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.1. INTRODUCTION 

1i Background
 

From March 1 through 14 a FRITED assessment team worked with the
 
Technical Director 
and Manager of the Cameroon National Diarrheal Disease 
Control Program to
 

review progress of the program tonard the establishment of an 
integrated national program for the control of diarrheal 
diseases,
 

* review the role of FFITECH in assisting this effort, and 

* formulate proposali for the future development of the program 
and FFITECH's role within it. 

The major findings and recommendations of the Team ineach of the
 
major components of the CbD program ace presented in the main body of the 
report. More detailed information is provided in the annexes. 

In order to collect information for this assessment, FRITECH and CDD 
staff visited health services and hospitals in eight of the ten provinces
of Cameroon and conducted interviews with representatives of a wide 
variety of participating government survices and donor-agencies. The 
findings and recommendations piesented in this document reprepent the 
consensTs views of all the team members based on their various 
observations.
 

The future role of-FRITEH within the CDD program will be jointly

determined by FRITECH, rO-1 and USAID staff based 
 on the results of this
 
assessment and the anticipated planning activity to directly after
occur 

the completion of this docLument.
 

1.2 SJL Y CF*FESLTS 

The overall observation of the assessment team is that the Cameroon 
CDP program has made remarkable pFogress in 'a relatively limifed time 
period using very limited human, material and financial rescurces. 
Resource limitations have slowed progress, but have also moved progran 
managers to develop a wide base of support and assistance from numerous 
Ministry of hWalth services, from other ministries, from other health 
projects, from F'vOs and- frcm donors. CDD in Cameron is a collaborative 
program.
 

CDD in Cameroon has also striven from its inception to become an 
inteqrated component of primary _halth care. Despite the need for
special attention and effort-so_ T,ti,Trs interpreLed as.verticality-""in
the l -unching of an effort to change long-established and firmly
entre-,ched practices and attitudes, every p-nzible opportnity has . 
5Dught to cooperate, collabcr2te and meld with ctr.FIC octi\,ities. It 
is siqnificrnt that the Tec-rical DirEpctor of the CDD progrza i0 also the 
A-sistant Director of Preventive Medicine and reazpa-ibie for FI-C. 
Recent collaboration with the Nutrition and Hea.lt EduaOtnin.Services is
 
enother- symptom of this ccrritrsent to Fi-C and intagration. 



Finally, the national CDD team has striven to develop a broad-based,
multi-dimensinal progr-am: activities have been initiated in almost
 
every component of CDD: case management, ORS logistics, health
 
... 
 ... 
 . , .rcearch, information sy-s=,s., evaluation, and 
so on. This is important, as the key to success of any CDD program isthe growth of a partnership beb'ieen parents and health per..nel for the 
good health of children. This is only possible whkn both parents andhealth personnel have'access to the know'ledge, skills and resources to
provide their children with good care. A one-sided pr-ogram cannot bring
about these fLundamental conditions to success. 

The assessment leam believes that a good base has been created. Nowis the time to use that -base to rapidly expand ar)d -strengthen' the program
.so that the goal of widespread availability of and access to effective,
high quality diarrhea care becomnes a reality in Cameroon. This " 
accelerated effort will require more rescurces, humneri and financial, both

*of which are available if the will e-ists to mobilize them. 

The following sections of the report provide rrvre detailed findings

and suggestions for the.future.
 

2. CASE K4qAC43YEE/.(JT CFI\'YS 

2.1 FINDINGS:
 

The case management protocols and policies as .- kscribed in the 
recently published official.Ministrf, of Health Strategy for
Diarrhoeal Ditease Control are gencrally gcod. conforming to W-0
guidelines. They are, of necessit,, lacking in specific detail,
however, and are!, thus, lnsufficie, Tt -s exsct practical
guidelines for health professionals practicing diarrhea case 
managmentin health facilities 

The evaluation team wa-, pleased to inote thaL .--ny of th . 
facilities visited were, Using m.S sT] ts and tthat scir-o tre 
providing very good diarrhea care. L.7-spite ti-- need for
improvements, it was clear that tY training . otier ef forts 
of the national CDD program wre b.-ing fruit. 

There is wide variaticn in case m-7.cSnc- pr',:tices for 

diarrhea in health facilits in -... ,,reat
differences wz.re observed -by the, ,;!aaticin t.-,-n amz,,-c v.r ious 
health facilities ccncerning: 

-the "standard lngth 'of stay c..' chilc1r->--, ,th . atdi,tea 

the treatment faciliti for iat ; y 

-the recomaended h To treai:yt aftr tK.. chi d.'
releasa' from clincal care: f:7..fail 1. -3 pr,-crtL. only
SSS (sbnetimes recomiiirading an inccrrfct forimlztion),
others provide oTe or a-ore pacL:ti for th,2rs to take 
home, alrrst none reconrbnc . othe.r _ a.'ailable f"uids 



-referral practices: many FMI's refer all B level cases of 
dehydration to te pediatric, service at the hospital. Also 
many were not initiating oral therapy prior to such 
referrals,
 

-In 	 some facilities, complete physical examination is 
neglected, 

-some facilities routinely order laboratory analysis of
stools even though systematic 3tool examinations are not 
necessary for good treatment, 

-recommendations made to mothers concerning feeding durinq
and 	afte diarrhea: often dietary modifications and 
restrictions are recommended 

-drugs prescribed in addition to OFS. 

* 	 There continues to be widespread misuse of medication other 
than ORS for the* treatment of diarrhea in both government

and private (confessional)health facilities. 
 Specifically: 

-poly-pharmacy is common: it is not .uusUal to see the 
prescription of 7-9 different meoications for a case of 
acute diarrhea 

-presription of potentially dangerous drugs: Flaqy.l for 
children as ycung as 3 months, hydrotortisone fo- a child 
of 10 months, sulfsguanidine as I routine medication for 
all cases of child diarrhea in many places 

-routine prescription of drugs of little or no specific
usefulness in diarrhea case management:
charcoal,actabulgite, ultra levure, periactin, biolactyl., 
etc. 

While prescription of useles or. dangerous drugs f6r
 
diarrhea is done by both physicians and nurses, it is not
 
unusual to find nurses who 
 are :nowledgable about .and"

willing to give good diarrhea care (liquids and feeding),

but who are constrained from doing so by standing orders
 
prescribing other medications by the supervising physician.
This phenomenon appears to be- m6re coo'rn in the pediatrics
departmnts of-hospitals than in FMI's or health centers.
 
Where the diarrhea care provided is often-much better. (In

the Northwest Province, it was found 
 that -the. best care was
 
provided at the health post A The evaluation team suspects

that many mothers who 
are 	not convinced of the effective-. 
ness of ORT are seek:ing but health facilities which 
continue to prescribe other drugs. These facilities are
 
thus undermining the effbrts of the National CDD program to
 
educate mothers. 

*There is wide diversity in the organization -of CR. corner-s
 
and units :
 



-in some, all diarrhea qases. are sent to fhe physician, who 
prescribes medication, then sent to the CRT corner for 
rehydration, 

-in some, all diarrhea cases are assessed and treated at 
the triage point, 

-in some, most cases are referred directly to th-e CRT 
corner for care, 

-some Units uLsetreatment (clinical management) 
forms as part of the case management, others only
record care recommendations in mother's health 
booklets. 

* There is a tehdency to think of an "CRT unit" as a
 
special room with special equipment--eparate from the
 
other health services provided by the facility (whether

hospital or FMI or 'ealth center). This leacs to an 
attitude that good diarrhea case m~ra.r.- ent cannot be
 
initiated at a facility -until there is sLch a spcial

unit or that good care can.only be provided "hen the'
"perfson responsibile for the_ Unit" i-s there.
 
Consequently many hospitals and oth--r 
1-_alth facilities
 
which hive trained fersonnel do no,. pro%,ide gcc

diarrhea care management evcn when 273 packts ore
 
available: the absence of a "real uLjnt" is 
 uEed as an
 
excuse for not adopting good diarrhea case manriwgement
 
practices;
 

While effective rehydration vas being practiced in some_ 
health facilities, the nutritional ar'-oz-t of eftective
 
diarrhea case management was neglct:J.d ,t-
 nd e vomphasized: 

-many heaith workers incorrectly coatinue to reccortnond 
modified or restricted diets for = l1 qases of diarrhea. 

-health personnel are rot recow:fding increased feading 
during and after diarrhea. 

-childref, who spend a long time. o t F.RT Lts for 
rehydration are not fed while t-y are c ivm.n 0S. 

-grow.th cirds, where available, o: not La.ng used t. 
eduLa-: mot-ers Lcvtt t,-' lJ.n b -. n di,-,rrhea and 
Undernutriti,)n or maLnm riticn. 

-The CT corner is a god plocs for the i c-. gocd
breast feeding practices. This in not --.. doie 
effectively in imany health facilities. 

*Not infrequently, the interEction bW'tt_,_,cn nursethe and the 
mother is not-supportive and not el-;curaging to the mother. 
May nurses are brusque with mothers, t, k dc4 to thmn or 
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even yell at them. This behavior may drive mothers away 
from health facilities or deter them from returning.
 

2.2 FREMDATION5. 

1. 	The National- CDD -team should develop, publish and 
distribute to all healtn personnel, specific and detailed
 
guidelines or technical notes concerning. diarrheal case 
management and the organization and management of CORT 
corners or training Luit5 (see Annex 4 for suggested 
content of these guidelines). 

2. 	The Ministry of. Health sho'Id take steps to actively 'discourage 
the presciption of costly, dangerous or useless drugs by-all 
health personnel for diarrheil disease The practice of poly
pharmacy should be actively discouraged. Administrative steps 
should be taken, if necessary, to eliminate existing supplies. 

3. 	The Ministry of Health should contact Directors of Provincial 
Hospitals to solicit .their support for the institution-of good 
diarrhea case management in the pediatrics. departmeits, 
mobilizing staff whn have been trained to'provide that.cars. 

4. 	l National Diarrhea Disease Control Program should impose 
fairly rigid treatment guidelines (including elements such as 
length of stay of a child at the health facility for
rehydration) Cntil such time As good diarrhea- case management 
becomes standard practice at most health facilities. .Use of a 
standard case management form in all CRT corners for a limited 
number of patients(5)) after initial training will assist in the 
development of standard care practices. Standard treatment 
protocols should. be developed for the most. com on forms of 
diarrhea (acute watery diarrhea, "bloody"diarrhea, 
cholera, chronic diarrhea). The organizational patterns of ORT 
corners shplyld-be evaluated and guidelines developed to ensure. 
that particular organizational patterns facilitate, rather than 
hamper, good care.
 

5. 	To the extent possible, care of diarrhea patients should be 
delegated to nurses in all health facilities. Physicians should 
serve as superVisors and as reference in complicated cases only. 

6. 	Hospital, FtMI or health center staff who have received training 
in good diarrhea case managemant should be encouraged to 
initiate good practices in their health facilities with ss few 
extra materials, equipment and special additions as ppssible. 
Those hositali ahd other ealth facilities practicing good case 
management may then be considered for further developant into 
ORT traininguLnits-(e.g.institute god. treatment practices, then 
develop training Lnits--not vice-versa). 

The Natinal CDD team needs to work with provincial health 
authorities to clarify the referral relationahip and other 
interactions bd-A i-.k=Hosptals, FNI's, health centers and 
health posts in regard to diarrheal diaease case managenent., 
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G. The Naticnal CDD team shaild develop a detailed CDD Mutritionplan to reinforce the nutritional aspect of effective diarrhea 
case 	management. This 	plan should include:

-the 	 use of growth'card in all CRT corn'ers and Lnits as aninstruient to integrate CDD within FI-C, 

-food preparation deacnstrations for mothers at CRT 
corners/LUnits, 

-the 	 possible ways and means to integrate feeding of
children with rehydration in health facilities, 

-rchanisms for targeting malncurished cr other children atrisk (e.g. those with measles) for special diarhea and 
nutrition education, 

-review of breastfeeding policy and education 

9. There does not appear to be a raticnale for tlhe routinelooratory examinatien of stools fcr parasites, espe:ially
in areas wler-e there is'a 	high prEvalc-nce of certain
intestinal parasites. Mothers sh.dld .be believed, and ifthey 	state the child has worms and Lhr:re are knownparasites in that 	region,- treatrnt -_xuld Le given.Consideratii s I. be toid given periodic df--.-xrming inthose regions, NOT to CUre the chil-rc -I of t.xr-,n, but toreduce the" worm burden" and hopefuill, to iim-prove
nutritional status. This is being 'by rmy 	already. 

10. 	 Official ministry policy concernirci UNt preflr tion of CFSand SSS with clean bit nrot boilE~d .- ..LatErJas in Ue"Fiches Techniques" stould be activc,,-, and widPly
disseminated .;nong h.alth personnel. 

It should be clarified to health k.Ar:l-s th:At boiling t,;ater isnot necessary when making ORS or SV . SimplV use the cledrinking 	 nestwater available. (purcha_-_, of bottl,- water is also 
-u-nec:?sa,/ry . 

3. TRAINII'm/ FEVE-SICDI L ED£._CAT!CN 

3.1 	 FINDIDUS: 

* good start Ias beez'n frode. i the Cr.'D r'cqr r tc:.-ird
iritiating an effective I-Jicnwid, 'nin.j ,frrt. Al1provinces no.r'have a cc,-, group cl t -, 3S~erS ta.: hAve " ccpleted a 'Training-of-Trainers. c..-.... P.'".,M7., i:3Uhealth per--onnel have received clini,._.l ;jjj1 .t.i.-Z -' 
in countr-y since lard 	1937. 

Effective expansion of thes__e initial training activities has
been hainpercdi by a 	nLMber of factors: 

A
 



-The bffort is young and some of the 
necessary preparatory steps have. not been 
completd: The final preparaticn of a draft 
training guide--materials--for use in clinical 
management courses, for example. 

-Funding has been limited , especially for
 
prdvincial and departmentai level training
 
activities.
 

-There have been limited opportuities for 
-follow-up in the field, especially of the 
provincial-level trainers trained May and July 1988. 

--A comprehensive training strategy and plan has not 
yet been developed.
 

-At the_" central level, the national CDD staff 
consists of two part-time MOH professionals and one 
expatriate. There is limited-time to do all the 
preparatory and field work necessary to manage'a 
successful CDD program on a national scale.
 

The training of provincial trainers has led to the
 
development of some good training skills as w.itnessed by the 
training programs.they have conducted in collaboration with the 
national training team (Ebolcx~a, Ngacundere, Yokadouna, 
Doikcula, Ntui). Provincial training conducted without
 
assistance from nation~l trainers appears to have beeo less
 
successful.
 

The majority of the provincial level trainers have not yet 
planned or organized training activities in their province. 
In several provinces there are, as yet, no functional. 
diarrheal treatment Lunits in the provincial FMI and 
hospital which-could serve as a training facility. 

It is CDD program policy to include representatives from
 
confessional health servicea in CDD training activities. In 
many cases cooperation -between the MOH and the confessional 
sector has been very good in the CDD program. I-ver, in some 
provinces, local health staff neglect to systematically include 
confessional health personnel in CDD activities for a variety of 
reasons. This is unfortunate as many mothers use these health 
facilities in addition to government health services.! Diarrheal 
treatmrnt shD id b unifgrm in all health facilities in order to 
convince mothers of the effectiveness of CRT: 

To date, follcw-up activities have not been systenmtically 
WLilt into tUe training activities, nor nave specific plans 
been formutlated by training participants about how they 
would specifically pit ito practice their new learning 
once they returned to post. In sone case this has meant 
that no concrete use was .made of the training received 
after the partizipanL worker returned to his or her work 
site.
 

7 



* 	 The CameroLu CDD program'is to be congratulated for its 
efforts to work with health professional schools to improve the 
training of medical and nursing students in CDD and CRT. These 
efforts have already born fruit in the modification of teaching. 
occurring at the CUSS and CESSI. As yet, however, the- teaching
is not consistently uniform and sazne students are not 
instructed ingood diarrhea care. Curriculae in 
paraprofessional schools have not yet been modified, althcugh 
this will be dicussed at the meeting of the Ccnseil de 
Direction in March, 1989
 

* A wide variety o* cottly, useless and dangercus drugs for 
diarrhea continLe to be available and prescibed at private 
sector pharmacies. One CDD staff member purchased 20 
different drugs for 	26,(x:x CFA at a small rural pharmiacy. 
Private sector pharmacists have not yet been brought into 
efforts to improve diarrhea case menagemrnt in CamercLu and 
remain largely ill-informed concerning appropriate diarrhea 
treatment.
 

3.2 FOCMENDATIEMS
 

1. Clinical Management Training of health p-rio'nel at all
 
levels,, but especially at.the heIth cenl:er level, shoultd be 
accelerated. If this is to occur and be cf fc-tive t-e fol2cwing
 
preccnditions must be met:
 

-Clinical Mnageaent training materials 
should be completed in draft as sccn as 
p:ssible and distibuted to trained 
provincial trainers. 

-At least one, and preferably two,
 
supervisors frcm each'province should
 
participate in the .mid-leel managernnt
 
course as soon as possible. (Later tW 
program plans to train management teax.s .in 
each sub-division to supervise health 
centers as part of the new FHC structun.-..)
 

-National CDD staff should t.,rk With :k toam 
of =_upervisors rd trainers from each. 
province to"elalxrate detaik-!;d 
provincial training pl-ns &nd budqoet-.
 

-Physicians sup:orvising he.th centr ord FMI 
staff shmuld rccieve training pricr W on 
concurr'Ently with their staff in or-, :-c -

assure their.active support of the progrn
 

-Adequate financial resnurces should be
 
sought to support provincial training
 
activities.
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-The ORT training units in the province 
should be fLucticning well, providing a good 
and replicable model to trainees. Natianal 
CDD staff should work actively with these
 
units to improve their functioning whenever
 
possible.
 

2. 	 Once provincial supervisors have been trained and provincial
 
training plans have been developed, the national CDD staff
 
should give priority to assisting those provinces and, later,
 
divisions and sub-divisions, demonstrating the most active
 
interst in and motivation for CDD activities. Provinces 
participating in the SESA and GTZ programs should benefit from 
support from the staffs-of these programs (under occasional
 
supervision of VCH/CDD staff) freeing national' CDD staff to 
concentrate primarily on 
provinces not benefitting from donor
 
support.
 

3. 	 Follow-up or supervision activities should be a scheduled part

of all training. Training budgets should include funds for 
nocessary on-site follcw-p for a period of at least 3 months 
after completion of training.
 

Every training activity should end with the prepAration of
 
a soecific action plan detAiling next.steps to be taken by 
par-icipants once they have returned to their work
 
stations. Th_se plans should be reviewed and revised 
during follc . up meetings or visits and serve as a basis 
for supervision. 

4. 	 Key detision-makers from confessional sector health services
 
shoild be spEcifically included in all CDD training activites.
 
These key decision makers should be identified at the provincial
 
level while preparing training plans.
 

5. 	 Appropriate training-of medical students in CDD should
 
be assured by

-developing model ORT corners in the 3
 
regional health-centers used by CUSS for.
 
rotations-in commuity health for fourth and 
fifth year medical students.
 

-Assurinc that all medical students pass 
through te ORT Lnit at the Central Hospital 
pediatric .Lnit and/or F1MI (see Anne:- for 
recommrnations goncerning improvement 
at this unit ). 

-_- orking'with CL staff to revise medical 
curricILn as scon as the FRITEL-HIW'O mdical 
curriculum materials become aailable. 
(currently being pretested)
 

-organizing CDD training activities (an
 
e-,pert irkshop ?) for CJSS professors to
 



ccnvince them of the scientific validity and 
effectiveness of ORT. 

Efforts to improv nursir and paraprofessichal education in CDD 
-should continue-by continued collaboration with CESSI and the 
"Conseil de Direction" of the paraprofessional schools. Efforts 
should be made to increase the numbers of centers at which 
nursing students'can do their practical training. 

6. 	 A strategy should be develqped .to target priyate sector
 
pharmacists for CDD training and education.
 

7. 	 All training for CDD should include exercises on the practical 
means to integrate CDD with other components of Primary Health 
Care. Also, each clinical management cdurs_ shcctld include 
activites designed to improve the interactions and 
cOmUnicatins between .the health professionals and the mothers 
(role plays, case studies, discLssions).
 

G. 	 A7 eValLaticn plan should be developed to assess the
 
effectiveness of training activities. 
 Training 
effectiveness shcu.ld-be assessed not only dur ng and directly

after training.hut also-after a period of applicaticn of learned 
skills in the field.
 

4.1NOFOCRCATION SYSTEMS: HIS, Evaluatic7 and 'Ln7itorinn, uX2rVision 

Information is needed in the CD projrFa in order" to: 

-Keep the system fLncticning scsr-cthly 
(e.q. ORS stock managomnit ), 

-measure progress to-ard CDD goalu End objectivys 
(outputs and impact),
 

-identify problems or cVe'eticns in monving to7ard those 
goals and objectives, 

-identify effective strategies and methods which could 
usefully be replicated cn a broader scale, 

-make pragmatic decisionE. 

This 	informaticn can N- collectc-, throug i-,tine' in fcrmaticon 
channels cr special studies and su.'.'eys Tf.informticn 
collectcd Sl-tLld be collectd and _nalyzCj -,the 1:-.I of 
organizatikcn (local, provincial., i tic, , i.a hi. i .make usE 
of it to keen activiti.,.as ne-n'>',r infurn.,-tion for,. 

which th-re is a clear Nd srct-fic g.':-. L-1-- cu-,be 
collected an, analyzed. .The ne c,:ry 'i :-.,ti-: hcA. td be' 
sent to the person or manager .-jiio needs it by the most rapid 

- channel _ - - . 
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In this context, we have included Luder the 
"Information SystEms" three topits which are 
separately:
 

Health Information Systems 
Evaluation and Monitoring 
Supervision 

4.1 	 FINDINGS: 

* 	 The information component of the CDD program 
relatively undeveloped. No detailed systems 
yet been developed. This is partly due to a 

heading of 
often treated 

is', as yet, 
or strategies have 
concern that most, 

if not all, CDD information shculd be integrated into the F-C 
systems. 

The National ODD program wants to keep to a minivmn the burden 
of additional or specialized information tasks placed on health 
personnel at all levels. Never-the--less certain information 
needs muist be met to ensure the success of. the_ program. These 
include: 

-CRS 	 stock management records (usage rates, stock 
levels)
 

-health. facility ODD "coverage rate":what 
percentage of health facilities have 
trained staff. 
what percentage are practicing good 
diarrhea case management. 

-The quality of care provided by.trained health 
workers (e.g. i-cess to good care), 

-The percentage of mothers practicing good 
diarrhea care for their children and-related 
"impact data". 

The National CDD team has mEde a start tcard establishing an 
CS stock management system. The stock card designed by the 
program appears to be in use in many health facilities which 
practice CRT. *However, program managers are not using this 
information. The monthly stock management reports are not 
systematically sent in the central level,to nor anialyzed once 
they get there. - Tlhre is no information available in Yacunde 
concerning the nurner of-CS packets being imported 7n'd l,--d by
health services not using Ministry of Heal-th packets (e.g. GTZ" 
supported prnFjharnacies in" the N.J.- Frovince, Ad LLUICen, etc.). 

* 	 The general dat'a c6 1Ected tArcQh the. CEC designed 
reporting form is not L[seful to the COD program: 

-standard definition for "serricus 
diarrhea "(curr-ent indicator) is used at 
the facility levek, 

11 



-in the case ,f diarrhea combined with 	another illness 
(e.g. 	 reasles)), health facilities sometimes report the 
case under than other illness onl.y, sometimes Luder 
diarrhea and s" tims Lunder both, 

-A large perceitage of health facilities 
do not send im regular reports. 

The lack bf effective fudlo.w-up and supervision, especially of
recently trained personrel, hampers and progress program
effectiveness. Training alone is not sufficient to assure
effective application off skills and knowledge covered during
training sessions. Supervision serves to reinforce learned 

the 

skills, to help personnel apply those skills effectively in the 
real 	w.rk setting, to mutivate people to try to use their new
skills and to collect imforntion on actual health facility
practices (e.g. health iacility "coverage" in terms of effective 
case management). 

* 
 The natUre and cbntent onf registers and oter information 
col l-tion instruments i(grow.th cards, -case management forms) a-t
the health facility level is very variable,. rbt all the
information collected is useful. Ti-e filling in of forms often 
seems to take a disproportionate amount of staff tine. 

4.2 	 RECCMMENDATICNS: 

1. 	 The special information rol lected for CDD program 
management should be limited to tho dath spccifically 
necessary for effective program operations and should be sent
only to levels at.which there is practical need (rarely more
than one level up). Prinrity shculd he given to the de-sin and
implementation of an efTsotive stcck management system for CS. 

2. 	 The extensive infoimatiom regarding ECS usaqe rates available 
through GTZ in the Nc.rthwost Frovince should te analyzed and
form the basis of needs estimates for national ORS packev. needs. 

3. 	 Personnel at different l_ vels of the Iealth system should be 
trained to collect and -tme the information useful to themwilves
and to pass cn only that information specificolly needed by
supervisors. In other t,-rds, appropriate infcrnmaticn co llction,
aialysis and use m-ust occur at all l.vels, not just at th[: .center. kbalth facility staff shoul bye trair!-- to prepare.
simple charts ind graphs showing such t:hings at monthly cajo._load
(according to treatment plan), nutrticnal stus of children
coming to the iRT corner. C S Uigs- , d othr.dAta which allows 
them to folloA progress of the Lnii:. lhis in ror m.ticr, n:.Yd
be forwarded'Th..supe_-,ib-s, 	

not 
ht d be a.-:.ible upon

-request; at each nmngcr-nt level sioilar gr&psh can be,
developed for the t.rritmry covered. 

4. 	 Provincial and. divisiona.I personnel shoul.d be tasked with
 
collecting information -m-r-nng the "cove 
" of.halth
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facilities with trained personnel (% health centers, health 
posts, F"I's and hospitals with 1,2 or more trained health 
professionals in effective diarrhea case management). Divisions 
should track this by sub-division, provinces by division, at the 
canter by province, eqh working with composite data from the 
level immediately below. 

5. 	 If and when CEC developes a sentinel surveillance system, CDD 
should coordinate with ahn to assure that CDD activities are 
effectively monitored. 

6. 	 The registers used in (RT corners and uits should be 
standardized. The case management form currently being used by 
some corners should be revised and simplified to become a 
training and reinforcanent tool. The form shculd be used by
newly trained personnel for a limited number of cases (50?) to 
reinforce the recommended treatment process. Yearly repetiti~n
of the use of the form for a limited period, on a regular basis 
(or for a specific number of cases) could serve as a program
monitoring and evaluation mechanism. 

7. 	 A comprehensive supervisory. system should be developed which 
takes into accoitt the logistical and finantial constraints of 
the health system. Emphasis shculo be placed on intense follow-" 
up/supervision directly after training (actually planned as part
of the training process). Thereafter, to the extent possible,
CDD supervision should- be absorbed in. FHC supervision. A "think 
tank" should be convened to explore supervisory mechanisms 
feasible within local ccnstraints. 

5. FESEAROA 

5.1 	 FINDINGS: 

A 	 The research component of the CDD program has been
 
relatively under-developed 
 due to the youth of the program: two 
WHO Mortality and Treatment Practices Surveys have been 
completed by C(EPC,. fc-us group study of home treatment 
practices has been recntly completed by CDD and Dr. Tetanye,
head 	of pediatrics at Central 1-ospital in Yactunde is conducting
research on Maize-based CFS in collaboration with W-0. The ADDR 
project is sponsoring a AP' study. .. 

The evaluation- team fcnd study protocol being conduched in CRT 
corners and units under sponsorship of the BEaufour Laboratory, 
producer of Attapilgite,. an antidiarrheal. (see Annex 7 for 
questionnaire) 

S-To date, there Has been ah excellent parternship between. local 
researchers'and donors and enpatriate consultts in tbe conduct 
of diarrheal studies. This has led to the etrengthening of the 
local skills base in research approaches.. 
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5.2 	FECOMENDTIONS" 

1. 
 CDD should encourage and sponsor appropriate reseath studies,
especially short, practical studies designed to resolve CDD 
operational issues and problems. -(see Annex 7 for a list of
 
possible topics)
 

2. 	 Local resoucres should cOntinue to be mobilized to conduct these
studies: the medical and nursing students, the university, the 
Nutrition Institute, local health perscnnel, funds frdin the SEE 
and GTZ projects, (XEPC etc.. Complementary financial and 
technical resources should be sought, as necessary, from
 
FRITECH, WFO and ADUR.
 

3. 	 The currently existing research review and slection 
process should te reinforced--the link bebt-en' P-SIRES and the 
MO0H, the.Diarrhea subcommittee ot the FHC comnittee.
 

4. 	 The MOH should take 	steps to assure that all studies including

those sponsored b/ private sector pharmaceutical cor.pnies meet 
minimum standards of -cientific validity eid ethics, especiafly
i" MOH perscnnel is involved in conducting them. (The 
Actapulgite study does not appear to meet the criteria)
 

6. LOGISTICS: CFS Pt D OTI-R DIP'-zEA FFZLtOCTS AMD EJIFVRE T 

6.1 	FINDINGS:
 

* 	 Supplies of CRS .currently availabl in the HJ-1 syste-m
 
derive fro 
 a supply of 6(),%x) L'!TCEF pzckep:s which 
arrived i6 CA-nercoun in March, 1516,3. Appro':ir,..tely half this 
supply remanins in the central rchcuses. 

Accurata estimates of national usa.P ratwE cf ORS are 
currently LUaVailablu as, in additicn to KQA supplies,
there al-e a nLnber of additional so.',rces .jo.d cha.nels of ORS 
ptocurenEnt and dist;hibution: GTZ Imports tr~m it's can off
store sources and distributes COS packetn to 51 propl- ,rmacies 
and 7 village health -pot supply points i. th-2 fbrth-.est 
Province, Pd LLCem stip plies comf-Qonal fviitiis frm 
independently imported stores, o t !"-r-	 NEC's .i b im rt packets
for distribution in their own 
zo-,s of o-tio-;s, at least one

private sector pharmsceutical dis- Wtur a;' be.,inqcrting CUSL
pockets which conform to' -i3 stard,-Js. 11 DD ,.rcgamdoes 
not monitor theseexr.-I.ninista.rial Eor-o aid ch'nn2.ls of U'S 
supplies. 

Onapharm, the naticonal [,:trastaLjk '.'-m ,.un: al ditri.butor,
has been cotmmssincd by .the W! a _:- t o5;F-r,::-',, i',69n
---.icneto "p~c a. additions.l 2.5-;0 n' !nI i O 
paOckets. RLu ding -for this purcI-z%.sis t-.i_- -fr-4n 
Preventive Medicine Vdget. The n'n ,ytvc.os.; .vailab.e when tte 
director of Preventive Medicine banned tthe p -rchri-of . 
antidiarrheals, especiaLly sulfagua.sdine, with it5 fLu-idsq 
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diverting estimated savings to the purchase of ORS. This 
excellent initiative appears.to have run into difficulties. 
Onapharm has not yet pLIchased the ORS packets for reasons which 
remain Luclear.
 

To date, the MOH has not yet widely and officially

ccammuicated its decision to ban the purchase of anti
diarrheals with government funds. As a result, provincial and 
departmental level health services continue to send Onapharm
orders for* the diarrheal drugs which have been banned.- The 
decision to ban theme drugs was also not thoroughly discussed 
with the Directorate of Health, in charge of curative care and 
hospital services. Hospitals continue to use and prescribe many
anti-diarrheals. Also, hospitals receive almost all their 
drugs, besides DFIS and a few medications for the treatment of
leprosy and T.B. patients, from the Onapharm depots and not from 
Preventive Medicine. 
 This 	special supply channel may result in
 
a decreased rate of GRS usage by health facilities which 
perceive their rcle as primarily curative. 

'The evaluation tevn applauds the decision of the CDD program to 
support the distibution of ORS packet supplies, including those 
furnished by the GH, through all available channels. 
Especially encouraging is the willingness to supply packets to 
private non-prof i t organizations which then sell, them through
their health care facilities (e.g. missions, Save the Children,
CARE). Policy needs to be developed,'ho=ever, to clarify the 
respective roles and respqnsibilities of the NCJH and their 
collabo-ators in these arrange TEnts. 

judging from the relatively scarce and limited information 
currently available on OFS usage rates, the evaluation team 
judges that the expycted order of 2.5-3 million packets will be 
sufficient to meet Camercun's needs for a period of 2 years or 
more. This large quantity will pose storage and distribution 
problem5 to Preventive Medicine. 

* 	 fiother very pbsitive iritative of the CDD program is the
willingness to work closely with the private sector to promote
eventual private sector production and marketing of ORS. ' 
Specifically the continued dialogue with F'lantecam concerning 
t hnical and logistics issues is likely to benefit bth the 
national program and the company. During a team visit to 
Plantecam it was revealed, however, that the company was 
planning to produce a 750 ml. packet, not conforming to national 
policy.
 

6.2 	 RECCM' IDgATI S 

1.-..... Th-? naticnal. CDD teom sncuio collect any easily-----.... 
available info-mation concerning the quantities of CS 
salts impcrted into Camrcou- from all soarces as well as the 
quantities used by health facilities and irtitutins which are 
not being supplied by the MH. A special effort sho't be made 
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to study usager patterns in the "N.W. Province where GTZ has 
collected extensive data and a Well established supply system
exists through both government and non-governm-ft channels. 
Also, the N.W. Province has an extension network of health 
services which sell OFS packets (GTZ project propharmacies and 
health posts) and others which give them away free (the MNf 
'health centers and hospitals). Such a study shoulcti yield useful 
information for estimating national trends. 

2. 	 The reasons for the delay in the ordering of the 2.5-3 
million ORS packets requested from Onaphqrm should be 
clarified so as to move this order through as quickly as 
possible. (Particularly if there is any possiblility that funds 
will be blocked as the end of the fiscal year approaches.) 

3. 	 A circular letter from the MOH should be. sent to all .health 
facilities, public and private, and to Cnapharm announcing and 
explaining the MCH decision to ban the purchase of antidiarrheal 
drugs with.government fuinds. 
 All 	health facility administrators
 
and 	 physicians should be encouraged to refrain from ordpring or 
prescribing such drugs.
 

4. 	 ORS should be treated, in every instncethe same_ as any other 
drug: it should be.providEd 'free of oh.ce where other drugs 
are provided free of charge, it should ':-.--:old wl-re other: drugs 
are sold. It shculd be dist-ibuted thrwch the care channels as 
other drugs. The evalLtiOn teat suggqtS that uFcn arrival of 
the. 2.5-3 millio& packet order, ORS packs be distributed to 
the Onapharm provincial dp tos. Lhtil Post health facilities 
have 	 trained perscnnel, Prevntnive siedicirv_shFZuld work with 
Onapharm to distribute-pzckets Leycnd th, reprovince. 

5. 	 There is a need to clarif' policy r,-ar-ding the distribution of 
MOH packets through non-&QH c--nels. -, . policy develop_ ment 
must be base=d Wnq' initial info-mation *t-i g effort. For 
example: Should the MH supply interaL? ' n-. health 
facilities with an RS_stock only on & r,,-ti c-	 is (e.g..
provide a "starting supply" nlv) or cot'iue -gplying .FS to" 
these facilities over a longer time p W-o," What other sources 
of supply are available to tbcje faciliz: n? Are there any 

--	 constraints to their continue! purchas ._4 CfS x.-ckets from
 
other suppliers?
 

6. 	 Upon arrival, most of the exnpated er6-'" 2.5- million 
packets shchld be iVvediat.l' dictri :,j -o th.: provincei.
Only approximately 7M'/. of thsc.n packets- -.- l, to kept in tl
national level. storc.ne _. A. bvakirhTt' I; . channel; LJrld* 
b-2 iTY~bilized 	 •'for their dist'ot;iT. V-c rr' lts, espe:i... l.y.
which are Curr,-,n.y lndere:pl o; tcd _ -,. l Le gtened: &0 
propharmacies -d t - villao ,-alth oz::. 

7. 	 The national CDD team should -citi, t t-C'el QEnt! 
collaboration with Flantecam. Of irrrediab- conc rn is the
 
fol lowino:
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-The official M decision touse 1 liter 
packets shculd be formally coam.icated to 
Planteca~ as soon as possible. 

-The CDD team should continue to work. with 
Plantecam on a packet design which includes a 
common logo and pictoral instructions for 
mixing the solution. 

8. Ringer's Lactate is thebest solution for I.V. rehydration of 
diarrhea patients, but is not widely available in Cameroi. 
Onapharm orders only very.small quantities becaLtSe few requests 
for it are recieved fron hospitals. The CDD team should explore 
the desirability of increasing the use (and stocks) of Ringer's
Lactate with Hospital administrators, pediatricians and other 
concerned parties. 

7. CCX," I_CAT ION 

7.1 " FINDINGS: 

To date, the national CDD program has not emphasized the 
development of cemmLications activities directed at mothers, 
concentrating its efforts in the area of improved clinical 
managemecnt of diarrhea in health facilities. This was 
appropriate. 
Now that a growing number of health facilities are
 
providing good care, consistent with national policy, the time 
has come to launch intensive mother (and other family 
caretakers) education.
 

The Natiohal program has developed a good base preparatory to
 
launching a national cowmLnications effort in CDD:
 

-initial meetings of the D.D. advisory group 
bringing together interested parties .from 
several different ministries, M". department! 
and donors created an expectation and
willingness to collaborate. 

-Production of a series of .3 excellent
 
posters to guide health personnel in 
providing good CRS and mother education 
established a working relationship between 
CDD staff, Healthducation Service and AMA, 
the private health education materials
 
production organization.. 

-Collaboration on the production of a 
caledar "(including. one mm.th devoted to. 
diarrhea) further strengthened that 
relatiol4ihip. 

-The recent ccn-pletion of a fICLs grcup study 
of diarrhea home caie.practices has provided 
a solid information base to use in the 
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development of effective and appropriate 
messages, as well as increasing local skills 
in this approach. 

The CDD team has started a good effort to provide concerned 
health professionals with updated information, by regular 

0distribution of Diarrhea Dialogue and the FRITECH Technical 
Literatcire updaLe (TLU) to provincial level health staff. It is 
not certain that regular distribution of this literature is 
continued be\/cnd *this level. 

* 	 Many inapprooriate or outdated yisual materials abcut diarrhea 
treatment are to be foLud in health facilities around the 
coLntry. These include: 

- utdated PA materials about the mixing of 
SSS soluti s, 

-posters and adver.tising materials produced 
by drug companies, 

-promotional materials for infant foods or 
infant formulas other than breastmilk. 

7.2 	 FECC 1ENDAT I ONS 

1. 	 Or soon as is feasible a workshop shc'ild be crganized fr, health 
education setr-ice-staff End other colabsratc with the 
objective of producing a detailed rlza:icnal ccT u_-ica~icjs 
strategy for CDD and bperaticns plIPk to i-,llr--t the tstrategy 
Lnder the leadership of the Health cdLucaticrn 5.rvico c-,a the CDD 
team. 

2. [E-fore the start of the workshop, 'h- natic-r.al CDD staff shctild 
collaborate with. the Hc'h EduLcti-, 5_r-/ic2 to pr_'J:, a 
clear, simple logo for thn CD .prc'r-.. A pi::itoral inst-uctions 
leaflet si-culd be develc4 :-zd for mii'. instn--xtins for CS. 
Plantecam shckld participrate in t Ci.:2elcF.:,'I of Lhis 
material. Pnd the inst..ctions sl ,d be wif'-1 :iy pre.L-dI',rJ to, 
assure Understanding by mDthers. W.H.D. sheuld be c=Atcted to 
provide tfci-nical assistjnce" for thiH-. effort. 

3. 	 Considerable planning 7d mane g t-, -:,-spc .n£bi'ity for 
conmnicaticcs shxld be delegatd - t1-e p,c'vincil hlvl. 
Provincial -heal.th stAff anterestcd - avaiLble for 
participat.iocn in CDD cm..icat.r- :.ld :. tnv't- , I-h 
v;rkshop referred to in r#1-. : . 1 

The CDD tean sI-culd str.icthen it. .f ..... t
professionals with 	up 'o ite F.- .. i irr'-..w ... -: L'PD: 

-On up-datedi-ma.;.ling list inc 'I!;. g . ,, 
provincial and divi.icnal he1th taff £;cuz,4ld 
be_ s-Ent to CF'P4PA for direct-miling of 
Di.rrhea DialouLle and the TLU in FrEnch. 
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-production of a quarterly local CDD/IHC 
Newsletter containing articles by and about 
Camerc ulians involkd in CDD activities. 

-continued mailing of available CDD
 
materials from YaoLude to all 
levels cf the
 
health system.
 

-encouraging publication of CDD articles and
 
research-findings in publications widely read
 
by CamerOUnian physicians. 

5. 	 All available local educational materials about diarrhea should
 
be collected and ccnpiled by the national CDD team. 
Those which
 
conform to national policy should be used in CDD ccxrmnications 
efforts. Steps shculd e taken to remove those that do not 
conform to national policy from governmental and private health 
care facilities. 

8. F NrMORG-NIZATION OYD MAIN43&'E r 

8.1 	 FINDIAIS: 

To date, the CDD program has been highly'centralized.
 
PlFnning, maiagenit and technical direction has come&
 
fron a central Ministry of Health team compo ed of two MOH
 
professionals each working part-time on CDD and one full-time
 
FRITE70" technical advisor. During the start-up phase, this
 
cenl:ralized ianagefent style was appropriate and the evisting 
team did an encellent job developing basic policy and guidelines 
and getting initial activities started. To complement the 
.scarce hLmn-resources of this central management team, they 
ere able to develop collaborative relationships with other MtOH
 
services such as Health Education to accomplish specific
 
activities. 
Now that the pace and scope of CDD activities is 
accelerating, however-, the current management structure is 
inadequate.
 

It has been a strength of the CDD program in many ways
that the persons within the MOH who have bee 
respcnsible for the program, the Assistant Director for 
F-eventive M-dicine and the Assistant Chief of. Service of 
Eoidemiology, have had other responsibiities within the Primary

H.alth Care systcm. This reality has helped CDD move tcward
 
integration with other FHC activities. At .the game time, the 
diverse responsibilities of the CDD team core staff has been a 
constraint on the rapid growth of the program both in cpverage 
and in breadth of activiti'. Especially during program
lunching. mary things have to happen at once: planning, policy
duvelop,--t, devolopientof tochnical guidelines, training,
 

-- TAitiatino f a diverse range of activities in tle_ field, 
follow-up, etc.. For the program to be successful in any given
geographic Iccation, all the various compononts of the program: 
clinical training, supplies and logistics, cOMcu-ications, 
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management and supervision, etc., 
have to start together in an

integrated way. Doing this requires a substantial initial input
of time, energy and rescurces. A certain degree of verticality 
at central and provincial levels is necessary to get things
 
started.
 

There have been no clear job descripticns for any of the MOH 
personnel involved in the CDD pr
'rgram. This occasionally leads
to an almost ad hoc approach to program managemant. While this
 
style has led to good team work, a lot of necessary activities

tend to slip -between the cracks because no-crnc is directly and 
clearly responsible for making sure 
they get done.
 

* The CDD program has developed excellent collaborative working
relationships with GTZ, the SISA project, CARE and Save the
Children. Som of the yolLnteer organizations (F'P, SNV and 
Peace Corps) work closely with the I"CH but have not been fully 
tapped by the CDD program.
 

8.2 RTIONS
 

1. Two strategies ar2 rccmmended for the strengthening of the core
 
national CDD staff during this crucial acceleration phase of the 
CtDD program:
 

-whenever possible the c6ntrai 
tem should
 
delegate responsibi] ties for planning
 
implemnitation and fo] ico*rup of a :tivities to 
ot-ers (,ew recomandatica #2), 

-the existing team sul-id be supplaented by the 
assignmeint of other KJI .:ersc-ir! ci either a part
time or a full-tinm :-.i; to taL- con specific tasks 
during this program lay~ch peric (see 
reccmTva-idations #3 and '.1. 

2. CDD planning and mvnagc.vent reshouibilLi . sculd be 
delegated to
 

-provincial health per oi-nel as oL<n as these have 
received proper CDD menahoyment .nd supervisory
 
training,
 

-th_ staffs of the GTZ om-d E&A rr:2izcts in these 
provinces covrred by/ L- proj;, -, 

-other primr/ heal 'h C: rc-. such as Save the 
Children ay-'nd C., *i'... ",---.W , 

--otf-e-r Minic7ry of Hc:-1 w;"u %ctriticn) 
w enever this is apprupr--te...
 

The CDD central team-shculd then ccacfltrEK .lts Energies in 
those provinces not ccvered by other proje-ts, in t0-oe 
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technical areas not covered by bther collaboratdr and-in 
overall program direction ?nd technical guidance. Delegation 
of responsibili ties does not mean ebandcnment, hb.xaver. For 
the delegation to be successful , the CDD central team ncrds 
to give significant initial guidance to its col laborator5. 
Initial activity plan shculd be jointly conceived and 
received. Regular follcx -up. meet.inqs should be held to 
review progress and seek solutions to problems, as well as 
t.o be sure that the efforts are on the right track. 

3. 	 Job descriptions for all persons assigned to work on CDD 
activities need to be carefully defined based cn a detailed 
operational work plan covering all ccmpcnents of CDD. Each task 
that needs duing shoutld be clearly assigned to a particular 
individual or gruop of individuals as appropriate. The relative 
amT)unt of time each individual sho-tld spend on CCD activities 
nList 	also be made clar and agreed to by all concerned parties. 

4. Reinforcement of the central team should be for a specific time 
period - say, 2 /ears - after which the number of man-hcrs 
spent on CDD program mnagement by central MOH staff should 
start to diminish as CDD becomes a routine part of health 
systems opexrati.crs. It is not the intention to install a " 
permaxnent CDD department in the MOH. Reduction of man-hours can 
be achieved eithe- by reducing numbers of staff or by reducing 
the arzc-t of titr. individLul staff members spend on CDD-related 
activities.
 

5. 	 After initial development of provincial or departrental plans, 
the central CDD tejnn should give priority to making a sucess of 
CDD programs in th-se provinces or departments which demcnstrate 
active interest in and enthusiasm for CDD activities. 

9. Ff-BR FLA'VING (*1D EUEGETS 

9.1 	 FINDINGS 

Whereas gccd overall 
ceveloged for the CDD program during the development of the 
official national strategy, detailed operations plans and 

* a 	 5 year (1987-1991) budget has been 

•strate.gies are still lacking. This has constained giving clear 
indications to potential donors concerning program needs. 

* 	 riginal plans h.ve -ndergone periodic reviets and revision on 
an ad inforip_ basis. This has ben fairly effective dueh~c, ol 
to the ciose collabcative rking relationship between the 
three kcy natiroal level CDD staff mbers. H-.er, as.the 
prcgrL"A lhs bIcv1 r(,re cccople and (Tee diverse, these informal 
planning revio r-,c1h-,nisma hv4ve led prcressively to a more 
reactive ratf-r Ln pr-o.c Live style of pronram n.naqement. As 

-oIL p' r ~c)':_resd it. "it _oetierrs Tools as if t.e prcgram--
rl.ns us rather tl-en that w.e r n the program." 
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* 	 Planning has been a joint responsibility of the three key team 
members, but occasionally, Individual members of the team have
had to react independently in Pesponse to donor requests, for
example, when the others have been unavailable. Occasionally
this has led to the scheduling of activities not fully
coordinated with the rest of the program. 

* 	 The fiscal years of each 	of the major donors (USAID, WHO,
•LNICEF) as. well as that of the Government of Cameroon are all
different. The multi-year planning cycles also differ. 
 This
 
makes coordination planning of inputs into CDD more difficult.
 

9.2 	FECOMMDTION%
 

1. 	 The first priority of the national CDD team after completion of
the FRITECH assessment should be the developnent of a detailed
operational plan and b.dget covering at least the next Qx
years. This pranning lkJCuvfent will facilitate the prccess of
obtaining commitment from eventual donors to support the .CDD 
program activities.
 

2. Requests to donors for bLdgetary or material support shwuld be
accompanied 'by statements of intent, strat.gy and rational to
justify the need for specific inputs and to convince dcors to 
commit necessary resources.
 

3. 	 Once the detailed operations! plan has been developed, a

systematic 
and regular review and revision process sh:uld be
agreed to including at least 2 or 3 reviews roqh year and
replanning at the'end of each fiscal year. 

as 
Th-. purrree- ,Tf these 

sessions is tp keep track of what needs to b done during° the 
next activity period.. Pp.iodic review will 1--en the
possibility that some iportant btut not urgit activities will 
be neglected in the pre-s of implfic-taticn. 

The CDD team should seek information from each potential donor
concerning their-plannirg and budgcting cycles Ho as to Letter
coordinate with them and to be .prepared to rc - cnd to'thtir 
requests for documents and other input. 

10. 	 011-ER DC'CR/MINISTRY CJLLAECRTII 

1OA FINDINGS 

* 	 The CDD program supports sfrong collaborativa links to r'lated 
programs and other agencies working with health, activ"itis. Thz 
program strategy emphasi2es the nsad to prcvU':-- trainirig to
private/confespiopal heal th persnl. Efforto' by the CDD 
program to involve other Hinistric.s il prr- -., 7 of 'c,- hce 

_ management of d.arrhea have he-rr. ,eate a for t--Ministry work in all aspects-of primfir'y h.cli> cara. The

program's efforts in this area have 	given an inortant boost'to 
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the proposal to create a-national coordinating commission for 
Fl-C. Private voluntary organizaticns working in health in
 
Caneroon and bilateral health projects have also been tapped to 
carry out the broad lines of the U!H CDD program in their 
project impact areas. CDD from the beginning has fLunctioned as 
a multi-donor, multi-partner activity. 

* The program does not have a firm ccmmitment for funding of all
 
its planned activities. Unicef and WHO have thus far prcv.ided 
pLunctual support for material and s1ne training needs. Lhicef's 
dcnation of 616,C0x0 ORS packets early in the program provided a
 
crucial boost to the program, pending ordering and delivery of 
the Ministry's cOn stocks. WHO has funded some key training at 
the national level, includihg the first natibnal OAT course, and 
contributed a small amount of material support to get the 
national DTUs opened. With"program progress, both organizations 
have recently indicated an interest in significantly increasing 
their support to the progran. Mr. James Grant, Unicef Director, 
confirmed this desire in discussions with Cameroon's high-level 
delegation to the ICDRT III conference in December. 

$ Three groups have significant nuinbers of volunteers/technical 
assistants working with counterparts in the health system in
 
Cameroon: SNV, Volontaires du Progres, and the Peace Corps. The 
CDD program has had input into the technical training of the 
Peace Corps Volunteers.
 

10.2 RCOMENDATIONS:
 

1. 	 The CDD program should continue its efforts to include
 
collaborating'Ministries, projects, and FMOs in the process of 
planning and implementing program activities.
 

2. 	 As mentioned earlier, as soon as pssible, the key donor 
agencies should be presented with a concise, detailed plan of 
activities, with a clear request for support. The programi team 
should maintain open communications with these donors -and should 
include them in any meetings of the FHC Coordinating Commission. 

3. 	 The CDD program should lodk at the potential for contributing to 
the orientation/training of personnel for the "volunteer 
organizations" SNV and AFVP,. as it has done with Peace Corps, in 
order to take full advantage of these volunteers as potential 
promotors of the national program policies.
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A\EX I 

FERSONS/FtACES VISITED BY THE ASSESSMENT TEPM
 

YAONDE:
 

-- Dr. Mbede Joseph, Minister of Fublic Health 
--Mr. Mbondjo-Ejangue, Secretary General,MOD 
--Dr. Ghogomu Amida, Director of Preventive Medicint and Fbblic Hygiene 
--Dr. :ollo Basile, Chief of Service of Rural MAdicine 
•---te. Djob: Chief of Procurement, OWHPAR 
-- me. Geh, Chief of Distributior, ONAQH-Ai 
--Dr. Mezolo, DTU, F"I Centrale 
-- 1e. 'rida, DTU, FNI Centrale 
--Mme. Mpanjo Ndcme Elise, Pharmacist,. FMI Centrale
 
-- other memersof FMI staff (triaqe, DTU: pharmfaacy) FMI Centrale
 
-- Mr. ETnuLel, Chef du Magasin: EFFF'
 
--Mr. Evlinga, Magasinier, SSF/ FVTF
 
-Dr. Tetanye Ekoe, Chief of Pediatrics, Yaoide Ceitral FLscpital 
-- Dr. Epee, Pediatrics, Yac-(_de Central HopiLta 
--Assistant Pharmacist, Pediatrics Wit, Yaowde Cotral -b:spital 
-- ne. Asaong Julienne, Wr-e in Ch~me of Dlii., Y-.,.nde Ozii:ral Hospital 
--Mr. Aguirre Fernando, LWiicef Repr<:'&m.ltative 
-+r. SanoM-ho, Unicef 
--Dr. James Ecnneman, Chief of Farty, EA Froject 
--Mr. RoLert cEs4~blfe, Training Officer, SESA F'roj.oct 
--Dr. Bergis Echnidt-Ehry, GTZ Froject Coordinator 

SOUTH FTCVI NCE:
 

Sangmel ima:
 
--Or. Mbam Mbam., Chef de Service Departeimental do la ledecine Preventive 

et FRutrale 
Mme. Tchialeu, Infirmier Major de Ja F'ediatrie, Hopital Departemental 

--Infirmier en Pediatrie, Hbpital . E£partanaqtal 
-Infirmier Major de la FMIl 
-- Sr. Francesca Tassini, Catholi Misim dis:f:'z,.-

cE~nTF@LI F TNq I "l: 

Ntui: 
.-D r . Fe ou A Tmdou : Mede :i n Che f , i b p i .... .. ... . . -,, n 

-Mr. Matamba, Save the Children Tea I th cccrdin,.-Ur 
--Sr. E.rnadette, Dispzcaire. do la Mj' -. xcOC.W.wue 

--two nursing -mchool trainees assignad for . dith .r. Bernadette 

-Sr. Anne, Centre Rural d'Appui Schnique 



--

WEST FOVINCE:
 

Bafoussam:
 
-Dr. Ngufor George, Provincial Delegate of Fmblic Health 
-- Major and staff of Provincial FM!. Bafousam
 
-2 nurses in Pediatrics, Provincial Hospital, Bafoussam
 
--nurse-midwife of Ad Lucem Hospital in Mbouda
 

Nfl]h- WEST FROJINIE: 

Bej-nda:
 
-- Dr. Obd Nana, Prcvincial Delegate of Fblic Health
 

-Dr. Pdy Tenbong, Frovincial Chief of Preventive Medicine
 
-- Sister George, N rse in Charge, FMI Nkwen, Bamenda
 
-Dr. Ekanbi, Pediatricia., Provincial Hospital, Bamenda
 

Bafut:
 
--dr. Jackson, Nforya Health Post
 
-- nure-mid~jfe of Presbyterian Health Center 
--nurses of Ntem Health Center
 

ScTH .WEST Fl-ID)INCE: 

Limbe:
 
Mrs. Jeanette Takam, Nurse in charge of Pediatric OFD, Bota Annex
 

Hospital
 
--Sister Etame, N\_irse in charge, FMI
 

Buea:
 
-Sister Njie, I-Lead Nurse, FIl
 

--Sister Tatal Midwife, Grade 1,. FMI 

LITTh-rPL F f1VINCE: 

Dcuala: 
-Provincial Delegate o Fttblic Health 
--Mme. Essiben, Nurse in charg2 of ORT Unit, FMI 

Note: Health Officials also visited in Maroa, andGaroua, N.aoundere
during eek prior to evaluation.
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ANNEX / PARTICIPANTS AT ROUND TABLE DISCUSSION OF PRELIMIN.:ARY 
KEY RECOMMNDATIONS OF PRITECH ASSESSMENT 

LISTE DES PARTICIPANTS
 

NOM 


1. Prof. NGUETE-KIKHELA 


2. Dr. DENIS PIGOT 


3. AGMA Prins 


4. Mr. NDESO ATANGA 

5. Mme Robin STEINWAND 

6. Dr. James SONNEMANN 


7. Mr. Robert de Wolfe 


8. Mr. Gary LEINEN 


9. TIM MANCHESTER 

10. Judith Collins 


11. NGOUANA Elie 


12. Mine Comnort EFFIOM 

13. Mr. NOUMBISSI Joseph 

14. EKOKO EKV'A Jacobson 

15. ANYANGWE Regina 

16. Deberah AGF;OR-TABI 

17. Dr. MEZOLO FOUMENA Adrean 


18. Prof. Paul WCHOJI NKWI 


19. Dr. Anne DABAN 


20. Dr. TETANYE EKOE 


21. Mrs. iWASU-M Helen M. 

22. M ne PENTANG Rosaline 


23. Dr. arie-Th r&se O-BAMA 

24. Prof. CARTERET Pierre 

25. Prof. KAPTUE Lazard 

26. Dr. OWONA ESSOMBA 

27. KOUAMOU Jean 

23. MBELLA Colette 

29. Mime MPOULI Sarah 

30. me NK')HO Cath6rine 

31. Mr. TAH Shadrack 

32.' mr. ATINA Emmnanuel 

ADRESSE/ORGANISATION
 

Repr~sentant OMS Yaound6/Cameroun
 

PRITECIH WASHINGTON
 

Repr~senta-nte R6 gionale de PRITECH A Nairob-

Chef Service Adj. Epidemologie MINSANTE 

PRITECH /Cameroun 

Projet S.E.S.A Yaound6 /Cameroun
 

Projet S.E.S.A Yaound6/Cameroun
 

USAID/Cameroon Yaound6
 

Save The Children YaourHd6 

CARE/Cameroon Yaoundd 

MINSANTE SFP Yaound6 

MINASCOF Yaounde 

MINSANTE/SMR A' 

Chief of Office SHPA-NSP 

MINSANTE/S1IR A' 

SEP 

PMI Centrale Yaound6
 

MESIRES.Yaound6
 

Service Catholique de 

CUSS. H1pital Central
 

CESSI/CUSS
 

MINAGRI/DDC
 

.!a Sanz.A Ya6und6 

C.U.S.S. C.11.U Yaound(
 

Directeiir du CUSS, Un:.-crsid dc YaoundC4
 

Directeur dela Santl' '1iNSANTL 

DAMPHP HINSANTE 

DM2IHP S/L1 

MINSANTE (SSP) ML[SNTE 

SSMI/A ':INISANT. 

DAM-PHP (SSP) MINSANITE 

DHPHP/SES
 

DMPHP/SN 



IPRITECH ASESSMU OF TE tTIOIAL CDD E OMAM 

MA IN FECMBDTI[kS (DgF-T) 

CASE MANAGEMENT 

1. The National CDD team thould develc, publish and distribute to

all health personnel, specific and detailed guidelines'or technical
 
notes concerning diarrheal 
case managemnt and the organization and
 
management of CRT corners or training units.
 

2. The Ministry of Halth shculd taPe steps to actively disctrage
the prescription of costly, dangerous or useless drugs by all health
 
personnel for diarrheal disease. 
 The practice of poly-pharmacy should
be actively discouraged. Administrative steps should be taken, if 
necessary, to eliminate existing supplies.' 

A circular letter from the MH should be sent-to all health 
facilities, public and private,, and to Onapharm announcing and
 
explaining the YM decision to ban 
 the purrhase of antidiarrheal drugs
with government fLuids. All health facility administrators and
physicians should be encouraged to refrain from ordering or 
prescribing such drugs. 

Hospital, FMI, or health center staif who have received training
in good diarrheal case mnanagement should be encouraged to initiate 
gocd practices in their health facilities ,Qith as few e;'tra materials,
equipffent and spacial additions as possible. Those hospitals and 
other health facilities -practicing good case management may then be

considered for further development into ORT training nLiits (e.g.
institute good treatment practices -first, then develop training
Uits--not vice-versa). 

TRAINING 

1. - Clinical management training of health personnel at all levels,
but especially at the health center level, shcNld be accelerated. If
this is to occur and be effective the follcx-ing pre-conditicns mist be 
met: 

-Clinical managceent training materials should be completed .in 
draft as soon as possible and distributed to trained provincial 
trainers.
 

-At least one and preferably two sLpervisors from each province
should participate in the mid-lvel management course as scn as 
possible.
 

-National CDD staff should work with a team of supervisors and 
trainers from each province t6 elaoorate detailed provincial
training plans and budgets. Pjequate financial reE_irces should 
be sought to support proincial training activities. 

-F'hysicians supervising health center and FlMl staff should rec-eive 
- trainny prior to or ccrcurrently with th-eir.taff in order to 
assure their active support of the ororram. 



-The ORT training' Liits in the province should be functicning
well, providing a good and replicable model to trainees. 
National CDD staff should work actively with thWne units, to 
improve their fLuctioning whenever possible. 

2. Follow-up or supervision activities should be a scheduled part of 
all training. Training budgets shculd include funds for necessari
 
on-si'a follow-up for a period of at least three monthn after
 
coplo:ion of training.
 

3. Key decision-makers from confessional sector health 'services 
should be specifically included in all CDD training activities. 
Thkese
 
key decision-makers should he identified at the provincial level while 
preparing training plans.
 

4. Ever' training activily should end with the preparation of a 
specific action plan detailing next steps to b to:en by participants 
once they have returned to their -..ork stations. These plans s-culd be 
reviewed and revised durinc follcw-up meetings or visits and serve as 
a basis for supervision. 

5. Appropriate training o! medical students in CDD 
hchuld be assured 
by: 

-developing mode] CRT corners in the thre::- rr']irnal health centers 
used by US for rotatioms in cc.-anity I ,for fcurth and 
fifth year medical students. 

-assuring that all andical stuidont4 pass thrcngh the C ' Tit at 

the C-:ntral Hospil:al p.diatric Ulnjt and/or- FVII. 

"vrking with CUSE'S staff to rc~vi - s'-dica1 ,'-riculum as socn as 
the FR-ITEO-WHO medical cUrricAiun materi-n.12 LaccrTn available 
(currETntly being pretested). 

6. Efforts to imDrove nur-ing and r-rrof- -, - in CDD.du-:cation 

_hculd continue by continued collaLcrnJrn with :X>'3I Epd the "Conseil
 
de Directicn" of the paaprofessicnal :ckole.
 

7. All training for CDI) 31"culd inclu.W, e'ercioa cn-th_' practical 
means to integrate CDD with other cc, zc-nts 07  mary,Health Car&. 
Al_--o each clinical iracigjairat cour - - Atld Lna.w.':y activities to 
improve the interacticnv end cc mticac:-cns i.th, "h>Aalth 
professiona'.s and the mntrwrs (role av,-, cagc n..dies., discussions) 

I14CTtMATICN SYSTElIS 

1. The special informaticn collechrd Yzr CD -'rwnrm rCrlCemen t 
shz Id be lamited to thono data sp-iific:ally , .-ary fL- effective 
prmgran operations and Whould Le _. cly tof I', a Jrirh tf-i,-i's 
practical need (rarely nor than c:n2 !,,%'121_,.. :cldb _ 
given to the design and implen7tation of Mr 0,.tiV Octck
managenent system for CS. 

2. A comprehensive superviaorv 5yste-n _h_ ld .be develcood .hicn tak_=
 
into account the logistical and financial cc.-trontn of the health
 
system. Emphasis s-hoold to placed on intensa-c,
 
diretly after traininj (cctully plann d as rcnrt of th. training

pro_-Ss). Thereafter, to th_'e.tent P, P "Pa.Qb'Frv :'iyin shDLuld
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be absorbed in Fl-C supervision. A "think tank" should be convened to
explore supervisory mechanisms feasible within local .constraints. 

FESEIPFCH 

-1. CDD should encourage and spanor appropriate research studies,

especially short, practical studies designed 
 to resolve CDD
 
operational issues and problems.
 

2. Lo-al resources- should continue' to be mobilized to conduct these 
studies: the medical and nursing students, the university, the
Nutrition Institute. local health pgrsonnel, funds from the SESA and 
GTZ projects, OCEAC, etc. Complementary financial and technical
 
resources 
should be sought, as necessary, from FRITECH, W-0, and ADIDR. 

. The MO should take steps to assure that all studies including

those sponsored by private 'sector pharmaceutical comparies 
meet
minifem standards of scientific validity and ethics, especially if MOH 
personnel is involved in conducting them. (The Actapulgite study does 
not appear to neet the criteria.) 

LOGISTI CS 

1. The national CDD team should collect any easily available
 
information concerning the quantities of OPS 
 packets imported into
Cameroon from all sources as well as the quantities used by health

facilities and institutions which are not being supplied by the 1OH.
 

2. C S should 6e treated, in eviry intrance, the same as any other 
drug: it shoild be provided free of charge where other drugs av'

provided free of charge, it shoudL be sold. where 
other drugs are sold. 
It should be distributed throtgh the sgme channels as other drugs.
The evaluation teem suggests that upon arrival of the 2.5-0 million
 
packet order, CFS packets be distributed to the Onapharm provincial

depots. Ltii iost health facilities have trained personnel,

Preventive Medicine should w rk with Onapharn to distribute packets

beyond the province level.
 

7. There is a need to clarify policy regarding the distribution of 
MCH packets through non-iJH channels. This policy development must be
based on an initial informatibn gathering effort. For example:.
Should the MO-H supply interested missicn health facilities with an ORS
stock only on a one-time basis (e.g. provide a "starting supply" only) 
or continue supplying CRS to these facilities over a longer time 
period? What other sources of supply tre.available to these
 
facilities? Are there any constraints to 
their continued purchase of. 
CRS packets from other suppliers? 

CO1'1J ICAT-I CNS- 

% As soon as is feasible a workshnp .should be oroanized for Health 
Education Service staff and other c6llaborators with tre objective of 
wr.oducing a detailed national corunications stratgy for CDI and
operaticns plans to implement tre strategy 1nder tre leadership of the 
Fbalth Education Service and the CDD team.
 



2. All available local educational materials about diarrhea should be 
collected and compiled by the national team.COD Those which conform 
to' national policy should be used in CDD comnications efforts. 
Steps should be taken to remove those that do nhot conform to national 
policy from governmental and private health facilities. 

FROiR'AM ORGANIZATIO]N ANID MAEM0ET . 

1. Two strategies are recommended for the strengthening of the core 
national CDD staff during this crucial acceleration phase of the CDD 
program:
 

-whenever possible'the central team should delegate
 
responsibilities for planning, implementation and folloCW-up of
 
activities to others.
 

-the existing team should be supplemented by the azsignment of 
other MOH personnel on either a part-time or a full-time basis to 
take on specific tasks during this program liunch ry_ riod 

2. After initial development of .provincial or divisircaia.l plans, tFe 
central CDD team should give priority to qaking a zucccm-s of CDD 
programs in those provinces or divisions which demonstrate active 
interest in and enthUsiasm for CDD activities. 

FFOGRAM FLANT IG PND EUDGETS 

1. The first priority of the national CDD tain after zc-pletion of 
tVe FRITECH assensament should MY the develo1,int of a d-itailed 
operational plan covering at nent years r~d aleast the t. detailed 
accuv.panying budget. willThis planning d0CLnm:--T: facili.zate tI
process of obtaining comnitment fran evEntual c 7ers to -upport the
CbD program in terms of specific, targett-, i,: ,nterial,Knical, and 
financial inputs for various program actiitiwa. 
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ANNEX 4A 

CASE M*V Nr IN DIt*F4-1EA 

A. Assessment
 

The first step in treating a patient with diarrhea is to assess thepatient and determine how serious the problem of dehydration is. The 
methods employed to do this assessment are as follows: 

1. 	 ASK the following quastions-

Diarrhea: How many liquid stools in past 24 hours? How 
long has the child had diarrhea? 

Blood/Muccus: Is there any blood and/or mucous in the 
stool? Hcw much? 

Vomitting: Has there been any vomiting? How much? How 
often? 

Thirst: 	 Is the child able to drink? 	If so, is he/she more
thirsty than usual? 

Feeding: 	 What has the child been eating? 	 Breast feeding? 
Artificial formula? Mixed diet?
 

Appetite: Is the appetite nr.ral, or decreased? 

Urine:. Has the child passed urine in the last 4 hours? If 
so, is the 2nA~oLut normal? What is- the color of the urine? 

Medications used for the illness: Antibiotids? 
Antidiarrheals? ORS? SSS? Other?
 

Immnization status: ECG? DFT? FV? Measles? 

2. 	 LOCK for" the foliowing:
 

General Condition: 
 Is the child alert? weak? irritable?'
 

Eyes: Does the child have tears when crying? Are the eyes
SLU-b Efl 

Miouth (Muccus Membranes): Is the child's mouth vt?. dry?. 
or_ very dry? . 

Breathing: Is the child's breathirg -ncrmal? faster t.han 
normal? or very fast? Is there difficulty in breathing? 

Convulsions? Pallor? 



3. 	 FEEL for the following:
 

Skin: Is there decreased turgor, or decreased elasticity? 

Fontanelle: Is it normal, sLuken, or very sunken? 

Fever: Is there an elevated temperature? 

4. 	 MEASURE the following:
 

Weight: aid plot on a weight chart to determine weight for 
age.
 

Other body measurements (if possible): Length; mid-arm 
circU~fePece. 

Pulse: to establish a baseline.
 

5. B.ased on the above information, a decision should be trde as to 

the 	Treatment Plan to be.enploy'-d: A? Er or C? • 

Plan A: N dehydration or mild dehydration 

Plan 	D: Moderate dehydraticn 

Plan 	C: Severe dehydration.
 

B. ORT THERAPY:
 
"Efiective CRT" is the appropriate case management of acute WJatery

diarrhea by fenilies and health personnel ircluding the follc~ing: 

1. 	 The administration of appropriata liqLids in sufficiEnt 
quantities from the onset of dia-rhta.
 

a. 	 RxfHe solutions adopted to local ci-rcLtnatajceas will be 
administered by fanilies at -the ccet of diarrhea as 
recomrmended (txLght) by .,olth p'Yrronnel to prevent 
dehydration. 

b. 	 Oral rehdraticn salts :rd, in ca-rs of vo:.ere 
dehydration, Ringer's I- L.te Eclu-' n or r.'firal 
saline (7/..) L',/ IV. 	r:,ic "ill b? used in h>alth 
f ,cilities according t& '., '-L r- cr-,t(:fj.-n -, to 

.rehydrate chfldren suff on, Arntizn.. 9 	doch 


2. Appropriate feeding during and after in epiizn_ of "dirrhea. 

a. 	 Continued breastfeeding during diarrhea' in the case 6f 
breastfed chmlidrcn. M'ore thn tre u-ual nL.j iJ-r of 
breastfeeds should be offered.
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b. 	 Feeding of 4 - 5 small neals per day dLving diarrhea. 

c. 	 Feeding of one e-tra meal per day for at least one 
week after diarrhea has stopped. - . 

3. Appropriate health care when necessary. 

a. 	 Mthers will be enccuraged to bring children with
diarrhea to health care 	facilities for treatment. 

b. 
 Health care providers will be trained to provide

appropriate care. 

c. 	 Ade:',ate uppl i f fSa=,J tz nd other necessary
diarrhea medications will be provided to trained 
heal-h care providers. (Taken from PN\EX I of
Naticnal Program for the Control of Diarrhea, Strategy 
1987- 1991) 

C'. Protocol for the Use of ORS Salts in Health Care Facilities: 

1. 	 bitil such time as a constant and adequate supply 6f OSS salts 
can be assured to all e:'isting health care facilities, ORSpackets wi*l be used eXClLsively in health care services to
treat patients according to the i-0recommendations. 

2. 	 Diar-heal patients who are not dehydrated ,,ill be instructed to
drink adequate quantities of locally available safe and
effE-:tive hcfe s-oluticns to maintain an adequate level of
hydration and to prevent dehydration. 

3. 	 Dehydrated patients will be rehydrated at the health careservice using CFKS. In the case of severe dehydration (Category
C of ',-C guidelines), Ringer's Lactate or 17%. Normal saline
solution wil be administered intravenously, in addition to CFSand in accordance with *0 recommended protocol. Appropriatehome SOIlutic-ns will be recommended for maintenance of hydration 
status after leaving the uLit. 

4. 	 All mothers of chiLd patients with diarrhea, regardless of
dehydration status. will be instructed in proper nutritionalmar-ageme:nt of diarrheal disease: 5. small meals per o ay whilediarrhea pLrsi: ts and one extra meal daily for at least ore tweekafter diarrhea ceases (or until the ,-hild regairns. his strength.). 

5. An average of 2 packets of ORS salts per diarrhea patient willbe used .to cal-culate packet supply needs -for. /RT unts .in health care servic-es. ('Fr(m ANNEX 1V of the Nationd I rogramfor - .
Diarrhea., Strategy 1987 - 1991) 
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ANNEX 4P
 

•PREVENTIVE STRATEGIES TO CONTROL DIARRHEAL DISEASES 

Current knoledge based on existing research suggests that the following 
are cost-effective strategies for the prevention of diarrhea: 

1. 	 The promotion of e.xclusive breast-feeding from birth until the 
age of 4-6 months of- age. 

2. 	 Measles vaccination. 

3. 	 The promotion of personal hygiene, especially hand-washing t.ith 
soap after defecation and before the preparation or eating food. 

4. 	 Installation of water supplies (with particular attentic:n t(v.
provision of adequate quantity 01 iater, as ,4ell as quality) and
sanitation facilties (with particular attenton to adequate
nainternan:e). 

5. 	 Proper handling (disposal and hygiepn'.) of child'stools. 

6. .Promo:tion or good weaning practices. 

The Cameroon Natioral CDD.Program 1-41l emphasize these preventive
strategies within, the otext .-f CDD educat'onal and training activities. 
(From ANNEX II, Nationl Program for Diarrhea. Stratecy 1987 - 1991) 



ANNEX 4C
 

INTEGRATION OF CDD WITH OTHER PHC INTERVENTIONS
 

GROhTH MONITORING:
 

Using the Ministry of 'Public Health's Growth Card, 
 we have the idealopportunity to integrate differentmany aspects of Child Survival aridPHC. For example; obviously, nutrition education and growth monitorinqare a major feature of the card. With the writing either the word"diarrhea" symbol foror the - diarrhea, every time the child is seen atan ORT core,, the mother cr= connect weight loss, if any occurs, withthat episode of 'diarrhea and adjust with the ofprovision additional
 
feedings.
 

EPI:
 

There is a place for recording ofdates immunizations., and these shouldbe noted each time the child is brought to "the PMI, pediatr ic clinic,health center, or health post.. i.e. whenver there is a contact to pointout any immunization.needs. If immunizations are being provided on a daywhen the child is being rehydrated at the ORT corner, he -can be qiven anymissing immunizations that due.are 

BREASTFEEDING:
 

Along with provision of OR,, reinforcement of the major role.that breastmilk plays in the protection of the infant against diarrheal disease.The provision of breastfeeding during rehydratior, will serve to reinforcethe importance of breastfeeding. It is for this reason that bo.ttles fordelivering ORS should be disc5uraqed, and cup and spoon encouraged forthis purpose. Similarly, while promoting breastfeeding, it is a goodtime to discuss appropriate weaning foods thewith mother. 

ORT:
 

There is a section on the Grotqth Card for the date(s) that ORT is taughtand used by the mother. This, along with the small picture depicting c'ipar.d spoon administrati)n of ORS is on the card. 

FAMILY PLANNING: 

This is shown on the Growth Card by-ymbols, and could be reinf rced at
the appropriate time.s 



GROWTH INTERPRETATION:
 

There is an indication as to the path to good health, bo.th in symbols

and in the interpretocion of adequate growth, faltering, and weiqht loss
 
as being dangerous. This can be reinforced if the nurses (and doctors)

at each health facility Nould indicate 
hoN. esse-ntial good nutrition is,

especially t£4hen 
 the child has diarrhea, acute respiratory infection,
malaria, and any other infection or infestation. 

De-JWorming: 

Periodic de-Normi-ng may be indicated in certain locales, as might
periodic anti-malarial prophylaxis. There is a spot on the ,]ard for this 
to be menitioned, as well as small pictures of good foods for 7ro;th along
the bottom and beneath the gro, t) patht-4ay itself. There is a!so a 
section as to risk .factors that may indicate to the nurse, doctor, and
mother that the infant and child is at special hiLh risk and that special 
attention should be provided. 



ANNEX 4D
 

Recommendations for improvement -,f the ORT unit at Central Hospital 
in Yaound 

1. 	 Health personnel in charge of the unit should encourage mothers to
hold their children on their laps and give ORS continuously- riot
waiting for the child to get thirsty. Children tqho are somnolentshould be encouraged to take ORS, not to sleep (They are sleepy be
cause they are dehydrated!) 

2. 	Mothers should be actively encouraged to continue breastfeeding reg
ularly Nhile ORS is being given.
 

3. 	 Cups and spoons orl, should be used to give ORS. No baby bottles
should be used to give ORS under any circumst,-i-ices. If a child will 
not or cannot drink from a spoon a syringe wqith no needle care be used 
to give ORS until the time the child will drink. 

4. 	 Enough cups and spoons should be availble for all patients. For
mixing ORS there should be a I liter mpasure, preferably a measure
locally available to mothers (e.g. beer bottle + fanta bottle, aDiamor oil bottle ect.), a bowl. to mix in, ari, spoona ?for -tirring..
There should also be a large contaiier for pre-mixed ORS, a buck'et 
and 	 cleaning materials. 

Arrangements should be made for feedihg children while they are being
rehydrated in the unit. 

6. 	Growth cards. should be introduced and used for all diL:rhea patients
to teach mothers about the link between diarrhea and malnutrition.
Vaccination record- should checkedbe and vaccinat ionsF updated if 
necessary.
 

7. 	 The available CDD treatment and other education posters should be 
put 	up on the wall of the O.RT unit. 

S. 	 An easily accessible supply of ORS packets (e.g. iot locked .up)
should be available in the unit at all times. 



ANNEX 4 E 

PRIKCIPLES OF GOOD ORT IIANAIGEMENT: 

1. Take the history in triage area. 

2. Rapid assessment as to severity of dehydration. 

3. Refer ALL patients with diarrhea to the ORT Corner (not necessarily 
an ORT Unit). 

4. Neigh the child and plot thle iveight or, a w'eight for age chart. 

5. Check the immunization status, and Past medical history; recent 
similar episo-des o f diarrhea? 

6. Complete the assessment (see appendix on Case Ianagement for 
protocol) and decide on Treatment .Plan A? D? C? 

7. Start ORS by mouth showin the mother HOW t( give the ORS by cup and 
spoort, NOT by bottle! Or, by 3-5 ml syringe. 

8. Continue to have the mother breas tfeed, and (.)'fer other food. 

9. Thorough physical examinatin for other problem- assoc-iated with the
diarrhea, i.e. otitis ;edia., pneu>,?..ia, anem:., malaii, measles., 
malnutrition etc. 

10. Decide whe~her other lab'rat,ry ez;.T'ation- ;re indic-Ited, eq.
Hemoglobin, stools micro's-(:py, et,-. se.d t.'Jto laL ratory hile the 
mother continues to admin,!ter OAU n'. food. 

11. Check fo.r pa-<'age.of urie (ideal!y, thiis o' Ii be pmeasured and 
specific gravity measurd.). 

12. As mother c-ontinues to ad,ister OT (= Ots -S food), follo.-up
e.xamination or reassessmcet -after 2 hours i.clude n:'another 
weighing., temperature. 

1.3. Dispposition of the child d ?2ermined cz to. r-.- rrral if indicated,
follow-up on the folo'i,, day., or >ler. 

* 14." Durinq the ORT process, the-re are , -: -turn::f c to *,,o'ide the 
mother(s.), either individually or . ops . ,oth, *,':-Loaf
demonstratio, In the ., - 0orr,':,1 ,' , f'.ea ,- and 'S 
reasons for con,-errn abi u : utri: . . t _- d " .provis , 
anly -nsTl7i~niaio..ow. to r( 'Ls501 yp-(see anre. on ore'eriiorn.), and ,,v . , _.' . for ,ii_-';rhea ar. t,:th 
uneecs-sary and often d, ;erous. 
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AN\EX 5 

TRAINING 

The national CDD plan calls for in-service training in case
managEment of appropriate health personnel at all levels. All shculd
r-ceive hands on (clinircal) practice in either national, provincial, or
divisicnal diarrhea Lits (DTUs). IiH plans for such training 	expressly
include private/confessicnal health personnel as well as public health 
Employees. 

Supervisors and managers are scheduled to receive additional 
training specific to their roles. 

Table I (below) lists courses and personnel trained to date. 

TAELE I: 

DATE N$SIERCATEGOFY TRAINEP IN LOCATIO/SFONSCR STILL'IAFI::.I3NG 

<1987 4 
5 

M.E.s 
MO-I 

clinical* outside Cameroon 
(various) 

4/4 
4/5 

10/87 1 M.D. clinical* Mama Yemo,Zaire 
1 major " 1/4 
2 MCH " (,4-0). 

11/87 16 M.D.s clinical* FNI Centrale 14/17 
major '" 1 1/1 

12/67 10 Fl-C Coor CDD/FEV/ARI CUSS 	 9/10 
(W-HO/CCCD) 

5,7/S 	 lOT-see Table 2
 

6/8 39 nurses seminar-clinical Maroua cst. l(x/% 
over vievw (fH1) 

7/88 	 5 nurses clinical*. N'atoundere DTU- 4/5
6 aides " 	 4/6 

(EESA/MOH) , 

7/B6 10 nur S clinical Eertoua (OH) 10/10 

. 



8/88 	 2 nurses clinical* .Bamenda DTU 
 2/2 
(GTZ/MO)
 

8/8 	 3 M.D.s clinical* Ebolowa Dli 
 2/3
 
1 AssisCoor  -	 1/1

6 nurses 
 " 
 6/6
3 aides 
 (SESA/I1)) 3/3 

9/88 
 2 M.D.s clinical* 
 Ngaciudere DTU 2/2
5 C or (Div) " 5/5

7 nurses 
 I 7/7
2 aides I(EESA/ti4) 2/2 

10/86 	 TOT--see Table 2' 

11/8 	 1 M.D. clinical* Dcukcula 1/1

9 nurses (STC/Pritcqh/H) 9/9
6 aides 
 6/6
i other 1/i
 

11/69 	 2 M.D.s prol.overvi.J Mvolye (HS). 2/2 
2. nurses for D:.cc.Coordinators 23/23 

1/69 	 2 Cnr(Div,Dist). clin.ical ; Yo.::adc:4-ka 2/2
 
8 nurwes 
 (STC/rRTE A/) 8/8" 
12 aides 12/12

1 ot;-r 
 1/1
 

1/89 
 1 Cocr (Arr) cl inical* Ntui 1/1 
4 nures (,TC/F'ri iec h/M-!) 4/4
 
5 aides 
 5/5

2 other 2/2
 

3/89 	 14 "AYT-J,"T.s F('/CTNui (3 _FC) 	 74/74 

• hands-cn clinical training included 

To date the follctoing nLnt-,rT [ave rEceiv'., cliniai training in CORT 
(excluding overvi.le ccurses in 
Maroua and Hi'.olye):
 

27 M.D.s 

9 Ccr FiC
 
48 nur-Use
 
j9 aide
11 IOi and other
 

Of the 134 trainEd as detzilA dab2o.e, A'1 ..r ceont h, ach. frcm Jhe
 
private and confesaicnal health sector.
 

In addition tc tho- trained in tho above ccurt>.:. w-.thin each 
province trained prscnnel -hvetrained staff in t inia 	&d Provincial 
training 	Lnit in cas_ rn=nagyT,_nt. 
 In all an ei ,nat-d4P ntr-es &.nd 
nurPe aides have b-rn train.d co the job for this F.u'e. In irst 
ca _ thes ne1 _ h2'e not rec-ivj fonrnl training in CRT cour a-d 
the re ults are of ',aried quplit.y. 
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According to the naticnal strategy document, Annex VIII, by the endof FY 8/69 (June 1989) a total of 470 doctors, nurses, and other
paramedical personnel were to have received clinical management training.
Approximately L1O % of that goal has been reached. 

tWA-1/FRO recently respided favorably to the CDD program's request
for funding for fcur supervisory and management which arecourses 
scheduled to be held May-July 1989. Participants in these courses will
include sub-divisional FlC Coordinators who are the primary supervisors
of health center personnel, according to the new MCH organigram. 

.TRAINEFS: 

A key element of the national CDD training plan is the training of a 
core group of trained trainers in each province and at the national 
level. To this end three ccurses have been held to date (in May andJuly 1969) in which a total of 46 participated from all 10 provinces and
the national level. In most cases, the provincial chief of preventive
medicine and his assistant (F--C Coordinator) as well as the head nurse inthe designated provincial DTU participated in the course. In the cose of
the anglophone TOT which, with only two provinces represented, had space
for additional participants, other key trainers such as the nursing
school inslructors or health educators were included. (See Table II) 

The goal of the course was that participants develop skills in thedesign and conduct of training. The SESA LAIDiMOH bilateral health 
project a!ao sponsored a TOT in October 1988, in which an additional
16 key personnel from the divisional level in the two provinces received 
training as trainers.
 

Theugh examples in all the above TOT courses focused on CRT, theskills acquired apply to any type of training. The TOT course 
participa-n ts form a pool of people in each province who are expected toorganize ard carry cit the training of personnel in ORT/clinical
management. Soie of the provincial trainers will also assist with the 
supervisory/manag en t courses. 

TAE-E II: TRAINING CF TRAINETRS 

~ 1E/F-ITI__ DATE TRANED ADDED EXFERIENCE STil WOF4(ING 

-F--, FP: 7 5/83 4 6 
2 7/E8 1 2 

other rE's.incl.rUH: 4 5/68 3 4 
2 7/.8 2- 2 

Frov. F-C Cor..: 7 5/8 - 4 6 
2 7/83 2 2. 

Div.FI-C Coor. 1 -7/68 0 1 
5 _10/8 1 5 

others SFkFI : 7 10/8 7 
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clinical nLw-ses: 9 5/88 7 9 
5 7/88 1. 5 
4 10/88 0 4 

other(misc) 7 . 588.5/ 5 
.3 7/86 23 

TRAINING MATERIALS: 

The CDD program team has worked jointly with SESA and Save the 
Children staff to select and develop standardized CRT training m-terials. 
Course design and handouts have been tested and modified with successive 
course,. WI-E materials and materials which have Len develcpcd for use 
in other coUntries have provided the bulk of course_ matorials useJ to
date in Cameroon. The program team's plan to produce a standard course 
booklet, with ssion plans and handouts, has not yet tWen realizbd. 

Course content consists of the following: 

-introduction/pretest.
 
-expectations/objectives/previous experiences of participants wi'h 
CRT
 
-overview of national CDD 
 program
 
-diarrhea: etiology, dehydration, complications

-CRT, other medicines, diarrhea and nutrition
 
-evaluation of the child (reception, case history, exam)
 
-signs of dehydration
 
-diagnosis and classification by plan
 
-treatment and follcx.-up
 
-comuuications: important messages 
 for the mother. 
-communicaticns: adult learning/heal th (e:ducation 
-supervision of good ORT
 
-hands-on/clinical practice with COT
 
-organization of the ORT corner/record rooks
 
-stock Tonagement
 
-evaluation of the course/feedback/revi:w of pretest 
-closing 

FRCFEESSIONAL SCHD-aLS (Fre--ervice Training): 

Directors of sever-al of the health pror",siconal training
institutions in Ca =roon mat with the o:ijnl Frit' osvr.:Ak-.- team in
16 tu-discuss the possibility of int-2r Ltnin §W>, hV c-:-yv'icL'la ofL V 
these schools. The national CDD -tratejy -. 'F.--rt-5 t--ir willin-:.oss to
include CDD as a part of the formil curriculum, but activities in this 
area have been pnstponed for anotfer school year.-

However, pending a-formal change in the curriculum. mcny ztudents
receive training in good'diarrhea case m nrakjwnrnt thr, -,Jha nur_,,br of 
informal initiatives, as follows: ..... 

4 



-- medical or nursing school pPofessors who are themselves trained in 
CRT include this in their own courses 
(ex: Dr. Tetanye Ekoe,
 
professor of Pediatrics at CUSS),
 

-- the director of one of the CUSS annexes (Bambili) participated in
the CDD TOT held in NAP and has applied his trainino to tJhe 
organization of an [RT corner in the center so that fourth and

fifth year medical students who pass through that center will be 
exposed to OXT, 

-medical students all do a rotation in the Pediatrics at Yaounde 
Central Hospital, during which most pass through the C]RT training
 
unit there,
 

--nursing students at schools located in the provincial capitals
usually do a practicUM in the provincial F1MI. Treatment units are 
operational in provincial FMIs in Bafoussam, Bertcua, Douala,
Yactnde, (3aroua, Maroua ....... ? In addition, students of the
 
schools in R menda receive training in the provincial hospital
 
DTU,
 

-- the director of CESSI recently began 
a series of guest lectures
in effective diarrhea case management for the graduate nursing
students, pending the development of formal curricuiLu materials 
and consequent teacher training. 

The CDD team is scheduled to participate in the semi-annual meeting
in late March 19 of the national Directors' Council ("Conseil deDirection") for all professional and paraprofessional schools to discusseventual revisions in the curriculae that would formalize and standardize 
instruction in good diarrhea case management. 

< I
 



I]EALTH 1-111'AI~rt1 L Y3TEQr-

Register s are kept,'at health facilities. Pre'senaaLion and 
crontents are not sta_,u ized, u , in addition to idertify ing the 
patient, age and gende', and diagnosis" See..c to be rejular-jy 

,recorded and t rea men is often rioted. romeegiters are much 
more detailed, and ir, some places there aie j-egi.stei-s devoted 
exclusively to diar--hoea patients. The IDD p'o-,Dr reco;:iends 

maintenance of separate diarrhoea registers. 

There is a weekly report on comauniable diseases uhich irI udes 
diarrhea and is sent by telegram to tle Epidemic' .ooyDe.m.-t. 
We have no informationr on thek w", -- ssc J, io~ r rcomplet.i nj o -'soe 
the data for CDD management. 

The weekly rep,Drt is followed by a mo,,Fnthly rePort on comrur,-L.:ablediseases, includirg diarrhea, uhich is t.rznsfe~rred to an G 'E', 

form at the Department level. The repor-'.s are Sent on to tee 
Epidemiology Dep-artament and CCEAOC'c",,:puter eto 17cr 
This data is presenered by ,n;e 'oup. T . forn, a epi- s by 
age group on numbers of con,i,,,t is. 

A rather detailed ratier,t f i.r:, ,a, has beenfo-,Jia:rc 

developed by the C:DD progi-a-, (see At:,I'.,, ). We are told it 
was to be used as a resee-,c, t l, b :,.s for, in f.aily 

general use in plates visit'ed. 

In mid- G8G, OD.D proq -rl t Z.P ,,I, D par ;ants 
training Courses a stoc]k CoNtrl "i- . ,,...) .form lo e
 

,
used in all hea,!h fnaciiqti th stoc 
(Attachment 2). 

A SLc: rraan:3qemeF, .as in M.d - I".(A tt..am ent C) Its - - dist ... was me hatof' T
"fiche de a it t.: sent ' .......ock" is" t he ODD tnffI 

monthly.
 

There is no ODD a,:tivity re... , ut iF. ".e.af. 

have been introduced corn,-tinr suC t._..-. hE:voEA, 
developed a variat,, of the.T,,.;-. r . fo-m 'h,, dro-s 
estimate- of consumption a- n :'art-,fo,-,".,r, on r,.r,,rs 
of people treated for dia r-- y ". j;,.-rs: , of 
treatments, and runbe-e's-,.c , ha'e ' "r-- . OTZ'( in.
 
Northwe-st Provino:e) has a ,thlyz ,-,
t , i..
.,d do-,n t, 
the health level; , -- LR'-post it Ca'. ... end o f.-e
month, 'diarrhoea -~L 'iye" '~ " ,.a "- :.... ~-:> i~~ 

treated and nurber referred, c,-- hs :c'& "ar:'.::,6 by en. 

'

13.3.89 
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FICHE D'EVALUATION ET DE TRAITEMENT DE DIARRHEE
 

A. Enregistrement oar 
l'Infirmier
 

1. NOM: 
 PRENOM: 
 2. SEXE M F
 

3. AGE: 
 (mois)4. QUARTIER/VILLAGE:
 

5. DATE 

HEURE DARRIVEE
 

PLAINTES PRINCIPALES:
 

6. DIARRHEE:a)No. de selles depuis 
12 heures b)Nu. 
de jours de diarrhee
c)Type: Liquides Muco-purulentes 
 Sanguinolentes 
 Autre_
 

7. VOMISSEMENTS?_ 
 si oui, No. de vomissements depuis 
12 heures
 

8. FIEVRE? 
 _ 
 9. ROLGEOLE? 

AUTRE
 

11.ETAT VACCINAL (encercler tout 
dejA r6cu):

BCG DTC 1 2 3 
 Antipolio 1 2 3 
 Antirougeole
 

12. ALLAITEMENT: 
 (la)Maternel 
 (lb)Artificiel 
 (ic)Mixte
 
Allaitement depuis debut de 
la diarrh~e:
 

(2a)Normalement 
 (2b)Diminu&

(2c)Arr~t&
 

13. ALIMENTATION depuis debut de 
la diarrh~e:
 
(a)Augment& ou 
Normale 
 (b)Diminu& 
 (c)Arr~t6
 

Medicament(s) Recu(s) Depuis Dbut De 
La Diarrh6e:
 

1 4 .ANTIBIOTIQUES: 
 Oui -Non_ si oui,d'o6? 12 3 4 5 
 l.Domicile
15.ANTIDIARRHEIQUES: 
Oui Non si oui,d'oa? 2
1 2 3 4 5 .Pharmacie
16.SRO: 
 Oui Non_ si oui,d'oa? 
 1 2 3 4 5 3.Cabinet Priv6
17.SSS/SOLUTION MAISON:__ 
 (quelle solution?) 4.Centre de Sant&
18
 .TRAITEMENT INDIGENE:Oui 
 Non__ si oui,d'ou? 
 1 2 3 4 5 5.H6pital
19.AUTRE(S) 

si oui,d'oa? 
 1 2 3 4 5
 

B. Evaluation Clinique
 

20. TEMPERATURE: 
 C 
 21. POIDS 
 Kgs.
 

22. TAILLE: 
 Cms. 
 23. CIRCONFERENCE BRACHIALE: 
 Cms.
 

24. Est-ce que l'enfant a des 
signes de malnutrition:
 

Non_
signes: Oui
 

VOIR RESPONSABLE DE L-UNITE DES QUE LE MALADE SE PRESENTE AVEC UN DES SIGNES 
SUIVANTS:
 

25. Fi-E.IZ f >3 9C)/F! ISSONS? 

26. 
 CONVULSIONS?
 

27. DIFFICULTES RESP RATOIRES?
 

28. AN4EI1E?___________________
 



C. 	Tn~rapie de Rehydratation Orale
 

TRO 	d~but~e: (heure) Fin TRO _ (heire) 

Evaluation de: Admission 2 heures apr~s:4 heures apr~s: Fin TRO 
Deshydratation: ::Obser v. 

Etat G6n~ra : : 

Fontanelle : :
 

Yeux :
 

Larmes : : : :
 

Muqueuse : :
 

Pli Cutan: : :
 

Soif
 

Respiration: : : : : :
 

Uri::ne 	 : : : : 

Plan de Tx :A :3 :C: A: B: C :A :B :C :A :B :C: 

Evolition Poids: 

QtLSRO-Pr6scrtte. : : :Tot lrescrite: 
-Adninistr e: :Tt.Arniluistree : 

D. 	Etat a la Sortie 

40. 	Renv.dratjt ion Comple.te_"____:ydrata~i!, IncomDI, te
 
Transfer_ D de
 

41. 	Diarh~e Continue, Oui_ ____
 

42. 	Vomissements? Oui Non 

43. Fi~vre? Oui Non
 

4L. Autres remirques
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FICHE DE STOC. 
PROVINCE/DEPATEMENT 

CENTRE 
CONSOMMATION MENSUELLE 

DESIGNATION S 'RQSIE 
UNITE %CLCI~e+ STOCK DE RESERVE 

Date :Origine ou Destination :Entr6e Sortie :Existant :Observati 



Date :Or__kgin Ou Dest iIlat ion: Entree:-S-yrt L.e--- Ex.iztant, :0brervation 



------------------ ----------------- -----------------------------------

RAPPORT MENSUEL DE GESTION DE STOCK
 

Sachet
Designation: Sels de R6hydratation Orale Unite: 


Formation Sanitaire:
 

Departement:
Province: 


Pour le Mois de:
Date du Rapport: 


Niveau Stock de Reserve: consommation Mensuelle Estim:e:
 

En Stock au D6bUt du Mois:
 

Arrivages Pendant le Mois:
 

Distribue Pendant le Mois:
 

a la Fin du Mois:
Rest~e en Stock 


(Prochaine commande pr~vue le
 

Besoins Estim~s pour la priode en cours:
 

Stock de Reserve:
 

te p6riode:Total N cessaire,pour ce 

Stock Actuel (vdir'ReS@ Stock):
 

Totale A commander ,(Difference):_
 

Remarques:
 



ANEX 6B 

MONITORING - EVALLATION "-SWEURVISION 

The implementation phase of CRT Luits supervision was scheduled to startin March 88, according to the strategy dccLU--at (National Program -
Control for Diarrheal Diseases) and to be carried out on a regular basis 
till the end of the four year period (jUne 91). 

At the provincial and divisional level, tdecins Chefs hava the
respcnsability of the supervision of all facilities, public and private. 

The implementation calendar suffered financial problemns, mof.tly lack offuel to rn cars and arrangenent in "fWdecins C--fs" sckdule in kecping
time for field supervision, as it has bcn idontitied by the assesmnt 
team through field visits to regional and divisicnal health facilities. 

Other problems identified wore the lack of timely cv'pleLion of

activities reprts sometio.r-s performed cly on a -:,trial hasis, and

the lack of rci.jular meeLir, 
 s to discus: current P-L:,.:-ns. 

Thus, despite interest in supervisory atLitjes, ..- s ind.-zd very
difficult for the supervisors to achieve the initiA,.', defin,-d
 
obj ec tives.
 

W'nitcring and supervisory issues.in fpcilities rui r- s5tcd by the
ccnfessional missions and the N0s ar.- n*-vh. di j- 7n. In the area
assisted by the GTZ team3, thr? irnanaccz'-.t regardr--g t t.n'r-aion matter
insure-s a more regular follcw-up at the wont perii,1, lev:-. 

In the division of Ntui, a coobined eifcrt from !-,-. r=ci 7.l of the
divisional hospital, the caihlic mi:1SIO nod Save C ildrcon
 
Corpc.-aticr proviros the sy'stcm with a 
b_-n.r ci, rca.tic:r dkai to the
pariph:ral tni ts in the frre-i to-ing and 'i=ic .' :i'itics. 

Reporting forms are lacking standardiza ,-. Th: WF:vC form, of

wideHp-eand use, in in 
 its pre -'t for-m-t .'"o a g, K ,ing of raw data

than a tool for monitoring of activities. 0 revisE:, orm w:c- introduced
 
in 19E7, but still old mojdls are circulakng.
 

A form designed for monitoring was dewqr :,! by th L.ED prcmra, and
distributed in Janu'ary 59. R-ults are rot yet a'n.l.. e. 1 - is
currently wor::ing on ,the deiqn of such a rcrm, , .ng 0Wl FRICUR form
(similar to th a L,1-0 Cas-e ........o nt s i,. i5ionf 'rm)
 

Trainirg in m n,-,qeiw-nt and £ ,/iscr-, o.wn :,iti.l ', planned &s
follow's: four s,-;E.ions wa-er to t:ake p,,_, ,:hr-a. . ::,:] Y "09 pe'ric-
Ard a last one in B9-9). F,_.,rd; for t, v- " .. obtair -d 
cnlv recntly, and ipple:iii l tim 5.:C14 J .. pe - o 0-? aid of FY
89--) !or the first session, after a r, ::..-. _Q-d -,tion oftrainoes amn g the physicians whIo have a.,i.istraiv..:, :niLilities at
 
the regional and divisional level.
 

Two e\aluatic-is w-_re planned. The first one, defir'Ekl as the aid-term
evaluation was initially -h-ejUled for June 17E-3., butt co-ld not .take 
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place before this month of March. The assessment is carried out by the 
CDD director, the CDD manager and the FRITECH team. The final impact
evaluation shculd take place as scheduled at the end of the four year 
period (end of FY ?-91). 



--

SFECIPL STUDIES
 

In the initial CDD programme implementation calendar, three subjects were
 
identified :
 

1. 	RS"S safety/efficacy study
 
2. 	Hjnc; solution safety/efficacy studies
 
3. tttriticn/mRT studies 

These studies were scheduled to take place during FY E8-89 and beginning
 
of FY 59-90. Among these, one has been completed.
 

' 
A ::P study has been carried out in four regions, with use of focus group 
technique to collect information about socio-cultural aspects of 
diarrheal disease. The results will be exploited to refine case 
management strategy and iEC material development. 

Among the other studies completed in the ccfuntry vxre noted:
 

1. 	 1987-84 tI-+ sur/ey of diarrhea etiologies 

2. 	1938 C KP'
interview of mothers. OCEAC is also collecting on a 
regular basis secondary based data cn dcgmTgraphic factors and 
diagnoses perforned in the health facilities 

Z. 	A maize-bazsnd CFS is currmonly Lundezr 1budy in a th:rapeutical trial 
in the Central hospital podiatric wmrd, conductEd: by Dr. Tetoye with 
the support of W-Cl. Dr. Tetanye is currcitly running otl,:ir Studies, 
to be docUMented. 

4. 	 A study is currffnt]y carried out by the E-aufor lWboratc,-/ in at 
least t.xt FMIs. This is a therapotiLcal trial of the drug
 
Actapulgite. One could tcnder 
of th int. r-est cf it, prvi,,d that 
there is no defined protocol, a lack of direct EuFervisicn aid the 
drug cost is supported by the patient. 

During the assessment of the program a ncd ,or the ,ollowing studies was 
identified: 

1. 	Use of nasgastric tube in case man n-.nt, plan C. to the.cc,rdng 
results of the field visits, there is c/ry litt L'se of ..is 
technique. A study is needed to ideritif, if the -.:i-vatric 
rehydraticn route is adapted to the lc,-. ecndifi.-, a0,if its use 
should be encouraged.
 

2. 	Coposition of Sugar Sal t 
oI ution nd non. Av'a'o1 , ta Fl. .d given to 
the chil dr n with diar-rhea in Cay,_rcc.: n ft ;t ,f i-. : . This 
information is nucessary" to determine i u rule a!- w take in 
the ORT strategy. 

1. 	 Importance of Shigellosis in bloody diarrha:.occrdlng to the' . 
therap-itic practices observed, it sv-ns that rTOiS.t pa7rt a' ca0?-s of 
bloody diarrhea are primarily considcred &nd trentnd as -.. catiasis 

' 
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cases. Information needs to be collected about the importance of 
Shigellosis in this pathology. A literature review of possible
studies already done on this subject in Caroon zhculd take place,
the 	completion of an epidemiologic study if necessary. A workshop
with th: care providers to determine standardized therapeutical 
guidelines should follow 

4. 	 As determined in the conclusions of the study on the socio-cultural 
aspects of the diarrheal disease, more is needed to know about the 
curront feeding practices during and after diarrheal episo-des, and
the 	understanding of the dehydration status by the mothers. A 
continuation of this study is thus desirable. 

5. 	 Further investigations are needed to identify the medical literature 
available locally and red by the health professionals. Use of stch
media shculd be consider for diffusion of information related to CDD 
program. 

Identification of local hvnanpctential resources for the carrying cIt of 
studies: 

1. 	 A doctoral candidate in social sciences, Mr. Flavien, has been a 
precicu collaborator during the first VPP focus grcup study. 

2. 	 Dr. Ekambi, MWdecin Chef in Bam'enda e:xpressed interest in studing
socio-econcmic factors toassociated persistent diarrhea. 

3. 	 IMFM (Insti.tut Mi:ical des Plantes Mbdicinales): Fr. Abondo is 
currently performung research on natural drugs. 

4. 	 The Banter of Nutrition is doing research on diet adapted to 
malnutritioi care. 

5. 	 SEE and GTZ expressed thuir interest in participating in diarrheal 
disea Fs related studics. 

6. 	 Assist'ance could Ce sought among the si:x year medical students who 
are working on medical theses. 

7. 	 Some Ca erocnian plvsicians got a MPH training in overseas 
Lniversities; among those Johns Hopkins and Tulane (Schistosomiasis
project). List to te provided.
 

8. 	 More information is needed on pessible collaborative work with 
institutions like the departnent of epidemiology (Mr. Ndeso), the 
departrent of Fttblic Health at the University (CUSS) and OCEPC. 



ACTAPULGITE "P 	 PATIENTJCODE 

PEDIATRIQUE 	 CODE PAYS 

(NE RiEN INSCRIRE DANS CES CAES)FICHE CLINIQUE 

A /ENFANT 

1.NOM 11111 	 2.PRENOM F IIi 
(trois premieres lettres) 	 (trois premieres lettres) 

3. 	 SEXE F-1 4.AGELI]
 
(M - F) (mols)
 

5.POIDS I111111 	 6.TAILLE 1II 
(grammes) 	 (cm) 

7. 	 TYPE D'ALIMENTATION F-1
 
(allaitement maternelle = 1)
 
(lait maternis ......... .= 2)
 
(diversifiee............... = 3)
 

B / 	SYMPTOMES 

8. 	 ANCIENNETE DE LA DIARRHEE 

(heures) 

9. 	 NOMBRE DE SELLES DURANT LES DERNIERES 24 HEURSD 

10. 	ELEMENTS ASSOCIES AUX SELLES -] 
(abseoce 1) 
(sang .....2)
 
(mucus.. =3)
 

11. 	DESHYDRATATION LI 
(absence 1)
 

(1 4 % 2)
 
(5 	 .9 % = 3) 

12. 	VOMISSEMENTS -" 
(absence... 1)
 
(moderns.. 2) ... . -.
 

(francs ....... 3)
 
(intenses.. = 4)
 

13. 	 TEMPERATURE 111 
(degr~s celsius 00) 2 



-I 

C / EVOLUTION 

14. 	 TRANSIT NORMALISE EN 	 24 heures *.. U 
25 6 48 heures. 
49 A 72 heurs U 
72 heures ... 

15. 	 HYDRATATION A L'ARRET DU TRAITEMENT normale . 
d6shydralation
l1A4% ..... r-] 

d~shydratalion 

16. 	 POIDS A L'ARRET DU TRAITEMENT L TI
 
(grammes)
 

17. 	 TEMPERATURE A L'ARRET DU TRAITEMENT ..... 11111 
(degr~s celsius C) 

18. 	 VOLUME DE SOLUTION REHYDRATANTE RECUE ... [' II
 
(en ml)
 

19. NOMBRE DE SACHETS D'ACTAPULGITE "P" RECUS . I I 
'N)	 



20. 	 ACCEPTABILITE DE L'ACTAPULGITE "P" tr~s bonne 
bonne , .. [-
assez bonne "] 
mediocre •

21. 	 TOLERANCE DE L'ACTAPULGITE "P" tr~s bonne* 
bonne - - -. 
assez bonne. 
mauvaise - • • 

22. 	 REMARQUES 

NOM ET CACHET DU PRATICIEN
 



LOG 1ST I CS
 

OraI Rehydrat-ir. Sa1ts (OR2S) 

Policy calls for OS to'be use..xclsvely i."ehealth facj:t s un
 

generally available in the commer"cial sector.
 

MINISTRY OF HEALTH MIOH)
 

The CDD program is cu:r-enly operating with a supply of 600,0o0 p-t
 
supplied by UNICEF in March 1988 (see attached table). Later in 1933, it 
 was 
decided that the MCH would ban p'--chase of ai-' '-di.rrhoeals u 
sulfaguanidine) with its funds and use the resulting savings t- buy ,23. On 
the basis of estimated savings soue 3 i11ion pacets were tobh ,_,,:..ed 
during the 1988/'3 fiscal year. That. order is no'w being proce-seJ, we. are 

the quantity than .......told, but final may be closer to2..5 3 raillicnio: -. s. 

The packets are to be ordered by the Prevenrtive iedc-ine Depa ,-nLhrough
CNAPHARM, the para-public entity responsible for 3 :verr:rr~Fn dc-. :bJ'-,py, 
The normal pr-actice in the case of Prever,:>/ . .d icine ..... ..... is 
for the goDUs to be delivered the iy .... rd ?c1 io 1in tn whr "v- I aI 
authorities must fek.-ch theri. (D i, o-, r . . . D,-_., :, f ,- t0H 
services 'aredelivered to ... ..... .
 

Standard procedure is for each level to ffcm4 t'- igher"dru-S 

level, and to f1-h theL. It .is ,,CaMon fr L1,j_ :r I to be for
-- t, p.e 

immediate pick-up. The saam pr,,_,u e , ' in -, r c.
 

In general, the quantity of drues .vailab,,- .. iL , i.-;.i iti- .1 -ss 
,than their perceived needs.' In t.. case o, :l: thi5 .::,1d r,.. te case 
in the immecd ia f'uture as bes. c.ne car tel I c, I eve I 
relative to the size or the pending order. 

l0NOI-- EI "1ThT.qAL , i.. - 2"0FJrIT 

Chrch-rela~e-i healt.h ff: iiliti~. ,,ich of .; c.-.lt.- c ,'e i..2 -n,.-.r-

-
(est imatese , up t-, , 01" ) j - via chu1r - i "Jed t 1th 

facilities. A sl l -ly affil. ,,., ,7gani ,- AJ L. ....: iugs 

for mary of the o,-.Fmiztmi ciS- icgq t I th f:.: mt TL 
evaluation tear viSit , very --.. e,:. f. :atholic.nd fe:' Of these 
health center whih -eported thzd% 'h.-y b, gs in 
quantmties from Ad L,uce.,, but prsd..ts umaan z' J ,.:- K . . , found 
less e:pe, sively at oI- who.e.........s in ... 

1998 report, indicated that Ad L'.:-!j Was -". at .. . " but, 
we underst,and that they 'o now q.- ..... pn.:.-' 5 .,C.- - (: .1 not1, 
been con fi1 directly the ,rc--.izna... )rmed with 

the 'er,, ') ,: , 

C;i-ar,iza i r,s are active in the i--Th s-e...........-....c.e . C: 
.,vethe ,hl ) at.,.r"pa- r,n th d 

Other N,, . 072, . .ve Chi, ,,."',.-. . 

o , ht1
 
import themselves, or i, a few :as obta i,,::,, the ... . ry '- h
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COMMUNITY PrAMACIE3 

ProPharmacies. These small community-based ph-armaces, locally funded and 
managed, and technically supervised by health facility staff have been 
widely et din CaMerOO. Tey operate on a revolving fund and are 
expected to be self-sufficient. Their success has varied from one place to 
another; the team has no information on the numbers now effectively 
operating, or on those which include 02 packets among their products.
However, in Northwest Province, OL has been providing asistance to the 
ProPharmacies since l0' an] reports '1 now functioning well and including 
OS or, their product list. 

Village health posts. In many areas, village health work-.ers mar, posts in
 
their villages on a vAunIeer basis. They are provided with 
a small drug

kit 4,hen they are tra-ned and are ex-pected to sell theirUrugs, then use
 
most of the proceeds to renew their stock, thus to continue sales. There
 
does not appear to be a standard resupply system for them everywhere. In 
the area in which GTZ s working in Northwest Province they have added seven 
village_ health post stcres for this purpose; elsewhere, how well the village

l
health pos system works depends on whether ways of gc:ttir, resupplied can
 
be found (e.g. in one area the team visited, a Sister from a Catholic Health 
Center doeo the purchasing for village health teams when she goes to 
Yaound). 1, is cur understanding that the village health posts with which 
GTZ iS work ing sell CUR2, but that others have not been trained in its use 
and thus far do nct sell it. 

CM NZ7CIAL CHANNEL 

Tl:rnre are , fconfirmed reports that at least one drug firm is importing OES 
packets and that thiey are sold in pharmacies at approximately FCFA 100. 

A local firm, Plantecam, work-ing with PA"' and Project GUTPORT, is setting 
up a production line for 0o packets. In consultations with t"he Ministry of 
Health in l3V":'8, they agreed to produce the packet size adopted by the 
Ministry for its CDD program (subsequently fixed at I liter). Informal 
report; indic.ate that they hope to be able t sellI.o the prod-uct, for .FA SS
'0 and aim for a production of up to one million packets their first yea.-. 
No start-up date has been given, but it appear:, unl ikely to be before the 
second half of 1989. 

Other ProL-its 

Other medical supplies (sntibiotiquez, scalp-vein needles, IV fluids) are
 
suppl ie-] through the liinistry 's purchases and/or the commercial sector and 
ProPharmacies. It was noted that according to CNAPHARM, 2ingers Lactate is 
little demanded by the MOH *and thus it purchases very little. 

Material for COT Units/Corners (see Annex VI of the ODD Strategy document) 
it aii-zady aa 1lable is being provided from local resources o by UNICEF. 
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CAMEROON CDD PROGRAM - 0OS DISTRIBUTION, 1938-1-03
 

PROVINCE 


ADAMAOUA 


CENTRAL 


EST 


EXTREME NORD 

YEAR MONTH 

-

88 
- -

G 


88 S 


9 


10 


11 

12 


89 1 


2 

3 


s8 

89I

09 1 

G8 S 

83 2 

G2NE1~~~AL 

10 


DESTINATION 
-


NGAOUNDERE 
- 

... It '00j.YE 

OrAI'DELOGUEDPAV 


DISP MVOLYE 

P1I NKOLNDONGO 

DIOSOE O.ALA 

PACI:ETS 

10,000


3,000
 

1,000.
 

2,000
 

2,000
 

DISP MIS OATH 2AFIA 1,000
 

PAV B"C.-UDELOQUE 3,000
 

PMI CENTRALE YDE 10,000
 

OP,,rPIP DU CENTRE 10. 000
 

DIOCESE OBALA 3,000
 

PROV CENTRE 0,000
 

CENTRE MED OCIAL E.. S00 

D1'" MVOLYE 1,000
 

PROV EST 9,000
 
P .v 7n r 

')'-. 10 000 

MAROUA I 000 

pRCV NOR.,00
 

PAUIt~ -A -Nu ~ 	 0 

M.ZI E 10 

I
PrOJ 	 O 
ii I OrJ 3T .'% BER --- coo
11 015? S .... ='T"..".. :,, ,000 

DR "'ONA 	 100 
i30
 

12 MSP -- 30 	 , 000 

89 1 	 M. ' ....... 

MIN '-NTE 00 

MME . ISA...1.. 0... .
 

MME N'J: RE 	 so 

10 March 89 



CAMEROON CDD PROGRAM - 023S D ISTRIDUTION, 1 13332G-13:,8n 
PROVINCE 


GENERAL 


LITTORAL 


NORD 


NORD OUEST 


OUEST 


SUD 


BUD OUEST 


Total: 


10 March 89 

YEAR 


89 


89 


88 


88 


89 


88 


88 


G9 


88 


09 


MONTH 


1 

2 


2 


8 


11 


11 


2 


11 


a 

7 


10 

11 

2 

6 


2 


[EST INAT ION PAC;,TS 

PAUL DELC-;l',-JR1.1 13T- 100 
CCP3 ,CE-,-LA PAIX O0 

DAMPHP 400 

PROV LITTORAL 5,000 

PMI uiROUA I,000 

PROV NORD 1,000 
20 ,000 

PROV NORD-OUEST 41000 

GTZ YDE 2,000 
PRO' N,,--OU.'T 4,000 

,O'O--U-ST 1,000 

PROV OUE-T 1,000 

.......LiCA 1,000 

PROV GUD 3,000 

P ROV UD. 20,000 

PrO'V GUD 10,000 

MS OATH SANGELIMA 1,000 

PMI KUMEA 2,000 

nu, D.UD-QUEO S,000 

PRO', SUD OUE8T 2,000 

-17,r0 



PJ4EX 9 

COMUiICATIONS ACTIVITIES TO DATE 

I. Preparatory Activities Dates 

Meetings with all concerned potential partners 
(FVC's,other ministries, Donors) to seek agrceraent 
on the need for K-H leadership on technical content 
of messages and agreement on collaboration. 

late 1987, 
early 198 

* Development of the technical content of message'S 
(as spelled out in the official strategy and the 
"Fiches Techniques"). 

1987-195S8 

Completion of focus group research in all'major 
scio-cultural areas of C~wrcn ro--current 
behaviors, beliefs and attitudes rolab-d to child 
diarrhea. 

July1928-
Feb., i189 

* Preliminary meeting with l-balth Eduncticn Service 
personnel re: ne:nt steps to devel:.pirij a 
ccfmuLnicaticns strategYy based cn. fcc.- qroop raJtlts. 

March, 1920 

II. katerials D:-ign / lr.-ducl:ion Dates 

* Adaptation of W-0 treatn.cfnt posters nj prepa-otion 
of two treatmont posters ( ss~rsmt c-d Tr..:nt 
of Dehydration) and onar ~czter of 1:,u y ss ] 
to mothers (for- use by hal th per~vi-w) 

Aug.-Cit 
1988 

-published 
(11;) 

-publishe-
(4X) 

in Fros-ich 
copies distributed)
 
in English 

copies distributed)
 

Design and Frcduction of a Khalth EducT.-cion 
Calendar for 1989. 

Still in 
Progress 

iII. Informatiqn Dissemination to Healtli .;F jcL'mS 

Distrib. i-. of Diarrhea Dialogte and LU. Since 
1937 

Distribution of the Official National [Ktrate2y. Still in 

Frc rcq -i 



:. { Ue.G,.,-A,1,,.. 4 Al :-,,) "A...,.r. I 

F.-TORS TO 7T-.2I.Co!D1? 	T. O-GIN,ITT ANDZ TAFrIN, 

REQUIREIMENT3 FOR GOOD DIA'2IRZAL CA3E MANAGZEN INT &oUOCE. UL CQD 

HEALTH FACILITY 	 HCME 

KNI.EDGE Mt/Sup.staff must underetand = &Cn'T Those who 	 oust know how toenoug', care for childrer 
to encourage & support Proper case zanageaent prevent deh/dration, ,oi to recognize it, and 

'hat to do when it is present. 

Staff dealir9 	with diarrtea patients must know
 
hl to diagnose and how t treat... 

ATTIThwS3 	 Mgt/Sup and staff uorkini with patients must "others zust see diarrhea, and particularly

believe in LN 	 and in eui-ating oters t de, otno" as pote.tially dangerous, and as 

proper care inthe home 	 avoidable &curable. 
P, E Look for signs of de,,y F ,or, "I . . : - LrvdIt CLoton;fof provide ' Liquids and continuaud feeding during diarrhea"h 	 in 

the~~~1 ... ., tlini
othease .. 
 ifd 
the clinic and otherise ffLlc CND policy; C then if available, alays incase of 
oxpl 'n hose care to tjrs--	 jde.yti*n..


SUPPL s 	 cRs 023, or the ingredients to make another 
Scalp-vein needles reco .nrid..hoie solution.
 
r'ingers lactate
 
Selected antibiotics
 

What determinaes whether and .hcj well these requireiTents are roet? 

Health Facilities Hoes 

V"MRjT r,)FME F 
Knowledge 	 'D. CE 12D.a-SE O 	 "_DP-EoSTAFF
 

...TITNG I ...LTH 	E-CATORS 

S'la"u=V T -EDIA 
-UN "N 2-D. I I -it .

CONTINUG ED. " .. ........... RS
 
-

l f-I 1 W It 1r%,' 

Attitudes KN'OWLEDGE 	 KN, lEr."G 

EXAMPLE 

Practices KNO0uWL DGZE 
I I Ija' 

±1~u~L. _tL L: tU LC-' L I Tm v] TON - -7' 'I" - OR 
I 

I. ,rr. I'dl	 I,. ' t ," 

L. riJ LTLT AS 1 1,TY4' " , " 
0.2'3I AIf f"A LIJLL, LI . L.TZMII I LV20I 



In a given locality, ALL of the recessary ele,-nts mu.st be in place for the 
programme to be effective. Wit..h comr,unoati,-,ns in one co,,.nny, 02 ir a 
second, management training in a third. and linical training in a foth, 
ODD is incomplete and probably ine.ffective in all four. 

To plan organization and staffing, it is useful to reflect on what 
must be done to bring together all of the essential elements in 
one place more or less at one time. 

Key activities and sub-activities are listed below. In each case, someone 
- not always the same person - must, 

" take initiative,
 
" do what is to be done,
 
" check to see that what is planned is done,
 
" be available to resolve problems when ,mai -d upon.
 

For some of these activities, responsibility may te at one level of the 
system; for others it may be at several or all i~v-V. at one tine or 
another: Center; Provinc ; iDev trmtent . .rcr i -:, rt h-o-lth f,-	 Ii t,£. 

The role and degree of involvement of diff-rent ---I ii vapy from one 
activity to another, but must always to considered 3Ad often pomoted: 

Gales outlets: cmr nt. . j;'n'_r:r,:er,:1wI 

1. CASE MANAGEMIENT POLICY: Identify needs 
, _ ,o-,ponc:;r -. ....on (,-r O .-.rs)I,.... -ir .. -., ,'. . 

Cbtai approvol 
Disscarate pos -icns apprcpriately 

2. 	 TRAINING: Strategy development
 
Materials devel,.en,, prT,,.. ,i supply maintenance
 
Implementation planning
 
Course ocqanizal ,n, staffing, logisti c s, etc.
 

Course e:<ecut ion
 
Field follow-up
 

3. 	 LOGISTICS: Plan supply strategy and logisLis system 
Cal:ulate needs 
Order from suppl ier 
Distribute to lower levels
 
Monitor system operation
 

4. 1,0: 	 Plan strategy 
Prepare and test mes.-ges/ma&d
 

Produce udteri &i
 
Distri1bute materials
 
Make appropriate one o matriA-l
 
Evaluate effectivenes5
 

Review/revi'se me sages,. mater ia. 

http:devel,.en


CDD maust be successful in the population surrounding a health facility, then 
in the populations surrounding most, and eventually all health facilities 
for it to be successful in the ,country. 

For ; CDD effort to succeed in a give, locality requires that. in that 
iCCn ty care providers medial saff and mothers know what to do- - and 
how to do it, are convinced it should be done, have the necessary supplies, 
and do it. For that, all of the key activities ar-e needed at the same 
time. That is the organization and sanageaent challenge. 

QUESTIONS: For which activities is there responsibility (1) major or (2) 
some at which levels?
 

Who is, or should be, responsible at each level, in the case of 
each activity, for initiative, checking, doing, help? 

Which are essentially start-up activities (at each level)! Which
 
on-n ing?
 

ia4 . a.. . .-- II ~ .
 

"Startup" - to be successful normally reluvies more 
management attention and extra resources than subsequent 
routine operation, and needs can often be met with 
temporary personnel assignments and technical assistance
 
inputs.
 

Bearing in mind that effectiveness depends on having most of the activities 
take place simultaneously, or closely in time, and considering in turn the 
center, a province, a department0 and an arrondissement, and individual 
health facilities, how realistic is the current distribution of 
responsibilities for these activities in terms of the effort required for 
start-up"? .. for on-going operation" For example, for each level, try
grading each activity from 0 = not at all to S = perfectly. 

How to maxi ,ize likelihood of success and most effective of limiteduse 
" resour:es Temporary staff is a useful option if start-up activities are 

causing overload. Delegation can also help, for example wher-e there are 
"p-rojects" in a region they may be able to take over some of the centralrole locally (for- planning assistance, checking, help ... ). More geographic 
focus may be needed (the greater the area to be covered, the more time it 
takes fcr follow-up, supervision). 

The results sought are changes at the health facility level. The
 
value of etforts at any other level is the extent to which they
 
influence and support the attainment of those results.
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AMEX 11 

n(JIVIT: .Fi.' ;r E~',x:i EvVi*i~' Is(q_ jT'F1 1 

* f 2 national 
L.tUs/grre-

and(9 pi ovIT 
fti I . Iprit.c 

L ,.lu.ii 17'W 2 riLi.r:'nal andr 5 
ro:vincial u.nits 

provinc:ia 1lt MYt; 

-Y) divi si'xl, 1["Pl i .'in i L 'r':.)r ii '-s Ir1r l0 div is iona Iun it~s 

* 2 supe~rvisor v A'.si to A~sthIil i 
firs. 6 Iwmnt-tr; (.-f tlpra xiAl pr 
Lulit/cor nr 

ry A i'l . ls irnm, VI si. t' Lo 
Vhn~hiJ:71.YEACund716 Urn t ; 2 

illIC rrft visit s witLhin firstI, 
plaIyiiear to IIu25 ui .ts 

2 phyI s'.iins frciTs eacrh pro-'imal Auk1IP a mq e tal~~r ~i~ 

n)rirSeSM 0.1-ld EuiLi I iat.-. Wthe~IL 
g~rsn~ Ltraiincxi li pr-ovincial~.n~iy 

sphysic .aris to npc-w I:ro prov inc ial 
i irs II,;/--.nr irs; 

June1(. 19K*T3 cunpl.c.i- by 
9 

paai-nn 

S 'L1til~ia CriD srT)~ta~ff 

trm~g"m 

to rI:c'ive ~ I~3 ItIi.'lo '2))st.af f 

opee 
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'R TIYY TO-_3ET tTJ4NE qL MQ,X11I JS 

* 120 provincial arnd divisional 
senior health personnel trained in 
.nJlaqgenlt, supervisin., ilfcrrna-

December. 
1989 

Lourses planned for 
1.9y-8duly,9. 

Fiundirng appr-oved by 

, Training--of-Trainers for 
natJ.kna] trainers onrI twon trainers 
fran each province 

Septe.i-
ber-, L9L9 

(ompleted 

60') divisional physicians 
(3/divisJion) and nurses irained 
establish divisirial C:T Lun'its 

to 
June, 1989 "')traiilex 

t',X) divisicx)al 

Lrained (nurses) 
c.,:.-imclinators Jun., 1.989 St.raLEly revisN.I 

: a training sc-Y.lulo for 
national rLUit:-.-, for personnel 
fr'cm health centers and clinics 
m,4J ar-ound Yocx.indt_ .ttab] i.sheti 

in 

Fer uary. 

1.,519 -l 
not yel donule. Aut 

-,director( of l:le 
Fil has instituted 
weelJiy training for 
his ijr--r_ ynne] 

a it on CI)I) inrc..nrxr-ated 
,ndi3cai l and nursingu'¢: -xoI 
ctfrriC-IJ uM (inc-iLtrlurg practice 
,t-r.i inr) 

into .June. 19 in proa:ess at (I.JJP*3 
and CESSTo l'.tl-i{g 
with par-anTedic:al 
4s ols "schecluleI 
end of March, 1?89 

* anriU~i traininrises~~ 
cnndur--ed and r.terials revis.I 

~ en d if 
f.iscal 

eacIh 
year 

not yt. planned. 
Draft materials not 
c:wpipleted. 

[_Co IS r I C8 

* funrci.ir.c-al suppJ y rid stock 
c:ontt-ol of ES es=tabl.is[ed for ? 
nat.ir.nal Ond 9 proviinc:i.i. Uni ts 

: funcLtioal supply and stcl.-
system in 

. i tjl:s establishesd 

dune. 

u.v,. 

1993 

1I89 

Donle. sCqne prriblrms 
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AMNEX 12: OT-ER DO'O / MINISTRY COLLABEOO-ATIEN
 

12A. Collaboration in planning and implementation: 

The national CDD program places a strong emphasis cn imiltisectoral 
collaboration as the best way to encourage the integration of CDD into
 
general primary health care. The broad-based support of other agencie

and ministries is actively sought also as 
 the best means of reaching tK
 
primary caregivers in child diarrhea--the parents. A number of stops

have already 
been taken to reinforce necessary col laborative links and
 
assure that all collaborative agencies and ministries 
are on board with
 
program direction/policies:
 

-Dec. 1937: meeting of all partners to standardize key mr-rssages to 
mothers and other child caretakers reg.arding hae care of the child with 
diarrhea.
 

-Jan.-arch 1988: series of meetings with ccrllAb-rating ministries,
M\YEs and donors leading to draft dccurr-nt of Prv--i,.ntial _c-ree creating 

a National F'rimary Health Care Coordinating Coni.; Pn, to formalize the
coordinating mechanism for all h-alth careprimary activitien. DCCuLjrfnt
has been reviewed by all Directors in KED-I and is a'.iing signature
pznding rorganization of at least too of the min1-s-ies inv,-.1ved (MM1A
and Minagri). Fending signatbre to for;!-lize tf-h2 cznissic,
collaborating partners are ne.,rt'ales stil cal 1. d tcgetha- as de~and 
necessary or appropriate (e.g. meeting cn Bamako initiative, :,Yetirng to 
devise system for sale of grcwth charts). 

-July 1988-Feb. 1D99: ective participion in 2D-1ed fc .u=,grcup
research of several partrers (Minascof, Care); e 
entire group will be called tog]ether to r-/ie, stoy conclLsicns and 
recm-rendations for message cotent an.>rialaand ,::volor:,,l:. 

-There have been several collaberati,.: traini-- ,ffort, in CRfT
 
including Save the Children, ESA., FritEch, and Ck;.i!-I staff. 

-Feb. 1989: meeting of several key collabor;'.n in delivery of
 
health care to coordinate sale of naq na.icnal qr-D.c-ih survellance card 
(Lhicef, SESA, GTZ, SNV, F#Vr', Save tl-e ChJildra, <re, Pritech). 



12B. Technical and Financial Contributions to the National Program: 

AGENC]Y/F DJECT PARTI CI PATION/ACT IVIT IES FESOFCE INPUTS 

UNICEF -emrergency supply of ORS 
-donation of &X),CXX' packets 
-partic. of 3 Cameroonian 

officials at ICORT III 
-scales, growth charts 

material 
" (in-kind) 

full sponsorship 

financial 

WHO -CAMCO]RT (3/87) 
-training: 
4 to Mana Yemo (10/87) 
first natl course in ORT (11/87) 
EI/CDD/ARI course (12/87) 
managers/supervisors courses 

(upconing) 
-equipment for natl DTU 
-small materialb for ORT corners 

(upcoming) 
-CDD Tech. Dir. attendance at: 
Brazzaville. regional mtg.(9/88) 
CDD Prog.Mgrs. course (10/88) 
Chad sub-regional mtg. (2/89) 

-general technical & training 
doLvents 

partial funding 

financial 
technical,financial 

" " 

funds committed 
materials 

funds comnitted 

full funding 
" 
" i 

in kind 

FRITECH -preliminary assessment 
-CAMCRT (3/87) 

-tech. assis. missions by 
Senior Frog. Manager 

-full-time tech. assis. 

consultants 
technical(speakers) 
financial,organiz. 

technical 

(12/86-6/87; 11/87-present) 
-CDD/F1-C dccLUnentation unit 

technical 
tech.dccumnents 

-3 TOT workshops 
smal l constr.mater. 
consultants, full 

-eval.&treatment posters(Fr.) 
-printing strategy docLment 
-focus group research 
-training 

funding 
financial 
financial 
technical,financial 
support trainers 

training documents 

PATH 

(ProjectEpport) -local' ORS prod.feasibility study consultants, 
3 follow-up visits 
to Plantecam 

OCEC -Diarrhea Ki2 -baseline survey technical 

2
 



PELENCY/FRCOECT 	 FPRTICIPATION/ACTIVITIES 

SESA 	 -equipping TJT Lunits in 
2 provinces 


-training:
 
training mater.development 

clinical management courses 
TOT workshop (10/88) 

-HIS-development/modi ficaticn 

of info. systems 
-cost recovery- study of 

possibilities 
-supervision (ongoing) 

GTZ 	 -eval.&treatment posters(Eng) 

-train ing&supervision (ongoing) 

-HIS 


Care 	 -focus group research 

-IEC 

Save the Children 	-training:
 
courses & materials development 

-supervision (ongoing) 

Minascof 	 -focus group 
-IEC materials (po.ters, 

matchboxes) 

Minagri/DEC 	 -focus group 

RESOLIM-E IhNtirs 

materials, finan.
 

technical
 
technicalfinancial 
consultant,
 
fulli funding
 

technical (ongoing) 

consultant
 
financial,tech.
 

financial 
financial 
technical (on-going) 

intervio.-.kri, 
s-cs- e trzn:=p,_rt, 

posters 

technical, 
organizat i mal, 

financi 
tc-hnical, f inan. 

interit rs, tech. 

d si. , funding 

in tervi_,ei,-s 

"1 


