 
chaiiging drug recommendatioins must begin. Tile critical points of these parameters may be 
when a specified threshold is crossed for the percentage of clhildren treated with chioroquine who 
fail clinialhi prior to 14 days after therapy alld/or for ,ispecified percentage of children 
whose hemoc!ohin status either remains at the same level or decreases 14 days after initiation of 
therapy. An example of such a threshold might be greater than 15(/( clinical l'ailltres and/or 
15(1 with impaired hemoglobin levels. This proposed level of 15% is derived from two sets ol 
observations in both CCCD and non-CCCD couintries: first. in-vitro cli nical f'ailtire rates of 
15(,1 unlikely 1t be due to statistical or observer variations: and second, chloro­or higlher are 
quilie failutire rates of 15( or more have consistently presaged progressively higher rates of 
drug resistance. and worsen ing clinical and henotalogic status. The decision to change the drug
for primry therapy should irlclude a decision regarding tile target pop lationii. Some nialari­

0locists Will suggest that resistance will soon develop to new drugs which are used widely. To 
miniiiize th1e drug pressure on the parasite lOPUrhation, a new drug for primary therapy wOUld 
be most efTective if turgeted to the )oplItion Whicli is at highest risk of morbidity and mortal­
ity (see below). The appropriate antimalarial drug to change to if. and when. chloroqu ine is 
judged to be ineffective needs to be determined on a country basis. The most likely drug cate­
gory is tile dihy'drololate reductase inhibitor - stil l'a combination that is foutnd in drugs like 
Fansidar*. 

Targeting the Intervention 
The burden of the impact of' changing drug resistance appears to be primarily on children 

less than 3 yetrs of age. While specific targeting of interventions towards high risk cgrups is 
desirable. the feasibility of altering the traditional cut-off age of tider 5 years may be 
programnatically impractical. Ti is question xwillneed to be answered locally. In areas of 
endeiiic malaria, older children aid adults who are semi-i mmtiine may cont intie to respond to 
chloroqu inie treatment aiid should not receive itdiffereiit tdrtig for prinmary therapy. 

Malaria in Pregnant Women 
Background Antimalarial Strategy in Pregnancy 

The World Health Orcanization (WI-O) and tile Combatting Childhood Commtinicable Dis­
eases (CCCI)) Project have inicluded pregrnat xvornen as a specific target group for malaria 
control activities. The scientific inf'Orniation that has led to these recommendations is based on 
observat lios that mnalaria infection during pregnancy is associated with niaternal morbidity 
and mortality. first aLI second trimester abortiOins, stillbirths, prematurity. low birth weight. 
and congenital malaria iinfection or illness. Malaria infection of tile placenta. in particular, 
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composante destin6e (i lesurer la rIeponse cliniquie. Les enflans par'aSitlniques s6lectionn6s 
dans le cadre de II surveillance devront &Credes cas sylptomalities (tenp6rature axillaire 
>38'C) et hi suirveillance oration clitiue (retolr "ILilldevra permettre cV'6VI\altier I'an1 tilal 
apyreliqtle Ct re.talbiissenleit henmtologique) en plus tie lia Les progral­rponse parasitoloLiIjue. 
mes de surveillance in Vil'O Classitles devrolt 6tre nodifies pour incorporer I'evaluatiol ies 
r6suitats cliniques CeZ ies elfants trait~s atha cioroqline. II s'agit d'apporter des 
modificatioris pl'atiqIos au protocole d etude tltilise ell Atrique orientale. qui soiurnt centrees 
sur un suivi clinite intensif des enflants presentainlt des 16ponses parasitologiqLes Ie ni\veaux 
RII et Rill stir tie p6riode minintlm1 Lie 14 joLiurs. Les personnes dsirlanliconnaitre les d6tails 
di prolocole peivent s'en piocurer till (Malaria Branch (Fl2), NCID. CDC,exemplaiire. 
Atlanta GA 30333). 

Remplacement du traitement de choix 
L'apparition tie pius ell PILis pl-coce tie I'chec clininque et la dethrioration r6ponseieIla 


h6matologiqtue apres traitement sont probableient les param tres les plis liles ell ce qulli
 
concerie la d cision relative Iaremplaceml ent dI ilmlicailent iechoix. Oil pOiiral tablir tinl 
seiil nllXilllLnii has soit stir le potlrcentage ti'6clhecs cliniqeis stil'Vrveiius Clans les 14 jotirs 
aprs le dbut cI'Llne chloroq Lliino-thrapic el/oL Stir le pOtlircentage cI'enfants dolt le talX c'h­
inoglobine liese set pas am Iio6 oLu se sel'i cltiriotr6 14 Joirs apr~s le d6bult (lIi Iraitement: 
par exemple ->15'4 d'Mc'hecs cliniitlies et/oti 1514 presentant ties Litx d 'li6noglobine insulfi­
sants. Le niveai prOpos Lie 15(4 est driv tie cleux categories dtobservations Iaites atl 
niveaL de pays meibres et inon ielbreS tiLlCCCD: prenie'rement, il est peii probable (ile I'ob­
tention tie tLIX dl'checs clin iques in Vill-o t7il nilie15% pIlus sWit dtie "ides variations niveau 
des stlatistiques on des nlMotldes d'observat(ils: et deuxiinement, ties LtIlX d'ichec cie la 
chlIorotlti iilo-thrapic Lie 15§( oh pluS 11 onllouirs presag tiil accroisseillent progressif ties tLUX 
tie r",sistance et tine dCtl&rioration tie I'6tt cliniiiqtie et he'nliahlogi tlie. LorsLtlu'otiL cide tie 
changer Ic m6ldicanient tie clioix. ii l'ati1 6caleneillt dcider Iiqtlielle pOtpulation le nOLuveaiu m\li ­
caillenl sel'a tlestiiit. Certains paillIologties sticggtriiet ilue I'lsage 'i granide 6chelle de tout 
ilOiiveai nm6dicament est appei6 -,I elgelldirer I'apparition dtPtlne clilio-r6sistance. Pour miirini­
ser lipression exerce par le iiitiicanIenl sLir Ia popilaitmul tie parasites, ilserait pIlus elficace 
tie r6server le nouveau Lti icaienl tie cIhOiix "IIipopula iOil ttii preselite les risqties ieiiorbi­
dit6 el ie liorlalii ICs plus Ie,\'s (voi r ci-dessis ). La dhcisitli ti'aIopter tel on lel 
anlipaluidiqtue pour parer Ii lineflicacit6 de liaciioroq Line doit tlre prise MI iliveli tie clatIiie 
pays. La cat6gorie tie cii6dicainlenits LIpilis probable est I'association tie l'iiiiibiteur 
dillyttrofolate-rducltase-stlllfa, tie I'on troiive dais les ni6dicaments tels lie le Fansidar:'. 

Population cible 
!1semble ltie I'impact tie I'6VOlution ie hicliiio-r6sistance se l'asse sirtolit senltir cliez les 

enfanls de ioils dIe trois ans. S'il est souhaiiable tie diriger los interveniitions speScifiquiement vers 
les groipes i ihaLt risiue. ilse pelt tiL'il soit impossible aI niveati ties programmes dce 
chan,,er la limite t'ilie tradilionnelle diemoins tie ci nq ans. Celle Ituestion devra etre ahorti6e an 
ni velii local. Dains les r6giols oil le paludisme est endeIInliiile. ilse peLlt ti les ellfants plus 
ag6s et les atllies .jouisseit d'lie sel"l1i-ilnim it6..I I Llino-t h~rapie. si elio, atiquel caS chhoroqii 
cominue d' 11e ellicace, ne ievrait pis ire albandoiince ell tanl le pi'tOcl tie ciioix, 

Le Paludisme Chez les Femmes Enceintes 

Historique de [a strat~gie antipaludeenne pour les femmes enceintes 
L'Orgau isation Mondiale Lie liSanit6 tOMS) et le Pro jet tie ILitte contre les m1aladies trans­

missibles tie I'enfitl (CCCD) considrent les lelimes enceinles Con1ine Ll gr'ipe cible 
sp6ciflique tiu pOill tIe \'Lie Les donn es sccntifi­des activits tie luitte coillre le paludisnie. 

ties tLii ont men "Li
ces recomminalat iois sol bas6es stir l'observation sclon latlielleI'infection 
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has been associated with these adverse outcomes. Although al4 of these factors are of concern, 
the local epidemiology (the relative level of malaria transmission in the population) will 
determine the effect on the woman, her fetus, and her newborn. In areas with moderate to high 
levels of malaria transmission, the effect on low birth weight has been emphasized because 
low birth weight is the major risk factor for neonatal and infant mortality. WHO has recoin­
mende I that pregnant women should receive an initial curative dose of an antimalarial drug 
followed by antimalarial chemoprophylaxis using weekly chloroquine at a dosage of 5mg/kg (or 
300mag), with the suggestion that in areas with high levels of chloroquine-resistant Plasmo­
dium fuIlciparum (CRPF). alternative drIugs should be considered. This recommendation was 
made because asymptomatic malaria infection may be common in pregnant women and the 
initial curative dose is required to render the pregnant woman aparasitemic at the start of her 
chemloprophylaxis regimen. Detailed studies on the efficacy of' the WHO chemoprophy­
laxis recommendation in pregnant women have only recently been carried out in Malawi (Linder 
the CCCD Project: 1987-1990). BtUrkina Faso (also with CCCD support: 1987-1988), The 
Gambia (1986-1988), and Zaire (1987-1988). The present CCCD strategy is identical to the 
WHO recommendations. 

CCCD activity in promoting antimalarial intervention among pregnant women has received 
critical attention. This reflects both the recognition of cost and problems of weekly drug deliv­
ery. as well as concern about lack of information on drug efficacy. especially in areas with 
known chlorqu ine-resistant PhsuModjiM filh'il(art11. Until recently. information on the effi­
cacy of this strategy was limited in terms of its ability to enhance birthweight by amounLs 
which would alter infant mortality. Likewise. the potential of adversely effecting the infant by 
decreasing tile amount of maternally-transferred antimalarial immunity was not understood. 
Consequently, various practices have evolved including reliance mlpresumillptive treatment of' 
fever during pregnancy. Studies in Zaire (1985) and Kenya (1986) have shown that fever was 
a poor predictor of malaria infection in pregnant women and that reported fever alone tended to 
Underestimate the prevalence of parasitemia. Althtough these observations may not be directly 
applicable to other areas. they raise the possibility that a strategy of treatment of only fever 
ill ness would not provide treatment ir the women with malaria infection of the placenta. On the 
other hand. consistent with the policy of presumptive treatment of fever in children Under 5 
years old. treatment of fever in pregnant women with an antimalarial drug is appropriate. Addi­
tional work in Zaire. Malawi. Kenya. and Burkina Faso has addressed the possibility of 
targeting antimalarial interventions to a subgroup of pregnant voinen - women in their first (and 
possibly second) pregnancy. The majority of low birth weight babies are born to women in 
their first and second pregnancies. and these same women also exhibit the highest prevalence and 
density of' malaria parasiteniia. 
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paliud6enne a COUrs de la grossesse est associ6e i hi morbidit6 et i lhi mortalit6 Iiies i li mater­
nit6, aux avortements de premiers et seconds trimestres, I Ia mortinatalit6. ,I l pri6mattirit,, 
au faible poids de naissance et aux infections ou aux maladies paludeennes congt1nitales. 
L'infection paludeenne placentaire. enl particulier. a,t6 associ6e "Ices problemes. Bien que touis 
ces facteurs soient importants. leur impact sur lh fenmme, ICfoetus C1 le nouveau-n6 d6pen­
dra des donn6es 6pid61iohogiqeisLieslocales (IC niveau rehttiif de transmission dII paludisme darts II 
popIiation). Dans les regions ob. ICniveau de transmission dII paludisme est modr6 oLi 61evi, 
on a mis I'accent sur l'impact Lie ces facIeurs stir le faible poids ie naissancc t~tant donnt6 quie 
I'insuffisance ponderale L'Ihi naissance iotUe tin r6le pr6pond6rant thins hi mortallit6 ii6tonatale et 
infantile. L'OMS recoillmLnde dI'administrer aux fenines enceintes tille dose curative ini­
tiale d'ant ipal udiC SUiviC ti 'tine chimioprophylaxie ant ipal utKenne consistant en tine prise 
hebdomadaire ti 'tine dose tie 5 mg/kg (ou tie 3001nig) tie chioroluine Ct d'envisager I'cm­
ploi d'autres mti6dicaclnnts tins les regions ob hi Cli1ouOtItino-resistance tlt Phsnwditm 
filcilpirun (IPFRC) est iev&e. Cette recommandation est bas~c stir Ic lit que Iinel'ction 
pal udie6nne asyiiiptoiiiat itlue tant probablemnet cotiranle chez les femnles enceinies, il est n~ces­
saire d'adni ilistrelr Lile Close curative initiale pour ,5iirminer les parasites avasit qtc toute 
chinioprophylaxie ne soit conimencc. Des 6ttUdes tktailles str I'efficacit tie li recolinianda­
tion de climioprophylaxic de I'OMNIS chez les femnies cnceintes ont 6t6 effcCtu~es rtcemlient 
aI Malawi (tlS lc cadre tlu projet CCCD: 1987-1988). ttu 1BUrkina-Faso (6galement avec 
I'appui tILi prOjet CCCD: 19,87-1988). en Gamble (1986-1988) ct au Zairc (1987-1988). La stra­
t6gie actu elle LIL CCCD correspond I It recommantiat iol tIe I'OMS. 

Les efforts di CCCD ans le tloniai Lie I hi promlotion Lie hi I itte anti pal uthenne chez les fem­
nies encci utes out 'ilt I'objet tI'uine attention critiqtie tui refli tile prise tie conscience tILI 
cotit et tiCs probls associ s "II'atliniiistration hebloinathi edeic melicaments ailsi tui 'utine 
inqUitUde vis-Li-vis tiLt pCu de donn~es disponi hies sur I'efficacit6t(ILt mdLicaIiient, en parti­
culier tlns les regions o i le Plsmodiumu .c'iparum est rsistant Lila chloroqiline. J itis 'Li 
maintenant, on avait peti tie renseignemenis stii hi capacit6 tIe cette strat6gie LIdiiininUer les 
risLues de faible poids tie naissance thins des proportions stisceptibles ti'avcir ill impact stir 
mortalit6 infantile. De mninle. les risuteies qtie rcprsentaient potir I einlaiit tiiie diin inutiion Cie 
I'iinnitit6 anti pal titeniC transmise par la nireiie 'tWaicnt pas bien compris. Ccci a iotun0 liCu 
aII'apparition tie diverses praltiqtics, v compris I'administration ti'tin traitcment tie presonip­
lion tie hi fi&vre au cotirs tie I erossesse. Des 6ttIdes effccttics aI Zaire (1985) et au Kenya 
(1986) ont d6nmontr qtue lhi fivre i'tait pas Lin iidicatctir fiablc ti'infection paIlutcnnc chez 
les femmes enccintes et que les cas signal6s en tat lu 'tats f6briles Uniquement avaicnt 
tendance LIsotIs-Cstincr Ia prvalencc tice la parasit6nic . Bieu ttie ces observations ne soient 
pits ntcessairement applicables I[d'autrcs rg ions, on petit penser tui'ie strate6ic tie 
traiteMent ne visant qtc I maladie f6hrilc n'assurerait pas le traitcmncnt ties femnies atteintes 
d 'tine iiliect ion pald,tkenucplaccintaire. D'tlfl atitre c6t6., il est approprie, comme le prescrit hi1 
politi(ue tie traiteineiit tie presoiption tie lhi livre chez les cnffants tie moins tie cinti ais. tie 
traiter les accs l1riles chez les fenines enceintes pit til antipaLittitIque. Des travaux 
sttppl6niitai res out t eflcctu6s tLI Z.ire. ati Malawi, ati Kenya et tLI l3tirkina-Faso afii 
d'6tuidier i possihiiliI6 tie r-server lIs interventions ant ipalutKcnCs Litin soLIs-crotilpc de felli­
res enceiiies. cellos cnccilitcs potir Ia premiere (ct pCit-tre hi scCntie) fois. En effet, i 
majorite ties cas tie faiblc poitls de naissancc sout associes a tiie prenicre on Lilne dCetxi&niC 
grossessc; de plis cest chez ces fciiimCs qie la prt6valence (ItI paltitiismc et I densit6 de lh 
parasit6mie pIalistre soiit les plts 61cv&cs. 
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The Mangochi Malaria Research Project 
Tile Mangochi Malaria Research Project (MMRP) was a longitudinal study, conducted from 

September 1987 to the end of project (June 30, 1990), of antimalarial chemoprophylaxis in 
pregnant women ill an area with a high incidence of chloroquine-resistant Phstmodium./idci­
parni/ malaria. The objective of th1e study was to assess the comparative efficacy of foIur 
reLinlens of antimalarial drugs given during pregnancy to reduce the incidence of low birth 
weigiht ( less than 2500in) ill tile newborn. 

Methods 
The study site inluded approximately 120 villages ill the town of Mangochi (in Mangochi 

District) located at the southern end of Lake Malawi (elevation 450 meters above sea level). Il 
this area, there is perennial transmission of' malaria with seasonal fluctuation (highest tranls­
mission ill tile rainy itnd post-rainy season from February-May and lowest in tile late dry season 
from October-December). Pregnant women were enrolled at their first antenatal clinic visit 
at one of four healthlfacilities in the study area. 

Following an explanation of the study and obtaining the necesarv informed consent, the preg­
nant women were evaluated for age. reproductive history, history of fever illness and 
antimalarial drug use. education. socioeconomic status. tobacco use, alcohol use lheig t weight, 
malria, and anemia: they were also systematicallv assi-nd to one of four regimens of treat­
ment or chemoprophylaxis: 

a) 	Chloroquine (CQ) treatment (25img/kg) followed by weekly chemoprophylax is (300nlg/ 
week): 

b) CQ monthly treatment (25nig/kg/nionthly), 

c) 	CQ weekly chemoprophylaxis (300mg/weekly. no initial treatment: Malawi National 
Policy): and 

d) 	 Melloqui ne (MQ) treatment (750rmg single dose) followed by weekly chemoprophylaxis 
(250mg/week). 

All 	doses of medication were given under supervision by a study teal member. Women 
were seen at each dosage administration and at monthly intervals for follow-up) of sig..zns of 
fever, other drug ingestion, and adverse effects attributed to chemoproP[hylaxis use. Women 
were encouraged to attend tile health facility for delivery, at which time iddiliOnil data Oi 
parasite infection (peripheral blood, placental blood, anid Unbilical cord blood parasitemia). 
anemia, and maternal anId newborn assessment (including gestational age. birth weiglt 
measured by electronic digital scale, and clinical condition) were collected. Attempts were 
then made to follow mother and infant at two-monthly intervals for tile next 12 months for 
survival, malaria parasite infection. anemia, and cliiical illness. 

Results 
* 	 4,220 women were enrolled anid loloVed tIp. 
* 	 Women in tile CQ group and MQ grroup were similar for characteristics of education, socio­

economic statums, average height and weight at enrollment, average length of time in tile study 
(102 days), anemia and malaria infection at enrollment, and proportion of male babies 
delivered. 
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Le Projet de recherche sur le paludisme de Mangochi 
Le prolet tie recherche stir le paludisme ieMangochi (PRPM) consistait en Line enqute lon­

gitudinaile. miene Iesepteibre 1987 ,1 iafin du pro jet (30.juil 1990). stir I 
chinioprophylaxie antipaluddenne chez les femnes enceintes davis Line r6gion de forte inci­
dence tie chlIoroqti no-resistance dU P/asModiun, d/i L'objectif tic 6tait tieciliarum. I'6tude 
comparer I'ellicacit6 iequatre posolog ies d 'antipal ud iques adim inistr6s au cours tie ligros­
sesse dans I'iltentionl Lie rdUire I'incidence ies cas CIe petit poitis tie naissance (<2500 ing). 
M6thodes 

Le site de I'enqute englobait environ 120 villagcs tie hi p&iphdrie ieMllangoch i (district de 
Man.eochi) situd5s Iexttitd sid dti lacnMalawi (,' 450 nitres d'altitude). Dans cette rtizgion, 
III transniission dIi pal udisme se prodtIit toute I'anne avec des fltictuat ions saisonniires 
(iaximluin pendant 1Isaison des pluies et celle qui lti succ~de tlie f*6vrier -,I mat et minimum au 
cours tie III saison sehe d'octobre 'id6cembre). Les fenines enceintes choisies pourilire par­
tie Lie I'enquIIte I'onit d6 lors de leur premiere consultition i llclinique de soins ptnatal s tie 
l'utine ies Litiatre formations san itaires Le lirecion dt udie. 

Apr~s avoir Cxp litlule bUt Lie l'6ttIde et obtenu les consentements Iclaires retIi is. tin biIan 
a tt 6tabli poLIr chacune des fenines enceintes sir hi base des donnes suivantes: 1ice.atl6c& 
dents tie grossesses. antecedents Lie maladie l'brile et d' usage d'antipailUdiiues. dtltication, 
statUit soCio-econoinieu. LSage Lie tabac. t' aicool. taille. poids, paltldisme et andnine: ces fern­
rues ont ensuite dt6 rparties ell iiqiatre g.roupes. auxqiels Oil a prescrit tin traitement ol tine 
chiiioproplhlxie distincts: 

a) chlorotiino-therapie (CQ) (25 ing/kg) suivie d'tine clhimioproplylaxie Ihebdomadaire (300 

rng/senlaine ): 

b) traiteinent CQ inensuel (25 rm/k/niois): 

c) cliimioprophylaxie CQ hebdomaldaire (300 mg/semaine, sans traitemerit initial: Politique 
nationale do Malwi ): et 

Li) 	 retlo6uLlino-th&iapie (NQ)(750 ilg ell tine setile prise) suivic tI'Line chiiniopropphylaxie 
hebdonmadaiie (250 nlg/semaine). 

Totes les doses Lie flel&icanIents ttaievit aLlministrees SOLIS hi stipervision Li'tiln menbre Lie 
I'&luipe ierecherche. Les femmes etaient examindes lors Lie liprise (LIm6dicament et tine 
lois par mois potur aSSur le stIivi Lie Sigynes Lie liavre, ieI'administration d 'atitres mcdi­
camlents e ties eflets aldverses attribtuds ithIIcliviiioproplyhix ie. On a encotirag les 
participantes itvenir iccoticler Liais I'6tablisseinevit Lie sant, cCLiui a perlis tie rectieil­
lirties tionve1s si ppltnentaires stIr I'infection parasitaire (prdsence tLie parasites davis le sang 
pdriphriqtie le sang placentai re CecClti tiLi cordon ombi ifical), slir I'andimie et stir IXtat 
gdndral tie sante tie I immure et ti loti'ea-nt (y conpris figs gestationiel, poids It la nais­
sanIce n1esLir6 it'aide di'tine balance nutiI'liue dlectroniique et tlt cliiniqie). Oil a essav 
ensuite tI'assurer I stivi ties lllres e ties enlfants tOLiS les detix IIois aI cours des 12 1ilOis 
stli\'ivants potLir rectieillir ties tltonees stir hi siirvie, les infections palutdennfies. I'andviuie et Ies 
maladies clinitiuCs. 

R6sultats 
* 	 4,22() e'ine, (vit tc1ainsi enir61des et sUivies. 

0 	 Les l'emnes titI groupe CQ ei (tiLgroupe N'IQ prdsentaient les mincs caraict5ristiques tans 
Ies tlomaivies stivI'ants: Lddcation. statti socio-econom iie. tai ille MoVene poids aI 
moment tie leUr enrclement, emps patsse tiLs I'cSttde (102) jours). ainlie et inlection pali­
d5enne au mlonenl tie I'enr6ieinent et proportions d'enfants tie sexe masculinlmis au 
mnonde. 
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" 	Women in their first and, to a, lesser extent, second pregnancies were at increased risk of
 
malaria infection compared to non-preglant women.
 

"tWhen compared to CQ. MQ was significantly more effective in clearing peripheral a.nd pl,­
cental malaria infections. At delivery. 4 2 1/ of the primigravidas on CQ had placental 
infection compared to less than 10%4 of the MQ-treated group; this efficacy was seen in all 
pregnancy groups but was :most marked in primigravidas. 

* 	The incidence of low birth weight was reduced in the MQ-treated group. This was statisti­
cally significant only in the first and second pregnancies.
 

" 	This reduction in low birth weight was seen most prominently in babies born in the post­
rainy season, whose third irimester had occurred during the high transmission season. 

" 	The reduction in the incidence of low birth weigzht (1L3W) was most marked when we coin­
pared the three groups: the CQ group who remained paiLsitemic: the CQ group who cleared 
their infection: and the MQ group who cleared their infection (the MQ group remain ing 
parasitemic was tor, small for inclusion in the comparison). The incidence of L13W was sim­
ilar in the CQ an1d MQ treated groups where no placental malaria w: detected (23 /7 LBW 
inl first borns. 10 4 LBW in second borlns): however, the CQ-treated groups who did not clear 
their phIceotai infection delivered babies with a markedly higher incidence of LBW (35%4 
LBW in first borns and 17'Z LBW ill second horns). 

* 	 Analysis of L13W in terms of prematurity compared to intra-uterine growth retardation (IUGR) 
demonstrated th thie differences iil L13W were due to a change in the rates of both prema­
turity and IUGR. 

* 	 We conclude that in this longitudinal study of antialaial treatment and chemoiprophylaxis 
in pregnant women in ai highlv endemic area of P..fidc'iprn,with high levels of CQ resis­
tance. nielloquinie. in coiitrist to cliloroqiIie. was highly effective in clearing placental 
infections and was consistently associated with an increase in 11eil birhweight and i decrease 
in the incideuce of LBW babies. This was true withi i each gravidilty group (although not 
sigrii ficanll y different inl Women with greater than or equal to 3rd previous pregnancies) and 
within seasons. The greatest effect was seen in priiiigravidas where the incidence of low 
birth weight was 35%4 in wonien with placental infection despite chloroquile use, compared 
to 23(1 incidence in women who had no placental infection while on chenio­
prophylaxis. 

AdditionalFindings 

* 	The prevalence of parasitemia lt enrollment among priniigravidas was similar across age 
groups ( less than 16, 17-18, 19-20, and greater than 2 1); this suggests that although age 
may play I sniall role in al area of high lalaria endemicity. the effects of nalaria in preg­
naIncy are gOeriedC by parity Ind not by age. 

" 	 Reported fever illness at enrollment and durn g pregnancy was not associated with para­
sitemia in the sitidy population and this was true in ill parily groups. This supports previous 
firndincs thait ill areas of high miialaria erdenlicity. fever or reported fever is i(Iit agood indi­
cator of malaria infection and paasilenlia is not i frequent cause of fever illness in these 
wonlell. 
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* 	Les risques d'infection paihd.enne 6taient pilus 61evs pour les 'enles primigestes et celies 
enceintes pour lht pus enceintes.deuxibme lois qiLe pour celles qui n'6ilaient 

* 	Le protocole MQ 6tait beaucoup plus efficace tiue le protocole CQ en ce qui concerne 1'61­
ruination Lies intections paiudiennes dII sanlg peripherique et placentaire. A l'accouch,',,lent, 
42'c des primigestes dII groupe CQ prtsentaient tine infection piacentaire contre < 10' pour 
le grolipe MQ: cette efficacit6. not6e dhins toLLs les groupes Lie fenimes enceintes. 6tait plus 
6vidente chez les primigestes. 

* 	L'incidence ies cas iepoids ienaissance faible 6tail moths 61eve dains le groupe MQ. DuI 
point de Vue :;titii tot.. 'elh,rd.!,u ith Id ti ,p 'lante que pour les premieres et deuxi­ii'n g 


mes grossesses.
 
" 	Cette reduction tie I'incidence ties cas tie fhible poids de nissance carcItdrisait surtout les
 

bbds nes apr~s hi saison ies pi lies. dont ie troisiciie triiestre correspondait -,lhsaison
 
de forte transmission.
 

" 	Lit r6duCtion tie I'incidence ies cas Lie petits poids tie naissance est 1i1us facile it Voir Iorstiue 
Ion compare les irois grOtipes: le grotipe CQ qti i &tait rest6 parasit6nit.11e; le grotiupe CQ 
quLi n'6tait pilus infct; el CeI'grotpe MQ qui in'6tait pilus infect die groupe MQ rest6 parasi­
t6mitlue tait trop peu noinbreux por" tre inclus tlins hi coMiparaison ).L'incidence ties cas 
de poids tie naissance faible 6tait identiLuie pour les grotipes CQ et MQ ne presentant ps tie 
paludisnie placentaire (234 ties bc6h s tie prcmieres grossesses. 1(7 ties bMits de deuxi­
mes grossesses): toitefois, l'incidence ties cas tie poids tie naissance iaible 6tait netteient 
suprieuIre pour le grotipe CQ tuii pr~sentait totiJours tiine infection placentaire (35%; ties 
bdbIs tie preinieres grossesses et 17(4 ties b6b6s tie deuxiinles grosscsses). 

" 	L'analyse ties cas tie poidls tie naissance faible Ilt itmidre des tionnes tie prdmaturiit ct tie 
retard tie croissance intra-trine a r6'616 qtue livariation de l'incidence ties tis tie poids 
de naissance faible 6tait li6e i,hi variation Lies taux tie prdmaturit Ct tie retard tie croissance 
intra-tit6rine. 

* 	NoiS iVons conciLi qie tls cette itie hongiitidinale stir Ie traitement et lichimioprophy­
laxie antipaiustres chez Ics femmes enceintes tiMs tine rdion tLie forte enddmie due "'I P. 
fitlcipwr prdsentani ties niveaux 61evds tie chloroqtuino-resistance, liinellotitine, contraire­
ment l hi chiorotuiue.me it irs efficace contre les infections placentaires ei dtail 
rIzuliirement associe "Litn accroissement dI poids moyen de naissance et I ne reduCtion tie 
I'incidence ties cas de poids tie naissance faible. Ceci dtait vrai inddpendamment dIi nom­
bre de grossesses (bien qtue nois 6vident chez les femnimes ayant ei l ini tie trois 
grossesses antrieures) et pour touLtes les saisons. Cette diffdrence &tit cependant pilus 
notoire thins le cas des primigestes ob i 'incidence des cas tie poitis tie naissance faible 6tait 
de 359'- chez les feinines toujotLIrs atleintes ti'infcctiOnls placentaires malgr6 la 
chioroqIino-therapie, coiltre 25/ chez les fenies qti i ne pr6sentaient pus ti'infections pla­
centaires Iorstiti'elles 6taient SOtIs chimioprophyiaxie. 

Autres Ddcouvertes 

* 	Lit prdvalence tie liparasitinie aI momeilt tie I'eilr61emeint ciez les primigestes tait li 
lnllre pour tots ies grotupeS tli'5ge (<16. 17-18. 19-20 et > 21 ): ceci sticedre titie bien tit'i 
se petit tie i'fige Joie Lin petit r6Ie tinS tine rogion de forte enddmicitd palud6enne. I im­
pact dI paIlidisme chcz ICs icnmnes enceilltes thpend tItI nombre tie grossesses ci non tie I',gICe. 

rapportds tie inalatiie fdbrile aI tie I'enrolemeli grossesse 
ntuienit pl,s associes i tile pr'asmiin ie thins hi popuhtion 6tudide. ticI qle soit le nonbre 
de grossesses. Comme noUs i avonls Ld6.i note. ilsenIble ionC qie tLhins les r6gions tie forte 

* 	Les cas moieni l et lpentialt lIa 
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" Fetal loss rates in the study group were approximately 511 (second and third trimester fetal 
loss). There was no effect on fetal loss by maternal parasi teri a at enrollment. on preg­
nancy foliow-tip visits, or by placental malaria infection at delivery. Factors associated with 
fetal loss included: low maternal weight, short stltir.e. 1o111C delivery. and lack of fOr­
mal education. We conclude that, in areas of high malaria endemicity, antimalarial 
chemoprophylax is during pregnancy may' not appreciably affect the rate of fetal loss. 

* Congenital malaria infection (defined by the presence of' P. lilciprum in cord blood) was 
commonly observed coincidenlt with malaria infection of the placenta. When tile density 
of nalaria infection in the placenta exceeded 5000 parasiteshiln3, parasites were preseit in 
approximately 501(of umbilical cord blood specimiens (albeit at anarkedly l\er densi­
ties). We also observed rapid clearance of these parasites illthe first seven days of' life in the 
newborn: howvever. furlther alysis of tilhecohort is necessary to e\'a.lUate the possibi lity 
that early parasilemia or early anemia may be associated with this transplacenlal 
infection. 

" We examined neonatal and inlflant mortal ity in tihe cohort of babies born to stlidy Wonen. As 
expected froll develoled cotlnry dt., L13W was the imajor risk fllctor for neonatal nlortal­
ity. However, the risk fOr neonatal nortalitvtwas high ly dependent on the 'lactors leading to 
LBW-that is. the neonatal mortality rale (NM R) for 1nelulturit'l was 245/1000 live births 
compatred to a NM R f'r ILJGR of 52/1I000 Ii e births; tihese are coiparld to iNNIR for nor­
ial birth weight babies of 26/1 ) live births. Since mal1.laria during iregnancy conltrihutles 

to IUGR and to prematurity, We cal quantify, the effect of' malaria on NMR and INIR 
(hlfinlt mortal it' rates) and detCrilline tile pie-egiaancy (seeeflect of nalaria prevention durine 

below).
 

Consequently. clhenoprophylaxis in pregiancy 111LIli be viewed as a life saving program. 
and cost-benefit illliyses mDust COlSider cost in m11onetaCir'y a.nd adverse events compared to 
deaths prevented. 

Implications for Malaria Prevention in Pregnant Women in Malawi 
The current national policy in Malawxi (weekly CQ at 3(0ng with no initial treat ment dose) 

xvas the least effective of the rteioinens tested and the Stlidy was n1ot able to demonstrate anx' bel­
fitlfrotilhe use of this regilen. InllCotraSt, Use of n111initial treatment dlose (25 aug/kg of CQ) 

followed by either weekly 3)Oig CQ or imlonthly treatllmnlt dos CQ 1'Moreof C' isslighlx' 
effective. A high ly effective re-inin.i .such asm fllHoqlUilne . 'ZasaSsociated iLhit 1n ill)lO\' ­
imit in LBW caused dircCtl'V by its efTect on redlci rg placental malaria in fctCion. Thus. 
consideration should be given to the use of a more effective antimalarial dtie( flr0 tliS in pre,­
nancy'. MefhoqLiine an1d .llansidir : arlle1IWo such dr1UgS which ire crrently available in Malavi. 
Consideration shouIld be given to clhangs in culrien polic' which can ie lade based on 
available information from tileNIMR1P. Sinilarv,. consideriatlion should be given to a fbIloxv-on 
evaluation of specific drt0 reilmens which night assess the efficacy, deliverability (accep­
tance alnd compliance by preganlt Wollln). cost., and adx'erse reactions. 
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enddtinicit, paludenne. lhifivre ou les cas rapport6s ie fi~vre ne pernlettent pas d'identifier 
avec fiabilit6 les cas d'infection paliudenne Ct tjue lh parasitinie 'est pas Line cause I-
Cluente tie maladie f6brile chez ces femmes. 

* 	La monrtinatalit,5 datns le groupe tudhi otait d'environ 5(/1 (deux inine et troisihme trilmestres). 
AucunIIrapport tie cause i. effet na pu t tre 6tabli entre lh mortinatalit6 et lh parasittniie mater­
nelle au momtent tie I'enr61ement ou en Cours de grossesse. o I'infection paihddenne 
piacentaire -I I'acctichement. Les facteurs assoc is ;I la 1ortinatalitt comprenaient: poids 
matemel faible. insuIffisance staturale, accouchement i domicile et manque d'&6dtcat ion. 
Nous aVOns concIli tje dans les regiois de forte enCdiicit pailtd~enne. I'administration tI'une 
chi mioprophylaxi antti.l&aluenne pendant la grossesse ne seinble pas avoir d'impact 
notoire sur le tLex ti mrtina!:lit. 

* 	 L'infection piltitienne congenitale (di.finie com me etant I l'esence tie P. .iihciparwn dans 
le sang cordonal) ttai t conraiment ohservee en conjonction avec Iinlfction palticenne pla­

centaire. Lorstluc Ia ciensit5 tie I'infection paludcennc placentaire d&passait 5000 
parasites/inin3 , ties parasites (taient iprsents lans environ 50% ties cilantilhis ie salng cor­
donal (bien quL'i des delnsits nCttement inlf&ieures). Nous aVons aussi observe' tine 
6iimination rapide tie ces parlasites dails les premiers sept Jours tie vie dII inotiveau-tiiLie 
analyse pls tlpprofoncic tie I cohorte sera nccessaire pour detfrnliner I'existence 6'entielle 
t'uii rapport entre lh parasitelie ot I anomic precoce et cette infection transplacentaire. 

* 	 Notis avms exam in, ltimortalit neonatale et infantile dans lh colorte tie bdbs inis au monde 
par ies fenes tie I ',tudC. Colne preVtI t 'aprtMs les t.oinn1es 61anant Lie pays d&ve lopp6s. 
le poids tie naissance fhaihle etalt le principal Ial tetiur tie riscique tie mortalite neonatale. Le 
risque tie niortaiI i neonlatalc. totel'ois. &tait ilti neinent iO I aix factetirs responsables titi poids 
tie naissance flaible: cn effet le tatix tie mortalite ne~onatale otait de 245/1000 naissances 
vivantes ciez les enlants preilatlirs. tie 5211000 naissances vivantes chez ICs cas tie retard 
tie croissance intra-utLtri ne. le inilnie tati x ftat Lie 26/1000 iaissances vivantes pour les 
bbLs tie poitis tie n;issance normal. Etat tioinnt5 (Lte le paitilisinC en cours Ciegrossesse 
contribie an retard tie croissance intra-uterine et "i hi preinaturite. nouis ptivons quantifier 
les effcts til pahuitnlie ,,.r IP taix tie mortalit6 neonatale ef intfaiiilC ct :ainsi determioer 
'iimpact tie Ia prevention anti plitdieiinne chez les feilnies enceintes (Voir ci -dessois). 

Par consetfuent. lhi chiniioprophylaxie chez les femmes enceintes doit t tre considerce comne 
tine inesue salvatrice el les analyses Lie cofits-biltficcs doivent examiner les dpenses 
inonetaires et aitres effets n60atiis it I ilmicre cIti nombre de vies satUv6es 

Implications de ces resultats sur la prvention du paludisme chez les femmes 
enceintes au Malawi 

La polititjtie nationale actuelle titi Malawi (prise tie CQ hebdomladaire tie 300( mg sans dose 
tie traitement initial) tait le motils efficace des protocoles testos et itUe ii 'a pt y attribuIer 
!iLctIn avantage. Par contrC, l'enIploi LI'tine tiose initiale (25 ing/kg tie CQ) snivie tI'utne tiose 
hebdiomadaire tic 300 mg tie CQ oil d'une (lose menstielle tie CQ s'est rcvo'6 lkgrement pilis 
efficace. Iatiteinent efficace. le traitenleit i lhi milOCline o~tait associ, Litiile rodtiction dti 
nonibre Lie cas tie poids tie naissance fhiible. directeiment impiitlbIC "I I capalcitt dt mcdica­
ment "IriciLire les infections pal tilcennes placentaires. II s'agit ionc d'envisager I'em iploi 

t'iti anItiliiqtie p1lts efficace chez les feniies cnceintes. A cct diet, la mefloquine et le Fan­
sidar* sont acttielleient disponibles at Ialawi I1s'agit tgalemnent ieinvisager tie illodifier 
IkpoIitiCJUe actIelIe "IIa Ini11icre Lies dLonnes rectieillies aI Cours cII pro jet tie recherche stir le 
paltidisme tie Niangochi. II serait hon egaleietiii dentreprendre I'(tLie tie protocoles chinio­
therapeti t afin &vailuter I'efficacif la viabilitoiLtiLues specifiiUes ell'en . (acceptation et acihesion 
par les femnines enceintes). le cotit et les effets ativerses. 
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Results of Other Investigations 
Investiations conducted through- the Medical Research Council Laboratories ol The Gambia 

demonstrated that Maloprinv (combination oldapsone and pyri metlmiie), when delivered to 
a higl proportion of pregnant wOllell through traditional birtl attendants. was el'fective inlowering rates of peripheral parasiteli. si gnificantly raising levels of packed cell vo!lame and 
doereaing tly ratesi i packeddecreasin7 the rates of LBW inlrst horn babies (6(4 in Maioprim* users compared to 22 , 
in the placebo group). Additional investigations of the cheioprophylax is delivery systen -re 
conducted with tile support o\,f the Zaire CCCD program staff, local health officials. and the

SiStie Pour Tous group working at Kingansani Maternity Centei. ilarly. investigations of CQ 
and its delivery to pregnant women were conducted in Burkina Faso. 

Components of a Malaria Control Program for Pregnant Women 
There are three potential interventions which can be included in a strategy to prevent and
 

treat malaria durinng pregnancv.
 

1. Treatment of acute episodes of malaria: 

2. Regular pliarmacolog ic treatment of malaria infection (asymptomatic) using either thera­
peutic or suppressive doses of anti malarial drug: lnd 

3. Reduction of the risk of i tdective mosquito bites. 

Treatment of Acute Episodes of Malaria 
The first intervention requires early recognition ol malaria attacks and a delivery system

which provides pregnant wonmen with ready access to effective antimalarial drugs which are 
sale for use during pregnancy. This intervention also reqLlires healtll education for preglant 
women so that they can recognize ialaria, seek early treatment, and conply with tile dosage 
schedule. The treatment of fever illness in pregnant xx'omen with :i antiInmlial (Iron is an111 
appropriate strategy. Altlhough this strategy will not provide trealllent for the pregnanlt wollell 
with asymptonmatic peripheral or placental parasite infection, there may be some beniefi t to 
the fetus in those women who are treated. This strategy of treat in clinical mlaria should be inte­
grated into present prenatal care anud illlterinal cilid health (MCH) prograilis, especially in 
fticility-based prograis and possibly in comiunlt-based plogr'am1"S usingl. triditional birth 
aittendants. 

Chemoprophylaxis 
For tile second intervention, an accepted WHO strategy exists, i.e., weekly use of an anti­

malarial drug in a suppressive dose. A program of chenoprophylaxis in pregnant Wonlen, to be 
effective, requires an effective dru, an effective delivery systen, and patient accepltance and 
compliance. Tile strategy requires fuirther eValition of its efficacy, its cost and potential for 
delivery, and acceplance in various coniniun ities. Alternative strategies or alternative drugs 
Would likewise require the saie exilualtion. 

Reduction of the Risk of Infective Mosquito Bites 
The third intervention could involve tie use of insecticide to reduce tle vector population or 

tile use of personal protection measures (insecticide-inilpregnated bednets or curtains) to reduce 
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Resultats d'autres enqu~tes 
Les enqtires men~cs par les Laboratoires dI conseil de recherche in6dicale de Gamble ont 

d,51ontr6 tlue le Ml)pri m1 (association iedapsone et iepyriim6thainine) dist rib6 "ILitin pour­
centage tIey6 de lemmes enceintes par les aiccoucheuses traditionnelles. perinettait tie r6duiire 
efficaceIenl les taUx Lie pitisithmic pcriphtiriqutie. d1'1gelter collsidrableinien I hi6niatocrite 
etbre dUire e de c;Is iepoids ienaissance laible chez les enf'aints de premicnres
 
grossesses (617( chez les feinmes traites anI Malopri :: contre 22;1 
 (lainS ICgronpe pihceho).
 
D'autres entltlles stir le svsteme de chiiioprol hylaxie ont c1tIlenesI,Vec l'aplpui dii
 
personnel lIiproil CCCDIdII Zire, dlacents tie saiLc locaiux el dlII groIpe Sanic Pour Tolus
 
qil traValilatit ai centre ieniaternit Kin-ansani. Des enl IItes stir le tratitelent par Ia
 
clhloroLIjuine ies femmes enceintes ont 3t6 lnencles 61a1lement an Burkina-Faso.
 

Composantes d'un Programme Antipaludeen pour les Femmes
 
Enceintes
 

Trois interventions potrraiet tre inclnses lians ulle strat,,ie de prt6vention et de traitement 
antipiluckenne pendaint Ia crossesse. 

1.Traitement des Icc s ai"Ltis cle palLdisine: 

2. 	Traitement nImdiicamentetLx rcuiir de I'infection palnd3enne (asymptomatique) consi,,­
ailt en I*adlii11istlration de doses t116ratpeu iqLCs on inhibitrices d'altipalndiques: et 

3. 	 R6Lductioii ILIriscle cie pitlIrcs le moiisti(lues inlfecticx. 

Traitement des acces palustres aigus 
La prenii&re intervention exiee Line cktection pr6coce ties Icc s Imlustres ainsi qne l'exis­

tence d'iin sVstlhie icpleSations sanitaires assuranIt alX felinmes enceintes Ln acc~s rapide ,i 
des antipalndiqLes elTicaces d'tne grandie innocUite. 11esI ncessaile 6Calement qne ces 
f*emmes reioi t 1ine Cltteition sanlnitie quii letir permette tIe recOnnaitre les si gnes dI pain­
diste. tie se taire soig ner rapidement ct cdi'cihcrer aLIrg ime thkrapetit iqne precriI. 
L'admi nistralion ci'tln int plltdicL potLr trailer la ialacdic f*hrile cllez les fer enceinies 
est Line stralt-ie appoprite. 13ien LtiLe cette stratg,,ie Ile pnisse pats atssnrer le traiteient Lies 
femmes enceinies aiteintes ' i me infection patrasithlicUe periphericitie ou placentire lsyipto­
rrmtiie. clI peuI tIre bhntfiqtie ponr le foetis des fcnlmes triitLes. Cette slratceie ie 
traitelent des cIs Lce pallisnle cliniciies doit ttre inter&e dans les programmes ;Atiels de sois 
pr6natals e! de protection maternelle et infant ile (SMI). siirtotL dhns ceLx offerts Mii nivean 
des formati onls sani taires et peuit- tre iissi lhills les programmes coinmtiilatmres lai;Sant appel "I 
des 	accoticletises traclitionnelles. 

Chimioprophylaxie 
En ce cIli concerne li seconde intervention. ilexiste Lie strat6gie acceptec 1par I'OMS Lli 

consiste Li icl inistrer Line u Pour tre eMfi­dose inhibitrice d'atiltipal udiiicitine IOis par semaine. 
Crice. IOLt 1i)r)grhlllln chi mioprophylaxie reposer SLi1" ii mcl icailentle doit I'tLiSage c'i 
eft'icace. stir till sVstImn e tie prestations salnitaires efficace el siir I'acceptai Ol Lie I nithode 116­
rapeutictlUe par les patientes et ler AclhisiOn i celte m6thode. Des tides stn)p6mentaires sont 
ndcessaires pour 6valuier I'efflicacil6. le coot et le potentiel d'applicatioi et I'acceptabilit tei 
cette strat6,ie dais cli verses coillltltlaties. TotLite antlie sirat,,eie ti mcdicailleit prmposes 
devront 6uzaleinent tite tvalutIs scion les ile0mes crLires. 

Reduction du risque de piqQres des moustiques infectieux 
La trois icie Iintervent iou poturrait enul,oher I'eilpIOi ci'tin ilsecticicle pi)iir rtfiire Ic iollbre 

de vecteUrs oti I'ciplOi dc meSiics Lie protect iol liidliduelle (moistitqlires OLtriideaux 
impregn6s c'insecticide) pour r6dluire lcnonnhrc Lie piullurcs Lie motistiqics infectieuix. II a616 
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the number of infective mosquito bites. Reduction of mosquito bites by the use of impregnated 
bednets or curtains has been effective in reducing the prevalence of peripheral para­
sitemias, but this intervention strategy has not been widely employed and is untested in pregnant 
womriell.
 

Practical Aspects of CCCD Strategy for Malaria Control Program for 
Pregnant Women 

Community-based surveys suggest that tile present WHO and CCCD strategy is probably 
not being effectively implemented in Africa. What does this mean for operational issues in indi­
vidual countries? The following comments are offered for the purpose of guidance in 
determining priorities for malaria control activities in pregnant women within tile larger scheme 
of overall malaria control strategies in CCCD. It is safe to say that children less thai 5 years 
old should receive the highest priority in all countries. The relative priority given to pregnant 
wom1en may vary11o111 country to country. These statements do nol represent a change in the 
overall strategy of malaria control. Countries fall into four categories based on knlown presence 
of chloroquine-resistant P..fidhil rmn and presence or absence of an actively promoted pol­
icy of anti malarial drug use in pregnant wonien: 

Strategy Options for Malaria Control in Pregnant Women 
Chloroquine-Resistant Plasmodium Falciparum 

Present Absent 
Promoted Malaria Chemoprophylaxis 
Policy in Pregnant Women 

Present A B 
Absent C D 

All countries should actively promote antimalarial drug treatment of fever illness in 
pregnant women. Chloroquine should be considered the first line drug even in areas with CRPF. 
'1n1d alternative drugs should also be considered on tile basis of efficacy and availability for 
women with no cliinical response to clh loroqu ine. Countries with an actively promoted policy of 
chenioprophylaxis (situations A and B) should be encouraged to continue with the present 
policy. Countries withouL an1actively promnoted po! icy (sitiua.tions C and D) should be cautions 
about moving rapidly to an active policy of cliemoprophylax is for all pregnant women, espe­
cially if they are in category C. The concept of targeting women in their first and possibly their 
second pregnancies would represent an importait policy change. At ,he present time. this 
chaIge is being, endcouragd for several reasons. By targetin, a smaller nimlber of pregnant 
women, the programi will be boilh less expensive and more cost-efficient. In addition, if tile 
drug of,choice for treat ment or prophylaxis is changed, the alternative drugs will be more expen­
sive and the use of' a targeting strategy will keep costs within an affordable range. 
Chloroq uine-resistance has the potential of also creating imaor policy revisions, but mLuch more 
work is needed to understand what those revisions should be. Data from the Malawi stud­
ies indicate that mefloqt,ine is currently highly effective in this part of Southeastern Africa: 
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montre qu'une riduction duInombre de piquires ienonstiques par I'empIoi tie monstiqnaires 
ou de rideaux inipr.gRnds engendrait une dinilnution dCe itpirvalence des cas ieparasitdmie 
periph,&iqoe; cette stratigie d'intervention n'a cependant jainais 6tt appliqI1e igrande 6chelle et 
n1,a pas 6t5 teste chez les femmes enceintes. 

Aspects Pratiques de la Strategie du CCCD pour le Programme de Lutte 
Contre le Paludisme chez les Femmes Enceintes 

Des eirIqnes effectut.es aI ni veau Lie liacnii.'nnunantt sng&Irenl que hi stragie actuelle ie 
I'OMS et dII CCCD n'est probablement pas appliqie avec efficacit6 en Afrique. Qn'est-ce que 
cela signifie dIi point de vue ieI'applicationiie cette stlra.|1gie au niviIean iecha.tque pays? 
L'objet ies observations suivantes est d'aider i d6terminer lI degr tie priori t Liaccorder Lhi 
Intte contre lIpaludisme chez les feminees eintes dans le cadre Lie I'ensemble des activitds 
dI proraime ielutte ant ipal ustre inCCCD. OI peut dirC LIcoup s1r tine c 'est aux enfants 
de moilns tie 5 Ins qn'il ftaut accorierli pIns hauLe priori ttdIis tOls les pays. La prioriI6 
relative accordie anx feninies enceintes petit V\arier d'nn paysI I'ante. Ceci est coniornIe tIla 
stratO,,ie elobale tie Itite contrie I pa!lid isine. On pent c lasser les pays en qnatre catil0o­
ries selon qn il V cxiste on non ine resistance tin P. IilIpu,hi chlorotiilne'1n1i et scion qu'il 
existe on non d'tine pol itique dVnanI iqne L'admiII istra tion di'anti paiLdiques aux femines 
enceintes. 

Choix de Stratdgie pour le Programme de Lutte Contre 
le Paludisme chez les Femmes Enceintes 

Chloroquino-r~sistance du P. falciparum 
Present Absent 

Politique de Chimioprophylaxie
Chez les Femmes Enceintes 

Present A B 
Absent C D 

Tons les pays tIevraient activenent promo'voir I'usage d'antipailudiiies pour traiter li 
maiaidie fihrile ciez les feinmes enceintes. La chloroqnine devrait htre considc-6e CoiflIe IC 
mdicanient tie choix lilme dans les zones PFRC et on devrait 6tgalement envisager I'emploi 
d'antres ni3diCaments Si tant est ti'ils soilt ficilement accessibles et elicaces ponr ICs femines 
chez lesjtielles ha chloroqll ine inI'a acniicne e'ficacit5 clin ituie. i1s'agii d'encoUrager les pays 
aVant adopt Lne polititlue active de.ch ii ioprophylaxiiI (Situations A ct 13) "tconti Iincr daiis 'cette 
voie. Les pays na.vant pas adopt5 tie polititili active (sitnations CCe D)devraient r iWllchir 
serieulsenlent avant tie mettre en oeivre tine p0OlitiLe tie chinioprophylaxieior tontes ies fnc­
rmes enceintes sIrtout s'ils fout partic tie hi categorie C. Li notion seion iatjtielle ilserait bon 
de concentrer les eflorts L'tiune telic po0lit it ie stir les femines priinipares en incIu1.ant pent--tre 
celles ,Stan! dins leur delixi&ie grossesse representerait tiln changenient important tie politique. 
PoLir i'instant, on encotira,,e ce changeinent potir pi sieurs risons. UnIpogI1raimime till i vise­
rait tni Iilus petit noirc tie feinmes enceintes serait Lihi )iS i conoc, iUe et p1lus rentahie. 
En otitre. t011 mtIicanieni Lit ilis3 potir remplacer le iiietdicainent prophyilact iti tie tie choix est 
appel, -I tre plus cofiteux. L';application tie cette strt4gie ' Line popllatioil cible moins 
nonlbretise permettrait d'en niaintenir le coclit ilon niveai abo,0rtable. I1se peit ,galeient CIjLe 
la chlorotuiino-rsistance engendre tin reinaniement ia'jetr de hi pOlitituetIlIlt&pe. mais il 
reste beaicoop "I faii av'antti' identifier avec certitiidIe Ics clMgements sonlaittlables. Les to­

u acttiuelienent trsn6es tmaniant d'ttdes iaites an Malawi indiuient qtiehi ni flnine est 
el'ficace tins cette part iie I'AfriItie tiU stiti-est: et lCes td',etldes faites so r ties horn­les dii, 
rues et ties enfhints tiMis les pays voiSinuS inodi(tilieit qie i'efficacit tie ce inmticament est 
(generalenent bonne ei Afriqule orientale. La m1fiotiut inc est ch~re pourIl'instant (0.5(1 $ US L 
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and data from studies of men and children in neighboring countries indicate that the efficacy is 
generally good in East Africa. Melloquine is currently expensive (price in Bonn is SUS 0.50
for 	a 250rag tablet (tile prophylaxis dose)). Mefloquine could be given as a monthly treatment 

dose and delivered ill the antenatal clinic at each monthly visit. The use of a combination 
sulfa drug and dihydrofolate-reductase inhibitor (Fansidar*. Maloprii , and others) would also 
be effective in most parts of Africa: their use in pregnancy appears to be effective from stud­
ies in The Gambia: they are also less expensive and could be given as a sin,,le treatment (lose on 
d monthly basis administered at tile antenatal clinic. Although additional evaluation of these 
drugs is necessary, there is potential for their use in pregnant women. 

Programmatic Issues 
Malaria control and prevention in pregnant women should be viewed as one intervention 

directed toward reducing low birth weight and its concomitant risk of' neonatal and early infant 
mortality. File intervention is most easily delivered in existing antenatal clinic settings where 
women receive medical evaluation and a variety of services. Consequently, treatment of' malaria 
should be programmed in tile context of' the medical evaluation of pregnant women for: 

* 	 pregnancy-induced hypertension: 

* 	allenlia: 

* 	 pregnancy-induced hyperglycemia: and 

* 	evaluation of additional risk factors for adverse pregnancy outcomes (short stature, prior 
adverse outcome, etc.). 

* Antimalarial prophylaxis should likewise be delivered intile context of'delivery of other ser­
vices including: 

I. 	iron and folate therapy to treat or prevent anemia: 

2. 	 tetanus toxoid administrat'i for neonatal tetanus prevention; 

3. 	testing for syphilis serology and treatment ot positives for prevention of congenital syphilis; 
and 

4. 	scheduling of visits for f'urther evaluation of' risk factors for adverse pregnancy outcom1es. 

In this manner, evaluation and provision of services for a variety of potential problems are 
integrated in an antenatal care program and provision of' malaria prevention and treatment 
should support this integrated approach. 

PERSONAL PROTECTION - IMPREGNATED BEDNETS AND CURTAINS 

Introduction 
Bednets have been used for personal protection from insect bites for over 2000 years. They 

are most effective when the user is under a properly hung and tucked-in net during those times 
when the mosquito vectors are looking for a blood meal. Although bednets can protect the 
user by breaking tile man-vector contact, tile infective vectors are not affected. That is why 
impregnation with a syntheti pyrethroid is important. The nets then serve as a means to kill 
any mosquito landing on the net while looking for a blood meal. Moderately torn nets aire still 
effective when inipregnated as the mosquitoes will not pass through tne torn parts because of 
tile repellency of tile pyrethroid. Thus, by killing or repelling the vectors infected with malaria 
sporozoites, transmission can be reduced. 
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Bonn pour une pilule de 250 rng qui reprisente lidose prophylactique). La mdfloquine pour­
rait etre prescrite en Line dose therapeutique mensuelle qui serait administrte lors des visites 
effectu6es aux cliniques prthatales Line fois par toois. L'emploi d'uine association 
sulfa-inhibiteur de dihydrofolate-rdductase (Fansidar", Maloprim* et autres) serait tgalernent
efficace dans I plupart de I'Afrique: I'emploi de ces mtSdicanients pendant itgrossesse semble 
efficace d'apr~s des etudes faites en Gamble: ilssont aussi moins cofiteux c pourraient Ctre 
administrs en Line dose thtrapeutique mensuelle unique dans les cliniques iesoins preinatals. 
Bien Clue d'autres ,Lttides soient ntcessaires pour 6Svaluer ces m~idicaments, leur emploi chez 
les femines enceintes semble possible. 
Elaboration de Programmes 

La lutte et la prtv'ention diI paludisme chez les femmes enceintes devrait hire consid&rSes 
comnie tinle intervention visant "Irduire l'incidence des cas iepoids de naissance faible et des 
risques associes de inortalit neonatale et infantile. Les cliniques iesoins prTnatals, obi les 
femmes se rendent pour leur hilIan mtdical et diverses services, sont les mieux habilit6s i fici­
liter liralisation tie cette intervention. Par consIquent, le traiteinent dII paiidisme devrait 
Ctre intWgrt au bilan inidical des femmes enceintes destine ,I65valier les problemes sLiivants: 
* 	 hypertension engendrt5e par hi grossesse: 

* 	aninie; 

* 	hyperglvcdmie eng.;ndr e par la grossesse: et 
* 	 autres facteurs de risque susceplibles d'affecter I'issue de Itgrossesse (petite stature, probl­

rues de grossesse dans le pass6, etc.). 
* 	 La prophylaxie antipalud6enne devrait 6galement ftre intkgr6e I lhiprestation d'autres ser­

vices y compris: 

I.dministration de fer et tie folate pour le traitement ouIliaprevention de I'anhmie: 

2. 	administration d'anatoxine tetaniqtu e pour liprevention dIi ttlanos neon1atal; 

3. examens serologiqiies de lisyphilis et trailtenent des cas positifs en vue de liprevention 
de lisyphilis congenitale; et 

4. 	 consultations n~cessaires en vue de I'evalhiation des facteurs susceptibles d'affecter I'is­
sue de la grossesse. 

L'6valuation rnt6dicale prestation des services relatifs itct lia divers problies potentiels sont 
donc int6gres dans Ln rnnme programme de soins pr natals: cette approche int6gre
devrait &treadopt5e ,,galement pour la prevention et le traitement dII paludisme. 

PROTECTION PERSONNELLE - MOUSTIQUAIRES ET RIDEAUX 
IMPREGNES DINSECTICIDE 

Introduction 
L'installation tie moustiquaires ILI-dessus des lits pour se protdger des pittitres tie moustiques 

remonte ,Iplus tie 2000 ans. P''ur tiue ces iflouistiquaires soient efficaces. ilfatit uli'ielles soient 
correctement install~es tie fayon aIne pas laisser passer les moustiques en quite tI'utn repas 
sangu in. Si ces moustiqiaires assurent lia le tenant -iI]*6cart ties vec­protectin (Ie I'utilisateur en 
teurs, elles n'affectent pas les vecteurs intectieux. C'est poUrquoi ilest important d'Imprigner
les nlouistitLuaires d'tiln pyrthroide tie synthse: ceci periet de ttier les inoustiluies qii se 
posent stir liIoustitllaire pour conteipler letir repas sanguln. Les moLIstiqtaires imprgnVes 
conservent leur eflicacit, mi~ne lorstlti 'elles sont moderhnient dchirtes, I action insectiluge (iLI
pyrdthro'de enipchant les mnoistiques tie passer ,I travers les trous. On peut doiC minimni­
ser hittransmission de limnaladie en tuant ou repoissant les moustitLiqes porteurs de 
I'hdmatozoaire dii paludisme. 
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Current Activities 
At present, there is worldwide acceptance of unimpregnated or impregnated bednets for 

individual use to reduce man-vector contact. The principal country using impregnated bednets 
as a control measure covering a large population is China: but countries like Vietnam. Papua 
New Guinea, The Solomon Islands, and The Gambia are expanding their use. Some 
organizations are either promoting operational research (WHO, PAtHO) or operational use 
(UNICEF, WHO) of bednets. USAID is supporting one bednet project in Tanzania and is Sup­
porting a vector assessment project in Mali. WHO has supported numerous trials in recent 
years and is now planning to work in five additional sites in Africa. There is currentlv no CCCD 
policy on community use of impregnated bednets and curtains for the reduction of malaria 
incidence and prevalence or for the reduction of malaria morbidity and mortality. During the 
past two years, USAID and CDC's Malaria Branch have supported an impregnated 
bednet/curtain trial in Kenya. Malaria Branch has supported the design of bednet protocols in 
two CCCD countries (Nigeria and Togo). 

Strategy Development 
The following comments are provided for consideration in tile development of a strategy for 

the use of unimpregnated or impregnated bednets, or impregnated curtains for malaria control. 
On an individual basis. il impregnated and impregnated bednets and curtains can and should 
be promoted to reduce ulan-vector contact. If used properly, this measure will reduce individ­
ual clinical episodes ot malaria and may reduce tile risk of mortality in young children. On 
a community basis, the data are incomplete on impregnated bednets and not totally consistent. 
For example: 

* 	In Tile Gambia. results of trials indicated a reduction in clinical episodes, heavy para­
sitemias. and a change in packed cell volume. but no change in prevalence. When 
chemoprophylaxis was added to the program, there was a large reduction in the prevalence 
of parasitemia. 

* 	 In Burkina Faso. studies indicate that there was a large reduction in transmission because of 
a reduction in tile entomologic inoculation rate (EIR - a rate calculated by mulIt iplying tile 
mosquito biting rate times the sporozoite rate). Yet, the very high initial EIR was not 
reduced eilnltigh to markedly alter malaria incidence and prevalence in the population. 

" 	In Papua New Guinea, there was a reduction in tile prevalence of parasitemia in children 
less than -4years of age, but not in those between 5-9 years of ave. 

* 	Reports from China indicate widespread use of impregnated bednets. with an accompanying 
fall in malaria prevalence. 

* In Kenya. botil a drop in incidence and clinical episodes were noted in the 1988 trial. Tile 
present trial covers complete villages and, after one year. does not yet show a clearcut 
reduction of incidence or prevalence. 

It may take several years before the intervention will result ill marked changes in tile inci­
dence or prevalence in highly malaria endemic areas in Africa. A reason for this lack of 
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Activit6s en cours 
L'emploi de iflouIstiqiaires non impr6gnties otu imprgn~es au-dessus des lits pour rlduire 

les contacts homnle-vecteur est accept6 dans le monde ontier. Le pays se servant IeplLs de ioUS­
tiquaires impgr21ges potir prottSger I'ensemble ie la population est la Chine; li popularite des 
nioustiquLaires gagne Lie plus en plus dans les pays comne le Vietnam. li Papouasie en 
Nouvelle Gui nle. les iles Salornon et Ia Gambie. Certaines organisations encouragent les
 
recherches operationnelles (OMS. PAHO) sur ces inoustiquaires otu letir utilisation (UNICEF.
 
OIS). L'USAID a accord so soltieil a Lin pro jet di'emploi de mOt'stiqtiaires en Tanzanie et
 
a un pro jet d'etude de vecteurs au Mali. L'OMS a donnd3 son appui "Iie nombreux essais ces 
dernires anndes et pr~voit ie travailler dans cinq autres sites en Afrique. Le projet CCCD i'a 
pas encore 6tabl i ie politi que relative ,i I'emploi de motist iquaires et tie rideaux iimprgnds au 
niveau de Ia conimunautR6 afin ie rtdIire I'incidence et lIa pivalence pal udisme otitI iefaire 
rtgresser li morbilite et It iortalit dues au paludisme. Au cows de ces deuix dernieres 
anndes. I'USAID et hit Division di paludisme des CDC ont prete leur contours atin essai d'uti­
lisation ie moust iquaiires/rideaux imprgn6s au Kenya. La Division dii ipaludisme a appuV, 
1',Iaboration ie p ... 'les relatifs aux moustiquaires dans detIx pays dui CCCD (Nigeria et 
Togo). 

Elaboration de strategies 
Les observations stiivantes pourront ,tre tiles lors de I'Liaboration ie strat gies bas~es stir 

l'emploi de ifostiiqiaires non imprgnes ott imprdgndes pour lItter contre le paltidisme. L'em­
ploi de moustiquaires et de rideaux impnIgnes et non impr,6gns en tant que protection 
individuelle petit et doit ,Stre encourag,5 pour r6tliire le contact homile-vecteur. Applique cor­
rectement, cette mesure rduira le nombre d'acc s cliiniqties de paludisme at niveau 
individtiel et petit minimiser les risquies Lie mortalit5 chez les jeunes enfants. AI niveati de la 
commitnatdit, les dLonnees dispolibles sur les motustiquaires impr6gnt1es sont incompletes et pas 
totijours constantes. Par exemple: 
" En Gambie. les ru sultats d'essais indiquent tine r&duction au niveau des accs cliniques et 

ties parasitmics foirtes et des changements au li\caul dCIi'hi6matocrite, mais i.LiLcun cha1n-
Cement atl niveau de hi prvalence. L'ad"onction at programine d'tine chimioprophylaxie a 

eng'enldr, tile forte tI6Luction de hit prevaleince tie la parasit6mie. 
* Au Burkina-Faso, les rtSultats d'6tudes indiqiUent une forte rdduction tie la transmission due 

tLine climinutitio dILi tatix d'inocuhtti ena ion entoiohogiquie (tatIx obtenu mitlIt ipliant le tatLix 
tie piqcires par le taux de sporozoites). Lit rdtIction dii tauix d'inocuIlation etitomohogiqujie 
initial tris & n'tait cependant inmportante potir avoir till mpact pro­51ew pas stffisamment 

nonc6 sur I'incidence (iLIpaltidisme et it prevalence dans I poptilatiotn il (LtestiOl.
 

* 	En Papottasie Nouvel le Guiiue . oil a note tile dli mi ntition tIe li prevalence de lit parasit­
nlie chez les enl'ants de moins de 4 ailS. mais pas chez cetix de cing ,Itetif ails. 

" 	Les donnees etianart ie Chine indiqtient qite l'emploi des mouStiiqiaires impregnees est lar­
genelt rpandi et qtiliest associ6 'I title dilinuition Cie la prevalence Ltil paltdisme. 

* 	 Au Kenya. otia note tine diminution de l'incidence et dIi tombre des acc s cIiili(iqtes dans I'es­
sai effectii3 etl 1988. L'essai eil cours cotivre des villages entiers et, tin all plus tard, ne 
permet totiJOtirs pas d'observer tine nette diminution ati niveai de I'incidence oi IL la pre6va­
lence des cas. 
Dans les regions d'Afriqute de forte endtSlicitO5 palIdenlne, il se petit duli'il faille pluisietirs 
ann6es avant que I'iiltervention 'ait Lin impact prononc stir l'incidence ou lhipruvalence 
de la maladie. Ceci petit he attribuable, entre aitres, aI trbs gran d honbre de mostiuies 
infectietix. II sera peuit-tre necessaire d'Lutiliser les moustiiquaires pendant des antes avallt 
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change in incidence and prevalence may be related to the high number of inf'ective mosqui­
toes. It may requ,ire several years of bednet use before tile EIR will decrease to a point where 
malaria incidence anld prevalence will change. 

Practical Approaches for the Use of Impregnated Bednets and Curtains 
Operational field trials should continue and will need to span several years (i.e., iniiimum 

of 2 and probably 5 years). Use of bednets is one control meatsure that requires laXilnul Coin­
min ity participation. This nieasuI'e has the potential for developIment of cottage industries 
with income-generating Opportuiinities available to members of' the coinmon ity. Nurnierous 
implementation-related questions remain to be studied. For example: if' impregnated bednets 
repel the vectors to the point that they will not come in the homes, then where is transmission 
occurring? Are bednets or curtains driving the vectors outside where they are now biting ear­
lier or is there more evening movement of people than we think'? 

If a country mailaria control program wishes to start using aii1d gaining experience with impreg­
nated bednets or curtains, the follow ing activities are recommended: 

" 	Begin on atlimited scale in one area. Even though impregnated bednet trials are going on in 
numerous countries, each cou ntrV iSdifferent in terms of mlaria inntesi, potential vector 
biting and resting habits. and cLlti habits that may enhance or prove to be a disadvantagetural 
to the use of hednets and curta ins. Actual program scale would depend Oil tile actiVities 
selected. support that could be obtained. and availability of stalff to carry oUt tile operational 
work and evalntion of the activities (i.e.. epidemiologic, entomtologic. and 
sociocultural ). 

* 	Tile program should proceed in ,step-wise lfItshion because there ti'e numerous implicaltions 
to beginning bednet activities on all operational basis, for example: 

I.First. an area will need to be identif'ied f'or heg inning the first phase. Pertinent demo­
graphic data and baseline work to determ ine present bednet use and reasons f'or use 
will be required: other personal protection methods being used (bug bombs, coils, etc.) will 
need to be determined: potential cII Iural issues that may preclode or enhance bednet use 
mr,st he identi fied: anild inlf'ormat ion will be requ ired on the local cost of' bednets o' 
bednet matei'ial. availability of' tailors, presence of' health facilities and staff' f'or supervi­
sory purposes, presence of village health workers. and interest of officials and 
villa ers. 

b. 	Cost of the pilot work IUSt be aissessed. since pricureinent of bednets. supplies. insecti­
cide. salaries, vehicles. 'as. aLd oil will idd up. 

c. 	Baseline veci,'r susceptibility to the insecticides will need to be established. 

d. Training of health staff' to supervise and execute all aspects of' the operations (i.e., impreg­
nation and hanging of nets. blood smear collection, collection of' vectors. KAP surveys, 
and dala collection and some analvses) will be required. 

e. 	 Comnmuin ity members (volunteers. net users. village health workers) will need to be idei­
tified for traillilig ill the proper imipregnat on or re-iilpregnation. dr'ing, hang ing use. 
aind inai iltelance of' bednets. 

1'. The potential for susLainability will need to be determined. Only then should coverage beC 
extended to a larger populat iomn. 
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que le taux d'inoculation entoiologique ne dinilnue aI point d'avoir un impact sur les don­

n6es dincidence et ie priv&aence. 

Emploi des moustiquaires et des rideaux impregnes 
Les essais op&.atiOnneIs sur le terrain devront continuer et s'etaler stir pIlusieurs ann6es 

(c'est-,"-dire sir Lin minimtm ie 2 et probablement cing ans). L'emploi de inoustiqiaires est 
une mesure anlt ipaluIstie qu i ntcessite li part icipation ie toulte I comintinauti. Elle petit 
encotirager le developpenient tie I'industrie artisanale et Crder Lies sources ie revenus pour Ies 
menibres de III ComlInLtelr1;l. De noinbreuses questions relatives i lia mist en oeuvre de cette 
approche restent ,I claircir. Par exemple: si Ies moustiqiaires iilprtgntdes empechent les 
vectetirs tie p 6tlrer das les maIsons. com ment la transmission se Iait-elle '! Est-ce que les 
111oLtsiqillires oti ICs rideaux retiennent Ies vecteurs dehors onl Is piLienlt disormais pltius 16t oti 
bien les gens sortent-ils p1lus clans IIi soire cle notis le persons'? 

Notis recolmanlions aux pr gra1es nat lonalx ItitLite COnltre Ies palucisme chsiretix d'lti­
inser les roistiqtuaires oci ies riCLeaux irnprc-griSs dinsect iciles de procder conrne suit: 

" Commencer i tine &Ihei Ir&Slite lans tine r~gion bien cktermin&e. Bien ciUe I'emploi Lie 
motistiqtaires iIlpgnes di'insecticide soient Ii I'essai lans ie nombreix pays, I'inle­
sit6 dtil)hicsinse diffre clans chaclue pays. toit coilme diff reni Is Modes d'attlIIue et 
i'labitat de I'anoph le et les Iabiluces cUiturelles susceptibles de f'avori se' oti d'entra­

ver I'ultii iat iceinoustiqnaires et tie L'ampleur (i programme d Liesricleaux .	 Lpelira 
activitts selectionnes, liLi souLtien accorck et ciLI personnel J]OUV.lnt cIre al'ecth ;,Iii mise 
en oeuvre dI pro iet et Iisoil cval haltion (lpidki olog i tie, entomoiogiLiie et socio­
cUciurelle). 

* 	 Le programme 6 tIoiit ciue la mise enl oeivre ci'tin tel pro-L0it progresser par lapes t1,ilit 
.rainnie petit voir le nomlbretlses conS&tliences. On polrra.r par exemple proceder colinle 
stiit: 

a. 	 Premi&enient. Identifier tine rSgion pour lancer la premi&re phase. II s'agit tie recuciliii' 
des donnes cI"-ographiqies et ties tioln.es initiales cie base pertinentes alfinl tie tidier­
miner si les inoustiquai res soni dJ~ii utilises et potir qiielles raisons: tI' ditterininer si 
d'autres mItlhoIes Lie protection indli vduelle sont uLtiIistes (bombes insecticides, etc.); 
d'identilier Ies conlditions ciirelles susceplibles d'entraver oti tie flavoriser I'einploi 
de mOtislitiaires: tIe se rensei,,ner sur le coit local ties inoust icuares Oti di tiSSil a,IIIOtliS­
licuiai res, stir li ciisponibii lil ties personnes ponvanl coutLre ICtissu pour en faire ties 
inlOtslit iaires, stir hi presence tIe formations sanitaires et tie personnel potir assurer 
I'encidremient tin pro jet el stir I'int&3r t port -,i ce projet par Ies alitorits cILI village et les 
villaeois. 

b. 	Evalier le coCi dill pro jet pilote: il faut tenhin compte ciu prix ties inocist iLuai res. ties lotir'­
nilires. des insecticides. des salares. ties vthicuiles. tIe I'essence et du kios~ne. 

c. 	Etablir ties LoiMes tie hase siir la sensibilit Ldci veceur atILX insecticides. 

d. 	 Assirer la formation cill personnel sanitaire tii sera cha.u'ge Lie superviser et I'extcIiter tori­
tes les op&ailions (hnpregnailon et installation ties iohstlaires, Irivemenlt ties l'rottis 
sMnIiiins. coIlecte tIe vecieurs. entInLte CAP et coliecte tie cIoiiees et tjcielqties 
analyses). 

e. 	 S6lectiolner ties nieibres tie Ia coin nuinauIIts (b,,nruvoles. tiliisaten rs tIe rnoisitltiqai res. 
a.rCenls tie sanml, viilageois) et iLer apprenldre a' impregner oi r-irnpregner. s&her. 
installer. Litiliser et entretenir les inotistilires. 

1'. Determiner la Viabilit dIIprograrnmne. Une Iois tocites ces corcditiols remplies. on poturra 
alors etlndre I'experience II tine poptil.t ion p1lis nombreuse. 

136
 

http:tioln.es


ACUTE RESPIRATORY INFECTIONS
 

A. PROGRAM DEVELOPMENT IN LESOTHO 
Acute respiratory infections (ARI)are tile leading reasons for outpatient visits in children 

and one of the leadi" Cieicuses of childhood mortality. In Lesotho, where other child survivial 
interventions are Well develop~ed. AID/CCCD Wlas requested to assist ill tile developmeint of anl 
ARI program. Inl 1988 and 1989. three baseline stUdies were cTrrie, .1ut:I ) atreviev of clini­
ical manaenient of ARI. 2)a ,eries 1,lntil r11logcal studies, and 3) a clinic-based study of the 
signs and symptoms of pneunl nid: all slceLested that ARI was a major problem in Balsotho 
children and that control was teasible. In December 1989, the Lesotho MOH sponsotred I ARI 
control program design workshop to develop ARI policy and prOra gulllideles. espe­
cdaly in the areas of clinical assessment and nianCllent. drug therapy, trainin and health 
education. The orkshop participants. Includilg nurses and JihYsicias from Health Service 
Areas (IiSAs,) selected for the first phase of implementation and tchncal consultants from11 CDC. 
produced a draft su mmarV of tle progratll docullent, drafted a series of lesson lans for clin­
ical staff, slulggested hellth education objectives and tillel Mdiences, anid IprmfosCd an Overall 
illelntation plan for thie first year. 

A progress r'eiCw made in the first ye'ar of the program was coiiducted illMaV 199 1.Ovre'-
Zill.the plans formiulated in the December 1989 workshop were implemented. Training 
iaterials were developfed ald over 8() health workers in Ihree -ISAs were trained. Every health 

center and hospital where Iersons trained in ARI worked was visited at least once folra suler­
visory visit. A notable exception to tile successful iniplemrnentat ion of ilie 1989 planl was illthe 
area of' health education : n1o one in the health education delartment had been assigned 
responsibility for this program com1ponent Uitil March 1991. All Ihie hospitals and a samplle of 
health centers in -ISAs (where ARI training had talken llahce) were visited and a structutired 
review w.I:s Undertaken. The reviCw team ob1served cliiiical managemenlt Of cli Idren with 
respiratory infection using itchecklist. conducted exit interviews wi1tli 1mothers whose clihIrn 
had ARI. reviewed registers of outf1iatient visits to assess tretmentlt pNtctices, and cive I 
standard written tSt toIhealth \workers to assess know ledge of ARI management. 

I.Clinical Management: In the 24 patient encounters Observed, patlieni assessment, chassifi­
cation, and treatnent followed the ARI policy recommendations closely. 
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INFECTION RESPIRATOIRE AIGUE 

A. DEVELOPPEMENT DU PROGRAMME AU LESOTHO 
Les infections respiratoires ai'uL1s (IRA) soet Line Lies causes pirincipales des consultations 

externes d'enlfants el I'utine des caises ia.jeun'es le iortalit6 infantile. Au Lesoiho. oji d'attres 
interventions pour la suri' Wie I'enliant sont dj~i hien 6tablies. I'aide tie I'AID/CCCD a 6,t-
soIlicit~e en vue Ll'aborLr ti programme IRA. En 1988 e i989, tIrois preires ttldes de base 
oil1 I) tine en charge clinique ded '616 elfectIes: ttiLe str hi prise IRA: 2) Line s6rie dt6l­
des anhrolpolo0iLues. et 3)tie tide eii CliiiitiLIC des siuiles et sVII6tCs de Ia ineumonie. Ces 
trois etudes su.g.&aienl LuC I'IRA tait lln probi1ci mapjeur chez les cinlllis de Hasotlio et 
qIi'i &Iaitpossible d 'v reintld ier. En tkccnibre 1989,. le ministlre de h san[ dIU Lesotho a par­
raint1 tiii atelier d'IabhoratiOn tie programmes ieIltiIC contre I'IRA visanlt i &1ablir ties 
directives eii vue tie I'i stauration d'tlne pol iitlte ci tie programmes tie Itie conire cetie mala­
die. en partiClier dan, les domaines tie I'eVa luahion cliniIle ci tie la prise en charge tices cas. 
Lie lichiliiOtliralpic. tie liafoMiaion eitie I'&ucai iou sanitaire. Les participants L I'atelier. qui 
comprenaielt Lies iIfiIrlliers eities indec inus ties zones d'ati iiiiisiration locales (ZAL) s1ec­
ionne, pIrli p ein C ie, ocuvre ai nsi que ties coiiseiile, leichiniques dIiI.rphas hilise en 

CDC. devaieni 6lab¢orer ti l cllllll ieplans iecoLs 'Iprct iepl'Oaim des TLatiches 
Iinltiou till tiler deorlities su.gestions relatives aux obieclif's iepersonnel ties cliiiLlUes. 
I'edicat iou sanitaire et aIX i)Oplilations-cibles cl proposer Lin plan gtnral de misc en ocVi 're cOLi­
viaiii lipremiere annee. 

Le d&Ol'elineil dutiproranmliie a 6t valt ciln mai 1991. Dans 1'ensemble, les plans 6la-
Lie I'aelhOas I rLIdlI', Ier tie Ltceihre 1989 avaient tt mi ellcieuvre. Des ina.iriatlX tie 

l'olillationi avaincill tI mis au polilt ci plus ie80()agemts tie saili2tde trois ZAL avaiilet I t6 
lbl'n I iet, I'e7slitiols San i ail'resci hopitatilX Oil ties personnes folorinees LIla prise enIChacu 
cllaree ieI'IRA travailhliell. a i'Ltl lhi Visite d'in SLl)"vi.setir. au ioi unstitie lois. Ule Iatine 
iip)OrtUailCI tiliiil Ltie ielhinise cii oeu vie tIti 1989. a dllsIoi \'Lie giranme tie t relevte 
ICdoi iieC tieC ,lustili'cil 1991 , personne aIdparieIenl ieI't6dtilca-LXetmcLICation sa.initail'c. 1ars 
lion salnitaire navlail l1c ll,, d'isStill1er liirespoiabiI ii iel in ise ell OetliveLe cti 
aspect dti programme. Les tirois h p6i tauX ci Lillt&cIamitlloln iecentres tie Saillt ties ZAL (Lonil le 
persoiinel avait tifUol'lO tehlniqLIeStice prise ei ieI'IRA) Oill etc SOLIIliS LiitletILIX charge 
eva Itiation StLir L'eqtlipt chiarll Lie ceile etude devait observer hi prise eilcharge cli­l terrain. p 
iiqtie ies ntnis sotillrainl d'iiifeciionISrSpiratoi'es. lisie iecoiiirole il'apui ilierroger les 
I&leS tI 'ienfatlls alteinls i'IRA 'iIiir sOitie tie I'ttablissement. examiner les archiyes concer­
i1la111 Ies consltatl;ioi*s eXlelxtees)OU[ VI.luef les p1ratitmleS tie ra.itelinent, ei adlniistrer Lin 
examlleni cit Staiiallrld 1gells tie san! vl tItIx poti t6V;ile ]ur coniptience ei lati&e tie traiie­
ncnLi de I'IRA. 

les 24 I' 
tion el eitraitelleni t iaieilt coii foriiies atiX recoiiiilandatioiis de lip0olitiltie IRA. 

I.Prise ell Char.l',e cliiLILe: sLIti cas exaiiln&s t Valumlailion Lies patienls. liclas.sifica­
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Health Worker ARI Case Management 

Lesotho Evaluation, 1991 

Asks or Examines for: 

Ability to Drink 

Fever 

Chest Indrawing 

Respiratory Rate 

Age 

Malnutr. (Weight) -

0 20 40 

Percent 

60 80 100 

Yes No Not Sure­

24 children managed by 11 
*No data available 

nurses 

Patient educationl was weak: inl otily 5 of I6 encoulters where an artirrnicrobial drut was 
prescribed did the health worker tell the mother to complete the Course of antibiotics: only 
four healtl workers asked the inothei if she had any questions. and seven did not tell the 
mother when to return. 

ARI Health Worker Performance
 
Classification, Rx, Patient Education
 

May, 1991
 

Skill Observed: 

Classified Correctly 

Treated Correctly 

Instr. Give Medicine 

Told When to Return 

Advised Food/Fluids - ___________-_ _-___-__ _ 

................ -
Sugg. on Dress/Trad. . ............ 


Assure Understanding 

0 20 40 60 80 100 

Percent
 

Yes .i. No Not Sure­

24 Children observed in 10 facilities 
ARI Program Review, May 1991 
*No data available 

2. Exit Interviews: Exit interviews conifiriied that health workers '_,ave poor ilstrtuctions to 
mothers. Tvelve iiothers o' cliilidren with ARI were questiotned recard iic, inst ructions on ,,iV­
inc the prescribed treatimeit aiid retuin iti to the cliiic. Of the Six mn(otlers \vllose clildrel 
had been prescriled an antinicrobial dru . tWO said they would cotiiue the drug until it 
was used upI). twO \VOttld stop the drug vlien the clild ilproved . aIIld tWi( did not giVe a11 
answer. Of six cli dren prescribed a cough syrup, three mothers said lhev Voukl stop the 
druc wleii the child improved. one xou 11 cont itied uintil the drug was used tl,and 
two did tiot civye an ansver. Eilit of the 12 vonien were i'eii ilistructions oii wlen to 
come back to tile cliiiic but onl' one received in ftrlat iOrl onl danger sigUs indicatinii,, the need 
to rettirn to the clinic. 
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Prise en Charge des Cas d'IRA par 
les Agents de Sante, Evaluation 

Lesotho, 1991 

Questionne ou Observe: 

Capable de Boire 

Fievre 

Depression Resp. 

Rythme Resp. 

Age 

Malnutrition (Poids) ­

0 20 40 60 80 100 
Pourcentage
 

Oui "J Non "Pas SOr ° 

24 enfants examines par 11 infirmiers 
'Pas de donnees disponibles 

L'ducation sanitllire des patients tait mildiocre: stir setlement 5 des 16 cas observes 
aLXtltlels oin avait prescri tin nlIld icament antinmicrobien. Iaienlt Cie sante a'ait expl iqu[ h 
hi mere d'administrer le traiteinent alibiotiqtIue .isquaiU boul: Setllenent qiatre Lies 
agents de sante avaient denlermnd aLuX nn&es si elles avaient Lies questions el sept if avielt 
pas dit mtix nicres Ciqland reVeCiir. 

Evaluation du Travail des Agents de
 
Sante pour les IRA, Classification
 

Traitement et Education, mai, 1991
 
Techniques Observees 

Bonne Classification 

Bon Traitement 

Expl. Comt. Adm -

Dit qd Revenir .............. 

Cons. Alim./Boissons 

Cons. Habit./Trad. ................... 

Assure comprehension -' --. ___ 

0 20 40 60 80 100 
Pourcentage 

Ou1.111 . Non __ Pas SUr­

24 enfants observes dans 10 centres 
Eval. programme IRA, mai 1991 
*Pas de donnees disponibles 

2. 	Entrevue de sortie: Les entrevues de sortie ot pernis tiC conl'irmer que les directives 
donntes par les agents tie santl llX ill&aes taient insuflisantes. Douze mres d'en­
fants atteints d IRA ot t interroges stIr ICprotocoCe dI traitenlent prescrit et letir retotir 
,1 i1Ccliniqie. Stir les six mnres dont les en lants avaient retiu tin trittenilenl antimicro­
bien. detix o01t dit qu e lles contirtierilent Li'adm in istrer Ie m&icainent jusqIl " ce LIti 'il in'y 
en lit plIs. detix queiLles S'arrtteraieiit ds que I'enlfant irait mietix et deux In'out pas 
repondu. Ftiur les six enflant s ai ant retiu till sir'p antittissil*. Itis mres dirent qi'elles arrt> 
teruient c'adiinistrer le sirop iorsqtie I'enfant irait iICux tine qu'elie continuerait 
itistIi 1 ce qie lIt botite ille soilt vide et detix i'i t rieii r,pontin. IIuit des 12 femmes 
savaient ,t Ljute lie date e iles devaient revenir 1i1 clini Llte masi s Seuieinent tine av'ait ,t6 
informee stir les signes ildiLLK] t lit icessitt$Lie retotirner ai hi cliliIItLle. 
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3. 	Registers: Health center registers contained information that allowed se'regation of' patients 
by age. severity, and treatnient prescribed. InI general. the classification scheme recomi­
mended during the ARI trainiiig Was used. At a few ' facilities. the classifications of 
Lipper respiratory traCt inf1ection and bronchitis contined to be used: htowever, these 
accounted for fewer than 5" of' ARI ciiiagn(o)Ses. The most lreqnent )roblem in 
classification icentlified fromlr these registerS was that nurses classi fied a few children 
younger than 3 months ol as havin " pneumonia'" rat her than "severe Ipelimtnia'. The 
proportion of children with ARI classified as hasvi ng I)leuniia compared to havingii a 
cough or cold varied bet ween facilities. from a hi glof 78(4 pneuinonia cases to a low 
of 51/. 

Classification of ARI Patients
 
12 Health Providers
 

Lesotho, 1990
 

Berea Hospital 2 7 1 77 
Mokhotlong Hospital 

Tebellong Hospital - W477i/iiil/7/7777T
St. Martin's HC 
St. David's HC Z-.........+... .. "............
Linakaneng HC U -___"''ll / 

Semenanyana HC I - . 711-_]-- 27- 7 
Sacred Heart HC _ i .... -- tI! / ",'

Pilot HC -i'l. T .7.!.. 
St. James HC - " "" '2-, Z' -=M''' 

Sekake HC I_ _____ 

iz""" "Nkau (flying doctor) .. . .. .... ... ' _ 

0 20 40 60 80 100 
Percentage
 

Severe Pneumonia [] Simple Pneumonia 

CoughCu or Cold 

Although the registers varied ill the deIree of' detail recorded, only a few chidren classi­
fied as haviii severe disease were ref'erred. Most were otutpaliellls amid \w<ere Itated with orll 
alpicillin: soie were treated with illriam1USCular anpicillin bef'lre being dischMIedC ionle. 
and a f'ew were kept at the health celter alld treated With injectable amIlicilliii. Most 
patients were managed appropriately, given the classificationl of' the illiness. All exceptioni 
was the treatment of' severe aCuomnia with oral ampicillin a.siloted aboVe. Three percenit 
of' children classified as having a couLih or cold \\ere treated with antimIicrlbial drtlns. 

4. Written Test: Twent v-five trainied persons took the ARI test that \wIs inclded inl their ou'i­
inal training. Six peiSOnS scor'ed over 951( correct, bul a signiifticant numlLber scored below 
50( correct. Revie\ of tlie pattlern of questLions mni.sel shtOWed that 1hose deal iiig1 \itli 

age-spec iftic rate 	 mostdain.ger signs and iespirat)rv cuLt-otfs were tile difficult. P'ersons 
engaged in f'uIill liinc cliiIcal care at tihe tiime of tlie review and those Who had beein 
supervised did best oii the test. 
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3. 	Archives: Les archives des centres tie sante renferinaient Lies inlOrniations qui perniet­
taient dle classer les patients selon l' ie. lit g'avit6 Les cas et le lraitenlent prescrit. En 
,,dnt6'al. le svstie die classilication recoinrnande an Cours dle l'atelier tait stiivi. Dans cer­
tains itahi ssenieiits, Ies catecories d'in llectionS des voieCs res'i ratoi res Lei SUlrieIurCes et 
bronchites contirnuaient d'cOtre utilisdes: touteloiS. ceci relprdsCntait Lipeine 51/' ies 
diagnostics dIRA. LeL11lr&nI1 C I)pis I'lqtIenllent rellcontri ell cc qu i contlCr'le hit cls­
siltication &til quc les infilrIiers c lassaient clue iques enlints Lie nr1ins de troi s mois 
dans hicatd.orie liilnl oie "" aI lieti tie les nlettre claS hi catdegol'iC "'neunIonie grave". 
Le p)u rcentaege d'enluints attcints 'IRA d&Ichlres coninc avanit enl LcsI pneunmonie 
p1lutct qutiune toLlX oi on iIihiinic i de 78,, casvariait d'n centre Liautre, ie ie pneunlo­
nie .i 5 ( . 

Classification des Cas d'IRA dans 
12 Etablissements de Sant 

Lesotho, 1991 

H18pital Berea I __- _ T--':'T ++,'' 

H~pital Mokhotlong >7 , 
H6pital Tebellong I.. - .. 

CS St. Martin's - . . -,,++ + , 
CS St. David's . 

CS Linakaneng ................'
 
...
CS Semenanyana 	 ........... 7
 

CS Sacred Heart I 
CS Pilote 

CS St. James -. ..." ,' 

CS Sekake __ _ .',''7i 
Nkau(med. volant) ..... .....' ' " 

0 20 40 60 80 100 
Pourcentage
 

Pneumonle Grave L-] Pneumonie Simple 

.! Toux ou Rhume 

Bien ciue le norledc dtaiis rappo0rts vaiiait d'ill reCistre I l'autre. setl ill petit nonibre 
des enfants class3s coinie attei nts d' uine maha icdirave taieiit dirigs vlers un itipital. La 
pIlI)art taiellt tlratttS ell coiisilitatios externes et recevaient tlie I'ampicilline par voio orale: 
certai ns recevaient Liie in ratniLusculaire ci'aml ici avasit ci XOtrei lose 	 nIiic 'elVOVtys chez eulX et 
quciLtues tins restaieni an cenitre tLie saiiit et claient traits par injections di'anlpicilline. La 
plulairt ties paItlients taieit correcteillenlt pris ell charge. selon hIclassification de ht nala­
die. satIH clns le cas deS pnI.curnoii ics g,a\'es traitees co111111 Ilts ' Il'avons vu plus hltIl patr 
Iaidiniiistratioii oralC d'ailipiciiline. rrois plour celit tLes ensl"ts clsses thins hi cat ori totix 
ou rhuti me taient ttiic aecS rdeis lilt i i crohieiis.lVC Mclcanlents 

4. 	 Exa,en cri t: \i net-ciI)i des persOIies I'oriesse sot ','Isentdes 'I RA ii l'cxa\iiiel stlr 
qui flaisait lpartC tlie Icur stae tie Six cl'eiitre ils tlie 95%,tlciorrnatio. lles out ohtent 
tLie hoiies rponses, nmais heatncou[p avaiet i oins tlie 504 tie iccirS rc ponses correctes. Le 
passag1e c reVlte tlc 111ins I 111a111tre LItle ceitis (lili traitaint eLies signesies titIeSti IaLee 
indiicatetirs tie cdaiicer et tLics limites tItI rythnie respiratoire par .groied'age polaient le 
plus le tiificultis. Les persiliieS CIOV&s a Ici ii tem ps tha1is tilie cliinilC an i omieiit 
Lie 	 I'cxamei et c lICs tIui iavaiiit idtistIpCrvis6Cs sont cCIles tuii ont ICmiCux rd&issi. 
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ARI Tests Results 
Lesotho Evaluation, 1991 

No. respondants
 
6­

5­

4­

3­

2­

0 
5 10 1520 2530 35 4045 50 5560 6570 7580 8590 95100 

Percentage Correct 

Supervised Supervised-Not 

Lessons Learned 
The reviewv of' thle f'irst phase of the Lesotho nlational AMR contriol program showed that thle 

program hlas been suICCessfuLl III iInIemenICt inc thle tral ili n acitii eS anld thaIt trained personls are 
usinl thle skill s learn-Ied during11- tra.iingI1. Thie iiiii ted implemlenltat ion of' thle hlealthl ecatCion 
Component is largely responsible lot' thle inad1(equate inlstructions tha-,t mlother's were Iciven . H-ealth 
eduIcation,. especially ol patient ectin,6 . will haIve to he str-lenhene 1'0r thle plrogram11 to 
have thle gre atest impact. The r.\eviaso points thle way 'for expansin of' the Lesothlo ARI 
cotrtol program . Given thle SLIrcess oft raiing thus fa'r, it wVonIdL seenm appropriate to ex parnd this 
component i ito other HSAs . Patient eduLcat ion1material s need to be developedL andL imple­
mented urgntyIII. especial l i the three [ISAs where thle AR I program has already been 
imp lemn ited. Thie NIL)0I-1 drafted a1de ta iled Ii\e-year plart for A RI imnpl emiertat ion based onl 
these recoinlmendaitionls. 

The process of' tilis review also higlights several issues inl rapIid assessment of' disease inter­
vent ion programs. Thie Use of' a writteni test to assess kniowledg-e of' AR I management policies 
was ulsefuLll idenlt ilvi n weakniesses that rnlighit have beeni mi ssed hald we rel ied onlyv on dli rect 
observation to assess thle impact of' trairiiig. Thiere are a no mnnher of' imnportant aIspects of, cli l­
ical imaaement that cannlot always be ohsorved . 'Fhe review also identi tied a problem ~lr 
reviews of case inanacement intervermions inl general. InI five of' thle healt Ii centers visited, not 
atsigle patient with respiratory i ection was available Ibr observat inn. 11'mothiers dIo not brimi 
their ill children to hlealth centerS. no0 11riio.u1t of' health worker traininLc will affect thie hlealth1 
of' those chlildrenl. 

B. ARI/MALARIA OVERLAP 
Ill malaria endeic esUse Of' thle Stanidarld jInIeLmon ia is coilpi iated by-ilS aILcor'i!,hmn br01 

overlapping- symlptomis. CCCD-supp~loned studies were carried omIt to define and Understand tlme 
overlap. 
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Resultats des Tests pour les IRA
 
Evaluation, Lesotho, 1991
 

6-Nbre d'Enqutes 

5
 

4­

3­

5 10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100 

Pourcentage Correct 

Supervise Non Supervise 

Legons Tirdes
 
L'eximen de hL
i pr1eire phas'e dII programilie n,ttio11 ie ILitte Ctltte I'IRA (ILiLesotho a t-I66­

cLte IS aditCk'iteS Lie ion aVajetilt etc IlliSeS en oeuvyro et cue Ies pe)rSonneS Iornie ,sse
 
servaielt Lie CC tItielles avajellt applris. Le lilit que I&Lducat ion san itai re avail t(tI peu da'e-

Ioppee Cxpi licuail en grande parlie les lacunes ObselVeS dans les dci'eCiyes donnes aux 

ninres. L' duealion sanilta ire. cii parten lelr Celle des i tienls. devia t re renlorece pour max imi­
se I'impact dii prerilllCe.C.."ettelevaluation inoare tealenent c()o1le1t Oil 'lrail latrh'i
 
le IMr0mammildeC tile otieItre 'IRA dII Lesot ho. LUltant dtone le suec&s reIncolttre iS(Itl''
 
preseili par ICS COtiS ie 1ornialion. iI SCmble tlL'il seritil ho l d'ofrir cette cOiiposante Lidt1atres
 
ZAL. II esl imllfItiiL Ie crder et n10trV ell OeLIVrc des mal&iaux ioLr I'educatimi Les patietis
 
Ic plus tot possible. en iIjtiClI icr ia IS les trois ZAI onl le programme IRA a d.1a comillelCe.
 
Le MSP a lbore till pirme Lie plan luinuennal detajile relatif t ll nis ell oeivr.'e LI'Lit pro­
grauline tie ILutte conti'e I'IRA Is sir ces recolmllmalidati()lls. 

Levalation (lii iM.-rtaillme I'accent p',,ill" conSi'drti1I,IRA met 1galenlllslt llusieLrS rCla­
tires It l'vaiatajoll rapide les rIiil , d'inter'enliot contre ICs iiialadies. lieml'h)Oi dtI'tlt 
examnen Icri ipoLr eVatltlel + lt Ic 1oelnce ies ais citeSale e m11at le Lie il)rotCoIC Lie 
traitlenient Lie I'IRA a peru i.s d'identifier ccrtaitcs des s seraien sails LotleMpass,.ees,liibleseeii 

+inapcrIIIue., Si oil S'tait cottite Lie I'oblervation Lircctc po01Ur tialec1 I'imlatci Lie 1a lorl'a­
lion. I1 a I1el'l f I lttincertain ni 1nbre ci'aSpets in11iporta1nts, Lie I, prise etl Ciir-e clitiLIte LII'iI 
iiWest pas totiJoLirs pOSiblei d'ob.,ervCr. L'3valtmtimu a lermis gCaletnett diilintilier I'exis­
tene (i'Lln iiivcaItn Lie natIhal Les prei eltirobletne au 1'6 ion inltlenttis d I)I-nse cll charLge Lie as 
-nral. Datis CiilLI ies CciIlres Lie satt visits., o na ti l oserver itL'tl-IItiut al c imit 
d'inlfectioi respirattoite. Si ies tiiCrls ii 'ain1 nl paS curs cni fatls niahladicS auX elltes Lie saltc. 
I 1oratllition des a etis Cie ,llt li tilngeral pas gratld-chose II I Slllit Lie 'es cilfi ltits. 

B. RECOUPEMENT DE I'IRA/PALUDISME 
Dans le i o CIcpl tiLlisinle est ciltilc ilti lIe reco et lntlt tiies iyplt I +CSti'CLd Liffi­

citeI'erImploi . tin algotrithtie staiclarli pOLr" IItIctCtiCCtic i pi1cnu1t.iio ic ,. Des tdesl pariail[les 
par le CCCD ort ,t eflcectiies a1'11 LI'essayer Lie &I1lim' el tie cotpr'edIre cC tecoiipetiient. 
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Malawi Studies 
Malaria and pumniiia are two tireatest causes Africanof tile of morbidity and mortality ill 

children. Althoughi preventive strateiies are being evaluated, the focus of efforts toI reduce the 
burden of mortality from these diseases is the prompt identification and treatment of ill 
children: the case imanagement approach. For case maiianement to be effective, liealth workers 

Lst be able to identify chil dren \ith the disease and have effective and appror'i­access it) 
ate drugs. Tro assist health x,orkers in identlvifyiig children w ith these diseases, WiIO has 
developed and is promoting disease-specific clinical algolillms. [or imalaria. children who 
have a history of fever in the pirevious 48 hours are presLllmed to have malaria are treated witha.Ind 
an antimalarial For pneumolnia, children who have anruItL,. with couLgh (ordifficult breathin, 
elevated respiratory rate or have lower chest wall indrawiiig are presumiied to have bacterial 
pneimiioiiia and re treated with an antibiotic. These definitions are recogniZed as being 
comipromises: some children w.iho have malara or pn tllelumonl;.iWill be 1I1ssed. illd some chil­
dren without malaria or pneumonia \will receive trealment for these conditions. Although these 
clinical definitions have recognized limitations of sensitivity' and specilicitiV. the interactioln 
of the two diseases has not been evaluated previously . Since bot1h diseases are causes of lever and 
fever can result ili increases in respiratory rate. there could be sulbstantial overlap inthe clii­
ical case definitions leadiniU to coilusion as to which treatment a child nieemim, both case 
defiiitions should receive. Furthermore. children who have malaria might also have pmeumoima: 
children cali have more than one disease at the same time. The StLIdv described be low was 
CoIIdICtLed to anlS\Cle two luestliils: 

I. -how frequently do childreii meeting the clinical case definition fOr malaria also meet the 
clinical case definition for pnenmmnia? 

2. How frequently d(o children have both malaria and pmeunmonia? 

Childreii \i th fever o0couih who were brought to the outpatient department of Kamuzu Cen­
tral H(ospital inLih ngxve. Nalawi. were enrolld inthe studvy. The figTure below shows that
almiost all childrei wvho met the case defiiiition for ieulmonia also met the case definition 

f0r malaria: childrei meeting the clinical case definition for pieumomiia constituted
 
approximately 2514 of children ileetin, the case definition for malaria.
 

Overlap of Clinical Case Definition
 
Malawi, 1990
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Etudes effectuees au Malawi 
Le paludisme et Ia pneumonie sont deux tieescauses principales de morbidit6 et de niortalit6 

chez les enflants africains. 3lLien que ties stratg ies de prveintion soient en coturs d'XValti0on, 
c'est stir I'idenificat iou et le tralitemelt rapides ties enlats Mlades qlue se concentrent les 
el'l'rts Visult "1ilirttltctionI Lie hi mortal it l Ia;id I prisedues "ICes ies: tine atpproche hste sur 
en charge ties cas. Potir que celle pise en charee soit elticace. les aelts Iesatl dloivenlt tre 
capaibles d dent iLier les entfants atteits ieli1alad ie et 1voir cc is des mtdicaineiit s 
efl'icaces Cl appro)pr0is. Pour aider les agenls iesantelti identifier les en flints atteiIns tie ces 
inald ies. I'ON]S I inis ati poi tet encourage I'emploi t'algorith ieS. clitiiques pro)pres ,Icha­
que inalad ie. Dans le cas ilupaludismIe, les enlats aVMlt eti tin Icc s tie f'i&.vre dLas les 48 
heures prcetienites solt SOljonus tic pahltisle e tratitts par I'adlmninistration dn'atipal­
dten. Dans le cIIs Cie 11iipetimonie, les enhlints (i toLIssent, Ollt des iflictiIlts "Irespirer et 
prdsentet 1n. rIthme re spiratoire cleV oti tine tipression inspiratoire sos-cosatle (tirace) sout 
SOtipI)qnncs Ieipcumonie hIctiCienne Cl Solt trait6, par utihiotilnes. Ces dtlinitiois sol 
\'ties comIlme ies CoillrI enints ti i ot le sine on utie pneLnion ie passeroitiS:Cel-tiil s I 111 ii 
aIIc6t el certains cillanls san., ptitluisnIe ni ipeumoniC seronlt trailts pour ces maladies. Si les 
imites (ICces tli nitoiis cliii itles tILpoint de VUe Lie hi sensihilitC et tic I, speciflicite SoIl hies 

connues. I'in1teratcti l tie ces diLx nahd ies ni'a pIts encore t1[ Val te. Etant tio11n que ces 
Lietix malti ies enCentirenl tie hiivre et tille hi fIi'vr petit enLlendrer tine uuCmenttiOl titi 
rv thme iespi ratoi re. les dcii ilols cliin itlies ties casCpeivent se recoti per coils itid'ahleinet et le 
choix tIi triteienlt pouIr les eniaits r'pOutant aux tietix definitions pee Itre tiifficile. En 
otitre, les enl'ants atteints tiLI paItILisme peiVenl atILssi I rMenmonie: peumVent i'tre atteintsavoir ilus 
Lie pIulusietirs ma htiiC.s "i hi Ibis. L'LXtile dcri tc ci-tiessons tentait tie rIIpotInre i tI eix 
titest ions: 

I.Arrive-I-il sotViet tite les svmptoines ties enIants correspotndetlt a i lo0is a lhtielition cli­
niu u ettIlIndismCtie tit "Icelle tie 1i pneu mon ie? 

2. Arrive-t-il solivent title les enlhits soic utate ints ties tietix maladies en mmne temps? 

Les einflits tluli talient amenis au service ties consti hations exterIes tie I'li6Ipi tal central tie 
KamtliZi Li-.lonieui.i li pour une fimvre ou tille tOnX outtt enrles dUIais I titlC. 
Le tahleau ci-tiessuis 1o1tr ice prestitic tons les enklints tILti ir6ponia ient "ihi dfiniition 
cliniuie tie hi pnetimonie repotiaienit egalement "Icelle tIti pal titItisme: les eniants titii rdIpou­
tiaient t hIt&filnition clinitiUe tie hitpneunionie reprtsentaieIt environ 2 5 "c4 ies enfants q1i
 
repontiieiit 'i hI th'initiou tL IMlisime.
 

Chevauchement des Cas Cliniques
 
Malavi, 1990
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Children were assessed for malaria by microscopic examination of a thick blood film and 
assessed fbr pneunonia by clest radiograph. About a third of children had malaria para­
sitemia, 89/ percent had pneumonia, and 314 percent had both malaria and pneumoniat . Most 
children (61 / had.)neither malaria n1or p1neutoia. 

Overlap in Laboratory
 
Defined Diseases
 

Malawi, 1990
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ChlIdren who have cliniical evIl~ di cOf' pneumon101ia W~ill itlimost 11Wtys have clinical evi­
dence of' malaria. From the laboratory evaIl at ion, we learned1CL that Children with r-adiograpwhic 
evidence of' pnIeumon111i are no less like ly to haIve ma,1,6lar ,inchildr11en Who do0 110t haIve 
radiographic evidenlce of pneun110ionia These r~eSnIt1s lind icate1 ons do1nt allo0wthalt current de fi iil 
differenltiat ion of,ChlIdren who have iililariia from11 1.1 011tho0Se Who ha1,ve pnIeumon11ial nd fromtO 
Who0 haveW both1 ona110111. and ra11diograph1y Would1.malri1ad punm Greater access to 111iroscopy 
be necessary to allow heal th care workers to make this dlistinctionl. 

Giveni thle econloiic conlstraintis ill health car1e ill thle developing1 worIld, an1 plan11nlterimn for 
mnianlacil hinle gns of malari iand 171mie1nnion14a ieeded. Onle Sol.101ch wil iulS itonwon d be to pi ye 
every child mieet ig teiemiim ca.se dief'iiiit iOn tr'eatmllent Ima1lari an1d pmieuiiioii a1il.Thisa711111011 1f0i' 
con Id be aIccompl)islied LIS11i- or- atsinl-nIWO differ-ent dr-Lus. dtdruc if' tile 1.ru.1 cwer-e effective 
agalinlst both malaria3- ani( IIpneun0io i. Cotri iiioxalzole is onle of, three drugWs rcoin men12ded for)I 
first Iiiie treteZi1it o1' pneumonLia icii ICidren an1d shar1es 'a commllonl mechanlisml of act ion withIi e 
coniinat ion of' yn m- inle/sn If'adox ilie .Iet ham11 atconi mon lv u.sed seconIi liie anlti Imalarial drug1.1" 
If' coin imoxazole weire effect i e againlst mlalaria, thenl one be recomm11endeddrug.1- Con.111. to tr'eat 
childreni With sWis of' both pneu1Ci11iii and mliail an1d a seconld aitim lill rgwonId no0t 
have to be rCcommIlendedCL. A cliii ical st rdyv1ofct i ioxaIZOle's effectivenless as ali anlti malarial 
dine.1was conduLcted inl NI alawx iconIcurr-eiltVyWith tile cliical ovelapi study. Forty-six chlIdrenl 
With PlaIsmod111.1rmtlc'I ipaiI'nl lpImraS item aKwere tr-eated With a f'ive-dayV courIse of cotri iiioxalzole. 
thle r-eclilmen c1.irreni111lvWcommii1eiided for treat of piteImmon All 44 Who comp11leted thleiii 11ia . 
14-day 1 I low-np11 wemCe rapidly11 curedC~ of' malaria. Thle mean pariasite clearance tinmie was 2.7 da~ys. 

ante mleanl fever. Clearance t iie was I1.5 days. Si milam' to pairasite and I'ever clearanlce tiniies 
for other aniti ilira dIrIus. ThILs. cotiHMOxaZOle Wats an1ef'fecti ye dru1- l'Or thie treatment of' 
malaria inl this sett inc amid ciin d be r-ecommlenlded ats treatmuemit fOr children with Sicnis of both 
nt,,iini~i ~n Intliintl !ni 

147
 



Une analyse de goutte tpaisse pour d6tecter le paludisnIe Ct tine radiographie dII thorax pour 
d.tecter liapneulnlie 0111 ti effectutes. Onl atdcel Line par'asiteiie Paludel'1e chez enVilonl 
tin tiers des enfans. Lilne pleunonie dans 8' ies cas Ct ls deux maladies dans ies cas.3r4 
La piupart des enfanlts (61 c/) navaient aucunc Lie ces dCux imlLdies. 

Chevauchement des Cas Confirm6s au Laboratoire 
Malawi, 1990 

Sl~i.................
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Les enfants pr~stl.ntailt ties preuveS clinitlues tie Pinetlmnic prcsenteruOnt pres(uLIe toujOLI'S Lies 
preuves clinitjues tie paludisine. Les ,preuves tie lahboratoire niontrent title les enlfnts dont hi 
radiographie rcveic ane pneumonie ne sont pis moi01s siscepibies t'avoir le pailidisie title les
 
ellants ne pr sellllt pas tie preuve radiog'aphitle de pneumonie. Ces r'sl tats indiquent 
title les diillitiotns actucilles ne permettent pas Lie diff&encicr les enf nts atteilts tie paltIuiisme
tie cetix Itteilnls tie pietinmii tie cetix attleinlts ties deiux Inlladies.Oti I1Iauira faciliter I'ccOs 
I hi in iclrOscOpi e t "ahirt iogralphie pour perinlelt re aux agelts tie Smlt tie faile celle 

tiistinction. 
EtanIt tIIodll iIX ser\vices tie soils tie Slllltelis contralines conom tities imnPOSes (i1llS ICs 

pays en voie tie dtvCiopenenlit. i1est imlpratif c'ilaborer tii plan provisoile pour assuIrer li trlli­
teneit des entants presentant ties sigles tie pltidisiile et tie pneulmonic. On poturrait 'I cet 
effet ioniner a chque enilfilt tiolti les s vmptil6es correspondtelti hit1 itfin itiom cilini(uiIe tie 1a 
pnetinlonie till trai teleilt efficace conire le pal utisine et I pleutnion ie.Pour cc flaire. onl 
potirrait dtollner deiix nIetiicalnents tdiifierCnIts, OhtLill setLiI 1111icanlellt tti1i serait efficace contre 
ies deiux lfcci oIs. Le cotlinIloxaZile est I'till ties trois ineticaIlleIts recomniandtes C0lilille 
traicllent tie choix coire hi pnemtlnon ie chCz ies ci l"ants et ilpresellte le mnlnle mcIllnisine ti ac­
lion tine ceii tie I'ass0iC at iou pyri nlthaill illC/stL IhIiox IIle. atitipaill tiien tie detix icine cilOijX 
cotIramnl t utilise. Icei cOti'ilxatOIANlait efficacC coIlrC le pailltiSlllc. il) pOtlrait 
'eCOtinianider I'eploi titilled'Uniliciiaillelit pour tr"iler les enlhints prscenmant ties sighes Lies 


t IM 
paludisme. line tltde clinititic \isalt it6f'aILIer I'Clficacic tILl collilnoxazoic en tailt till'ailti­
pal1ttcell a 1t1 cflect ut c anI NlaivWi ellciin.jonction lec IC1tdcie recoti peiCent clii CIiittie. 
Q tl.rllte-six enta1nts llteints tie parasilllie a I'I ilhlt m.fi tc 

pnelumonic eialutieIle . cc tjutii viterailt t'iavoir i prescri re till me&iicallenCi diffrelt ptLIr le 

di /ri/lIrI fl otm traites par I'admli­
nistration tie cotrinloxazole pendtianit 5 .jls.IC prtOtcole acILeleICIleIl rectilllnantic POur 
trailer hi pnCImomliC. Le st iVi PeiLtiani 14 oitrs tie44 ties eiants a rl vltS tine gLrisot I'apide 
tItI palitidisnie. Le lenips inoren d'Ilinlinatli)n dtes parasites &tii tie 2.7 .ots cl Ic iellps 
moven tie riIllssion tie hi fiivre ti 1.5 .jour. cC tiM cOlTesPliid 1tIx pcrft)rlalces tilres anti­
pailIieIs. Lc Conlli)iZle s'est toic( '1011lC eIlicace Coni'e ICpal tdiisle tins cetelle itle 
et ptralititl'e rc lnmnalltic Collllnc tiralelllt potir lesCenla.llls pl'c SCIliitlliLes sigileS tie pilCtl­
molic e tie paIlIdisIlie. 
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DIARRHEAL DISEASE CONTROL STRATEGIES 

CCCD has promoted tWO strUtegies to reduce mlorbidiIV and mortality due to diarrhea: 

I. Improved case laagenlernt in the hole, alld 

2. Improved case managerie at at health facilities. 

HOME CASE MANAGEMENT 
Preventing death from dehy'dration is one of the principal objectives ot the diarrheal disease 

control component of the CCCID Project. Because of limited access to health workers trained 
ill oral rehydration therapy, attention has alsO focused on home case management of diarrhea: 
that is. what can mothers ie taught so that they can prevent dehydration? Or. in situations 
vhere adequate treatmlenl fur dehydration is inaccessihle, what can mo,thers do to treat dehydra­
tion? I11fOcusinl1 on the fluid nlanagenent aspects of' home case inlaigelet, prograll 
IM11tnaeIwrs mstl4 not neglect other aspects of a complete hole case nanagenlent policy: recoinl­
merdations for nultritiotnal support and guidance for mothers on when to seek health care 
outside the lome are especiallv inportant. 

In many African countries. sugar sal;it stolution (SSS) \\ as i)r1o1tted aIs a strategy to allOW mo thl­
ers to treat their children With diarrhea at home to prevent dehvdration: the\, do not have to .,o 
to i health center or confront the difficulties of inaintainine the availahilitv of ORS. Theo­
reticallV. mothers \\ould be able to prepare a sol LItiOll nearly as effective as ORS by usitng 
commn household inlered ients. This strategyvwas also recoimended because it could be 
effective where health services did not exist. As the strategy was implemented. several prob­
leins became evident. Mothers often did not have access to s11ar and salt. 

Availability of Sugar and Salt
 
Three African Countries
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STRATEGIES DE LUTTE CONTRE LES MALADIES
 
DIA RRHEIQUES
 

Le CCCD a enctutLl.tOs I'appl icat ion tie detix strat.iSieS' visant itrduire lIt et Itmorbidit6 

mortalit6 does Ia diarrlie:
 

1.Amdlioratiol iehi prise ell chare ies cas I Uomici le: 

2. Amnl ioration Lie hi prise en charge Lies cas dans les formations sanitaires. 

PRISE EN CHARGE DES CAS A DOMICILE 
L'tin ties priIncifu, \ objectifs dIi rogramme ielutte cOttre les maladies diarrhi iques di 

pro jet CCCD est de pr3venir les dcs dus 11h, Lshvdralait on. Etant doninw I acc s linitI aux 
agents sa.ttl l'llles aIe i therapie de relydratattion orale, le pro jet a concentr son attention 
,5galement su r lipri se en charge Itdomicile des cas de diarrhe: c est-il-dire. essayer de voir' ce 
Liue I'on pourrail eiseiLter aIx m.reS pourlcur permelre Lie prevenir 1i dshydratation: et 
en plus. dans les caS oiil atCtll traitemenI Id.&atltl poir litdeshydralation n'est disponible. ce que 
les mores poirraient faire pour traiter h,1dshVdratation. L'attention accorde It I'adininistra­
tion Lie lIiquII ides ne fai negliger les aitres aspects Ilcessaires die la prise en charge IItiojt pas re 
LIoic ile ies cas Lie diarrhe: ilest particti&ICremeilt important itLeles niCres soient au cou­
rant ies hesoiIs nutrit ionl els ies en rants di arrheitI ies et sachent Lluaild s'adresser aux agents de 
saute. 

Dans Lie nolhreLIX pays 'Afrique,. on a encoLra,t I'application LI'nIie stratlie reposant stir 
'administration Li'tine solution sae sticr~e (SSS) poir perlettre aux iliores tie traiter leers 

enfanls diarrheiqties i 1i la isOn et d' Viter Ia tkshydraltLion: ccCi letir evile L'Iavoir i se ren-
LIre this tIIl cent Ie Lie sane eLtiI se procurer ties SRO. fhoriquLJieinellt. cela Le\ait Lioniler I 
ptossibili IXau x iCres Lie preparer Line solIt ion prestLuatissi elficace ClUe les SRO etl Litilisailt 
Lies inir.dients COtilIrts. Oil pensalt .galementtlIue cette stratLdie serait efficace lit lesoji 
services tie sailnt n existaielt pias. La nise en oeIvre Lie cette stratuelie iI totitefOis rdvdl I'exis­
tenice tie pluisieurs problemes. Les Iniores i'avaient souvent ni sucre ni sel. 

Disponibilitd en Sucre et Sel
 
Trois Pays Africains
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Even when sailt and sugar were available, mothers often mixed these ingredients incorrectly 
leading to a potentially dangerous solution: elevated levels of sodium were particuhlark' 
C0111111011. 

Proportion of Prepared SSS Samples
 
with Sodium Concentration
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With the difficulties apl)arent in the iprnlot ion olfSSS f'luiid and in supplying ORS as home 
fluids, attention has been directed to flids traditionally gliven to childrenl with diarrhea. Stud­
ies were uindertaken to look for hom1e-availble IlIIids which could be approplriate for children 
vith diarrhea. or for traditional fluids wlich could be rnodified slightly to create a solution 

that woulId be acceptable anld eflicac iins. A sohlt ion'sS efficacy ill treating dehVdrat ion could be 
measured in terms t1 its similarity to ORS. especially with regard to sodiim content. Whether 
the sodium content is really crucial in a solution designed to prevent dehydration rather than 
treat dehydration xwas not known. Althouh iother's ability to identify the silns of 
dehydration may be poor. all episodes of diarrhea begin \ith a nondehVdrated child: therefore. 
understanding the characteristics of solutions that CanII preet1\ deh\'dration as distinct from 
solutions used Ito treat deh\'dritiOll is important. Eflicacy ot Aspecific fluid in preventing dehy­
dration is only part of the effectiveness of the Iluid in preventing dehydration. Availability 
of the luid and acceptabilitv or the willingness of mothers to give atrge volumes of the flutiid may 
be ecluall\ important in the aCtLaIl implementation of a policy. 

In the Central African Republic, tWo ,tidies were uIindertaken to assess characteristics of 
home-available solutiots It prevent dehydraiion. The first \was a case-control stLId comparing 
home case management ol children with diarrhea and dehydration (defined as at least two 
signs of dehydration) and children v ith diarrhea but no0 dehydraLtioll (defined as one or ewer 
signs of dehvdrat om. Cases and controIs were ascertained and eaI uaied by Peace Corps 
voluIInteers who were recruited an1d trained specifically f'or the stud'. One hlndred a1d twenty. 
three children were recri ited for the st udV during v three-imonth perioid . The Imean ace i1 
enrol led children was 16 months and So'/"( were uinder 24 miniths. 
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MWime lorsque qu'elles avaient dII seltC dII sucre. elles mi61angeaient souvent ces ingr6dients 
incorrectenlent ce qui d)nnait parfois tine sotlution potentiellement dangereuse; des niveaux 
6levds de sodium 6taien! particulirement courants. 

Proportion des Echantillons de SSS 
Prdpares avec une Concentration 

de Sodium >100 mEq/litre 
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la Gamble 

Mae divoire -__________ 

MRwanda 

Bangladesh 

Honduras 

0 10 20 30 40 50 60 70 80 
Proportion des Enchantillons de 855 

VitS les problinmes associes -IiI'adminlistration die SSS et it1hidisponiibi iit6 Lies SRO enl tant 
que IiqtI ides die traitemleni Iadomlicile, onl s'Cs1 tournell vers les I ij LiI eS traditjonnlel lemlelt donnS 
aux enfa-nts altte illIS de tiiarrhee1. Onl a entriepris dies 6tdeS pou.1 saIVoll si. Ce-tainlS deS I iLq I­
des dispoilibies -, ihi aison pourrajient etr-e ut ii s~s chez ics en faunts diarikIL iues oI Si Cer-i s dies 
IiCiquides tri-,Llit ionII CIleeut Idmlin iSl t6S p)ourricut t re 1c-&enieit mo1dif6 11*1se donn11erati 
tinle soIlutionl LI ot la lois acceptable et efficace . I*efTICICit6 soI LItlioit Pour ea tVierI! d ineII enl 
ce Lqui conIcerneI le traitenlint de a,dI hydratationl. ii SIirai t tie hi comiparer aIX SRO. enl 
par1t ictieir dILI point (IC 'i~ e hi teiietil enl sodiimI. L' importanice Lie hi teileurf enl soditim pour hi 
prevenitioni ( I)ILt61 Lque pour le traitement ) Lie 1,i tieshIVtIIirat ioil naxI'ait toutlefois pas t6 
dimoutr6e. N'kmne si ics ines oiit tie.s tiitTICti& .It'Iditentifierics SieneCs tie deshvdrattilou. itI fatit 

i avec Linl eiifatibien se di re qu uii aC&S iarr6itiie comieiciice tOuIJOtrs iii 11non d6ShlVdraitt: ii 
(1011C importan.11t d' ident itier ties SOI utIoi01S qtiLi sojenti efficaces p~ourI pr~\'cnir i tk6shlVdIttrttionl. 
Pour tjt'iii t~ittite soil etticacetu pIoinit tie \'tie tie 1.i p\'6Itioi1 die iestirtatio ihilt 0"il Ilie 
suIit iISpas ii permlette ti'eIpI&hIcr'hi &des tirattiond: iul -NIICInet i Soits aI'.c qtiL. .)l. lc 
aicceptable. ce'st-al-d ire tiuc les m&C'rs conlscuteuit "iitmI nIlistrerl enl "graudeStI uanti t6S "Ittir-s 
ePdIlants. 
EuRCA. ti X ttLs socts ic bSStdVat ier ranibtii tis SoIu­r 616 enmteprises dain lis cis is 

lions dispoi it tIu poi hit pl'6Vetion lie hi trsVdiaatl io1n1.ic as domicile ntic 'te tic Dans h 
preinfi& ona coinpart i prise en charge ittris ic tdenfants atte ilis ti tie tie tIlS­irrine 
hydrataionibqprsetat Iaumin s detix Siie ticlie &SeI'aztatlon et Cel chi'Cii fats iterrais Lies 

d {precntant tin iegntslinon 6svtrrtcs 0u moms d tCie 1 SIVtrant 11io). Des votontaires (ILI 
Corps tichi oixt. c SepiaICIeneiucettour ettlicr oIil'ia 1,1 uties CISai recIAe Ioinls t it3 soIitl 
et ties t 1moilus C! 3Val u1 tolL', Cs Cu tanlts. (Cell \i m2t-tiois Cii hiiis oil[ i t retentis p I)I 1'tuIKC 
qu ia111e troiis mois.t lovl des enrtaits ciufs ait tie16 mops ce8XO tintre etixc iee 
avaicuert moi.s tie 24 t.nis. 
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Age Distribution
 
Home Case Management Study
 
Central African Republic, 1990
 

Percentage Enrolled 
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Fewer than half of the children were treated outside the home for diarrheal episodes. Only 
1 of1'mothers reported giving inlicreased fl'.ids to their children durin,, diarrhea, although 
34c ot mothers reported giving -special treatments- for diarrhea. These incIuttded ORS. anti­

microbial drugs. and traditional remedies. "'Special fluids" for diarrhea were Liven by 20/ 
of mothers and inl 1uded water. SSS. ind illfusions. Salt \\its added to "hou illies", the 
weanirg broths given to children under 2 years old, by only 144 of mothers ,although salt 
was added by 93% of mothers to the staple food eaten hy the rest of the flamilv. In a univari­
ate analysis. addingi salt to the bou illie was the strongest protective factor again st dehvdration 
(odds ratio 0.22. 95% confidence intervals 0.()7-0.72). Use of sugar sailsoltion (odds ratio 
0.33. 95cf colfidence intervals 0. 17-0.64) an11d use of antimicrobial drugs (odds ratio 0.30. 

9 5%C confidence iniervals 0. 16-0.58) were also protective. No other risk factors inlluding ae. 
duration of diarrhea, use of any specific traditional lid . or breastfeedi ng was associated with 
or protective agailist dehydration. 

The second study ,wIsa clinical trial comparing three hydration solutions for inlanageient 
of tion-dehydrated children who caie to a health center because of diarrhea. The three solu­
tions were ORS. a iaize-based gruel with added salt, and a maize-based gLIel without added 
salt. Children were followed daily through tile episode of diarrhea and at 7. 14. and 2 1days 
after enrolilent . Chidren were weiglhed at each visit, and mothers were given additional 
solutiotn to giv'e to the child dlriig the episode of diarrhea. Children who were giveti each of 
the three solLit ions were compared for percentage weight loss duilgI tle episode of diarrhea. 
for nubnier of stools per day after enrollinenit, for durat ion of diarrhea, and for weight gain 21 
days after enirollIment in the sILILIV. Six hundred six children betweeii 4 and 36 nonths old 
were eirolled in the study, although data from onrly 435 clildren have been computerized anLI 
were available for analysis. The three groups of childreni assigned to Caci of tile fluids were 
comparahle in terns of age. proportion with malnutritio1. number of diVs of diarrhlea before 
enrollment. and sex. The mean durat ioni f1diarrhiea atter enrollIIlent did 1ot differ between the 
three groLIps of. children. Chil IdrenassiLNIed to ORS )r bot illie with silt gaiied signifi­
cantIv miore weivhit than children assigned to bonillie withOuL silt. The difference btx,veen the 
ORS groLIp and the boLlillie With salt groLIp was not sign ificantly different. 
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Distribution d'Age-Etude sur la
 
Prise en Charge des Cas h Domicile
 

R6publique Centrafricaine, 1990
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Moins de la nioiti des enlanis atteints d' acc s diarrhciques ont c1c trailds en dehors de Ia 
nison . SeuClent I I / des m1ties ont dclari donner plus ie liquides "ileurs enhl'nts pendant 
les acccS diarrhiques, bien que 34 , des mi&es o1 dch6CIr leUr adnijistrer ies "traite­
menlts spcIciaux'" core Ia diarr e. Ceux-ci englobaient des SRO. des antimicrobiens et des 
reindes traditionnels. 2014 des maeS ont d&cilar donner "'desl iquiides sf)6ciaux" contre I 
di arrht6e q iii eneglobaient de 'eau . de la SSS et des infusions. Se ulenIent 1411e out ddcilr6 ajotu­
tel (iLI sel au bon illies. les liqu ides de sevrae donncis aux enfants Lie moins tie deux ans. bien 
que 931.; des nires ajoultienlt dIi sel clans lia nourriuttre dII reste Lie la finlille. Dans tine 
analyse it ure variahle. I'adjonction de sel I it hoLt illie s'est r&v6le tre le adeur ie protec­
tion IC pilis puiissant contre hi dshvdratalion (WlaXi de prohahbihIlit 0.22, intervalles tie coifiance 
9W4 0,07-0.72). L'emploi tie soi cition salt6e sticre (Laix de probabililt 0,33. intervalles tie 
coni'lance 95(' 0. I7-0.64) et LIa*It ipltid icues (laux ie prohahilit6 0.30. intervalles tie conhliance 
95 , 0. 16-(,58) assLIrait edalenielt Liiie certaiie protection. Atictiii autre facteir. tel tilue 
I'fige, li dIr6ie h.e diarrhte. I'empoi dLfti liqtiide traditionnel sp6Cifique on I'allaiteineit, na 
pi tie deiontre coiline 6tant associ I lhicdshVdratatiOi Otu protegeanl contre hi dishydra­
latioi. 

La deuixi ine etude consi sta it eii till essai cliclimue coiparant I'efficacit(5 tie trois solutions de 
rhvdratatioii adniii strijes aix enflants non dcshvdratds qcm i se rendtien ii tin centre de sanki 
potir tiie diarrtle. II s'apissait de SRO. d'utn .ruau de Iais sal,, et d'tin grmacm tie mas sans 
sel. On a stIivi les entfints cItlotidiennement pelldint Mtite hi Itirce ties accis diarrhilUes et 7. 
14 e 2 I jotirs aprs leur enroleieit clns I'ttle. A chaqume vi sile. les eiilants etaient pests 
et les nires recevaienl tie rat ion stippl6eietaire tie fiqcm ide tui 'elles devaienm donner i leurs 
enainlts pendant I'accs tie diarrh e. On a compare ies en flints traits i\ec ces trois solt­
tions selon les critires su ivanls: poUrcentage tie perte ponchirale pendant I'acc~s de diarrhde, 
noinhre tie selles par jour apr1.s I'enrolenliet . titiree tie hi diarrhce et gai i tLie poids 21 JotIrs 
aprbs le d(Mhi1 tie I' LtCde. Six-cents enfants entre 4 e 35 uois out ite reteis potir I1iude: les 
cIonnees inforinati s&e, et disponibles pour I'analyse ne coLIvraienit cependant citie 435 de ces 
eniiints. Les trols grciMpesCi enfanits ttdis presentaieilt les I1n111es caraclrisIties citI poilit tie 
vUe ige. degr ie inaiUttritiom. 1o111re cie jOtirs cie liarrhle avant I'erirolenenit et sexe. La 
tlce movenne cie !a diirrhde apris I'enrlemneiit tait li inmine potmi les trois gr uipes. Le gain de 

phiu ILevi chez cetix Lii avaieit pis tie 
cetix tli 'iavaient pas tie sei lans leter oi ill ie. Oil ii*a pasINIot tLie gramile difireice entre le 
groutpe SRO et le grouie aVnt pris tie I hotiuillie avec sel. 

poids ttait netle nt i I homillie avec sel Itlie chez 
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Duration of Diarrhea and Mean Weight Gain 

Home Fluid Study, CAR 

Characteristic ORS B*with salt B* no salt p-value 

Mean duration of diarrhea (s.d.) 1.9 (1.3) 1.8 (1.3) 1.7 (1.2) .19 

Mean weight gain at 21 days (s.d) 252 (440) 201 (448) 88 (461) .01 
B bouille-traditional weaning broth 

For the first two days after enrollment, the averaoe number of stools was greatest for 

children given ORS and lowest for children iiven boui llie without salt. No differences were 
found after the first two days. 

Average Number of Stools During Study Period
 
Central African Republic, Mar-June 90
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Day After Study 
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Children given ORS had the smallest average degree of dehydration after leaving the Oral 
Rehydration Therapy Unit (ORTU). 

Mean Percent Change in Body Weight
 
By Type of Rehydration Fluid
 

Central African Republic, Mar-June 90
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Dur6e de la Diarrh6e et Prise de Poids Moyenne 

Etude sur les Liquides Administres a Domicile, RCA 

Caracteristiques SRO B* avec sel B* sans sel p-valeur 

Dur6e moyenne de la 
diarrhee (s.d.) 1.9 (1.3) 1.8 (1.3) 1.7 (1.2) .19 

Prise de poids moyenne 
A21 jours (s.d) 252 (440) 201 (448) 88 (461) .01
 

bouillie-aliment liquide traditionnel de sevrage
 

Pendant les IeLx premiers jours .suivant I'enr61einent. le nombre moven de selles 6tait plus 
61ev' chez Ies Cenfants qui prerient des SRO et rnois 61Cv6 chez ceux qui prenaient de la bouil­
lie sal6e. Aucune difftrence ne subsistait apr s les deux premiers jOurs. 

Moyennes de Selles au Cours
 
de I'Etude
 

Republique Centrafricaine, mars-juin 90
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Les enfants traites par les SRO pri~sentaient le degr6 moven de d6shydratation le plus fai­
ble a leur sortie de I'unit6 iethrapie de r6hydratation oralc (UTRO). 

Variation Moyenne en Pourcentage du
 
Poids et de Liquide de Rehydratation
 

R6publique Centrafricaine, mars-juin 90
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Lessons Learned 
These two studies suggest that tile presence of salt isimportant in a hole fluid used for 

preventing dehydration. However, neither study addressed tile issues of availability or accept­
ability of specific home fluids to maintain hydration status in children with diarrhea. 

Recommendations for Home Case Management of Diarrhea 
National CDD prograls shuuld have specific home case manaelnent recoi1nnicdat ions. 

The data trom the two studies reported above addressed somle but 10t all issues in hone case 
management. It is not possible to develop specif'ic recommendations thilat will deal with every 
circLmlStalce aIprogramll ilallManager may'face. llowever. tile issues Confron1ting programtll 
maniaers can he summnarized Isfollows: 

I 	Discourage certain fluids: 
a. Fluids with hilI sugcar contents, such as commercially available soft drinks. (Tile high 

osllotic COncetritionI of these sOlLtiOlS can aggravate diarrhea 
b. 	Fluids with purgati ve characteristics, such as some types of teas. 
c. 	Diluted weaninglfotods. (Mothers may consider these solutions a substitute for continu­

ing nutritional suppOrt). 

2. 	Emphasize nuL sLIpport di 1ng diarrhea:tritionaIl 
a. 	 ContinLue to breastl ed during dianhea. 
b.Do not withhold food Ir"oillchildren \x ith diarrhea. 
c.After the episode of diarrhea has resolved. give extra feediligs to comlpensate for nutri­

tional conseIluenccs of anorexia and catabolic losses durng diarrhea. 

3. 	Guidelines for referral to a health facility: 
a. 	Mothers slouLld be taught signs aind symptomS thal indicate tile need for health worker 

assessment. 
b. 	Mothers should recognize that dehydration. dysentery. or fever in a child with diar­

rhea require more thin homrie case managerllent. 

4. 	Decisions regarding speciftic f1luifs to promote: 
a. 	Whether each country program shol fd develop a list of approved fIluLids or develop spe­

cial recipes for fluid.s to le ciVen durin, diarrhea is controversial. Issues to consider 
incILILe availability. safety, acceptability( li id. ORS iseficy of (he proposed fIlt 
probably tile ideal home fI1lid 'romn the standpoint of efficacy, but is not universally
available and is clearly not necessary to prevenl dehydration for most eliisodes of 

diarrhea. 
b. 	Promoting specilfic recipes for treatment of diarrhea runs the risk of repeating tile prob­

lemls toulid with SSS: i.e., safety and consislel availailit yof ingredients. Appropriate 
f'luids will vary with locality. However, clean. plain wvater can always le recom­

elnded. 

Whatever solLIion is chosen for homle case inanagement of diarrhea. more flUid should be 
given Luing an eIisoIe of diarrhea tIle A lhome fluid p'licy isthan in absence of diarrhea. 
onIly one element of iholmle case ilalinagenient policy for diarrhea: other necessary elements 
of acomplete policy arC ouLtlineld ab1OVC and incltude discoutraging inlapprop'iate fluids. 
recomnmending nuL.tritional sLlpport, and referringi children with complicated diarrhea. 
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Legons Tirees 
Ces deux tuLtdcs stt.gLIrCnt qu 'ilCst important d'ajouter dII sel auX preparations Iiluides fui­

teS ,Ia iison IpOLur hI prevention deIa td.shydratat ion. Toftflois. aucun Lile cesitedes ni'a 
tbortt Ic problime Lie Ia disponihilit Ct ieI'accCptabil it3 tie liluitles spcif*iques. 

Recommandations pour la Prise en Charge ADomicile des Cas de Diarrh6e 
Les programmes nationaux ieLNID doivent engloher ties recom11naitiorIs Spl)cifiques 

rehtives "Ihi prise en Charge i dlomiilc Lies cas tie LiarrhTe. Les dounnes 611111ntt Lies deiuX itn­
dies rapportes ci-dessus lie rpoudent pias iI tottes es questiOtns Lants ce doitcine. I1est 
impossible d 'tlaIrher Lies specifiqlues suscept ibles Lie l acunrecoinnandations rp1on're i c"I ies 
cas particuliers aUxLels les dirctleurs tie programmes deVrout 1*m'ire face. NOtus i)Otl\O'ns toil­
tefois rdsun cr coinine suit ICs recoin niandt ions genraleinent applicables: 

ID.Dcorager I'emiloi Lie cerlains liqluides: 
a. 	 Les litLIides teIs title sucres 1101 alcoolist'ortement sicres. les hoissons 0 iisponibles 

dalls le commerce. (Li concentrltion osmotitue 61ev\de deces solut ions pent ',T,,,'­
ver 	hiL diarrhlie 

b. 	 Les liquidcs a\vant des prmp1ridt s u),1,tives. lels LlUe certains types d'iitfusions. 
c. 	 Les ailiments de sLi rae diluds. (Les me1rcs ristuent tie rempllacer I'ali mentation de Iclur 

cltlnt pas ces solutions.) 

2. 	 Insister si l'imlportance tie I'alinentation ies enfauts diarrhiqeCs: 
a. 	 Coitini,,r I'allaiteint pendant litdiarrhe. 
c. 	 Ne pats pri ver de norritulre les enfIants atteiits tie diarrhee. 
ci. 	 Une l is I'acC&s tie ci arrhce uri. dnner des rations :inentaires suppleinentairCs 

pour comienser les efiets de I'anorexie et ies pertes cataboliques assocides Liit 
diarrhe. 

3. 	 Directives )our I'orientation vers un etahlisseient de santO: 
a. 	 Apprendre aIx ires Ireconnaitre les signies ct syilIptoifles clIii inditjUent lhtnecessit, 

Lie ire \'vainer I'enfant pIr ti agent cic santO. 
mnres le traitement 


sant en cas cie deshVdralation. tie tlivsenterie otn tie li6evre.
 

b. 	 Les doi vent sa\'oir title itIdouicile tie liciiarrhe n'est pas suffi­

4. 	 icisions concernant les Iitluidcs Spt6cifitLqLes i 1prillotivoir: 
a. L'thiboration par Ic pLrogratmme national c'une list tie Iiquides upproL\'e on i crea­

ion tLie recettes speciales tie sol iiitions i atiinii strer pendanlit hi diarrhe sont su jets it 
l'a I'acceptahilitcontroverse. Ii s'a.it iterhi dispoinibilit. hi s&ctcuit6. et 

I'efficacitc ies icliides proposCs. Les SRO sont prmbahlenient hi solLit ion cle traitement 
i domicile iaiC Lii point cie vuc tie I'efiicacitt mai s ilsne sot pits disponibles par­
tout et LI i'dvidence pas indispensables IoLII prven i r hitddshytratation dins i pilupart 
cies 	cis ie diarrhi1e. 

b. 	 La promotiotn tie recettes sp)ci liques IOtir ie traiteicent tie lt diarrh@ risciue tie poser 
Ic niie 10robh)n1C titlelhsolit0ion SSS: scuri t1 etidispouibilitc ties iilredients. Tel 
on tel sent pins roSprie I'cntdroit. toLIoursiliic oLmolms appIII scion On pent toIItefois 
reconmanciler i administration tl'eIui proplre. setle. 

Quelle tite soilthitsolution choisie pour hi prise en charge IItloliciile ties cas tie diarrhce, il 
est ilni.ru"ttii tie ioniier ils tie ittlidces pentiu ,I tiln'cn I'absei-ne tiCaC&S tie di arru'h 

diarrkhe. Luidinistrtiol tel itilitie 'est title ties aspects cI'Lne politictle tie
ti tI tel l'tlin 

traitement LItdomiciie tie litdiarrhe clcIi tioit englober. tel titie inentionne ci-dessiis. hi sup­
pression ties liciides non appropries. ti appo1rt uniritioninel atldntat el l'orientation vers ti
 
centre de sailto ell tSLie complications.
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EVALUATION OF CASE MANAGEMENT TRAINING 
Tile CCCD Project has encouraged the develfNpment otfdiarrhea trainin, uIn its (DTUs)as a 

strategy ori inproving tile case ninac1enent lO"diarheal in children. DTUs have been estab­
lislled in Zaire (1986). Lesotho (1987). 13urundi (1988). C6te d'lvoire (1989). Swaziland 
(1989). and inl Cenltra! "'raiiinein a decelltrailied lo rm tile African Republic (1989). incluIdes 
both dhictic and skill-bih1iId in.exercises. \ith an enmpIhatsis On tile supervi sed practtice of case 
management. Tile trainine, alsO inlcludes basic .uijelines on how to establishol o rehydrattion 
therapy corners f'i otdiarrhea at facilities where tile 'are based. In 19()). the need•treatmnent 
for l )ractical gui.el for the evaluation 0f DI Us \wS identified. The .goal of, this activitv was
 
to assist DTU fmnatn.el'S and NIO-I oflicials inl DTU activities. assessing their
monitoriuc 
ilpact. and tusilg tile LtU to improve their program')s. includesresultin..g The e\'tlultion l n)tI.)cOl 

two components: I an assessment of the DTU's curricuh nld trainLin ourSe. antd 2)a field
 
assessment ol' the Impact oi tile trallin ol the ca.ie imna1l.ellenit ol childreln Wiihl dihella.
 
Both comlponents were field tested in collor0ation wkith tile Swaziland NIGH.
 

Triaiin, C -se Revtie'. File protocol IOr tile trainin uCcourse iISsessmlelt incIuodes five coin­
polients desi.led t le carried omIt in con.iunction with an actual training workshop. The five 
components are: re 2) observlioIS o'f didahticI) record iew: hotlIl sessiollS ad skills-traihiiic 
activilies: 3)review of trailiinc. laterials: 4)structured evaluationl of tie x.,orksllop by tile 
tiadiners: and 5)participants" assessment of the workshop. 
IlSwaziland. all Iyive Coornttenits of' the protocol were revised and admiiii[stered. File spe­

cific f'ind itics of tlie assessmnent were laLrcely consistent with those of other traillinc evaluations: 

" 	Trainincoobjectives in terms of t le Illnmer of 'orkshops held and tile to tal nUnilber of' di -

Vidtials trained had beeii achieved.
 

* 	 Both trainers and particil ants Stliported the lectuire Method followed by initensive skill traini­
in.- but identified a, need for fturther "'trainiii oh* trainers" in participatory trainiil­
techniques. 

A highI proportion of' participants trained in 1990 (W,8/) had job descriptions that iiiluded 
the case management of diarrhea illchildren belore they attended the course. Withiout spec­
ified criteria for participamts. this high propolrtiOii is not assured and criteria for selecting 
farticipatlnts shoId be spec ilied. 

" 	There were olten not e.Ogh dehvyh'ated Children admitted for care at tile DTU to allow stiI'­
licient practice of case management skills ly ill course participants. 

* 	 Tests administered at tie completion of tlie CoUrse tested knowvledge and not skills. 

lield ..s.s.exsmw of T,ii,+ Course. The protocol [Or assessing tile imfpact of tile DTU train­
on case 

checklist: 2) exit interv ie\ w'ith tile child's caretaker: 3) inventory of eqLilpment and supplies 
available at the facility: and 4) interview with tile health worker who had participated in lhe 
DTU training. In ahdditionl. 11r-C bLr selecting a sample. trainiig tile 

ill.g tile (t.atlitv, o'diarrlea tnageienieit incltIdes four ilstrunlents: I ) observ'atiotn 

simple instructions aire 'idled 
observers and interviewkers. ainaI.lyzing the data. and presenting the restlts to health nianac1,w­
ers and Niinistirv olficials. In S,,azilland. 45 health personnel Who had Iparticifated inl the DTU 
traininii il 199()and 'lho wvere providing clinical care to children With diarrhet wx'ere ran­
domly selected fOr puticipatiom in the evaltiation . Tfhe sanple wxas stratil'ied to ensture adequate 
representation lor the f'otir levels of' health facilities lrom which participants were draWrn. 
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EVALUATION DE LA FORMATION A LA PRISE EN CHARGE DES CAS 
Le projet CCCD a encOtiaI5 le Vdveloppemlent d'LinittSs le forIation a traiteimenl ieII 

diarrhe (UFTD) afin d'ame1liorer la prise en charge Lies enlIants diarrh1iques. Des UFTD ont 
6t56tablies aI Zaire (1986). au Lesotho (1987), al BLIrundI (I1988). en R pUbliqiLe 
centrafricaine (1989) et en Cte d'lvoire (I 989). La formation inCluI ties exercices didact iqies 
c 	des exercices pratiquLes. une grande partic duioiLirsItant consacrce -I liprise en charge tie 
cas soIs supervision. La formation eng lobe hgalement ies directives Lie base stir l'ilablisse­
lenit iecoins iethllral)ie Lie rThVdratation orale pourle tlrailtelenl de hi diarrh~e dhins les 

formations sanitaires. Eli 1990, ils'eSt Iv&i6 nticessaiie tie crer tin gu1iide pratiqLle polr I ­
[tliltion des UF1'D. Le bui tie ce guideLttait d'aider les direcLeurs d' UFTD el officiers 
nministiSriels "iSlr'eilleir les aciv itiSs des UiED. "ien t6vihtier I'ilnipacit et "iexploiter les don­
noes recleillies pouir i1ntiiorer leurs programiiimes. Le protocole d ',vaiiuatiioil engobe delX 
6h61e1tlls: I )II'c1valiat ion di stLe offert thins les UFTD et 
2)1'tvaiuaion stir le terrain Lie I'impact iela format ion dispens&e. Ces deux composanles ont 
6tt proLIVeeS stir IC lerraiiin ell collhiboration avec le MSP (iti Swaziland. 

Eluation d .sta,cd'efrn'arion. Le protocole d' Va iitlion dII stage tie formation englobe 
ci ni COMposaintes i appliIier dasl e cadre tidLin atelier ieformation. Ce son: I ) eXalllen ies 
archives: 2) ohservations ies sessions diiliqtics et ties aciivitls prali(itis: 3)exaimen ties 
matriaix tie formation: 4)e:valliation striicturtie tie l'atelier par les fornmatears: el 5) 1valitioin 
tie I'atelier par les participants. 

ALI SWilzilantd, Ies cinqI conposiiieS dL proltocole ont tlt revues et IppilitlLes. Les rsuIIltits 
de I'vaitiion coIrrespotniienl polrI 111plupart Ceiix d'iilres Istie prograinmes tieval talllio 
fornlatiion: 

* 	 Les objectiis tIti cotirs tie f'ormaion dII p)int tie \'tie tiLI noinbre ti'atel iers offerts et ItI nonm­
bre total tie personnes formines ont 6t rt~ailiss. 

" Les formateurs et les participants ont approuvt lht coirs theoritie sLiivi d'utne for­foriule til 
mation pratique intensive. inais ont identifit le besoin tie former iavanitage les formlatLeurs 
atIX techniques de participation. 

" 	 Un potircentage lfolmllleve ties participants lS ell 1990 (8; ) occLpaient ties postes Lli enlo­
baient hi prise en charge ti'en fants diiarrhdiuIIies avant d'assister tILI En I'absence tieCoors. 
crit&res spec iiues tie stelection. ili'est pas certain itle cC soit totijotii's le cas: ilfaitirail 
donc Citablir des criteres potlr liselection ties participants. 

* 	 Trop peti d'enflants dt~sllvdrattls ont t admis thins les UI-'TD poLr pernletlre ii tOLS les parlic­
ipants dii cOi'S ies'eltriler "i liprise en charge tie cas. 

• Les exaiienisatiStI'6S "Ihi fin tii Coolrs testaient les connaissances et non i coipetence 
des participants. 

Evaluation suiI terrain do stage lefi'rmation. Le prolocole d'valtiation tie I'ilpact titi 
stage UFTD stir hi tialitt5 tie hi prise en charge ties cas die diarrhe englobe uitialre coin­
posantes: i ) lisle tie coinltiole: 2) enlrevLle tie sortie avec hi personne ayan hi garde tie l'ellflanl: 
3) inventaire tie I'eqiL ipelnent el ties fotiilitLies dispon ibIes ILti 4)entrevile a\'eccentre: et 
I'agent tie santt avant particil) ati stage JF'D. II comprentd egalenient tie inpiles instirLictiols 
sur hi si~lection d'LIn 1chantih0hi foiration ties observatetlrs el ties inlerViewers. I'analvsen, 
ties donnees et hi pirsenwaion ties restlitats aMtiX direcltlrs ties celitres et officiers iinnlisltriels. ALI 
Swaziland, 45 iinits tie salt qtii avalent particip5 ati stlgeLTFTD ell 1990 et qui atiminis­
traien ties siiins clinituies altiX eillils atleinls tie diarrhle olt etc choisis ai hiisirdi pOtlIr lpailicipelr 
,1I'1aia1i0ioi. Lors tie hi s&lcion on i pris soil tie s'asstirer Ltile les tnailre niveaiix tie for­
mat ions sani taires ti'oii prIovenaient les participanlts taiuent adetlameitent represenites. 
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Health workers trained in the Swaziland DTU were found to deliver high quality care based 
on the observation protocol. As shown in the figures on the next page, both the assessment of 
dehydration among children with diarrhea and the administration of oral rehydration solu­
tion were performed correctly by almost all workers. As in other countries where similar 
assessments have been carried out, education of the child's caretaker was often over­
looked by the health workers, resulting in inadequate levels of knowledge about home case 
management. 

Education of Mothers About Diarrhea
 
By Trained Health Workers
 

Swaziland, 1991
 
% of Health Workers Who Advise Mother
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Assessment of Dehydration by Trained Health Workers
 

Swaziland, 1991
 

%of Health Workers Assessing
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80 

......... :::....
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40-. 

20- J 

.. ....... .:
0. 

Temperature Sunken Sunken Skin Pinch Drowsiness Thirst 

Fontanelle Eyes 

35 health workers in 20 facilities 

Thle availability of' the eqjuipmenC~t and Supplies needed to provide appropriate care was 
higher inl Swaziland than11 inl Many Other cou~ntries. In all but three of' the 23 health faciIi ties vis­
ited all necessary materials were available in a designated "oral rehydration therapy'' 
corner. 
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Solon les crit&es dI protocole d'observation. les soiis displenses par les agents de sant6 forin6s 
dants les UFFD dII Swaziland ,taient tie haute qilal it6. Comme Iliontre le graphique tie Ia 
page sttivante. I',evaltation de 1a dsyLIdratation chez les enlf'ans atteints de diarrhtt1e et I'adii­
nistration Lie solution Lie rhvd-atation taiellt efedlcItu&s correctcnlent par i)resLlUe tOus ls 
agents tie sant6. Commt' tins ICs autrcs pays Oil des 0vaIuations semblahles ont t eU' ctCutes. 
les atienls de s1nt6 i'accordaient pas sotivent stiflisaininent d 'attention "iI'tluctttion6 sali­
taire des persoinnes charg6es de Iagarde des enlfants. d'oii le ianqle de coinp36tence ies mres/ 
eardiennes darns Ic domaine dII tra itement "IdonI icile de It diarrhSe. 

Education des Meres sur [a Diarrhde par
 
des Agents de Sant6 Formes
 

Swaziland, 1991
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Swaziland, 1991
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Continued Development of the DTU Evaluation Guidelines 
This first field test provided important information about tile utility of the evaluation guide­

lines, including tile need for: 

* 	 simplified procedures for the field assessment; 

* 	 assessment of participants' case management skills at the end of the training; 

" 	linking the training program With the logistics support system and the supervisory system: 

* 	 improved instruments for participant assessment of the course: and 

" 	more detailed guidelines for interpreting the data generated by the protocols and ensuring 
that they are Used effectively to improve the operations of the DTU. 

These revisions are currently underway, and tile revised protocol will be tested in collabora­
tion with the MOH in CYte d'lvoire in January of 1992. A final set of Iuidelines will be 
available for adaptation to individual country needs by April 1992. A comprehensive 
national CDD evaluation should include review of the logistics system. supervision and coin­
reunity acceptance. and itilization of the services. 

DYSENTERY IN BURUNDI 

Oral rehydration therapy (ORT) for diarrhea has been the principal focus for Diarrheal Dis­
ease Control programs throughout the world. As national programs have made ORT more 
accessible, tie proportion of deaths from diarrhea not preventable by ORS has grown - prom­
inent among causes of these deaths is dysentery. This phenonenon has been best documented in 
Bangladesh where ORT programs have had the longest history, but it Will inevitably occur 
elsewhere. In CCCD countries in Africa. data fron Diarrhea Training Units (DTUs) show that 
between 5 and 1(1W4 of diarrhea cases are bloody. 

In contrast to the typical 5-I01'1 proportion of' bloody diarrhea cases reported from DTUs, epi­
demics of bloody diarrhea caused by Shiyelht dvsenteriae type I have been reported from 
Central Africa. In Birundi. seasonal epidemics of dysentery have occLirred over the last 10 years. 
These epidemics are concentrated in the central highland region of BirLindi, althotugh the 
intensity of transmission in a particLilar locat ion, as ascertained throLgll morbidity reporting from 
health centers, has shown great variation from year to year. 

Reported Cases of Dysentery 
Burundi, Feb 1987-July 1989 

Districts 
Cases Muramvya 

1000 
Muyinga 

800 	 Ruyigi 

/ •~ 	 .,... Gitega 

400 	 / 

Vi \ 

200 '-."\"-	 /. . / " "\ '.'0 

i -,' -- r I I I I I I I I I 

Feb Apr Jun Aug Oct Dec Feb Apr Jun Aug Oct Dec Feb Apr Jun 

1987 1988 	 1989
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Revision des Directives d'Evaluation des UFTD 
Ce premier essai sur le terrain a fourni des renseignenments importants sur I'utilit6 des direc­

tives d'6valuation et mis en evidence les besoins suivants: 

* 	simplifier les procedures d'tvaluation stir le terrain: 

* 	evaluer la conipetence des participants iihi fin du stage: 

* assurer la liaison entre le stage et les syst mes iesoutien Iogistique et de stipervision; 

" amt~liorer les documents utilisis par les participants pour ,valuier le stage: et 

" 	l'ournir des directives plus di~tailkes pour interprder les donnSes recuCillies iucoirs ie1Nva­
luation et s'assurer qu'elles sont exploites efficacement afin d'ameliorer le fonctionnement 
des UFTD. 

Ces revisions sont en cours et le protocole rdvis sera mis -i I'essai en collaboration avec le 
MSP de liCCte d'lvoire en janvier 1992. Les directives seront finalistes en avril 1992 est 
mises illlidisposition des divers pays qui pourront les adopter ileurs propres besoins. Pour 
tre comple,te Ie'valuation ies programmes nationaix ieLMD dol englober tine trude 
duisystime de logislique. dI sys'lme de supervision, tie l'acceptabilit6 Lies programmes par 
i commtinatite et ieI'exploitation ies services offerts. 

DYSENTERIE AU BURUNDI 

Dans le monde entier. les programmes de lutte contre les maladies diarrhiques ont concentr5 
leurs efforts stir lithiSrapie de r hydratation orale (TRO) des cas diarrhkilues. Depuis qie les 
programmes nationaix ont t lhi lIaflacilit6 I'accbs TRO proportion de dces dt,s "Ides diarrhSes 
lie potIvant pas tre prvenues par le SRO a atigment: tine grande paride Lices deces sont 
attribuables itlhdysenterie. Ce piehnomniie a t Itil5t observe stirtout Bangladesh oi les program­
ines de TRO existent depuis plus longtemps qu ailIleurs. mais il est appel5 "ise manilfester 
in~vitahlement danls dautres regions. Dans les pays africains memhres di CCCD. les donnees 
recLieillies par les UFTD indiquent qtie dans 5 4 14IW¢4 des cas, les diarrh,,es soul ies dia.ir­
rhes sanglantes. 

Si ICpotircentage Lie cas tie diarrhe sanelante indiqut5 par les UFTD est en g6ntial de 5 'i 
10/t . on ies i pid miies Lie diarrhSe sanglante c/v.enwrih I en Afiri­a rapporte ities LiSi.5"IvCII 
qtie centrale. Au Burtmndi. ies tSpidliiies saisonmires de dysenterie se soul prodtuites ces dix 
derni,&es anmes. Ces $pidnies sont concentr6es dans li rtgionl ties tlauts plateaux centraux dI 
Burundi. bien tjue I imnensit maxi mim tie Ia transmission lotiOurs a.ltim ene se trotuve pas mnl 
endroit, comme le montre les donnes de morbidite fOtiruies par les cenitres iesant&. 

Cas de Dysenterie Rapportes
 
au Burundi, f6vrier 1987-juillet 1989
 

Districts
Gas 	 Murarnvya 
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800 -	 Ruyigi 
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The Burundi NIOH and CCCD collaborated oii a stutd' of tbloods' diarrhea in November 1990. 
The objectives of the sttlid\ were to determ inve the Catises of bloody diarrhea in tile Cellti'l 

highland area of Burundi and 1t characterize patterns Of antimicrobial resistance to bacterial 
causes of dysenltlry. Based On the vIliitlber of cases of hhOdV diarrhea detected throtlih acti ve 
surveillance in Sepltember and Octolber. six lealth centers \\Crc chosen to0 Ser', as stud\ sites. 
All persons comin.g to these health centers x ith bloody diatrrhea during a fnr-x\xCek iperiod in 

the stuid . Data ciilected n l persons enroled inNovember were liible for enroll mcltii 

the study included delLIiCrahlic characteristics. history of file current illness. aid fividines 
from physical e.\aiiiiation. Stool ',pciIiens eel-c collected ill the fi,.d and cullrCdin Bujuinl­
bura. One IlvIdrCd Cigh, xcrc cnn iltile studv. Ninetv-tour patients (53(iltv-iliie perso-ns Cld 
were male. avil ages raLIged froi 6 nt this to 85 year,. Shi, il/a dv.wi'ltriae type I \as 
isolated from 83 patients (441;I and Other Sliigella species x ct'c froni 32 patients (I 7( ;.isolatCd
Persons with .Shit,gelh dh.cucrui t\pe I xxcrc more likely to have a large quanLity t OOd 

in the stool, abdoMila pain. and to havC previously used alantibiotic. cotlipared tt,ratients \ith 
other Shig'lla spiecis. .Shi,el/a dv.sclatrilc t>fP I isolates xCere lighly resistant to all anti­
mrficrobial dru.cs rcoiiieiided for dysentery that aire axailable i) lBurundi. Otiler si.-iella sp'ec:ies 
showed less intevise resistance 1to ant1microhial drnes. 

Number and Percentage of Isolates Resistant to Four Antimicrobials 

Two Shigella Species, Burundi, 1990. 

Shigella Dysenteriae typel Shigella flexneri 
Drug N= 23 (%) N= 24 (%) 
Cotrimoxazole 23 (100) 3 (13) 
Ampicillin 23 o100) 3 (13) 
Nalidixic acid 23 (100) 0 (0) 
Chloramphenicol 23(100) 5(21) 

Entainoeha liistolvtica troolhozoites ere Observed in stools of 7 f 152 patienlts. A sur\vey 
of 20 houseolOIds ill\hich at Icast oneiCeistti had d\senitCrv inl tile flevions three nlionths was 
Coindtcted inl Kibinba dIistrict. Of the 194 persons in tlie 20 lousCholds. 4) had \'seItrv and 
6 had Lied. The ages tOf tihe pe'sitnis \'lit diCL ,ee 35. 5. 2. 1.5 years. ) mivths, anlid 
I (unknow\n). 

These Llata sht i that Shi.il'a CKially .vljti,'/lau,'.ncrim,i type I. arelClIspecies. Cspcf tile major 
cauttscs of tile seasonal eilililc of bhl(odV LliarhCia seen in the ceitral platC, region Of l-3uruidi. 
Anioeba.s xxcrc isolated froni fexx patients aLI are an nlliltirtant cau1se it lvseinterv ii 
Burundi. All agC groups apear to be affectCd and there is a IletI'lV e\CI sex distributioii amo04 
persons seeking health care. Itt'risantimicrobfial resistance stuLcCst that ti1eThe fI cur­
rent treatment stratlcy of using coltriiitta/tole or almpficillin as first line treatiicnt is in+effective 
for most episodCs Of shi ellsis. 

Tle probhlem of maiaeiiie nmlti-rCsistant dvsCitCrv in I3uruni.di is comlplCx and deflis simple 
solutiotns. The N101 I has undertaken several ,tC)S aid is ciisidcring others to bring the 
problem of LI\,sCnterv\ nuder control. Activities inlitiated include: 

http:I3uruni.di


Le MSP ILi13iru.ldi Cl ICCCCD ot CtLic Llle OtUe Str lidiarrhe Sanlantee enlsefllble 
en iMoVeinhreI1 )9. LeindeM avait p)ou ol.jet iedeterminerl es Causs',, tie lhdiarrh e sanclzanle 
dlls lir.c,itill des lauals phteatiX centraux di l3ururdi ci d'identif1er les schtnmas de rt.sis­
taleCe IX alli II icro-,ieIS de, bacldries cauSales de liad\senterie. A liaItiiIlire dII nmb1re de 
cas Lie diarrh saulrilante,.e iCnIs par tiile Siiei laice IIIi1 clCli\ClllelltLe 	senlClllhle i
 
ocl'bre. onl I felnti si.eA\ceiws de satti el hll lqle sues d'alide . To+ics les persnnes'enant
 
conulter ces ceiltles de sankt ptiur tine diarrhie sailelalit tin .111w semai­priode Le quatre 
Ies leildaill IC110i tie mt+xeinhre I+tt\ aiCll ic iler iil'itide. Les dinnels recticeillies stir les 
personnes I'eieLpIpo, r.iCt le', dohma.illeS StliI)tll" l'tide Cotil altS: caI'actiriStitjtieS illo21'ga­

fi.tieiS. alrnanlcSe Lie itlhaladi ci cltLll'ei 	 rtLIltats de lexanIen Dhvittie.l)es ichtiilhtiOs Lie 
selles ontOiN plrlex s ,ur le ierrail et misk 1 iIllUjburii. C'eli Ljkl;tre-\ hlmielu ui 	 lnetil 
]ersOFIlneCS oni OiN ri'etes, poLu1tr cetie doiti1t0tie.ltiatre- ilt-'[LtialtOrle Lie sexe nlaSClilhil

(53Q+ ):la.e des prticiflnts allai de 0 ti:.,it,85ans. hit.c/hlvwiuriu'
SM Ia tN dLiccice dis 
83 1chant ilhuIs de pt ienti(44; ei d't res \aritsd, de .Shi tnn'lhuicsdes dans 32id 
challaillois de palmienis 17;.1. LeS persOIines iniec Spa .I'litlh/ dIvs.Wlt'rilu, I Otaieill plus 
tillnbruses itav\oir heaucmp de ungt dans leirs, selles., it Se lplinudre Lie Ltnlietir", a tljOniia-


ICS el i aoir Lilis de, antilibliLines dans le paSS .ILie
les palients inlteciS par dtlaitres 
variOs de .ShiQ,'/. Les istlis Lie .S/iitl/u d]'v.Sv I iatienit I' l,Ies'riut' fOrteientiiS i ,talS it 1 s 

Incdicaillelits antimlicrohicis reCttril .lOln
IOur li tlyseilterie qili aimenit dispOIlihies ILn
 
lBurulndi. [Y)autres vriti ie .Shi.gc/h 1rlliraeult titne Ilttill.s Lande rOsislance aux
 
lit .
ill Crt bllien 

Nombre et Pourcentage d'lsolats R6sistant A Quatre 
Antimicrobiens Disponibles pour Trailter la Shigellose au Burundi, 1990 

Shigella Dysenteriae typel Shigella tlexneri 
Mdicament N= 23(%) N= 24(%) 
Cotrimoxazole 23 (100) 3 (13)
Ampicillene 23 (100) 3 (13) 
Acide Nalediue 23 (100) 0 ( 0) 
Chloramphenicol 23 (100) 5 (21) 

De , trOih/tOies l".'mthlu hi.%tlit' toilt observt.s dans selles Lie deset les 7 152 
patients. L'rl,.L1tictC stir 2() ilicila.e, L t Lill neinhrc at inOiilS avait eLila Liyel, lteriC ILcours 
des rl', onlt, ir,.cOlilts a ONteiciCtic it.s s Sur les 194 ipersonness ts I i.,strict tie Kibimba. 

ies 2) m r.cilaes. 4 a%aWjent la IJ,,Cteri et el cntaicnt mits. Les perstmines dccies avaienit
 
3. 	5. 2. 1.5 ail ctI9 ii: lae LnC dcntre elies l'a pu treimetific. 

C'e, litlilceN IlIttIII'eIll LItli plidillie, sai.imlibires de diarfie ailalne thscr',es LdIsleS 
la 	r'gi'inl Lie, pl teati\ CeilIINILIX L iltluru idisoIll Lties riIlCpilSl,, il aLi\'ere, \';.ariLiee tcs 
Shig't'//u. ct llartiCliicr i ShiL II( i\l+svt/r'rj I. Lcs aillies tot etN dtecices ietI e s peLl Lie 
paticnills c Ile sc Iubleilt pas .Oter de role ilmlprla dais les &pmdtillie, de .lvseilterie an 
13iirkindi. l.a illaldi Wseillblh tralper toi,, s grItpes di gcect i!v avait atitant Lie persmnlles tic 
ClaLiIC We\e L1tii ,CVelldliCilt ati\ cCilirCe Lie ',an. Les SCiCIIlas Lie rc stlailce alix antiIllicro­
bic ls ,,u.Lr i ll e lati 'iatc1.e Lie tralrillliC t actucile. tliicollSisi 'l Ndil iinliStrCr Liii 
Cttriilloxa/tfl Oi tdici IaillpicillifI, trainlCUnt cIhOix. CSI iICflicaC lcomi,.e Lie 	 dils la hii­
part ie,ca, Lie Shi,lcos. 

le tracilClCill tLies Icntcrics llltIlti-ircSiuAaIHli,altl iBuinsdi CStill prbleile ctIlllIcxe lpour 
IClIUel il n'cxisltC [Is', soitiol sinIpflC. L.e MSPI a ris Itlisictirs illeIres et emlisaze d' llprlil-Lie 
ie L'.trllleS el ie tie parilir 'i colltler cc pr'bicille. Les acti VitMcs sli\altes onltad 

lallCo s itccc ilet: 
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I.A focused health education campaign to promote the use of handwashing to reduce trans­
mission of Shigella: 

2. 	Outconle assessment of persons enrolled in the clinical study: 

3. 	A studv of risk flactors for acquiring dysentery; and 

4. Inclusion of questions about dysentery in a national EPI coverage survey. 

Activities tinder conideraition include: 

I.Changing the national policy for assessment and treatment of dysentery. The current pol­
icy has not been Modified because drugs that imight be effective against Shigella, its 
indicated by in- 'itr,, not available in Burundi and would be prohib­sensitivitv testing, are 
itively expensive. If a new drug to treat dysentery were introduced, it would be 
essential to limIiituse to persons Most at risk of a severe oltcole. Currently. areits there 
insufficient data to predict who will experience a severe outcole. Li nit ing use of a 

dewLrug, \tld reduce its C as n 0f resistance.Mind delay the acIuiSitio 

2. 	Developing an ongoing ant niicrobial resistance surveillance sVstem for Shigella. Such a 
system wtuld alllM p0licV makers to qi ickly identify changes in patterns of resistance. 

The epitleiic nat1tire o dy'senlery in uruLdi has drawn the attention of policy makers. All 
national CDD prograim should proNnte a standard approach to bloody diarrhea including 
pre\'ention. assessment, and treatmlenIt. 
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I. 	Campagne d&Ilucaion sanitaire V'isllt sI)cifiqieIllenl I expliquer qo 'il ieest imporilnt 
Se laver les mains potir rcluire la transmission des Sligeila; 

2. 	Evaluation des personnes enr61es dais I'eMde cliinique: 

3. 	Etude des facteurs Lie risque associks i ha contraction de lidysenterie; et 

4. 	 incorporation tie questions stir I dysenterie darts Line enqute natioie stii hi coLverlture
 
PEV.
 

Les activit,,s suivantes ont tten'isagees: 

I . Modilier Ia polit iqute natinale d1',1ahtito C1tie traitenIent tie lidy'senterie. La politi­
que actueiIC 11'a pas dt,5 inodifite parce title
les nidlicamenlts tiui pourraieot tre efficaces 
contre les Shigella. sWion les rSuliats is essais de sensibilit, in vitro, ne sont pas 
disponihles aILI Burundi et seraient heaucoup trop Coulltetlx . Si tillIlOtiveauMndiC11ii Mt poir 
traiter lidysenterie tait intiroduit. ilserait ilnp ratif 'en r,.server I'emploi aux person­
znes presentant ICpi1lis tie ristjiLes tie complications. Act el lemeni. les Ionnes diisponibles 
ne permettent pas Lie pr& le cscas L ri sqnes %&evElli. linilantni I mplhi ies noLI­
veaix m&licaments. on rdiLlirait galenienlt I apparition m&anisme tie l,,sistance.tiLL 


2. 	Elahorer tin sv'stme perlmanlent tie sLr\eillance tie hiIt aux antimicrohiens tiesnSsistance 
Shigella. Lil tel ssitnie permettrait atix dicidietirs d'idetifier rapidement les clhane­

eients (lii se mani IeseraientiallS le mlanisme tie resistailce. 

La natutre pidi~ikiiqtie tie l iysenteric aLni3 rtldi a attir- Iri'attention ties dLcCideLirs. Tous les 
programmes nat ioaux tie LM D deVriaient proinotivi\'r tine ithode stindIrId tie lulte 
contre Ill e salcianie engohbant prevention. 6'altiation et traiteent.diarrh 
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IMMUNIZATION
 

During 1990. most Africam countries have made progress towa'd aclie%'in their 80% 
immunization coverage targets. Within CCCD. slower progress in the larger cour'ies has 
heavily inflttenced the average coverage. 

DPT 1, Polio 3, and Measles
 
Vaccination Coverage
 

10 CCCD Countries, 1984-1990
 
Percent Coverage­

100" 

80 

60­

40 1111 
20­

1984 1985 1986 1987 1988 1989 1990 

Year 

Li DPT 1 .A Polio 3 1 Measles 

'Vaccination under 1divided by estimated surviving infants 

In countries with f'inctioning surveillance systems enthling! a compaiison of disease trends 
over time, there have also been sustained decreases in disease incidence. 

Measles Incidence in Three
 
CCCD Countries with Surveillance
 

Incidence/100000
2500 

50----/ . ­

501-... . .t. .... . ..r... ..r - - ­-

1982 1983 1984 1985 	 1986 1987 1988 1989 1990
 

Year
 

Swaziland - - Lesotho ----	 Togo 

In 1990-1991. collaborative studiCs andl1 epideIiolog ic Issistance in (he CCCD Project 
locused on three key issues in the further prevent ion of lisease through immuni zat ion. 

1. Reducing missed olpportunities folr vaccination: 
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VACCINATION
 

Durant I'ann&e 1990. Iapluparl des pays africains se sont rapproches de I'objectif tie 80% 
de couverture \,accinale. Dans les pays membres du CCCD. les pogres pltIs lenls rdalisOs par 
les pays plus grands pisent lourdement stir ICpourcentage moyen Cie. 

Couverture Vaccinale DTCoq 1
 
Polio 3 et Rougeole


dans 10 Pays du CCCD, 1984-1990
 

Couverture en %.
100 

80­

60 

1984 1985 1986 1987 1988 1989 1990 
Ann~e 

- DTCoq 1 i Polio 3 1 Rougeole 

Nombre d'enfants vaccines de moins
 
d'un an divise par le nombre de
 
nouveau-nes survivants
 

Dans les pays oi l'existence de svstjlies de surveillanIce a permis d'daudier le mouvement 
des maladies dans le temps, on a note cdalement Une regression dIe l'incidence des maladies. 

Incidence de [a Rougeole 
dans Trois Pays du CCCD 

Incidence pour 100.000
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50---------------- --------------------- , 

50 T ­

1982 1983 1984 1985 1986 1987 1988 1989 1990 

Annie
 

- Swazland - - Lesotho ---- Togo
En 1990-91. les tILudes ellectuIes en collaboration avec Ic projet CCCI) et l'assistance tour­

iie par le CCID danslI dI nai ne pidiniolog iqtie se sonl concenlrees stir trois points 
essentiels tie I'nlilration ie1I1privenion des nlaIaL'ies par liVaccinatin. 

1.R&ddire les oCcas ins maIn1LLecs Lie \'accinaltion: 
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2. 	Vaccinating infants less than 9 months of' age against measles: and 

3. 	 Assessing strategies and programl plans to facilitate progress toward the eradication of 
polio. 

MISSED OPPORTUNITIES FOR IMMUNIZATION 

Background 
The World Health Organization recomnnends that eligible children and women be vaccinated 

whenever they are ill contact with a health facility. and that clildren receive all tile 
vaccinations for which they are eligible each time they are vaccinated. This strategy of avoiding
"'lmissed opportuni ties" for vacci nat ion is considered a sustainable means oh increasing vac­
cination coverage. Baseline stIdies at health ftacilitiCs ill deveh10ping countries hia'e sho\vn that 
one- to two-thirds of children seen at health I facilities miss receiviiin a vacci nat io for which 
they are eligible. 'File decreasing issed for been offi­policy of min opportunities vaccination has 
cially ado)pted in iliost CCCD couLintries. -lowever. experience has shown that it is not Widely 
implemented, aiid thit It is ofteni uiderstood in different ways by health workers who attempt 
to iniplement it. For example, avoiding Missed opportunities is natio nal policy in 13urunidi and 
Togo. Nonetheless. a baseline study for a Missed opportunity intervention trial in Togo (see 
next page) showed thlat clildreii Were vaccinated onily at fixed vacc inat ion sessions. Also, a 
CCCD-supported missed opportunity study at 21 rural health facilities in Burundi showed 
that 8 (3854 ) of the facilities offered vaccinations to chidrei n lv at fixed sessions held three 
times a week or less: ()(43(-) held vacciiatioli sessions every day. bUt vaccinitled only 
children Who came for th1e P rfpose of being 'acci nated: vhile onlv 4 (19'1' ) provided 
vaccinations at every collitct. The missed opportunlitv rates at these three groups of' health facil­
ities were 30(. 2 I. 1 and 15(' . respectively (- iiiissed of)port tlily rate" was defined Is thle 
percentage ,' all children 0-23 niloithis of age seeni at healthi facilities who did not receive an 
imnlun iztion for \l1ich they were eliible). Ministries of Hlealth are more likely to attach 
higher priority to the ilnipleilentation of tile miIssed opport tuitv policV if tile\, know that consis­
tent implementation of the policy \will lead to a substaIItial iicrease in vaccilnation coverage. 
Studies on iiiissed opportunities at heal th facilities do0 not answer tile question of how iucli 
vacci nat ion c ,'.erage cild rise. poteiitially. as a result of avoiding missed op)portunities. because 
they lo 1ot deterninie what proportion of tareet-ae cliildreni and womlen ill the community
are 	seem at health facilities, and whether those who are seen at health facilities wonld be vacci­

iated in the absence of a policy to vaccinate at every contact. T\\,o )olalhtion-based studies. 
carried out itli CCCD assistace, have estinliated tie potenitial increase inI vaccination cover­
age ach0ievable through fuIC implementation of tile policy to vacciiiate at all contacts. 

POTENTIAL INCREASES IN VACCINATION COVERAGE 

Conakry 
Tile first study xvas conducted its part of a 1989 EI coxerage sur'ev ill Conakry. Guineia. 

Amiong 204 childreii 12-23 moitlhs of age with at least I partial record of health famcility visits. 
iieasles 'accination coverage "as 5()4. C 'erage xxOtlid hiaxe increased 14 if there hild 
been no missed opporttIities for tile siiltaneout s tadliilliS lration otf mor01-e thani 01me vatccina­
tion . iid 1314 if there had been no missed oppOrtunities for illlnllunizatiOil It Visits for curative 
care. 
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2. 	Vacciner les enlfants de moins de neuf inois contre IaIr'ougeole: et 

3. 	Evaluer des strat6gies et plans de programmes destines ti favoriser I'6radication de la 
polio. 

OCCASIONS MANQUEES DE VACCINATION 
G6neralit6s 

L'Org;uisation Niondiale iela Sanl recoinnlande que les enfants et les felnnles des grou­
pes cibles soient V'accileS toeics les IOis tlu iIs entrent en contact aveC tin ;.iblissenlent de Sailt 
et que les enlants reqoi vent tous les v;Ccins qui leur sont dtis i clIaque tois ln' iis vielilent 
se faire vacciner. Cette strat6gie. qu i per'met d'&viter les ocCasiolIs maquecs tilvacci naition, est 
coiisidric comme Lithonne mthlode ptour 61arg ir 1a conveiure \'acciitle. Des &tudes ini­
tiales de base r dlises ilnS Lies lorma;.ttiolns stnil tcs ic pays en VOle tLie developpeliilet ont 
nrontre queles occasoiois 11 ILqti&s tLie 	 ietin iiers Les eillsltSvacc inaition toucheni "Idetix 
des grloupes cibles se rendanit dauls les format iols saliiai res. La politiquC visani Li'"r&luire le nom1il­
bre tli'occ.sions mantjU S de vaccination a t+officiellemeit idopIte Lains LIp1 tipari des pNiys 
CCCD.L'exp~rience Itouitefois nonti 'ci Ielle n'est pias aplitie partnot tti Celle Wn'est pts 
totijotrs ilterprete tie hi iie fla-Olr par les agcnis Lie sZnlte tIli csSaiclt d li rnetlrc erl oet­
vre. Cette politiqiue, par exemple. i t1adopte aI 13uruii iLI N imoins. tine ttideci Togo. 
in iti;tle Lie base effecdtin ICcadre ti'Lii essii e ceite polititle an Togol 
(vOir pae stui\ante aIrllte) qie les eni'lts eiaieit vacciies setleinent tirant tics s ilnces de 

tilans 	 i'aplicatio 
l 

vacci nation i date lixe. Urne &tle stir les occaiionhs 1nanqLes parra ine par le CCCD et cOti­
vralt 21 formati ions saniltaires rii'ales ai a tit1nlitr ieces formations13tirundi ntitre huit (38/ ) 
\'acci lnaient Ies en fantS seulement lors ties&irnces tie vacciilat onl offertes trois lois pa.r 
Selllaine oLl liloillS soLIVeli: nenf*(43(' ) offraieilt ties st1ilCeS ieVICCilltio tit itit iCneleS. iils 
Ilevicc inaiic tie ls enlfills tLiui Velaiellt tIc l i i '&tre \'CciI+S: ahors tIle Senlleilleni 
qtlire ( 19"; ) IsSurailenl l vacc inationi ties cinllilits i tOLS ICs CoIttLs. Les atiX d'occasioIns mn­

qtileS pour ces irois groipes tie iorimaiions sanitaires 6laient tie 30(7 . 2 1(4 et 15(14 
respect iveineni (Ie aix ti'occaisions illtlLeS" corre.spondail ZIiaI LIIlCenltagc tie IOLiSieS 
ellfaiis tie 0-23 inois et nt entrs ell coiliact avec Ia fornation ,anitaihe eiII'aant pas iiU le 
Vtccinii ]LIiallrai t dli Ilir &ire adiniiiisU-). Les minist&es die liStillScrlOlt prOblL'iniCI piLs 
encliils ,i accotrder dIavaritle d'ilniportance ,i hi in ise i LIVre tieoen i pol liLitie ti'61iiillation 
ties "'occasiolis lllanutInes" s'ils solit perstitIs titlie I'application i2 OLIIeuse dule telle politi­

tiue pett enuendrer tillccroiSSellCll iinportant tie hi COtliVerItre vaccinale. Les 6tticles 
clTectLits stir icsocIasions manlqtl6eS tiaiis lesformationis saillitaires lieperlmlellellt pis tie titial ­
lifier I'accroi ssenleni tie I COtLIVerlutire vaccinale tuii poLrl'aii &ire associe iI eliiiilaltion ties 
OIccaSiOll.S InniltieS parce tile ics n'iiidititIenI iquiel pOtLirCelitage ties cii';.ints eities fell mes 
tie hi COImtinlllllIllt appartenaNltt ILgroLpe cible se reident tlhins lcs forimations sanitaires et si 
ceIx tli s'y rendeni senaieni vaccines ei I'absence i'tine politi(tiLC tie vaccination li chiatIe con­
tact. DetlX tties effcCiteMs ii eai tic Iaipopti hit iu aivetont 6t ai' I'aide tili CCCD potir 
6vaIlLier I'tigmlentation potlticie tie IiCoLlverture vaccinailc tie I)OUrrait ciieCnncr in ise ciili 

oeuvre .I erantile 6clelle ti'uiic ptolitique visinlt .ivacciner 1itotis cs coitacis. 

AUGMENTATION POTENTIELLE DE LA COUVERTURE VACCINALE 
Conakry 

La prciire 6tidc a t e6tectite "iConakry. en Ginin.e. eni1989, dtaiis le catdre ti'Lue einqtire 
stir hi CiLivertre vaccilnale PEV. Stir lcs 2(4 enfints tie 12 ii23 m10is stir ICsqtlCIs Oti disposait 
de tolnllteCs mlddicailcs CtiLV'Iallt Limons ell partie leirs coIlltacts avec les formatioins san iai­
res. Ihi vaccinale conte IiroutiCole tie 5W(' . El ILIrait aillCnt6 tie I '4cOliVeritire 6tlai si oii 
avail adtliniriStreILX C fiin1s toLis les vaccins iettlis hlrsqti' ilsveniaient se faire vacciner e tie 
13%,si oii les avail vaccin~s Lichatlue iOis tin'iis venaient se Ifaire soigner. 
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Central African Republic 
Central Afrik:an Republic offered the opportunity for atcomprehensive evaluation of poten­

tial impact oi vaccination coverage of avoidilng Missed opportunities. Since all health facility
 
visits rle recorded on the hack of the imn'lnliZatiO calrd, an111
ICcl'Ite assessment of Missed 
opportunities was possible through the collection of both sets of data als part of a nlationl EPI 
coveraZe survev. I-ll applicationl of the missed ol)port.titV policy would have increased coy­
erage with measles vaccine from 5411( to 7614 nationallv. Silniltr increaseS CoUid have been 
achieved in each of the three strat of the s tother urban,. an11d(rvey(lln1ui, rural). However, 
tile potenltial additional .gain achievahle h vaccinatiln at Ill Contacts, as compared to avoiding 
missed opportunities only for tile simultaneous adiniistration of vaccine, was small (2'Z() in 
the rural stratumil InI BM.tngui and other cities. the potential for this additional gain was 814 and 
12%!+, respectively. Irmlfleieltat"ion of the iissed o1)porturit ,strategy would have led to early 
alld sustitailled increases in measles vacci nation coverage. 

Potentially Achievable Measles Coverage
 
Through Elimination of Missed
 

Opportunities, CAR, 1990*
 
Percent Coverage 
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'National vaccination coverage survey. 

Full implenienltaition would lve c0)utriluted a mean of' 74 days of' protection, nationally, 
against leasles milllol clild'en 12-23 montl s of age with health c'ds (85(/ of total). 

Measles Vaccination Coverage in Children 12-23 Months of Age

and Potential Measles Vaccination Coverage IfThere Were
 

No Missed Opportunities

National Immunization Coverage Survey, CAR, 1990.
 

Condition Bangui Other Urban Rural National 
Valid doses on card 730' 5706 480' 54% 

If there had been no missed opportunities 
for the simultaneous administration 
of vaccines 82% 67% 68% 70% 
If there had been no missed opportunities 
(for the simultaneous administration of 
vaccine or at any other contact). 90% 79% 70% 76% 
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Rdpublique centrafricaine 
La RJpuhilique centrafricaine a pernliis Lie rikaliser ule ,1vauatloll complte de I'impact 

potentiel tie I' 1il iinat ion ies occasions ntqLutes sur II coLivertIre vaccinale. Et.nlt dIonn tijLe 
(toIes les "VisiICs failtes aLx forinations samitaires SOIlt consigilLnes .ILd(OS Lie hi clrte ie vl,c-

Cinllation,. Ol a piuI tiluer avec pirecision le noibre d occasions nmntn1Ltes entrlInt danlS les deux 
cate201,ries gerace aux dO:Ines rec.ueillies dalS ICcadre d'uLic eiquet I1tena; l;LI" !a LOtl\.ler-
Ure PEV. Si kI poliiqeO Lc d'iminaiinde,, "'occasions manqLie\, at ,t51 applilu,1e 

intcil.!rleilCit, .Ii convertnrL n e danS Ie ca.> e eolc S tpss eielleCCi a rLil scral tie 54 i 76 
ILtiniVe, di iys e c cCCi pour chacune des troi s zones ttidiLices (13angi, auires zones urali-

Ies Ct zones rurales). "lotelfois.lh di it'ence dII poin dietlie die I',ccroisseInICt ie Ia 
cotiveltire entre hi sirat 1gie tie vacciitionli tontS ies contacIs c celle ie m Itiour ie lit vac­
ciilion 1ors des s6ances de vaccintiIion taii faihle (2" ) darts II zone rurlie. A 13an,,uii et 
dLan1S les itlres vilIus. e potentiel di',tccrOissenen slpplinMentai re at8eigeiit etl 12% 
respectivement. La imise en oeti vre tie I Sitc ie d'cli inination Les "oCCIS olls lllalluLties" 
iflurlit eneendlre till ICCroissenleni1 rapide et SOLtent Lie III COLi\'erltue vacci ile da1ns le CIs Lie lat 
roueole. 

Possible Couverture Vaccinale pour la Rougeole 
en Eliminant les Occasions Ratdes de Vaccination 

RCA, 1990* 
Couverture en % 
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L'alplication intgi te cetlC poIilILe !Iliil aSS11r-6 e. lloVellle. sLir I'ensemble dII 
clt rouilueole chez les enfilants Lie 

tie san6 (85'(%dIi total. 
pays, 74 jolius de pil lect i I IIi 12 L 23 im1ois aVti ties caries 

Couverture Vaccinale par le Vaccin Antirougeoleux des Enfants de 12 a 23
 
Mois et Couverture Vaccinale Possible en Evitant les
 

Occasions de Vaccination ManqueesEnqudte Nationale
 
Sur la Couverture Vacc..ale, RCA, 19S0
 

Autre Region
Condition Bangui Urbaine Rural National 
Doses correctes sur la carte 730% 57% 48% 54% 
Pas d'occasions rnanquee.q
 
pour I'admin. simult. de vaccins 82%o 67% 680% 70%
 
Pas d'occasions manquees de vaccination
 
simultanee ou de vaccination
 
ti chaque contact. 90% 79% 70% 76%
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Tile studies described above produced theoretical increases in coverage obtainable by the strat­
egy of1 vaccinating+ at all opportunities. The studies did not show: 

* 	 what increases in coverage could be achieved in practice with this strategy: 
• 	 whether health workers have the time to implement it 1ulV:
 

how much inmpllemeitat ion of the strategy increases vaccine wastage.
 
To answer these questions, ali intervention trial is being conducted in Togo. 

Togo 
Baseline surveys were conducted in an inervention prefecture ai1d in a control prefecture of 

vaccination coverage in children 0-23 ionth: of ace and women of clhildbeariig ace, and of 
tetanus ant itox in seroprevalence in women o! childbeari ng age. In tile intervention prefecture, 
the policy of avoidiilg imIissed opporttiiiities has been proiiioted throug,,h" 
* 	 training health workers in the ratiial and specific practices for reducing miissed 0pportunities: 
* 	 increasing SUlervision through hiring and support for two field supervisors: and 
* 	 redesigning clinic registers to pro\'ide data to evalunate whether the policy was correctly applied 

to each tarcet-aCe woman and child. 

In the intervention prel'cture. health workers vaccinate all chil dren uinder 2 years of age 
and women of childhearing age who io not bring a vacci nat ion Cald witIi them to the 
health facility (or do not have a record at the health facility) showing that they do not need 
to 	be vaccinated. This policy apfplies to target-age wonien and children who accom­
pany someone else to tlie health facility, its well its to targetace wonien and chidren who 
coiiie to be treated or vaccinated themselves. The imnipact of this intervention on cover­
ace. tetaiLIs anlitox ii seioprevalence. and vaccine wastage is not yet known. However, it 
has been observed that the policy is accepted aid supported by health workers. 

Conclusion 
The CCCD-stLipported studies in Guiniea aid CAR have demonstrated that full implementa­

tion o1fthe missed opportunity policy caii poteitially restIt in major gains in vaccination coverage
although, in some areas. civen cuirrenit healtll facilityi tilization patterns. most of this ain 

may be achieved by avoidingimissed opportuni ities for si mL taieCous vaccination. The 
Intervention trial in Togo has shown that ft11l implenmeitation of the missed opportutin it\ policy 
is acceptable to health workers. The resuIlts of the trial will provide MOHs with data show imig 
what increase in coveraCe can be achieved, in practice. by imnplementatiig the policy. 
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Les dtudes ddcrites ci-dessus ot pernis de s'oi de cornibien ili tait possible en theorie
 
d'augmenter la couverture vaccinmle en 
\accinant les gmroupes cibles 'i tolls les contacts. Elles 
nont pas niontl: 

* 	 de combien la co\'e:ture \accillale aUlinentrlell en prt itle si on aloptaiI inxSerelic siriLineie: 

* 	 si Ies agents Lie la Sate1 aVaient le einllpS dapplituer Cetle strategie intiralenilenil: 

* 	dans qielle mesure la misc en oeuvre de cette strakdgie entrihlait un gaspillae accru de
 
vacciiis.
 

Por roNithe a ces tuestions. Ln essli Lrinter\VentiOn a tc F1Ilelie aIL Toi. o. 

Togo 
ON ml W 

de zone d'aiclion et Itl'itre te zone trii. stIr l cotLiverture vaccinale chez los einflints Lie 0 ai 
23 mois et chez los lemines en ige ie piocrder ainsi tUe sur l s&oprevalence ieIranatoxine 
antilhtanitue tealenienl chez les ernmes en ige tie procrer. Dans ha zone t~moin,
 
Irapplication tie la poliuitlie tdl'dininalion des occasions nanttes a elL enco ir.ge de la fa on
 
suivante:
 

Des enqti les s de bae iNc.s dins deux preleclues. t I une devait servir 

forntlion loiq tie el pratiqtue ties agents tie Ia saii d aux iethodes tie 1Wduciin ties occa­
sions mniquOes: 

* 	 a1i1l6orationtie i sUpervision par Italfeclation et le sotLtien tie ietix sLiperViseLirs slir le terrainii 
et
 

* 	 rernanienient des archives clinii.lUes de ltoii Aipotivoir obtenir des thonnes ti perietten
tNIXvalt.er l boiine appliication tie I politinLe pour chaque fernme et enfant des grotipes 
cibles.
 

Dans la zone ti 	CliO. ies aents tie santtl sont clharges tie Va\c'icr toUs les enifalls en des-
SOLIS tie detix aIs et les femnmes eii Age tie procrer qtii r'aporten iis 1eurLcartecie
 

\accinat ion avec eux au ceitre de sail (Voti poir lesquels IR'tmblissecnt n'a pas tie tos­
sier) pour nittcr q'ils nltpa! s besoin 'atre maccinr5s. Coeic politique <appliqiue aux 
leiiies i lux enflants du nrotpe cieic LUi acCOni1pa, net qelthLi*ltin t'aLitle ai Centre tie 
sato ai usi tui'Ix fenilies et enlantlit du u1i tii viennent ai pourpe eihic centre tie saiitr 
se failre soi.ner oti Vacci ner eLiX-tIdnICs. L'impact tie ceite interventiion Sir hlcotiverttire 
'accinale .h s!armprivalence de I'antitoxine antititaniqtIe cl le gaspillage ties vaccins ri'a 

pas encore 5tt decrnlin .Oii a oLItefois ohsr'5 titie hi polititLl est accepte et stieLntle par 
les agents tie salittt 

Conclusion 
Les Wttites pariindes par Ic C cn Gindec e ec RCA ont dleioiitre ui'ine application 

iitd.rale tic iaptditiUc ti linmination tics occasions iiaitus tait stuscCptille t'cngendrer tin 
accroissenenit important tie hI cotuverlture vacciiable. hien Ltic thins cCIrtaies regiOIns,clant 
tioiiiieIctic'r 'iCxpoitlatiot acILel tics iforlilatiois saliitairs, tine grantdc pactie aoIccrois­ie 

seiiient petl dure rli,, ells'assianml t ttius Ics \vaccins retuis soft atniinislds hrs des 
sdances de \accinaii. Icssai dintcrilenion au logo a mumir que I'applicaliom de la politi­
title t'lilninat io ties occasions maliUes cst accCpte par les agenis tie sateld. Les t'dstIts 

altX MSP tIesthi s0e,tie I'essai lou-Llr'nironl n qtui pr)nlllCtllln tie saVoir daiis tinclic Mesure 
Irapplication inuegrale tie celle poliiijtiue atllniltrait elipralitle hi cotL\'erlrLle \'accinale. 
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MEASLES VACCINE 

CCCD-supported operational research has contributed to measles control by the investiga­
lion of two main issues confronting measles control programs. 

1.In large urban areas of developing countries, measles in children before the age of 9 nonths 
(the routine age for vaccination with the widely used Schwarz vaccine) is a major obsta­
cle to measles control. 

2. In rural areas, a different problem is found: Isvaccine coverage increases illinfiants 9-23 
monliths old, the age distribution of'measles shifts towards older children, so that out­
breaks of measles in school-age children occur. Experience with this problem in CCCD 
countries was summarized in the 1989-1990 Annual Report. 

Tile first of these issues was investigated by operational research studies conduticted in Zaire 
ill1990. 

Measles in Young Infants in Urban Areas of Developing Countries 
Vaccine trials conducted in several countries in the 1980s showed that certain strains of' 

measles vaccine are imm1111Llnlogenic at ages younger than 9 111on1ths. Most studies were Col­
ducted on the Edmonston-Zagreb (EZ)strain, produced at the Institute of Immnology, Zagreb, 
Yugoslavia. Studies in The Gambia. Mexico, Haiti, and Togo showed that this vaccine, at 
apotency of 10-100 times tile potency of "standard" titer vaccintes wiich have until now been 
used at age 9 months, gave adequate seroconversion ra1tes in infants 4-6 months of age. One 
study in Togo also iticluded AIK-C vaccine, produced in Japan, and this vaccine gave similar 
results as EZ vaccine at age 4-6 months: both were better than Schwarz vaccille at age 9 
nmonths. Because of' these sLudies. WHO recommended in 1988 that demonstration projects on 
the use of EZ vaccine at age 6 Iontlhs be conducled in large tUrban a'eaS of' developing COlii­
tries. In 1990. WI-10 extended this recommendation to state that EZ vaccine shoul be used ill 
roltine programs at age 6 mlonths in COllntries or regions where imeasles is itnlalJor cause of' 
mortality in illf'IntS under 9 mllontis. 

Kinshasa, capital of Zaire with a population of approximately 4 million, has had repeated epi­
demics of measles during the 198()s despite measles vaccine coverage of around 50(4 
according to card and 7()"/ if a verbal history of vaccination is accepted. Among cases reported 
from sentinel sites, 3114 were in in f'antsL Under 9 months of ace. Kinshasa was therefore con­
sidered I suitable location lIOr project of EZ vaccine at age 6 niontlhs. 'Filea demonstration 
change to the use of EZ vaccine was only one arim of' the strateg y used to improve measles con­
trol in Kinshasa. The other important arlm was operational research to identify ways to 
increase vaccine coverace. 

EZ Measles Vaccine Demonstration Project in Kinshasa 
"Medium" potency EZ measles vaccine was chosen for the demonstration project in 

Kinshasa because: 
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VACCIN ANTIROUGEOLEUX 
La recherche op6rationnelle parrain&c par le CCCD a permis d'6tudier deux des principaux 

problemes rencontres par les programmes tie lutte contre iarotigeole. 

I. 	Dans les zones urbaines importantes ies pays en voie Lie d6veloppeient, it rougeole
chez les enfants tie moins ie neuf illois (Ilige normal pour Ia vaccination par le vaccin 
Schwarz largement utilisa) est Lin obstacle majeur , la utte contic cette 
maladie. 

2. Dans les zones rurales. le problime est diff~rent: aImesurC que Iacouverture vaccinale aug­
mente chez les enfants ie 9 Li 23 mois. Ia maladie frappe les enfants pilusIg6s si bien 
tiue des epideies tie rougeole apparaissent chez les enfants t'iAge scolaire. Des exem­
pies ie ce problme datns les pays inembres dII CCCD ont fi6 pr6sent6s sommairemnent 
dans le rapport annuel tie 1989-1990. 

Afin d'\'aIuer le premier tlie ces prohmles. tin pro jet de recherche operationnelle a it6 ic6 
au ZaTre en 1990. 

La Rougeole Chez les Jeunes Enfants dans les Zones Urbaines des Pays en 
Voie de Developpement 

Des essais tie vaccination conduits tiars ilisieurs pays dans les ann6es 1980 ont r6\'616 le 
caract&re ilmlltilnogCne tic certaines sotches tin viccinI ant irot ceoletix chez ies enfilants de moils 
tie neulf mois. La pilupart ties etlides etalent conduites sur I souche Ednionston Zagreb (EZ). 
prodtitite i 'institut d'ilmuinologie tie Zagreb, en YoIugoslavie. Des tudcs effectutes en 
Gambic. an Haiti Ct ai 	 tjtie ce vaccin. adm inistri Li ties doses deMexiLue, "I1i Togo ont montre 
IO fl 10i lJois p1lus fortes tue les vaccins de titre 'stantiatir titilis6s jistItli i present chez les 
enilants Lie netlf 11ois. tliniia iell ties tatx tie srocolvcfsiOn aitiltlits chez les elfilts tie 
qiatre a six mois. Dants uine tuIe effctUIe ai Togo. on a 6gaiciment eval u6 le vaccin AIK-C 
prodti it II l'institit Kitasato. aI Japon. avec IleCtiel on a obtenn ties resi litats semblables i cetix 
donnes par Ic vaccin EZ chez les enlfants tie titiatre i six iois; cos edtux V\,I1S se soil 
r&vi1hs SUpl ieturs ai vaccin Schwarz aidniinistr LiI'i,,e tie netii mois. A I IlmiIre tie ces 6w­
des. I'ONIS a recomaillintI en 1988 I'ex&cutiion tie pro jets tLie diionstration stir I'emploi dui 
vaccin EZ ItIl'ie tie six lois tins,, ties zones urbaines importantes tie pays en \,' tie d6velop­
pement. En 1990. I'OMS recommandait 5galement I'empnloi dI \'accin EZ !a vaccination 
systiN6at it iie ties enlin,s tie six inois dans les pays OLI regions oil I rotLi.CgoC 6tait Lille cause 
Principale tie mortali t chez les cnflaits ie Mons tie neulf mois. 

A 1Kinshasa. I capitale (in Zaire tiont I popiliation apIproche qtatre nillions. des pidt5mies 
rdpcthcs tie rougeole se soilt piotidlii tes pendant les ann~es 1980 magr6 : , cotIverture 
vaccinale antirotigeoIcuIse d'environ 5(1 scion les cartes tie vaccination et 70r/ selon les 
anailln1ses. 3(,; tLie, cas dciarts par Ies sites sentinelles ,taie,: ties enfants de moins de netif' 
moms. Kinshasa semblait tlionc reipl ir ies conditions soilflaites f)oir I'6tablissenielt d'un 
projet tie iMonstration tie I atimiiistration tIt vaccin EL ', I'fei,,e tie six mois. La thecision d'uti­
liser lc vaccin EZ i'1tait qie I'une ties n,,,sures prises potir ameliorer II lutte contre lit 
rotIeole LiKinshasa. Une recherche oprationnellc visant It idientifier ties moVens stisceptibles 
d'anigmnenter Ia couvertUre vaccinale avait igalement 6t lancee. 

Projet de Demonstration de I'administration du Vaccin Antirougeoleux EZ A 
Kir'shasa 

Un vaccin antirouLieoietix EZ tie "'nioyenne" force a Lt choisi pour le projet tie dnionstra­
tion 1iKinshasa pour Ies raisons sni vantes: 
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* in the Mexico trial, there was no sicnificant difference in seroconversion rates hetween 
Ihigh" and "medilurn" dose vaccines when laternal ani6odv levels were less than1 

1()(IraIU:
 

* 	 res.ults frolii a seroprevaalnce study of maternal antibody levels at different ages in Kinshasa 
showed 	that at 6 months of age 9()"( of cliIdlren were anlihodV-recat ItVe. and those who
 

'ere pOsitive had ItelS less than I I()mlU: and
 

* 	 "ditlrn doSe" V'ncciie Was currentl'V used Ol a \ ide scale in YtucoslavJia and Mexico an1Ld 
was readily availale. 

WHO purchased E'Z vacciie lot1 75 (potency 4.0 log pfuti/dose after standard i/ation With 
the international reference vaccine) from tile Institute of ImtminohV. Zagreb. All Schwarz 
vacciines \crc recalled fromnLtilehealth centers hen tileEZ vaccinle arrived in Kin­
shaa i5,[;piinher l)89. Health workers had heen given prior inlormation of the planned 
cl-ile in schedule aId %\ereilifOrined tllattley should returli their stocks of Schiwarz vac­
ciiie when collecting their supply of measles vaccine from the Kinsliasa FI office iII 
September. The change in vaccine was facililatcd by the fact that all health centers in Kili­
slMsa,. whether public. prix'ate . Or suppOrLed by roi-gcxernirnielital agencies. receive their 
vaccine rmonthv from the city ET'I office adjacent t the CCICD iect office. These 1.1'l 

office visits provide regular colltltd points for distrilutinc infoliltr0i1n. vaccines iind 
supplies. aind for cOllectiilg reports of 'accinatioi activities. Bulletinls Sll(\owinc the chaInge 

in schledule for lileasles v\acciMitili were distributed to all health centers. together with tile 
EZ vaccine. Mothers were inforMIed of tie change illschedule When tihey Iouglht their 
children to healllh centers for DPT/OPV vaccines. The Catholic diocese also tralnsrmitted 
informal1tionl Iboul the ile,schedule thrtouglh their .joul01.t1 to the parishes and thlrough 
iinformati ionin churclies. Mass media were n1ot used to publicize tile chamge inpolicy. since 
the media have national circulatioii aiid we wanted to avo(id coInflusion abot.l tile 
schedule in Other hlelth zones. 

Measures taken toincrease vaccine coverage, dent ified thronghIi operatioial research.
 
Jndlttded:
 

* 	 reducing iMissed opportUriities: 

* 	 increasig iIfrastructure or ColidUClill g outreach visits to pockets of low coverage ill the city: 
and 

* 	 conducting ref'resiher training of health personnel in priority health centers, after Ihealth faucil­
ity survey had ;u ied practices which needed improvement. The project was evaluated 
by condutct itIi c .'.( "Te surveys to monitor coverace. niioitoriuc surveillance data froiii 
sentinel sites, lnk! :,)-Jucting serologic studies of response to FZ vacc ine. 

Results 

Coverage 
In November 1990. a1coverage survey was conducted of children 9-18 ionths of age. 

Coverace had increased f'romInprevious years. 
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" 	dalls I'essal effectilo ill IN'lexi(Itle, Oil noto auctille difforence illiportallte entre Ies
 
WLIX Lie SoIOCOIl%'CISIOII OblellLIN IVeC IeS ViICC1IlS I"[(IOSC **I'ONe** et CeLIX "ILIOSe "MOVell1le"
 
I)OLII_ deS lli\'CItIX Ll'iilllicorps matenlels InfOrieurs -,1 100 mUl:
 

" 	IeS I'Li.SlIJIMS LI'LlIle oRRIC Lie S&OI)I_0VIICIICe LICS Ili\'e',ItIX Ll*,Iill'C()I-I).', IlliltCHICIS CITeCRIOS "IdeS 
,i,,es vari0s :I K'nShasa a\iliellt 11101111-o LILI':I Lie S'X IIlOiS 90" LIeS C111"1111S Otiliellt Sol*O-
nog"IIII'S Ct LILIC CCLIX LIM otiliCllt 1,&OI)OSIIII'S lVoSelltliellt Lie,, till'CS LI'aII1lCOI-I)S lill'ol-ieLIP, ','I 
110 nlL'I: et 

" 	 le VICCill Lie otilil litillSo "I21-MILIC oCIICIIC ell YO1.11-10SLIVIC ef 111MCNI(ILle
 
et oil I)OLIVitit 1,C le I)I'OCLII'el' filClIellICIll.
 

L'ONIS I iiCIICI Lill lot ( 175) Lie \ accin EZ (I"Orce 4.0 IOi_' I)fLI/LIOSt: apr s Ilol-111,111"atioll avec
 
le VICCIII Lie I'o1'&CIICC 1111CIAliltiOllilIC) "II'llIStitIll LI'11111111.1110106e Lie Zagreh. TOLIS ICS VIC­
cills scll%\ai-/ om eto rocuporo" Im'SLItIC IC\iICCIII EY CS1 -,'IKinshasa ell seplembre 1989,
 
Oil IVII1 ZILlI)I'oiIIiIhIC lllkfflll ICS ii2ellIS Lie SM110 LILICIIaII2elIICIIt Lie I)IO''I'iIlIl1IlC et Oil ICUI'
 

Lilt tie NIIIICIIel' leLil-, 'AoCkS Lie %,ICCIIIS SCII\\,11'/ VICIRINliellt ClIel-Chel- le(Il's \'iIC-

CiilS 1111 MI (ILIPFA' Lie KinShasa. ell SCIACIIII)Ie. Le C11,1112ell"ICIll Lie VICCIII
i1-01.112COICLIX 
otalt I'ICillio I),II- ICI'Zill tILIC 1Otls le,, centres Je Santo -,I KIIISIlitSil. LIII'IIS SOICIII I)LIhIILI1leS. IVIVOS 
OU I'llhillCo', 1),il- Lie, 11011 IC 01%'Clll ICLII' V ICCIII C11MILIC lIIOI.s LILI 
I)LII'CILI LILI PEN Lie lit \IIIC LILII e ,[ ilLI.1,ICCIII ittl I)Lll-eilLI (ILI I)l'Ojet CCCD. Ce.1, \iSiICS ILIhLII'CILI LILI 
PEV LIOIIIICIII I*OCCiI',1OII dil I)CI-SOIIIICI CILIPEV (I'Clltl-etClIll' LICS COIItiICIS I- L'L1IlcI-S il\'CC les 
,ILel]IS Lie Sallie iffill Lie IeLII_ LliStl'lllllCl' LIeS III I'MAllill IOIIS. de.N %acCill, C1 Lies 1*()Lll'lllltll'CS Ct Lie
 
I'Miedlil' (ICS (101111&1 SLII' ICS Wti%'[I S LIL! VilMllittioll. DCS I)Lllletllll, III(JILILKIIII le C11,11ILMIlellt Lie
 
prog raill Ille potir lit "'accillallOll Lie lit I'0112COIC ottiCill LIISlI'IbLIoS "IIOLIICS ICS formations Sam­
taires a\,Cc le vaccill U . Oil 1111,01-Illilit ICS LIU ClIMILM Ilellt Lie 111-OLN-iIIIII11C 101-SLI1.1'elles 
'1111CMUCIll ICLIIS CIII',IlI1S MIX CCI)tl*eS Lie I)OLII' LS \iICCIIICI-IXII_ ICDTCOLI Ct ICVPO. Le 
diOC&Se CM11011LILIC itVitit ILISSi 1,111,01.111o ScS parol""ICIIS Lie Ce CIl!IiI2CIIICIl1 Lie IVOI-IN1111111C "I 
I*oLli.SC Cl LLMS IC.101.11-flid Lie ]it I),II'OiSSC. Oil Il'ilViiii IIS falt appel ILIX IIIodlIS [)()ill' o\'Itel' Lie 
ScIllel- lit COIII'LlSiOll dilll', ICI, Mile', Lie S1111to (ILII pas concernoes. 

LCS IIICILII'Cl, I)OLII* MWIllelIM' 1,1CoLl\'Cl*tLll*e \ZICCIIIIIC. 1CIICS LILI'IdCIItiI'l& S (IRICe "'11,1
 
recherche op rzltlollllclle. coillprenalcill:
 

0 	 1_&ILIC11011 LILI IIOlIIhIC LI*OCCiiSlOI1S 111,11RIII& S: 

0 11116 01-1111011 Lie I'll"IfNISIRICRII-C Oil iICLTOiSNeIlleIl1 LICS COIIMCIS (1,111S IeS LIL1,11-tiel-S Lie III Ville 
Ob le LIL!21'o Lie COII\CIILIIC ol,111 I'dihIC: 

0 	Cl' ,111011 Lie COM-', LI'CIItIVtICIl IlOtIl' ICI)CI'SOIIIICI Lie Sill"Ito LIIIIS ICS CClltl'eS Lie SIllto priorimire, 
apr s avoll. idellil I'lo. pal. IChIIiS d'LIIIC CIILILI W SLII' leS CCIItI'eS Lie S,1111 . IC. Wa KL S i I I ­
1101-Cl'. POIII- o\'iIILICI- ICI)I'O.ICI. Oil it CLI I'CCOLII*S ,I Lie- CIILILI&(eS sur lit coLi\'Cl'[Lll'e Vi[CC111,11e. ill 
COIIII'61C Lie., dOIIIIoCS Lie StIlAcillance 1,0111-illes pal. Ics sites sentillelles et "ILie, e\,Illlell.,
 
Sol-01012KItICS ViSitIll :1IIICSLII-CI- lit 1-ol)OIISC ill.1 vaccin EZ.
 

Rdsultats 

Couverture 
Eli novembre 1990. oil I entrepriS 1111C CIILILI tC Sill' 1,1COII\'el'tLll'C CIleZ IeS ellf"IfItS 

Lie 9 "118 nlois. [,it couvemil-e ittl2illellto 1):Il' I-11PI)ON MIX liIIII&N 1)1'oCoCICIIIeS. 
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Reported Cases of Measles
 
and Masles Vaccination Coverage
 

Kinshasa, 1980-1990
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o0 
 F100% 
8 V- --	 . . " -- ­' {80% 

7 ' 8 - 860% 
60% 

4 . . ........ 	 40%
 
3~-­

2 -	 .20%
 

0 	 0% 

1980 1981 1982 1983 1984 	 1985 1986 1987 1988 1989 1990 
Year 

Cases - Coverage 

Measles vaccine coverage \was 681" according to infornation from immlunization cards and 

99r/if a verbal It Of' f 11Iit ll Was incltiuded. 

Surveillance 
Surveillance ditI showed that 199(0 was a low incidence year for measles, and there has 

been a noticeable trend towards lecreasin, incidence since 1986. 
To assess whether tile decrease in easle incidence co ld have resulted from a.n overall 

decreased altenda.tnce at health centers during strikes in 1990. we compared measles reports with 
those ofLdiarrhea and malaria ini anrod the decrease in lea­tile same sentin el system fIund thll 
sles incidence occurred while reports of diarrhea and malaria renlaineLd stble. 

Reported Cases of Measles,
 
Diarrhea, and Malaria
 
Kinshasa, 1988-1990
 

Cases (thousands) 
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89 90 
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Measles ....Diarrhea - MaJaria 

The age distribution of reported c.ascs shows a dc'rease in tile proportion of cases below 9 
months of age. and a relative increase in tile proportion tver 23 months of age. although tile 
incidence has declined in all a2e groups. 
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Cas de Rougeole Notifids et 
Couverture Vaccinale 
Kinshasa, 1980-1990 

Cas (en milliers) Couverture 
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Cas - Couverture 

Dans ICcas de ll rotieole, a couverture vaccimale atte iluail 6814 scion les cartes de vac­
ci nalion et 89,; sClon Ies allllllnses. 

Surveillance 
SeIMi ICS di nniCes de stiCiillance. I'incidence die [it &tait failhe en 1990: une forte 

tendance "i Ia haiSSC avait mt0InotCdepais 1986. 
Pour e ai t si lI rteres,,ion de I'Mcidence de la roug-eole auralt pu rmstlter d'ne dminuin­

tion des vilre,, aIX cCntrC, de sianli an conrs des greveS de 1990. nois a\'ons coMpar6 ICs 
donnes ie nmit',cation de, cas ie i'tOiC I"oi'clles reccuiliC jspoor la diarrhe et le paindislnc 
an smill rnCme s\st senlnllC: dIa rongeole gress a0rs qne lesdn ie Ilincidence de avait r 
cas notifien de diarrtlLe Cl tie paludisne r'ava.ien pas botugL. 

Cas de Rougeole, de Diarrhde, et de Paludisme Rapportes 
Kinshasa, 1988-1990 

Cas (mllhers) 
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lanvier lanver lanver 
88 89 90 

Mois ei Annee 

Rougeole -- - Diarrh~e Paludisme 

tie I','e 
de cas atiriboahle atix nAoi ns tie neIL mois et till accroissement relatif dti pourcetage ie cas attri­
buable aIx pilIs ie 23 lois. malgr Lille rtLduction d;lns toiS les ,._rotIpes (I'513e. 

La rrSpartition en l'ouCtiiin . des cas Iotltifs n10itre Lne di inuti on d pourcCntage 
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Age Distribution of Measles Cases
 
Kinshasa, 1981-1990
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Serologic Response 
A 1989 ELISA assay serocoinversion study' condced at (ne health center showed that 77 r/ 

of 136 6-7 m mntli- dd infarnts SerOo lVerted. A seroprevalen)cC stuldy con~ducted as Iart Of thle 
19W) coverage survey show~ ed tWh 72q of IM(1infants Who h0.1 IreceiVed EZ vaccinte at aue 

6-8 mnths. a mnedian of 7 nmths ptioitOWesiTVe. hadIL ELISA assay.antibodieS detectedI by 

Comment 
Reported i~aICeSl ilCideiC11 ill Kinishasa has' declitied inl thle two Vear's since thle Start of' thle 

demonstration plroject. This is probablly the cominiled efft- c(o thle increase in coveracge and thle 
change to vaccinating at agie 6 months. Hlow\eer o lCill LIO~Zthe serologic resp 0 mumdse 
vccine has been disappointiing and is cutrntmlv under invecaionl. Prel iminary results froml a 
sep~arate randotiieCd Clirnical trial of ditfeICVlt dIoses and Strainis of mieasles vacctine". Coil­
ducted at t Iute health centers in K inrshasa. shiow hi cher sertwc' nersiol "~ilthhl titer EZ vact e 
thlan x\itli iled i [till titer- EZ vaccitle. sttggest inc that the serorespotlse rates tll tie tWO Stutd­
tes tIletitiotCLd aboveC lllav have beenI dute to tile liter of the vaccinle rather tihantlte Strainl or the 
mlanrtier inl x ilicli tile vaccinle Zas 11ilaied. The Currenlt WHOl-l)cCotntlletldationl is to use 
" ilil titer- vaccine (corresp)Oldinez1 to appro\itllately 4.7 log1 p)'lI/dOse after Statdardi/,atiOnl to 

the initernationlal reference vaccitle . To date. high titer IU! vaccine Ilas nlot becen available 
becautse Of tile talltresinlabi litv' to pitLce adCLltate (ILlanitieS Of hichj~ titer- Vaccine. 
WHOl( attd .. I.D. are sp)Ositw-_ a cotNIslant to visit different potetlial tileasles vaccinie1 
tllatlttactuters, to try to resolkc this probili . Other t1all'alc~reS Of Ii! VaccineC have been Conl­
dIuctineU trials, to compare thleit products, \%itil tile vaccinle IrOill /.aeteb-C. ResltIs Itol-0t\\ oothetl 

tuanulacturesae etlcotragitlg . It is 11In Cpe thlat by thle end Of 1991. tllore detinlite inflormlationl 
ill be obtained oil tile a\ ailabilitv of hligh titer IL! for LtSe ill Kinshasa aid ill ()tile[' cotiie. 

A further li ssi bilIit\ is that A1K -C \accitle niav bie as, effectivye as U/ vaLcinte. e\'etl w\Ileil thle 
titer is lo'.'r of Fuirther vaccinle iii areeil thtilha .Z vaccitle. trial,, of AIK-C ,,oting inflants 

l)laltled ill ditleteCilt con11lieS. 
Strains of itleasles \ accitle \%l licll Call bie ttsed ill itfllnt utldRIC tOilth \\ ill hlp itlitli1.t­')01111 age 

nitationl prograttis illpro\ e illeasles, Control ill denIseIl p)opulated areas '.'.ithl intense. Carl\ 

measles trans"ittission. The Chloice Of tile best Strain and dIosage1 for this ptps . ill be basedI 
Oil results fromtt Kinshasa and Oil stttdies behiti conduILcted at otherI sites. I-hOweCver, tile 1ha jot. 
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Distribution Age des Cas de Rougeole
 
Kinshasa, 1981-1990
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Ri6ponse Serologique 
Dapr~s one lLde iesl rotMlinvelsioll efectuee scion 1h1i lotl e ELISA en I9)89 dans till 

centre Lie sante. 77 ; des 136 eifints Le six Isept 1nOis etaljenl deve!lLS S&lerne.tt1fs. Scion tine 
6rude ieIt sero)pr6valence efleCtue dans le cadre ieI enqu'te stir lIaconvertuore 'ace inale de 
199). 72' ies I () enlants auxquels (oa.itVillt le I aze Le six IhilltILdiiII'Is viCCill EZ it 
mois. sept iiois ell io)ennleiValn I*lnqtie, i)r6sentmient ies anticOrips (1rILhode ELISA). 

Observaticn 
L'incidence ies caS rappUrtts tie rougCeole it Kinshasa a IissL5 depIs ICdShI i prjet tie 

demonstration 11V a deux MIs. CcCi esI irOhahieNIen tinf I I'*ettet comb11ine11 tie I'acr0issenlent tie 
(IeIa cotlvert ore vace inale e diela d~c isi In de vace I nr';in I' ige 6 iolis. Ia r,,eponse srolori­

tie ofhtenc,_ aVec ies doses ie\acoin El: tie torcneioVenne a taiteltois etc dcevante Ceest 
aCtielienient l 1ruIIde. Les 1r6snltits prelimInaires dlnl atitre essa clhiiiuLje ianlldliis stir It'ad­
inlilliStrt.iOl iedi velSes dIses cl s)OoLChes tie \'aCeilns anlLtit IecXletlx eflfeCtL6 LiS 1l'0s celltres 
iesant1 tie Kinshasa iiiditquen que lesl tx ti serlucOMnersiO Sot pIls tf1ex es l'ec ll VacCin 
EZ tie lhie stlperit&CUr q' aLI le .icci F Lie tilenoen. CC sigLre iCtle ICs tieec IC tltli taux 
serorlepon se ulbteno s thinls ies deux 0Irides nic iiiit unnees ci-Liessotlit.lient p~etit -0tre Ilits an litricti 
\vacei piltit uil aL sooclhe 00u ltlnode d'adiiliiilation. I.O(MS"recomniiantie aetuielle­

ieit 'untiliser on \.iCCiii Lie tHire ele\v (correspontiant e\ iln 4.7 lo pfi/(losc apr{s 
nor0ialisatioll atec Ic \Zacinl tie referenC e ierlt.IiMoalc). PItrIlinstail ii est ipossihie tie se 
pIrcurer ies i .CinIsI litlre car tic' peu e\Clm.'t tie ee' le I lbricants \.IaCill S lie pas pr)o­
iuire ce i\pe tie \acciiis en tiamlilte sulTisaniite. I.'()hS el I'..D. parraineni ilCsIactiixhts dtmo 

conslit;Int Chllare tie remiLirC \isite ii i\ers fabricallts potentiels tie \accis i.ntironugeoeti)OLur 
essaxer tie 'mcsollle cC irhle0nme. IYanisl'C U gCalcinlenil comuILLIa.llniits Lie \acins 1Z ot 
ties essais pimLr comiMpar'er icL'rs nILI ieux fabri­i'tditms \ aCcin Lie Zarieb. i.es ircstiit.is ohielltis 


ti ci 199 i .
c.tlls sooticnletirage.ili s.Onf Csp.mc . lifinl tiispI user Lie pl us tie IellSciLlllCIleIIns 
ditinhils Si. lhi dtitiliSer till EZ tie litre srp&ieur -i Kinslia el tLins d'atreVspossibilile \CICi 
pays. ii Se i)etil title AIK-C auss F./.,,galclnent le \accii sotil efficace tiie IC \acCIn nillnic 
i in ile intiiuril)ix eis pa. s cli sageCni tetTectuCr Lies essa.is sppiel nienItaices Stir I'efiica­
ciht5tiu \acci AIK -( chi IC,, IetLics cnlknls. 

lmieniIltlatioli tic sotics lie \aecoi otiriOLcoI{eo\ otilisahicCs ChCI ICs Cllfiants tie lloiliS tie 
neft nillois ipcrlnctirait tic 'poiitre ave,: lle pIus giNMie flciTcitil aus hesoInIS ties /mncs 
lortemenlt pcliplCs )iles tall\ Lie tra'ilsnlissiil tiCea I otigeole cleC1. les .ietmICs Cila.ints Soolt treS 

61Cevs. Le Coi .X tie hi souc'he ci tie I.i posotogie repIsera sulr les i'tSlaiLs tie iLItIC tic Kinl­
shas11 el stir Cetix ties tt lide,elfeci t~Cs tiis Li alres sites. I'th.iectliI princip.ill. totitelois. tie IotIs 
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requLirement.S for all measles control progran,s are to attain a1d Sustl xervIn hilih coxIerac lev­
els (approaching I()(f,( coveracge). aid to detect and take action to rednce pockets ol Iow 
coveracge which coUld sustlii transmissio despite covera e rate..lo a city's high average 

POLIOMYELITIS ERADICATION
 

Global Context
 
In 1988. the 41st World lcalth Assemlh adopted a resoht in cadling 'r the global ei'adi­

cation of po ivomelitis hy the year 2000. Latin America. where only 2() conlirmed cases of 
poliomyel itis were reportcd i1 1990. has progressed the furthct to\ard polio eradication. 

The StratC-S used in Litin America inclidC: 

0 "tilse vaclcltlon caipaigns: 

" "nitopping up' vaccinatlion activities in are'as ,here 111r is exidelnce t1lat t1he circulatiol of 
\viId polivIirnu, perSists: 

* surv'eillance of' acute flaccid paralysis \with Stool Specimens collected promptly for 'iral 
isolation: and 

" outbreak control around the homes of patients ,,ithaute flaccid paral.ysi.i 

BecauLsC oI the successC. America. these statCgics are countries inlin l[atin he'inlg adop'tCd h1 
other re.ln xxlhere high polio vaccile (01V) coverage through routille vaccilla­uoral 
tion services has hCel attated. ThesCe sttelgies 1orn part of a "fiMl assult" stae Of" the 
eradicatnM of polio, and haVe cUner'all]v nt hCen adt',led hv ('CCI) countries. Some 
CCCD c mntrie w.it hi igh ()P\13 covetage have not uindertaken these special mlrea.s,,ures vel. 
hecause of' tile pi)mXlntXtv tI cutrlies \with hox. cover'ge aid enem11lC p)0iIyeliiS. An 
eXamp1le is Iiurund i. \%here ()P\'3 cox raeg in clhildren on their first hirdithdav xta, est imaCd 
to he 911; in 13urunid i bo)rders Zaire. here 0)P\%" coverage in 1990. h sameI99(. x\% tile 

Method . %%&as
38'(1 

CCCD's Contribution to OPV3 Coverage Through Routine Services 
'he mini cimtribution of tle CCCI) Pro'ect to pollio eradication has heen helping to raise 

and sustain 0)PV \accillation coxerage thron gli rotlt1ni C'r\'ic,. Ill the nine cun1tlltries w1.ith a 
CCCD project at tle rid fI*1990. the averagc increase in OPV3 c0.xrac per CCCI) cImntr' 
from 198",X7 thro.gh 1990 xxei hitCd l'(r poulakhtion xxas frliii 291 to 51';. 

CCCl)-snlpported aict i\'ii Cs th1t iaVe contrib+,uted to these increases in O1V coxerace have 
been in: 

Straiinc 

Scoverage sureys'' 

*i iprmed health inf1ormt ,ionsxstemis 

* impro Vd use of"data1 fort dciCsionlmaking 

* procraiIl reviews 

* outhreak iiVstliatlioils 

* operaioliil research onll vaccination strategies 
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les progral1es Lie tLtte cOnire 1a ru,,eole est dl'atteindre et de maintenir des niveaux de COLt­
veriure Ievi s (appIrIochani ) Ci zones on li couverture est)()0W; ie tldtetelr cld'iliminer les 
faihie tl i lrniit 'oni inn*er i lIavoriser hit iransniissioniialgl tin tULX de couverture global
dlevd. 

ERADICATION DE LA POLIOMYELITE 

Contexte Global 
En I988. Ita41c asseinhIc ntmdidialC tLie hi santdi a adot)t6 Une rI-sol tiion visaI l'6adication 

de li poltioiniylite dans le monde i 2000. C'est Amnirique latine, seulelententier Lt'ici en on 1'8 
cas conflirines de p0 lonilvelite ni II raplporis en 1990. tLue les progr~s les plus irnpor­
tants ont etc tails darts Cc dollaine. 

Les sitratiics IItilis&es en A i'triqtlc hitine coniprcnnient:
 

Sie., cil1111l..LnpatSIie vaccina.ion iJnmputiIsi es"
 

* ies otperatiOns Lic "netitt vae'" dansles oneo,s il ICol iovirus circule tOjolirs: 

tine sur,,i lanr1ce des cIS Lie paralvsie aign par irlevejient rapide di',1charnillIons de selles 
ell vUL LIci'soIr l virus: ci 

* une lute conitreICsIC',id ieiiCs de ipolio atour do doi iciIle des cas ie paralysie aig et. 

Eu iikon dL slCc., ILI par).nLrn d'A nII6riqnC haitine. ces stratigies ont t1 adoptes par d*anL­
tres pays oii li cctIVyenrtu re par Ics services Lic o\';acciilae aisstireC vacc inaim sysitdatiqie par 
le \'vaccin aiilpoliolv Iitique Oral (NAP)est elevc. Ces stradgies font partic d'tine phase 
dataLic finale do progLI me d' r:idiciMio Lie li polio et n'on en 2i1r&al pMs Lii6 adoptes 
par les pay, (LIiC'('1). (Cirains Le.s pays dLI CCCI) pr1identtianit des iaux de cotivertire par le 
VAP3 ecys In'oat pas encoire pri inescs slMCS ci ie Iapro Xi miteesc,, alesl raison ie i)ys 
Ol 1I coVcl'ttrc csi ail,le ci poliohi 101l0iLliLI.ic. AL HrtL iiitii.par exemple. h cotiverture par 
Ic VAP3 chct les enltnits dt'n an tait csi ieait I; en I99). Ceplendant. le Burtindi 
tOiclhe iLi ,14C. vaccinile atteif en)t~llit Civcrturic atpar Ie VAP3 Ciait seilemenit 3817 1990. 

Contribution Apportee par le CCCD a la Couverture par le VAP3 par 
l'intermediaire des Services de Vaccination Systematique 

Lit pnHinciMlIc ctIiiihiIIOII dLiIipiot.,t ('('('I) I I'crAlication Lie li )olio a 0ti Il'aide foirnie 
)our an'tcncr cl laitenir lhi coIVI'ILII' \iaccinaIC parIlC VA\ IsSLlre par les services tie vac­

cilnauton S\ siIaiqLuc. i)anIs les neI pai\s disploSani dtill proiet CCCID i hit fin le 1990, 
I'*accroIssnticI novcn io Itl\ dLrecoein ialr IC pond& ionlL.,tUlt V.\P3. par le d'habi­
tailts. Iitii Lic 21) 51 + 

Les acti\ii s pariai nec pir ICCCCI) Lbui Oin! c iilitrihu1tit CCiaccroisseillent dti tax de cou­
venture par le \.-\PI tiaient les snivites: 

* Ioliliati inI 

* enlLqILIct'sirt lcVocritlrC 

" ai:. ilOI',otti0In Lic, ,vsItinC, LI'nltolnlillaioii Sllliaire 

* aMliorti01 Le I'Cxlhoiii0io ies LilInuIecs poor I1 [)risC LIe deisioii 

* rcvisio)I Lic, prgraitlliles 

* Ctudes Lies flamhees 

* I'cticrchL'he n i)r mritit, h, lr Ii'' .,r:tt-, iio'. io, vniti'i l mii 
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OPV3 Coverage in Children at the Time of Their First Birthday 

Country 1987 1988 1989 1990 

Burundi 72 73 88 91 
CAR 24 39 39 54 
C6te d'lvoire 57 26 35 34 
Guinea (3 project areas) 11 17 24 48 
Lesotho 71 91 77 66 
Nigeria 21 33 29 55 
Swaziland 86 82 92 89 
Togo 29 70 75 80 
Zaire 38 39 38 36 
Country mean 45 51 54 61 

Mean, weighted
by population 29 35 34 51 

Based on reports of OPV doses administered and the estimated number of infants surviving to one 
year of age, countries with a CCCD Project at the end of 1990. UNICEF estimates used, for 
consistency. Coverage results in country reports may be different if different denominator estimates 
were used). 

Polio Eradication - Specific Activities Supported by CCCD in 1990 
Recent activities specifically in support of poliomyelitis eradication ill CCCD countries have 

included: 

* 	 National EI oflicials and CCCD technical personnel participated in WHO-sponsored work­
shops in BIlantyre. NI alawi, in Lome. Togo, and in Bujumbura. Burun(li. where EPI 
managers reviewed progress and discussed policies for poliomy'elitis eradication, as well as 
other priority EPI issues. 

* 	CCCD epidemiologists are working with MOH staff fron To7go and Zaiie to develop nationatl 
plans of action for poio eradication. Active surveillance system f'or polionlyelitis at 27 health 
facilities in Kinshasa. Zaire. from October 1988 to Septelber 1989. deternined the pro­
portion of' new cases recognized by the former surxVeillance system for polio, reporting from 
it siiwle sentinel site (a rehabilitation center). Only 5511( of' cases detected by the expanded 
surveillance system were detected at the sentinel site (Iliublished in: Wee,'/ Ellidemiological 
Record, 1991:12. 81-83). 

" 	 A CCCD epidemiologist is working with the MOH in Togo to design a naitionwide surveil­
lance system for polionmlyelitis in the country. Cases of' acute flaccid paralysis will he 
notified weekly through atn existing system of' telegrail reports, and stool specimns will be 
collected from cases with this diagnosis at naior ped iatri'ic hospitls. Cotlliaboration hits 
been established with tile Nogucli Miemorial Ilstitute for Medical Research in Accra. Ghana, 
where stool stnecimens will be transtc ted and rocessed. 
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Couverture par le Polio 3 des Enfants d'un An d'apres les Rapports
 
sur les Dosn,; de Polio 3 Administrdes et le Nombre Estime
 

de Nou,.eau Nes Survivant jusqu'a 1 an* dans les
 
Pays ayant un Projet CCCD h la Fin de 1990
 

Pays 	 1987 1988 1989 1990
 
Burundi 72 73 88 91
 
RCA 24 39 39 54
 
C6te d'lvoire 57 26 35 34
 
Guinee (3 zones de projet) 11 17 24 48
 
Lesotho 71 91 77 66
 
Nigeria 21 33 29 55
 
Swaziland 86 82 92 89
 
Togo 29 70 75 80
 
ZIre 38 39 38 36
 
Moyenne des pays 45 51 54 61
 

Moyenne ponderee par 
nombre d'habitants 29 35 34 51 

Estimation de UNICEF utilisees pour plus de constance. Les resultats de la couverture dans les 
rapports nationaux differeront dans certain cas par raison d'utilisatiori de denominateur different dans 
chaque pays. 

Eradication de la Polio - Activitds Sp~cifiques Parraindes par le CCCD en 
1990 

De rcentes activits. visint particuIliCrenlent Ii ippuer I*radication ie II poliolycl ite, ont 
616 entreprises lans les pays CCCD: 

* 	Les officiers nationaux dI PEV et le personnel technique dI CCCD ont particip Itdes ite­
liers parrains par I'ONIS -I Bhant, 're, a Malawi. Ii Lom. anI Togo et iI Bujunlbura. a 
Burundi. oil les directeurs dII PEV ont exani5in6 les progres '6,tlis6s dans cC domaine Ct dis­
cuLt6 ie politiques d',rId icat ion ainsi LIue d aitres questions prioritaires concernant le 
PEV. 

* 	 Les 6pidmiologistes du CCCD travatillent en con jonct ion avec le personnei dIi MSP LdLTogo 
et dII Zlirle, ell \'tie dLIVhorbnler ies plaIlns na.itiolitlX d'action pour I' aidic;.itioll ie Ia polio. Un 
systnlle de slrveilhlnce deIah polio IlliS ell oeuvre dans 27 forinat1ions sa.in ;ires Lie Kin­

shasi, aMi. Za.Ire. l'octobre 1988 ,i septenibre 1989, aipertlms tie detelliner le Iolrcentage tie 
notuveiux cI:, reCLonnils par I'ancien sVstbme ie sirveillance tie Ia polio, leItuet tStai basM 
dans unlsel site sentinelle (centre Lie &dticaion). SelI 55% ies cas Itect s pair le sys­
thnie de surveillance anll iorn avaientl t6 dh~tec!t s par le site sentinelle (pUbli lIlS: 
Weekh Epidemiological Reco'd. 1991:1 2. 81-83). 

* 	 Un 6pidinliologiste dI CCCD travaiiie Lie concert avec I NiSP LiLLrogo iI I'6taboration I'tlin 
systime tie sir\eillance natilional pour hi polio. Les cIs de parLli'sie fisqiLle ai lICsei'ont 
d6chau'6S Ioutes les senlllilnes pa),ile biais dII systlne CxistaInt tie notificatt ion par t&(lralinle et 
des 6chantillons LIe selles seront pr1e\'6s chez les cIs ainsi tiiagnostiLuies iins les princi­
paIx hpitaiux pour en fants. Les Mhant illons de selles seront trallSportes et aialyses Iu 
Noguch i Memorial Inusti tute for Medical Research d*Accra. IL Ohna. 
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* 	A comparative study was carried out in Abidjan of a supplemental dose of' OPV or of 
enhanced-potency inactivated polio vaccine administered with measles vaccine to children 
who have received three doses of OPV. This study is one of several in progress which 
explores alternative strategies to improve the seroconversion rate followin g vaccination with 
OPV in tropical areas. The study involved 800 children in a large MCIH clinic in Abidilan: 
fieldwork was completed in March 1991. Serologic results are pending. 

Polio Eradication - Specific Activities in the Africa Region 
In view of more pressing causes of morbidity and mortality and recognizing tile limited 

resources available, there is a continu ing debate on whether tile eradication of poliomvelitis 
should be identified as a public health priority in most countries in the Africa Region and whether 
the time is appropriate for specific eradication efforts. In countries with inadequate imiiuni­
zation covurage. EPI managers and public health officials Nelcome poliomyelitis eradication 
efforts to the extent that they help increase support for i mniin ization activities and strengthen 
basic EPIl infrastructure. prinary health care services. and health informatiol s'stems. 
However. in some couintries in Central a1id Southeast Africa with hili OPV coverage and a 
low iic idence of' poliomyelitis. increased surveilI lance for acute flaccid paralysis aiid 
supplementary vaccination strategies may be approlriate to create andI aiintain polio-free blocks 
of' countries. In addition, the dvamics of the global program na1ust be considered iii decid­
iig when exceptional resources shoulId be used in tile Africa Region to take tile fiial steps 
towards global eradication. 

The Region of tie Americas is taking these final steps at present. and tIle Western Pacific 
Region is pursuing tile goal of polio eradication by 1995. When polio is eliminated or nearly 
eliminated from these two Regions. international attention and Sulpport for polioIyel itis 
elimination in Africa and eventual global eradicat ion are expected to increase. The challenge 
before EPI managers in Africa is to take advantage of these resources not onIv to meet the 
objectives of global poliomyelitis eradication, but also to address effectively other disease pre­
vention and capacity-bUildinlg priorities. 
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* 	 Une 6tude comparative a &6 effecttle iI Abidjan stir I'administration d'une dose suppiemen­
taire de VAP ou cI'tiln vaccil1 ant ipol io inactive tie force suip6rietire en association avc le 
vaccin altirotieColeux chez les enfants ayant rqeuI trois doses de VAP. Celtte cude est I'Ltine tie 
pilusieurs eturies entreprises qui ViSent iI explorer d 'aLics voies susceplibles d '1mClijoirer le 
tLIx ie srocolVelsioll apr&s vaccination par le VAP dans les zones tropicales. L'ctude 

enolobait 800 e n flints d 'tlne gran de clinique ie SMI d'Ahidjan: le travail stir le terrain a pris
'inen mars 1991. Les rIstitts srolOgiqlues soft en attente. 

Eradication 	de la Polio - Activites Specifiques Entreprises en Afrique 
A lit lurni&e di catractLre plus prcssant d'atltres caises ie rnorbiditl et tie inortidit6 et en 

raison de hi1lim ititi iodes ressOtirces dispoilibles, lit phtIjarlt des pays cid'Africjue se demandent 
si I'&adication tie lit )olio dolit c tre considrIc co1me Line prioril6 saniltaire et si c'est bien Ic 
moment tie lancer des acti\vit6s i*'radicattiou spcificjtes. Dans les pays oii [it cotiverture 
vaccinale est inadequate. les dlirecteurs tie PEV et ies ofTiciers ties services tie hi1sant voilnt 
ci'til oeil favorable les efforts d'&atIication ie t polio darns hi1mCstHrc oli ils permettent 
ci 'appiver ies activits tie vaccinMation et tie renforccr I 'infIrastructure Lie bIsC (ItI PEV. les ser­
vices de soins tie salnt6 primaires et les svstemes t'iinlorimation saiitaire. Totte ois. dils 
certains pays ti'AI'ritLue centraie et tiL stid-est oil hi1cotivertUre par le VAP est &,vCe et oji I'in­
cidence de li polio est Iaibl. I'accroisscmnnt tie hi surveillilce ties cas tie paralvsie flastlue 
aigllue et I'application Cie stratEies tie vacci nation stipplmeintaires permettraient tie crer ties 
blocs tie pays exempts tie polio et tie s'assnrer 'u'iIs v restent. 11s'aiit en outre tie consid6rer 
Ic p me clans son ensemble avint tie dciir i 'affecter ties ressources exceptionnel­
les dins la rtgion d'AfritLue en VUe tie I'ex&cutimi e ces dernires 6tapes Liti pr0ramnle. 

Ces dcernircs 6tapes ont dji t e1lanc&es tiuns hi itizion engilobant lc continent ai6ricain et 
lh r6gion pacifitue occidentale envisage d'elimi ner lht polio d'ici 1995. LorstlUe hi1polio aura lis­
paru o prcscie dispiti tie ces dceux r2eions. les efforts istines Il 1mi ner lh polio en 
AfrijUe et par lht m1c i tins IL n1ontIC triller. s'en tronveront probableinent renlorces. Les direc­
teurs tin PEV en AfricltC CIevront alors htte capables de tirer profit tie ces ressources non 
scUlement pIor satisfaire aIx objctCifis tie I'6radiicat ion tie hit polio thins le monie cntier mais 
aussi potir ahordcer avcc efficacit ci'atitres priorites dants le domaine de lht pr6vention d'autres 
maladies Ct tiu renforcement ties capacits ti'intervention. 
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HEALTH INFORMATION SYSTEMS (HIS)
 

Tile HIS objective of tile CCCD Project is to strengthen national capacities to collect. ana­
lyze. interpret, and use health-related inl rinaltion in a ti mely. efficient, and effective manner. 
Activities \ithin this strategv inclIde: 

" 	 Assessment or' national Ill-S to deterinein needs for anld phlned uses Of' data 

* 	 Upgraidilg Staff capabilities through ill-CounirV and inter-counLry traiiing: 

* 	 Provision of electronic data processing eqliplienl and software: 

* 	 Provision of technical assistance il compter programinliig, disease surveillance, and
 
epide i i& gV:
 

* 	 l)eveloplmeni 01 coiintry-specifi: appropriate strategies for dilti collectiolln, analysis, and
 
interpretation: and
 

" 	 Promotion of the developmenlt 01' liilvel'edback and report generation through publication 
of HIS newsletters. Epi 31uletins, id sulnllmmary reports. 

COUNTRY HIS ACHIEVEMENTS AND STATUS IN 1990 
The tahle on the next page sunma.iri/es tie notable HIS-relted actiVities h Colntr\, and 

activitv for 1990. For some of' the countries, the lack of' particilar IlIS activities may he an1indi­
cation of previlis activity an1d de'elhlpnilnl il those areas. For example. Lesotho ind 
SwaZilind are couniitries in which the CCCID Project was to he comnpleted in I991. and mutlch lof 
the work im the devehlpleni 01' HIS was completed in previons. years. Liberia's activities in 
the first qtliller o1' the vear caline to a halt with the onset of civil ullrst, the disrupition of 
noillll activities. and the wvithdrawal of, technical assistance. lHomeCr,. tw\o of, Liberia's sentinel 
sites are still ftinCnlli . TWO coutinries ire o'f pirtiClllar interest w\ith regard to HIS activi­
ties durin I 9)()9 - Togo and Nieeria. 

Togo 
The developlient ofI Ills in Too served as a moldel for the developinent of fac ilit -b1ased 

reporting. This model \was modified for ilplnlenlalion iniliberia ;lld 'as alSo used ill tile pln-O 
limlg and ilpleleltlllion of facility-based reporting ill 1tlrtlndi id Nigeria. Tile major 

achievelenlt was the expansion of tie hospital inpatient reporting systei to all hospitals in the 

COtiry. Mor1e tIhan 99.0()0i hospital admiissions ere incltided in1 tile sstell in I990. CoIll­
pared with 45.00)0 in 1989. The Iormiat of the 199) ainnutal coUntry reporl \\ as further mnldified 
and orienlt0d more toward action by kev decision makers in the NIGH. Plans ire nderway 
for inlegratin other reporting svsteis into the national1-IS. includine file UniversitV Teaching 
Hospital (where in-house daamil Ianllgenilt is planled), f'aillv planning. diariheal disease 
control. and m11alalia conlol. 

A new. simplif'ied dila eliry prOglaii \wis developed that ill allow oIr quicker and more effi­
cient ouLpatiellt data ina.aenen1t . With considerablC pl'0ress achieved in cenlral health 
inl'ornation niacernent and disselinalion,ihe elphasis in11Togo %% further ilp'o\'e­ill be Of 
lenlt in the qlality of' dal tIhrough the developnlil of' slandard case delinitions. strlCtired 

supervision, and f'ocused raining f'or prefectural health ol'ficers. 
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SYSTEMES D'INFORMATION SANITAIRE (SIS) 

L'objectif ides SIS dI pro.jet CCCD est ierenl'orcer la capacit des pays -Icollecter, analy­
ser. interpreter et exploiter les infor ations sanita ires d'utine t'aIoii diligente el efficace. Cette
 
strat,,ie enulobe les activit6s Stlivantes:
 

* 	 Evaltiation des SIS natilonaux alfini tie dcterminer les besoins en ditiin,.es el i'organiiiser I'ex­
phitioii tic ccs doinnccs:
 

* 	 Perfectionnen netdI personnel par le biais Lie staes de lormation offerts an ni v'eaui dLIpays
 
ou con jointemet par pilsieurs pays:
 

* 	 Fournilure tie matr&iCl 6lectroiiique tie trait ement Liedonneesct te loiciel 

" 	 Assistance technique dhins le domajine tie Ilaprogramsiation informatiCLue. tie III surveillance
 
tdes inaiad ies et tie 1"Icpiddhliholie:
 

" 	 Dvecloppement Lie stratctgies natIonales appropries pour i colilecte. I'analyse et I'interprdta­
lion deS doiinces: el
 

* 	 Promotion tie i1 dilfusoitic rLtrO-inftoriationis et tie coipites rendus pertinents par le biais
 
tie circulaires SIS. tie billet ins PEV et tie comptes reiidus rcapittiiatifs.
 

ACCOMPLISSEMENTS DES SIS PAR PAYS, ET SITUATION EN 1990 
Le lilhei ti Li page sivante rIsume les pini ipales ctiides efl ec ttcs dcasIle cadre ties 

SIS. par pays. ai nsi title en ICcas tie ccrtai us Iahsence lCli­i1 situation 1990. Dans pays. i'tine 

vitc tinS tin tna intle lIconIue peLt sgilgifier title I'activiI6 ctc t
en tiestion a dkpii ridise.
 
Pr exempie, n lesot ho et cii Sveaihad. Ic proICjt CCCD cievanit prenidrc filen 1991 Il
 
niajoritl tiesi travati \ti lalorat iotiLe SIS avilenlt t accoinpiis les anndes prsc'5Ientes. Ati Lih­
ria. les activilts onl cit i iTntcmIpties iu conirs tIL p1rm icr I ri iiiest re tie I'aine "Icause ties
 
troebles ciik ii 0uiotLpe e travaux C1eegendrO IC relrlai1 tie
ICurbIrclelenienlt normal ties 
I'assislaIce tchnit1ueic. Tutelis. deix ties sites sentilllies cILL Lihbria fonctiollient encore. Deux 
piayS Silil parti'III&CenIent iliteressants titl p011it tie VUe ties act iVits SIS accoIIpIlies aI cOtlS 
de I990. le To o et le Ni dria. 

Togo 
L'Ilahoratihn tILi SIS aI 1'oo a servi de modile iLItiveloppenient tie systciIies d'enregis­

tremeilt tie cas ai Ieati ties ceiit es tlie sa.tt. Ce nIoi0le a i6adapt e inisi ell oeiuvre an Libdria 
et a c12a lement ,16 ut ili'5 (11thns ICcaire tie la crlation el tie lhiiise ell oeuvre d'tin sVstIme 
d'enregeistreiient tie cas i ties celitres tie stntl aI Butirunti et In Niqria. L'accomliplis­ai deati 
seient Ic plusiottire ait,C,d'XIitIre le s\'stemei d'eiireg ist reiieiii ties cas hospital is s ittoils 
les h6pi itiMx dlii pays. Plus tie 9t00()ihospital isat ions out etlc incluses dins le sy'st~ile en 1990, 
contre 45 00) ell 1989. Le Iornial ti rapport niational aiiiueI Lc 199) a tc et orielte,Ie mcdifi 
davaitage \ers Iacl on par les priiicipatlx dkcitietirs tIti NISP. Des pro.ets so eltciicours pour 
intdrer 'autres s,,tliies d'einregistrecient danns le SIS1at imoal,. V compris ceux tie I'h6pital 
universitaire I(()i ul sII.IC d'cienrecistleinclit iiternie est prcvt)i et cCix ties serVices tie 
pIlanificiion fili ale, tie Ilitte contre les maladies tiarrheiiies el cie litle contre le piludisie.


Uli iioitveaii Ipr0ginIMle tie sisie tie cioiinees sil!ili a t,dc\'eloppc,: ildeivrat perliletire
 
tie "rCr le', res ip1us raptieiiient et pills clficaceeniit. Des pro­th )lie, ties patients atit(I 
grs consikrnahles avani ctc rtaIIisLs lars le doniaiie tie itCestion et tie hi diffusion ties 
informatios sanitaires. le io"o cherche Ilintenant i anc1iorer htiuali, ties diiinnes pat lit 
iiiisC ai point tietlIiiinitiIs tie cas staiidardiisees, ci'tinl syst[mC iestiespervision strtcl tir et 
i'tiii progrinIle tie formation specialise piur les officiers tie Id saintolaIm miveaI ties 

prffectures. 
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The inpatient reporting system developed by CCCD in Togo now allows for routine analysis 
of patient load. hospital-based morbidity and mortality. anid quality of care as indicated by 
case-fatality rates. Tliis will enable planners in the curative sector to make decisions related to 
the apportionment of resources based On hard data. The system Will also expand the data­
base available to preventito program managers for the mionitori lgCol severe illness and mortality 
from taret diseases. hie flexibi lityv of the system allows lo 111o11itori ne trends ill diseases 
that are included in 1i,,hinot currently priority control 
programs 

The fibllowing series of graphs based on 1990 data demo0nstrates this flexibility. The first 
graph shows tht prop)ortion of all hospital deaths (total = 1.983) in children under 5 years attrib­
uted to vrtio, cond itiOls-irlcItiding tlose preventable tinder existing programs. Since the 
inpatient system has only operated Itlull capacity' since 1990. national trend data are not yet 
available: however, trends on certain diseases may be plotted with data fromll the tin iversity 
hospital in Lome . The second gra1h shows the trend of admissions and deaths from acute mal­
nitrition in children less than 15 years between 1984 and 1990. 

Principal Causes of Death Hospital Admissions & Deaths 
Children less than 5 Years of Age for Malnutrition, 1984-1990 

All Hospitals, Togo 1990 University Hospital, Lomd, Togo 
ARI 9% Cases/De3ths.
 

Neonatal Int. 9%Diarrhea 8% 0
 

600 

Malnutrition 14% Anemi40012 

200
 

1984 1985 1986 1987 1987 1989 1990Malaria 16% 

YearOther 30% 
Measles 1% Deaths = Inpatient Admissions 

Total: 1,983 Deaths *Children - 15 years 

Sourse: SNSS 

The left graph below demonstrates the overall caIses for hospital admission 
(total = 99.015) in ',ogo Lirin, 1990. 28% bein,, For normal deliveries. The nature of the sys­
tem allows for analysis of sUb-groups, such as the reported 8.3%k of admissions for obstetrical 
complications. The righlit graph shows a breakdown of the I 1.627 admissions to hospitals iin 
Togo dUring 1990 for variotis obstetrical and gvnecological conditions: thi; grapl excltides the 
25,379 normal deliveries performed dtmring the same period. 

Primary Discharge Diagnosis Principal Obstetric Conditions 
Hospital Inpatients, All Ages Diagnosed in Hospital Inpatient Wards 

Togo,1990 All Hospitals, Togo, 1990 
Normal Delivery 28% Comiplic.Pregnancy 17% . e neal Tear 4% 

7 M a ln ut r it io n 1% . • S o 

Tubal LSgatnon 1%
 

M.la.ia 16% 
Reained Placenta2% 

Obstetric Complic 8% Prmture h ery 4% 

Anemia 3% 
4% Diarrhea 3% A RI '"i Gyn Conditions 12% 

Trauma 2% , Spool Abortion 33% 

,,ernia ... Preg.a..y A78 1% 
• ... .... .... Dystoc- 7% 

Other Causes 32% Ante/poet-netal liem 5% 

Total: 99.015 Inpatients Total. 11,627 Inpatients 
(excludes normal deliveries) 

Source: SNSS Source: SNSS 
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Le systnme d'enrceistrement des cas hospitalliscs mis au point par le CCCD aIl Togo permet 
d6sormais l'analyse svst~iatique du tilux d'hospitalisation. Lies tiux iemorbidit6 et ie 
mortalite6 des cas hospitalisIs e de i qual it5 ies soins que reflthent ICs ulX de htalit en milieu 
hospitalier. Ceci donnera aux dtcideurs dII secteur ieI sant ies donn,es niatrielles stir les­
quelles haser leurs dcisions en ce quli concerne 1'alocation de'; ressources. Le svstaine 
permettra cgalement d'utiliser la base iedoiin6es dont Jouissent Ies directeurs iepro1grammes 
de prcvention. pour h surveillnce ies maladies graves et dies taux iemortal itI6 associs aux 
maladies cibles. La souplesse dII systlme perlmet de surveiller le Iouvement iemaladies quli 
Iesont pas actuellemient incluses dans les programmes tie lutte de hMute priorite. 

La s&ie Lie "raphiques qui suit., NIse sur les doiinnes de 1990. illustre cette souplesse. Le pre­
mier 'aph ique montre le potirceItae ietoUS ICs dhc&s ell iiiliIu hospitalier (total I 983)
d'enflints tie linOins de cin2 ans altribu1s "Iies patlholociquesUtats \aris. y compris ceuix 
pouVani tie pr'VentIs thisLI cadre ties programmes exislanls. Etant donn LuielICs\stine d'ei­
registrement tics cas hospitalis2s ne folnction .ili tjue dep is I1990. les thliiiinesle capac il5t 

dIi louVeient Lies malatiCs au niii'eau inatjional t1C sont pas encore dispun ibles: on peiUt
 
toutefois reprisenter giaphiqtiemelt hi tendance tIe certai nes maladies gr"ce IxtlX
donnes fOurnies 
par Il'h6pital ieLore. Le second graphitue illustre I iouveinent ies aImissions et ties 
ddc~s tie cas tie malnutrition aicui. chez les enfants de moins tie 15 ails entre 1984 et 199(. 

Principales Causes de Deces Chez les Hospitalisation et Ddcs de Malades 
Enfants de Moins de 5 Ans pour Admis pour Malnutrition t H6pital

I'Ensemble des Hopitaux du Togo, 1990 Universitaire de Lom6,Togo, 1984-1990 
Caa'teceso

IRA 9% 
 B00
 
Infecion ueona %
lae9 8% 

I l1,arnhe. 

600 

Malnu9rtion 14% Anema 12% 400 

2000111liii 
gralud e glu84
is16% 1h85 1986 198d 98t8 1989= 99.0 

Autrea 30%Ane 
Rougeole 1% 

ce 11110H lpti iao i 
Total: 1.983 Dftcs 'Enfants -15 anS
 

Source: SNSS
 

Le graph it~te Lie gauLche ci -tleSSOus iIlustre les raisons (Illospital isat ion (total = 99. 105) p)ourI 
tout le Togo en 1990. Ia part ies accoLichemenls norntiLX ctant tie 28%4. La nature dII systbine 
permet l'analyse de sous-groupes. tels quie les 8.3 tie cas hospitaliss pour complicat ions 
relevant tie I'ohstetritqjlie. Le graphitue tie tdroite donne hi vent iltion Lies II 627 cas hospita-
Iis1s aI Too en 1990)pour ties varies relevant I gVtIcologi e:cehilts tie I'obsttritiqe el tie 
graph ique ne ti01t pas compte tics 25.379 accoichemenlis normaiix elfect uSs au cours tie I 
nlne priode. 

Principaux Diagnostiques de Malades Principaux Diagnostiques Obstetriques
Hospitalis6s, Gu6ris et Renvoy6s dans les Salles H6pitaux

Tout Age, Togo, 1990 Pour Tous les H6pitaux du Togo en 1990 
C0,180 dll,, %Accouchamon Normal 28% do0,0 ,.. -

Cf ii-ii- 3% - a,'A,,o4 1 ~Ligatur.do. Tromp..s ' 
__i - 16 

A 4 

1.1,4,,,, 0% 
. , I5aa"11

Arlm, 3%
 
IRA4% . 3%, 
 G r+Clgl,.U+ 12%
 

Hall,'. 3% 3 .. ....... 8 1% 

Aut~lt
A0- CauliC-... 32igmo 12% P,6.40 g 1it0.S5',. 

To aL 99015 PalentsHosp ta moes -111.11 27 Io,0, amCee 
I ,kcouchementaNormaux Sol Eoilusl 

Source- SNSS Source: SNSS 
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Categories of Activities 

Development of Routine 
Reporting System(s)
 

Routine M&M 

Sentinel M&M 

Program Specific 


Development of Feedback 
Publications(s) 

Development of Electronic 
Data Processing 

Hardware/Software 
Development of Specialized 

Software Programs 

Conduct/Assist in Surveys
KAP Surveys 
Coverage Surveys 
Facility-based Surveys 
Other Surveys 

Special Studies 
Preceding Birth 

Outbreak Investigations 

Other Studies 


Training of National HIS Staff 
In-Country


-Epidemiologic Training 

-EDP Training 


Inter-Country
 
-Epidemiologic Training 

-EDP Training 


Number of consultations related to 
HIS 

Major HIS Activities, 1990 
Burundi CAR C6te d'lvoire Guinea Liberia Lesotho Nigeria Swaziland Togo Zaire 

X X X X X
 
X X X X X X
 
X X X X X X X
 

X X X X 
 X X
 

X X X X
X X
 

X X X X X X
 

X
 
X X 
 X X X X X
 
X X X
 

X X X X
 

X X 
 X X
 
X X
 

X X X X X
 

X
 
X X X X X X
 

X
 
x
 

1 3 3 1 3 3 8 2
 



Categories d'activites 

Mise en place de systemes 
de rapposts de routine
 

M&M de routine 

M&M sentinelle 

Programme particulier 


Developpement de la
 
retroinformation par

Publications 

Developpment du systeme
 
d'infomatique

Materiel/Iogiciel 

Logiciel specialis6 


Mener/aider t conduir des
 
equates


Enqu(tes CAP 

Enqu(tes de couverture 


Enquetes au sein des 
etablissements 

Autres etudes 


Etudes spciales
Naissance precedente 
Enqu6tes epidbmiologiques 
Autres etudes 

Formation du personnel SIS 
du pays 

dans le pays 
- Formation en epid6miologie 
- Formation en informatique 

entre pays 
- Formation en epidemiologie 
- Formation en informatique 

Nombre de 	consultations en
SIS 

Burundi 

X 
X 
X 

x 

X 
X 

X 
x 

X 

1 


Activites principales du SIS en 1990 
RCA C6te d'lvoire Guinea Liberia 

X 
X X X 
X X X 

x 

X 	 X X 
X X 

X 	 X X 

X X 
X X 

X 

X x 

X X 	 X 

X 

3 	 3 1 

Lesotho 

X 

X 

X 
X 

X 

X 

Nigeria 

X 
X 

X 

X 
X 

X 

X 
X 

X 
X 

3 

Swaziland Togo Zaire 

X 

X 

X 
X 
X 

X X 

X 
X X 

X X 

X 

X 
X 
X X 

X 

X 

X 

3 8 2 



Nigeria 
Nigeria exemplifies how HIS improvements can be rapidly achieved when HIS development 

is a principal focus. During tile past year. a CCCD epidemiologist was assigned to Nigeria to 
work on the development of HIS. Much of the work on HIS has focused on the development 
of a Primary Health Care (PHC) sentinel surveillance system, designed and approved by the 
FMOH. Computers and sofkware specifically designed for the reporting system will soon be 
installed, and staff train ing commenced at the national. state, and local levels. At the national 
level, as:I stance in the design. implementation, and analysis of' nationwide coverage and KAP 
surveys was provided, and comparisons with Demographic and Health Survey data were 
completed. 

Theoretical and practical training on computer software was provided to 92 staff at the national 
level, and custom designed software fOr data entry and analysis of the nationwide routine 
reporting of cases and deaths from 40 diseases was introduced. User friendly prograns for tab­
ulat ion and anal vsis of routine immunization reports were developed. The first edition of a 
national Epidemiologic BuIl let in was prepared for publication and distribution in early 1991. A 
second edition \ws published in August 1991. 

Ongoing 1991 activities include: 

* 	installation of computer eq, ipment and staff training at tile state level in all six PHC surveil­
lance project states: 

• 	 review of the overall HIS and development of a five-year plan for improvement of the system: 

* 	training of Peace Corps volunteers to assist with surveillance at the local government area 
(LGA) level: aLd 

" 	tabulation and analysis of' national disease data for specific diseases by state and reporting 
date. 

Major objectives for 1991 are: 

* 	 integration of reports within the varih i departments of the FMOH: 

* 	 the development of a "N'inistry-wide" inf'ormation center: and 

* 	continued assistance to the several divisions am1d programs with responsibility for manage­
ment of data. 

Further detail oil Nigeria and other country HIS-related activities are provided in the coun­
try report section and country-specific quarterly and annual reports for 1990. 
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Nigdria 
Le cas du Nig6ria montre qu'il est possible d'am6liorer rapidement les SIS si ol d6cide de 

concentrer ses efforts dans cette voie. L'anne pass6e, Lin 6pid6iniologiste dII CCCD a 6t6 envoy6
au 	Nig6ria pour travailler tI'61aboration LI'tiln SIS. I1devai consacrer uie grande partii ie 
ses efforts -LIhi mise point d'un systeme tie surveillance 	 sant6 primai-ILI 	 sentinelle dics soins de 
res (SSP) ct-6 et approu\v6- par le MSF. Des ordinateurs et des Iogiciels Con1iS sp6cialenlenlt 
pouLr le sVstme d'enregistrement des cas seront bientl installks et laformation du personnel 
devrait d6buter ;aLIni\'eau (iLIpays. ics 6tat s et des Colintllatil6S. AL iiveau national,. Lile 
assistance aIIla iIt ell oeuvre et i, I'analyse tie licontverture nalionale et desconception. lmlisc 

enquctes CAP a 61i. ies comparaisons ICs dlonn6es de I'enquLte d6-mog raphi­fournie el avec 
que et sanitaire ont 6t6-effectR-es. 

La formation tloril tie a .16 assur-e ies emplo-Vs au niveanet pratiue sir logiciel pour 92 

national et utn Iogiciel conu spIlci fitlenient pour lisaisi' et des lonnes fourn ies
d'analyse 
par le systnie national d'enregistrelnent syst6maLltiCue des cas ct des L6eces pour 40 maladies a 
install6. Des programmes conviViaux de classification of d'analyse des L1onneecs relatives Li l 
vaccination svsmatiqjue ont 6lt dIvelopp6ls. La premnire &lition LI'Liii hulletini 
t6pidhmiolog ique national est sortie an dtbtit 1991. Une deLixi,.me lition a 6t6 publi6e en aoit 
1991. 
Les activit6s stiivantes sont en COLII'S: 

" install it ion Lic mat6riel infornIatitiiue et fomat ion dII personnel an niveau Lie1'tlt LIans les 
six etats dII prOjet dc surveillance des SSP: 

" 	 SIS et lO LI'ur6vision LIe I'ensemble uLi ilaborat tn plan li nqtlennal d'am6lioration du svstnie: 
* 	 formation Lic volontaires dIi Corps Lie hi Paix dont le rcle sera d'assister I lh surveillance 

an nivea tLIes zones d'adinii stration locales (ZAL): et 
* 	classification ci analyse des Ldonnees relatives aux maladies stir l'ensemble pays. poIIuLI cer­

taines maladies sp6cifiuLlies, par 6Ltat et par date de notification. 

Objectifts pri nciplauiX pour 1991: 

* 	int6grer les clonnes d'enreoistrenient an sein des divers services LItI MSF: 
* 	d6velopper tin centre d'information an sei dIi ministre: et 
" continuei' LI'aider les divers programmes ct divisions charge-s ieligestion des don6es. 

Votis trouverez de plis am1ples LitailIs stir le Nig6tria et les activit6s associ6es atI SIS 
d'autres pays tans lisection des rapports nationaix Lie ce rapport et dans les rapports annu­
els et trimestriels prpar~s par chaqiie pays en 1990. 
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TRAINING
 

The CCCD Project has assisted countries in strengthening their capacity to plan, develop, 
implement, and evaluate continuing education activities. A core element of these activities has 
been tile facility needs assessment where training needs are assessed through observation of 
health worker performance. record reviews, and exit interviews of mother. This information has 
been used to upgrade health ficility and health worker capacity to meet WHO standards in 
case marntagement (diagnosis, treatment. and patient education), logistics, and reporting. Sev­
eral couMtries have iinplemented Lesotho has11a systenatic approach to inservice education. had 
a well stablished, continuing education program for many years. The f'ollowing describes the 
steps Nigeria, CAR, and C6te d'I voire have taken inthis aLrea. 

TRAINING IN NIGERIA 

In 1989. the Niger State MOH developed a training strategy to provide a systernatic approach 
to continirig eduIcation With the aim of improving th,: quality of health care provided by 
health workers at the peripheral level. A Contintl irg [ was establishedEdLcion Unit (CEU) to 
provide inrservice traininig fIor health workers witliih the state. A Contiiru ing Education 
Committee (CEC). which includes state level representatives of all components of' primary health 
care, meets yearly to recommend training priorities for the next year. These recomnenda­
tions are based on priorities identilfied intie facility needs assessments an1d ref'lect the 
priorities of FMOI-l, state, LGA. and health care providers. CEU staff train LGA health manag­
ers and heads of flacilities 'rni ihe LGAs in supervisory, mariagerial, and technical skills. 
The LGA maragers develop a training schedule arid pl, provide. arid evaluirate training for 
facility-level health care providers. CEU staffl provide suippOrtive supervision to the LGA 
managers traiining activities at the LGA level. Pre- and post-training ieldi assessments of' health 
worker perlornance are carried OtL1to evaluate the impact of the training on supervisors' 
managerial performance and on health worker performance. 

Niger State Supervisors* Able to 
Produce Written Workplan 
Trained vs Untrained, 1990 

%of Supervisors

100 ­

801 

40­

209 

Untrained LITrained 
'27 Supervisors 
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FORMATION
 

Le pro jet CCCD a aid6 les pays ,I renfOrcer leur capacit6 i planifier, ddvelopper, mettre en 
oeuvre et 6valuer les activitIs de formation continue. L'un des principaux aspects ie ces acti­
vites a et 16valuation dies hesoins ie formation des 6tablissements par I'examen Lie hi 
performance des agents ie samt6, des archives et des entrevues Lie sortie des mitres. A partir de 
ces donnes. on a pit ainlliorer les formations sanitaires et les performances des agents Cie 
santm de fiaqon ,Icc qu 'ius soicnt conlfrmes aux normes dtablies par I'OMS dans le domaine ie 
Ia prise enl charge des cas (diagnostic. traitement et 6CIducalion des patients), ie III logist iqne 
et de I'enregistrement des CIs. Pltsieurs pays ont adopt6 tine approche systcimatique Lie forma­
tion enl cours d'emploi. Le Lesotho Jou it i'tiun programle de lormattion continue bien 6tabli 
depuis tie noibrettses anncis. Cc qii sitit dccrit les mesures prises au Ni-&ria. enl RCA et en 
CCte dl'Ivoire dlinS ce donaiine. 

FORMATION AU NIGERIA 
En 1989. le NISP tie I'Etat dU Niger State a diveloppcI tine stratc,,ie tie formation visant "l 

assurer lh formation continue i'une falton systciiatique dlans le bUt d'amiuiorer I quailit6 ties 
soins ie slnt I'ournis par les agents de santILai niveau prilphcritlUe. Une Unit6 ie formation 
continitLe (UFC) a citttali ie pour assurer lh formation el cotirs i'emiloi ties agents tie satlt6 
de I'Etat. Un coni itc tie formationl cont inue (CFC). forn tie rcprcsentnlts a ni'eati de I'Etat 
Cietois les services de soins tie sant6 primaires. se rencontre une fois par a1 pour cilahorer des 
recoImMndat ions relatives atIlx besoins prioritaires tie Formation pour I'atnci sitivante. Ces 
recommanidations reposent sUr les prioritcs identifies lots tie I'Ivaltat ion ties besoins ties for­
niations sanitaires et reflctent ICs priorits dii MSP. de I*Etat, des ZAL et ties agents tie salt6. 
Le personnel tie I'UFC assure II formation ties directeurs des ZAL et des chef's ties 
ttblissements ties ZAL tians ICdtmai ie tie h Stiperv'ision . tie li gestion et de la compitence 

techlitjUe. Les directelrs des ZAL Iahorent Un programmne tie formation et oraniseit, 
ZIssufre vt 111 flt'irtissetirs tie soi ns tLie san1 cILt des Litablisse­iIval hi formation ties ni veati 
metls. Le personnel tie I'UFC asstre i'tncadrement ct le soutien ties activits tie formation des 
directetirs des ZAL a nivcaI des ZAL. Des evaittatitons stir le terrain tie lh performance des 
agents tie santi avant et aprcis formation sont efecttces pour inestrer I'iinpact de hi 1ormatiol sur 
la performance des sIperviseurs et celle des agents tie ,ante. 

Supeiviseurs du Niger State*
 
Capables de Fournir des Plans de Travail Ecrits
 

Superviseurs Form6s Compar6s aux Non Form6s, 1990
 
% of Superviseurs 

100 

80­

60 ­

40 

20 

Sans Formation "II Avec Formation 

'27 Superviseurs 
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Achievements 
" Improved supervisory performance in the area of developing workplans, knowing target 

populations, and usin g checklists during supervisory visits. 

" Improvcet supervisory skills of' LGA managers and case management skills of health care 
providers. 

* 	Development of' a core group of CEU personnel who have the capacity to assist other states 
in developing CEU programs. 

* 	Support throughot the state and LGAs for continuing education. 

* 	Review and updating of preservice training materials in Niger State. 

A major problem in implementing program activities, particularly supervision, has been the 
lack of' a reliable vehicle. 

TRAINING IN CAR 

The CAR training methodology emphasizes the quality of' services and health worker perfor­
mance. It systematically addresses technical training needs, and consists of' a permanent 
training structure which integrates management and supervisory requirements with technical 
skill development. The training strategy includes the following elements: 

* 	creation of a training unit within the Department of Preventive Medicine and Endemic Dis­
eases (DMPGE) for the development of inservice training programs: 

• 	 development of' an annual training plan, 

* 	development of a standard instrument for assessing training needs and the impact of training 
on health worker performance: 

* 	 training of' trainers at central and regional levels; 

* 	establishment of a data management system for monitoring health personnel trained by the 
central and regional teams: 

• 	 development of the expertise to produce appropriate training materials and to revise them as 
necessary; 

* 	 institutionalization of an inservice program based on assessment of health worker 
performance. 

The above training strategy has been fully implemented in the DMPGE and has been applied 
to EPI, CDD. and malaria. It will be used to address other major child survival threats in 
CAR, including ARI, HIV/AIDS, and high risk births. Field assessments show an 
improvement in field performance for majority of the most important indicators. However, 
post-training health education standards, e.g., education of' caretakers on follow-on 
home care of' diarrhea, are being met in only half of the health facilities. 
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Accomplissements 
* 	Am6lioration Lie la performance des superviseurs au niveau de I'6laboration des plans de tra­

vail, de l'identification des populations cibles et de I'emploi des listes de contr61e lors des 
evaluations sur le terrain. 

" 	Amlioration de Ia coinp6tence des directeurs de ZAL an niveau ie Ia supervision et de celle 
des agents de santW an niveau de li prise en chare ies cas. 

* 	Dveloppement d'un noVau d'employ6s de I'UFC capables d'aider les autres Etats L6labo­
rer des programmes de formation continue. 

* 	Soutien dans tout l'Etat et les ZAL des activit6s de formation continue. 

* 	Examen et mise LIjour des inatdriatux de formation pr&emploi dans I'Etat du Niger. 
L'absence d'ln V6hicule fiable a entrav le derou,lement des activit6s dIi programme en par­
ticulier celles de supervision. 

FORMATION EN RCA 

Le systbme de formation adopt6 en RCA met l'accent stir IaqLualit6 des services et de la 
performance ies agents de sante. II s'attaqUe syst6matiquement auix besoins de formation tech­
niquie et consiste en tin programme Lie formation continue LIui couvre IIla fois les besoins de 
gestion et tie supervision ci Ic d1lveloppement de Iacomp6tence technique. La stratigie Lie for­
mation englobe Ies &Ihmenlts suivatl1s: 

* 	cr6ation d'Une unite de formation an, sein dIU Dpartlment de Ia m&lecine preventive el Lies 
grandes endimies (DNIPGE) pour le ddveloppement de programmes de formation en cours 
d'emploi; 

* 	dlaboration 'Liun plan de formation annuel: 

* 	6laboration d'un Ioctiiiment standard pour I"6valuation des besoins de formation et de I'im­
pact de Ia formation stir hi performance Lies agents Lie sante; 

* 	 formation Lie formateurs aiux niveaux centraux el regionaux: 

* 	6tablissement d'un systnie de gestion tie donnues pour assurer I surveillance Liti personnel 
de sant6 form6 par les 6Cqiiipes centrales et rdgionales: 

* 	d6veloppement Lies connaissances requises pour produire des mat&iaux Lie formation appro­
prids et les rcviser scion les besoins: 

* 	institutionnal isation d'Liin programme de formation en cours d'emploi bas6 stir I'6valuation 
de Ia performance des agents de sant. 

La strat6,,ie de formation ci-dessus a i6t6 mise en oeuvre an niveai dIU DMPGE et a tit6 appli­
qute aux programmes PEV. LMD et ie Itte contre le paludisme. Elie sera utilis6e dans 
le cadre des autres obstacles qui menacent I survie des enfants en RCA. tels que I'IRA, le 
VIH/SIDA et les naissances problematiques. Les dvaIuations sur le terrain t6moignent 
d'une amnlioration an niveau ie la performance LianIs Ilama jorit6 des dolaiies les plus impor­
tants. Eli cc qtii concerne les normes d'dtication sanitaire, soit. par exemple. I formation 
des personnes ayant hi garie Les enfants It hi prise en charge itdomicile ie Iaidiarrlie, 
I'objectif n'est atteint lue dans I moili6 des formations sanitaires. 
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Health Worker Patient Education Practice
 
Pre- and Post-Training Facility Surveys
 

Central African Republic, 1990
 

% Mothers Told: 

ORS Amt at HC -_ 

ORS Amt at Home -

To Continue Feeding 

To Continue Breast -

To Increase Liquids 

To Return if Worse -__ 

0 20 40 60 80 100 

Pre-Training 1 Post-Training 

TRAINING IN COTE D'IVOIRE 

Inservice child survival training activ.ities in Cite dl voire are based on a decentralized strat­
egy implemented and evaluated by the National Institute of Public Health (INSP). Public 
health managers from the country s 26 health districts participate in two-week workshops that 
include an introduction to trainin- skills. These district mranacer.s then develop and implement 
peripheral level courses based on the needs of their districts. On-site supervision and assistance 
for these courses are provided by national level trainers and a workgroupl')of national train­
ers and district level managers. Sixteen districts have held peril)heral courses to (late. and the goal
of the program is to have active inservice training programs in all districts by 1993. 

The central training staff assessed the impact of the 199 1 training through comparisons of 
the performance of health workers and supervisors in districts with and without training. Perfor­
mance levels for both supervisors and health workers were higher in districts that had 
conducted training piograms. 

Physical Examination of Children with
 
Diarrhea in Rural Health Facilities
 

by Participation in Training Course
 
% of Observations 

100-

Untrained 

80 - l Trained 

60 ­

40 

20- *I% 0% 0 
Eyes Abdomen Dehydration Mouth Throat Ears 

(Pinch) 

Health Personnel Observed to Examine: 

C6te d'voire, 1991
 
23 observations in 9 facilities
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Pratiques des Agents de Sant6: Education des Mbres
 
Enqudtes d'Etablissements Avant et
 

Apres Formation, RCA, 1990
 
% de MWres Conseilles sur: 

Vol. SRO Adm. au CS -

Vol. SRO A Domicile 

Poursuite Aliment. 

Poursuite Allait. 

Augment. Liquides 

Retour A Clinique 
si Cond. Empire - .... ­

0 20 40 60 80 100 

Avant Formation m Apres Formation 

FORMATION EN COTE DIVOIRE 
Les activites de totrmation en coUrS d'emploi en CCte dlvoire reposent sUr une stratgie 

d centralise maisC ell oeuvre Ct ivaluie par I'institut national d lhisant6 publique (INSP). Les 
directeurs de lit sanlto publique Lies 26 districts sanitaires dtl pays participent it des ateliers de 
deux semaines qui coniprennent une introduction 't 1i formation. Ces directeurs de districts doi­
vent ensuite dlahorer et mettre en oeuvre, au iniveau ptriph6rique, des Stages de formation 
basts sur les hesoins ie leurs districts. La supervision str le terrain et I assistance pour ces 
stages sont assirces par Lies forialteurs issus di ni\'eau national et un groupe de travail tb(rm de 
formateirs du iiveau national et Lie directeurs tie districts. Seize districts ont offert ces stages 
.jusqtiu'1 present et I'objectif est dtendre cc programme ie formation en cours d'einploi ii tous 
les districts d'ici 1993. 

L'qluipe ie formation centrale a ,,1valu Ii nipact du stage de formation de 1991 en compa­
rant la performance ies agents de sante lsuperviseurs ies districts jouissant d'lun programme de 
formation et de cetix oii le programnie n'existe pas encore. Le niveau de performance des 
superviscurs et agents de santo itait pIlis levt da.tns les districts oii les stages avaient t6 offerts. 

Examen M~dical des Enfants Ayant la Diarrh~e 
dans les Etablissements de Sante Ruraux 

Selon Participation 6 la Formation 
% d'Observations 

100 " 

Sans Formation 
80- I Avec Formation 

60 

40-­

20- 0% 0%- 0%-

Ye Ux Abdomen Dshydr. Bouche Gorge Orellies 
( p11 cutano) 

Personnel de Sante Observe 

C6te d'lvoire, 1991
 
23 observations dans 9 etablissements
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The evaluation results indicate that the materials and methods used in tile peripheral training 
need to be expanded and revised. These efforts are underway. More attention needs to be 
directed toward the development of an effective supervisory system. The capacity that has been 
developed at the national and district levels can now be used 1 1gto address continui training 
needs in other chiM survival areas including family planning and HIV/STD prevention and con­
trol. Perhaps the most exciting developnIent is tile use of data collected by the national and 
district-level managers to identi fV and correct health service deliv'ery problems. 
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Les r6sultals de e'6\'aluation indiquent que les nlal6riaux c methodes util ises par les stages 
au niveau priph6rique devron &tre teidLls et rtvis~s. Des t'a.I\'iLIXson1t enl cOLIrs i cet etfet. II 
s'agit ,.le11neit d'atracher tie pilus grande attention ,' IVlaboration d'un svstnle dIe super­
vision ef'icac,.-. Les acti\,its d6veloppcs au niVeau dIi pays et des districts peuvCnt dksornIais 
tre exploitees alin de repondre aux besoins de formation conlinue I'autres programmes pour 
lasurvie de i'enfant. tels que les programmes de plani fication tamiliale et ceux de prevent ion 
el de lutte contre le VIH/SIDA. L'application Ia p1lus intdressante peul-hre, en ce qu i Concerne 
ces activit.s, est I'exploitation des doniies recueillies par les directeurs au ni\'Iean national 
et dU district pour identifier et corriger les probl~mes relatifs Cilla prestation des soins de sanlt. 
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HEALTH EDUCATION
 

AFRICAN REGIONAL HEALTH EDUCATION CENTER (ARHEC) 

Tile fourth annual short course in health education planning and management for Anglo­
phone countries was conducted from July 23-AuguLst 18. 1990 in Oyo. Nigeria. Organized by 
the African Regional Health Education Center (ARHEC) of the University of Ibadan ,the 
theme was -Malaria Control in the Context olf the Primary Health Care Approach". At tile 
request of' USAID, participants from Nigeria were recruited from four of the Local Govern­
ment Areas (ILGAs) which were to receive special assistance under the CCCD Project: Kaura 
Nalloda. Ile-Ife. Barkin Ladi. and Idah. In addition, participants also came from Swaziland, The 
Galbia. alld Kenya. for a total of 23. 

The Nigeria malaria policy statelenlt provided the basic framework for the course. On-site 
needs assessillents illeach LGA were conducted by ARIIEC prior to the course, and interven­
tion and conlp:';ison areas were selected folr subsequent evalulation of Malaria contrtol 
activities. A week-long coi rse preparation session brought together specialists from various diS­
cipli nes, all of' whoi contributed to tile design and content Of" the COul'Se - clinicians, 
environmental sanitarlans. trainers . zonal medical officers. During the course, the Iur basic 
malaria control stralegies adopted in Nigeria were discussed: I ) early diagnosis and treatment. 
2) personal protection. 3) vector control, and 4) chenloprophylaxis. Participants exam ined the 
behavioral dimensions of each strategy and, in ligaht of the needs assessmenl resInlIts in their 
LGAs, selected strate2V health edlcation intervention was planned for subse­one for wliClI itc 
quent implementation and evaluation. Draft evaluation ilstrunilents were prepared and 
pretested in villages ilear Ovo. 

Between October 1990 and March 1991. ARIEC faclty conducted at least one follow-up 
visit to each LGA. Ill three of' the four LGAs, ]participants hlad obtained support and fundinrg for 
the plans they prepared dunring the training. Collection of' baseline data prior to the begini­
tirtollfeducational activity was underway in two of the foulr LGAs.all In .lanuary and J.lly 1991, 
follow-up visits were conducted by a CDC consultant to assist with the baseline and 
follow-up evalatioln ofa malaria education intervention. Results of the follow-up visits are sum­
narized on tile next page. 

ZAIRE SCHOOL OF PUBLIC HEALTH 

From September I0to October 5. 1990. the secontd ann1al four-week short course in health 
education planning ard Management for Francophone countries was held in Kinshasa at the Zaire 
School of Public Health (ZSPI-I). Twenty-two participants attended the cours2: they came 
from Zaire. Togo. Guinea. CAR, and Ccte d'Ivoire. The theme of' the course ,avi *Health Edu­
cation Planniig arid Managementit in tile Context of Diarrheal Diseases Control Progi,als". 
Each country or zonal team prepared an action plan to be implemented in their countries. 
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EDUCATION POUR LA SANTE 

CENTRE REGIONAL D'EDUCATION POUR
 
LA SANTE EN AFRIQUE (ARHEC)
 

Le quatri~me stage annuel iepianification et de gestion des activitds d'ducation pour la 
santW pour les pays anglophones s'est d-roul6 du 23 juillet au 18 aont 1990, it Oyo, iuNi6­
ria. Organis6 par le Centre r6gional d'education pour la sante ell Afrique (ARHEC) de 
I'universit6 d'bibadan, ce stage aVait pour thine "Lit lutte contre le paludisme dans le cadre du 
systbme de prestation 'desoins de sant6 primaires". A 1a denlande ie I'USAID, les partici­
pants du Nig ria on 6t recrutts dans quatre des zones d'administration locales (ZAL) quli 
devaient recevoir tine assistance speciale dans le cadre du pro.jet CCCD: Kaura Nanioda. lie-
Ife, Barkin Ladi et ILdah. D'autres participants sont Venus du Swaziland. de Ia Gambie et dII 
Kenya, soit 23, au total. 

Le Cours 6tait bast5 sur la politiqi Le lutte contre ICpaludisnme adopt6e au Nig&ia. Des 6va­
luations sur le terrain des besoins de chaque ZAL avaient t effectutcs par I'ARHEC avant le 
cours: des zones d'action et ties Zones temoins avaient 61tselectionnees pour pouvoir va­
luer par Iasuite les activit s de lutte contre ICpaildisme. Une session preparatoire i'tine semaine 
avait 6t6 pru, i coursorC.x..tie 1, elle divers sp~cialistes de disciplines varies devaient dia­
borer Ia Ionrti lIct Icconteni dt stage (clin iciens. hvgiiinikes. formatetirs. officifrs ties services 
de santo des zone, d'administration Iociles). Pendant Ic COUlS. les ci uatre principales str:t­
gis de lttte contre Ic palidisin Nig ria ont 6t16adopt6es au discuttes: I ) diagnostic et tritement
 
prtcoces: 2)protection individuelle 3)Ilitte anti vectorie Ile:
et 4)chinioprophylaxic. Les par­
ticipants ont cItui, ICs implications tie chajtieC strat4gie et, Iaitli&re des r~sulttats de
i 
1'valuation ties besoins tie leurs ZAL. ont seiectionin6 tine strat gie et tiveloppe tine interven­
tion d'6ducation piour lisant. qt. devait ensuiite ttre mise en oetivre ct valtu.e. Des projels
tie formUlaires d't1vahtit on 01t 6t pr~pars ci essaVs tans d iesVillages It proximit6 di'Oyo. 

Entre octobre 1990 et mars 1991. les professeurs tie I'ARIEC ont rendu \'isite aI moins 
Line fois "Iclltatie ZAL. Dans trois ties qiatre ZAL. ics participants avaient obteiti ICsoutiien 
et le Iinancement n~essaires a i raise en oetivre ties projets qti 'iIsavaient prdpars pendant le 
stage. La collecte Lie th01ntes initiales Lie base qtii devait pr&c&Ier Ia mise en oetuvre tie i'ac­
tivit6 d'ddicat ion potir Ia sanito ftait en cotirs dans dcux ties quatre ZAL. En janvier ct juillet 
1991, in consultant ties CDC s'est renciti sur Ies lieix pour aider LiI'vaIluation des donnes de 
base et des donn~es de suivi CI'tine intervention d'6ducation sur Ia paludisme. Les rdsltats 
des visites de stuivi sont rstumtIs page sUivantc.Llhi 

ECOLE DE LA SANTE PUBLIQUE DU ZAIRE 
Dti 10 septembre ai 5 octobre 1990. le deuxitnie stage annueIl de quatre semaines de plani­

fication et tie gestion ties activits d'idiication sanitaire pour I sant potir les pays 
francophones s'cst d6rotul6 Kinshasa. ItI'Ecole zairoise tie IIasante publique (EZSP). Vingt­
deuix participants y ont assists: ils venaient (ItI Zaire. diiTogo. tie I Gtuintle, tie Ia RCA et de 
la Cfte d'ivoire. Le thThie tItI coir.., 6tait "Planiftiion et Les activit6s tdiducationic ocstiOn 
pour lisante dans le cadre des programmes tie ilitte contre les maladies diarrhiiIues". Chaclue 
6qtiipe nationale otu regionale a prdpar6 tin plan d'action qui devait utrc mis en oetivre datis 
sa region. 
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Follow-up visits were conducted in Guinea and in some of tile participating health zones in 
Zaire. Informal follow-up discussions were held with C6te dlvoire and Togo participants dur­
ing visits to those countries for other activities. Implementation of the Togo action plan began 
in February 1991 in the Savannah Region. Formal follow-up visits, conducted jointly by CDC 
and ZSPH staff, had to be canceled because of travel restrictions during the Gulf war. 
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Des visites de suivi ont 6t6 effectu6es en Guin6e et dans certaines des zones de sant6 zairoi­
ses ayant particip6La stage. Des conversations non officielles Itce sujet ont en lien avec les 
participants de IaCCte d'Ivoire et du T1og( an Cours de visites rendus ii ces pays dans lecadre 
d'autres activits. La mise en oeuvre du plan d 'action aII Togo a d6butd en f6vrier 1991 dans 
Ia R6gion des Savanes. Des visites de snivi officielles, men6es conjointement par les CDC et 
le personnel de I'EZSP, ont d6 tre anul6es en raison des restrictions de d6placement 
impos6es pendant 1a guerre dI golfe. 
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Progress of Malaria Control Interventions in Nigerian LGAS at End of 
January, 1991 (After 3-5 Months After Training) 

LOCAL GOVERNMENT AREAS 

KAURA
Indicators B/LADI IDAH IFE NAMODA 	 REMARKS 

1. Officials Briefed + ++ + + ++ + + = completed 
+ = in progress 

2. # Meetings with 
PHC Committee N/A 3 5 4 N/A = Not applicable
3. Funding secured No N5,710 14571 F464,500 	 US $1.00 = N9.0 
4. 	 H.E. Plan 

Timetable of activities was changed as a result of
Modifications? No Yes No No change of original sites. 
5. Revision - baseline 

data collection 
instruments 
5.1. Translation 
- local language Yes No Yes No 
5.2. Pretesting Yes No Yes No 
6.Baseline Data Collection 
6.1. Sample size N/A 200 ? 380 Instruments used comprised Questionnaires (Q)

households households and observation check lists (Obs).
6.2. Completed N/A No Yes Exp. Village 

only. 
6.3. Analysis N/A N/A In Progress No 



Interventions Nationales de Lutte contre le Paludisme dans les ZAL du Nigeria A la fin de 
janvier 1991 (3-5 mois apres le stage de formation) 
LOCAL GOVERNMENT AREAS 

KAURAINDICATEURS B/LADI IDAH IFE NAMODA 	 REMARKS 
1. 	Mise au courant de,­
officers + 
 ++ + + + + + 4 = accompli 

+ = en cours 
2. 	 Nombre de reunions 
avec le comite SSP S.0 3 5 4 S.0 = Sans objet 

3. Financement assure Non 5,710 N 571N 64,500 N 1 $ US = 9,0 N 
4. 	 Plan educ. pour la 
sant6 modifie Non Oui Non Non Le calendrier des activites a 6t6 modifid suite au 

changement des sites initialement choisis. 
5. 	 R6vision - formulaires 
de collecte de donnees 
initiales de base 

5.1. 	 Traduction 
- langue locale Oui Non Oui Non 

5.2.Pretest 	 Oui Non Oui Non 
6. 	 Collecte de donn6es 
initiales de base 

6.1. Taille de I'echantillon S.O 200 	 380 Les formulaires utilises comprenaient des 
questionnaires

m6nages 	 menages (0) menages et des listes de contr61e pour 
observations(Obs). 

6.2. Accompli S.O. Non Oui Exp. Village 
seulment. 

6.3.Analyse S.O. S.O. En cours No 



OPERATIONS RESEARCH
 

As evidenced in this report, a major objective of ACSI-CCCD assistance is to strengthen 
African national capacities to improve the quality ot heallth services and thereby increase child 
survival. This involves not only upgrading the use ot current knowledge. but also investi­
glating disease problems and obstacles in program implementation to identily more effective, 
elicient. and less costlv intervention strategies. Knowledge so gained is continualkly shared 
With colleaguLies throughouit Africa through country hulletins, mCdical literature, consultative 
meetings. and through intercountrv and national trai ningw exercises. 

The following is a partial listing of the range of operations research activities either under­
way or in the process of completion during the 1990- 1991 period covered bv this report. 

STUDY 	 COUNTRY 
Tetanus Toxoid Vaccination at All Contacts Togo
Use of All Contacts for EPI in Children Togo 
Use of EZ Vaccine in Urban Kinshasa Zaire 
Delayed Measles Mortality Burundi 
Comparison Immunogenicity of Polio Vaccine C6te d'lvoire 
Missed Opportunities (EPI) CAR 
Measles Seroconversion in HIV+ Children Zaire 
Cereal-Based ORT CAR 
ORTU Questionnaire Multiple Countries 
Feeding Practices during Diarrhea Togo 
Use of Home Fluids in ORT Togo
Case Management of Dysentery Burundi 
Home Follow-up of ORTU Children Swaziland 
Community Practices during Diarrhea CAR 
Study of Severe Diarrhea C6te d'lvoire 
ARI Case Definition Lesotho 
Community Aspects of ARI Control Lesotho 
Pilot ARI Intervention Lesotho 
ARI Health Seeking Behaviors Swaziland 
Mothers Perceptions, Beliefs, Practices, CDD/ARI Burundi 
Malaria and ALRI Malawi 
Community Prospective Studies:Malaria in Africa Malawi 
Comparative Analysis of Training Methods Nigeria
Peripheral Level Training Nigeria 
Long Distance Training Methods Multiple Countries 
Field Assessment Training Outcomes C6te d'lvoire 
Evaluation of Job Aids Nigeria 
Health Worker Motivation Nigeria
Health Worker Supervision Nigeria 
Recurrent Cost Analysis Swaziland 
Preceding Birth Mortality Surveys in Facilities CAR 

Burundi 
Swaziland 
Togo


DTU/ORTU Evaluation 	 Swaziland 
C6te dlvoire 
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RECHERCHE OPERATIONNELLE
 

Comne le montre les chapitres pr ciSdents dui pr6sent rapport, I'un des principaux objectifs 
de l'assistance des ACSI-CCCD est ie rentforcer la capacit6 des pays africains, au niveau 
national. 1Lani jorer la qualit services sanitaires el par llI(Ies nllie les chances tie survie 
des enfaits. Ccci exige non seulement I'an 5lioration de Il'exploitation des connaissances actuel­
les Miais aussi I',tUde des prohihes associ~s aux maladies et des obstacles LIlimise en 
oeUvre de programmes alin d'identiftier des stralt ies d' intervention p)lus efficaces et moins cofi­
teuses. Les bulletins nationaux, lIa les reunions consultatives et les stageslitt&ature miSdicale, 
de formation nationux et illter-pays permettent a tous Ies collegues des services de 1i sani3 
publique iese partager les connaissances ainsi acquises. 

Vos trouverez ci-dessous Line liste partielle des activits de recherche oprationnelle en 
Cours oU sur le point d ' tre termintes pour l p6riode de 1990-1991 couverte par le prsent 
rapport. 

ETUDE 
 PAYS
 

Vaccination par I'anatoxine antitetanique a tous les contacts Togo
 
PEV pour les enfants a tous les contacts Togo

Vaccin EZ dans la region urbaine de Kinshasa Zaire
 
Mortalite diff6ree due t la rougeole Burundi 
Immunog6nicit6 comparative des vaccins antipolio C6te d'lvoire 
Occasions manquees (PEV) RCA 
S6roconversion des cas de rougeole chez les enfants 6 VIH + Zaire 
TRO A base de cereales RCA 
Questionnaire UTRO Plusieurs pays
Pratiques d'alimentation pendant les acces de diarrhee Togo
Emploi de liquides fabriques t domicile dans la TRO Togo
Prise en charge des cas de dysenterie Burundi 
Suivi A domicile des enfants soignes en UTRO Swaziland 
Pratiques de prise en charge de la diarrhee au RCA 

niveau de la communaute
 
Etude des cas graves de diarrhee C6te d'lvoire
 
D6finition des cas d'IRA 
 Lesotho
 
Aspects de la lutte contre I'IRA au niveau de la communaute Lesotho
 
Intervention pilote de iutte contre 'IRA Lesotho
 
Recours aux services de sante dans les cas d'IRA Swaziland
 
Perceptions, croyances et pratiques des meres relatives aux LMD/IRA Burundi
 
Le paludisme et I'ALRI Malawi
 
Etudes prospectives de communautes: le paludisme en Afrique Malawi
 
Analyse comparative des m6thodes de formation Nigeria

Formation au niveau periph6rique Nigeria 
Methode de formation longue distance Plusieurs pays
Evaluation sur le terrain des resultats de la formation C6te d'lvoire
 
Evaluation des aides professionnelles Nig6ria

Motivation des agents de sante Nigeria
 
Supervision des agents de sante Nigeria

Analyse des cotts recurrents Swaziland
 
Enqu~te de mortalite: Naissances pr6cedentes RCA
 

dans les 6tablissements Burundi
 
Swaziland
 
Togo


Evaluation UFTD/UTRO 	 Swaziland
 
C6te d'lvoire
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ACSI-CCCD LEADERSHIP IN AFRICA 
NATIONAL A.I.i).MISSION CCCI)/CDC 

BURUNDI 
National Coord. Dr. Bizimnna G. Slocum R. Weierbach 

B. Hersh 
EPI Dr. Bizimana 
CI)D Dr. Ndahikohuro 
Malaria Dr. Ndihokuhwayo 
Healhh Ed. Dr. GacukuiZi 

Mr. Nyereka 

CENTRAL AFRICAN REPUBLIC 
National Coord. Dr. Roungou S. Brundage J. Naimoli 
EPI Dr. Kiteze F. Kerber K. R. Hawkins 
CDD Mr. Sendazo 
Malaria ir'. Madj 
Health Ed. Ms. Doutizonga 

COTE I)'IVOIRE 
Technical Coord. Dr. Shaw C. Debose J. Herrington 
National Coord. Dr. Saki M. Broderick 
EPI Dr. Boualon 
CDD Dr. Darret 
Malaria Dr. Amananman 
Health Ed. E. Nlessou 

J. Sia 

GUINEA 
National Coord. Dr. Keita S. Grant S. McKeown 
EPI Dr. Sylla M. Blake 
CDD Dr. Helal 
Malaria Dr. Keita 
Health Ed. Dr. Haba 

LESOTHO 
National Coord. Dr. Metsing/Mrs. Matsau P. Layne D. Gittelman 
EPI Mrs. Nkuebe Jean Meadowcroft 
CDD Mrs. Mononang 
ARI Mrs. Thinyane 
Hlealth Ed. Mr. Petlane 

NIGERIA 
National Coord. Dr. Sorungbe E. Chiavaroli W. Jones 
EPI Dr. Adetiji R. Thomas J. Weisfeld 
CDD NIs. Smith H. Merrill R. Spiegel 
Malaria Dr. Ekanem B. Maciak 
Health Ed. Mrs. Henshaw 

Mr. Ola 

SWAZILANI) 
National Coord. Dr. Dlamini J. Anderson L. Brown 
EPI Mrs. Mduli A. Sampson 
CDD Mrs. Mndzebele 
ARI Mr. Nxulnalh 
Nalaria Mr. K nneie 

Health Ed. Mrs. Nthclnha 

TOGO 
National Coord. Dr. Karsar P. Ehmer B. Fitzgibbon 
EPI Dr. Karsa 
CDD Mr. Kofi Akogo 
Malari; Dr. Gayihor 
Health Ed. Dr. Akolly 
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ZAIRE 
National Coord. Dr. Musalanipasi R. Martin K. Wilkins 
EPI Dr. Othepa C. McDermott 
CDD Dr. Mutomho Utshudi-Lumbu 
Malaria Dr. Paluku 
Health Ed. Mr. Rukirande 



UNITED STATES STAFF PARTICIPATING IN ACSI/CCCD
 

A.I.D Washington 
Chief. Health Population. Nutrition. AFR/TR 

CCCD Project Officer 

CCCD Project Manager 

Asst. Project Manager 


CDC/Atlanta, International Health Program Office (IHPO) 
OFFICE OF THE DIRECTOR 

Director 
Asst. Director/Child Survival Coordinator 

Deputy Director/Child Survival Coordinator 

Asst. Director for Management 

Administrative Officer 

Computer Systens Analyst 

Office Systems Analyst 

Computer Programmer Analyst 

Editor 


Technical Support Division (IHPO)
 
Director 


Deputy Director 

Anthropologist 
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