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1. INTRODUCTION

1.1 Rackground

From March 1 through 14 a FRITEDH assessment team worked with the
Technical Director and Manager of the Canerom National Diarrheal Disease
Control Frogram to :

% review progress of the program toward the establishment of an
integrated national progran for th= control of diarrheal -
diceases,

X review the roie of FRITECH in assisting this effort, and

X forrmlat.:e proposals for the future development of the program
) and FRITECH's role within it.

The major fiﬂdings and 'reconmendaticns of the Team in each of the
major components of the CDD program are presanted 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 Careroon and conducted interviews with representatives of a wide
variety of participating government services and donor - agencies. The
findings and recommendations presented in this document represent the
consensus views of all the team manbers based cn their various
obzervations.

Tre future role of -FRITECH within the CDD pregram will be jointly
determined by FRITECH, +iOH and USAID staff based on the recults of this
aseessment and the anticipated planning activity to occur dlrectly after
the completion of this document. .

1.2 SUMMARY OF 'RESLLTS

The overall observation of the assessment team is that the Cameroon
CDD program has made remarkable progress. in ‘a relatively limited time
pericd using wvery limited human, material and financial resources.
Resouwrce limitations have slowed pragress, but have also moved program
menagars to develop a wide base of support and as sistance from numerous
Ministry of Health services, from other ministries, from other; health
projects, from FVOs and from donors. CDD in Camsroon is a collaborative

program.

CPD in Cameroon has also striven from its inception to become an .
intearated conponent of prlmary Halth care. Despite the need for- ..
epecizl attention and effort—somstimes inter preted as verticality—in
the launching of an effort to chanze long-established and flrmly
entrer=hed practices and attitudez, évery poszible opport ity has -bezen
5ought to cooperate, colleborate and meld with otbor B4 activities. I+
i 1gnificent that the Technical Director of the CCD progrem is alec the
Azsistant Director of Freventive Medicine and recponsable for FHC.

Recer\_ collaboration with tha Mutrition and Hezlth cducation: 5‘-r-\/1c._=>s .15
‘enother symptom of this comtnivtent to FHC and intog: c-_-cn :



Finally, the national CDD team has striven to develop a brosd—based,
. multi—dimensional program: * activities have been initiated in almost
every component of CDD: . case management, ORS logistics, health
educ.::tim.’:m.m-ic:.'tim:, rocearch, information systams, evaluation, and
"s0 on. This is important, as the key to success of any CDD program is
the growth of a partnership between parents and health per=onnel for the
good health of children. This is anly possible when both parents and
health personnel have: access to the knowledge, skills and resources to
provide their children with good care. A one-sided program cannot bring
about these fundamental conditions to success. ) :

The assessment team believes that a good base has been created. pow
is the time to use that.base to rapidly expand and strengthen’ tha program
o that the goal of widespread availability of and access to effective,
high quality diarrhea care becames a reality in Camercon. This
accelerated effort will require more resources, humen end financial, both
"of which are available if the will exists to mobilize them.

The following sections of the report provide more detailed findings
and suggestions for the.future. '

2. CASE MANAGEMENT/. ORT CORRNERS
2.1 FINDINGS:

X The case management protocols and policies as dezscribed in the
reicently published official Ministr,y of Health Strategy fTor _
Diarrhoeal Di&ease Control are generally qeod, conforming to WHO
guidelines. They are, of necessity, lacking in specific detail,
however, and are, thus, ifnsufficient as enact prractical -
guidelines for health professicnals practicirg diarrtea casze
managament "in health facilities

X The evaluation team wa- pleased to note that seny of tha
facilities visited wero using GRS salts and that SO ware
providing very good diarrbed care. Despite tiv: nesed for
improvements, it was clear that tihe training o. other efforts
of the naticnal CDD program were Bo2ring fruitl,

X There is wide variation in case m=n.goment practices for .
diarrbea in health facilites in Cor=roun. Uparmificaliv, great
differences ware observed by the e:laaticn tesn amzng var ious
health facilities cencerning: . T

~the “standard length of stay o Childen with Giartea at
the treatment facility for roivoraticn Srerapy, '

—the recommended home treatmeint afber te child, i
released’ from clincal care: nany facilutics provoribe wnly
ESC (sbmetimes recomnznding en incorrmct Torielation),
ctherz provide one or morsa packots for mothors to take
home, almozt none recomnend. other Hamd asailable fiuids -
(HF),

k)



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

—In some facilities, complete physical sxamination is
neglected, .

—=ome facilities routineiy order leboratory analysis of
stools even though systematic stool examinations are not
necessary for good trea'_tment,

—recommendations made to mothers ccncér'ning féeding duwring
and after diarrbea: often dietary modifications and
restrictions are recommended

—drugs prescribed in addition to ORS.

X There continues to be widespread misuse of medication other
than ORS for the” treatment of diarrbea in bath government
and private (confessional)bealth facilities. Specifically:

—poly—-pharmacy is common: it is not wnusual to see the
prescription of 7-9 different medications for a case of
acute diarrbea

—presription of pc.Jtmtia'lly dangeraus drugs: Flagyl for
children as young as 3 months, hydrocortiscne for a child
of 10 months, sulfaguanidine as a routine medication fpr

all cases of child diarrhbea in many places

—-routine .prescripticn of drugs of little or no specific
usefulness in diarrhea case management: : oo
charcoal ,actapulgite, ultra levure, periactin, biolactyl,
etc. : ) .

X While prescription of useles or. dangerous drugs for
diarrbea is done by both physicians and nurses, it is not
wusual to find nurses who are knowledgable about .and:
willing to give good diarrbea care (liquids and feeding),
but who are constrained from doing so by standing orders
prescribing other medications by the supervising physician.
This phenomencn appears to be more common in the pediatrics
departmants of.'hospitals than in FMI's or health centers. °
Whare the diarrbea care provided is often-much better, (In
the Northwest Frovince, it was found that -the.best care was
provided at the h=alth post ' The evaluation tean suspects
that many mothers who are not convinced of the effective— .
ness of ORT are seeting cut health facilities which
continue to’ prescribe other drugs. . Thess facilities are
thus urdermining the efforts of the Maticnal CDD program to
educate mothers. - '

¥ ‘There is wide diversity in the organizatien -of ORT cormers
and units: : :

I



—-in some, all diarrbea cases. are cent to the physician, who
prescribes medication, then sent to the ORT cormer for
rehydration,

—in some, all diarrbea cases are assessed and treated at
the triage point,

—in some, most cases are referred directly to the CRT
cormer for care,

—some units usetreatment (clinical management)
forms as part of the case management, others only
record care recommendations in mother’s bealth
booklets. :

There is a tendency to think of an "CRT wit" as a
special room with special equipment—s=rparate from thre
other health services provided by the facility (whether
Fospital or FMI or bealth center). This leaas to an
attitude that gooo diarrhea case mznaconment cannot be
initiated at a facility wntil there 15 such a spacial
unit or that good care can.only te provided wien the*
"person responsibile for the wit" is there. :
Coneequently many hospitals and othzc Fealth teacilities
which have trained perscar2l do nob pirowide good
diarrtea care management even when CF5 pack=2ts are
available: the absznce of a "real unii" is us=ed as an
excuse . far not édopting good diarrtyea case management
practices. .

X While effective rehydration was being [:rfaactiéed in some
Feal th facilities, the nutritional acrizt of =frective
diarrbea case management was neglect::d or unce:cmphasized:

-many health workers incorrectly continue to recommend
modified or restricted diets for «ll casez of diarrbea.

—health p.ersmnél are rnat reccansrding increased Teeding
during anc after diarrhea. . )

~childresr who spend a icng timsz ot ORT units for
rehydration are not fod while thay are given GR5.

—growth cards, where svailable, o+ not baing used to
educate rothers about e link toiozen Saicrrbea end
undernutrition or malhubrition.

-The CRT comer is a good placzs for the proeotion of ‘geod
breast feeding practices.  This i¢ rot g dove ’
effectively in many hezlth facilities.

¥ -Not infrequently, the intersction batwson the nuree and tre '
mother is not' supportive ard not ercowraging to the mabthzr.,
Many nurses are biusgue with mathers, talk doun to them or

A )



even yell at them. This behaviar may drive mothers away
from health facilities or deter them from retuming.

2.2 EECOMENDATIONS.

1.

2]

The National- CDD -team should develop, publish and
distribute to all healtn personnel, specific and detailed
guidelines or technical notes concerming- diarrbeal case
management and the organization and management of ORT
comers or training units (see Annex 4 fDr suggested
content Df these guidelines).

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

The Ministry of Health should contact Directors of Frovincial
Hospitals to salicit their support for the institution of good
diarrhea case management in the pediatrics departments,
mobilizing staff who have been trained to provide that care.

T.@ National Diarrbea 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) wntil such time ds good diarrbea: case management
becomes standard practice at most health facilities, .Use of a
standard case management farm in all CRT cormers for- a limited
nunber of patients(30) after initial training will assist in the
development of standard care practices. Standard treatment
protocols should, be developed for the most common forms of
diarrhea (acute watery diarrhea, "bloody'diarrbea, .

cholera, chronic diarrbea). The arganizational patterms of ORT
comers should-be evaluated and guidelines developed to encure.
that particular or‘ganl-atlmal patterms facilitate, rather than
hamper, gocd care.

To the extent possible, care of diarrtea patients should be
delegated to nurses in all tealth facilities. Fhysicians should
serve as supervisors and as reference in complicated cases only.

Hospital, FMI or health center staff who have received training
in good diarrhea case managemsnt should be encouwraged to
initiate good practices in their bealth facilities with as few
extra materials, eguipment and spacial additions as parssible.
Those Fospitals and other h2alth facilities practicing good case
management may then be considered for further development into
ORT training wits~(e.g.institute good. treatment practices, then
develop training units—not vice~versa).

The Naticnal CDD team nee;ds to worl: with provincial bealth
authorities te clarify tke referral relationzhaip and other
interactions beua_-en-l-bcp..tals, FMl's, hzalth centers and

h=a1th posts 1n regard to r‘lar*heﬂ dizsease case managenent.’

al



8. The National CDD team should develop a detailed CDD Nutrition
plan to reinforce the nutritional azpect of effective_diarrm._a o
case management. This plan should include: :

—the use of growth'card in all ORT corrers and wits as an
instrument to integrate CDD within FHC,

—food preparation demonstrations for_‘ mothers at CRT
comers/units, .

—the possible ways and m2ans to integrate feeding of
children with rehydration in kealth facilities,

-mechanisms for targeting malnruristtjd cr other children at
risk (e.g. those with measles) for special diarrhea and
nutrition aducation,

—review of breastfesding policy and educaticn

?. There does not apzear to be a raticnale for thre routine
leporatory examination of stcols Tor pérasiter:‘, especially
in areas wrere there is’a high prevalence of certain,
intestinal parasites. Mothers should b= believed, and if
thay state the child has worms and Lhore are known
parasites in that region,- treatment chauld b= given.
Consideratiocn s~ . id ke given to pericdic de—-xorming in
those regicns, NOT to cure the children of wxarms, but to
reduce the" worm burdsn" and hopefully to improve
nutritional status. This is being deone by inany already .’

10, Official ministry policy concerning e prepacation of OGS
and SS5 with clean hut not boilad ol as iz stated in ti
"Fiches Techniques" stould be activaly and widkaly -
disseminated anong health personnel .

It should be clarified to kealth worbers that koiling water is
not necessary when making CORS or Suf. Simply use the 'cle;_anest
drinking water available. (prchaze of bottlad water is also
wnecessary ). T '

2. TRAINIMNG/ FROFESSICMAL EDLCATION
S.1 FINDIMGS:

X A good start bas been made. in the OO0 nreara t~:~.-;'s\rd-'

iritiating an effective nuticnwicn bosindng =frort. ALY
Provinces now have a cora GICUP 7 Lreaners o have o
completed a '-Tr'_aining—o'f—'l’r'ainer'B (T A TR srgimabtiy 100
health perconnz]l have received climiczzl manes, wumk training
in country since lats 1537. E Lo

Effective expansion of_thesz initial, training activities has -
‘been hanperr 5 by a number of factors: ) )
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-The effort is young and some of the
necessary preparatory steps have.not been
completad: The final preparaticn of a draft
training guide—materials—for use in clm:.cal
management courses, for example.

—Funding has been limited , especially for
provincial and departmentai level tralnmg
activities.

~There have been limited opportunities for
-follow—up in the field, especially of the
provincial—-level tr‘amers trained May and July 1988.

A comprehen«:',lve tr'alnlng strategy and plan .has not
yet been developed

At th= 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 nece:sar'y to manage ‘a
successful CDD program on a natlcnal scale,

The training of provincial tr‘amer—s has led to the

development of. some good training skills as witnes essed by the
training programs they have conducted in collaboration with the
naticnal training team (Ebolowa, Ngaoundere, Yokadouma,
Doukcula, Ntui). FProvincial training conducted without
assistance from national trainers appears to have been less
successful.

The majority of the pmv1nc1a1 level trainers have not yet
planned or organized training activities m their province.

In several provinces there are, as yet, no functional .
diarrbeal treatment units in the provincial FMI and

hospital which-could serve as a training faciljty. -

It is CDD program policy to include representatives from
contessional health services in CDD training activities. In
Mmany cases cooperation between the MOH and the confessional
sector has been very good in the CDD program. However, in some
provinces, local health staff neglect to systematically include
confessional health personnel in CDD act1v1t1es for a variety of
reascns. This Is unfortunate as many mothers use these health

facilities in addition to govermment health services. Diarrteal .’

tr‘eatmmt shauld B2 uniform in all health facilities in order to
convince mther's Df the foectlvene:S of ORT.

.~

- To date, fol low—up activities have not been systematlcally

built into ire training actlvn.les. nor' nave specific plans
been formulated by tr'am.mg par‘txc:.pants about how they
would specifically mut into practice their new leamlng
alce they returned to post. In some case this has meant
that no concrete us2 was made of the training received
after the partr"lpan\_ WOk er returmed to his or her waork
site.

.

— - - -



The Cameroun 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 ORT. Tiese
efforts have already borm fruit in the modification of teaching -
occurring at the CUSS and CESSI. As yet, however, the teaching
is not consistently uniform and some students are not

instructed in-good diarrbea care. Curriculae in

paraprofessional schools have not yet been modified, although
this will be dicussed at the meeting of the Conseil de

Direction in March, 1989.

A wide variety of costly, useless and dangerous dirugs for
diarrbea continue tp be available and prescibed at private
sector pharmacies. One CDD statf member purchased 720
different drugs vor 26,000 OFA at a emall rural pharmecy.
Private sector pFarmacists have not yet been brought into
efforts to improve diarrhea cace menagerent in Camercon and
remain largely iti-informed concerning eppropriate diarrtea
treatment.

3.2 RECOMENDATIONS

1.

- concurrently with their stafr in criva- oo

Clinical Management Training of heal th pzresnnel at all-

levels, but especially at.ths bhzalth center level , sh:uid_ e
accelerated. If this is to occur and te effoctive the fol loiing
preconditions must be met: )

~ilinical Manzgement training materials
shauld be conmpleted in draft as sccn as
possible and distibuted to trained
provincial trainers.

—At least one, and preferably teo,
supervisors frem each’ province should
participate in the mid-level managems=nt
ccurse as soon as possible. (Later thy:
program plans to train management teass in
each sub-division to supervise health '
centers as part of the new FHC structu-=.:)

—NMational CDD staff should work with o toam
of eupervisors and trainers from zach . -
province to elalxorate detailid

provincial trainirg plans ened budgets.

—Fhysicians SLIDTI-(ViSi:{.'Ig Fealth centor ona FMI
staff sheauld recieve training pricr Lo o- :

assur2 their.active support of the progrn
~Adequate financial resources should ba
sought to support provincial training
activities. ) )
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=The ORT training wnits in the province
should be functioning well, providing a good
and replicable model to trainees. Natienal
CDD staff should work actively with these
“uniits to improve their functioning wl‘enever' _
possible, »

Once provincial supervisors have been trained and provincial
training plans have besn developed, the national CDD staff
should give priority to assisting those provinces and, later,
divisions and sub—divisions, demons trating the most active
interst in and motivation for CDD activities. Frovinces
participating in the SESA and GTZ programs should benefit from
support from the staffs-of these programs (under occasional
supetvision of MH/CDD staff) fresing natienal CDD staff to
concentrate pr'lmar'lly on provinces not benefitting from donor
support.

Follow—p or supervision act1v1tles should be a scheduled part
of all training. Training budgets should include funds for
necessary on—site folloawup for a period of at least & mooths
atter completion of training.

Every training activity ‘should end with the preparation of
a soecific action plan detailing next steps to be taken RY%
participants once they have returmed to their work
stations. These plans should be reviewed and revised
during followrup meetings or visits and ‘serve as a basis
for supervision.

Fay decision-makers from confessional sector health services
should be specifically included in all CDD training activites.

These lkey decision makers- should be identified at the provincial

level while pr‘epar'lng training plans.

Fppropriate tr‘aining-of medical students in CDD S}‘ulld
b2 assured by: .

—developing model ORT comers in the 3
regional health-centers used by CUSS for.
rotations -in community health for four‘th and
fifth year m=dical Students. .
—Assuring that all medical students pass
through the ORT unit at the Central Hospital
pediatric.unit and/or FMI (s=e Annex for
recomrendations cmcemmg lmpmvement

at this unit ).

—borking with OUSS staff to revise medical o
curriculem as soon as the FRITECH/WHD medical
curriculum materials become available.
(currently te1ng prete*ted) Lo

—organizing CDD fraining acztivities (an
espert workshop 7) for CUSS professors to



convince them of the SClEi'ItJ.'f.l.L. valldlty and
effectiveness of ORT.

Efforts to improve nursirg and paraprotessiohal education in CDD
-should continue. by contimed collaboration with CESSI and the
"Conseil de Direction" of the paraprofessional schoois. . Efforts
should be made to increase the numbers of centers at which

nursing students’can do their practical training.

6. A strategy sf“o.(ld be develgped .to target private =ector
pharmacists for CDD training and educ:atlon

7. All tr‘alnmg for CDD Should include exercizes on the practical
means to integrate CDD with other compcnents of Frimary Health
Care. Aleo, each clinical management ccurse should 1nc1ude
activites designed to improve the interacticns and
communications between .the health professicnals and the mothers
(role plays, case studies, discussions).

8. An evaluation plan should be developed to sssess the
effectiveness of training ectivities. Tr‘alrung
effectiveness should -be assessed not only during and dlrectly
after training.but 3leo- after a period of arplicaticn of leamed
skills in the field. .

4, IMNFORMATION SYSTEMS: HIS, Evaluatlcn cnf" idnitorino, F‘uper'wﬁlm

Informaticn is needed in the CDD program in order to:

—}-’.feép the system functicning smcothly
(e.q. OFS stock managerent ),

—-Mmeasure progress toward CDD goals and objectives
(outputs and impact),

—identify problems or czleticns in moving tomard tl'\ose
goals and objectives,

‘—identify effective strat egies and methods which could

PR

usefully be replicated cn a broadsr ccale,

—mal'«.:e pragmatic dec isions. . : -

This 1nfor‘mat1m can b2 collr—\cLsr through roatine m,crmatl\_n
channels or special ziudies and cwrveys T informaticor
collected shauld b2 collected and onalyzesd o= the lins:l of
organizaticn (local, provincial, natiocog! ' huzh wili nake use
_of it to keen activitiezs, as - netesaary. ool informaition for
which there is a clear and S"~CLf"L. cper e =l ume divonalg be
<ol lected and analyzed. .The necocdary nvarcation sheald bee
sent to the perscn or ‘manager @i needs 1t by the mest rapid |

7 channel . T b -

-

o~
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In this context, we bave included wder the, heading of
“Information Syste.ms" three topits which are often treated
separately:

Health Informaticn Systems
Evaluation and Ma'nltor.mg
Supervision -

4.1 FINDINGS:

X

The information component of the CDD program is, as yet .
relatively undeveloped. No detailed systems or strategies have
yet besn developed. This is partly due to a concermn that most,
if not all, CDD information should be integrated into the FHC
systems.

The National CDD program wants to keep to a minimum the burden
of additichal or specialized information tasks placed on health
personnel at all levels. Never—the-less certain information
needs must be met to ensure the success of. the program. These
include: . - .

—0RS stock management records (Ctsage rates, Stor_:'k
IEVels)

—health facility CDD "croweiage r'ate“'what
percentage of health facilities have
trained staff.

what percentage are pract1c1ng good
dlar‘rhea case management

-The quality D'f care provided tvy.trained health
workers (e. g. access to good care),

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

The Naticnal CDD team has made a start toward establicshing an
ORS stock management system. The stock card design=d by the
program appears to be in use in many bealth facilities which
practice ORT. ' However, progran managers are not using this
information. The monthly stock management reports are not
systematically Sent ir to the central level, nor analvzed once
they get there. Thore is no informaticn available in Yaounde
concerning the number of-0R3 packets being imported znd tsad by
health services not using Ministry cf Health packets {e.qg. GTZ’
supported propharmacies in the N.W.. Frovxnce. ~d Lucem, etc.).

The general data ollected Lbrough the- oCERC deeigned
reporting form is not useful to the COD proagram:

—standard definition for "sarious
diarrhaa 'j(curr'ent indicator) is usad at
the facility level, ‘

i1



—in the case of diarrbea combined with another illness
(e.g. rmeasles)), health facilities sometimes report the
case under the other illness cnly, sometimes under
diarrhbea and sometimes under both,

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

The lack of effective ful low-up and supervision, especially of
recently trained personmel, bampers and progress program
effectiveness. Training aloné is not sufficient to as=ure
effective application off skills and knowledge covered during the
training sessions. Supervision serves to reinforce learnsd
skills, to help personnel apply those skills effectively in the
real work setting, to motivate people to try to use thair new
skills and tp tollect imformation on actual he=alih facility
practices (e.g. health flacility "coverage" in terms of effective
case management). :

The natwre and content of registerz and other inforration
collection instruments (@rowth cards, -case monagement forms) at
the bealth facility level is very variable. -, Mot ‘all the
informaticn collected is useful. Tie filling in of forms often
seems to take a disproportionate amount of staff tine.

4.2 RECOMENDATICNS:

1.

The special information collected for CDD program

management should be linmited to those data specifically
necessary for effective program operations and should be sent
only to levels at.which there is practical ne=d (rarely more
than one level up). Friority shculd be given to the desian and
implementation of an effective stcck managemsnt system Tar ORS.

The extensive informatim regarding CF\'S usage tates available
through GTZ in the Northsest Frovince should be analyred and
form the basis of needs estimates for naticnal ORS pacre . needs.

Fersoanel at different lavels of the lealth system should be
trained to collect and tee the information useful to tremsalves
and to pass cn cnly that informaticn cpeEcifically needed by
supervisors. In other words, appropriate informaticn collection,
analysis and use must ocxur at all levels, not just at thwe
center. Health facility staff should B2 traired to prepare
simple charts and graphs showing such thinmgz az monthly cazgload
(according to treatment plan), nutriiicnal ststus of clildren
cocming to the GRT comer, RS usags wid obher . data which 4l lows
than to follow progrezs of the unii. Thic inifor naticn ne=d not
be forwuarded ol supmrvimies, bat sihoald be avniible Lmon )
request; at each mmnagavent level cimilar ez can be
develaoped far the t.erriltmry coveired. i

Frovincial and divisional .parsmnel shonld be

tasked with
ollecting information cneRming the “coverags"

of .h=zalth
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facilities with trained personnel (% health centers, he=alth
posts, FMI'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
center by province, each working with composite data from the
level immediately belaw.

If and when OCEAC developes a sentinel ﬂlﬁeillmce system, CDD
should coordinate with them to assure that CDD activities are
effectively monitored. . -

The registers used in ORT cormers and units should be
standardized. The case management form cuwrrently being used by
some cormers should be revised and simplified to become a
training and reinforcement tool. The form should be used by
newly trained personnel for a limited number of cases (50?) to
reinforce the recommended treatment process. Yearly repetition
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.

A comprebensive supervisory, system shauld be developed which
takes into account the logistical and financial constraints of
the h=alth system. Emphasis shoulo be placed on intense fol low—
up/supervicsion directly aftter training (actually planned as part
of the training process). Thereafter, to *he extent possible,
CDD supervision should be absorbed in, FHC supervision. A "think
tank" should be convened to explore supervisory mechanisms
feasible within local constraints.

3. FESEARTH

3.1 FINDINGS:

X

The research component of the CDD program has been

relatively under—developed due to the youth of the program: © two
WHD Mortality and Treatment Fractices Surveys have been
completed by OCEAC,. facus group study of home treatment
practices has been recently completed by DD and Dr. Tetanye,
head of pediatrics at Central |Hospital in Yaounde is conducting
research on Maize-based OFS in collaboration with WHO. The ADDR
project is sponsoring a FAF study. T . o

The evaluation-team found study protocol being conducted in ORT
comers and wnits under sponsorship of the Besufour Laboratory,
producer of Actapulgite, an antidiarrbeal. (see frnex 7 for
guestionnaire) ‘

"o date, there bas been ah ewcellent parternship between. local

researchers and donors and espatriate consulténts in the conduct
of diarrhsal studies. This has led to the etr=ngthening of the
local skills base in research approaches.. - - el -
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3.2 RECOMENDATIONS'

1. CDD should encourage and sponsor appropriate research studies,
espacially short, practical studies designed ta resolve CDD
operational issues and problems. - (see fnnex 7 for a list of
possible topics) ; © T

2. Local resoucres should continue to be mobilized to conduct these
studies: the medical and nursing students, the university, the
Nutrition Institute, local health persconel, funds from the SESH
and GTZ projects, OCEAC etc.. Complementary financial and
technical resources should be sought, as necessary, from
FRITECH, WHO and ADDR.

|

. The cuwrrently existing research review and szlection
process should tz reinforced—the link between’ MESIFES and the
" MH, the Diarrhea subcommittee of the FHC committee.

4. The MOH should take steps to asswre that all studies including
those sponsored by private sector pharmaceutical corpsnies meet
minimun standards of scientific validity and ethics, especially
iv MM perscnnel 1s involved in conducting them. (The
Actapulgite study does not appesr to meet the criteria)

6. LOGISTICI: OFS AD OTHTER DIARREEA FROLLCTS AND ECUTFMENT

6.1 FINDINGS:

* Supplies of CRS currently available in the M system
cerive from a supply of &00,000 (BITCEF packets which
errived in Camerouwn in March, 19%3. Approvimately half this
supply remanins in the central wweichouses.

X Azcurat: estimates of national usa;® rates of ORS are
currently wnavailable as, in additica to Fod suoplies,
there are a number of additional sovices .erd chamnelz of ORS
procurenent and distritution: GTZ Laports from it's oan off—
shore scurces and distributes (RS packets to o1 nlafulal "i;\lfchies '
and 7 village bealth post supply p2ints in tha MNorthesst
Frovince, Ad Lucem supelies confezeional focilities Trom
irdependantly imported stores, ot!w:- NZC = izb imcort packets
for distribution in their own zores of operations, at least one

priivate sector pharmacentical distributor gee be ircorting ORS

peckets which conform to WU sterde-ds. i CDD wrogitem does
not monitor these exaz-ministerial sowcoz and chonnels of CR3
supplies.

* Onapharm, the nationel parastatal pharmacowiszal distributor,

bas been commissicncd by the i gorartnet of Froventive
Medicine to purchase en additicrsl 2050 o ilion 1 lirer CES _
packets. Funding.far this purchaze is 6 oo droen Froa
Freventive Medicine tidget. The Moy becrn wvallable when the
director of Freventive Mzdicine banned the Furchaze -of
antidiarrheals, especially sulfaguanadine, with its furds

14
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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 purchased the ORS packets for reasons which’
remain unclear. -

To date, the MOH has not yet widely and officially

communicated its decision to ban the purchase of .anti- -
diarrteals with govermnment funds. @As a result, provincial and
departmental level health services continue to send Cnapharm
orders for' the diarrheal drugs which have been banned.- The
decision to ban these 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—diarrbeals. Also, hospitals receive almost all their
drugs, besides ORS and a few medications for the treatment of
leprosy and T.E. patients, from the Dnapharjm depots and not from
Freventive Medicine. This special supply chanrel may result in
a decreased rate of ORS usage by ‘health facilities which
perceive their rcle as primarily curative.

‘The evaluation team applauds the decision of the CDD program to

support the distibution of GRS packet supplies, including those
furnishted by the MOH, through all available channels.
Especially encouraging is the willingness to supply packets to
private non—profit orgamizations which then sell. them through
their health care facilities (e.qg. missions, Save the Children,
CARE). Folicy needs to be developed, however, to clarify the
respective roles 2nd responsibilities of the MOH and their
collatoratore in these arrangerents. '

dudging from the relatively scarce and limited information
currently available on GRS ucage rates, the evaluation team
judges that the expocted order of .53 million packets will be
z=ufficient to meet Cameroun’s needs for a period of 2 years ar
more. This large quantity will pose storage and distribution
problems to Freventive Medicine.

Aother very positive initiative of the CDD program is the
willingness to work closely with the private sector to promote
eventual private sector production and marketing of ORS, *
Srpecifically. the continued dialogue with Flantecam cocncerning
technical and logistics issues is likely to benefit both the
national program and the campany. During a team visit to
Flantecam it was revealed, however, that the company was
Pplanning to praduce a 750 ml. packet, not conforming to national
pclicy. . .

6.2 RECOMYENDATIONS

94

-~

--—Th2 national CDD tesm snouic collect any easily - -- - - —

aviailable info-mation concerning the quantities of 0RS
salts imported inte Camsroun from all sources as well as the
quantities us=d by bealth fazilities and instrtutions which are

not being supplied by the MH. A special effort shoLld ‘be made
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to study usage patterns in the N.W. Frovince where GTZ has
collected extensive data and a well established <upply system
exists through both government and non-govermment channels.
Also, the N.W. Frovince has an extension network of health
services which sell ORS packets (GTZ project propharmacies and
health posts) and others which give them away fres (the MOH
‘health centers and hospitals). Such a study shoula yleld useful
information for estimating national trends.

2. The reasons for the delay in the ordering of the 2.5-3
million OFRS packets requested from Cnapharm should he
clarified so as to move this order Lhr‘ough as quickly as
possible. (Farticularly if there is any possiblility that funds
will be blocked as the end of the fiscal year approaches.) -

i

. A circular letter from the MOH should bz ent to all health
facilities, public and private, and to Gnapharm announcing and
explaining the MOH decision to ban the purchase of antidiarrbeal
drugs with.government funds. All bealth facility administrators
and physicians should be encouraged to refrain from ordering or
prescribing such drugs. :

4, ORS should be treated, in every i n=t\_«nce the same as any other
drug: it should be provided free of chage where ather drugs
are provided free of charge, it should i .2old wivere other: dr‘ugs
are sold. It shculd be distrituted thicooh the sare channels
other drugs. The evaluaticn team suggeszts that upon arrival of
the 2.5-3 millicn packet or der, GRS pachwis b2 distributed to
the Onapharm provincial demots. Until oozt keglth focilitios
have trained persconel, Freventive Medicine should work with
Onapharm to distritute-pzckets teyond the province.

o. There is a need to clarify rpolicy regardicg the distribution of
M packets through non-H channels.  Thls policy develop=nent
must be based cn’an initial informaticn cethering effort.  For
example: Should th2 MOH supnly intarcest 4 missica Fealth

facilities with an CRS stock enly on & . vo-time bazis (e.q,
provide a "starting supply" onlv) or cootinte oo rplving -GRS3 to
these facilities over a longer time =o' What other sources
of supply are available to the=e facilit e-=? Are there any

-— constraints to their continued purchaze of GRS ackets from

other suppliers?

6. Upon arrival, most of the eupacted orcer of 2,57 million
packets should ke immediat=ly dizstri-otes o bl provinces.
Only approximately 0% of thsszc packe*s .toald e kept in the

naticnal level storage wareb-anzs. AL rasiblie chamnels <hould:
bz mobilized for their distosiacico. Ve crorn ls, espesially,
which are currantly underexploited, <tmolel Lo = ire '\gtf"t_ﬂt.\-. tire
prcphar'm«at:le* &7 d the v1113';'.‘. Foalth (T

7. Th_? natlma; CDD tean shollc: contdrus 1l dncel lent
collaboration with Flantecam. Of impadiate concan is the
followina:

16


http:storc.ne

~The qfficial MH decision to'use 1 liter
packets should be formally communicated to
Flanteca: as soon as possible.

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

Ringer’'s Lactate is the best solution for I.V. r‘ehydr‘atlm of
diarrbea patients, but is not widely available in Camerouwn.
Onapharm orders only very small quantities because few requests
for it are recieved from hospitals. The CDD team should explore
the desirability of increasing the use (and stocks) of Ringer’s
Lactate with Hospital admmlstr-ator's, pediatricians and other
concerned parties.

7. COMNICATIONS

7.1 - FINDINGS:

X

To date, the national DD program has not emphasized the
development of cémmunications activities dirgcted at mothers,
concentrating its efforts in the area of improved clinical
managenment of diarrbea in health facilities. This was
appropriate. Now that a growing number of health facilities are
providing good care, consistent with naticnal policy, the time
has come to launch mtensxve mther (and other family
caretakers) educatmn. .

The Natiohal program has developed a good' base preparator‘y to
launchmg a national cammunications effort in CDD-

-initial neetings of the D.D. advisory group
bringing together interested parties.from
several different ministries, MOH department:
and donors created an expectation and-
willingness to collaborate.

—Froduction of a series of.Z excellent
posters to guide health personnel in
providing good ORE and mother education
established a working relatlmshlp b=tween
CDD staff, Healthiducation Service and AMA,

© the private health education materials
production organization.. -

~Collaboration on the production of a
calendar ‘(including one month devoted to.
diarrtea) further str‘a*gthened that
relatlcx :hlp. ) .

~

—The recent complation of a focus group Study
of diarrbea hom=2 care, 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 informatice by regular

-distribution of Diarrhea Dialogue and the FRITECH Technical

Literature update (TLU) to provincial level health staff. It is
not certain that regular distribution of this literature is
continued beyond ‘this level.

Many mappr‘oprlate or outdated visual materials achut diarrbea
treatment are to be found in health facilities arcund  the
country. These include:

—outdated AMA matarials about the m1 \mg of
SSS solutions,

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

—promotional materials for infent fccd'- or
infant formulas other than bresstmilk.

7.2 RECOMENDATIONS

ll

A5 soon as is feasible a workshop stould be orqganized fri- health
education service -staff and other collaboratcrs with the
objective of producing a detailed nalticnal communications
strategy for CDD and bperations nlepz to inplzront the stiategy
under the IE‘r_«dEFSth of the Health Cducation Szrvice sl the CDD
team.

Before the start of the workshop, b naticeal COD staff showld

collaborate with. the Fealth Educaticn Servico bo proioce a
clear, simple logo for the CDD preor-a. A picioral inst-uctions
leaflet should be develop=d for miying instroctions for CSS.
Flantecam zhculd participate in tis o ‘/elcr—nw i of this
material. MAnd the instructions sihaold be wic 2ly prets zibed to-
assure wnderstanding by mothers. W.H.Q. should be cootocted to

provide technical. assistance for thi= affort.

Considerable planning and manageool r=z spcine:iticity for
canmmunicaticns should be delegated i the provincial leval.
Frovincial -health staff interested ) available for
participaticn in COD cowneriicaticos: icald 'L'"«\ invited to 'he
workehop referred to in recommerdat ooz #1100 bove,
Tha CDD team sbould stren uw“hen 1tz i farte © rovidoae haalth
professionals with up o date tzot ool oanTo matioa o LD
—an up—d}ated mzi1ing list wnclraiimg 200 1ty
provincial and divisicnal bealth zstafyv <h-oald

be sent te ORONS for direct malling of
.Dlarr'hpc« Dialogue and the TLU in French.
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-production of a quarterly local CDD/FHC
Newsletter containing articles by and about
Camerownians involved in CDD activities.
—continued mailing of available CDD )

. materisls from Yaounde to all levels cf the
health system.

—encouraging publication of CDD articles and
research: findings in publications widely read

by Camerounian physicians.

All avéilable local educational materials at;a.\t diarrhea should

S.
be collected and compiled by the national CDD team. Those which
cenform to national policy should be used in CDD communications
efforts. Steps should be taken to remove those that do not
conform to naticnal policy from govemmental and private health
care facilities. .
8. FROGEM ORGANIZATION AND MANAENMENT .

8.1 FINDIMGS:

X

b 4

-——initiaticn of a diverse range of activities in e field,

To date, the CDD grogram has been highly'centralized.

Flenning, maragemz-t and technical direction has come .

fran a central Ministry of Health team composed of two MOH
provessionals each working part-time on CDD and one full-time
FRITZCH technical advicor. During the start-up phase, this
cenntelized mapagement style was appropriate and the eristing
team did an excellent job developing basic policy and guidelines
and g=tting initial activities started. To complement the
scarce hunan resources of this central management team, they
were able to develop collaborative relationships with other MOH
services such as Health Education to accomplish specific
activities. Naow that th2 pace and scope of CDD activities is
ezcelerating, bowever, the current management structuwre is
lnadequate.

It has been a strength Df the CDD program in many ways
that the persons within the MOH who have been )
responsible  for the program, the Assistant Director for
Freventive Medicine and the Assistant Chief of Service of
E'ndemlr\logy. have had other responsibilities within the Primary
Haalth Care system. This reality has ‘helped CDD move toward
lntec_;r- aion with othzr FHC activities. At .the sane time, the
duveree respcnsibilities of the CDD team core staff has been a
constraint on the rapjid growth of the program both in coverage
ad 1n breadth of ac tivities. Especially during’ program
lounching, mamy things have to happen at once: planning, policy
developmznt, development of technical cuidelines,  training,

follew—up, etc.. For the program to be =uccesstul 1in any given
geojrephic location, "all the various ccm;:cneﬂt: of the program:

clinical trainming, supplies and logistics, cmn\.tn_\cqtlons,
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management and supervision, etc., have to start together in an -
integrated ‘way. Doing this requires a cubstantial initial input
of time, energy and resources. 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 prigram. This occasionally leads-
to an almost ad hoc approach to program management. While this
style has led to good team wark, a lot of necessary activities
tend to slip between the cracks because no—cre is directly and
clearly responsible for making sure they get done.

X The CDD program has developed excel lent collaborative working
relationships with GTZ, the SEcA project, CARE and Save the
Children. Somz of the volunteer organizations (AR\VF, SW and
Feace Corps) work claosely with the MOH but, have not been fully
tapped by the COD program.

8.2 RECOMENDATIONS

1. Two stratajies ar= recommendad for the strengthening of the core
national CDD starf during this crucial acceleraticon phase of the
CLD program: ‘

—whenever possible the céntral teom should
delegate responsibilitics for planning
implemantation and follcwup of activities to
others (co=e recomendatica #2) .

~the enisting team shmulAa be supiziameEnted by the
assignment of other MO sereornizl o eiltber a part—
time or & full—time bazi: to tabe co specific tasks
dw-ing this program launch pericr (see
recommendations #3 and 9. '

9]

. CDD planning and managoment resporiibiltiss slould ke
delegated to :

—provincial bh=2alth pereconel as =cvn as these have
received proper CDD mansac sment and -super'vi:ﬂ_r‘y
training,

~the stafis of the GTZ .~d SESA nrojects in those
provinces covered by theoo progjes ver,

-other primnsry health o reLrtas such as Save the
Children and MARE, wiherno, or mos - 5o, o
—othzr Minictry of Hoalbh eervice s (oach as Nutriticn)

wirnever this is appropeiote.

The CCD central team should thon cencenlirale 1ts enargies in
those provinces not ccovered by othar praojects, 1n those



technical areas not covered by other collaborators and in
overall program direction and tecknical guidance. Delegation
of responsibilities does not mean ebandonment, hovever. For
the delegation to be succeszful, the CDD central team needs
to give significant initial ngldaﬂCC-} to its collabgrators.
Initial activity plan shiuld be jointly conceived and
received. Regular followup. meetings should be beld to
review progress and seek solutions to problems, as well as
to be sure that the efforts are on tre right track.

e Job descriptions for all persons assigned to wort: on CDD
activities need to be carefully defined based cn a detailed
D;:Pratlonal vork plan covering all components of CDD. Each task
that needs doing should be clearly assigned_ to a particular
individual or grnuop of individuals as appropriate. The relative
ancunt of timz2 each individual snouald spend on CCD activities
must also be made cléar and agreed to by all concerned parties.

4. Reinforcement of the central team should be for a specific time
period - say, 2 sears — after which the number of man—hours
spent on CDD program management by central MOH staff should
start to diminish as CDD becomes a routine part of health
systems operatices. It iz not th= intention to install a -
parmanent CLD department in the MOH. Reduction af man—hours can
be achieved eithe- by reducing numbers of staff or by reducing
the amzunt of time individual staff members spend on CDD-related
activities.

3. Aftzr initial development of provincial or departmental plans,
the central CDD t=an should give priority to making a sucess of
CDD programs in those provinces or depsriments which demonstrate
active interest in and enthusiasm for CDD activities.

9. EROGRM FLACNING FND EUJLGETS

?.1 FINDINGS

£ Whereas a gocd overall § year (1987-1991) budget has been
ceveloped for the CDD program during the development: of the
officizl national strategy, detailed operations plans and
‘strategies are still lacking. This has constained giving clear
indications to potential donors concerming program needs.

X Criginal plans have wndergone periodic reviews and revision on
an ad hzc, inforexl basis. This has besn fairly effective due
to the ciose collabcrative warking relationship betwesn the
three key naticnal level CED staff menbers. Howeaver, as the
pregran has bacanz adre complex and more diverss, these informal
Flanning review mechenisms have led progreszively to a more
raactive rather Lthen proac tivn styl2 of proaram management. As
e pEroon 2roreszad it: "It cometimos feels as if e pr‘cc_;r'am*“
nanNs s rather than that we H‘P program.



Flanning has been a joint responsibility of the three key team
members, but occasionally, individual members of the team have
had to react independently in response to donor requests, for
exanple, when the others have been wavailable. Occasionally
this bas led to the scheduling of activities not fully
ccordinated with the rest of the program.

The fiscal years of each of the major donors (USAID, WHO,

INICEF) as. well  as that of the Govermnment of Cameroon are all

different. ' The multi-year planning cycles also differ.: This
makes coordination platruiing of inputs into CDD more difficult.

2.2 FECOMENDAT IONS

.1l

The first priority of the national CDD team after completion of
the FRITECH assessment should be the development of a detailed
operational plan and budget covering at least the next two
years. This planning docurent will facilitate the proccess of
obtaining commitment from eventual denors to support the CDD
program activities, '

Requests to donors for budgetary or material support shoald be
acconpanied by statements of intenc¢, strategy and raticnal to
Justify the need for specific inputs and to convince doncrs to
comnit necessary rescurces.

Once the detailed operaticns plan has been doveloped, a
systematic and regqular review and revision process should be
agreed to including at least 2 or T reviews each year and as
replanning at the'end of each fiscal year. Tl= purze of theea
sessions is tp keep track of wha: needs to ho done during the
next activity period.” . Pericdic review will losszen the
possibility that some izportant bt not wgent activities will
be neglected in the press of implementation.

The CDD team should seek Anformation from each mpotential donor
concerning their planning and budgeting cyclss =0 as to botter
coordinate with them and to be prepared to rezpond te thoir
requests for documents and other input.

10. OTHER DONCR/MINISTRY COLLAECRATION

10.1 FINDINGS

X

The CDD pregram supports strong collaborative links to r2lated
programs and other agencies working with he2alth activities. Thz
program strateqy emphasifes the neszd to proveds training to
private/confessional Fealth personnil. Efferis by the CDD
program to involve otber Ministrics in provooaon of oo home
management of diarrbea have belped create 4 wadnl foe inbor—
Ministry work in all aspacts-of primary bhenlih care. Tro
program’s efforts in this area have given an important toost to
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10.2

l.

the proposal to create a-national coordinating commission for
FHC. Private voluntary organizatiecns working in bealth in
Cameroon and bilateral health projects have also been tapped to
carry out the broad lines of the MOH CDD program in their
project impact areas. CDD from the beginning has functicred as
a muilti-donor, multi-partner activity. .

The program does not bave a firm commitment for funding of all
its planned activities. Unicef and WHO have thus far provided
punctual support for material and some training needs. Unicef’'s
denation of 616,000 ORS packets early in the program provided a
crucial boost to the program, pending ordering and delivery of
the Ministry's own stocks. WHO has funded some key training at
the national level, including the first national ORT caurse, 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 program. Mr. James Grant, Unicef Director,
confirmed this desire in discussions with Cameroon’s high—level
delegation to the ICORT III conference in December. e

Three groups have significant numbers of volunteers/technical
assistants working with counterparts in the health system in
Cameroon: S\W, Volontaires du Progres, and the Feace Corps. The
CDD program has had input into the technical training of ‘the
Feace Corps Volunteers.

RECOMENDATIONS:

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

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

The CDD program should look at the potential for contribButing -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 thece volunteers as potential
promotors of the national program policies.
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—Dr. Mbede Joseph, Minister of Fublic Health

—Mr. Mbondjo-Ejangue, Secretary General,  MOH

—Dr. Ghogomu Amida, Director of Freventive M=dicing end Fublic Hygiene
—Dr. kollo Rasile, Chief of Service of Rural Medicine

—me. Djob, Chief of Frocurement., ONAYEHARM

—Mre. Geh, Chief of Distributior, ONAFHARM

—Dr. Mezolo, DTU. FMI Centrale

—im2. Monda, DTU, FMI Centrale

—Mn2. Mpanjo Ndome Elise, Fharmacist, FMI Centrale

—other memtersof FMI staff (triace, DﬂJ phar'mu_,) FMI Centrale
—Mr. Emmanuel, Chef du Magasin, CFEHF )

—Mr. Eelirga, Magasinier, SSF/DEFHF

—Dr. Tetanye Ekoe, Chief cf Pediatrics, Yaounde Central Hespital
—Dr. Epee, Fediatrics, Yaounde Cenftiral Hospital

—fssistant Fharmacist, Fediatrices Unit, Yaounde Central Hospital
—Mre. Asszong Julienne, Purse in eharge of DTU, Yzznce Contral Hospital
—Mr. Aguirre Fa mando. Lhicef Reprzzsntative

—F'r. Sarokho, Unicef

—Dr. James Sconeman, Chief of Farty., SEEA Froject

—Mr. Robert getlolfe, Training Ofticer, SESA Froject

—Dr. Bergis Schnidt-Ehry, GTZ Froject Coordinatuor

SOUTH FROVINCE :

Sangmelima:

—DOr. Mbam Mbam, Chef de cf‘l’"/JCE I‘epar tarental de 1a Medecine Fr'e”t-'—ntlwm
et Rurale

—Mme. Tchiaieu, Infirmier Ma_)Dr' de la r“‘:‘dlatr'l_’.. ..opltal szartem:‘ﬂtal

—Infirmier en Fediatrie, Hopital.D: 2PAIT L~_mt=ﬂt:\L

—Infirmier Major de la FMI

—S5r. Francesca Tassini, Cat Folic Missieon digspoosar

CENTRAL. FROVINCE:

Ntui: .

—Dr. Fewou Amnadou, Medecin Chaf, Fopl.. o vy e oo =amank

—1r. Matamba, Save thz2 Children health coordinations

—%r. Eamadotta, Dispenzaire de la Misicn Catrmiioue

—tw nursing’ sehool trainecs assignod Tor 5wt ith L Bernadetie -
Saa:

—Sr. Anne, Centre Rural d’Appui Technigue



BEST FROVINCE;

Rafoussam:

—Dr. Ngufor George, Frovincial Delegate of Fublic Health
—Major and staff of Frovincial FMT, Rafoussam

—2 purses in Fediatrics, Frovincial Hospital, Rafoussam
—nuwrse-midwite of Ad Lucem Hospital in Mbouda

NCRTH WEST FROVINCE &

Ramanda: T _ .

—Dr. Obed Nana, Frovincial Delegate of Fublic Health

—Dr. Andy Tembong, Frovincial Chief of Freventive Medicine
—Sister Seorge, Muse inm Charge, FMI Nkwen, Eamenda

—Dr. Ekanbi, Fediatricier., Frovincial Hospital, Ramenda

Bafut:

—Mr. Jackeon, Nforya Health Fost
—nurze-midaife of Fresbyftoerian Health Center
—urses ot Ntem bzalth Certer

SOUTH WEST FNOVINCE &

Limbes
—Mrs. Jeanette Takam, Murse in charge of Fediatric OFD, Bota Annex

Hospital
—Sister Stame, Nirse in charge, FMI

Fuea:
—Sister Njie, bead Nurse, FMI

Fumbas ;
—Eister Tata., Midwife, Grade 1,  FMI

LITTORAL FROVINCE :

Douala:
—Frovincial Delegate of Fublic Health
—Min2. Essiben, Nurse in charge of ORT Unit, FMI

Note: H=alth Officials also visited in Maraua, Garoua, and Ngaocundere -
during week prior to e«alua’clm
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ANNEX ' PARTICIPANTS AT ROUND TABLE DISCUSSION OF PRELIMIN:ARY
KEY RECOMMENDATIONS OF PRITECH ASSESSMENT

NOM

LISTE DES PARTICIPANTS'

ADRESSE/ORGANISATION
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Prof. NGUETE-KIKHELA
Dr. DENIS PIGOT
AGMA Prins

Mr. NDESO ATANGA
Mme Robin STEINWAND
Dr. James SONNEMANN
Mr. Robert de Wolfe
Mr. Gary LEINEN
TIM MANCHESTER
Judith Collins
NGOUANA Elie

. Mme Comrort EFFIOM
. Mr. MOUMBISSI Joseph

EKOKO EKWA Jacobson
ANYAKGWE Regina

Deberah AGEOR-TABI

Dr. MEZOLO FOUMENA Adrean
Prof. Paul WCHOJI NKWI
Dr. Anne DAFAN

Dr. TLTANYE EKOE

. Mrs. AWASUM Helen M.

Mme PENTANG Rosaline

. Dr. Marie~Thiérése OBAMA

Prof. CARTERET Pierre
Prof. KAPTUE Lazard
Dr., OWONA ESSOMBA
KOUAMOU Jean -

. MBELLA Colette

Mme MPOULI Sarah

. Mme NKOHO Cathérine

Mr. T4Hd Shadrack

. mr._AIINA Emmanuel

Représentant OMS Yaoundé/Cameroun

PRITECH WASHINGTON

Représentante Régionale de PRITECH & Nairob-

Chef Service Adj. Epidemologic MINSANTE
PRITECH /Cameroun

Projet S.E.5.A Yaoundé/Cameroun
Projet S.E.S.A Yaoundé/Cameroun
USAIb/Cameroon Yaoundé

Save The Children Yaoundé
CARE/Cameroon Yaoundé

MINSANTE _SFP Yaoundé

MINASCOF Yaoundé

MINSANTE/SHR Al

Chief of Office SHPA-1ISP
MINSANTE/SHR A’

SEP

PMI Centrale Yaoundé

MESIRES: Yaoundé

Service Catholique -de !a Santzé Yadundé
CUSS. Hopital Central

CESSI/CuUssS

MINAGRT/DDC

C.U.S.S. C.ILU Yaoundé
Directedr du CUSS, Université de Yaoundé
Directeur de la Sante MINSANTE

DAMPHP MINSANTE

- DMPHP S_/L

MINSANTE  (SSP) MINSANTE

SSHI/A  MINSANTE
DAMPHP (5SP) MINSANTE
DMPHP/SES

DMPHP/ SN



ANNEX 3
PRITECH ASSESSMENT OF THE BATIONAL CTD PROGRENM
MIN'RECC!"T’EI\DATIQS (DRAFT)

CASE MANCGEMENT

1. The National CDD team Should develcn, publish and distribute to
all health personnel, specific and detailed guidelines’ or technical
notes concerming diarrheal case management and the organization and
management of ORT comers or training units. :

~y

2. The Ministry of Health shculd take steps to actively discourage
the prescription of costly, dangerous ar useless drugs by all health
personnel for diarrbezal diseas=2. The practice of poly—-pharmacy should
be actively discouraged. Administrative steps should be taken, if
necessary, to eliminate enisting supplies.

A circular letter from the MH should be sent-to all health
fazilities, public and private, and to Dnapharm announcing and
explaining the MM decision to ban the purchase of antidiarrheal drugs
with govermment funds. All health facility administrators and :
physicians should be encouraged to refrain from ordering or
prescribing such drugs.

2. Hospital, FMI, or health center staif who have received training
in good diarrbeal case management should be encouraged to initiate -
good practices in their health faciiities with as few eutra materials,
equipment and spacial additicns as possible. Those hospitals and
other health facilitiegpracticir{g good case management may then be
considered for further development into ORT training units (e.q.
institute good treatment practices first, then develop training
wiits—not vice—versa), '

TRAINING

1. Clinical management training of health personnel at all levels,
but especially at the health center level, should be accelerated. - If
this is to occuwr and be effective the following pre—conditions must be
mets .o
' “Clinical management training materials should be completed -in .
draft as soon as prssible and distributed to trained provincial
trainers. )

-At least one and preferably two supervisors from éach province
should participate in the mid-lavel management course as. scon as
possible. ) '

—National CDD staff shculd work with a team of suparvicors and
trainers from each pravince tci elaoorat= detailed provincial
training plaps end budoets. Sdsgste financial rezoyrees should
be- sought to support provincial training activities.

~Fhysicians supervising bealth center and FMI staff cshould receive:
T training prior to or concurrently with their staff in order to
asswre their active sucport of the proaram.



-The ORT training units in the province should be funct.lonmg
well, providing a good and replicable model to trainees.
National CDD staff shcould work actively with these (nits to -
improve their functioning whenever possible. . ’

2. Follow-up or supervision activities should be a echaduled ‘Part of
all training Training btudgets should include funds for n:ce:,sc«r-/
on—si'w followup for a period of at least three months after
conpletion of training.

2. Fey decision—makers from confessional sector health corvices
should be specifically included in all CDD training activities. Thece
key decision—makers should be identified at the provincial level while
preparing training plans.

4. Every training activitly should end with the preparaticn of a
specific action plan detailing next steps 0 b taten by participents
once they have retwned to their vwork staticns. Tresze plens stculd be
reviewed and revised durinc follow—up meetings or visits and serve as
a basie for supervision.

2. Appropriate training of medical students in COD should be aszured
by:
~developing model ORT cormers in the threc rizyional health centers
used by OUSS for rotations in commndity il i for faurth and
fifth year medical studants.

—asswring that all mzdical studzate pass throogh the ST unit at
thz Cantital Hospital pediatric wniit and/ar F4I.

“working with CUZS staff to revi:ie sedical! -oirriculum as soon as
the FRITEQH/WHD medical curriculum mater-iols becoms available
(currently being fretested).

6. Efforts to imarove nursing and porscrofessonsl edusition in CDD
sbould continue by continued collatcration with U081 and the "Coneeil
de Directicn” of the pa-a professxnwl Tolools.

7. All training for CDD stwald inclush ewerci—oz ca-tha pr‘acti'caI,
means to invegrate CLD with other coozonents =7 [rimamy Health Care.
Alzo, each clinical maragemant courze oiould inciv'=2 ackivities to

improve the interacticns and commuiicarions b ines M the walth
professiona’s and the motiors (role Rlav=, caso ri-'dv:::. discussicns)

FEORMATION SYSTEMS

1. Tre spexvial informaticn collecisd 7o CDD DCTICEm e nageEment

should be lumited to thozo data speciiically oo ary Tur effective
praogram opzraticns and choald ke senl coly to Lo s .—.«L wihich tj'z.»* 1=
practical need (rv‘wlw A thany onae Liovel ooy, :‘JDF oo =hoald b
given to the design and nglemr’ntatlm of an &l tive --LL./\_L

management system for GARS.

<. A comprebensive supervisore systen =hatld. be dovelopad vlnc"a ts e
into account the logistical and Tinancial canstrrewnts of tre haalih
system. Emphasis chould ke placed on intencs Tolloawio/oonsrviasiom
direztly afier training (sctually plasned as rort of the t*:mirm
prozese).  Thereafter, to ib=eutent prinibile, CLD comzrvicion ‘-‘h:x_xld
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be abzorbed in FHC supervision. A "think tank" should be convened to
‘explore supervisory mechanisms feasible within local . constraints.

RESEARCH

-1.. . CDD should encourage and sponcor appmp?‘iate research studies,
especially short, practical studies designed to resolve CDD
operational issues and problems.

2. Lozal rescurces should continue to be mobilized to conduct theese
studies: the medical and nursing students, th2 university, the
Nutrition Institute, local health personnel, funds from the SESA and
GTZ projects. CEAC, etc. Complementary financial and technical
resaurces should be sought, as necessary, from FRITECH, W-0, and ADDR.

Z.  The MOH should take =teps to assure that all studies including
those sponsored by private zector pharmaceutical companies meet .
minimom standardes of sl;imtific validity and ethics, especially if MOH
persconel is involved in conducting them. (The Actapulgite study dees
not. appear to meet the criteria.)

LOGISTICS

1. Th2 national CDD team should collect any easily available
information concerming the quantities of ORS packets imported into
Camzroon from all cources as well as the quantities used by health
facilities and institutions which are not being supplied by the MOH.

2. ORS should be treated, in every instrance, the same as any other
drug: it should be provided free of charge where other drugs at=’
proviced free of charge, it should be sold. where other drugs are sold.
It should be distributed through the same channels as other drugs.

The evaluation tesm suggests that upon arrival of the 2.5%7 million
packet order, ORS packets be distributed to the Onapharm provincial
cepots. Until most health facilities have trained personnel ,
Freventive Medicine should work with Onapharm to distribute packets
beycnd the province level.

<. There is a need to clarify policy regarding the distribution of
MM packets through nocn-MOH channels. This policy development must be
based cn an initial information gathering effort. For ezample:,

Should the MOH supply interested mission bealth facilities with an ORS
stock only on a one—time basis (e.g. pravide a "starting supply" only)
or ccntinue supplying ORS to these fecilities over a longer time
period?  What other sources of supply are.available to these )
facilities? Are there any constraints to their continued purchase of .
RS- packets from other SL\ppliers?

COINMNICATFIONS — —

v As soon as i feasible a workshop should be organirced for Health
Education Service staff and other cdllaborators with the objective of
producing a detailed national coammunications strategy ‘for COD and
coerations plans to implement the strategy wnder the2 lezdership of the
H2alth Education Service and the COD teanm.



2. All available local educational materials about diarrbea should be
collected and compiled by the national CBD team. Thoze which conform
to national policy should be used in TDD communicaticns efforts )
Steps should be taken to remove those that do mot conform to naticnal
policy from govermmental and private health facilities.

FROGRAM ORGANIZATION AND MANAGENMENT

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

—whenever possible’ the central team should delegate
responsibilities for planning, implementation ard follc;.:—up of
activities to others.

—-the eiisting 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 launch period

- After initial development of pr‘crv1nc1a1 or divisional plans, the
ce"ltral CDD team should.give priority to making a success of CDD
programs in those provinces or divisions which demonsirate active
interest in and entbusiasm for COD activities.

FROGRAM FLANNIMNG AND BHUDGETS

1. The first priority of the national CDD toan after zampletion of
the FRITECH assessment should be the develoon: nt of a c=:tailed
operational plan covering at least the ru;,»\t twn yvears ¢rd a detailed
accoy panying buidget. This plenning documcat will facilitate the
process of obtaining commitment from eventual donors to support the
CDD program in terms of specific, targetted, technical, rmaterial, and
financial inputs for varicus program activitice.



A. Assessment

NEX_4A

CASE MANGGEMENT IN DISRRHEA

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

1.

ASH the following quastim;s -

L0k,

Diarrbea: How many liquid stools in past 24 hours? How
long has the child had diarrbea?

Etlood/l*'uc:pus: Is there any blood and/or mucous in the
stool?  How much?

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

Thirst: 1Is the child able to drink? If so, is he/she more
thirsty than usual?

Feeding: What kas the child been eatimg? EBreast feeding?
Artificial formula? Mivxed diet?

Appetite: Is the appetite neemal, or decreased?

Urine:. Has the child passed urine in the last 4 hours? If
S0, is the amount normal? What is- the color of the urine?

Medications used for the illness: Atibiotics?
Frtidiarrbeals? CRS? SSS7 Other?

Immunization status: ECG? LFT? OFV? Measles?

for the foliowing:
General Condition: Is tlje child alert’? weak? irritable?’

Eyes: Dbes the child have tears when crving? Are the eyes
sunken’? . - :

Mouth (Mucous Membranes): Is the child’s mouth wet?  dry?.

. or very dry? . ) . , _

Breathing: Is the child's breathing normal? faster -than -
normal? or very fast? Is there difficulty in breathing?

Convulsions? Fallor?



3. FEEL for the following:
Skin: Is there decreased turgor, or decreased elasticity?
Fontanelle: Is it normal, sunken, or very sunken?

Fever: Is there an elevated temperature?

4. MEASLRE the following:

Weight: and plot'on a weight chart to determine weight for
_age. )

Other body measurements (if possible): Length§ mid—-arm
circumference.

Fulse: to =stablish a baselire.
S. Rased on the above information, a decisicon should b2 moda as to
the Treatmant Flan to be employed: A7 E? or C7 -
Flan A: No dehydration or mild dehydration
Flan B: Moderate dehydraticn

Plan C: Severe dehydration.

B. ORT THERAPY:
"Effective ORT" ic the appropriate caso managerent of acutz watery
diarrbes by femilies and health personnel including the follcowing:

1. The administration of‘app'ropriatc- liguids in sufficient
quantities from the onset of diar-hea.

&« Home SDl.thiCﬂS adopted to local circumstances will be
administered by families at the coset of diarrhea as
recommended (taught) by Soalth rereonnel to prevent

dehydration.

b. Oral rehydraticn salts srd, in cazzs of =rwere
dehydratien, Ringsr's L-ciate solibhien or corpal .
saline (74.) by I.V. rodc will b weed in ivealth
fecilities according to "o WG FCoamon o tieas
-rehydrate childrsn sufro: ing dobsdration.

2. Appropriate fé-edihg during and after zn epizoze of diarrbea.
a. Continued breastfeeding dw-ing dierrbzz’ in the case of
breastfed chinldren. ™More than tre uzual number of
breastfeseds shoutld be offered. |

b
<,



b. Feeding of 4 - 5 small meals per day dwring diarrhea.

c. Feeding of one extra meal per day for at least one
“week after diarrhea has stopped. . o :

S. Appropriate health care when necessary.

a. “ Mothers will be encowraged to bring children with
diarrbea to bealth care facilities for treatment.

'b. Health care praoviders will be tr:ained to provide
appropriate care.

c. Adervate suppliss o7 3G Plactets end other necessary
diarrhea medications will be provided to tiained
healh care providers. (Taken from ANNEX - 1 of
Naticmal Frogram for the Control of Diarrhea, Strategy
1987 - 1991)

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

1.

S.

LAtil such time as a constant and adequate supply of ORS =alts
can be assured to all existing bealth care facilities, ORS
peckets will be used erclusively in bealth care Servide_s. to
traat patiunts sccording to the WO recommendations.

Diar-heal patients who are not dehydrated will be instructed to
drinl: adequate quantities of locally available safe and
effective Fome =olutions to maintain an adequate level of
hydretion and to prevent dehydraticn.

Dehydi-ated -atients will be rehydrated at the health care
service using ORS. | In the case of severe dehydration (Category
C of 0 guidelinec), Ringer's Lactate or 9%. Normal saline
solution wiil be administered intravenously, in addition to ORS
and in accordance with WHO recommended protocol. Appropriate
home solutions will be recommended for maintenance of Hydration
status after leaving the unit. - :

All mothers of child patients with diarrhea, regardless of

dehydration status. will be instructed in proper nutritional
maragement o¥ diarrheal dizease: 5. small meais per Jay while
diarrhea perzi:ts and one extra meal datly tor at least one week
arter diarrhea ceases (or until the child regains hiz strength).

An average of 2 packets of ORS salts per Jdiarrhea patient will
¢ p p

be used .to cal:zulate packet supply needs for. GRT units in

care services. (From ANNEX IV of the National Frogram™ forF ™ ™"

Diarrhea, Strategy 1?87 - 1991)



AHNEX 47

-PREVENTIVE-STRATEGIES TO CONTROL DIARRHEAL DISEASES

Current knowledgé-based on existing research suggests that the Tollowing
are cost—efrective strategies Tor the prevention ot diarrhea:

1'

The promotion of excluszive breastreeding. from birth until the
age ot 4-& months of- age.

Heaszles wvaccination.

The promotion of personal hygiene, especially hand-washing with
soap arter detecation and before the preparation or eating food.

Installation of water supplies (with particular attentior to
provision of adequate quantity of water, as well as qualityl and
sanitation vTacilties (with particular attention to adequate
naintenance), :

Proper handling (dizposal and hygierc) of child stools.

Promotion of goeod weaning practices.

The Cameroon National CDD Program will emphasize these preventive
strategies within the context orf CDD educatrional and training activities.
(From ANNEX 1I, National Program tor Diarrhea, Strategy 1987 - 1221



ANNEX 4C

INTEGRATION OF CDD WITH OTHER PHC INTERVENTIONS

GROMTH MONITORING:

Using the Ministry ot Public Health's Growth Card, we have the ideal
apportunity to integrate many difrerent aspects of Child Survival and
PHC. For example, obviously, rutrition educacion and growth monitoring
are a major Teature of the card. With the writing either-the word
“diarrhea” or the symbol ¥ Tor diarrhea, every time the child Is seen at
an ORT corner, the mother can connect weight loss, If any occurs, with
that episode of ‘diarrhea and adjust with the provision of additional
Teedings, ) Co '

ERPI:

There Is a place Tor recorging dates of Immunizations, and these should
be noted each time the child iz brought to the PMI, pediatric clinic,
health center, or health post, l.e. whenver there Is a contact to pornt

out any Iimmunization needs. If immuni:atimns_are being provided on a Jay
when the child is being rehydrated at the ORT corner, he -zan be given any
mIFsIng Immunizations that are due. :

EREASTFEEDING:

" Along with provision of 0R3; reinforcement of the major role.that breast
milk plays In the protection of the Infant against Jiarrheal dizease.-
The provision of breasztfeeding during rehydration will serve to reinforce
the iImpartance of breasztreeding. It [s for this reason that bottles Tor
dJelivering ORS should .be dizcdéuraged, and cup and Fpoon encouraged Tor
thiz purpose. Similarly, while promoting breastr¥eeding, it Is a qood

time to discuss appropriate weaning toeods with the mother.

ORT :

There iz a section on the Growth Card for the date(sz) that ORT is taught
and used by the mother. This, along with the small picture depicting cHp
apd spoon administration of ORS is on the card.

FAMILY PLANNING: ~ —

This iz shown on the Growth Ca(d_by'symbols, and could be reinforced at
the appropriate *ime. ' ' '



GROWTH INTERPRETATION:

“There is an indication as to the path to good health, both in zymbols
and In the iInterpretation of adequate growth, taltering, and weight loss
az being Jangerous. i his can be reintforced I the nurzes Cand - doctors)

“at each health Tacility would indicate how essential goed nuatrition 15,
especially when the ch:ild has diarrhea, acute respiratory intfection,
malaria, and any other intection or Infestation. -

De-Horming:

Periodic de-worming may be indicated in certaln locales, as might
perrodic anti-malarial prophylaxis. There 15 a spot on the card Tor this
to be mentioned, as well asx small pictures of good Toods Tor qgrowth along
the bottom and beneath the growth pathmay itselr. There iz also a
section as to rizsk .Tactors that may Indicate to the nurse, Joctor, and
mother that the intant and child is at special high rizk and that special
attention should be pruvided. :
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ANNEX 4D

Recommendations for Iimprovement of the ORT unit _at Central Ho=zpital

In_Yaoundé

Health perszonnel in charge of the unit should encourage mothers to
hold their children on their laps and give ORE continuously— not
warting fTor the child to get thirsty. Children who are somnolent
should be encouraged to take ORZ, not to sleep (They are sleepy be-—
cause they are dehydrateds)

Mothers should be actively encouraged to continue breastteeding reg-
ularly while ORZ iz being given.

Cupsz and spoons only should be used to give ORS3. ~ No baby bottles
sFhould be used to give ORZ under any circumstowces, I a child will
not or cannot drink from a Fpeon a syringe with no needle can be used
to give ORZ until the time the child will drink. ’

.Enmugh cups and spoons should be availble for all patients. For

mixing ORS there should te a 1 liter measzure, preterably a peasure
locally available to mothers (e.g. beer bottle + fanta bottle, a

Diamor oil bottle ect.), a bowl to miy in, and a spoon tor stirring.
There should also be a large container tor pre—mixed ORZ, a buctet

and cleaning materials.

Arrangeneats szhould be made Tor Teedlirig children while they are being
rehydrated in tne unit. :

Growth cards. should be Introduced and used Tor all dicrrhea patients
to teach mothers about the link between diarrhea and malnutrition.
Vaccirnation records should be checked ‘and vaccinations updated It
necessary.

The awvailable CDD treatment and other education posters =zhould be
put up on the wall or the ORT unit.

An easily accessible suppl? @f OR3 packets (e.qg. not Iockeﬁ_up)
should be available in the unit at all times. : :
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ANNEX 4 E

PRINCIPLES

Take the hiztory In triagé area.

Rapid assessment as

Reter ALL patzent- with diarrhea to the OQT Corner (rnot necesszar

an ORT Unit),

OF GOOD ORT MANAGEMENT:

to zeverity of

dehydration.

‘Heigh the child and plot the weight on a weight for age chart,

Check the Immuniration status.and past medical history;:

similar episodes

oT

dJiarrhea?

recent

Complete the asszesszment (zee appendix on Casze Management Tor
gs  C?

protocoll) and decide on

Start ORI

by mouth

showing the

mather

spoon, NOT by bottle/ Or, by 35 ml

Continue to have the

Thorough physical examination for other prodlems azrociated with the

diarrhea, I.e. otitis

malnutrition ete.

mother brea

mnd'a, pneuw:n‘a,

Treatment .Plan A?

HOW to

Fyringe

ed, and

Deczide whether other laborat ry eoanination:

)

arnem:a,

zre Indicated,

give the

rer

malarla,

other tYood.

measles,

eq.

Iy

ORE by cup and

Hemoglobin, ztools microscsepy, etc, and send to laboratory -while the
mother continues to administer ORS ond Tood,
Check Tor paszszage.of urine €rdeally, thiz would be meszured and
EpecItic gravity measured). ‘
Az mother continues to admiaister ORT (= 05 - Tood), Yollow—up
exampination or reaszeszment arter 2 hours to inelude another
werghing, temperature,
Dizposition of the child d2termined a- Fo raterrral If Indicated,
Tollow—up on the following day, wr Ialer,
During the ORT prn:e_-, there are vocartuni*’os to grovide the
mother(z), either individually or 1x coups o both, aciual
emwn~tra+uw/in the correct pumy oF Nepa e T of ORE and 2587,
reasons tor concern about autritios ] stek reed Vo provizion ofF
any mizsimg Imeunizationsz, aow to Teovenio L epy oses Of drarsctea
(see anrnex on prevention), and why Jdicats ns Yor didvrhea are both

unneceszszary and

ortern

Rt

O!L;-FUU;.-

m.
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ANNEX S
TRAIMING

The national CDD plan calls for in—service training in case
menagem=nt of appropriate bealth personnel at all leveles. All should
receive hands on (clinircal) practice in either national, provincial, or
divisicnal diarrhea units (DTUs). MCH plans for such training expressly
include private/confesszicnal h2alth personnel as well as public health
employees. )

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

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

TAHE I:

CATE  NMECI/CATEGDRY - TRAIMNED IN LOCATION/SFONSCR  STILL. WOREING

<1987 4 M.L.s clinicalx outside Cameroon 4/4
S MOH (various) 4/3
1a/87 1 M.D. : clinicalx Mama Yemo,Zaire
1 major " ‘ " 1/4
2 MH " (WD)
11/87 16 M.D.s clinicalx FMi Centrale 14717
L major " " 1/1
(WD)
12/87 10 FHC Coor CDD/FEV/ARI cuss 9/10
(WHO/CCCD)
2,7/88 10T—=<ee Table 2
-/88 39 nurses ceminar—clinical Maroua . oat. 1004
overview (MH)
7/E3 2 Nnurses clinicalx . Ngaouwndere DTU - ' 4/5
& aides J " 4/6
(SESA/MOH) -
7/88 10 nursess ~clinical Eertova (MH) - 10/10




clinicalx

8/88 2 nurses Ramenda DTU 2/2
(GTZ/M3H)
8/83 I M.D.s clinicalx Ebolowa DT 2/3
1 Assisloor " " 171
5 nurses " " &/6
3 aides (SESA/FOH) 3/3
9/88 2 M.D.s clinicalx Ngacundere DTU 2/2
3 Coor (Div) " " S/9
7 nurses " 7/7
2 aides " (SESA/MCH) 2/2
10/88 TOT—<ee Table 2
11/88 1 M.D. clinicalx Doukoula 1/1
? nurses {STC/Fritech/MCH) A
6 aides &/6
1 other 1/1
11/89 2 M.D.s proy.overview Mvolye (CHS). 2/2
23 nurses for l.oc.Coordinators QI3
1/689 < Coor(Div,Dist). clinicalx Yol:adouma 2/2
8 nurses (STC/FRITECH/MTH)  8/8°
12 aides 12712
1 other 1/1
1/89 1 Coar (Arr) clinicalx Nt 171
4 nurees (DTC/FPritech/MCH) 4/4
S aides . 2/3
2 othar 2/2
/89 74 VA TESS Moui (27C) 74/74

FHZ(w/CRT)

= hands-on clinical training included

To date tte following numtors kave receivesd clinicsai training in CR'T
(excluding overview courses 1n Maroua and i ‘Olya):

<27 M.D.s

? Coor FC

48 nuress

=9 aid_r—:.c«

11 M3 and other
Of the 174 trained as dﬂt_*lf‘fj above, U1 e cent b o boon frem i c)
private and confezsicnal h2alth _a_tor'. ’

In addition toc thoze trainmed in tho above cowrdon, vithin each

province trained parsonnel hase trained staff in the intencod provinzial
t"nlrung LN1t 1n cas2 managamant.  In all am eztimatsd 40 nurees end
nuwrees aidss bhave boeon traiped ca the Job for this puwepozz. In o most
casze thase pzople have not recoived Torms wraaning in an CRT courzs and
the results are of varied quality. '
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gthers STAFR: 7 10/83 0 . "7

According to the national® strategy document, Annex VIII, by the end

of FY 83/8%2 (June 1987) a total of 470 doctors, nurses, and other

paramadical personnel were to have received clinical management training.
Approximately 40 % of that goal has been reached.

WHO/AFRD recently responded favorably to the CDD program’s request
for funding for fcur sutpervisory and management courses which are
scheduled to b= held May-July 1989. Farticipants in these courses will
include sub-divisional FHC Coordinators who are the primary supervisors
of health center personnel, according to the mew MOH organigram.

. TRAINERS:

A key element of thé 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 and

July 19572} in which a total of 42 participated from all 10 provinces and
the matiocnal level. In most cases, the provincial chief of preventive
madicine and his assistant (F2 Coordinator) as w=2ll as the head nurse in
the 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
=chool instructors or health educators were included. (See Table II)

The goal of the course was that participants develop skilis in the
design and conduct of training. The SESA USAID/MH bilateral h=alth
project al=zo sponsored a TOT in October 1968, in which an additional
15 key perscnnel from the divisional level in the two provinces received
training as trainers.

Thouah examples in all the above TOT courses focused on ORT, the
skills acquired apply to any type of training. The TOT course
participarts form a pool of prople in each province who are expected to
organize and carry ot the training of personnel in CRT/clinical
managemaent. Some of the provincial trainers will also assict with the
SUPervisory/management courses.

TARE II: TRAINING OF TRAINERS

MMEER/FCCTTICH DATE TRAINED  ADDED EXFERIENCE  STILL WORKING
SRR 7 s/e8 4 &
2 7/88 ! 2
other MDs,incl.M#: 4  S/ga T3 4
e R 2 - 2
Frov.FHC Coor.: 7 s/ea 4 "6
2 7/€3 2 2
Div.FHC Coor-. 1 7/63 0 1
. - S 10/63 1 5



clinical nwses: 9 °/68 7 Q
=) 7/688 1 .9
4 10/88 0 4
other(misc) 7 . . 5/88. S 7
3 2 3

7/88

TRAINING MATERIALS:

' The CDD program team has worked Jointly with SESA and Save the
Children staff to select and develop standardized CRT Lraining materials.
Course design and handouts have been tested and modificed with cuccessive
ccourses. WHD materials and materials which have bzen develoncd far use
in other countries have provided the bulk of course materials ue=d to
date in Cameroon. The program team’'s plan to produce a stendard course
booklet, with session plans and handcuts, has not yet teen realized.

Course content consists of the 1"0110wing:

—introducticon/pretest . .
—expectations/objecties/previous expericences of participants with
—overview of national CED program

—diarrtea: etiology, dehydration, conplications

—ORT, other medicines, diarrbea and rutrition
—evaluation of the child (reception, cace history, exam)
—=igns of detydration .

—diagnosis end classificaticn by plan

~treatment and followup ’ '
—Tommunications: important messagez for the motbar,
—Ccommnications: adult learming/bealth education
—supervisicn of good ORT

—hands-on/clinical practice with ORT

—organizaticn of the ORT comer/recerd -coks

—stock nanagement .
—evaluation of the coursa/feedbact/revicw of pretest
—losing '

FROFESSIONGL E‘Qm_s (Fre—-Cervice Trair_‘ning):

Directors of ceveral of the2 hkealth prorezsicnal training
nstitutions in Camaroon mot with the ofFi-jimal Frite b asepzariar team- in
1986 to discuss the possibility of intearseing COL info k2 cuwericula of
these schoole. The national CDD strate)yy suprorts froie willingross to
include CDD as a part of the formal curriculum, but sotiviticos in this
area have been onstponed for znotter school yEAr .. ’

However, pending a- formal change in the curriculum, mony ztudsnts
receive training in good diarrtea case managanent thrzogh a number of
wmformal initiatives, as follows: . T T T o



—medical or nursing school professors who are themselves trained in
ORT include this in their own courses (ex: Dr. Tetanye Ekoe,
professor of Fediatrics at CUSS),

—the director of one of the CUSS annexes (Bambili) participated in
the COD TOT held in NP and bhas applied his training to the
organization of an ORT corer in the center so that fourth and
fifth year medical students who pass through that center will be
exposed to ORT,

—madical students all do a rotation in the Fediatrics at Yaounde
Central Hospital, during which most pass through the ORT training
wit there, ' .

—nursing students at schools located in the provincial capitals
usually do @ practicum in the provincial FMI. Treatment units are
operational in provincial FMIs in Bafoussam, Bertoua, Douala,
Yacunde, Garoua, Marowa,.......7 In addition, students of the
schools in Ramenda receive training in the provincial hospital
DTU, ’ ‘

—th= director of CESSI recently began a series of guest lectures
in effective diarrhea caze management for the graduate mursing
students, pending the development of formal curriculum materials
and consequent teacher training.

The CDD team is scheduled to participate in the semi-amnual meeting
in late March 1967 of the national Directors’ Council ("Conseil de
Direction") For all professional and paraprofessional schools to discuss
eventual revisions in the curriculae that would formalize and standardize
instruction in good diarrhea case management.

.,.
A

e ot
<



Registers are kept 'ab health fscilities. Presentation and
contents are nobt standardized, bwbh in addition Lo identifving the
pabient, agye snd gender, a&nd di1agnosis szem Lo be regularly
record=d mnd Lreatment is often noted. Some regisbers sre much
more detailed, and in some places there are Jisters devoted
-l o L e el
\¥]

exclusively Lo dlarrhoes ps

&
lenbs. The CDD progran recomiends
maintensnce of sepsrate Jdiarr

There is a weekly report on communicsble dises ses vhich inrludes
diarrhea and is sent by belegram bto Lhe Epideniclogy Depaiment.
We have no informsbtion on Lhe complebensss of

CEEOT 'f.llrn_, o uee of

the data for CDD management.

The veekly report is followed by A monbthly report on communicshle

disesces, including disrrhea, vhich 1s Yransferved Lo an CCRAC
form et the Department level., The repoctz are send on bo the
Epidewiclogy Department and Lo CCEAC for camputer Frocessing.,
This data i3 precsented by > GYOUR. : IL3a report s by

8ge group onh nutbers of conﬁulhatiuns.

A rather debtailed patient, foem & larenosa casaes =r
urvelupcd by the CDD program (see AtLachuonbt A). e are bold it
was Lo be vused as a research beol, bub ihowag found in feivly
g=neral vuse in places visited.

In mig-!i! '88, { » 0DD pProgram Ji:hribubad b Earticicanhs in
btreining courses a stock control ("fick -: stcol) form Lo be
vsed in all HeFZLH faciiibies by bthoze winsging ORD stock

{Attachment B).

A stock mansgement, reporting foon was i
(Atlachrment C). Ibs Jistrihution vasz t o
"fiche de shock” snd 1% is Lo %e sent b0 YNz cenbes'l ODD shaff
monthly. ’

There is no CDD achbiviby repoct, bub

have been introduced containing such

developed a varisoh of the steorn wanao.. ¢hich drops
estimabes of consumption and rneci and »@l. inforaiien on nubbers
of people treated for diarvrhoe: By ege sonen, nuntecs of
treatments, and numbers known t.o have te-n cured.  STZ2 (i
Nerthwzsh Provincs) has a B9 o 2t vzed doon e
the health post level; i end of Lhe
wonth, “diarrhoss Sl .

treated and nunber, refei

13.3.89
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PICHE D'EVALUATION ET DE TRAITEMENT DE -DIARRHEE

A. Enregistrement oar l'Infirmier

1. NOM: PRENOM: ' 2. SEXE M F

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

5. DATE HEURE D'ARRIVEE

PLAINTES PRINCIPALES:

6. DIARRHEE:a)No. de selles depuis 12 heures__ b)No. de jours de diarrhee_
c)Type: L1qu1des Muco- purulentes Sangulnolentes Autre

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

8. FIEVRE? 9. ROUGEOLE? 18, AUTIRE

11.ETAT VACCINAL (encercler tout déja récu):
BCG DTC 1 2 3 Antipolio 1 2 3 Antirougeole

12. ALLAITEMENT: (la)Maternel (1b)Artificiel (lc)Mixte
Allaitement denuis début de la diarrheée:
(2a)Normalement _ (2b)Diminué

(2c)Arrete

B.

13. ALIMENTATION depuis début de la dlarrhee.
{a)Augmenté ou Normale (b)Diminué (c)Arrété

Medicament(s) Recul(s) Depuis Début De La Diarrhée:

14.ANTIBIOTIQUES: Oui_- Non . si oui,d'on?

e 12345 l.Domicile
15.ANTIDIARRHEIQUES: Oui __Non si oui,d'od? 12 3 4 5 2.Pharmacie
16.SRO: oui___ Non__ si oui,d'od? 1 2345 3.Cabinet Privé
17.555/SOLUTION MAISON: ) (quelle soluticn?) 4.Centre de Santé
1B.TRAITEMENT INDIGENE:Oui Non;_ si oui,d'ou? 1 2 3 4 5 S.Hapital
19.AUTRE(S) , si oui,d'ol? 1 2 34 5

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 Oui

signes:

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

25, FlEvnc ¢ 233 -)/EnISSONS’

26. CONVULSIONS?

27, DIrFICULTES R SPLRATOL?ES’

28. AHNEMIE?




C. Tnérapie de Réhydratation Orale

TRO débutée:

(heure)

(heure)

Evaluation de: Admission : 2 heures-aprés:d4 heures aprés: Fin TRO :
Deshvdratation: : : : :Observ,
Etat Général : : : : : : : : : : : : :
Fontanelle : : : : H : : : : : : :
Yeux : H : : : : : : : : : :
Larmes : : : : : : : H : : : :
HMugueuse : : : E : : : : : :

Pli Cutané : : : : : : : : : : :

: : : : : : : : ¢ : : : :

Soif : : : : : : : : : : : : :

Respiration - : : : : : : : : : : F :

Urine : : : : : : : :

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

Evolntion Poids: : : :
QtesRO-EFroscrite: : TotilPréscrite:
-Adnministrée: : Tor.administréa:

D. Eta

t 3 la Sortie

40.

Renydratation Compléte
Transféreé

Diarrhée Continue? Ou

Vomissements? Qui

i

Incomplate

Non

Fievre? oOul

Autres remaryues

Non




MSP/LMD 4/88
FICHE DE STOCR

PROVINCE/DEPARTEMENT

CENTRE _ CONSOMMATION MENSUELLE
ESTIMEE "

DESIGNATION S K O

STOCK DE RESERVE

UNITE Sache+

Date :0rigine ou Destination :pntrée . Sortie :Bxistant :Observati:




Exiskant’

Date :0Origine ou Destination Sortie iChservation




X/e3

RAPPORT MENSUEL DE GESTION DE STOCK

Designation: Sels de Réhydratation Orale Unité: Sachet

Formation Sanitaire:

Province: Departement:
pate du Rapport: Pour le Mois de:
ke
Niveau Stock de Reserve: _ consommation Mensuelle Estimée: .

———_-—-—_—_—_-——-_——_—_—_——-—_———-—————-—_———-—-———-———-————————-——---—-———-—--—_

En Stock au Début du Mois:

Arrivages Pendant le Mois:

pistribué Pendant le Mois:
Reste en Stock & la Fin du Mois:

(Prochaine commande prévue le )

Besoins Estimés pour la période en Cours:

Stock de Reserve:

Total Nécessaire, pour Cette Période:

~

— i i o e i ————

Stock Actuel {(Voi'Resté Stock):

Totale & Commanderw(ﬁiffépgnceiz

LB

Remarques:



ANNEX &R
MONITCRING —~ EVALLATICN ~ SUFERVISION .

The implementation phase of ORT wnits supervision was scheduled to start
in March €8, acceording to the stratogy document (National Frogram -
Control for Diarrbeal Diseases) and to be carried cut ca a regular basi
till the ernd of the four year period (june 91).

At the provincial and divisional level, Médecins Chefs have the
responsability of the supervision of all facilities, public and private.

The implementation calendar suffered financial proclems, mostly lack of
fuel to run cars and arrangement in "Midecins Chofo! schedule in keeping
time for field supervision, as it has becn ldentiticd by the ascessment
team through field visits to regional and divisicoal b=alth facilities.

Other problems identified were the lack of timely connlebion of
activities reports somztimes performed cnly on a e a-itrial basis, and
the lack of ragular mectings to discus: current proians.,

Thus, despite interest in suparvisory activities, 1Y 12 ind-od very
difficult Tor the supervizors to achieve khe n1tially defined
objectives.

Monitoring and supervisory issues.in focilities e oo aesisted by the
confessicnal missions and e N30s are coaritow difdrant, In the area
assisied by thz GTZ teams, tiv manaces~nt regardang Tinsporiation makter
ineur=s a more rogular Tollow-up at the woot paripiesns 1 lawel.

In the divisica of Mtui, a combined effort from e vorerene]l of the
divisicnal hospital, th2 cabbolic mizsice ~ad Eavr o Chaldren
Corpcration provides the systom with a oo ror LT CATICA Jow) to Lhe

periphsral units in the MIOLE0ring ond Cur s visien sl civities.

Feporting forms are lacking stendardizacico. The o0@0 Torm, of
widezpread use, is in its pres:nt formab moro a ool cing ot raw data
than a2 tool for monitoring of activities. o revizod rorm wes introduced
in 1987, but ctill old models are circulaiing.

A farm designed for MONLtoring was desian »! by the LD procran and
istributed 1in January 89. Rosults are neb vt avell cble. Tedd s
currently worl:ing on the desion of such & iorm. ads ning thee FRICGR form

(similar to thz W0 Caze Manacorent e s rs10n Form)

Training in managemsnt and curervienrs Llillas wen toitially planned oo

] . ; . ;o
follows: four @=ic1ons wearo ta bake Loy, chrae oo oo FY 20459 period
! e 3
erd a last cne in 39-90. Foaoneds far ey oo ACECLG L w0 e obtairad
calyv reciontly, and 1mplemnatsiion shoeid te ol veziorn e end ot Y.
d7-50 For the farst SESS100, ATter a nlil (3377 0 0 2ad ¢ slectice of

trainezs ama 3 thz physicians wo have &lnlnlsoraiiiy: respoasigilities at
the regional and divicional lewvel, - : :

Tvo evaluations ware planned. The first one, definsd as the mid-term
evaluation was 1nitrally echzduled for June 1923, bat could not .tabe

1
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place before this month of March. Tre assessment is carried out by tie
CDD director, the CDD manager and the FRITECH team. The final impact
evaluation should take place as scheduled at the end of the four year
period (end of FY 90-91). . .

)



ANNEX 7A

SFECIAL STUDIES

" In the initial CDD programme irﬁplementation calendar, three subjects were

identified:
1. &ES safety/efficacy study
2. Home solution safety/efficacy studies

Mutriticn/0ORT studies

These studies were scheduled to take place during FY 88-87 and beginning
of FY 879-90. Among these, one has been completed.

A EAF study has been carried out in four regions, with usge of focus group
tectnique to collect information about socio—cul turatl aspects of
diarrheal disease. The results will te exploited to refine case
management strategy and IEC material develop«e‘mt.

Among the other studies completed in the contry were noted:

1.

19872-84 WD survey of diarrhea etiolcgies

1988 OCEAC FAF interview of mothers. (CFRC is also colleczting on a
regular basis secondary based data co domographic factors and
diagnoses performed in the health facilities

A malze—baced CRS is curruwtly wider situdy in a theErapeuiical trial
in the Central hospital podiatric ward, conductes by Dr. Tutonye with
the support of WO, Dr. Tetanye is cur rE.ﬂtl\/ running othor studies,
to be documrented. ‘

A study is currently carried out by the Seaufour- laborater~y in at
least two FMIs. This is a therapeutical brial of trho drug
Aotapulgite. One could wender of the intoerest of ik, provio=] that
there is no defined protocol, a lack of direct cumrvision «nd the
drug cost is supported by the patient.

Luring the assessment of the program a necdd ior the T2llowing sludies wasg
identified:

1.

Use of nasogastric tube in case manageomint, plan T. fcoerding to the
results of the field visits, there is vary litbtle uze of chis
technique. A study is neoded to identiiy, iT the oo oQaste i
rehydration route is adapted to the loczl conditioas amd 17 its lee
shauld be encouraged.

Canposition of Suger Salt Solution wnd i Meail Fle Flouh. given to |

_ the children with diarrbea in Camsrcon: - Sfoty o oo frae oo, This

H

information is necessary to détermine i rele
the ORT strategy.

1

ahiztd take 1n

Importance of Shigellesis in bloody diarrbeza: SFocording o tha o
therapautic practices obszrved, 1t seoens thet most part oF cases of

‘bloody diarrbea ars pr‘lm:u ily cm:ldr_r-»—d and treatod as cmogcilacis



o

cases. Infarmation needs to be collected about the importance of
Shigellosis in this patholegy. A literature review of possible
studies already done on this subject in Camerocon zhould take place,
the completion of an epidemiologis study if necessary. A workshop
with the care providers to determine standardized therapeutical
guidelines should follow

As determined in the conclusions of the study on the socio-cul tural
aspects of the diarrteal disease, more is needed to know about the
current feeding practices dw-ing and after diarrteal episcdes, and
the understanding of the dehydration status by the mothers. A
continuation of this study is thus desirable.

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

program.

Identification of local pctential human resources for the carrying out of
studies:

1.

A doctcral candidate in social sclences, Mr. Flavien, has been a
precious collaborator dwring the first AP focus group study.

D~. Elambi, Médecin Chef in Barenda expressed interest in studing
socig—economic farstors associated to persistent diarrhea.

IMFM (Inst.itut Médical des Flantes Médicinales): Fr. Abondo is
carrently performing research on natural drugs.

The Canter of Nutrition is doing research on diet adapted to
malnubrition care.

SES®X and GTZ expressed thrir interest in participating in diarrheal
diseases related =tudics.

Assisiance could te sought among the siit year medical students who
are werking on medical theses.

Some Camerocnian phvsicians got a MRPH training in overseas
wiiversities; among those Jobns Hopkins and Tulane (Schistosomiasis
project). List to e provided.

More iaformation is needed on possible collaborative work with
institutions like the department of epidamiology (Mr. Ndeso), the
department of Fublic Health at the University (OJSS) and OCELC.



AvnEX Fb

ACTAPULGITE "P"

CODE PATIENT

PEDIATRIQUE CODE PAYS
. { NE RIEN INSCRIRE DANS C
FICHE CLINIQUE e FSCASES)
A / ENFANT
1. NOM 2. PRENOM
(trois premiéres lellres) (trois premiéres leltres)
3. SEXE 4. AGE
(M- F) (mois)
5. POIDS 6. TAILLE
(grammes) (cm)

7. TYPE D'ALIMENTATION

(allaitement maternelle = 1)

(lait maternisé.......... = 2)
(diversifiég....cuunrenn.. = 3)
B/ SYMPTOMES
8. ANCIENNETE DE LA DIARRHEE

(heures)

g. NOMBRE DE SELLES DURANT LES DZRNIERES 24 HEURES

10. ELEMENTS ASSOCIES AUX SELLES

(absence = 1)

11. DESHYDRATATION

(absence = 1)
(1a4%=2)
(5a9°%=23)

i

12. VOMISSEMENTS

~ (absence... = 1)

- {modérés.. = 2) ...
(francs....... = 3)
(intenses.. = 4)

12. TEMPERATURE

(cegres celsius C°)




C / EVOLUTION

14. TRANSIT NORMALISE EN 24 heures ~ ...
25 & 48 heures.

49 a 72 heurs -

72 heures . . .:
15. HYDRATATION A L'ARRET DU TRAITEMENT normale - - - -
déshydratation
134% « ~c=
déshydratation
5 a 9 O/O - e s D
16. POIDS A L'ARRET DU TRAITEMENT .. .. . . . |
' (grammes)
17. TEMPERATURE A L'ARRET DU TRAITEMENT
(degrés celsius C°)
18. VOLUME DE SOLUTION REHYDRATANTE RECUE . . ..
(en ml)
19. NOMBRE DE SACHETS D'ACTAPULGITE "P" RECUS . -. .o
N)
20. ACCEPTABILITE DE L'ACTAPULGITE "p" trés bonne - E
bonne . .. ||
assez bonne .
médiocre « - [}
21. TOLERANCE DE L'ACTAPULGITE “p" trés bonne - :
. bonng - - -
assez bonne- |
mauvaise---_]

22. REMARQUES

NOM ET CACHET DU PRATICIEN




Awvwex 8

LCGCISTICS
Cral Rehydraticn 8slts (CRE)
Policy calls for ORS Lo'be used exclusively in heslih facilibie

generslly available in the

MINISTRY OF HEALTH (MOR)

The CDD program is currently cperabing vith a supply of 609,000 Eache

commercial sector

[ A
-

until it is

supplied by UNICEF in March 1588 (se=e attached table) Laber in 1583, it was
decided that the MOH wowld ban prrchase of anbi-dizrrhosals tzarticularly
sul faguanidine) with 1ts funds qnd vse the resvlting savings to tuy ORS. On
the basis of estimated savings sowe 3 willion packsbs were Lo L= ordered
during the 1983/33 fiscal y=ar. That order is nov being proccessad, ve are
told, but the final guantiby may be closer to 2.5 bLhan 3 millicn pachebs,
The packets are to be ordered by the Prevernbtive Hedecine Dep a O et through
WAPHARM, bhe pars-public Pntztj Ye rpundlwa for Governgesnt, Sros uSply.
Thc normal practice 1n the case of Prevenvive Nedicine Departi-nt SEOers 1§
for the goods Lo be delivered Lo Lhe Minishey i Yaound=, wher Frovincial
avthoriti=s must fetch them, Urias ordered throucgh ONADHARM £- sii-r MOH
SSrvVices =re dellveled by Provines level : by Lhe zosplievs.)
Standard procedure is for each level to PCQuC_Z.dTUQS from bths reevd higher
level, and bto fetch bLhem. L.ils comnon for Lis crder for -
inmediate pick-up. The same proczduiee iz S0 -wed 1n
In gerneral, the quanbity of drigs svailable Lo © Taoilibies 17 lesg
Yhan their percelv ed needsil In the case of ©5 0, shavld nsn b the case
in Ythe immediate fuhure as besb cne can bell fvcu recsnt COMSUTILINA 1evels
relative to ths size of the pending crder.
NON-GOVERNMENTAL, NIMN-PROFIT
Church-r=lsted heslih faciliti=z. Moch of %Y. “calbh care in I S o
(estimates go Up Lo near 50%) Qo provided Lic ozh church-3ffili~ted Yealbh
acllities. A similzrly affiliszted crgant rp;;, drugs
for meny of Lhe argsnizabions ogsrabiag Thie
evaluaticn beam visited very few of thess cre Catholic
health center which reporbed that Shey bousks 2i.gs oan iasbilbubisnal
quantitiss from Ad Lucen, but progucts wvanted o smal ey packsges hhuy found
less expensively at obher wvholesalers in Yaousdé,

A 1888 rerport indicated that
ve undershand that bhey
been confirmned directly

a0 Mow
wikth

13.3.83

'x,.&p.;d.

ey T e '“”"A

s ;avhcwnbtnhu'**'“

1‘

:ntal
GTZ,
t}_':':\"

L.,



~wassd phermacices, locally funded snd
-
1

ﬂl

ProfPhsrmecies. These small communiby-b d

msnaged, and technically supervised by health facility staff have been
widely established in Camercon. They operate on & revolving furnd aernd are
expscted to be self-sufficient. Their success has varied from one place to

another; the bLesm has no informabion on ‘hc nuaters nowv effecbively

operating, or on those vhich include ORS pmckets anong their products,
Hovever, in Northwest Province, 0TZ has been providing assisbance to the
ProPhermascies since 1386 and reporis 6! now functicning well and including
ORS on their producht list.

Village heaith posts. 1In many areas, village heslbh WOrKers wan posbts in
their villages on 8 volunbeer basis. They are provided vith o smsll arug
kxt when they are tra.ned and ars expected bLo sell bLheir drugs, ther use

et of the proceeds to renev their stock, thus to continue sales. There

€s nobt sppear to be 31 standard resupply system for them everywhere., In
e area in vhich GTZ :s working in Norbhvest Province they have added seven
liagz health post stores for this purpose: elseuhere y how vwell the village
heslth post system worhs depends on whether ways o ctbing resuppli=d can
be fourd (e.g. 1n one area the bLeam visibed, & Sisber from & Catholic Health
Center doez the purchasing for village health teams when she goes to
Yaounds), L 1s our understanding Lhat the village heslith posts with vwhich
GTZ iz working sell OR5, but that others have not be=en trained in its vuse
and thus far do nct sell it.

-
UJ

COMMETCIAL _CHANNELS

Trere are wnconfirmed reporbs bLhabl st least one arvg firm itmporting O

ig
packets &nd that tiey aere sold in pharmacies st approxima tely FCFA 100.

A locai firm, Plantecam, Uulnxna vith PATH and Project SUPFDRT, is setting
Vp 8 production line for ORS packebs. In comsultabions with Lhe Ministry of
Heslth in 13808, they agrezd Lo produce Lhe pacrebl size adophed by Lhe
Mirstry for ibs COD program {subsaquenbtiy fixed at ! libers. Informal
reports indicabe thet they hope Lo be sble Lo sell Lhe produch for FLFA 55-
]
:

ir first year,

60 and aim for a production of Up Lo one mil ¥
=] fore the

No start-up dsbte has been given, bub it eppesrs un
second half of 13893.

Otrer Products

Other msdical supplies (sntibiotiques, scalp-vein needles, IV rivids) are
sUppiicd through the Minisbry's purchsses and/or the comuwercial sector and
ProPharuacies. It was noted that sccarding to CNARPHARM, Ringers lLactate is
little demandsd by Lhe MOH snd thue it purchasss very litble,

Materiael for ORT Units/Corners (see Annex VI of the COD Stratzgy document)

uot airecady avsilable is being provided fromw local resources o by UNICEF.

13.3.89



CAMEROON CDD PROGRAM - ORS DISTRIBUTION,
YEAR

88

FROVINCE

ADAMACUA
CENTRAL

I8l
[4)

EXTREME NORL

a3
0
<

ERAL

10 March 83

83

83

88
43
&8

83
83

89

MONTH

o

~ o0

[}

12
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157 MVCLYE
#MI NKCLNDCGNGO
DIOSCESE TBALA
DISP? MIS CATH BAKIA
PAV BEAUDELCQUE
PMI CENTRALE YDE

GPMPRP DU CENTRZ

DIOCESE CBALA
PROV CENTRE

CENTRE MED SCZIAL EZS08

DIGP MVOLYE

™AL T ~at Ll SI AN e Tooldl
rave Lelaine [3 4% SPERS IY SY LN
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Dior 3T ALBERT EOMNAYTNM

16,000
1,000
3,000
1,000
2,000
2,000
1,000
3,000

14,000

LG, 900
3,000
3,900

500
1,000
5,900

16,560
1,200
1,500
7,400

100
10
{00
1,000
L00
130
1,300
£00
i, =00
L0
50
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II.

ANEX 9
COMMLNICATIONS ACTIVITIES TO DATE

Freparatory Activities

Meetings with all concermed potential partners
(FAVC’ s,other ministries, Donors) to sesk agreerment
on the need for MOH leadership on technical content
of messages and agreement on collabaration.

Development of the technical content of MRsSsSaAgEs
(as spelled out in the official strategy and the
"Fiches Teckniques").

Completion of focus group research in all major
socio—<ultural areas of Comeroun re—r—urrent
behaviors, beliefe and attitudes relalid to child
giarrhea.

Freliminary meeting with Fealth Educaticn Service
personnel re: next sters to develsping a

comunications strategy baszed oo fccus oroup recil ts.

Materials Dezign 7 Froduction

Adaptation of UHO treatmeont posters = prepai~etion
of two treatment posters (Assescrcmib ord Treomoat
of Dehydration) and one poster of hey MINGEEAS0 L

to mothers (for use by health perzoiua! ).

—publishbed in Frewh ZaAA)
(11C0 copies distributed)

—published in English S0
(40x) copies distriluted) '

Pesign and Froduction of a Hzalth Edicscion
Calendar for 1989.

Informaticn Dissemination to Health Ceoasssicnal

I

Distribi..ion of Diarrbea Dialogue end (LY.

Distribution of the foiciai Natiorad Ylrateoy.

Dates

late 1987,
early 196£8

1987-1938

July, 1588~
Feb.,1589

March, 1959

Dates

Aug.-{ct
1963

Still in
Froaress

Sinca
19387

Still in
Froaraszs



Avtserjo -

PROGRAN CEGANIZATION AND MANAGEMENT
FACTORS TGO CONMNBIDCR [N ACTECDING CORGANITATICH AND ATAFFING

REQUIREMENTS FOR GCCD DIA

KhOULEDSE

HEALTA FACILITY

figt/Sup.staff sust understand €0 &

A :'\
SR

1EAL CASE MANAL

ORT enough

to encourage & support proper case wanagesent

Staff dealing with diarﬂma.patients sust krow
hee to diagrcse and how o treat...

tgt/Gup and staff workinz with patients sust
selieve in GRV and in edxtating eothers to
proper care in the hoee

Lock for signs of dehydistion) provice 083 in
the clinic and othervise follcu €00 falicy;
cxplain hoss care to mobisrs.,

CRS

Scalp~vein needles
ringers lactate
Jelected antibiotics

SEMENT & SUCCES3FUL CLD
HOVE

Those wha care for children aust know how tg
Frevent gzhdration, liow to recognize it, and
«hiat to do when it is present,

nothers aust see dizirhea, and particularly
P

cehydiation as patentially dangeraus, and as
avoidable & curable,

Liguids erd continued feeding during diarrhea)
ORG then iFf availeble, alvays in case of

[ PR PR W

usnyciavioh,

CR3, or the ingredients to aake another
reccassnded hoae solution.

What determines whether and how vell these requiremnents are wet?

Health Facilities Homes
Knovledge SRE-3ERVICE ED. MED/R-MED STAFF
TRAINING neALTH ECUCATCORS
SUPERVISICN MEDIA
CONTINUING ED. COMM.HLTH.WRKRS
“.
Attitudes KNOWLEDGE KNOWLEDGE
I"lﬁ"?‘\lJ ‘\’ nf‘f‘Rﬂ
aul oo LD i Lol
ZX{AMPLE
PEERS
Practices NOWLEDGE oy
ru . ITD u S
SELIEF IN ORT W CRT
M I T D T/ Il s ('\R
CUOLRY LD LW (SRR BN )
IngBinlalaiale sl ~mrem
\?\JA‘F\J“K il
GRS AVALILADILITY IVES
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In a given locality, ALL of bthe necessary elemenhes must b= 1n plasce for the
F 3
Frogramme Lo be effective. HWith communicaticns 1n cne comniinibty, CRG in a
second, managenent Lralming in o Lhird and clinicsl training in a fourbth,
CDD is incomplete and probably aneffective 1n all four.
To plan orgsnization and staffing, it 15 veeful Lo ref
must bte done to bring toscther all of the essential el
one place more or less sb one Lime.

L On what,
ments in

0

Key activities and sub-activities sre listed below. In each case, somecne
- not alvays the same gerson - wust,

" t,ake initiative,

8 do wvhat is to be done,

3 check to see thst what 13 planned is done,

B be avsilable to resolve problems when catted upon,

For some of these activities, responsibility may ke at eone level of the
systen; for others 1t may be ab several or all levele at cope time or
another: Center; Provincs; =raviment o Arrondis -onge bestth f=oility,

The role and degres of involvenent of di o8
activity to another, but must alwsys bte co

CASE MANAGEM

oplinsg)

sppropriately

TRAINING:
SEEAnt, ProduchLica, SUPFRLY mainbenance
Impienentation planning

Course organization, shtaffing, logishics, ete.

Courcse execution '

Field follow-up

LOGISTICE: Plan supply strategy and logistics systen
Cal-vulate needs
Order from suppliezr
Distributhe Lo lower levels
Monitor csystem corerabion

E.C.: Plan strategy
Prepare &snd tesi mescngss/media

Produce waberials
Diztribule materials

Make apriopriabe uss of nabeiais
Evaluste effec ti”enesa ’
Review/revise =

13.3.88


http:devel,.en

COD mush be successful in the popvlabtion surrownding s health facility, then
ir the populations surrounding most, end eventually all health facilities
for 1t Lo be successful in the country.

For » CDD effort to succeed in lacality requires that in that
iocaliby  care providers - medicsl shaff and mothers - know what to do and
how to do it, are convinced it should be done, have bLhe necessary supplies,
end 3o ib. For bhat, 31l of the key echivities are needed at Lhe sane
time. That is the organizuation snd manageaent challenge.

UESTIONS: For which activities is there re sponsibility (1) major or (2)
some at which levels?

Who is, or shouid be, responsible at &ac h level, in the case of
each activity, for initiative, checking, doing, help?
Which are essentially stari-~up ascbivities (ab each level)? Which
on-r ing?

WL | |

ohert-up" - Lo bte successiul ~ normally regvires more
managewent altention end extia rescurces than subsequent
roviine operabion, &nd ne=ds can often be meb with
temporary personnel assignments and btechnical assistance
1nputs.,

Besring in wind that =ffeclivensss depends on having most of Lhe activibies
teke pisce simultanecusly, or closely in tim=, and considering in turn the
center, & province, 3 departuent and an arcondissement, and individual
heslth facilities, how realistic 1s the current distribubion of

zsponsibilities for these acbivibties in bLeras of Lhe effort reguired for
start-up? .. for orn-going operation? For exsuple, for each le el, try

-

grading each activity from 0 = riot at all to 5 = perfectly.

How bo maximize likelihood of success and most effective use of limited
resources”  Temporary staff 1s a vseful ophaon if st Larb-up achivities ara
cauvsing overload. Delegat.ion csn slsc help, for exaiple wvhere there are
"Frogects' in a region they may be able to Lake over so of the central
role locally (fer planning ascsistance, checking, help...). More gecgraphic
focus may be nesded (the greater the area Lo be covere d, the more time it
takes for follow-up, supervision),

I3
-
<
ct

vﬂ'

The results scught are chernges ab the health facility

h)

L
value of efforts at eny cbher level is the exbent Lo whi
influence and support the abhtainment of Lhose resulbs.

EVES
ch Lhey

13.2.83
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ANNEX 12: OTHER DONOR / MINISTRY COLLAFORATICN

12A. Collaboration in planning and implementation:

The national CDD program places a strong emphasis cn mul tisectoral
collaboration as the best way to encourage the integration of CDD into
g=neral primary health care. The broad-bacsed support of other ag=ncies
and ministries is actively sought aleo as the Lest means of reaching the
primary caregivers in child diarrbea—the parents. A nunber of sleps
have already been talken to reinforce necessary collaborative links and
assure that all collaborative agencies and ministries are cn board with
program direction/policies: '

~Dec. 1987: meeting of all partners.to standardize ey mossages to
mothers and other child caretakers regarding bame care of tho child with
diarrbea.

~Jan.March 1988: ceries of meetings with collaborating ministiies,
M30s and donors leading to draft decument of Frosidenrial Docree creating
& National Frimary Health Care Coordinatirg Conmizzicn, to formalire the
coordinating mechanism for all primary Fzalth care aztivities. Decuwrent
has been reviewed by all Directors in MY and is awni timg zionature
pznding rzorganization of at least bwo af the min sti-ies tnvielved (MO
and Minagri). Fending signature to forumalize tho Crailssicn,
coliaborating partners are nevorttcless =il called togather- as deensd
neceszary or appropriate (e.q. meeting cn Bazmako Inltiative, m2eting to
devise system for sale of growth charts).

~July 1963-Feb. 1969: Active particip:ztion in UOD-led Freus aroup
research of several partrcrs (Minascof, Comanity Deeslopnant, Care:); tham
entire group will be called together to o siew stury conclusicns and
recommzndations for messsge content and mslerials aovnlopmrnts.,

~There have bzan sewveral collaborativ o trainir~ cffort=s in CRT
including Save th= Children, SEEA, Pritech, and CUD/IYH starr.

-feb. 1989: meeting of several key collaborator= in delivery of

health care to cocordinate sale of new Paticnal groycin swrvell lance card
(Lhicef, SESA, GTZ, S\W, AFVF, Save the Children, ture, Fritech).

¥l
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ACENCY/FROJECT

NICEF

FRITECH

PATH

FARTICIFATION/ACTIVITIES

—emergency supply of ORS
—donation of &X),0) packets
—-partic. of T Cameroonian
officials at ICORT III
—=cales, growth charts

—CAMCORT (Z/87)
—training:
4 to Mana Yemo (10/87)
first natl course in ORT (11/87)
EF'I/CDD/ARI cowrse (12/87)
managers/supervisors courses
(upcoming)
—=quipment for natl DTU
—=mall materials for ORT comers
(upcoming)
~CDD Tech. Dir. attendance at:
Brazzaville, regional mtqg.(2/88)
CDD Frog.Mgrs. course (10/68)
Chad sub-regional mtg. (Z2/89)
—general technical & training
decuwments

—preliminary assessment
-CAMCORT (Z/87)

~tech. assis. missions by
Senior Frog. Manager
=full-time tech. assis.
(12/856~-6/87311/87-present)
—CDD/FHC decumentation unit

=3 TOT workshops

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

(Froject Support) -local ORS prod.feasibility study

=Diarrhea Ffr—baseline swvey

tJ

Technical and Financial Contributions to the National Program:

RESORCE INFUTS

material
" (in—kind)
full sponsorship

financial

partial funding

financial
technical, financial

funds commnitted
materials

funds comnitted

full funding

" "

in kind

consultants
technical (speakers)
financial ,organiz.

technical

technical
tech.documents

emall cornstr.mater.

consul tants, full
funding

financial

financial

technical, financial

support trainers
training docunents

consul tants,
IS follow—up visits
to Flantecam

t=—hnical



FEENCY/FROJECT

FARTICIFATION/ACTIVITIES

SETA

GTZ

Save the Children

Minascof

Minagri/DEC

—equipping ORT wnits in

2 provinces
~training:

training mater.development
clinical management courses
TAT workshop (10/88)

-HIS—development/modification
of info. systems

—cost recovery-study of
possibilities

—supervision (ongoing)

—eval.&treatment posters(Eng)
—training&supervision (ongoing)
—HIS

-focus group research
-1EC

—training:

cowrses & materials development
—supervision (cngoing)
~focus group
—IEC materials (posters,

matchboxes)

—focus group

RESOLIRTE  INUTS

materials,finan.

technical
technical ,, financial
consul tant:,

full funding

technical (ongoing)

consultant
financial, tech.

financial

financial

technical (cogoing)
interviewars,

o2 trenzport
posters

technical,
organizationmal,
finarcial
technical, Tinan.
interviev=rs, tech.

desi_ v, funding

interviewai-g



