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EXTERNAL EVALUATION OF THE ACSI-CCCD PROJECT
THE CENTRAL AFRICAN REPUBLIC

EXECUTIVE SUMMARY

The Health, Population, and Nutrition Division of the Office of Technical Resources,
Bureau for Africainitiated the report entitled External Evaluation of the Africa Child Survival
Initiative-Combatting Childhood Communicable Disease (ACSI-CCCD) Project in the
Central African Republic, August, 1990.

The goal of the ACSI-CCCD project is to improve the health status of children under five
years of age in selected African countries. The project in the Central African Republic
(C.A.R.) began in 1984 and has as its purpose reducing the morbidity and mortality caused by
communicable diseases, the mortality caused by dehydration, and the mortality among
children under five caused by malaria. The reduction of infant and child mortality--or,
conversely, improvements in child survival--is a worldwide priority of the Agency for Interna-
tional Development (A.LD.).

The project in C.A.R. includes children under five years old and women of reproductive
age, as a sub-group of a total population of almost three million people. It is active in all five
ealth Regions, including 16 prefectures, and 52 sub-prefectures, at a total of 175 sites,
encompassing regional and prefectoral hospitals, health centers, and sub-centers. Project
activities strengthen and support the Ministry of Public Health and Social Affairs in its efforts
to immunize children against the common communicable diseases of childhood, treat
dehydrating diarrheas with oral rehydration therapy, treat malaria in children and prevent
malaria among pregnant women. The project is implemented through a Participating Agency
Service Agreement with the Centers for Disease Control. Technical assistance 1s provided for
support strategies in health education, training, health information systems (HIS? and opera-
tions research (OR), as well as health financing and improved management practices. This
assistance complements additional assistance in the area of child survival provided by
UNICEEF, and other donors.

This second external evaluation was undertaken as part of the routine management of the
overall project. The methodolog employed was to deploy a team of specialists for a period
of about three weeks in C.A.R. During this period, team members reviewed documentation,
interviewed key informants, observed activities at project sites, and conducted small non-ran-
dom surveys. Team members were selected because of their expertise in management,
medical epidemiology, information systems, health care financing, health education, and
training.

The body of the report consists of an introduction, three sections on the interventions,
(immunizations, diarrheal disease management, and malaria control), and subsequent sections
on the support strategies of training, health education, health information systems, operations
research, program management, and health care financing. There is a final section on
program sustainability. In each section are subsections which discuss the issues, draw con-
clusions and make recommendations. At the end of the report are Annexes that provide
support to the report.

The team found that considerable progress has been made in the Expanded Program of
Immunization (EPI). According to a 1985 survey approximately 20 percent of children in
C.AR. were fully immunized; in 1989 the figure was 47 percent, including 80 percent
vaccinated for measles. The 1990 vaccination coverage survey data is due to be issued after
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the evaluation team left C.A.R. The cold chain has been implemented in all regions, with 75
percent of health facilities providing vaccinations. Increase in vaccination coverage is already
showing an impact on target diseases. Peripheral service delivery has improved tremendously
since the 1986 evaluation, most of the requirements are now met, especially those concerning
sterilization of needles and syringes. I%Iowever, a number of shortcomings in cold chain
management remain.

The wide use of oral rehydration therapy (ORT) is a testimony to the excellent trainin
provided. Recent OR on cereal based ORT may lead to the promotion of home fluids whic
seem relevant to the sustainability of the program and the self sufficiency of populations living
in remote areas. An appropriate national protocol will be agreed upon as soon as the results
of the study have been analyzed.

The malaria control program is in the process of being restructured. A national protocol
has been developed on increasing the Chloroquine dosage to 25 mg per kilo of body weight
over five days, and some dprogress has been made in the health workers’ awareness of
presumptive treatment and prophylaxis. Pending training immediately followed by close
supervision, steps should be taken to prevent the rapid increase of Chloroquine resistance
which has had, and will continue to have, a dramatic impact on C.A.R.’s public health status
and costs. Consideration should be given to include the nurse/birthing attendants in the
network of health workers trained in malaria control activities.

There has been little OR since the beginning of the program but several studies were
recently performed successfully and others are planned for the coming months.

The greatest area of progress and accomplishment has been in training health personnel
and community mobilizers. The training methodology used has balanced and integrated
management, medical technical, and supervisory requirements in ways that are mutually
reinforcing. In order to maintain training impact in the field, the Directorate of Preventive
Medicine should consider decentralizing the training activities down to the regional level, and
implementing a coordinated supervision strategy to strengthen service delivery and manage-
ment.

The health education program, which began with the EPI, has mobilized and reinforced
both institutional and pubﬁc support through the development of a National Social Mobiliza-
tion plan adoEted and implemented in 1989. Since then, consistent improvements have been
made in the EPI which are being carried over to the diarrheal disease and malaria control
programs.

In order to maintain the benefits from the health education effort, it is recommended that
the health education unit be strengthened by two or three additional educators (by reassigning
existing ministry staff), and that the head of the unit receive long-term training in health
education. The position of the third-year Peace Corps Volunteer should be maintained, as well
as short term technical assistance on specific needs. In addition, the impact of the social
mobilization effort on EPI coverage should be assessed, as well as its influence on mothers’
behavior for treating diarrheal diseases and malaria.

The program management at the national level (after an initial three year period of delays)
recently has been outstanding, moving the project along through a strategy of implementing
the interventions one at a time so as to concentrate the project’s resources, and not to over-tax
the absorptive capacity of local institutions. The project is well integrated into the Ministry of
Health and Social Affairs’ Directorate of Preventive Medicine and Endemic Diseases
(DMPGE), and in the field at the level of service delivery in the regions and the periphery.
The project’s support systems, however, remain largely autonomous and superior to those of
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the Ministry, especially in the areas of health information, cold chain and motor pool manage-
ment, and distribution of supplies and pharmaceuticals.

These support systems are still in a process of evolution, and, while they function at a more
efficient and effective level than their equivalents elsewhere in the Ministry’s directorates,
they remain incomplete and not fully adequate. The good start in developing cold chain
support, and monitoring and controlling the use of vehicules, fuels, and repairs needs to be
further elaborated upon. Special attention should be paid to overcoming the bottle-necks that
seem to occur routinely at the level of the regional base. In this line, consideration should be
given, in any additional funding or follow-on project design, to using OR to seek solutions to
management problems.

Due to the strong and consistent support of the current A.L.D. Liaison Officer (ALO), and
his predecessor, the project made good 3)rogress in the area of health care financing, especially
during the period mid-1988 to mid-1989. From 1985 to 1987, several non-random surveys and
household studies were conducted to determine the population’s willingness to }l)_%y for health
products and services, and the parameters which may affect their attitudes. These studies
cultivated an interest in exploring health care financing issues among GOCAR decision
makers. In mid-1989, a national policy workshop was held for senior legislative and executive
branch decision makers. This resulted in a national law being passed in early 1990, which will
allow government facilities to charge for products and services. This has come to be referred
to as "popular participation” in health financing.

Since mid-1989, the ALO has continued to work closely with the GOCAR in developing
technical assistance and support in this area, outside of the aegis of the ACSI-CCCD project.
Therefore, no specific recommendations are proposed because the ALO is planning to fund
a three year health care financing and management advisor to the Director General of Public
Health through a buy-in to the Office of Health, Bureau for Science & Technology, A.L.D.
(S&T/H) Global Health Care Financing project, independent of the ACSI-CCCD project.

Attention should be paid in both the areas of program management and health care
financing to the fact that several parallel donor interventions are underway that could impact
upon both ACSI-CCCD and long-term health financing and management technical assistance
efforts by A.LD. The ALO should continue efforts to explore opportunities for donor
coordination and cooperation, especially with the World Health Organization (WHQO) and the
African Development Bank (ADB). Attention needs to be paid and efforts made to counter
an expected decline in UNICEF funding which will have adverse effects on child survival
activities.

WHO is planning assistance in re-structuring and consolidating the planning and budgeting
process in the public health sector, as well as strengthening a primary health care system using
village level resources. WHO is also considering assistance in improving the management and
regulatory functions in the area of pharmaceutical distribution. The ADB is funding assistance
in the improvement of management in the Ministry of Health, including computerization of
the Division of Administrative and Financial Services, and a study otg the pharmaceutical
sector.

Overall the Evaluation Team was extraordinarily impressed with the quality of the project
management over the past three years, and notes obvious and impressive improvements in the
vaccination program, which are gradually extending into diarrheal disease control and malaria
control in the field, resulting in increased expectations at all levels. There should be no doubt
of the value of extending and expanding the technical assistance and other resources, which
have been put to such good use so far.



I. INTRODUCTION

A. BACKGROUND OF THE PROJECT

The African Child Survival Initiative--Combatting Childhood Communicable Diseases
(ACSI-CCCD) project was initiated in 1981. Its purpose is to strengthen the capability of
selected African nations to prevent the major communicable diseases of childhood prevent-
able by immunization, treat dehydrating diarrhea with oral rehydration therapy, treat malaria
in children, and prevent malaria in pregnant women. The project itself has as its goal for the
region the overall reduction of mortality among children under five years of age by 25 percent
by 1991; this is also the specific goal for the Central African Republic (C.A.R.). The three
disease interventions are supported by strategies in health education, training, operations
research and health information systems. Attention is also placed on health financing and
improved management practices.

The project is im%emented through a Participating Agency Service z%%reement (PASA)
with the Centers for Disease Control (CDC) of the U.S. Department of Health and Human
Services. CDC provides aresident technical officer and short-term technical assistance to each
of the countries of the project.

Inthe C.A.R,, prior to the project, morbidity and mortality among children under five years
were very high. Malaria, diarrheal diseases, malnutrition, respiratory diseases and measles
were among the major causes.

In 1983, the C.A.R. requested an assessment of the situation by the U.S. Agency for
International Development (A.LLD.), as part of a preliminary step toward elaboration of a
program for combatting childhood communicable diseases. The Project Grant Agreement
(PROAG) was signed May 25, 1984 between the Government of the C.A.R. (GOCAR) and
the U.S. Government (USG%. A four year project was agreed upon with a budget of US
$691,000 from the USG and $217,065 from the GOCAR.

The health ministry in C.A.R. is decentralized to the regional level (five regions in all)
which are headed by MCRs - Medical Chiefs of Region. Ideally, the central level would
establish policy, monitor progress and oversee quality, leaving routine implementation to the
region. Inactuality, though the MCRs operate under the authority of a Director General (DG)
at the center, they in effect have considerable autonomy generally because the DG lacks the
staff and resources to closely monitor and supervise operations at the region. The absence of
close control and direction from the center is evident not just at the region but at lower levels
ixﬁthe Z)l'sterp as well, and it contributes to some of the health system problems observed during
the evaluation.

Several levels exist below the region: the prefecture, the health center, the sub-center and
the health post; these are known as the periphery. At the region and prefectural level are
"hospitals with a variety of trained medical and health personnel including different types of
doctors. At the prefecture level, in addition to physicians, are found three levels of nurses,
those senior and licensed as well as those whose training is more limited. These nurses are
also found at the health center level which are poly-clinic, multi-building operations. Lower

level nurses are found at the sub-centers with the lowest level technicians at the health posts.

e

rd



1. Summary of the Project’s Objectives

The project’s objective is to reduce morbidity and mortality amon% children under five

years of age, caused by the target diseases of the Expanded Program of

mmunization (EPI),

malaria, and diarrheal diseases, through the extension and improvement of the immunization
and oral rehydration therapy (ORT) programs of the GOCAR, in addition to the treatment
of malarial fever where possible. Specific mortality objectives assigned to the project are:

to reduce by 40 percent the mortality caused by measles,

to reduce by 35 percent the mortality caused by neonatal tetanus,
to reduce by 25 percent the mortality caused by whooping cough,
to reduce by 30 percent the mortality caused by diarrheal diseases,
to reduce by 20 percent the mortality caused by malaria.

The original EPI objectives were to increase the vaccination coverage throughout the

country:

by 55 percent for BCG,

by 45 percent for measles,

by 40 percent for DPT and poliomyelitis,

by 45 percent for anti-tetanus vaccinations of pregnant women.

For diarrheal diseases, the objective was to increase by at least 70 percent the number of
established health facilities providing oral rehydration.

For malaria control, the objective was to increase by at least 55 percent the proportion of
people with access to Chloroquine.

2. Project Evolution

The following are some of the major events marking the project implementation:

1.

May 1985: Informal internal evaluation after one year of activity. The recommenda-
tions from this evaluation led to: (a) the appointment of a full time Technical Officer
(TO) in 1986, based in Bangui (at the Ministry of Health), and (b) the extension of the
project for one year without additional financing, owing to the delay in start-up.

October 19 to November 7, 1986: First external evaluation, resulting in: the second
project extension (to 1990), with a budget adjustment detailing contributions from both
the USG and the GOCAR.



3. October 19-24, 1987: Review of ACSI-CCCD Project in C.A.R. which helped assess
the project’s progress toward implementing the recommendations of the 1986 External
Evaluation, and reviewed the project’s plans for its fourth year. It was the overall
conclusion that little to no progress was made in implementing the recommendations,
and that the newly appointed TO and N. afional Coordinator had programmed a heavy
catch up schedule for the following year.

4. August 5, 1988: Amendment No. 1, setting project end date in September, 1991.
Additional financing of US $ 359,000 is provided jo support a malaria program, and to
develop a computerized health information unit.

5. July 1989: Amendment No. 2: Using baseline data more realistic estimates were used
to re-establish the project’s objectives as follows:

Total immunization coverage: 75 percent

DPT & Polio: 75 percent
Tetanus: 60 percent
Measles: 75 percent
BCG: 80 percent

6. Taken from documents supplied to the team, the project’s budget has evolved as
follows:

Table 1: Evolution of the project’s total budget (USD)>

Origin USAID C.AR.
& Year

1984 691,000 217,065
1986 691,000 217,065
1988 1,050,000 217,065
1990 1,609,100 286,813

At this time the decision was also taken to concentrate on one intervention at a time;
earlier efforts to move forward with all interventions had yielded little progress. EPI
was selected as the first intervention to pursue because it was believed to effect child
mortality most directly.

It was also in 1988 the UNICEF and USAID began to adopt a joint strategy on child
survival inputs including seeking to integrate their initiatives with the work of the
MOH. As aresult, the efforts of the two agencies have become important
complements to each other.

These figures represent LOP totals at the time.



As a result of this evolution, all components (local expenditures or equipment expendi-
tures) have cumulatively increased. In connection with the PROAG, the financing plan
contained in the second amendment indicates that two new categories appeared: radios and
administration. These were counter balanced by reallocations away from oral rehydration salts
(ORS) (from $155,000 to $126,000) and cold chain equipment (from $86,000 to $53,000)
reflecting additional provision of both of these items from UNICEF. Funds for Health
Education increased slightly ($500).

The most notable results of the first six project years have been the rapid design and
implementation over the past two and a half years of both EPI service delivery and effective
logistical support services, the achievement of a national vaccine coverage rate of 47 percent
(1989), the 1nstallation of a computerized health information unit, and the development and
passage of new GOCAR legislation authorizing participative cost recovery activities in public
sector health care. The remainder of the project focuses on extending the nearly completed
implementation of the ORT and malaria control interventions nation wide.

B. PURPOSE AND METHODOLOGY OF THE EVALUATION

The external evaluation of the ACSI-CCCD project in the C.A.R. was carried out during
the period 1-23 June, 1990. The objective as stated in the scope of work for the evaluation
see Annex I) was: to gauge the progress made toward the objectives of the original 1984
ROAG and as amended in 1988 and 1989; estimate the impact of the ACSI-CCCD interven-
tions and their support strategies; highlight specific successes, weaknesses and remaining
constraints; make recommendations for improvements; and estimate the potential for con-
tinuing the interventions by C.A.R. institutions, absent significant U.S. technical support. The
evaluation was undertaken by a team consisting of:

e John Raleigh, Management Specialist and Team Leader,
e Aissatou Lo, Health Education/Training Specialist,

e Carole Peignot, M.D., Medical Epidemiologist,

o Eloi Andara, Economist and Project Analyst.

The first three team members named above participated in a three day team planning
meeting at A.LLD./Washington, where they received background information and reviewed
project documents. They then went to the C.A.R., where Mr. Andara joined the team. In
C.A.R,, the team was assisted in the evaluation effort by Dr. Jean-Baptiste Roungou, Coor-
dinator of the ACSI-CCCD Project and Director of Preventive Medicine, and by Mr. Joseph
Naimoli, resident CDC /TO for the project. Mr. Stephen Brundage, A.L.D. Liaison Officer
(ALO) at the U.S. Embass%/Bangui provided valuable support during the evaluation. Mr.
Philippe Makendebou, A.LLD. Program Manager Assistant at the U.S. Embassy accompanied
the team on field visits outside Bangui.

In C.A.R,, the team reviewed additional Iilioject documents and interviewed project and
other key personnel of the Ministry of Public Health and Social Affairs (hereafter referred to
as MOH). Two separate one-day field trips, one three-day field trip, and one four-day field
trip, were made outside of the city of Bangui during the first and second weeks of the team’s
in-country stay in order to: 1) observe the ACSI-CCCD-related work and interview personnel
at health facilities; 2) observe the management of pharmaceutical distribution, the support
systems for the cold chain, motor vehicles, and health information; and 3) observe the etfect
of project activities at the regional and peripheral levels.

A list of relevant documents reviewed is presented in Annex II. The principal contacts
made by the team are listed in Annex III.



C. ORGANIZATION OF THE REPORT

The remainder of this report is organized into eleven sections. The first three sections
address the status of the three ACSI-éCCD interventions: EP], Combatting Diarrheal Dis-
eases, and Malaria Control. The next five sections address the support strategies: Training,
Health Education, Operations Research, Program Management, and Health Cgare Financing
and Pharmaceutical Distribution. A final section addresses issues of Sustainability. Within
each section are subsections divided by (A) Discussion, (B) Conclusions and (C) Recommen-
dations. In some sub-sections there are further sub-categories as and where appropriate.

The annexes contain supplementary materials to support the text of the report.



II. EXPANDED PROGRAM OF IMMUNIZATION (EPI)

A. DISCUSSION:

In the C.A.R. the ACSI-CCCD project has adopted a long-term strategy of phasing in
technical interventions. EPI was chosen as the first intervention to implement so it was the
one farthest along in meeting project goals. This section will discuss EPI efforts and activities
with respect to the following:

e National EPI policy,

e Program strategies and objectives,

e Staffing,

e Logistics (including cold chain, vaccines etc.).

1. National EPI Policy

This policy is comprised of three elements: injection materials use, vaccination schedule
and the target population. A national policy on sterilization of injection material was adopted
in 1988 which established "one sterile syringe and needle per child" in the C.A.R.

Also in 1988, the national vaccination schedule was modified along the following lines:

at birth BCG/OPV 0 at 9 months measles

at 6 weeks DPT1/0OPV 1 at 12 months yellow fever
at 10 weeks DPT2/0OPV2 at 18 months DPT booster
at 14 weeks DPT 3/0OPV 3

TT1 earliest contact in pregnancy

TT2 4 weeks later

The targetdpogulation was identified as (1) children under three years with special emphasis
on infants and (2) women of child bearing age (15-44). About 140,000 children are in this
target population and 600,000 women.



2. Strategy and Objectives

The overall strategy adopted for the EPI has been to g;rovide as much coverage geographi-
cally as possible. Thus EPI coverage, previously limited to the eight most populated prefec-
tures was extended to all 16 prefectures in 1989. Currently 175 health facilities, including all
16 in-patient facilities, are immunizing according to the 1989 DMPGE listing; and A further
57 new health facilities (mostly health posts) should be operational within the year.

Beginning in 1988 with 15 mobile teams, there are currently 21 teams covering the eight
most densely populated prefectures. Staff, paid by UNICEEF, visit each prefecture bi-monthly
using Toyota 4 vehicles.” In addition, EPI outreach services have been carried to 123
remote locations through the use of 43 motorcycles which operate in a five to 20 kilometer
radius of a health faci%ity and eighty bicycles provide transportation within five to seven
kilometers of a health facility. UNICEF has also paid for these motorcycles and bicycles.

A final component of %he national strategy is the holding of national immunization weeks;
three were held in 1988." Also, to aFlaromote community interest and participation in EPI
activities, a program of training social mobilizers from the community has been established
(see Training below).

One of the key objectives of the EPI program is the carrying out of coverage surveys to
measure program impact, among other issues. The 1990 nationwide coverage survey shows
an impressive increase over earlier surveys in 1989 and 1985 (see table and charts below).
Even so, the drop out rate remains important in rural areas, for instance, 39 (gercent in the case
of DPT3. The C?PV birth dose remains very low and much lower than BCG in rural areas (15
percent compared to 90.1 percent for BCG.) Even in Bangui, OPV coverage is relatively low
(51.4 percent), indicating that this recent policy has not yet become routinely followed.

Furtherresults of the 1990 survey7 showvaccine shortages reflected in the slight differences
between DPT and OPV. Also, nationwide measles coverage is increasing except for Bangui.
If this trend is not reversed, outbreaks may appear again. Finally, TT coverage (2 injections)
is estimated nationwide at 40 percent if documented vaccinations only are counted, and at 60
percent if mothers’ declarations are included. However, the estimate for rural areas is still
thought to be too low, between 25 and 46 percent, and a drop out rate between 20 and 30
percent.

4 Immunizations were to begin at all 175 health facilities in 1989, but at some in Region
3, imlx_nu;n'zations have not yet started for different reasons (lack of personnel or
supplies).

5  Shortages of gas and/or oil have hindered the work of mobile teams in some regions.

T}lfeuse shortages stem from management constraints in the motor pool rather than lack
of funds.

6 None were held in 1989 because funds budgeted by UNICEF for this purpose were
exhausted.

7  Another survey is planned at the end of the year.



VACCINATION COVERAGE

f 1985 1989 1990 |
BGUI RURAL | BGUI RURAL | BGUI RURAL
BCG 2 483 84 98,1 901
QPV O / L L 314 15
DPT 1 684 292 58 96.2. 803
OPT 3 56 16.5 a2 (17%) | (39%)
86.2 | 48,4
|Measies 60.* 238 35 79.5 | 577
| Yellow Faver L / L 543 427
Fully 37 14,2 71,4 38,5
Immunised
(-YF-OPV 0)
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3. Staffing

A significant reason for the recent success of EPI is the program’s key personnel. In 1988,
the program gained needed leadership with the nomination of a national EPI director. Other
important staff include two technicians, working with the UNICEF advisor, who are in charge
of cold chain related activities and the central vaccine bank. The program also has seven cold
chain specialists (two at central level plus one per region) and 15 drivers/mechanics for the
mobile teams. These latter staff were trained in 1988. In addition, two supervisory teams were
created at the central level to train regional and peripheral personnel.

4. Logistics
a. Cold chain:

A nationwide inventory of the cold chain was conducted in 1988 followed by replenishing
equipment where needed. As aresult, most of the health facilities are now equipped with Sibir
refriEerators‘ Those in Bangui are either electric or kerosene while those 1n rural areas are
just kerosene. Each has an outside thermometer and some spare parts (wick, glass cover,
burner). Also, 10 solar refrigerators (BP VR 50) were installed in the northeastern areas but
these will be of little use during the rainy season. '

The regional and intermediate vaccine banks are equipped with kerosene freezers
(Electrolux) and refrigerators.

At the central level, the cold chain facility has two cold rooms, one freezer and a
technician’s desk all housed in a single room building. To provide security a technician is
present during daytime hours and a surveillance guard is posted at night and weekends. Given
the limitations of this facility, ap agreement has been reached with the national laboratory, the
Pasteur Institute and SOCAGI"(only facility to have a negative cold room) that they will make
available their facilities when and if they are needed.

A second cold room is currently being built with UNICEF and GOCAR funds in order to
increase storage capacity and allow less trequent orders.

Among the observations of the evaluation team:

e One month was needed to get a new compressor after recent failure of the
former one; as aresult all the central vaccine stock had to be moved to SOCAGI.

e There is no alarm system in the central vaccine bank.

e The backup generator has been out of use for one year; fortunately, no persistent
electricity failures have occurred to date.

8  This is a private, commercial enterprise in Bangui which supplies health products,
among other commodities.
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b. Injection and sterilization material:

In 1988, UNICEF provided supplies of reusable syringes and needles and steam sterilizers
to every health facility, including mobile teams and private facilities, to comply with the
national policy directive of "one sterile syringe and needle per child." The evaluation team
found, however, that for reasons that are not known, some private facilities had not been
supplied with these materials.

¢. Yaccines:

UNICEF has been the main vaccine donor. A.LD. has squlied measles vaccine but this
was scheduled to stop in June, 1990. Rotary International will provide OPV until 1994.

Vaccine distribution is done on a quarterly basis from the central storage to the five
regional banks and the four intermediate banks. Distribution to each health facility is done
every two months by the regional cold chain technician along with other supplies; additional
vaccine is delivered on an as-required basis by the supervision team.

d. Peripheral service delivery:9

There is a general trend towards daily vaccination with some persistence of former habits
(i.e. a different antigen/day) and a lot of "missed" days due to the absence of personnel or
shortages of necessary su{)plies. Some of the private (religious) facilities claim not to have
enough personnel available to immunize more than once a week or once a month.

Although time constraints did not allow in-depth investigations, missed opportunities seem
toremain frequent, especially in the biggest clinics where pediatric curative care and well child
care are under the responsibility of two different persons, often in a different location.

Atperipheral facilities, despite a good overall knowledge of cold chain requirements, usual
cleanliness among staff and adequate storage of refrigerators, anumber of di?ferent shortcom-
ings were observed in most of the visited facilities: refrigerator temperature above 8 degrees
C (20 percent), incomplete daily recording, poorly regulated flame (40 percent), and inap-
propriate use of 3M monitors--four out of ten were found with space A or A + B blue, without
any action taken. It was not possible for anyone to explain when and why this had happened
and whether some vaccines should be used quickly or destroyed. During immunization -
sessions, vaccines were kept in vaccine carriers and secondly transferred into thermos, one by
one.

Sterility re%uir_e.rr_xents_ appear to be met - one or two steam sterilizers are available and
used in all the facilities visited except some of the private ones; most of the Portuguese gas

9  Most of the observations were made in Region 3 which was visited by the
epidemiologist; according to the findings of the rest of the team, the overall situation
seems slightly better in Region 4.
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stoves purchased by UNICEF are currently out of use and will be replaced by Chinese ones
in the coming weeks.

Shortages were observed. X Forty percent of facilities had run out of one or several
vaccines at the time of the visit. Either no action was taken, the time of next delivery being
close, or the order and subsequent delivery was delayed for unknown reasons despite the
national directive to order new vaccines as soon as the stock had declined to 30 percent of the
total.

Vaccine waste, associated with delayed orders and wrong needs assessments, is obviously
an important source of shortages. In several health posts which follow the daily vaccination
Eolicy, the waste could be as high as 75 to 90 percent. This waste could likely be reduced by

etter planning and improved logistics.

B. CONCLUSIONS:

Measuring the impact of EPI accurately is difficult because of the absence of good baseline
data; the only data available have been unreliable routine reporting information collected
since the program’s beginning. However, some impact of vaccine coverage is already obvious.
No epidemic of measles has occurred since 1984, the measles room in the pediatric ward of
Bangui was closed and no poliomyelitis has been reported for several years.

The countrywide data collected since 1981 clearly shows a decreasing trend of measles and
polio, especially for 1988 and 1989 (see charts below). Assuming that the completeness of
reporting is more likely to have improved than decreased, these results suggest that EPI has
had a positive impact in limiting the incidence of respective diseases.

C. RECOMMENDATIONS:

1. With respect to policy, the recommendation made by UNICEF in 1989 to combine
measles and yellow fever at 9 months should be followed. This would ensure better
coverage, reduce vaccine wastage, and ease the workload of health workers. Also at the
policy level:

e With respect to the cold chain, a spare compressor should be provided at least
for the central vaccine facility to avoid critical delays that could jeopardize the
entire immunization program.

e With resgpct to vaccines, the donor to provide future measles vaccine needs to
be identified.

e The DG and DMPGE should explore opa;fortunitiqs of sharing/coordinating
ersonnel between public and Iprlvate health facilities to ensure that private
acilities fully participate in EPL

10 In private missionary facilities only.
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2. With respect to strategy, given the limitations of mobile teams (vehicle breakdowns,
maintenance etc.), it is urgent to look beyond to the next phase of fixed health facilities,
planned to replace mobile teams in a few years, to ensure through close supervision
that staff are effectively carrying out EPI activities.

3. With respect to peripheral service delivery, there is a need for closer supervision.
Supervisionis key to ensuring that proper practices acquired through in-service training
are routinely followed. Supervision should include on-the-job training so that expertise
gained from formal training is maintained and refreshed. This means the medical
director of each region must spend as much time as required on supervision and have
the necessary supplies, mainly fuel, on time. Also, it is recommended that:

o Different means of avoiding shortages should be considered: action should be
taken as soon as the stock is low, whatever the expected date of delivery; needs
assessment should be reviewed; if the "tar%et population” calculation seems
beyond the understanding of low level health workers, the previous order plus
a safety margin is a correct estimate;

® Vaccine waste can be lowered b}_/lproviding 10 (instead of 20) doses vials of BCG,
measles and OPV vaccines to the smallest facilities; and

® Systematic screening of sick children is a way to better use opened vials.
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III. CONTROL OF DIARRHEAL DISEASE (CDD)

A. DISCUSSION:

1. Background

Diarrheal diseases remain one of the four leading causes of death in children in C.A.R.
along with malaria, malnutrition and respiratory infections. A prevalence study conducted in
1987 estimated that every child under five experienced about six episodes a year yet only 42,000
cases are reported each year.

The case fatality rate is around five percent in the reporting hospitals, slightly higher in
the Central National University Hospital (CNUH) in Bangui where severe malnutrition is
frequently the underlying cause of death. The baseline data to assess progress is the first
inpatient mortality study in 1987 (see chart below).

Little research has been done on pathogen agents but the vast majority of diarrhea in
children is due to rotavirus or bacterial pathogens that do not require specific antibiotic
thera{.)y. No incidences of cholera were observed during the team’s visit and apparently,
shigellosis and severe salmonellosis appear only infrequently in the C.A.R. Parasites are
endemic but their role in diarrhea incidence is not prominent.

2. Policy, Objectives and Staffing

A national CDD program was established in 1986 to disseminate ORT as widely as possible
throughout the country, from central hospitals in the capital to distant rural heaﬁh facilities.
According to the average needs estimate, a total of 2.5 million ORS packets are required
annually for the C.A.R. Of this total, two million (80 percent) are to be é)rovided yearly by
A.LD. and UNICEF is to provide the balance. The actual number of ORS packets provided
presently exceeds demand as the CDD program is notyet operating at levels that are eventually
anticipated. An OR study on feasibility of a cereal (maize) based, home solution was
conducted in 1988 and a clinical trial in June, 1990. Preliminary indications from this study
are hopeful which, if borne out, may possibly lead to the C.A.R. producing its own ORS-sub-
stitute more cheaply and efficiently.

With respect to facilities, by now ORT units are installed in most hospitals. For all health
facilities, survey checklists have been developed which include items related to CDD. Also,
excellent case management forms have been developed and distributed to the operational
ORT units and to trained health workers. These will be distributed widely during the next
training sessions. Health workers will also be trained in screening of vaccination cards as
recommended by the 1986 evaluation team.

With respect to staffing, the CDD program has been under the responsibility of the malaria
control program director since February, 1990. This is a stop-gap measure owing to staff
constraints that is expected to be only temporary and, therefore, should have no long-term
negative effect on the program.
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B. CONCLUSIONS:

The team was impressed by the wide use (close to 100 percent) of ORS in the facilities
where a health worker had been trained. Despite the lack of furniture and ORT material at
certain locations, encouraging initiatives were observed during field visits. For instance, one
ORT "corner" was found operating in the shade of a tree with bottles and glasses provided by
mothers and the same case management forms used and reused. This success is certainly due
to the early implementation of ORT units immediately after CDD training which gave both
mothers and health workers first hand experiences of working with ORS.

At health centers the stock of ORS was usually sufficient even though in some places
supplies were not limited to the target group; it was observed, for instance, that ORS was
occasionally given to adults and more often to older children. The search for parasites was
regularly done in facilities equipped with a microscope.

One private clinic supplied electrolyte/ %llucose tablets but at half of the required concentra-
tion; these were sold for 10 CFA each. (1 US § = 224 CFA)

The team observed little use of alternate therapies in the field; the use of nasogastric tubes
was mentioned once and intraveneous therapy was observed in one private clinic though there
was no obvious need to do so in the latter case. None of the health workers interviewed was
prescribing sugar/salt solutions, most recommended increased amount of liquids leaving the
choice to the mother.

One hundred case management forms were reviewed in an ORT unit in Bangui: all the
children were classified "plan A" (it was not possible to assess the accuracy of this categoriza-
tion). Cases observed included rehydration on site, even where clinical dehydration was
absent, after which mothers were given two more packages for home treatment.

Although no health workers mentioned the issue, the program director is concerned with
diagnosis accuracy. He notes that the method of asking mothers for the three signs (vomiting,
stool type, thirst) allows for exaggeration by those who wish to get prompt care and this may
lead to misclassification.

C. RECOMMENDATIONS:

1. On-the-job training in operational ORT units is a good way to increase national ORT
knowledge and use. The involvement of private health facilities, both in training and
supplies delivery, should be emphasized.

2. Further, with respect to ORT, the following points are recommended:

® Wastage of ORS packets should be avoided from now on,

® Once the cereal-based OR results are available, it should be clearly stated
whether children with mild diarrhea and no clinical dehydration can be treated
with home fluids only, and

® Generally the use of home fluids should be strongly promoted--more than half
of mothers start an early treatment at home even before dehydration occurs.
However, this needs to be balanced with the caveat that no uniform measures
exist in C.A.R. which accounts for the GOCAR'’s previous reluctance to strongl
back home fluids. Thus, there needs also to be further exploration and researc
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into the use of uniform measures for this purpose. Home treatments make a
great deal of sense from the sustainability as well as the accessibilty standpoints.
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IV. MALARIA CONTROL PROGRAM

A. DISCUSSION:

1. Background

The first national malaria control program was developed in 1986 but because of the focus
by the ACSI-CCCD project on EPI and later on CDD, progress on the malaria front has been
slow. However, nationwide training scheduled to begin soon should give some impetus to the
malaria program. As %reviously noted, the director of the malaria program also has had
administrative responsibility for CDD since February, 1990.

At the program’s beginning in the absence of baseline data, routine reporting data was used
to set objectives. In 1987 inpatient mortality from malaria was assessed through record review
at hospitals or other facilities having such records.

In vivo resistance studies have been conducted on a yearly basis in collaboration with the
University’s Faculty of Health Sciences in Bangui. The most recent study shows about 10
percent of R1 or R2resistance in 204 schoolchildren given dosages of 25 mg/kg of Chloroquine.
(No R3 resistance has been documented so far.)

Malaria-related training has not l};et started but technical memos regarding dosage were
distributed to the regions and to the health facilities in 1987. Also, supervisory checklists are
being developed for use in surveys. ,

2. Policy

The current national policy on malaria recommends the following presumptive treatment
for under fives:

e Chloroquine dosage of 25 mg/kg given over three days (10 mg/kg on first and
second days, 5 on third day) as a first line drug,

o IV Quinine dosage of 25 mg/kg/day in case of vomiting or loss of consciousness,
followed by Chloroquine as soon as possible,

e Incase of Chloroquine resistance documented by thick smear, alternative drugs
are:

° quinine IV\ or PO, 25 mg/kg/d, during five days,
° sulfadoxine-pyrimethamine 25 mg/kg once,
amodiaquine same dose as Chloroquine,

¢ halofantrine 25 mg/kg/d, one day.

Only the first prescription is part of national policy.

]
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The recommended prthylaxis for pregnant women (to prevent miscarriage, preterm
delivery, and low birth weight) is 300 mg Chloroquine weekly starting with the first contact in
pregnancy continuing until two months after delivery.

The Chloroquine supply for the ACSI-CCCD target population, specifically, is also
strained by the inadequacy of the PharmaPro " budget in relation to the estimated demand
for Chloroguine by all atge dgroups. Quite understandably, the local health care workers at the
regions and periphery find it impossible to reserve the Chloro%uine provided for children
under five, and pregnant women. Any patient showin(% signs of malarial fever is provided
Chloroquine on a first-come, first-serve basis. However due to lack of training and a misguided
desire to "ration" a scarce commodity, insufficient doses are provided while the supplies last.
Even after stock-outs, however, prescriptions for the purchase of Chloroquine at pharmacies
and pharmaceutical depots in the private sector also tend to be for too small a dose.

Apparently the majority of the Chloroquine in country is believed to be supplied through
licensed and non-licensed retail sales both in Bangui and throughout the rural areas. The price
of a 100 mg tablet was usually cited as 10 or 15 CFA. (The PharmaPro annual budget for all
pharmaceuticals avera%es out to about 40 CFA per capita. A typical bout of malaria could
require about 20 pills for an adult over a five day period.) ACSI-CCCD currently provides
about 10 million Chloroquine tablets per year, while the national demand is estimated to be
approximately 14 million tablets. On the basis of limited information, it is estimated that all
known sources of Chloroquine in C.A.R. in both the public and private sectors do not equal
the estimated demand. :

B. CONCLUSIONS:

According to the data collected bf’ the regional hospitals, malaria case fatality in under
fives has increased from 3 percent in 1987 to 7 percent in 1989 (see chart below).

Presumptive treatment of fever in under fives was done in all facilities; the health worker
was often unable to tell the Chloroquine dose offhand but usually calculated it according to
age rather than weight. This seems accurate enough, given that Chloroquine tablets need to
be broken into quarters for children.

Chemoprophylaxis during pregnancy was prescribed in all the facilities visited, though in
five of ten, the dosage was lower than recommended, either because of ignorance or fear of
shortages. In some centers, weekly dosages were correct but no extra doses to be taken at
home were given to the women that did not come every week.

Intravenous quinine was often the first line drug irrespective of vomiting; health workers
claimed that many parents seek care after purchasing the drug. Though quinine is supposed
to be administered by IV in the C.A.R. it is often given intramuscularly (IM) which can have
ill side effects. In fact, cases have occurred where children have suffered lameness from IM
quinine. Chloroquine is often given at home by mothers who then seek care when treatment
fails. Home dosages do not get recorded.

11 MOH’s distribution unit.
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Routine recording does not allow the distinction between possible Chloroquine resistance
or an insufficient dose from non-malarial pathology. No health worker claimed to have faced
Chloroquine resistance. However, thick smears are not done systematically but on an ad hoc
basis, either before initial treatment or after ill-defined home treatments. Due to insufficient
slides and stains, results are often not available until the next day. Treatment, however, is given
at the time without waiting for the results as malaria is deemed serious enough to warrant such
practice.

At a number of facilities the evaluation team visited, the staff had either not received or
had misplaced the 1987 technical memos presenting guidelines on dosages. No important
shortage of malaria drug supplies was observed at facilities despite the probable use of
ACSI-CCCD procurement for treatment of adults or older children.

C. RECOMMENDATIONS:

1. Under the rubric of policy there are several points to be recommended:

e The "25 mg/kg over three days" directive is confusing for many health workers.
It may be that "10mg/kg/d for three days" would be more appropriate, especially
considering the increasing level of resistance and the ease of grescnpt;on.
Supplying health facilities with tablets of different dosages should be avoided
to p}{evgslt further confusion (some centers have 150 mg as well as 100 mg tablets
on hand).

e The frequent use of IM quinine which is likely to persist in spite of the program
directives raises the issue of sterile injections. The only material usually avail-
able in facilities is reused "single use" material. The feasibility of using EPI
syringes (needles not designed tor subcutaneous use) should be addressed.

e An anti-vector strategy should be part of national policy. The 1989 cluster
survey found that 90 Eerc_:ent of persons in Bangui already use some Ipro'cectlon
against mosquitoes. Social mobilizers currently working for the EPI should be
trained in malaria prophylaxis and environmental samtation. Mosquito nets
might be purchased in bulk amounts at low cost and made available where
appropriate to needy health facilities.

e A.LD.and ACSI-CCCD should exglore the possibility of collaborating with the
Inspector of Pharmacies and PharmaPro to study the demand for, and
availability of, Chloroquine through public and private channels in the CA.R.
These parties should also explore increasing the amounts of Chloroquine
distributed, accepting the fact that health facilities in the regions and peripheries
will continue to find it from difficult to impossible to reserve their stocks of
Chloroquine for the exclusive use of children under five and pregnant women.

2. Concerning OR issues there are several points to be recommended:

e With respect to the probable future community participation in drug purchasing
and the already wide use of home treatment, the importance of current private
procurement of Chloroquine should be assessed as well as its quality.

e Sentinelsurveillance should be implemented in the pediatric ward of the CNUH
in Bangui to follow in-vivo resistance. Resistance studies should be conducted
in one or two rural settings on %arl basis as has been done in the past. A
study should be undertaken at C H/%angul to investigate the reasons for the
mcreasm% fatality rate in Region 3 such as errors in diagnoses, delayed treat-
ment, Chloroquine resistance, other factors.
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e OR should be urgently undertaken to investigate the reasons for the recent
increase in case fatality rate; this could be done through a review of clinical
reglords or through a prospective follow up of children admitted for/with
malaria.
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V. TRAINING

A. DISCUSSION:

Training has been a major activity during the past three years. The PROAG estimated
that about 1000 persons would require training during the life of the project. This figure has
been far exceeded. Health ministry personnel, for instance, trained in various aspects of EPI,
CDD and malaria control services delivery rose from 195 persons in November, 1986 to 210
in December, 1987. Overall, from July, 1987 to the present, the number of personnel trained
totals 3,411, including 2000 community mobilizers.

1. Achievements

Achievements in training were reached through a dynamic in-service training strategy
conceptualized by the DMPGE and the ACSI-CCCD TO with little external assistance. The
TO supported this effort by providing continuous technical assistance in training strategies,
needs assessments, materials development, training of trainers, and workshop design and
implementation.

The in-service training strategy, implemented first for EP], responded in a systematic way
to the need for training personnel to execute the program in the field. Training content,
materials and methodology were strictly based on needs highlighted by extensive training
needs assessment undertaken through health facility surveys.

Through the DMPGE-supported decentralization of training in the five regions of the
country, at least two health agents from each fixed vaccination site were trained in EPIL At
the 14 facilities visited during the evaluation, all trained health agents had already trained other
helping personnel to correct deficiencies in EPI service delivery.

Health facility surveys, conducted in 33 centers in three of the five regions at least six
months after the completion of training, showed major improvements in EPI performance.
The weakest performance areas, however, included statistics, systematic group ﬁealth educa-
tion, and management. Observation and interviews of personnel during the evaluation found
that health workers continue to find statistics the most difficult part of program execution. A
rlc])und of follow-up training scheduled for late August or early September 1990 will address
these areas.

The DMPGE developed a community mobilization plan for EPI using the same in-service
training strategy and the plan was adopted in 1989 by a national supervisory committee. The
DMPGE organized fifteen district-level teams (approximately 96 agents in all) to train and
supervise 2000 community mobilizers to in order sustain EPI efforts in the field.

In addition to EPI, agents were trained in diarrheal case management, allowing the opening
of 80 ORT unit facilities. Further, materials for assessing training needs for malaria are being
developed at the DMPGE. The Directorate will use the same in-service training strategy to
address personnel weaknesses in malaria service delivery.

Through training and supervision in HIS, approximately 350 frontline health agents were
provided with new skills in maintaining registers, in reporting data and in taking advantage of
secondary data sources. Staff of the statistics unit at DMPGE were introduced to a variety of
software programs, thus improving their capability in word processing, data entry and storage,
tabulation of frequencies and production of tables and graphs. Continuing training is being
provided to reinforce the HIS team’s analytical skills and planning capacities.
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Close collaboration between the university’s schools of medicine and public health and the
ACSI-CCCD project has not yet been developed. However, considerable interest exists, as
demonstrated by the chairman of the faculty of medicine at the national symposium on ORT.
Also, keen interest and frequent contacts exist between the faculty of medicine and DMPGE
concerning interventions and malaria research.

2. Actions Planned
Current action planned for the period 1990 - 1991 include the following activities:

In-service training for malaria,

Refresher training for EPI decentralized to regions,
Training of community mobilizers for CDD,
Training for supervision,

Post-evaluation of EPI social mobilization,

Internal retraining for CDD decentralized to region,

Training in management of services for mid-level managers and HIS personnel.

B. CONCLUSIONS:

The effectiveness of the in-service training strategy is impressive. Major advances in skill
development and capacity building through training and supervision have been achieved at
national, regional and peripheral levels.

Capacity building through training is taking place at various levels, contributing to the
development of a lasting and effective training system. This is demonstrated in the following
ways:

e A permanent structure within the DMPGE is providing leadership to develop
an in-service training program under the direction of a training coordinator.
The formation of a central training team composed of all ACSI-CCCD program
coordinators and assistants has improved teamwork within the department and
assured the transfer of skills to other programs.

e Decentralized training system involving regional teams of trainers.

e A data management system for monitoring all health personnel trained by the
central and regional teams.

e A protocol and standard instrument for assessing in- service training needs and
for evaluating the impact of training on health worker performance in the field.

e Appropriate training materials and procedures for materials revision deter-
mined according to needs.

The success of the training strategy has served to enhance the stature of the DMPGE within
the MOH where it is now regarded as the focal point of expertise for the continuing education
needs of health personnel.

Training has contributed in a major way to an increase in quality and regularity of services

delivered by health agents in EPI and diarrheal case management. Increased management
skills for service delivery have also been gained through training. Further, the on-the-job
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training of additional assistants by those formally trained in EPI has compensated for the lack
of adequate personnel.

Overall, training has raised the health personnel’s sense of responsibility to a) deliver
adequate quality of care; and b) work as a team to expand and coordinate services. Training
has made such an impression that many health personnel identify the real launching of EPI
from the October, 1988 in-service training, not the start date in 1985 when they began to
provide EPI services.

Despite the successes, however, some difficulties still remain. These include under-
standing the use of statistics to monitor program activities as well as how best to manage
activities based on health facility needs and functioning capacities. Some deficiencies are also
evident in cold chain maintenance.

C. RECOMMENDATIONS:

In order to maintain the impact of training in the field while allowing the DMPGE to move
towards more effective management of activities in the field as well as improved coordination
with other Ministry structures, it is recommended:

1. Training activities should be decentralized to regional teams. Training for the malaria
program should be an occasion for testing effectiveness of decentralization. This may
require training of trainers to reinforce training skills and organization capacities for
regional teams.

2. The DMPGE should shift from an active to a supervisory training role. By adopting a
supervision and coordination function, it will be able to strengthen service delivery and
management skills, and increase effectiveness through coordination and feed back.
Such arole will also reinforce management capabilities at the regional level by insuring
systematic supervision, timely distribution of supplies, and collection and analysis of
data for management of activities at peripheral levels.

3. More effort should be made to involve the university’s schools of medicine and public

health in a revision of pre-service training curricula integrating EPI skills, diarrheal
disease case management and malaria treatment.
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V1. HEALTH EDUCATION

A. DISCUSSION:

The ACSI-CCCD project has a number of accomplishments in the area of health education
that have contributed to the overall impact and success of the project in the C.A.R.

1. Achievements
Principal health education achievements of the project include:

e The mobilization and reinforcement of both institutional and public sui)port for
EPI through the development of a national social mobilization action plan. This
was adopted and implemented in 1989 after an extended KAP household survey
executed by 15 peripheral teams in charge of training and supervising 2000 social
mobilization workers. KAP surveys were also carried out in over 2000
households with 1300 mothers before implementing social mobilization for EPI.

e There has been consistent improvement in patient education practice. This has
been achieved by identifying weaknesses through health facility surveys and by
integrating health education into the training _strategy. The same process has
been adopted for CDD but monitoring of patient education in ORT units has

been limited to baseline surveys.

e The printing and widespread distribution of educational material for CDD and
EP], supported by several donors through close coordination at the DMPGE.

e The health education unit is well integrated into the DMPGE and benefits from
the director’s leadership as well as support from ACSI-CCCD coordinators.
Integration with technical, managerial, and educational activities at DMPGE
has increased the effectiveness of the health education unit. This contrasts with
the earlier exa)enqnce of the Office of Health Education at the Department of
Maternal and Child Health which had a more limited, less integrated role.
Impressive work developed by the health education unit at DMPGE has con-
vinced the MOH to plan for institutionalizing small health education units in
each directorate of the ministry, rather than building up a national health
education office. Experience in C.A.R. and mounting evidence in other
countries indicates that such national level offices are less effective than more
decentralized, integrated units.

e Close collaboration with Peace Corps for health education is achieved through
the assignment of a third year Peace Corps Volunteer at the health education
unit as well as through a growing number of Peace Corps Volunteers trained to
support health education efforts at regional and prefectoral levels. The Peace
Corps has also provided the DMPGE with short-term assistance for health
education training and materials development through a local hire contractor.

One area where shortcomings have occurred are mass education efforts through radio and
television. Despite impressions and claims to the contrary, these networks had largely failed
to disseminate and produce social mobilization messages over time.

2. Action Planned
The following actions are planned for 1990/1991 in the health education field:

e Completing and evaluating the EPI social mobilization efforts in order to
measure impact,
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o Conducting KAP surveys for CDD and malaria for base-line data to be used for
social mobilization and patient education strategies,

o Designing and implementing social mobilization programs for CDD and
malaria through short-term training in Zaire of the CDD and health education
coordinators in social mobilization techniques, and

e Strengthening the health education unit by reinforcing existing personnel with
one or two health educators from the health education office.

B. CONCLUSIONS:

At this time it is difficult to evaluate the real impact of the health education effort. Yet
health personnel are keenly aware of the dynamic relationship between health education and
EPI coverage. The repetition of KAP surveys for assessing the impact of social mobilization
and patient education has not yet been done, but the signs are good as health personnel report
greater numbers of people being served through fixed posts as well as by mobile teams since
the reinforcement of these two activities.

Also, sustaining social mobilization activities will be a challenge for the DMPGE because
mobilizers are not paid and need to be motivated in order to continue their activities
indefinitely.

C. RECOMMENDATIONS:

In order to strengthen benefits from the health education effort and to meet the project
goals, the following recommendations are made:

1. The capacity of the health education unit should continue to be enhanced in one or
more of the following ways:

® Reassigning two or three health educators,

& Providing long-term training in health education for the head of the unit,
& Making available short-term technical assistance on specific needs, and/or
® Providing the continued services of the third-year Peace Corps Volunteer.

2. With respect to mobilization/motivational issues:

o Create a strategy for motivating community mobilizers and health care
providers by using all technical and culturally acceptable means. Also, monitor
the impact of community mobilizers’ activities in order to plan for supervision,
feed back and retraining.

e Evaluate the social mobilization impact on EPI coverage as well as mothers’
\P practices for CDD and malaria. In addition to surveys, technical
assistance may be required for the design of the protocol and questionnaire for

a process evaluation addressing social mobilization for EPI.
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VII. HEALTH INFORMATION SYSTEMS (HIS)

A. DISCUSSION:

In 1986, an in-depth review of the ACSI-CCCD’S HIS was undertaken. This pointed out
deficiencies as well as methods to remedy HIS shortcomings, and led to a number of improve-
ments in the operation of the project’s HIS.

1. Achievements

_ Among the accomplishments or achievements stemming from this review were the follow-
ing:

e A central-level computer system was set up in 1987,

® A statistics unit was created at DMPGE and the first national HIS plan was
prepared,

e Implementation of a sentinel surveillance system including 16 in-patient
facilities was begun,

e Distribution of the second issue of an epidemiological bulletin (DMPGE Echo)
to the regions in 1990, and

o Entry and analysis of data from health facility surveys for EPI (before and after
training) and CDD (before training).

B. CONCLUSIONS:

Despite improvements and efforts made to establish a rational and systematic information
s[\;stem, health workers still have a huge amount of information to report each month; most of
this information has no immediate application and could be reported yearly instead of monthly.
Also, the problem of duplication otp information to the different directorates of departments
of the Ministry has not yet been solved.

At the central level, frequent hardware failure and procurement difficulties have
hampered the activities of the Statistics Unit but in recent months this situation has somewhat
improved.

The hospital sentinal surveillance system has not functioned as expected, although a simple
and appropriate form has been developed, personnel trained, and mechanisms put in place to
assure the timely reporting of data. For the first seven months, for instance, only 38 percent
of expected forms had been received in Bangui. It is not possible yet to discern trends in EPI
target diseases on account of the system’s newness.

A comparison between the EPI coverage survey and the reporting of administered doses
of vaccine shows that the latter (in Bangui, at least) proves to be more reliable than the former,
suggesting limitations in the EPI survey.

C. RECOMMENDATIONS:

With respect to HIS, the following recommendations are made:
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1. The design of the new MOH organigram is likely to lead to a Ministry-wide review of
the current routine reporting system. A further step could be a workshop including all
the departments that would have among goals: simplifying health workers’ tasks,
increasing their motivation and getting more reliable data. Also, the problem of
hardware maintenance at central level should be addressed possibly through private
maintenance existing in Bangui or any nearby capital.

2. Inplace of the plethora of forms requested by different ministry offices, health workers
should be required to report only that data which contribute to the efficient and
effective management and delivery of health services in the C.A.R. What that data
specifically are ought to be the result of a careful and comprehensive study of the
country’s health system. The following data are illustrative and might be included in
such a study:

A

|

e Vaccinations given by antigen and age (i.e. < or > 1yr, pregnant women), 1
e Number of EPI target diseases: total, percent of vaccinated, case/fatality rate in \

|

/

|

vaccinated or not vaccinated children/women,

o Number of diarrheal episodes, percent of dysentery cases, case/fatality rate in
diarrhea and dysentery in under fives, ,

. . . . |
e Number of malaria episodes, case/fatality rate, documented resistance to |
Chloroquine in under fives and pregnant women.

3. The training of health workers in HIS should emphasize the direct use of collected
data both at regional and peripheral levels to increase motivation and quality of
recording. Supervision should not only verify data recording but also their accuracy
and relevance. Also, the standard HIS form should be designed for both DMCH/FP
and DMPGE.
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VIII. OPERATIONS RESEARCH (OR)

A. DISCUSSION:

In the C.A.R., the ACSI-CCCD project’s overall strategy of phasing in the interventions
has resulted in less emphasis on OR, at least in the early phases of project implementation.
When OR activities were undertaken in initial project stages, they were carried out more in
support of EPI such as by supplementing HIS efforts. In this way OR performed more as a
data collecting service rather than in its intended capacity as a mechanism to identify and solve
problems. As the project has gone on, however, the focus has shifted to particular project
problems and issues--among other technical interventions as well as among other support
strategies--which if researched, studied and applied could improve overall project implemen-
tation.

1. Achievements

Some success has been achieved in identifying topics and carrying out studies for research
which could lead to improved project implementation and more efficient achievement of
project goals. Most of these are limited to diarrheal disease (seven) and malaria control (two)
interventions. Some of these have been slated to be carried out in 1990 (see Actions Planned
below). They include:

e A survey of feasibﬂjty of early treatment of diarrhea with cereal based home
solution, with promising early results,

An assessment of diarrheal yearly incidence in Bambari, (1985),

A KAP study of mothers during diarrheal episodes in children,

A community survey of nutritional practices during diarrhea episodes,
A clinical trial of home available solutions in ORT units in Bangui,
Preparation of a protocol for a natremia study in prefectoral ORT units,

e & ¢ o 0 o

The effectiveness of health education in ORT units. This last study was planned |
for 1989, but has been postponed until late 1990.

e A pharmacy-based study on Chloroquine distribution to mothers and health
edu_cau;)n provided by pharmacists.” (The protocol for this study is under
review.

e A study on birth weight in C.A.R. (1986) oriented to malaria incidence, and

e A child mortality sprve§ using the preceding birth method conducted in "mater-
nite des Castors" in 1989; a similar community based study is planned for the
end of this year.

2. Actions Planned

The project planned six OR activities for 1990; four of them CDD-related reflecting the
shift in emphasis from EPI to CDD. Two (CDD home-available solutions and CDD com-
munity dietary practices) were slated to be undertaken in the first and second quarters of 1990,
three (EPI missed opportunities, CDD Natremia study, and the child (0-2) mortality survey)
all in just the second quarter and one (the health education ORT umnits study) for the third
quarter.
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B. CONCLUSIONS:

The evaluation team was able to evaluate little of the results of OR as little has come out
in the way of results. However, information received about the survey assessing the feasibility
of using cereal-based home solutions indicates some Freliminary, positive signs. Any mean-
ingful findings will have to await the release of official results slated for later in the year.

As the list above indicates, a number of the OR projects are, in fact, surveys and data
collection efforts intended to provide valuable baseline data for the subsequent measuring of
project performance and target achievements. As such, they supplement and reinforce efforts
to establish an effective HIS and, in so doing, serve a useful and worthwhile project purpose.
Yet the project needs to look beyond to ways in which true OR activities--ones based on
identifying and solving project implementation problems--can be undertaken for the benefit
of the ACSI-CCCD project.

C. RECOMMENDATIONS:

1. Inthetime remaining and to the extent resources permit, the project staff should review
possible OR topics and select a few from among them that would provide useful,
applicable results provided they could be realistically completed in the time available.
To the extent possible, they should represent a balance between intervention and
support strategy topics with priority given to malaria and program management issues.
For illustrative purposes, one that might be done for malaria would be:

e An assessment of the origin, )%uantity, quality and price of private market
Chloroquine (see also Section X, Pharmaceutical Distribution).
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IX. PROGRAM MANAGEMENT?

A. DISCUSSION:

The ACSI-CCCD Project in the C.A.R. was signed between A.L.LD. and the GOCAR on
the 25th of May, 1984. The CDC TO in Brazzaville provided the primary technical support
until January, 1987. The ALO in the US Embassy in aﬁm has provided supervision locally,
with oversight provided by the Health Officer in the USAID Mission in Yaounde, Cameroon.
In January, 1986, the original ALO, Katherine Montgomery, left the State Department and
joined CDC to become the first locally-present TO. She was replaced as ALO by Hugh Smith
who served until August, 1989. Ms. Montgomery was replaced by J ose(?h Naimoliin July, 1987,
who remains the TO. Mr. Naimoli is due to be replaced in July, 1990.

The GOCAR National Coordinator for the ACSI-CCCD Project was Dr. Jean Limbassa,
Director of DMPGE from May, 1984 to May, 1987. Subsecigently, Dr. Limbassa was promoted
to Minister of Health and replaced by Dr. Jean-Baptiste Roungou as National ACSI-CCCD
Coordinator and Director of DMPGE. Originally, the Director of the Maternal and Child
Health Directorate, which is at the same level in the Ministry as the DMPGE, was named the
Deputy National Coordinator of ACSI-CCCD. In 1986 the management of ACSI-CCCD
activities were united and integrated into one directorate, the DMPGE. During the team’s
staK/Iin the C.A.R. there was a complete overhaul of the cabinet and Dr. Limbassa was replaced
as Minister of Health and Social Affairs by Mme. Genevieve Lambilo, formerly Secretary of
State for Social Affairs.

1. Achievements

During the first three years, from 1984 to 1987, the project experienced start-up difficulties
related to donor coordination issues, and required two years to reach agreement on national
plans and budgets for EPI, CDD, and malaria control. These issues were successfully ad-
dressed by (1) A.LD. and CDC naming a full-time TO for Bangui, not in the original accord,
(2) the Ministry unifying and integrating all project components into the DMPGE, also not in
the original project design, and finally (3) DMPGE’s leadership in clarifying certain policies
and coordination issues among donors especially as regarding EPI strategies.

These decisions proved to be judicious, clearing the way for restructuring, restaffing, and
revised strategies in 1987 and 1988. It appears that most of the recommendations made in the
project’s earlier, and only other, external evaluation conducted in late 1986 have been
successtully implemented, especially those having to do with improving support systems, and
training.

12 It should be noted that the term Program Management has been used in two ways
throughout the various interviews and documents reviewed. First, the term has been
used to refer to the management of donor inputs by A.LD., the US Embassy, and CDC
in Atlanta, and the TO in Bangui; this is more properly Project Management. Second,
the term is used to refer to the Central African MOH’s role in managing the inputs and
activities focused on combatting childhood communicable diseases. gl'hls second level,
as discussed in this section, refers to life of project activities integrated as much as
possible into the DMPGE’s normal Ministry program. Long term issues of program
management and integration are addressed in Section XI, Program Sustainability.
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The implementation status of the 1986 recommendations relating to achievements in
project management is as follows:

e CDD and malaria control budgets have been completed to support the National
Plans already developed,

e The ’I)’O was extended an additional year (as recommended, then extended
again),

e A detailed budget was developed for the extended project,

o Informal working relationships have been established to improve donor rela-
tions,
e Standardized reporting forms have been developed and implemented for EPI

activities; have been developed and begun to be implemented for CDD; and are
being developed for malaria control to be implemented before the end of 1990,

o The first issue of the epidemiological bulletin "DMPGE Echo" was issued in
November, 1989, and the second is due shortly (it is expected to be issued
quarterly, when fully operational),

e International Monetary Fund (IMF) constraints have made it impossible to
restore the number of professional Bersopx_le_l in DMCH/FP, as recommended,
and the unification of ACSI-CCCD activities under the DMPGE may have
made it unnecessary,

e Wideruse hasbeenmade of OR funds asrecommended in 1986 though, as noted
above,_to;l)lcs_ chosen have been limited to medical, technical areas though other
areas, including program management, could benefit from OR as well.

2. Actions Planned

Since the project managers have so successfully fused the roles of manager/tech-
nician/trainer it is difficult to separate out management activities from all activities planned.
The needs assessments, materials developed, and the training conducted have carefully and
thoroughly addressed managerial, logistical, and administrative issues necessary for successful
execution of the EPI interventions, and it is expected that by the beginning of 1991 CDD and
malaria control will be as thoroughly addressed.

The malaria control program training in all regions, and the ORT training in Region 1 are
the most notable remaining activities yet to be implemented in the long-term strategy of
phased-in interventions. '

With the completion of the training cycles13 for all three interventions, at the end of July
or later, a national workshop on supervision will be held to establish and practice the use of -
suFervisory instruments for all three interventions at the same time. The workshop will be
followed by on-site refresher training for the three interventions across the regions.

The epidemiological bulletin is expected to be issued as a quarterly, and the DMPGE
information unit is gearing up to achieve that goal by 1991.

13 The_se cover the follquing: needs assessment, materials development and
testing/training/mobilization activities/service delivery/training impact evaluation.
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B. CONCLUSIONS:

The current management team has shown significant strateiilc wisdom and management
acumen in turning around a program with difficulties and making rapid progress in needs
assessment, training, logistical and information support systems, management and supervision.
A key part of the strategy used was to attack the three major technical interventions (EPI,
CDD, and malaria control) one at a time. EPI was selected to begin with and so for nearly two
years the key CDD and malaria control staff at the DMPGE Directorate in Bangui were
absorbed into launching the EPI program.

The Evaluation Team has been impressed by the effectiveness of the strategy which
resulted in a complete integration of the roles of manager, technician, and trainer in the case
of each lead DMPGE managers.

One of the best management tools the DMPGE team has developed is a set of standards
for evaluating health worﬁers performance. It serves as a tool for: (1) training needs assess-
ment; (2) management and performance assessment; and (3) is being transformed into a
supervisory checklist. As a result, the EPI management and logistical support systems are the
best of the project. The cold chain works well, with all refrigerators operational (some needing
minor flame and temperature adjustments, especially at non-ministry missionary facilities),
and the vaccines in good supply (again with some exceptions at missionary facilities).

The motor pool has within the last few months beﬁun to develop a vehicle, fuel, and repair
management system that should be a model for other programs. Currently the system is
incomplete, and weakest at the regional base level, which DMPGE can advise but not direct.
There is little to no reporting back from the regional base level on the fuel coupons distributed,
and frank admissions from a few of the field managers that they are often turned into cash and
spent on items that may locally be considered a higher programmatic priority. The extent to
which this may be wide-spread could not be determined. The field staff at peripheral facilities
below the regional base (Ic):enters, sub-centers, and posts) which were trained by DMPGE keep
fairly good records on the coupons they receive, keeping the fuel and vehicle notebooks from
the workshops up to date.

The recently improved record of activities of the mobile and advance strategy teams suggest
that reprogramming of coupons is not dysfunctional, but there are spotty cases of stock
shortages of Chloroquine, and lack of supervisory visits blamed on lack of fuel by teams that
otherwise, in theory, should have had coupons available. At any given time, one third of the
vehicles (currently 11 out of 35) seem to be out of service--reportedly due to inadequate
management of repair facilities at regional bases. The management of the motor pool at the
base level is complicated by the variety of vehicle brands imposed by the donors, making
training mechanics, stocking tools, and keeping spare parts more complicated than it needs to
be. Again, this is outside of DMPGE’s direct control, but the situation could be improved by
closer surveillance, better tracking s¥stems, and continued motor pool management systems
design and training provided by DMPGE, and implemented by the regional base.

The Evaluation Team is concerned about the absence of a functionally adequate short-term
strategy to deter the inappropriate dispensing of Chloroquine, contributing to chemical
resistance, while malaria control waited two and a half years for attention. gDMPGE had
thought that the matter could be dealt with in the short-term by distributing brief protocols to
the MCRs and asking them to have their staffs include the dosage advice in their routine
supervision. Management and supervision appears weakest at the regional base level, which
is outside the jurisdiction of DMPGE as delegated by the Minister and DG (see Section XI,
Sustainability). The incorrect dosage of Chloroquine, often motivated by well-intentioned
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economies (equitable rationing), is chronic at some health centers, and nearly all sub-centers
and health posts visited.

The epidemiological bulletin "DMPGE Echo" is expected to be a useful managerial, as
well as medical technical tool, providing a feedback and motivational purpose to field staff,
who up to now see data collection as a bureaucratic requirement that for them serves no useful
purpose. With the installation in 1990 of the Health Information Unit this should change; also
special reports, summaries, and oral reports provide feedback in addition to the Bulletin.

owever, none of the field staff interviewed appear to know yet of any of these feedback
mechanisms except for the first Bulletin issued in November, 1989. They are apparently
unaware that the recent EPI and ORT workshops featured prominently (including inserts in
the training manuals used) data and analysis of their own incidence and coverage data. Staff
of the Information Unit have successfully worked their way through a great number of
hardware installation difficulties and are now completing the data entry and analysis of their
first computerized national survey, the results of which will be disseminated to the field, and
to policy makers in Bangui.

The ability of the regional and peripheral health personnel to implement ACSI-CCCD
designed information, supervision, and monitoring procedures is hampered by a system of
records and reports that is overly complex and inefficient. This system has developed as a
result of each Directorate and each donor layering its reporting and information requirements
one on the other. As a consequence, one office alone at the regional base level estimates it
needs five reams of paper per month to complete all its reports. In the same region, a typical
health sub-center maintains 17 different journals to track activities and inputs, many of them
unnecessarily complex and duplicative. (See Annex VII).

The fusing of the manager/technician/trainer roles of the key project staff has strong
synergistic benefits in improving the credibility and understanding of the program managers.
It also places severe demands on their time and attention. The matter is complicated by what
the ACSI-CCCD/C.A.R. 1989 Report called "the most serious threat to continued sus-
tainability of the Project": an overextended Project Director. As the report noted, "Toward
the end of 1989, the Director’s ability to effectively manage preventive medicine activities was
continuously being compromised by his appointment to numerous committees within and
outside the health sector." These assignments are clearly not sought by the Director and he
and his staff are trying to manage the burden the best they can. This situation may improve
with the recent change in Ministers.

The Project has also operated for the last year in the absence of a USAID Health Officer
in Cameroon, and no replacement is expected. It is understood that a decision has yet to be
made as to whether this function will be moved to REDSO/WCA in Abidjan or to
A.LD./Washington. Filling this function as soon as possible will facilitate project administra-
tion.

C. RECOMMENDATIONS:

Cognizant of the tremendous progress made so far, most of it in the last two years, the team
makes the following recommendations to be carried out within the time and resources
available.

1. There are several points of recommendation addressed to the DMPGE:

e DMPGE should provide additional technical assistance to the regional base,
and extend its surveillance more routinely below the regional base level to
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follow up on training, and assure that medicines, vaccines, spare parts and other
essential inputs do not get stuck in the weaker management systems at the
regional base level.

e DMPGE should consider greater use of the OR line item to explore manage-
ment issues and to seek solutions to management problems, including the heavy
workload of the Project Director (See , Operations Research).

e DMPGE should also seek to collaborate with the DG and other donors in
reconciling and reducing the varied, voluminous and inefficient reporting sys-
tems required of field personnel down to the sub-center level.

e DMPGE should assure the completion of its motor pool and logistics manage-
ment system, and provide design and training assistance to the regional bases,
followed by closer monitoring to assure that vehicles are used for distribution
of inputs, mobile services, and supervision as intended.

2. Inits planned technical assistance to the MOH in health care financing and manage-
ment, the ALO should emphasize the strengthening of the management capacities of
the Office of the Director General of Public Health (staff strength, training, systems,
and computers).

3. The Office of the DG should seek to strengthen its coordination role across the

different Directorates while maintaining its current policy of decentralizing manage-
ment, where appropriate.
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X. HEALTH CARE FINANCING AND PHARMACEUTICAL DISTRIBUTION

A. DISCUSSION:

The 1986 Evaluation Report made certain recommendations with respect to health care
financing. The implementation status of those recommendations is as follows:

e ACSI-CCCD, in collaboration with the REACH Project, has initiated several
studies and conducted a national Roundtable on Health Care Financing. These
efforts are expected to result shortly in additional A.L.D.-provided long-term

technical assistance to the Ministry--in the form of a Health Care Financing
Advisor--to be funded outside the ACSI-CCCD project.

e The information required of health facilities has been modified in the technical
areas of the three principal ACSI-CCCD interventions but not in the area of
costing the provision of products or services as suggested by the 1986 recom-
mengatlljon. This is expected to be covered by the additional A.LD. support
noted above.

1. Achievements

The REACH Project activities began two _Péeliminary surveys on Cost Recovery; in
September, 1986 and September/October, 1987. The surveys, which the authors characterized
as small sample and non-random, were nonetheless useful in indicating a willingness to pay
for health care products and services on the part of the Central Africans questioned. This was
of particular interest to the MOH policy makers, because there was presumed to be a strong
popular aversion to paying for health services. This followed an experience where the previous
regime had sold Health Cards, and then absconded with the funds without providing the
promised services. The REACH surveys indicated public willingness to pay for health services
grovided they could be assured that sérvices would be received and that these services would
e of good quality.

REACH followed these initial visits with a process-oriented consultancy to clarify the
Ministry’s interests, concerns, goals and objectives in the area of financing and cost recovery.
The result was an agreement on the part of the MOH to host an A.L.D.-funded workshop, the
end product of which was to be a plan of action to be submitted for the Minister’s consideration.
The participants were to represent the C.A.R.’s Ministries of Health, Finance, and Interior,
the National Assembly, as well as private federations and councils.

A series of technical consultancy visits and Ministerial discussions occurred through late
1988 and early 1989 leading up to, and preparatory to, the workshop. The most important
action taken was passage of legislation authorizing the collection of fees for government health
services, called "popular participation." The workshop, a national multi-sectoral seminar
aimed at consensus building, followed soon thereafter. A health care financing unit was
established in the MOH and requests for long-term training for the units’ staff were made by
the ministry.

The timing was too late to find appropriate funding and to enroll particpants in institutions
for the 1989-90 academic year. The unit was subsequently abandoned, and the MOH and the
ALO shifted their focus to sustaining the interest in local health management improvements,
including exploring health care financing options in the public and private sectors.

Both the current ALO and his predecessor have Sprovided strong and consistent support
for health care financing under the aegis of the ACSI-CCCD project, and since 1989, have
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pursued additional funding to provide greater assistance outside of the scope, capacities, and
time limitations of ACSI-CCCD. Currently, A.LD. is putting in place long-term technical
assistance in the form of a three-year advisor to the Director General of Public Health to be
funded through a buy-in the Global Health Care Financing Project. The sale of pharmaceuti-
cals is frequently proposed as a part of a cost recovery scheme.

In the area of pharmaceutical distribution, the logistical improvements initiated under the
EPI training, have carried over to yield a demonstrable improvement in the distribution of all
project inputs from the directorates to the regions, and down to the health centers. The
sub-centers, and health posts are still experiencing difficulties including frequent shortages of
Chloroquine, and occasional shortages of ORS packets. While the logistics of pharmaceutical
distribution have improved in support of ACSI-CCCD objectives, current management sys-
tems would need to be si§nificantly revised (procurement accounting, distribution, pricing
control, reprogramming of receipts) in order to support the sale instead of the free provision
of pharmaceuticals.

The WHO is considering ways to strengthen the pharmaceutical distribution systems of
both public and private sectors. The WHO Representative provided a draft of an executive
summary of a consultant report (Annex V1) that provides interesting dataregarding the current
state of pharmaceutical distribution in C.A.R. The recommendations lean toward establishing
agovernment committee consisting of several ministers, and the only two private pharmaceuti-
cal wholesalers in the country, to establish lists of allowable products and the prices at which
they would be sold, and otherwise regulate pharmaceutical distribution. The O consultant |

estimates 84 percent of pharmaceuticals are bought by individuals retail from the private |:

sector. The amount of pharmaceutical entering the country legally from other wholesalers in |
neighboring countries is not monitored.

The 1986 Evaluation cited 8 million Chloroquine pills received and only one million
distributed under the profect due to distribution bottlenecks. In 1988 the project received 2.4
million Chloroquine tablets and distributed 2.4 million. In 1989, they report receiving 10
million pills, and distributing 6 million. The project has greatly improved its ability to move
Eharmaceutical such as Chloroquine out of Bangui to the regional level, but remains somewhat

ampered by lack of direct managerial control over the weaker systems at the regional base.
What improvements there have been at the regional base level are generally attributed by the
staff at the base to the training and technical assistance provided by DMPgE.

2. Actions Planned

The new A.LD.-funded Global Health Care Financing Project (the successor to the
financing component of REACH) is now in a position to cfrovide continuity. As noted above,
discussions are underway with the ALO/ Bangui to provide, long-term technical assistance (a
Health Care Financing/Health Management Advisor) to the MOH to be located in the office
of the Director General of Public Health, separate from ACSI-CCCD.

Also as previously mentioned above, there is currently a draft OR protocol under discus-
sion to conduct a study of the local retail sales of pharmaceutical products (especially
Chloroquine).
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C. CONCLUSIONS:

1. Financing

The health care financing work accomplished under ACSI-CCCD/C.A.R. lay mostly
outside the technical and experience range of the key project personnel involved, and so they
wisely chose to pass this work to another A.LD. project. For reasons outside the control of
ACSI-CCCD/C.A.R,, the REACH project had some difficulty getting started, but eventually
provided some excellent assistance, especially from late 1988 to mid-1989.

2. Pharmaceutical Distribution

The ACSI-CCCD project has established in conjunction with UNICEF a distribution
network for the DMP(EE, independent of the Ministry’s own distribution unit (PharmaPro).
The DMPGE network provides the five regional bases with vaccines, Chloroquine, ORS
packets, and miscellaneous materials and supplies necessary for the maintenance of the cold
chain, and the mobile vaccination teams. The DMPGE must rely on the regional bases to
distribute pharmaceuticals and medicaments to the periphery {hospitals, ealth centers,
sub-centers, and posts.)

The DMPGE (ACSI-CCCD) pharmaceutical distribution network is complicated by the
inefficiencies of the regional base, which is not under the direct supervision of the DMPGE
and, which appears to need more systems design and staff training assistance than the project .
has been able to provide.

No accurate information is available about the variety, quality, quantity, or value of any -
pharmaceutical available on the market (pharmacies, depots, market stalls, and street ven-
dors). The Inspector of Pharmacies is charged with monitoring pharmaceutical sales, but has
not the resources to do so. There is no laboratory in C.A.R. capable of examining products on
the market for contents and quality.

The Federation Nationale des Eleveurs Centrafricains (FNEC), the national livestock
owners association, has with the assistance of the World Bank and under the supervision of
the Ministry of Rural Development established a network of 28 Pharmaceutical depots across
the count?' for veterinary medicines and supplies. The team had the opFortum'ty to visit the
depot in Ippy in Health Region No. 4, and was impressed by the efficient and flexible
management, as well as the level of revenues generated, from the local unsubsidized sales of
veterinary medicine.

The FNEC’s net revenues, after local administrative costs but before subtracting the
wholesale costs of imported medicines, is estimated to be two to three times the annual
national budget of PharmaPro. This, and the WHO estimates of the volume of pharmaceutical

roducts in C.A.R. sold retail, should enter into a more detailed future study of the potential
or improved public- and private-distribution systems.

The proposed OR protocol to study Chloroquine sales should provide a useful snapshot
with implications for programmatic decision making, which may be the most the DMPGE can
undertake. The overall function of routine and continuous monitoring of the private phar-
maceutical market still would need to be addressed. A clear distinction should be made,
however, between monitoring and setting ethical and quality guidelines, and damaging the
market with over-regulation.
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C. RECOMMENDATIONS:

Since health care financing will be dealt with in the future through another project, there
are no recommendations on iealth care financing for this section, though there are some
related recommendations in the following section on Sustainability. The following recommen-
dation pertains to health care products and services including pharmaceutical distribution.

1. The new Health Care Financing/Health Management Advisor should explore with the
GOCAR the benefits and opportunities of a competitive, private sector pharmaceutical
distribution system, regulated as to ethics and quality, to supplement public sector
partially- and fully-subsidized supply channels. This should be explored as well for the
delivery of health care products and services, in general.
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X1. PROGRAM SUSTAINABILITY

A. DISCUSSION:

1. Achievements

The ACSI-CCCD project staff and activities are fully integrated into the DMPGE at the
national level. The ACSI-CCCD component activities are integrated into the DMCH/FP staff
functions at the level of the health centers and sub-centers at the periphery.

The Government has institutionalized its th'cy of support for the ACSI-CCCD interven-
tions, inguding the recent (1989) legislation backing participative cost recovery schemes for
the MOH.

The fact that demand for ACSI-CCCD interventions (products and services) consistently
outstrips the supply, clearly demonstrates the appreciation on the part of the general publicin
C.A.R. of the need for the ACSI-CCCD activities being implemented by DMPGE.

The technical capacity of the DMPGE and the MOH in general, to continue to provide
ACSI-CCCD type services has been greatly enhanced by the extension of a properly function-
ing cold chain, and the high quality training of over 2,000 medical staff and community
mobilizers in all regions.

2. Actions Planned

The project plans to continue to provide technical assistance in improving and extending
its cold chain, motor pool, and health information support systems throughout the regions and
periphery during 1990 and 1991.

A.LD./W and UNICEF both have reductions in funding planned that have not been
adequately discussed, nor has ACSI-CCCD and DMPGE had adequate information and
opportunity to plan for the potential effects of funding cuts.

B. CONCLUSIONS:

The ACSI-CCCD support mechanisms, although integrated into the DMPGE, have not
been integrated into the overall MOH systems, and at this stage the project probably could
not function if they were. The project will likely need to remain semi-autonomous of certain
support functions for quite some time if it is to succeed in its objectives. For example,
pharmaceutical distribution, cold chain support, the health information unit, the motor pool
management (for which systems design has begun but implementation not yet completed), and
administrative and financial services functions of the DMPGE are operating reasonably well
and are clearly superior to those of the GOCAR.

1. Training

Currently, training appears to be the most sustainable activity of the project in terms of
capacity building. This conclusion is based on the leadership provided by the Director of
Preventive Medicine and the integration of technical, managenal, and training activities at
DMPGE. Further, the style of collaboration with the TO, combined with the last two to three
years of experience with in-service training, speaks in favor of a central capacity at the
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Directorate level for sustaining this combination of training, technical assistance and monitor-
ing.

This particular combination of technical assistance and training, while recognized as a
model by other directorates, has not been institutionalized outside of DMPGE. It should be
recognized that, while successful, it is in contrast to and in competition with other distinct
management styles being practiced in the MOH, and, therefore, not at all assured of wide
replication.

Consistent effort has been made to involve personnel from other sections of the MOH in
the training and monitoring activities of the DMPGE, especially at the regional and peripheral
levels. This can lead to an eventual decentralization of some or all of the training to a regional
level. This would lighten DMPGE’s burden and increase local responsibility and initiative.
Cumbersome Ministry financial and administrative mechanisms, and shortage of resources,
will continue to be an obstacle to complete integration for the foreseeable future.

2. Donor Coordination

UNICEF currently provides vehicles, vaccines, and ORS packets in addition to technical
assistance in administration, training and logistics. The UNICEF Interim Representative
reiterated previous commitments to continue their full range of assistance to the DMPGE
Frogram ter the current categorical funding from the Italians through UNICEF terminates
ater in 1990. Informally, it was hinted that such a commitment does not imply continuation
of full funding of current activities. Indeed, it was estimated informally, that UNICEF funding
in 1991 would be about 20 percent of the 1990 amount.

AILD./W sent its last shipment of measles vaccine in June 1990. There has been some
recent cable traffic to suggest that any follow-on activity to the ACSI-CCCD project would
need to be funded by buy-ins in each country. This will need to be carefully resolved by the
U.S. Embassy, which faces the raised expectations of the GOCAR, and the lack of direct
control over A.LD. budget allocations for C.A.R. The ALO plans to pursue the issues and
problems related to follow-on funding. :

Given the rapid, recent evolution of both the service delivery and the HIS, much of the
service and costing data which is needed for addressing questions of sustainability is not yet
complete. Yet, given the information available, it is difficult to imagine how the project could
suffer cuts in funding from UNICEF and from A.LD. in the range of magnitude being discussed
and still survive. It is not clear to the evaluation team what other options A.LD. may have in
its allocations to be able to continue the project, but it is clear that the GOCAR is not in a
position at this time to shoulder the ACSI-CCCD project and sustain it with its own systems
and human and financial resources.

The ALO is aware that a number of parallel initiatives are underway in the area of health
care financing, health management, and pharmaceutical distribution, and that these could
offer significant opportunities or obstacles for a long-term A.LD. funded effort in health
management improvement depending upon how they evolve.

The ADB is just beginning a technical assistance program to help improve through
computerization the Ministry’s management of its Division of Financial and Administrative
Services (DSAF). Potentially this intervention could address the 1986 Evaluation Team
recommendation to modify record keeping at all levels in the public sector in order to enable
the routine determination of the costs of delivering products and services.This is a more
F)rofound and complicated task than it sounds, and it is not known whether the ADB and the

SAF intend to develop a system capable of supporting the sale of products and services by
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government health facilities that would address issues of procurement, distribution pricing and
collection and reprogramming of revenues. The Director of DSAF was reluctant to speak
about details before the arrival of the ADB consultant.

In addition to the effort on pharmaceutical distribution cited above, the WHO has two
other initiatives in various stages of development:

e Installation of a new consolidated planning and budgeting system. The process
as described by the WHO representative and confirmed by the Director General
of Public Health, would be a participative, bottom-up process starting at the
sub-center level, consolidated at intermediate levels (prefectural and re ional%
through workshops and finalized at the national level with Regional and Medica
Officers, and technical Directorates comm%ltrcl) a consensus. The entire process
would synthesize and reconcile GOCAR-funded and donor-funded activities
into one plan, and one budget for the Ministry.

e Under the leadershi;f) of the Director of the Division of Evaluation, Plan and
Statistics, a system of community mobilization would be established including
village health action committees and village cooperative pharmacy Hmsts. The
system as described may be duplicative and competitive with the village/com-
munity mobilization efforts of the DMPGE.

C. RECOMMENDATIONS:

The evaluation team makes the following recommendations as ways to sustain the achieve-
ments the project has already made and move the project in future directions that will yield
positive results. '

1. The ALO should follow through on his plans to involve the A.LD. Health Care
Financing/Health Management Advisor in a collaborative process of planning and
implementation regarding all four parallel initiatives under way: (a) the ADB com-
puterization of the DSAF, (b) the WHO assistance in consolidating the Ministry’s
planning and budgeting system, (c) the WHO assistance to strengthen the primary
health care system, and (d) the WHO assistance to reorganize and regulate public and
private pharmaceutical product distribution.

2. The MOH and DMPGE should be provided external technical assistance to streamline
and integrate various management information systems used at regional and peripheral
health facilities, with the aim of reducing the number of entries, forms, and notebooks
required, and merging all donor sub-systems into one integrated Ministry management
and health information system.

3. A.LD. and the U.S. Embassy/Bangui should pursue discussions regarding sectoral

allocations with a view to finding sufficient funds to sustain the child survival activities,
considering the expected decline in UNICEF funding.

44



ANNEX I
TERMS OF REFERENCE

SCOPE OF WORK



STATEMENT OF WORK (80OW) FOR
ACSI-CCCD 1990 EXTERNAL EVALUATION FOR CENTRAL AFRICAN REPUBLIC

This version of the SOW supplied by A.I.D. for the Evaluation of
the Africa c¢child Survival Initiative - Combatting cChildhood
Communicable Diseases (ACSI-CCCD) represents revisions by the
contractor, Atlantic Resources Corporation, to include the concerns
of USAID/Banqui put forward in a cable to A.I.D./Washington.

I. OBJECTIVE

The objectives of the external evaluations are to: (1) review
actual versus planned progress towards the outputs, effects and
impact of the project, (2) reassess the relevance of project
objectives and targets to the host country's and A.I.D.'s program
strategy, (3) identify and recommend solutions to persistent
management or technical problems, (4) document factors accounting
for success or failure of the project components and (5) estimate
the sustainability of the project.

II. BACKGROUND

The ACSI-CCCD Project is the Agency's primary child survival
project for Africa. The project has been designed to (1)
strengthen the ability of African countries to control preventable
childhood diseases through immunizations, (2) treat dehydrating
diarrheas with oral rehydration therapy and (3) treat and prevent
malaria with appropriate antimalarials. These major interventions
are reinforced by support strategies that include, the development
of health information systems, health education, training and
operational research. The development of sustainable systems is
an over-riding objective in all activities. When completed, the
project hopes to achieve a 25 percent reduction in mortality rates
of children less than five years of age.

The project is implemented through a Participating Agency Service
Agreement (PASA) with the International Health Program Office, at
the Centers for Disease Control (IHPO, CDC). Separate grants to
the World Health Organization, Africa Regional Office (WHO, AFRO)
and the Peace Corps support the training and health education
component of the Project. 1In addition, HEALTHCOM, PRITECH, REACH
and the Bureau of Census contribute technical assistance to many
ACSI-CCCD project countries. Currently, the project is operational
in ten African countries: Guinea, Liberia, Togo, Nigeria, the
Central African Republic, Zaire, Burundi, Lesotho, Swaziland, and
the Ivory Coast.

The sixth amendment to the ACSI-CCCD Project stipulates that
AFR/TR/HPN, with the Missions are responsible for external
evaluation of country projects, while the CDC is responsible for
impact monitoring. In the implementation of these activities
A.I.D. has maintained a schedule of rotating external evaluations
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every other year with internal reviews in the lntervenlnq years.
Country projects due for an external evaluation in 1990 include
Zaire, Liberia, the Central African Republic and Nigeria.

ITI. STATEME OF WORK

The contractor shall recruit, select and manage one team for an
external evaluation of the ACSI-CCCD Projects in the Central
African Republic.

Based on project-specific priorities of the Mission, the evaluation
team will: (1) review the project agreement, extensions design,
and health information collected by the project, (2) using
available data, assess the plans and outputs (immediate goods and
services provided), and report on the effects (intermediate effects
on target audience knowledge, attitudes, and practices), quality
of services and impact (morbidity/mortality) of the core project
interventions, (EPI, CDD and Malaria) and the support strategies,
(HIS, OR, health education, and training), (3) identify and pose
solutions to persistent management or technical problems, (4)
document factors accounting for success or failure in the project
components, (5) assess the relevance of project objectives and
targets to host country and A.I.D. strategy and (6) assess the
sustainability of the project.

The following questions correspond to broad service delivery and
support activities in the EPI, CDD and Malaria components of the
project. These questions reflect the areas of concern (activities
and process) that are critical for sustaining program effects and
impact. The questions are intended to serve as a guide to focusing
the evaluation. The Missions will review, prioritize and add to
or delete questions in order to reflect the importance the Mission
attaches to the individual project components, technical and
management issues.

(The issues USAID/Banqui wishes the team to address are added below
in boldface. These issues were prefaced with "in order to tailor
core SOW to the C.A.R. CCCD program, and in the spirit of
evaluation for the purpose of improving program operations, we
suggest the following priority program components and relevant
questions be evaluated by the external team in collaboration with
host country nationals and USAID Mission."')

'The Mission in its cable also said:

(a) it was exploring the possibility of involving someone
from the MOH Planning Unit or for the Ministry of Plan in the
external evaluation, and

(b) a meeting of representatives from each of the 5
health regions to review progress in EPI/CDD/Malaria and other
preventive medicine interventions has been rescheduled from May to
June to allow participation of the evaluation team. This meeting
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For each of the project's major interventions (EPI, CDD and
Malaria) the team should assess the following:

a) Was a needs assessment of the interventions (EPI, CDD and
Malaria) and support strategies (health ed, training, OR, HIS)
conducted? Are objectives and targets (coverage, use, access,
morbidity/mortality, behavior change, etc) identified? What is
current status and can objectives be accomplished by end of
project?

b) Is there a management system in place? Has a strategy been
developed for the interventions and support strategies? Are
national policies, work plans, schedule, standard treatment
protocols, internal evaluation system and budgeting and financial
controls developed?

USAID/Banqui adds the following:

Can the management system currently in place (USAID-
Yaounde/Amembassy Banqui/MOH/Department of Preventive Medicine)
and the technical support strategies that have been developed be
sustained over the life of the project and beyond?

c) Has a logistics system been established for procurement,
storage, distribution and inventory?

USAID/Banqui adds the following:

With what degree of effectiveness has the project been able to
assure regular supplies of vaccines, ORS and chloroquine at
regional, district and peripheral levels?

d) Has a system for health worker supervision, with objectives
and targets, personnel development, training and work plans been
designed and implemented? What were the effects and impact on
health worker performance and gquality of service delivery?

USAID/Banqui adds the following:

On the basis of C.A.R.'s experience in evaluating health worker
performance in EPI and CDD via health facility surveys since 1988,
how can a sustainable system of health worker supervision now be
established and maintained?

e) Has a training plan, with work plans and training schedule
been established to train personnel to operate the health service
delivery and support system? Are training sessions evaluated and
follow-up assessment of performance conducted? What are the

will take place in Berberati from June 11-18.
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effects of training on service delivery and health behavior of the
target population?

USAID/Banqui adds the following:

What have been the effects of the EPI and CDD in-service training
programs on EPI service delivery and diarrhea case management in
the 5 health regions of the C.A.R.?

£) Has a health education system with work plans, schedule,
materials development, communication and community mobilization
activities been established to support project interventions? Were
evaluations of activities conducted? What are the effects of
health education activities on service delivery and health
behavior?

USAID/Banqui adds the following:

What has been the effect of the EPI social mobilization program on
the health behavior of the target population 1living in the
immediate vicinity of fixed vaccination sites?

On the basis of the EPI social mobilization experience, what
approaches/methods/materials should be retained for diarrhea
disease control and malaria educational activities?

g) Are operations research needs identified and research
conducted? Were OR findings used to correct operational, technical
or management problems?

USAID/Banqui adds the following:

How were operations research needs identified in the C.A.R.?

How can the findings from the CDD D.R. activities be used to assist
decision-makers in considering a national policy on home available
solutions?

h) Is there an information systems (HIS & MIS) developed to
provide data for assessment of impact and management decisions?
Has an assessment of the HIS/MIS needs been conducted? 1Is there
a strategy and plan for collection of data? Have personnel been
trained to manage the system? Is there a supervisory system in
place to assure quality control? Are data collected, processed,
interpreted, disseminated and used for program decision making?

USAID/Banqui adds the following:

How can decision-making at national, regional and district levels
be improved with the considerable amount of data now being
collected, processed, interpreted and disseminated in the C.A.R.
ASCI-CCCD project?



Sustainability: The team will evaluate the prospects for long term
sustainability of the project-funded activities in terms of the
following elements which have been identified as important for
sustainability.

a) Effectiveness of technical interventions
b) The institutional capacity of the government to implement
the project

c) A constituency for project activities
d) Training
e) Health care financing

£) National leadership and strength of implementing country
to negotiate with donors.

IV. REPORTING REQUIREMENTS

The evaluation team will provide five copies of the draft report,
to the Mission, two working days prior to departure for review and
discussion. The draft report shall include an executive summary.
For francophone countries, the executive summary will be in French.

The contractor with the technical assistance of the team leader,
will edit and produce the final draft of the report incorporating
mission input. The Contractor will have 7 working days following
the return of the evaluation team and the debriefing to produce
the final edited draft for AFR/TR/HPN approval and USAID
concurrence. AFR/TR/HPN will review, make final editing and
substantive recommendations and return the approved draft to the
Contractor within 5 working days. Upon reediting, the Contractor
will have four working days to submit twenty copies of the final
report to AFR/TR/HPN. French language translations of the report
will be submitted for francophone countries. The contractor will
have 10 working days following receipt of final comments from
AFR/TR/HPN to submit a french translation of the report.

A.I.D.'s required format for evaluation reports as set out in
A.I.D. Evaluation Handbook (April 1989), shall be followed in
writing the final report. The following is a summary of the major
sections: .

Executive Summary

Project Identification Data Sheet

Table of Contents

Body of the Report - this should include the elements of the
scope of work, as set forth in Section IV above and should be
structured in accordance with the outline given in the A.I.D.
Evaluation Handbook (purpose and study questions for the
evaluation, findings, conclusions drawn from the findings and
recommendations)

5. Appendices - including an update to the evaluation synthesis

W N
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matrix.

The body of the report should be no longer than 40 pages. Detailed
discussions of methodological or technical issues should be placed
in appendices. The recommendations based on the evaluation
findings and conclusions should be stated as actions to be taken
to improve project performance. The recommendations should specify
responsible organization, USAID, MOH or A.I.D./W. The executive
summary should not contain more than 20 recommendations.
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ANNEX II

LIST OF DOCUMENTS RECEIVED FROM A.I.D. WASHINGTON FOR
CAR EVALUATION

1. Project Authorization (PP) 1981

2. CCCD Evaluation (French) 1983

3. CCCD Country Assessment, CAR, 1983

4. Project Grant Agreement 4 (with 3 attachements 4a-4c)

5. Revue CCCD/RCA 1985

6. CCCD CAR Program Review 1985

7. Country Summary 1985

8. External Evaluation ACSI/CCCD (Westinghouse) 1986

9. Annual Report 15987

10. Annual Report 1988

11. Annual Report 1989

12. Program Review 1989

13. Bilingual Annual Report 1988-1989

14. Child Survival Implementation Report 1989

15. Project Amandement 1988

16. Revision du Programme CCCD/RCA 1987

17. Leighton Trip ﬁeport (REACH) 1988

18. Feasibility Study ... Household Contribution ... (REACH) 1986
19. Cost Recovery in CAR (REACH)
20. Liste de Formations Sanitaires en Republique Centrafricaine
21. Carte de la Republique Centrafricaine (Densite de 1la
Population)
22. Health Education Roundtable, CCCD Annual Conference, March

1990 "Monitoring and Improving Health Education at the



23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Facility Level"

Plan d'Operation pour la Mobilisation Sociale dans le Cadre
du PEV 1989-1990

Vaccinons nos Enfants Protegeons notre Richesse: Serie
d'Images avec Texte

Calendrier de Diffusion des Messages Educatifs PEV:
Mobilisation Sociale

Depliant PEV (EPI Folder)

Rapport Concernant 1'Enquete Paludometrique par Sondage
Effectuee a Bangui en Republique Centrafricaine du 28 au 31
Octobre 1985

Etat de la Chimioresistance de Plasmodium Falciparum en RCA
de 1984 a 1986

Protocole/Questionnaire de 1l'Enquete Communautaire sur les
Pratiques Alimentaires pendant une Episode de Diarrhee

Sommaire de 1'Etude sur le Traitement Precoce de la Diarrhee
a Domicile au Moyen d'une Solution a bade de Cereale en RCA
2 Mai 1989

Review and Evaluation of the Health Information System in the
Central African Republic, December 1988 (J. KAHN)

Compte Rendu du Seminaire de Formation des Agents de Sante en
Matiere d'Enquete CAP/PEV (Avril 1989)

Estimation de la Mortalite Infantile : Etude de la Naissance
Precedente Effectuee a la Maternite des Castors Bangui, RCA,
Janvier 1989

Protocole: Enquete Communautaire sur la Mortalite, Bangui,
Avril 1990

Fiche d'Activites de Sante Publique et Tableau de Morbidite-
Mortalite (Routine Surveillance Form)

Guide de Remplissage du Rapport de Surveillance Sentinelle
Analyses des Occasions Manquees au Niveaux des Vaccins
Utilisant les Donnees d'une Enquete de Couverture Effectuee
en RCA 25 Septembre 1989

Enquete Nationale de Couverture Vaccinale Janvier-Fevrier
1989

Geographic Distribution of the Population Served by EPI in the
Eight Prefectures of Highest Population Density year: 1986



40.

41.

42.

43.

44.

45.

46.

47.

48.

Population CAR: 2.728.787

Programme d'Extension du P.E.V; 1986-1990
Repartion des Centres PEV RCA 1987

Couverture Geographique PEV RCA 1987

Centres Fixes PEV en RCA Evolution: 1985-1989
Evolution des Centres Fixes PEV en RCA

Evaluation Internationale du Programme Elargie de Vaccination,
RCA 1989, UNICEF

Analyse de la Gestion du Kerozene pour la Region Sanitaire
No.3 pour les Annees 86-~87-88

Plan d'Operation pour le Developpement Accelere du Programme
Elargi de Vaccination: Plan d'Action 1988

Organigramme du Ministere de la Sante Publique et des Affaires
Sociales
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ANNEX III

LIST OF PERSONS CONTACTED

1. MOPHSA/Bangui
Dr. Francois Sobela, Director General of Public Health
Dr. Jean-~Baptiste Roungou, Director of Preventive Medecine and
Endemic Diseases (MPGE), and Natjonal Coordipator CCCD
Project
Dr. Jean Delmont, Director Curriculum, Medical Faculty Bangui
(FACSS), and Head of Malaria Program
Dr. Des Fontaines, Technical Advisor, Malaria (MPGE)
Dr. Emmanuel Kiteze, Head of Expanded Program on Immunizations
(EPI)
Mr. Etienne Douelle, Chief EPI Division, Health Region I
Dr. El1 Hadji Yaya, Head of Control of Diarrheal Diseases
Program (CDD)/Malaria Program
Mrs. Lucie Gabrielle Gbondjie, SMI Supervisor RSI
Dr. Kpizingui Eugene, Head of Sudies, Planning and Statistics
Direction (DEPS)
Mr. Henri Billaut, Head of State Pharmacy
Mrs. Ruth Doutisonga, Head Health Education, DMPGE
Mrs. Lucienne Mpoka, Director of Administrative Services and
Financial Affairs (DSAF)
Mr. David Ongbama, CCCD Project Accountant, DMPGE
Mr. Joseph F. Naimoli, CCCD Technical Officer
Mr. Aime Moise Boby, Head of Statistics Services at DMPGE
Mrs. Yvette Agouo, Secretary Staff, Statistics Services DMPGE
Mrs. Cecile Madouzoum, Secretary Staff, Statistics Services
DMPGE
Dr. Kilayo David, Pharmapro Director MSPAS
Mrs. Picard Marie Elizabeth, Pharmacienne au Foyer de Charite
Ms. L. Gaba, Director of Pediatric Service, CNHU
2. UNICEF
Dr. Jean-Louis Excler, EPI Program Officer
Mr. Kipsa Sawadogo
3. WHO
Dr. Kalisa Ruti, Resident Representative
4. FAC (French Assistance)

Dr. M. Carrie, Technical Advisor to the Minister of Health and
Social Affairs



5. US _Embassy
Ambassador, Mr. Simpson

DCM, Mary Marshall

6. USAID

Mr. Steven Brundage, USAID Liaison Officer, Bangui
Mr. Philippe Makendebou, Program Manager Assistant

7. Peace Corps

Ms. Kandice Christian, Associate Director for Health
Ms. Paulette Valliere, Third Year Volunteer

8. Field Trips

Contacted Supervisors and Health Care Delivery personnel in
following Regions, Prefectures, Health Centers, sub-Centers and
health posts.

a. Health Region I

Region IV Headquarters, Bangui
ORT Demonstration Unit, Boy-Rabe
Prefectoral Hospital, Sibut - Mr. Fidele Ngana
Health Center, Yaloke, M'Baiki, bimbo, Castors

M'Baiki - Mme Martine Moussa

El Hadji Yaya
Bimbo - Mr. Michael Gboe
Albert Christ Kakola

Health Sub-Center, Kobadja, Bobangui

Kobadja - Faye Ngouyombo

Bobangui - Mr. Paul Noel Bana
Health Post Gbango, Fere

Gbango - Mr. Pascal Kongho

Fere - Mr. Fidele Ouakanga
Region Sanitaire I - Dr. Jean Sarda

b. Health Region III

Prefectoral Hospital, Bossangoa

Medical Center, Church of Grace Brethren, Boguila
CS Ouham Pont

SCS Nana-Bakassa

CS Paoua

CS Bocaranga

PS Kounang

FP Pende

PS Bossemptele

HP Bozoun

c. Health Region IV



Reglon

IV Headquarters, Bambari
Dr. Jean-Claud Ravolet
Mme Fatou Soumbou

- Mr. Victor Balenguelenzengue

Health
Health

Center, Grimari - Mr. David Goni
Center, Ippy

- Clementine Ngaocka

Mr. Richard Azoudanga
- Mr. Leopold N'Guelekossy

Regional Hospital, Bambari
- Mr. Mathias Pounebingui
- Mr. Pascal Kada
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ANNEX IV

TRAINING AND HEALTH EDUCATION
MATERIALS PRODUCED BY CCCD PROJECT/RCA

- Job Aids

- Booklet on How to
Treat Diarrhea at
Home

- T-Shirt

- Comic book

Health Personnel From Reg
To Sub/Health Centers

Mothers

Health Personnel. Reg To
Health Centers

Health Personnel. Reg To
Health Centers

1985-1990
{ Program | Material {Users
[ I |
lE PI :— Training Manual }- Regional Training Teams
{ I- Job Aids {- Health Personnel From Reg
| | I To Sub/Health Centers
I { Publicity stickersi Health Personnel. Reg To
I | | Health Centers
{ I T-Shirt } Health Personnel Comun
| I | Mobilizers
I } Hats { Health Personnel Comun
| I I Mobilizers
} { Posters { Health Personnel. Reg To
I | ] Health Centers
{ } Flyers = Health Personnel. Reg To
I | | Health Centers
} I Flip charts I Health Personnel. Reg To
I I I Health Centers
} { Song Competition { Radio and TV
{ l Radio and TV Spots{ Radio and TV
I I I
{c DD { Training Manual I Regional Training Team
I | |
I [
I I
I l
| I
| I
I |
| I
I I
I I
| |
I I
| |
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Program iMaterial iUsers
}- Posters {- Health Personnel. Reg To
| | Health Centers
Social | Training Manual l Regional and Prefectoral
Mobillza-I | Training teams
tion for | '
I |
i |




C (o) (9] v 8 85~ )

iCumulative number of Participants trained 95

i ! DateiCourse Titlei Personnel i iCourse # }
|Episo I ' |o§ PartllLength ofPer
]de of I I Ic1pa:mts I days Isonei
ITraJ.I I I ITralned | daysl
ln:.ng 1985 /I | I |
| 6l | I ‘I'raJ.I
I | I | ning|
I I I | | |
I 1 06-85} ORT {Peripheral | { :
I Health staff 35 | 1 35 |
| 2 [07-85 Management | | I
lMid--Level 6 | 10 I 60 I
|Manager I | |
3 [07-85,CDD " i I ,

I case lMld level 2 I 10 | 20
' I management lManager I | i
4 [10-85iIn vivo CQ I I I I |
Iresistance I I I I |
| I I studies , -" < | 5 | 40 I200 |
! 5 I11—85 Survey Deve { = } ’ {
I Ilopment/execI -" - | 3 I S I 15 |
{ 6 12-85{Sgrvey Inter{ } { : {
' I |v:.ew Tech |Per_ipheral I | | |
| I | Health | 26 | 2 | 52 I
|7 | | | |
| | 88|Program De- | | o
I |velopment | I | e |
I | lpracticum lMid level I 3 | 25 I 75 I
| g | | | Porions | | o
I 8 |10-86l ORT IPerlpheral I | I |
| | I IHealth I 12 I 3 | 26 |
= 9 }ll-BG}In vivo Q } : { I }
I | |R351§tance | I I | I
| | lstudles | - - | 3 | 10 I 30 I
| I I | | | | I
l 1 | _ o | -_-_-------l . 1 { |
{ S/TOT | I | i | I
179" 117Mon! 7 courses |2 Categories | 95 | 106 ls513 |
|sesslen | | I I 1>+
{ i | i | l
I
|
I
|
i

{Percent life-Project-Target realized 9.5
|




i# | Date iCQurse Tltle Personnel i# lCQurse'# !
IEpiso | | Iof PartllLength of Per
Ide of | | Icipants | days ;son i
Trai-; 1987 Trained days
e A I
| | | | | ggggi
— | | ——|
} 1 IOZ 87’ Computer { = { | f
| | | operation ISenior level | I l |
| | | o | | | | |
| 2 987D | | | L
| | | ase manag IPeripheral I | I |
I | | lhealth staff | 11 | 6 l 66 I
l 3 {03 87{ -" . {Senior level ! { { }
| | | | Officials | 1 | 6 | 6 |
} 4 }05 87} _" - }Peripheral { } { }
| | | 'health staff | 8 I 6 | 48 |
} 5 }06 87{ - " - } - " - { 10 l 6 -} 60 :
{ 6 {8 87 }EPI Refrlge| { ; ’ {
I | |rator Malntheripheral | | | |
| l l |health staff | 7 l 6 I 42 |
I | Ioperators |Senior level | | l I
| | l I Officials | 2 I 24 | 48 '
| 8 I11 87|EPI/CDD/Ma-| | : | | |
I | | laria IMid level Managl 30 | 5 |150 |
} 9 } 12-87 } EPI/CDD/Res { { { } {
| | P oY e | | | | 40 |
| | | diseases l - " - I 4 | 10 I 40 I
! 10 !12-87! EPI ! -" - ! 40 ! 1 ! 41 f
| | | i ] |
[~ | | | | L
, 10 {lluon} 6 Courses }3 Categories { 115 } 76 i513 I
Ses- th
sions| | | | | .

Cumulative number of Participants trained 210

Percent nbre of-Project- Target realized 21




iCumulative number of Participants trained 496

|

IPercent nbre of-Project- Target realized 49
!

i# ' Date icOurse Title Personnel i# ICourse |
IEp;.so l i Iof PartllLengthlof Per
Ide 9f | , Icipants | days |son i
ITra1~ 1988 | | Trained days
lning | | | i { of I
| | | | |§§§;}
{ 1 |53-a8 | EPT,/cop/Ma ' ! |
| Ilaria Mid Levels Mana ’ } |
| | KAP SurveysI gers 35 | 6 ] 210{
} 2 I03--88 Health CareI | { { l
| Financing Senior Level l | l }
| Imanagers | 6 | 4 | 24I
} 3 06—88}EPI TOT {Mid Level { , ;
| ' Imanagers 35 | 10 | 350l
; 4 08-88 | Computer Mid Level ; I {
| Operation ’ managers 2 | 6 | 12|
} 5 l08-88 Computer ' = } I
| IOperation " l 2 | 30 | 60}
{ 6 =11 88IEPI In-ser- } { ' I
| | vice Trai- | | ' | |
| | | Bing work- | | o
| | Ishop RS 5 IEPI field Per-~- | i I |
l | l sonnel l 38 | 8 ' 304|
| | |vice Trai- | l | ;
| | |ning work- | | .
| I Ishop RS 4 | -" _ | 51 | 8 | 408I
{ 8 {12 88=EPI In ser- ! } } | I
' | |v1ce Trai -I | | | |
l | |ning work- | | L
{ 9 =12-88|EPI In. ser i } ! | |
| | |ning work= | | | saal
| S/TOT' | T | | o | | T
1™ | 10Mon! s Courses |3 Categories l 286 | 88 |2304!
|ses- |"en | | I | 4354
| Sions | I ! ! ! !
|
|
|
|
I




mobilizers

i# o DateiCourse Title Personneli# iCOursei# of
'Eplso | i Iof PartilLengthlPerson
de qfl 1989 | cipants | days ,days of
Trai- I |trained | {Trai-
nin i
i S S S A N
I | I
| 1 01-89|Epi In ser--I } l l
vice Trai- I | | '
' ning work- | } ’
I I |shop SR 1 EPI Field I | I
I | Personnel | 117 | 8 | 936
2 KAP Survey
{ Tech. for ! { |
I I Community | Prefectoral l }
' | mobilization Health / i | I
I I iED-Teams | 96 l 6 ‘ 576
} 3 I ITOT for Com} { I |
I | Imun mobili-| I { }
| l Ization | - "o | 96 | 6 | 576
|
{ 4 I }Mobilization { I |
| | |Techniques iHealth I { }
I oY | | 3¢
| | I Imob:.l:.zers | 1000 I 3 | 3000
5 Technniques
} } {of Health { } } l
| | | facilicy | | | |
I | |Training I | | |
| | lneeds assesI | | I
I | Isment |Regional | | }
| | | IHealth team 25 ' 2 | 50
|
} 6 , }National } : | |
| | | | veiciane | | |
I I lon ORT IPhysz.c:.ans | 50 | 3 | 150
|
] | | L
rorke | | o
IS/TOTAL | | | | |
16 Ses| i 2 Courses ;4Categories; 1534 | 31 | 5738
| ——————— — - -
ECumulative number of Participants trained 2030
| -
Excluding
{Percent life of-Project- Target realized 103 community
I
[

I
I
I
|
I
|
I
I
|
I
I
|
|
I
I
|
I
I
I
I
I
I
I
|
|
I
I
I
|
|
I
|
|
I
I
|
!
|
|
|
{
|
I
|
|
I
|
I
i




mobilizers

INbre DateiCourse Title PersonneliNumber icOurse Mbre ofi
|Episo | i of PartilLength Person |
‘de of 1990| | cipants | days ‘days of|
IT;ai- | | Trained | lTrai-- |
Inlnq | | I | ning |
I : | l I l
| | { | | |
1 03-90{Mobilizatio} | ; ! {
| lTechniques 'Health |
| I ‘agents 150 3 450 ‘
Mobilizers 1000 3 3000
| 2 ;06-90 CDD ’ ; } }
case | |
l urgent IHealth l
| H agents 215 6 1290 l
3 06-90 | TOT for i I ’ l }
! CDD lRegional l | ‘ |
| | teanms l 16 | 2 | 32 |
| l | | | I I |
| [ t | | { { i
| { | | | ) | |
|s/porar | | | | | |
;3 Ses{éMon—{ 3 Courses =3Categories{ 1381 { 14 { 4772 {
| Ssions th | , 1 , i ,
T - T T T
{Cumulative number of Participants trained 3411 {v
} Excluding ;
|Percent life of-Project~ Target realized 141 community |
I l
I |
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ANNEX V
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EVALUATION CONTENT ACSI-CCCD



ConnE

rrdrect jtart Late: May 1984

ACTICAN FEPHALIC: LVALMLTION CONTENT 8 -«

LOP funding: $H32 114

titequrtes

lanyg

23]

T oo .
b Ubjectives set 1n 1984: revised 1n 14R8

el agsesseent, 1o tarqet: decresse lorsgli!y due to:

g hoobjectivesi

..vaned (nputy,
erpected cutcones

1eisies:

[ HHT: 351

! pertussis: 25t

! Lacrease national coverage to:
BCG  OPT/OPY  seasies

558 01 451 451

0 baseline 1984:
EP activities ongelng stnce 1980; inteqrated into
prograss and services at ail levels

coordination, logistical & cold chain support at
ceatral levei

EP1 integrated inta MCH services at periph. level

<00

op—

o Objectives set in 1984: revised (n 1988
!

:o tarqee: gucs;:su rortality due to diarcheal disease
Y

! increase proportion ot population with

accass to ORT to at least 958 by 1998

use ORT to 40T by 1988
0 baseiine 1984:
before CCCD, no farmal plan for a COD progras
oRs nctnt:s

ORT included in ACH health education at centers

no baseline data on cases or practices

increase proportion of sothers of ¢5°s vho

available to ACH project. ORT {ncluded

08T practice generally ineffective: no instruction

R

OUTCONES

i
"l

tictual v.plannedlia 27 nev fisxed centers idded 1987-1988

»1) OQutputs
hat vas
1cruspiished?

() Quality

dov vell are nev
iystems/skills
nsed?

(3) Effects
Access & coverage
hat are eflects
an KAP of target

rovided,

‘o ! sasy seasies canpaigns in rural areas tn 1986
! and 1987 increased national

!
H

to KAP study conducted in 198%
to 1965 ORT unit

lo three series of Ratiomal VYaccination Oays in 1988 10 ORT treatment units installed in 4 prefectoral
'o began 1nstituting kecosene sanageasnt systes (1988)1 hospitals and ) outpatient (acilities (1986)

'o national pollcy of sterilization adopted; stess lo developed Mational Progras (or CDO (1986}

I stertlizers, needles, syringes distributed to all lo daseline levels of diarcheal inpatient sortality
! vaccination centers: practices evaluated | first seasured in 1987

lo national Plan for Comsunity Mobilization developed 1o ORT units established in 3 prefectoral hospitals
: in 1988 1 11988)

o

[nglelcnted national in-service training progras:
tJ2) agents trained in correct £P{ practices
secvices extended via outreach to sost heavily

! pulated areas: 1S nobile tesas {n 1908

ta

To 10 ORT dewonstration units establisned by 1988;
| stafl assigned to units trained (n appropriate
| case managenent

ed at central hospital in Banzui
seasies coverage to JiTlo | mesber of national tess trained in 0RT in 198

t
!
|
|
|
|
!
f
!
{
|
1
|
!
|
!
|
|
|
|
)
|
1
|
|
|
|
|
1
|
|
I
|
!
|
I
|
|
|
|
|
|
|
:
|
|

| Natiomal Vaccinstion Days engaged (DD resources

lo detailed training plan developed 1989; {splesen-

population? la health vorker's practices evaluated in 5T of ({xed! tation postponed until 1989

| posts in '88 to introduce observation of practices lo trained 76 health vorkers in ORT, case 1anagesent
14) lapact ! into supervisory toutine | to etall existing ORT units
ihat 18 1epact on o hospital surveillance l;ltll i process of leple- lo OR study of wother’s use of cereal based solutiens
sordidity/ ! weatation (ready {a 1989) | {a hose cospleted (1988)
tortality? "3 10 patient education saterials produced (1988)

lo 1988 nationsl coverage levels: 1o case nanagement data [rom ORT untts entered into

| BCGC OPTI/OPYY OPTI/OPY) aeasles 171 M2 I RIS (1988

1 84T 681/701 21 553 b1AS 101 lo pre-test of CDO health facility suevey {astrueent

! {TT in vosen giving birth over past 12 aonths) I in 19088

14 lo eajor reassigneent of health perscanel in 1988

lo NNT incidence: 0.8/100,000 cases in 1988 !

I 1981 cate: 1.5; flux between 2.) and 2.6 1984-7 H2

lo Heagles incidence: 11/100,000 cases in 1988; lo data on case sanagesent lisited: evaluation of ]

| betveen 1380 ind 1987, inctdence ranged ros high | out of 4 units in reqional hospitals shoved that

b ool 247 in 1984 to low of 54 in 198S I 70-90F of children vere btt:z teeated vith adequatel

to Polio. inctdence: 0.5/100,000 cases 1988 : | asounts of ORS: 5)-78% gained adequate veight; and |

[ xenr c‘cle: 6.4 1n "8l Collowed by 2 yr decline | 61-94% vere leaving unit rehydrated

! 6.9 1n "84 folioved b! 2 ‘r decline 14

lo Pectuasis incidence: 22/100,000 in 1988; 10} regions) ho:gltill vith (unctioning ORT units

1 45/100,000 in 1981, hi:ﬁ of 85/100,000 in 1985 | reported case {atality rate of 3.7% {n 1987;: sane

! steady deciine in inctdence since 1989 : hospitals report 5.7T rate in 1988

}

! |

l I

1 |

i |

' !

i !

| 1

! |

1 )

| Hh
CORCLUSIONS ! lo donor conference on AIDS and YHO-sponsoced seminar
(1) Institution- 1 ! on health policy 1n CAR ilnndlalclz {olloving
1litation: | D

i

T2 vhat deqree
Joes NOH suppoct
Jystens?

12y Proaras
strenaths

131 Prodienss
Constrainty
that factors
lisited achrgve-
sent of tarqets?

(4) Lessons
ledrned:
‘hat vorked?

i

H

lo EPY activities in 88 provide
!otrawntng and supervision of heaith personnei ang
I for cossunity health education

‘o [n-depth reviev of coid chain 1n 1989 cevealed

! underestisation of kerosene needs and lack -t

| adequate storage capacity have bren addressed

o replicesant needs for refrijeratnrs haing annitored:

1
103}

lo trend data on disease sortajity cates and reduction|

| not available
lo shortages of suppl
| probiess betveen UNICEF & [talian Covernwent

that did not rork?lo poor domor coordination caused sigmificant

fecoasendations!

e D —

| delaye in delivery of health services

lo Ningstry, URICEF and USAID failed to adequately
| coordinate planning of EPI activities to ensure
| cowplesentacity

lo technical training of health pecsonnel in EPI

| postponed ia 1986 and 1987

|

sodets for in-services

|
in 1986 and 1987 due to fundinglid)

lo asbitious 1989 rorkplan

H»

o 1988 1spiesentation of vorkplan and training
schedule slov due to redirection of resources for

V' National lasunization Caepaign

lo shortage of heaith personnei i1speding opening of

120 ORT rooss 1n out-patient facilities

lo lack of adcquatll! teained health Y

! constraint to aplewenting Nations
riate therapy using 'ltl!(l of antibiotics videly

1 practiced according to 1988 survey

o personnel in ORT units last trained in 1996,

superviston lisited to resupplying units vith

satetials since 1986

io use of sasy sedia and socisl varketing strategies
| ahould be considered foc isplesentation of CDO at

1 _consunity level {fros 1986 evalvation)

lo training, health education, supervison folloving
| P! sodel developed ln 1988 needed

lo high priority should be given to training of all
| reqional level personnel g0 that desonstration &
| training units say be opened ln each reqion (or
}

ecsonnel seriousi
CD0; inapprop- |

|
|
i
|
|
1
|
|




TENTRAL AFRICAN REPYBLIC: EVALUATION CONTENT ACSI-0CCD

Categories

I

BALAREA

TRATNING

Plans
Heeds assessuent,

9oals & ob)ectivesd

planned 1nputs,
axpected outcoses

lo tarqet: increase proportion of population vith

|
|
|
|
!
1
lo baseline 1984:
!
|
1
]
I

T

aCCeI9 ta cq treatment/peophylaxts to 55T |
by 1788 |
increase proportion of <S's in target areas!
utilizing presusptive cq treatsent to 401 |
by (988 \
increase proportion ol pregmant vosen in |
target areag utilizing cq for prophylaxis
to 40T by 1988

no fornal salaria control strat

\
salaria cases treated through HEE systes and
curative sedical care

lo tacqets 1000 peo

:o in-tervice training plan daveloped in 1988

—

glo involved vith project (pri-
vartly ASPAS sta{() to receive technical
teatning at diffecent levels
strenqthening health deltvlrI syotes L3
prisacy qoal; training sateciala to de
developed, adapted as needed

2YTCONES 11
{actudl v.planneddio natlonal groqra- adopted in July 1986 lo
t1) Queputs lo cq distributed to alg health facilities (1986) |
ihae vag grondtd.lo nev salaria policy announced (1986) lo
1ccosplished? lo HOH s docuunnmz cesistant strains through I
I intvivo studies ({948} 1
(2) Quality lo apgtogtute treatnent recowsendations and national lo
Hov well ace nev | policies bised on studies vere prepated and {
systens/skills | distcibuted to health vorkers (I9!g) |
used! to § health vorkece attended 2-sonth salaria training lo
I course in Zaire (1988) 1
131 Elfects o [n-vivo cq sensitivity studies cospieted in 2 dif- 1o

Access & coverage
That are ellects
on KAP of target

|
i
lo

ferent health regions; results shov lavel of resis-i
tance Lo cucrent cecossended dosage Ls veak (1988) lo
retrospective study of hospitalized cases & Jeaths |

!
(138}

tratning of trainers, tr:xning design transCerred
to health education unit in 1987

national trainin strategy and glan for EP!
developed in 1988; vill be replicated for CDO and
nslaria
held vorkshop on conducting KAP surveys foc EPI,
CDD and Xalarts Cor reqional health trainers

and supervisors

held vorkshop an health cace (inancing attended by |
Secratacy General and Oir. General of Heslth (1988)1
cosputer !ralnlng in Kinshasa for stafl of Preven- |
tive Nedicine & Planning & Statistics, ASPAS (198011
EP1 Ranagers’s vorkshop attended bz representativest

1
|
|
|
|
|
|
i
1
|
|
|
I
l
|
|
[
|
|
!
|
|
|
|
|
|

(roe Preventive Nedicine, NCH and (CCD Techaical |
population? I anong childeen under 15 attsnding gediatric vacd of! Oflicer in Mali !
! Mat'l University Hospital in Bangul cospleted(1988)10 {splesenting national in-service training progras |
14) lfspact lo gr!llnlnaty tralnln? saterfals developed for use inl {n vhich ng agents froe all § health regions are
Yhat is ispact on | 1989 (n-service training gro?ra- for case nqut(’88)1 trained {n correct EP! practices (curcent) i
sorbidity/ lo pre-tested (ever/salaria health facility sutvey lo developing in-service training sanual (EPY) (n !
soctality? | instrusent for ascertalntng health vorker practices! collaboration with regional tralners/supervisors |
| {n salaria case managesent In tvo reqions I {in progress s of 1948; (lntshed 192390 t
1o baseline levels of ingltlnnt sortality {roe ealariaio in process of tr;ln!n? trainers {n effective 1
I f[irst eeasured in 1987 through record revier | dellvery of traintng (EP[) (ongoing) i
! to training health vorkers (n [ixed posts in vaccine
1) | and kerosene -ana?ectnt (onqotngl !
lo 1985 XAP sucveys showed incorrect dosages, history lo prelisimary training saterials developed to de used!
| taking, and gnyslcal exasination: Nivaquine alone | in 1989 {n-service training prograe for case
| prescided 561 of tise; quinimax alone 471 of tise: | sanagaent (1988) |
I trestaent grovided only after thick sseac confir- 1o 1988 Training Suseary: J18 peripheral health staff !
1 sation ia 01 of cases \ trained (393 of LOP target): 162 s1d-level nanagersi
to 1988 11-(acility survey shovs little isprovement; | trained (863 of LOP target): 11 Sentor Level 1
I c, routinely presccibed 1s first-line drug,but onlyl Officials trained (1831 LOP target! |
I 1/1] used correct dosage; injectable quinine uged | |
I in 50% hospitals;20% f{olloved sonitoring quidelines)
1 only 2 centers used alternative treatsent guide- |
I lines; wost facilities used proper prophyiixis for | |
| preghant vosen, but half prescribe pcophylactic ' |
t doses for <5's; correct vanagenent of cq tablers i \
| vag infrequent; health education counseling (ound | |
| be routine in 80T of facilities (Note:survey relied! !
| prisarily on health vorker reporting) : |
|
He 1 |
1o 1987 case fatality cate for ¢ 5's fros J reqional ! |
I hospitals = 1.0%: 1988 rate - 2.71 | :
[ |
| | !
LONCLYS1ONS ! |
t11 Institution- ! |
dlization: ] un !
To vhat degree ! 1o training plan cosprehensive: includes needs !
foes KON support | ! assesssent, training sateciais developeent, I
systens! ! \ tr:lnint of cegional trainecrs, evalvation !
) lo reqional staff participated and collabotated in I
(2} Prograe ! | developing EP! training sateriais: created ovaer- !
strenyths 1 | ship & constituency for updating, revising sateriall
| 1o data fros health facility survey conducted as pirt
13) Probless/ 1" 1 of trlxaing strateqy vas used e tlctlvtl‘ vith |
Constraints (o delays in developinqg National Strateqy - approved ! MNimister: desonstfates hov rapidly healt in{orea~
that {actors toin 1;06 I tion caa inlluence project sanagesent decisions
tinited achigve= 1o unplanned, uncoordinated Vaccination Campaigns & |
tent of tacgets? | fsportance placed on EPI progras have diverted 13
| husan resources {ras Nalaris progras sinca 1386 o trateing plans for intervention activities very
14y Le:so:; io Malaria Progras vithout a Director for all of 1987 1 late in cosing (1988)
learned: io

Yhat vorked?

Yhat d1d not vork?lo great variety in dosage reqises

Recossendations?

1

lack of ndequatelI trained health {erlonnol serious!
conetraint to impiesenting Nationa

[
[
|
1
!
|
i

Nalaria poliey (D) |

lo need training course in vehicle saintenance/tepair {

[
1
|
!
|
!




JTNTRAL AFRICAN REPUBLIC: EYALUATION CONTENT ACSE{-CCCD

Cateqories

HEALTH EDUCATION
1

HiS

Flans
Heeds assessaent,

noais & objectives|

slanned tnputs,
expected outcoses

to target: health education and prosotion activities
{ vtll include use of 2ass sedia, printed

naterials, & cossunity specific activities
t

lo revised for 1990: assist the HSPAS in developing

strategies to assist (amilies & healthcare
providers to adopt dehatioral practices
that vould contribute to the reduction of
target diseases

a baseline 1984:
congiderable capacity and level of activity in
ASPAS health education unit at project start

T
lo target: HIS vill be strengthened to 1-{rove the
collection, tabulation and ana
oparational and sucvetllance data;
esphasis on: 1) oarl¥ tracing of cases of
tarqeted diseases; 2
Ll necessary by the services involved in
the project: & 3) use of surveillince data
for pianaing and evaluation of the progeas

o baseline [984:

before CCCD: systes of routine diseases (70) and
health activity repotting exists

1
|

yo1s of operl

rapad intecvencion ifl

l

OUTCONES i

tactual v.plannedito XAP survey [orued basis of integrated heaith ed

t1) Outputs serateqy

Ynat vas pravided.!o neslth ed unit at ST strength in 1986: laching

accouplished? {  resources to produce radio/ty prograss, traiming

1 saterials and transport

t2) Quality lo short-tern TA needed; scope of vork, recruiting

Hov vell ace nev | done in 1987

systeas/aalls Jo health educators aslignod to CCCD project in 1987

used? 1o Pesce Corp provided TA in health ed and trannlnz

O et lo health education services decentraiized in '8 by:
ects

Access & coverage
hat are effects
an KAR of target
population?

t4) lepact
a2 19 1spact on
sorbidity/
sortality?

1 1) designating sesbers of reqional heaith offices
1] plnnncrlltrltncrslnugervisors of health ed,
in their acess; 2) esta ltshinq 16 prefectucal-
based health ed. tesns responsible for conducting
forvative research in cossuaities, training/supec-
vising locally identified health educators, ind
evaluating effectiveness of health ed. efforts;
3) establishing health ed coseittees at coseune
level to choose, orqanize and supecvise local
health educators
health vorker practices in health od for EPU vere
evaluated and a health ed. sodule vas developed
and used in training 323 health vorkers during
national in-service traintng prograe (1988)
Heaith Ed. Unit developed National Community

1
1
t
|
|
|
|
1
|
ta
|
t
i
o
: Nobilization Plan for EPL (n 1988
|

t

1

|

!

|

[

t

1

\

'

|

1

1

1

!

|

'

|

1

1)

lo National cluster survey to get daseline EP{

| coverage inforsation conducted i{n 19685

An-depth teviev of WIS conducted in 1986

bi?ln rationalizing ct data collection by sispii-

(ying reporting forns and isproving reporting

I aystes (1986)

1o {8M/AT PC purchased for anal:sis of project data

fo no population based surveys had been perforued to

| develop sochidity/eoctality inlo of CCCO diseases

to central level computer systes in place in 1987

lo tvo cosputer proqrass (oc EP! developed in 1987

t one for data entrl and analysis of vaccination

t statiatics by health center and region; other

I tracks EPL saterials ia all health centers in CAR

lo cougtehcn:ivu reviev of existiag KIS cosleted in

| 1988; 2 Year plan of action developed

lo data sanagesent systes developed for analyzing data

| from heaith facility survey (1988}

lo vaceination coverage sucvey designed in 1988

lo Hn;ggnal Yaccination Coverage Sucvey conducted
(1989

Cosputar training in Linshasa for staff of

Preventive Nedicine & Plaaning & Statistics, HSPAS

rajor hospital surveiilance systes dest?nld to be

instituted in 16 sentinel hospitals in 1909; dats

sanagesent progras for analyzing these data

|
lo
|
e
|
|
i
!
!
1
!
|
|
i
|
|
t
|
t
1
|
|
t
!
t
!

COMCLUSIONS

t1) [astitution:
alization:

To vhat deqree
Joes MOH support
systess!

(21 Progras
strenyths

t3) Probless/
Canstraints
Yhat factors
listted achieve-
sent of targets?

t4) Lezsons
learned:
¥hat vorxed?

Yhat did not vork!

Recossendattons?

142}

1o Consigtant, short-tecs TA provided thru Peace Corp,
I and COC - strengthened unit 1n 1968.

lo Peace Corp volunteer assigned to Umit and other

I vglyateers to esch of the [1ve reqrons and several
{ prefectures 1n 1989

1o success of project depends on adtlily to utilize

! ex1sting heaith ed uart - unadle to unta1l 1988

to 1nability to (ind working space 18peded votk

1 stqa;:;caatly 1n health education - space acquired
inl

1
|
t
|
!
]
|
|
|
!
1
|
{
|
I
|
|

1

1¥1)

lo 1986 Evalvation noted viilingness of personnet to

| colleet and ceport inforsation

lo prodless vith CDD case sanagesent systes resoclved

I in 1988

o cosputet operations strengthened in 1988, Hacdware,
| support saterials, training of personnei provided
[X8))

lo 1986 Evaluatton [indings:

1 #3)Or constraint at health center level vas consis-
1 temt lack ol printed foras and/or paper
unnecessacy duplication of reporting dicectly fros
regions to national Directorates

(L))

o {ros 1986 evaluation:

epidenic response capabilities need strengthaning
supervisory visits should vertly HIS data

central level shoeld consider pubiishing aa
spidesiological bulletin

traiaing is ull reqions needed to acquaimt health
ersonnel vith new HIS systes

ue td telatively saall susber of facilities and
aggarnat villingness of staff to collect data,
1986 Evaluation teas recomsends cowprehensive HIS
rather than sentinel surveillance systes

'
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|
i
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|
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|
1
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o
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TENTRAL AFRICAN PEPUSLIC: EVALUATION COXTENT ACS{-CCCD

Categories

OR

CROSS CUTTING COMMERTS (SUPERV{SION,SUSTATNABILITD)

?lans
Needs assessuent,

1

10 no tacqets set until 1988
t

103ls & odjectives|

2lanned inputs,
21pected outcones

o tacget for 1988-1990: (1) Train CAR resesrchecs
I in eptdesiologic techniques for probles 1dentifi-
cation, investiqation, and resolution:

(93] Rcrtorl specific OR studies in £P1, ORT, and
alarta

T

1

lo qoal for future of project 1s the linking of the
array of suppart strateqies, needs assessaents,
supecvision, training, soclal sobilication and
health education 1nto 3 cosprehensive systes that
hae been institutionalized into Directorate of
Preventive Aedicine

|
t
1
1
t
1
|
|
I
1
|
f
!
|

QUTCONES

tactual v.planned}t

1) Qutputs
hat vas
accosplished?

(2) Quality

How vell are nev
Jystees/akills
used?

(3) Elfects
Access & coverage
Yhat are effects
on KAP of target
popuiation?

143 lapact
¥hat is 1spact on
sorbidity/
eortality!

rovided,

lo no OR protocols fros CAR researchers have deen

aubsitted to {r P Ceco R

1o Of focus {n 1988 on careal-dased hose solutions
| tar preventing denydration

o cesistance studies for the docuseatation of cg

| rcesigtance in the CAR planned (or 1539

eh Board (1985110 1988 supecvisor

1
ISUPERVISTON

{ vorkplan developed vith check-list!
to supervisory skills {ncluded to 2 listted degres in |
| training l
|0 supervidon to be esphasized in second phase of i
| project !
lo evaluating health vorkecs’ gracticns in 55T of all 1
1 fixed posts nationwide in 1988 ((or EP1)
o regional supervisors being encouraged to vigit |
: vorkers reqularly to teintorce nev skills (EPI} :
|
|

1
ISUSTAINABILETY
lo auto-Cinancing study in 1986 exinined possibilitiesi
1 for sekf-sustaining activities in health sector - |
gélttcal {aplications |
AR has contributed 721 of its cumulative budgat !
obligations despite stringent [ntecnational None- |
t:rI Fund financial controls |
health expendituce study perfocsed in 1987 shov 75U
of respondents villing to pn! for cate at pudblic |
centers; 751 villing to pay for drugs at qovecnsent!
centers Lf availability assured: proxiaity cited !
as reason (or use of public centers !
Kinister of Health requested AlD help in develop-
sent and iaplesentation of a cost crecovery pragras
legislation drafted in 1988 nandating paysent of
fees for health services in CAR
vorkshop on Health Care Financing attended dy
oflicec to tabassy in Banqui

|
!
|
i
|
1
f
i
|
|
|
i
|
|
|
t
|
|
I
|

CONCLUSTONS

(1) [nstitution-
alization:

To vhat degree
Jors MO support
tystees’

() Progras
strenqths

t3) Prodless/
Constraiats
Yhat factors
lisited achieve-
sent of tarqets!?

14) Lessons
learned:
Yhat vorked?

‘"hat did not vork?

Recossendations?

f
t
|
|
1
|
|
|
|
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|
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|
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1
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1
|
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I
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|
1
|
!
1
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i
|
|
|
i
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"n
1o funds for OR underutilized
!

r

H&
o vider usa 3hould de sade of OR funds

1o provide assastance Ln PCEDAFing research protocols
1

|
lo
]
1
|
|
lo
!
lo
|
lo
|
|
!
|
|
|
1
i
|
|
!
|
|
!
|
|
|
|
|

ISUPERVISION

o lack of transpoct, qasoline and per dies locr super
i visory visits lisits supervision and training

1 in the health factlities

}

!

|

|

t

-\

|

|

! |

ISUSTALNABILITY :
H

1o GOCAR contributions far exceed perforsance of other!

1 African countries |

1t [

to indicators for sustainabtlltz: |

I 1. GOCAR seets PROAC contributions despite fiscal !

| erisis |

| 1. progress in policy refors and progras develop- !

| sent Ln health cate [inancing shovs comsitwent |

| to cost recovery and sustainability |

lo project extension funds vill be used to replace 1

| essential vehicles and increase capital stock for |

| ORS and cq in a revolving Cund to be set up :

14)

|

!

1

1

|

!

|

1o 1949 recossendation that T0 and Directorate of

| _Preventative Nedictoe develop a sustainadility

1 Tatrategy vith corro-pondlni ptollct ndicators

| to docuwent effects of GOCAR policy chanqe and TA
| fros REACK activities on CCCD interventions and

| aupport strateqiss.

[




TINTRAL APRICAN REPYBLIC: EYALUATION CONTENT ACST-CCCD

lategories

PROGRAN MANAGEMENT

Flans
Naeds 1ssessaent,

1odls & objectives| through ACH Praject and EPY

zlaaned inputs,
sxpectad qutCoves

—
lo baseline inforvation:
| basic health care isplesented tn CAR prior to CCCD

I HCH integrated into PHC service

I nusder ot Cixed PHC centers incressing nationvide

I n 1983, 6] ACH centers, vith cesouces to expand to
7S by 1965; 1n 1992, appeox. 3IST of pregnant voeen
and children 0-11 sonths in entire country vere
registered at NCH centers, received at least |
service

o Asplified Project Description includes sethods of

0 couatry assesesent done 1983

QUTCONES

3]
{actual v.planned)io GOCAR: decentralization of day to day sgmt

(1) Outputs

(hat s provided,

accosplished?

(2) %uality

How veil are nev
systess/akille
used?

t1) Effects
Access § coverage
¥hat are ef{ects
on KAP of targel
population?

14) [spact
Yhat is ispact on
wordidity/
sortality!?

CONCLUSTONS

(1) {nstitution-
atization:

To what deqree
oes NOK support
systess’

(2} Progras
strengchs

(51 Probless/
Constraints
inat [actors
lisited achieve-
sent of targets!

(4) Lessons
lesrned:
Yhat vorked?

Yhat did not vork?

Recossendations?

1
)
|
1
|
: wnasuresent, veriflable indicators {or each target
|
1
|
]

t ot CCCD progran; integration of CCCD activittes

| inta NCH/FP structure

lo during first 2 yeacs of project, $ sonths of TA

| provided; (ull-tise 1O sasigned 1/86

lo all 11 of the ‘87 evaluation recossendations have
| been folloved by KSPAS

lo PACD date of to&oct extended to 3/199% vith

| Cunding of $750,000

!
|
|
|
1
|

) !
:o CCCD fntegrated into GOPCAR PHC activities |
i
1
|
i
1
|
!
I
i

142)

1o quality of national level progras leadership ind
| executive sanagesent notsd tepeatedly

1
HNn

fo delay in a:sn?nnnq Cull tine T.0. (1/86)

lo technical colladoration and logistical sugport

1 arovxdtd by ALD Liaisen Officer tALO} in Banqui ind

i PN Officer in Caneroon contriduted to effective |

| groqra- sanagevent - syst de sustained; prior to |

| ALO procuresent very slov, coesuatcation poor t

to un€inished reorganization of the AOH according to |

| VHO recossendations, and the planning of a national

PHC proqras under VHO auspices vill atfect CCCD 1

o due to delays in taplesentation, too san

activities proqraswed (or 1989 and 1990

o shortage of professional personnel, especially

nycses observed in 1968 Evaluation

o inforsation betveen nationsz)/reqional levels does

not €lov ssoothly

o lack of forsal quidance and directives f{ros central
offices allows vide variation of priorities,

0

!
!
!
1
t
!
|
|
I
| practices at reg:onnl levei: need defined set of !

standacds to ju ze pec{oreance 1

t

1o NSPAS,UNICEF, USAID failed to adequately coordinatel
1 plannin? £P1 actirvities to ensure conpleaentarity:
| quarterly seetings began 11/87, ieprovesent in

1 eatly l9§8

1 tsplesencation of National Campaign days, an un-

I planned activity in EP! strate I, caused tension

| 1sproved coordination repeved {|/88

|

o trade off between OR, H(S say b= inevitable (1989
!

|

|

[

|

i

¢

'

1

1 {

1o continuity of high quality TO critical to pro&cct |

10 NSPAS vants CCCD to concentrate on trawming, A1S: |

I UMICEF to support EPI and other aspects of project !

1o 1986 Evaluation: need closer cooperation 1n 1
I plaaning and susetvlsion of (ield operations

getveen MCH/FP Directorate and Preventive Hedicine/l

Endesic Disesses Directorate :

1

]

|

|

I

[

1

|

I

|

|

|
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1
1
|
1
t
|
1
|
{
!
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ANNEX VI
MISSION DE CONSULTATION OMS SUR LA

SITUATION PHARMACEUTIQUE EN RCA



BMIGSION S DF COMSUE TATION ORMY SUEL T A STTUA O
PUAATIMALT UIHOULE TN RCA

P SO0D0GAIN M

OHIECTIFS DC LA MISSTION

- Procéder 3 urwe wnalyse somumnaire de la situation pharmaceutiquse e BROA
- Identifier les problémes concernant les composantes d'unme polibhgue
pharmaceutique nationale

- Formuler des propesitions susceptibles d'initier un appui dc 'OPMS.

DERQCULEMENT
- Période 28 Mai - 2 Juin 1990

- Personnes rencontrées = 27

- Documents consuités = 395

- Visite de la Pharmapro

- d'un Centre de santé i Dan:\ara

- de I'Hopital Préfectoral de Sibut

- d'un dépot & Damara

- d'une officine 3 Bangui : Pharmacie Sambo
- d'un grossiste répartiteur % SODIPHAC

soit & dtablissements médica-oharmaceutiques

SITUATION SANITAIRE ET SYSTEME DE SANTE

Les problemes sanitaires en RCA sont communs 3 la Reégion avec des
indicateurs défavorables el aggravés par l'enclaverrent du pays et le niveau
assez bas des revenus. L'état de sous développement caractérisé par un FPNB

de 29t classg la RCA parrma les pays les pluc pauvres du  monde,

Lo svstéme sanilaire ern pyramide est organisé en 6 niveaux doni &
opérationnels et 1 de conception
- Le Ministére de la Santé Publique

- Lo Reégion Sanitaire avee I'hopital régional -~ & o+ 1

- Lo Préfecture Sanitaire avee 'hopital préfectoral = 11
- i b re feeture aver e contre deosant 61
Pov Commvarae aiviee e sone-cendre dee sant ¢ 76
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- i Vilhiovene fivees It porte e wante et ten cunes de santé 191,
oo gquiosa=totahite den forowdon saotaees se trouve dans e sectenr
pubdiie gqur dispose de 900 Yo de Lits d'bospitobsstion contre 0 Yy dione 27

formations sanitaires du secteur priveé,
De nombreuses expdériences de santé sont en cours ou en perspeclive &

la périphérie, initides par' les ONG, ia coopération bilatéraie et multilatérale.

L'appui de cette catégorie d'intervenants est non négligeable.

VOLONTE POLITIQUE

Pour faire face a la situation sanitaire préoccupante, le Gouvernement
manifeste une volonté politique afin de réorienter le secteur santé. L'expres-
sion de cette volonté peut s'établir 3 travers les élédments ci-

apres :

séminaire pour l'accélération des SSP

- loi 89/003

- création des aorganes et structures des SSP

- création et organisation des régions sanitaires

- mopilisation sociale importante pour la micro-planification depuis la périphérie

Mais tout ceci meérite d'etre traduit en activités coordonnéas, planifiées,

gvaludes,

SECTEUR PHARMACEUTIQUE

Le marché pharmaceutique en RCA peut etre estimé & 3,5 milliards
en 1989 - réparti comme suit :

Secteur public

- Pharmapro el Pharmacie d'Ctat = 5

S£
&

- Cooptration = 10 %

Secteur priveé

- ONC - 1y,

- Prive commercial = B4 %

vee!
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O R T TS S O TR STR L S oS RN A TR S A AT R AN N R Yol

= Pénurie Ghuromque e mccie snee dhne oo Teromtiore snntsas e e defiren
de- Hangur avec un relatif confort des hopitaux régionaux

- Assez bon approvisionnement du CNHU

Couverture des besoine insuffisante ot mal répartie dans le sectewr public

Concentration du secteur privé & Bangui

Utilisation exclusive de spécialités dans la quasi-totalité des formations

meédico-pharmezceutiques de tous les secteurs y compris ONG et coopération
bilatérale o

- Notiorn de médicament essentie! diversement comgrise et interprétée : ex.
arreté du Ministére du Commerce - liste des produits vendus dans les
pharmacies des CREF

- Systéme d'approvisionnement du secteur public anémié, sans méthode rigou-

reuse de gestion et de controle de gestion au niveau des centres utilisateurs

- Nombreux systémes d'approvisionnement au niveau de la coopération bila-

térale, muitilatérale et des ONG avec divers outils de gestion plus ou moins
performants

- Systéme de distribution du secteur privé déséquilibré au profit de Bangui

- Admimstration centrale de la pharmacie et du médicament embryonnaire
pas de mecanisme d'enregistrement, de controle des importations,
d'information sur le médicament, d'inspection des établissements pharmaceu-
tiques, d'assurance de qualité

- En matiere de coGt et prin : les couts d'acquisition sont élevés aussi bien
dans le secteur public que le secteur privé car uniquement portés sur les spé-

cialitéds mais agqgravés par les frais de transports et de possession de stock.

fPrix disparate d'une pharmacie 4 l'aulre car la structure des prix
mérite d'clre révisée en cessant d'indexer sur le prix public rance ot en
ctudiant  1a notion de marge dégressive qui pourrait  favoriser Mintroduction

Ces miédicaments essentiels sous nom générique dans le secteur prive.

- Mcdicaanents traditionnels non inventoriés malgré la richesse du pays el la

tendanee des populations surtout rurales.
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It

- Bersonnel phormaceahgue codre vt oausihane msaffisant, non motivd, non

imphiguc
- Commumication et concertation nsuffisante: cver tous e partenaires Gu
développement santtaire v compris ceun du sectoeur privie,

LLa persistance d'indicateurs sanitaires et pharmaceutiques défavorables
et le faible niveau des revenus, appellent la formulation d'une politique
pharmaceutique en adéquation avec une stratégie sanitaire qui reste & affiner
sur le plan opérationnel dans un esprit de rationalisation des ressources

et des méthodes.

PROPOSITIONS

1/ Etablir et mettre en oeuvre un mécanisme de communication, de
concertation et de planification :
- au sein meme du Ministére,
- entre le Ministere et les différents partenaires de :
. la coopération bilatérale
. la coopération multilatérale
les ONG

. le secteur privé commercial.

Les structures et organes issus de l'arreté n°® 0392, la Cellule des SSP
méritent d'etre plus opérationnels (comités de travail avec théme précis et
échéancier, réunions informelies et formelles, disponibilité des documents de

travail, etc...).

2/ Engager un processus de formulation de la politique pharmaceutique
nationale. A ce -sujet, il y a lieu de créer un comité de travail chargé
d'organiser ce processus.

3/ Créer un comité de travail sur la liste des médicaments essentiels
sous nom générique par niveau sanitaire sur la base des criléres établis. La
tache de- ce comilé est d'organiser le processus d'élaboration de cette liste
depuls fe centre de santé ou le sous-centre de santé jusqu'd 1'hopital régional;
Lo Liste die I'hopital régional pouvant scrvir de liste minimum pour le CNHUL

Coeooprocesuus deven etre couronné par o tenue  d'uty séminaire  national

BEST AvAILARLE COPY
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d'sdoption de o histe. Cettd focon de faire goaranttl dane une qrande mesare
I'utilisation de 1o hste car elle aura auphgue e presenpteurs o e e

sateurs,

4/ Créer une administration centrale de la pharmacie el du
meédicament dont les fonctions de politique, législation, reéglementation,
controle et inspection pharmaceutiques sonit clairement définies tant dans les

objectifs que dans les ressources humaines et logistiques.

S/ Etudier la faisabilité de transformation de la Pharmapro et des
Pharmacies d'Etat en un organisme performant chargé d'approvisionner en
médicaments essentiels sous nom générique, les formations sanitaires et autres

structures appelées 3 faire du recouvrement des couts.

6/ Evaluer les expériences des pharmacies villageoises au sein ou en
dehors des formations sanitaires avant d'entreprendre un encadrement juridi-
que. Tout ceci doit etre vu dans le cadre de la mise en oeuvre de l'Initiative

de Bamako appliquée aux conditions de la RCA.

7/ Créer une commission inter-ministérielle des prix (MSP, Commerce,
Finances) avec les grossistes répartiteurs et les représentants des officines
pour fixer la structure des prix (prix grossiste départ usine affecté d'un coef-
ficient pour parvenir au prix public en RCA). Le coefficient tiendra compte
des frais de mise 3 FOB,

. du fret
. de l|'assurance
. du transit local
de lu marge grossiste compatible

. de |a marge cétaillant campatible.

Une commission tarifaire peut une ou deux fois par an réajuster les
prix au vu des changements éventuris du PGHT. La commission inter-
ministérielle devra aussi examiner la notion de marge dégressive afin d'impli-
guer e secteur privé commercial dans la politique du médicament essentiel,
puisQuUe ¢ osecteur controle B4 9%, du marché pharmaceutique réalisé aupres de

e populaition centrafricaine 4 revenuy moyen bas.
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8/ Dxamuner over do areltd des Serences deo Lo Sante, oo formation
initiale et le recyclage des prescripteurs el des dispensatears sur Jes miediei-

moents essentiels sous nome aéneriquce

- la mise en oeuvre de recherche opérationnelie avec les formations
sanitaires sur l'utilisation des médicaments, les dépenses en meédicaments, les

-

systémes et outils de gestion du médicament.

9/ Examiner avec différents partenaires nationaux ou étrangers un
mécanisme de mise 2 profit des médicaments traditionnels. Ceci passe par
{'organisation des tradi-thérapeutes reconnus tels par leur communauté,
I'inventaire de la flore et de la faune médicinales, la mise en oeuvre de

méthodes simples de valorisation.

10/ Reprendre la formation des pharmaciens" de santé publique capables
d'animer les structures pharmaceutiques de la nouvelle stratégie sanitaire.
Mais en attendant, renouer le dialogue avec le secteur privé pour utiliser
certaines compétences (vacation, contrat de courte durée, etc....), étudier la
possibilité de formation de techniciens supérieurs en sciences pharmaceutiques
au niveau de la Faculté des Sciences de la Santé.

QUE PEUT FAIRE L'OMS ?

L'OMS & travers sa Représentation a Bangui, ou le Bureau SRII, ou
AFRC ou le DAP/HG;, peut aider a :

- La conception, la mise en oeuvre du mécanisme de concertation, de
planification entre les différents partenaires in:fressés aux questions pharma-

ceutiques dans le cadre de Ia stratégie sanitairc nationale,

- L'organisation du processus de formulation et d'adoption de la poli-

tigue: pharmaceutique nationale.

- L'organisation du processus d'élaboration et d'adoption de la liste

des médicaments essentiels.

- L'édition, la diffusion el ls formation 4 l'ulilisation dc cette liste.

o/
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- Lo dormation i o guantihication des besoms en médicaments  dang

les formations sanilaires.

- La mise en place des méthodes ot outils de gestion de l'adminis-
tration centrale des pharmacies et du médicament (hamologation, cerfification
OMS, controle de l'importation, statistiques pharmaceutiques, inspection,

assurance de qualité).

- L'initiation de la recherche opérationnelle sur ['utilisation des

meédicaments.
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ANNEX VII

EVALUATION DES BESOINS EN PAPIER A
RONEOTYPER. (SERVICE DE MEDECINE
PREVENTIVE) DE LA 4E R 8




EVALUATION DES BESOINS EN PAPIER A

RONEOTYPER.

(SERVICE DE MEDECINE

PREVENTIVE) DE LA 4E R S

{TYPE DE RAPPORT

No. de PAGE

| MOYENNE/MOIS

EXEMPLAT

{I—Donnees sur les acti-
| vites du PEV.

3 |

|
| I | |
I | I |
I I I |
I I I |
1.1 Fiche de rapport { 1 {25x35= 875 } {
I journalier I I | |
1.2 Fiche de pointage { 1 :25x35= 875 I {
I1.3 Fiche de rapport { 1 } 1x35= 70 { 2 {
mensuel ' I I | |
1.4 Fiche recapitulative{ 1 I 1x5= 5 } 5 {
| | | ! 1
iII. Donnees sur les LMD i i i i
{2.1 Fiche d'Evaluation } 1 E160x2= 320 I 2 I
I de 1l'Enfant diar- | | | I
| rheique | | | |
{z.z Fiche rapport { 1 =1x12x2= 24 } 2 {
| mensuel | | | |
| i | ! I
iIII. Donnees sur le PALUi i ] i
| Fiche de rapport | 2 I15x2=30x2=60I 2 I
I mensuel I | | I
{IV. Fiche de rapport de } 1 {1x3x2=6 { 2 :
| surveillance I I | |
| sentinelle. I | I |
} Fiche de rapport I 7 :12x7x2=28 : 2 I
| mensuel de surveillanceI I I |
| epidemiologique | | I I
| | I I |
| Besoin/Mois T 5370 |—17 '
I | | I |
| | | I |
| | | I |
| | | 1 |
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ANNEX VIII
RECURRENT COSTS FOR THE NEXT

FOUR YEARS (1991-1994)



COUTS RECURRENTS POUR LES QUATRE PROCHAINES ANNEES (1991-1994)

[Issues related to established recurrent costs, written by local
team member, M. Andara.]

Le temps imparti etant tres court, il n'a pas ete possible a
la mission de reunir toutes les informations disponibles pour
evaluer les charges recurrentes pour les quatre prochaines annees.
En plus 1l'indisponibilite de 1l'adjoint administratif a rendu
l'accession a ces informations impossible. Dans ce cas, nous
allons seulement donner une indication methodologique pour
determiner les couts recurrents.

Besoins du PEV

Les fonds Italiens qui financent le PEV par la fourniture de
vaccins, et autres approvisionnement lies a la vaccination devant
finir au courant de cette annee, 1'UNICEF a assure la mission que
des fonds sont prevus sur les ressources de 1'UNICEF pour assurer
la poursuite du PEV. Il ya un risque que ces fonds soient
insuffisants et ne puissent pas durer longtemps.




Sachets de S R O

En vue d 'assurer la poursuite du programme et compte tenu du
manque 4 agsurance donnee par L'UONICEF de fournir iles SRO 1l est
prurient de les prendre en compte. '

Besoina en Chloroquine

1) La pharmapro n'a pas un bon systeme de distribution. Les
quantites de chloroquine envoyees restent au niveau des regions et
n‘arrive pas a la peripherique parce que tres insuffisantes.

23 La chlormnguine fournie par CCCD au profit des enfants de
moins de 5 ans et des femmes enceintes est egalement consommee par
des personnes n’appartenant pas au groupe cible. Il apparait donc
un besoin supplementaire que la pharmapro n’est pas en mesure de
couvrir: les distributeurs ambulants supplantent la pharmapro. Il
est difficile d’evaluer la quantite distribuee par ceux-ci.

Entretien, fonctionnement de vehicules. refrigerateurs,
congelateurs

Le logisticien a mis au point un programme qQui est a prendre
en compte. Il est paye par 1 UNICEF mais il n "a pas d assurance gque
son contrat qui expire en 1990 soit reconduit.

Gestion des batiments

Il nexiste pas de systeme de gestion des batiments, qui
permettralt aux gestionnaires de vendre une partie des batiments
dont tlz n’ont que faire ou d’agrandir en cas de bescoin. Cette
situation fait qu il y a encombrement faute de local suffisant et
aussi trop d espaces pour peu de personnes.

Cout du personnel

Trois categories du personnel emmargent sur le budget de
1 Etat :

- Le personnel cadre forme pour executer le programme,

- Les decisionnaires dont les taches a executer ne 3ont pas
juelques foils clairement defenies,

Les manceuvres qui connaissent un retard de paiement
atteignant meme huit mois mais ils sont plus utiles au
tonctieonnement desg services.

Ine autre categorie de personnel 23t integree au programme et
pris en charge par les bailleurs de fonds exterieur. La surete de
la ~ontinuite de leur palement n’est pas la meme.




