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1. Executive Summary 

During Phase I of the Vector Biology and Control (VBC) Pro
ject's technical assistance to Cameroon's Guinea Worm Eradication 
Program, I worked on the development and official adoption of the 
National Plan of Action (POA) and assisted with preliminary stages
of its implementation. A summary of these activities is provided in 
VBC Report No. 81133 "Guinea Worm Eradication Program in 
Cameroon, June 15 - September 21, 1990." 

To expedite implementation of the POA, USAID/Cameroon
requested that I return in 1991. I travelled to Cameroon under VBC 
sponsorship twice in 1991: the first trip was before the transmission 
season began (March-April); the second during the peak transmis
sion season (July-September). General objectives of these trips were 
to: 

1. 	 help organize the program in the Mayo-Sava Department 
before the transmission season began; 

2. 	 assist with work in the Mayo-Sava Department during 
the transmission season; 

3. 	 coordinate the various programs providing potable water 
in endemic villages in the May,-Sava; and 

4. 	 improve the department-wide survey to be conducted late 
in the year after the transmission season. 

For the 	first time, the Cameroon GWEP included a number of 
different interventions, including health education, treatment of 
wounds 	at the village level, sui-veillance during rather than after the 
season, 	case containment, and distribution of water filters through
out the endemic region. All new components of the program, as 
well as the continuation of Abate treatment, worked well during 
1991. 
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Surveillance results indicate that there was a large reduction in 
Guinea worm cases from 1990 (approximately 780) to 1991 (esti
mated to be about 400). Most of that reduction can be attributed to 
the provision of potable water in one major endemic village, Sanda 
Wadjiri. Other reductions may be due to an enhanced Abate treat
ment program and the distribution late in the 1990 transmission 
season of a relatively small number of water filters in the four 
villages with the most cases. More rigorous case definition and 
ongoing, rather than end-of-year, surveillance also may have result
ed in a reduction in the number of cases reported. 

There are reasonably good indications that the expanded commu
nity-based program begun during the 1991 season will result in a 
large reduction in cases in 1992. In anticipation of that decrease, 
decisions must be made about the best ways to use resources to 
combat the diminishing number of cases. 

A review of the availability of potable water in endemic villages
and projects planned for the region showed that several needy
villages had not been targeted for well projects by any organization.
Results of that study were presented to the National Task Force for 
Guinea Worm Eradication in September 1991. Subsequently,
UNICEF, Peace Corps and CARE began to plan water projects in 
these villages and now all villages have been included in the water 
plans of one of these organizations. 

The Mayo-Sava departmental survey in 1990 provided some 
useful information, but problems with the protocol made results 
from many villages questionable. Efforts to strengthen this year's 
survey, scheduled for November 1991, include the use of photos to 
eihance identification, stringent confirmation of cases by super
visors, and improved, shortened survey forms. 
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2. Introduction 

Guinea worm disease in Cameroon occurs primarily in a relative
ly small area in and around the Mandara Mountains in the Extreme-
North Province. The transmission season corresponds closely with 
the rainy season, beginning in March or April and ending in Octo
ber. Most confirmed transmission is found in the Mayo-Sava
Department. This highly focal GWD distribution makes Cameroon 
an ideal place for an all-out attempt at eradicating the disease. Yet 
aside from water development projects, Abate treatment of drinking 
water supplies was the only widely used intervention until 1990. 

In 1990, I assisted in the initial implementation of interventions 
outlined in the National Plan of Action (VBC Report No. 81133).
Several hundred locally produced water filters were distributed and 
case registries were set up in the most highly endemic villages.
Unfortunately, these activities did not begin until late in the trans
mission season (August-September). Other important interventions 
- health education, treatment of patients and case containment 
were. to be developed fully during the non-transmission season 
(November - April). Although the activities in 1990 probably had 
little effect on transmission, they set the stage for the 1991 season. 

At the end of 1990, 12 villages were included in the program. A 
department-wide survey conducted October 10-24, 1990, found 
cases in 77 to 86 villages (uncertainty about the exact number is 
due to disparities within the final OCEAC/UNICEF report). Sixty
three of the new villages had only one or two cases. Unfortunately,
there were serious problems with the survey protocol, including the 
lack of identification cards to assist in the initial identification of 
Guinea worm cases and the absence of a stringent follow-up system
for verification of cases by supervisors. 

Personnel and other resources had been stretched to expand the 
program to include health education, case containment, and village
level surveillance and case treatment. Could the program accommo
date an expansion from 12 to 86 villages at the same time? And if 
not, what services should be provided to the new villages with one 
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or two cases? These were some of the major questions facing the 
program at the beginning of 1991. 

During 1991 I made two trips to Cameroon, one in March-April
and another in July-September. During that period I spent roughly
three months working with the Guinea Worm Eradication Program 
(GWEP). 
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3. Scope of Work 

3.1. 	 Help organize and implement the eradication program in the 
Mayo-Sava Department. Major activities were to: 

o 	 Develop a rapid, effective surveillance and a case con

tainment program. 

o 	 Establish village-based treatment for patients. 

o Set 	up a village-based case containment program. 

o 	 Begin the health education program. 

o 	Assist with the distribution of water filters. 

o 	 Strengthen the Abate treatment program. 

o 	 Establish a computer-based system to manage various 
aspects of the program, including records of activities for 
the different interventions, surveillance data and financial 
records.
 

3.2. 	 Assess the need for potable water in endemic villages and 
devise a program of assistance for the most needy villages. 

3.3. 	 Improve the design of the next departmental survey. 

3.4. 	 Assist with the administration of the GWEP. 
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4. Activities and Recommendations 

4.1. 	 Organization and Implementation of GWEP 
Activities 

Preliminary results of the Mayo-Sava departmental survey (Octo
ber 1990) were presented at a February 28 meeting of the National 
Task Force for the Eradication of Guinea Worm (NTF), and the 
problem posed by the large number of new villages discovered 
during that survey was discussed. Without the appropriate rigorous
methods of identifying and verifying cases, a relatively high per
centage of mistaken diagnoses could be expected. In addition, there 
was concern that spurious cases might be intentionally reported in 
the endemic region. Villagers and survey workers from non-endem
ic villages were aware of the special attention given endemic villag
es, which sometimes includes the provision of new wells. In a 
region where water is a precious commodity, it is understandable 
that they would seek to secure more permanent sources of potable 
water. Because of these concerns, it did not seem wise to expand 
the program to all villages that had reported cases of GWD in the 
departmental survey. 

The NTF decided to divide villages into two categories. Primary 
villages included all villages with five or more cases in the October 
1990 department-wide survey. Also included in this category were 
villages that were endemic prior to 1990 and had reported at least 
one case in 1990. Secondary villages included those with a past
history of GWD but no cases in 1990 as well as new villages
reporting fewer than five cases in the survey. 

Primary villages would receive all services provided by the 
program (described in detail below), including weekly surveillance 
for cases. Secondary villages would be covered under a biweekly or 
monthly surveillance program. Secondary villages, or other villages 
not previously known to have cases, would become primary villag
es if five or more confirmed cases were found during the 1991 
transmission season. 
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A major reorganization of the program began in March and 

culminated with a training course April 8-11, 1991. All people
involved in the program in the Mayo-Sava Department, except the 
village health workers (VHWs), attended the training. VHWs were 
not included because they had attended a general training in March 
and it was not possible to recall them so soon for a second course. 
Some important features of the program were presented to the 
VHWs during the March training. They received instruction in 
other aspects of the program from the Health Outreach Teams 
(HOTs) or supervisors. 

The GWD training course covered a broad range of subjects for 
the 29 participants (Annex 4), including: delivery of health educa
tion messages using modified World Neighbor flip charts; control 
of copepods using Abate (temephos); treatment of wounds; case 
containment; and motor bike maintenance for workers who would 
be using motor bikes provided by UNICEF. At the end of the 
training, flip charts were given to each of the nine health educators. 
A work plan for all teams was discussed and accepted at the con
clusion of the course (Annexes 5 and 6). 

The duties and responsibilities for the different workers in the 
program are as follows: 

Village Health Workers. VHWs are the cornerstone of the 
program. They are responsible for village-level surveillance as 
well as case containment. Case containment is based on applying 
occlusive bandages to all wounds and preventing infected individ
uals from contacting sources of drinking water. 

Health Outreach Teams. HOTs are composed of nurses or 
other health workers at government and mission hospitals in 
endemic areas. They service all primary and secondary villages
and supervise the VHWs in their regions. In primary villages,
HOTs collect surveillance data from the VHWs every week, 
confirm new cases, and provide medical supplies. In secondary
villages, they collect surveillance data every two to four weeks. 
The HOTs are also responsible for treating drinking water sourc
es with Abate. 



Health Educators. HEs are professional health trainers who 
work permanently for CARE or the Ministry of Social Welfare 
and Women's Affairs. They are responsible for delivering health 
education to the primary villages. They work with the HOTs and 
VHWs to reinforce two principal messages: 1) infected people
should not go near drinking water sources and 2) all villagers 
should drink .nly filtered or potable water. 

Supervisors. Peace Corps Volunteers and the Departmental 
Chief of Primary Health Care supervise the work of the HOTs 
and health educators and, directly or indirectly, the work of the 
VHWs. Supervisors are responsible for: 1) collecting surveil
lance forms from HOTs; 2) keeping records of the number of 
cases per village; 3) spot verification of cases; 4) maintaining the 
flow of medical supplies tc the villages through the HOTs; and 
5) monitoring all field activities. 

Departmental Chief of GWEP. The GWEP's Departmental 
Chief, Dr. Dama Mana, is also the Departmental Chief of Health 
Services. He is responsible for overall coordination and evalua
tion of the program. He monitors workers at all levels of the 
program both through the supervisors and by periodic on-site 
evaluation of field activities. 

Peace Corps provided a new volunteer to the program, Ms. 
Susan Graham, who arrived in Mora in March 1991. Ms. Gra
ham's participation in Peace Corps is part of the requirements 
for the Masters Internationalist Program at Boston University. 
Her assignment to the GWEP came at a most opportune time. 
She quickly assumed many responsibilities beyond those of her 
assignment as a supervisor and essentially became Dr. Dama's 
deputy for the GWEP. 

4.1.1. Results from 1991 GWEP 

Results from 1989, 1990 and 1991 are presented in Table 1. The 
1989 results are based on a end-of-year survey (October 23 -
November 9, 1989) carried out only in villages known to be en
demic. The 1990 results are from a survey of all villages in the 
department, which was conducted in October 1990. Results for 
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Table 1
 
Distribution of GWD Cases by Village in Mayo-Sava
 

Number of csmeo by: Inter
departmental Came vention
 

surveys in Cont. 1991 

AAR CANTON VILLAGE 1989 1990 1991 Team F A T
 

o KEIRAWA DOUGD3R * 11 1 KZ F A T
Ko KIRAWA KIRAWA • 4 1 KE 
KO KERAWA WARA WIDE • 2 5 KE 
KO KOLOFATA ALZEE 11
KO KOLOJATA DOUGZA (BLAHA OUMATA) 1 0 KE 
KO KOLOFATA GOUZOUDOU 0 1 KO
 
KS KCLOFATA KIDJI MATARI 1
 
KO KOLOFATA HDABA 95 53 
 47 KE F AKO KOLOFATA SANDA WADJIRI 493 317 71 KE F A T 
K0 KOLOFATA SARE WALASSA 2 0 KE
 
K0 KOLOPATA TOLKOMARI • 2 0 GO 
K0 KOLOFATA ZIZE • 
 1 0 IE
 
H0 BOUNDERI GARNACK 2 0 BO
 
NO BOUNDERI TAGAWA * 0 3 BO
 
NO DJOUNDE 
 AISSA HARDE * 1 0 AH 
1(O DJOUNDR DJOUNDE 11 0 AH
 
KU DOULO DOULO • 1 5 
M0 DOULO GANZ ACHE 1 0 A 
NO DOULO TAHER GOUDRON * 1 0 AH
MO KOSSA NADJINA 
 * 1 KS
 
MO KOURGUX TAGOUDELI 
 * 1 0 Go
140 LIMANI KALTA GALTARI • 1 AM 
No MIMI ADEKUX III& 
 IV * 7 1 142 1 A
 
No MIEM DERGALA * 1
 
MO MEME HER * 1 0 ME
 
MO MEME KOUDBA I 
NO MIMI 
 MANGAVE MOUYANG * 2 0 ME 
MO MIME MEME * 2 0 ME 
MO MIE HEME CENTRE . 2 0 
NO MEME MOUVANI 
 . 1 0 ME

Mo MIMI HOUYOURB MADA 11 0 ME 
MO MHEM SAVA (SAVA MADA) 1 2 ME 
NO MIMI SERA DOJDA 11 2 HE 
MO MEME SERA HADIA * 1 0 ME 
No MORA MAGALA . 2 0 M2 
NO MORA MASSARI * 1 
MO MORA MORA VILLI • 5 2 M1 
MO MORA POUCHE BLEBLI * 4 GO F A T 
W) MORA TCHOKOYABA I,!!,!!! * 2 1 M2
1O MORA MASSIF MABATA 1
BLAMA SALI * 0 M1 
MO MORA MASSIF DJOUE * 9 1 1(2

NO MORA MASSIF DOUMN 
 * 8 21 M1 F A T 
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Table 1 (cont.)
 
Distribution of GWD Cases by Village in Mayo-Sava
 

Number of cases by: Inter
departmental Case vention
 
virveye in Cont. 1991
 

ARR CANTON VILLAGE 1989 1990 
 1991 Team F A T
 
-------------------------------------------------.--------


MO MORA MASSIF GAGADAMA 
 10 11 M2 F A T
MO MORA MASSIF HBRINE 65 8 3 Ml F A TMO MORA MASSIF MORA MASSIF * 7
 
MO MORA MASSIF OUMOALA (NDALA) • 4 1 M2
 
MO MORA )LASSIF TIDIWE 4 14 Ml 
F T
MO MORA MASSIF VAME/NDRIMB 95 183 83 Ml F A T 
MO M. ZOUELVA DOURONGO 
 * 1 0 TM 
MO M. ZOUELVA GALDAMATS 
 1 TM
 
MO M. ZOUELVA GAMNAGA 
 5
 
MO M. ZOUELVA GOTADA 1
 
MO M. ZOUELVA OUEBEDE 18 12 0 TM F A T

MO M. ZOUELVA HODEWAY * 1 2 TM T
 
MO M. ZOUELVA HOUZMEKOUA • 0 2 TM T
 
MO M. ZOUELVA KATOUA .
 1 
MO M. ZOUELVA KOULONG • 6 7 TM F A T
MO M. ZOUELVA MADELA 1 0 TM
 
MO M. ZOUELVL MAGUICHE i5 12 0 TM F A T
 
MO M. ZOUELVA MALIHA 
 2 
MO M. ZOUELVA MALIKA GOUCHAKALA I1
 
MO H. ZOUELVA MATCHOKA (MATCHAKOR) • 1 0 TM
 
HO M. ZOUELVA MOKOL 
 2 3 TM
 
MO M. ZOUELVA SIGAI 
 30 26 2 TM F A T 
MO M. ZOUELVA ZOUELVA o 1 0 TM T
MO PODOKC NORD GOURVOUYEDE(=GOURVA WEDE) . 3 1 GO F A T
 
MO PODOKO NORD MBOUDA 
 1 0 
MO PODOKO NORD NADZANG * 1

HO PODOKO NORD OURAGA MAKOULAHE 1 • GO F A T
 
HO PODOKO CENTRE KASSA 
 1 0 1 GO T
MO PODOKO SUD TALA DABARA 8 1 8 GO F 
A T
 
MO WARBA JILVE 
 * 19 2 MO F A T
TO MADA CARREFOUR DONGOLA 
 • 2 0 MO 
TO MADA GEMELE GIGLA • 1 0 TM
 
TO MADA GEMELE KLAGAYAK • 1 • MO
 
TO MADA LDEDENE • 1
 
TO MADA ZAGAMTANGUE BAKARY * 1 0
 
TO OULDEME DIBONG I 
 1
 
TO OULDEME KEDEM (KEDEH) 2. 0 MO 
TO OULDEME HADAVARE A & G 
 1 6 MO F A

TO OULDEE MANDREFE (-SAHA) 3 0 1 MO 
TO OULDEME MAYO PLATA 3 4 MO A
TO OULDEME OUZEDEDE (=OUJEDE) 24 10 5 MO F A T

TO OULDEME PLATh DOUMLALE 
 11 0 MO
 
TO OULDEME PLATA KAPA 
 • 1 8 MO F A T
TO OULDEME TAHOUL!AME DELEMBELE 1 0 MO 
TO OULDEME VANDELAR 24 0 4 MO F A T 
TO PALBARA HOBHOB 1
 

TOTAL NUMBER CASES 
 871 796 338
 
Abbreviations: Health: AH - Aiosa Harde Ml - Mora 1 
 Interventions:


Outreach AM - Amchide M2 
- Mora 2 F - Filters 
ARR: Teams BO - Bounderi HE - Hem A - Animation 
KO - Kolofata GO - Godigong M01 - M. Ouldeme 1 T - Well 
MO - Mora KE - Kerawa M02 - M. Ouldeme 2 treatment 
TO - Tokombere KS - Kooa TM - Tala Mokolo
 



11 

1991, as of mid-September 1991, are based (,n the surveillance 
system described below. An end-of-year, dep. tmental survey will 
be done in November 1991. Those results were not available for 
this report. 

For this report, 1991 results were availabie only up to the middle 
of September. The distribution of cases by month in 1991 (Figure
1) shows that a majority of cases occurred in July and August. The 
number of new cases reported fell dramatically by mid-September, 
and we do not expect many cases after that date. Therefore, even 
though the results presented here do not include the cases recorded 
after mid-September, they are thought to represent fairly well the', 
final results for the year. 

In 1990, 796 cases were reported from 86 villages. By mid-
September 1991 only 338 cases had been reported from 43 villages
and only 12 of the villages had more than five cases. Frequency 
distributions for cases in 1990 and 1991 by subdivision and canton 
are shown in Tables 2 and 3, respectively. There were large reduc
tions in the number of cases in both Kolofata and Mora subdivi
sions between 1990 and 1991 (Table 2). 

In Kolofata Subdivision most of the reduction came in Sanda 
Wadjiri (Kerawa Canton), where the number of cases fell from 317 
cases in 1990 to 71 in 1991 (Table 1). Two bore-hole wells funded 
by UNICEF were drilled r that village in July 1990. Heavy use of 
the wells during the rest of the transmission season was probably
responsible for most of the reduction in cases. 

In Mora Subdivision the greatest reduction in cases came in the 
Vame/Ndrime village complex, where reported cases dropped from 
183 in 1990 to 83 in 1991. Several factors may have been responsi
ble for this reduction, including the distribution of water filters late 
in the season and expansion of the Abate program to include sever
al wells never previously treated. 

With the exception of the one in Sanda Wadjiri, no other well 
projects were completed before the end of the 1990 transmission 
season. Nor were interventions other than Abate treatwlnnt intro
duced outside of four villages with the highest number of cases. 
Thus, reduction in the number of cases between 1-90 and 991 
throughout much of endemic region was due either to the Abate 
treatment or to the elimination of spurious cases. 
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Figure 1
 
Number of Guinea Worm Cases Reported by Month
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Table 2. Distribution of Cases by Subdivision
 

DISTRIBUTION OF CASES IN 1990 BY SUBDIVISION
 
SUBDIVISION I Freq Percent Cum.
 

KOLOFATA 395.0 49.6% 49.E% 
MORA 374.0 47.0% 96.6% 
TOKOMBERE 27.0 3.4% 100.0% 

- -- ---------------------
Total 1 796.0 100.0% 

Mean per SUBDIVISION group = 265.33
 
StdDev = 206.67
 

DISTRIBUTION OF CASES IN 1991 BY SUBDIVISION
 

(As of mid-September, 1991; reported by the
 
village-based case-containment program.)
 

SUBDIVISION I Freq Percent Cum.
 
-+-----------------------------


KOLOFATA 1 126.0 37.3% 37.3%
 
MORA 1 184.0 54.4% 91.7%
 
TOKOMBERE I 28.0 8.3% 100.0% 

.1. 

Total 1 338.0 100.0%
 

Mean per SUBDIVISION group = 112.67
 
StdDev = 78.85
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Table 3. Distribution of Cases by Canton 

DISTRIBUTION OF CASES IN 1990 BY CANTON 

CANTON 
 Freq Percent Cum. 
----- - +-------------------------
BOUNDERI 

DJOUNDE 
DOULO 
KERAWA 
KOLOFATA 

KOSSA 

KOURGUI 

LIMANI 
MADA 
MEME 

MORA 
MORA MASSIF 

MOUKTELE ZOUELVA 

OULDEME 
PALBARA 
PODOKO CENTRE 
PODOKO NORD 
PODOKO SUD 
WARBA 

2.0 

2 .0 
3.0 

17.0 
378.0 

i. 0 

1.0 

1 .0 
6.0 

21.0 

10.0 

234.0 

73.0 

20.0 

1 .0 
0.0 
6.0 

1.0 
19.0 


Total 1 796.0 


0.3% 0.3%
 
0.3% 0.5% 
0.4% 0.9% 
2.1% 3.0% 

47.5% 50.5%
 
0.1% 50.6%
 
0.1% 50.8%

0.1% 50.9% 
0.8% 51.6% 
2.6% 54.3%
 
1.3% 55.5% 

29.4% 84.9%
 
9.2% 94.1%
 
2.5% 96.6% 
0.1% 96.7% 
0.0% 96.7% 
0.8% 97.5% 
0.1% 97.6% 
2.4% 100.0%
 

100.0%
 

DISTRIBUTION OF CASES IN 1991 BY CANTON
 

(As of mid-September, 1991; reported by the
village-based case-containment program.) 

CANTON I Freq Percent Cum. 
- .------------------------------

BOUNDERI 

DJOUNDE 
DOULO 
KERAWA 

KOLOFATA 
KOSSA 

KOURGUI 

LIMANI 
MADA-; 

MEME 
MORA 

MORA MASSIF 

MOUKTELE ZOUELVA 
OULDEME 

PALBARA 
PODOKO CENTRE 
PODOKO NORD 
PODOKO SUD 
WARBA 

-

Total 

3.0 

0.0 
5.0 
7.0 


119.0 
0.0 

0.0 

0 .0 
0.0 

5.0 
7.0 


134.0 

18.0 
28.0 
0.0 

1 1.0 
1 1.0 

8.0 
1 2.0 

0.9% 0.9% 
0.0% 0.9% 
1.5% 2.4% 
2.1% 4.4% 

35.2% 39.6% 
0.0% 39.6%
 
0.0% 39.6% 
0.0% 39.6% 
0.0% 39.6%
 
1.5% 41.1% 
i.1% 43.2%
 

39.6% 82.8%
 
5.3% 88.2% 
8.3% 96.4%
 
0.0% 96.4% 
0.3% 96.7% 
0.3% 97.0% 
2.4% 99.4% 
0.6% 100.0% 

1 338.0 100.0%
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4.1.2. Surveillance, case containment and treatment 

A village-based surveillance system with weekly case reporting 
was established in 1991. A case registry was set up in each primary
village. It was the VHW's responsibility to enter essential informa
tion on each case into a registry (sample page is shown in Annex 
7). In addition to the name, age and sex of the patient, the ordinal 
number of the worm (the first, second, third, etc. worm for the 
patient) was recorded. The date when a worm first broke the skin 
("Date d'apparition du ver") and the date a case was recorded by
the VHW ("Date cas etait signale") were taken. These dates proved
useful in determining the lag time in reaching patients after a worm 
had emerged. The VHWs were also required to indicate whether 
they had told the patient not to fetch water ("Avez-vous dit au 
malade de ne pas aller puiser de reau?") and whether they had 
bandaged the wound ("Avez-vous fait pansement au malade?"). 

VHWs were taught to treat and bandage wounds and were 
provided with medical supplies. Treating patients has helped im
proved case reporting, and application of occlusive bandages has 
reduced the dissemination of larvae. VHWs presented the following 
case containment messages to patients: the patient should stay away
from drinking water sites and should make arrangements to have 
other family members or friends fetch water. VHWs were asked to 
circulate frequently in their villages to search for patients who had 
not sought treatment. 

HOTs visited primary villages under their jurisdiction weekly
and recorded all new cases on a standardized form. This form was 
laid out exactly like the village registry (Annex 8) but included 
information about the worker recording the information and the 
date the information was recorded on the form. The forms were 
then either given to the supervisor in Mora or held at the HOT's 
post until a supervisor collected them. 

Twenty primary villages were divided among seven HOTs as 
follows: Mora-1 (five villages), Mora-2 (two), Kolofata (three),
Mayo Ouldeme-1 (two), Mayo Ouldeme-2 (two), Tala Mokolo 
(four) and Godigong (two). Each team was also responsible for 
carrying out surveillance in secondary villages in its region. Three 
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other HOTs were formed to cover regions with secondary but no 
primary villages. These included Assie Harde, Bounderi and Meme 
(Table 1). The number of cases reported by each team in 1991 is 
shown in Table 4. 

Some villages that apparently should have been included on the 
list of primary villages were not: Djoue and Mora Massif in Mora 
Masif Canton and Gamnaga in Zouelva Canton (Table 1). These 
villages were either incorrectly named in the 1990 survey or were 
composed of several widely spread villages. Two villages included 
as primary villages did not have enough cases to meet the criteria. 
None of the villages covered by the Godigong team had five or 
more cases in 1990. Slavada (Podoko Nord Canton), with three 
cases in 1990, was elevated to a primary village to give its team at 
least one primary village at the beginning of the 1991 season. Mayo
Plata (Ouldeme Canton), with only four cases in 1990, was includ
ed and its HOT's coverage was extended to the nearby villages of 
Madavare A and Madavare G. 

Surveillance forms for the villages were turned over to a super
visor only days after the HOTs had collected them. In Mora, results 
from the forms were entered into a computer and a weekly summa
ry was prepared for Dr. Dama, who reviews the program during a 
weekly meeting with the supervisors. This surveillance system 
allows for a rapid response to outbreaks of cases. 

The surveillance information also provides some measure of the 
success of the case containment program. An analysis of the time 
between the appearance of the worm and the day it is reported to 
the VHW shows that the majority of cases were reported within 
five days of emergence, with a mean of seven days (Table 5).
Althotgh this interval is unacceptably long, preliminary analysis
indicates that as the program matured during the 1991 season, the 
lag time became shorter. 

Two other indicators for case containment are shown in Table 6. 
Ninety-nine percent of the time VHWs told patients not to fetch 
water and they bandaged a patient's wound 77 percent of the time. 
Failure to bandage wounds usually occurred when supplies had 
been exhausted. 
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Table 4
 
Number of Cases Recorded by Each HOT, 1991 

NUMBER OF CASES RECORDED IN 1991 BY EACH
 
HEALTH OUTREACH TEAM 

TEAM I Freq Percent Cum.
 

AH 0 0.0% 0.0%
 
AU 1 0.3% 0.3%
 
BO 3 0.9% 1.2%
 
GO 14 4.1% 5.3%
 
KE 125 37.0% 42.3%
 
M1 128 37.9% 80.2%
 
M2 15 4.4% 84,6%
 
ME 5 1.5% 86.1%
 
MOI 12 3.6% 89.6%
 
M02 17 5.0% 94.7%
 
TM 18 5.3% 100.0%
 
TO 0 0.0% 100.0%
 

Total 1 338 100.0%
 

Mean per TEAM group = 28.17
 
StdDev = 46.42
 

AH= AISSE HARDE
 
AU= NOT REPORTED BY A TEAM
 
BO= BOUNDERI
 
GO= GODIGONG
 
KE= KERAWA
 
Ml= MORA-1
 
M2= MORA-2
 
ME= MEME
 
MO1= MAYO OULDEME-1
 
M02= MAYO OULDEME-2
 
TM= TALA MOKOLO
 
TO= TOKOMBERE
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Table 5
 
Lag Time between Worm's Appearance
 

And Report to VHW
 

LAGTIME Freq Percent Cum.
 

0 12 5.3% 5.3% 
1 32 14.1% 19.40 
2 15 6.6% 2 6.0% 
3 18 7.9% 33.9% 
4 25 11.0% 44.9% 
5 28 12.3% 57.3% 
6 15 6.6% 63.9% 
7 20 8.8% 72.7% 
8 10 4.4% 77.1% 
9 5 2.2% 79.3% 

10 8 3.5% 82.8% 
11 6 2.6% 85.5% 
12 3 1.3% 86.8% 
14 2 0.9% 87.7% 
16 4 1.8% 89.4% 
17 1 0.4% 89.9% 
18 3 1.3% 91.2% 
20 2 0.9% 92.1% 
21 2 0.9% 93.0% 
22 2 0.9% 93.8% 
25 1 0.4% 94.3% 
26 2 0.9% 95.2% 
28 1 0.4% 95.6% 
29 1 0.4% 96.0% 
30 1 0.4% 96.5% 
32 1 0.4% 96.9% 
34 1 0.4% 97.4% 
37 1 0.4% 97.8% 
38 1 0.4% 98.2% 
40 1 0.4% 98.7% 
44 1 0.4% 99.1% 
49 1 0.4% 99.6% 
50 1 0.4% 100.0% 

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

Total 227 100.0% 

Sum = 1670.00 
Mean - 7.36 
Standard deviation = 8.63 
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Table 6. VHW Practices 

WAS PATIENT TOLD NOT TO FETCH WATER
 

DONTFETCH I Freq Percent Cur. 

+ I 295 99.0% 99.0% 
-	 3 1.0% 100.0% 

-+----------
Total j 298 100.0%
 

WAS THE WOUND BANDAGED
 

BANDAGED I 

+ 

Freq 

229 
69 

Percent 
-----------

76.8% 
23.2% 

Curt. 
--------------------

76.8% 
100.0% 

Total I 298 100.0% 
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The frequency distribution of the number of worms harbored by

each patient (Table 7) shows that 93 percent had only one worm 
and the mean was 1.15 worms per patient. This is a relatively low 
mean and is a good indication of low-intensity transmission. 

Some difficulty was encountered impressing the HOTs with the 
importance of accurate, comprehensive surveillance. This was 
particularly true for the older teams, whose only responsibility in 
previous years had been Abate treatment. In general the teams 
responded well after persistent reminders from supervisors, but 
there is room for most teams to improve surveillance. 

Recommendations: 

1. All villages with one or more cases in 1991 should be 
treated as primary villages in 1992 and receive all pro
gram interventions. Secondary villages would consist of 
villages that had cases in 1990 but none in 1991. 

2. The surveillance program must be more closely and rou
tinely monitored to ensure that all cases are identified. 
The HOTs must routinely check whether cases have been 
missed by the VHWs, and the supervisors must in turn 
confirm that the HOTs have accurately reported all cases. 
A detailed plan should be worked out by the program 
chief and supervisors. 

4.1.3. Health education 

Twenty World Neighbor flip charts were donated by Global 
2000. After slight modification to make them more culturally
appropriate, these flip charts became the main source of training
materials in 1991. After a great deal of delay, UNICEF signed a 
contract in mid-March 1991 with Atelier de Materiel Audio-Visuel 
(AMA) for the local production of education materials. Field tests 
of the material were done in late September and final production is 
scheduled for late 1991. 

Village-level training was done principally by seven health 
trainers from CARE and two from the Ministry of Social Welfare 
and Women's Affairs (MINASCOF). Table 8 shows that 123 
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Table 7
 
Frequency of Patients Having One or More Worms
 

And the Mean Number of Worms Per Patient in 1991
 

Number 
of Worms by
 
Patient Freq Percent Cum.
 

+----------------------------
1 277 93.3% 93.3% 
2 10 3.4% 96.6% 
3 3 1.0% 97.6% 
4 3 1.0% 98.7% 
5 2 0.7% 99.3% 
6 1 0.3% 99.7% 
8 1 0.3% 100.0% 

Total 297 100.0% 

Sum = 342.00 
Mean 1.15 
Standard deviation = 0.71 
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Table 8
 
Number of Health Education Sessions by Village, 1991
 

VILLAGE Freq Percent Cum. 

DOUGDJE 6 4.9% 4.9% 
DOUME 
GAGADAMA 
GUEBEDE 
HERE 
JILVE 
KOULONG/GOLDA 
MAGUICHE 
MAYO PLATA 
MBRIME 
NDABA 
OUZEDEDE (OUJDE 
PLATA KAPA 
SANDA WADJIRI 
SIGAI 
VADAVOUA 
VAME/NDRIME 
VANDELAR 

4 
5 
6 
4 

10 
9 
8 
6 

10 
6 

11 
5 
6 
8 
1 

14 
4 

3.3% 
4.1% 
4.9% 
3.3% 
8.1% 
7.3% 
6.5% 
4.9% 
8.1% 
4.9% 
8.9% 
4.1% 
4.9% 
6.5% 
0.8% 

11.4% 
3.3% 

8.1% 
12.2% 
17.1% 
20.3% 
28.5% 
35.8% 
42.3% 
47.2% 
55.3% 
60.2% 
69.1% 
73.2% 
78.0% 
84.6% 
85.4% 
96.7% 

100.0% 
--------- +-----------------------------------

Total 123 100.0% 

Mean per VILLAGE group 
StdDev 

= 
= 

6.83 
3.11. 
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sessions were held at 18 different sites. The number of women, 
men and children at each session and whether or not the chief of 
the village was present was recorded on standardized forms. The 
chief was present 78 percent of the time; the average group size 
was 18 with an average of seven males, six females and four 
children. The attendance of village chiefs and a good representation
of women indicate that the message is being received well and is 
reaching the appropriate audience. 

In spite of trainers' diligent efforts, from August onward they
often had difficulties finding villagers to attend the sessions. July to 
November is the growing season, an intense period of work for 
villagers in the Mayo-Sava. In addition, trainers were often unable 
to attend scheduled meetings because of rains and impassable roads. 

A training course for all GWEP health educators is scheduled for 
January 1992. It will serve as a refresher course on health educa
tion and cover the use of the new materials developed by AMA. 
The training will be carried out by two senior health educators, one 
from the Ministry of Health and one from CARE, as well as AMA 
personnel who were integral in developing the new materials. 

Health education sessions in the villages will begin shortly after 
the end of the course and continue until June or July, after which it 
becomes difficult to assemble villagers because they are working
their farms. Presenting health education during the non-transmission 
season has the advantages of not competing with agricultural work 
and getting the messages to the villagers well before the beginning 
of the transmission season. 

Recommendations: 

1. 	 Health education in the villages should be carried out in 
the dry season, before transmission begins. This recom
mendation has already been acted on by the GWEP. 

2. 	 A means for determining the effectiveness of the health
 
education program should be devised. AMA and anthro
pologists in the country should be asked to assist in the
 
development of an ongoing program assessment.
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4.1.4. Distribution of water filters 

Mr. Alami, UNICEF Representative for Water and Sanitation, 
found craftsmen in the south near Yaounde to make rattan filter 
supports. Fine-mesh monofilament filter material donated by Du-
Pont was sewn onto the rings to produce a filter like the ones used 
in the Guinea worm eradication program in Ghana. These filters 
were very popular with the local population, but problems with the 
craftsmen and administrative problems at UNICEF delayed their 
delivery to Mora until well after the transmission season had begun.
The 	first shipment of 1,400 did not arrive until almost mid-July,
and 	a second shipment of about 1,000 arrived in mid-September. 

The numbers of filters distributed by village and by team are 
shown in Tables 9 and 10. A breakdown of the delivery by month 
shows that roughly 1,200 filters were distributed in June and July,
700 in August and 350 in September. 

A problem with the filters is that the rattan ring frequently comes 
apart. Because rattan is not found in the Mayo-Sava, the villagers 
are unable to repair the rings. 

Recommendations: 

1. 	 Attempts should be made to produce acceptable filters in 
or near to the endemic region and they should be distribut
ed earlier in the season. 

2. 	 A system must be developed to determine the success of 
the program by measuring villagers' filter use. 

4.1.5. Abate treatment 

Appropriate techniques for Abate treatment, including accepted
methods for determining the volume of the water sites and of Abate 
needed, were taught at the training course held in April 1991. All 
HOTs had sufficient Abate 200 left over from 1990 to carry out the 
first treatments of the season. A new shipment of Abate 500 arrived 
in Mora in July and was immediately distributed to the HOTs, who 
were instructed to dispose of the old Abate 200. 
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Table 9
 
Number of Filters Distributed in 1991 by Village
 

VILLAGE I Freq Percent Cu=. 

ADEKELE III & I 
DOUGDJE 

DOUME 
GAGADAMA 

GUEBEDE 
HODEWAY 
HOUDMEKOUA 
JILVE 

KOULONG/GOLDA 

MAGUICHE 

MBRIME 

NDABA 
OUZEDEDE (OUJDE 

PLATA KAPA 
POUCHE BLEBLE 
SAVA 

SIGAI 

SLAVADA (GOURVE)
TALA DABARA 
TCHOKOYABA 1,11 
TIDIWE 
VADAVOUA 

VAME/NDRIME 
VANDELAR 
WARA WIDE 


Total 


Mean per VILLAGE group = 
StdDev = 


48 2.0% 2.0% 
80 3.3% 5.3% 

131 5.5% 10.8% 
98 4.1% 14.9%
 
25 1.0% 15.9% 
56 2.3% 18.3% 

100 4.2% 22.5% 
247 10.3% 32.8%
 
220 9. 2% 42.0% 
30 1.3% 43.2% 
89 3.7% 46.9% 

126 5.3% 52.2% 
140 5.8% 58.0%
 

98 4.1% 62.1% 
40 1.7% 63.8% 
20 0.8% 64.6%
 
57 2.4% 67.0%
 
50 2.1% 69.1% 

110 4.6% 73.7% 
49 2.0% 75.7% 

113 4.7% 80.5% 
40 1.7% 82.1% 

300 12.5% 94.7% 
40 1.7% 96.3% 
88 3.7% 100.0% 

2395 100.0%
 

95.80 
70.43
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Table 10
 
Number of Filters Distributed in 1991 by HOTs
 

TEAM I Freq Percent Cum.
 

GO 200 8.4% 8.4%
 
KE 294 12.3% 20.6%
 
M1 673 28.1% 48.7%
 
M2 195 8.1% 56.9%
 
ME 20 0.8% 57.7% 
MOI 427 17.8% 75.5% 
M02 98 4.1% 79.6% 
TM 488 20.4% 100.0% 

Total j 2395 100.0%
 

Mean per TEAM group = 199.58
 
StdDev = 227.61
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Each team was taught to record important information on a form 

(Annex 9). These forms were returned to the Mora Headquarters
routinely and the results entered into the computer. All teams began 
treatments in May, except the one in Mayo Ouldeme, which began
in mid-June. Table i1 shows the total number of treatments com
pleted by each team by mid-August 1991 and the number of cases 
reported by each team in 1990 and 1991. 

Although data on the quantity of Abate used in 1990 is not 
available, the teams maintained roughly the same schedule and 
treated approximately the same number of sites in both 1990 and 
1991. Note that the Godigong team performed the second largest
number of treatments and dispensed the second highest quantity of 
Abate, yet the number of cases reported in their region increased 
slightly from nine to 14. This brings into question the need for 
generalized application of Abate when there are only a few cases in 
a region. Treating only in areas where cases have been reported 
might be a better option. 

In 1991 as in 1990, we found that the HOTs concentrated on 
sources of drinking water available at the beginning of the rainy 
season. Efforts to expand treatment to include water bodies present
only later in the season have not been very successful. New efforts 
must be made in 1992 to ensure that the teams cover all potential
transmission sources throughout the transmission season. 

Recommendations: 

1. 	 The Abate program should be reassessed, particularly in 
areas with low numbers of cases. 

4.1.6. Establishing a computer-based management system 

UNICEF provided the GWEP with a personal computer and 
printer, which were taken to the program headquarters in Mora in 
April 1990. Software available to the GWEP included Epilnfo 5.1, 
dBase 4, Wordperfect, Quicken and Lotus 123. A CDC program
produced for Guinea worm eradication programs was tested. Unfor
tunately, its purpose was assimilation of national-level statistics and 
it was unsuitable for recording village-based data. 
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Table 11 

Abate Usage in Mayo Sava 
Between May - and early August 1991 

Health 
Outreach Team 

Total Number of 
Treatments 

Total Volume 
of Abate 

Total Number 
of GWD Cases 

Performed Used (ml) 1990 1991 
Godlgong 86 2,093 9 14 
Kolofata 31 2,330 390 129 
Mora-1 59 868 123 
Mora-2 4 18 241 16 

Mayo Ouldeme 28 1,097 41 29 
Tala Mokolo 107 973 65 15 
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Ms. Susan Graham developed a data entry and management 

system for all intervention components of the GWEP using EpiInfo.
She has begun work on a management system for the budget using
Quicken. Results presented in this report serve as an example of the 
benefits of using computers to manage a GWEP program. 

Recommendations: 

1. When it arrived in Mora, the computer was damaged so 
that it was impossible to use it with a printer. This prob
lem cannot be fixed in Cameroon. A substitute computer
should be sent to Mora until the original computer has 
been fixed. 

4.2. Provision of Potable Water to Endemic Villages 

For the past two years there has been a lack of communication
 
and coordination among groups working to provide new wells to
 
Guinea worm-endemic villages in the Mayo-Sava. Four groups are
 
assisting with well development in that region: Fond Special d'Ac
tion Rural (FSAR II), a World Bank project committed to drilling

1,000 bore-hole wells in northern Cameroon in the next five years,

CARE, UNICEF and Peace Corps. These organizations have 
established among themselves who works in which villages. 

Villagers must collect and put aside approximately $500 before 
FSAR will drill a bore-hole well. The money is placed in a bank 
account controlled by a village committee in charge of well mainte
nance. The committee must select someone to be in charge of well 
maintenance and repair. He or she is sent for training by FSAR. 
While this approach is a commendable, it does have some disadvan
tages in the endemic region because: 1) it is often not feasible to 
drill bore-hole wells in mountainous regions; 2) many villages are 
either too small or too poor to raise the required money. 

CARE works in villages that are not included in the FSAR 
program. CARE requires much less money from villagers (approxi
mately $100) and insists on community participation. Community
education is carried out before each project begins. CARE either 
digs draw wells or improves existing wells. 
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UNICEF will not work in a village that either FSAR or CARE 
has targeted. Past attempts at collaborative projects between CARE 
and UNICEF have met with limited success. Requirements for the 
village are less well-defined by UNICEF - for example, it provid
ed two bore-hole wells in Sanda Wadjiri in 1990 and the only
requirement was that the village select someone to attend a training 
course in well maintenance. UNICEF seems willing to pick up
villages that have not been targeted by either FSAR or CARE for 
projects, and will probably approach independent drillers, as it has 
in the past, to carry out the work. 

Peace Corps projects are community-based efforts and also 
require a financial contribution from the community, but the 
amount varies according to the type of project and the resources of 
the village. Mr. Larry Kaye, a PCV who has been in Mora since 
1989, has led an effort to dig a draw well in Sanda Wadjiri. Unfor
tunately, that well is still not functional. Peace Corps has agreed to 
replace Mr. Kaye when his tour is over in 1991. 

Ms. Susan Graham, Mr. Larry Kaye and I listed the important
endemic villages and their current water situation. I then met 
separately with Mr. Pierre Dama, Chief of the FSAR program in 
the Extreme-North, Mr. Michael Turcott and Mr. Rubin Bin, who 
are responsible for CARE water projects, and Mr. M. Alami, Chief 
of Water and Sanitation for UNICEF, to see whether they could 
make commitments to carry out water projects in all villages need
ing assistance before the beginning of the next transmission season 
in April 1992. The results of that effort, summarized in Table 12, 
were discussed at the National Task Force in September 1991. 
CARE, UNICEF and Peace Corps agreed to take on villages in 
need of assistance where nothing had been planned for 1992. 
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Table 12 

Current Situation and Proposed Projects

for Provision of Potable Water in GWD-Endemic Villages
 

Available No. Projects Planned Recom-

Potable Case 
 mendation
Village 	 Water 
 1991 FSAR CARE UNICEF for 1992
 

Sanda Wadjiri 	 2 bh 71 2 bh -
1 d,m 
 -

DoudJe 
 none 5 1 bh -

,daba 	 1 bh 47 1 bh -- ld,m,

UNICEF
 

Vame 	 4 d,m 83 


Doume 	 none 21 
 1 bh --	 Repair/ 
improve
wells(PC,
 
UNICEF)
 

Mbrime none 
 3 --- ld,m ----


Sigai/ 1 d,m 2 ---

Maguiche
 

Koulong/ 
 1 d,m 6 ld,m
 
Guebede
 

Gagadama 	 2 d,m 11 
 --- ld,m ---- Redig well
 

Tidiwe none 
 14 ---	 1 d,m
 
UNICEF
 

Madavare 
 none 
 5 -- ----	 1 d,m 
CARE
 

Warawede ? 	 5 
 .. --- Study
 

Vandelar none 
 4 ---	 Repair/
 
improve
 
wells: PC
UNICEFd
 

Jilve 
 3 d,m 2 
 1 bh ---


Ouzedede 	 1 d,m 5 
 ---	 Imprrove

1 bh 
 wells: PC
 

UNICEF
 

Tala Dabara ? 
 7 .. ---	 Study 

PoucheBleble 
 ? 4 .. ... Study
 

Plata Kapa none 8 
 ---	 1 d,m
 
CARE
 

bh= bore hole well
 
d = draw well
 
m = knee high or taller margin around well
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Recommendations: 

1. 	 UNICEF, CARE and Peace Corps should actively promote
projects that will either improve existing wells or provide new 
sources of potable water before the 1992 transmission season in 
the following villages: Ndaba, Doume, Gagadama, Tidiwe, 
Madavare, Vandelar, Ouzedede and Plata Kappa. 

2. 	 No information was available on the current status of potable
 
water in several villages. A fact-finding mission should be
 
carried out to determine the needs of the following villages:
 
Warawede, Tala Dabara and Pouche Bleble 

4.3. Improving the Departmental Surveys 

Two main problems with the end-of-year, department-wide 
survey carried out in October 1990 were the lack of Guinea worm 
disease identification cards and the absence of rigorous, standard
ized follow-up verification by supervisors. The forms were also 
cumbersome and attempted to gather unneeded data at the expense 
of brevity and preciseness. 

During the September 24, 1991, NTF meeting (Annex 3), modi
fication of the survey was discussed. It was decided that a plastic
coated identification photo of a Guinea worm partially extracted 
from a foot should be used to help identify cases during the house
to-house survey. The photo will also be used by supervisors who 
return and verify cases in villages where no cases had been reported 
during the 1991 transmission season. All villages, even those 
covered by surveillance during the transmission season, will be 
included in the departmental survey. This will provide a measure of 
accuracy of both the in-season and post-season surveillance. 

Revision of the forms used in the 1991 departmental survey was 
also recommended. In the two days after the NTF meeting, I met 
with Dr. Dama and Dr. Trebucq of OCEAC to revise the forms. 
Dr. Trebucq was of invaluable assistance to us. The new forms 
were produced on computers at OCEAC. One (Annex 10) is to be 
used in the house-to-house case searches. The other (Annex 11) is 
for each case and has a section for a supervisor's confirmation. 
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The need to carry out end-of-year surveys in other regions where 

cases have been reported was also discussed at the NTF meeting.
There were reports of cases from two areas in the North Province. 
Investigation by Mr. Obate Zo'o of the Ministry of Health Bureau 
of Onchocerciasis, Schistosomiasis and Dracunculiasis January 30 -
February 2, 1991 revealed cases in two villages near Pitoa. Pitoa 
was itself an endemic village in the mid-1980s. The second area is 
Rey Bouba, a village not far from the Chadian border. Dr. Sam-
Abbenyi, National Coordinator for GWEP, confirmed cases in the 
Rey Bouba region. 

The NTF recommended that surveys covering the two subdivi
sions in question be carried out using the same procedures used in 
the Mayo-Sava survey. Personnel from the two areas would work 
as part 	of the Mayo-Sava survey to learn the procedures. Dr. Sam-
Abbenyi would personally oversee the surveys in the Pitoa and Rey
Bouba 	subdivisions, scheduled for December 1991. 

4.4. 	Assistance with Administration of the Mayo-Sava
 
GWEP
 

Dr. Dama informed me in early July that UNICEF had not fully
funded all sections of the operational budget for the community
based program (Annex 12). In addition, some costs had not been 
included in the request. I assisted Dr. Dama in preparing a supple
mentary budget request (Annex 13) that was submitted to UNICEF 
July 12 and approved shortly afterwards. 

We also prepared a budget for consideration by UNICEF and 
Peace 	Corps to cover activities during the dry (non-transmission) 
season from November 1991 to April 1992 (Annex 14). The main 
activity was health education and general training for VHWs. (It is 
the government's ambition to provide a two-week general training 
course for VHWs throughout the country. A number of GWD 
endemic villages have only recently identified individuals to serve 
as VHWs.) The proposal covered four activities: 

1. 10 days of general training with emphasis on GWD for 
VHWs in 18 endemic villages that do not have formally 
trained VHWs; 
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2. 	 two days of training on GWD for VHWs who have already 
received general training; 

3. 	 a training-of-trainers course followed by a training course for 
the health educators to introduce the materials recently devel
oped by AMA; 

4. 	 funding for health education in the villages for February -
April 1992. 

Dr. Dama and I met with Mrs. Deborah Agbor-Tabi, Associate 
Peace Corps Director for Health and Community Development, and 
Mr. Alami of UNICEF September 25. UNICEF and Peace Corps
agreed to support the program, with each picking up two portions.
UNICEF will fund activities 1 and 2, and PC will fund activities 3 
and 4. 
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5. Itinerary 

Date Place Activities 

Feb. 27 - March 1 Yaounde Meetings with USAID and Ministry 
of Health 

March 4-6 Yaounde National Task Force Meeting and 
separate meetings with UNICEF, 
CARE, Peace Corps, Dr. Chippaux 
and Dr. Desfountaine 

March 7-9 Maroua & 
Mora 

Travel to Extreme-North; meeting in 
Maroua with Dr. Hamidou, Provin
cial Delegate for Health; meeting in 
Mora with Dr. Dama, Departmental 
Chief of Health Services; meeting 
with Peace Corps Volunteers 

March 11-16 Mora Planned training course; visited 
village with active cases 

April 1-15 Mora Worked on training course 

July 2-22 
Sept. 1-20 

Mora 
Mora 

Assisted in putting program in place 
Worked on various components of 
program 

Sept. 21-28 Yaounde NTF meetings and separate meetings 
on improving departmental survey 
and budget 
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Annex 1
 

List of People Contacted
 

*Dr. Owona Essomba Rene, Director of Preventive Medicine,
 
MOPH
 

*Dr. Sam-Abbenyi Amos, Subdirector of Epidemiology, 
Department of Preventive Medicine, MOPH and Coordinator of 
National Task Force for Guinea Worm Eradication 

*Dr. Hamidou Issoufa, Provincial Delegate, MOPH, Extreme-
North Province 

*Dr. Dama Mana, Departmental Chief of Service, MOPH, Mayo-
Sava Department 

Mr. Pierre Dama, Chief FSAR II Program, Ministry of
 
Agriculture, Maroua
 

Mr. James Washington, USAID/Cameroon, Head EHRP 

*Mr. Richard Greene, USAID/Cameroon, Health Officer 

Mr. Juan Fernando Aguirre, UNICEF Cameroon, Country 
Representative 

*Mr. Mohamed Bendriss Alami, UNICEF Cameroon, Program 
Director Rural Water and Sanitation 

Ms. Judy Collins, CARE Cameroon, Director 

Mr. Michel Larouche, CARE Cameroon, Deputy Director 

Mr. Michael Turcott, CARE Cameroon, Chief of Water and 
Health, Mokolo 

Dr. Seumo Fosso Eleonore, CARE Cameroon, Health Coordinator 
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*Mrs. Deborah Agbor-Tabi, Peace Corps Cameroon, Associate 
Director for Health and Community Development 

Mr. Larry Kaye, Peace Corps Volunteer, Mora 

Ms. Susan Graham, Peace Corps Volunteer, Mora 

Ms. Jacqueline Bouwmans, Cadre Audio Viseul d'AMA 

*Dr. Jean-Philippe Chippaux, Centre Pasteur Yaounde (ORSTOM) 

*Dr. Desfontaine, Chief, Health Services, OCEAC 

*Dr. Arnaud Trebucq, Deputy Chief of Epidemiology and 
Statistics, OCEAC 

Mr. Timothy Manchester, Director, Save the Children, Cameroon 

* Representative to the National Task Force for Guinea Worm 
Eradication 
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Annex 2
 

Announcement of a National Task Force Meeting
 
March 6, 1991
 



ANNEX 2
 

YnITTSTEE DEB L S.10TE W-BLIQUE .MMQflU CAERUN 
Pax-Travail - Patrie 

LES DESTnTAA-7S DlU --rSTT gESSA2, M E fiE LA, TASK~ P'0E 

NA-201A1= SONTT fl1VTS A ASS ISTER MR~uT=.J A Ux~B 1=1 I0LT QUI AupA 

LMU AU BUEAU DlU SOU thEECTEJB. DEB LEPILLOG LE MEWMMI 06 & 

1991 A 101T30 PIRECISS. 

L'0RDE DlU JOUR POREEA SuE: 

1- ME PLIXT D'ACTIOT DE L'BzLnnTTIONT DE LA DEACUNCULOSE T 1991. 

2- LES PARATME DE LA flUX=~ j0ujuEE IUTI0NAIv, DE JL . 3AcU,,jC=,7s 

3DESTfltLTA=~ 
-Mr. Al-AM UN=C~ 

M r. WBOZEL, TcmA
 
D 1r. X&Il EK BO CUSS e F V 1 9
 

r. S= ~AMCOB0 = LE SOUS-DIRECTEIJR DWNSIOOI 
aHIPAUX, CI-Dr. PQJILOI

Jrs AGBE0E-TABI-HIA.CE 


-Dr. SUHCARE
 

M CORM 

.......................... b
 

http:AGBE0E-TABI-HIA.CE
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Annex 3 

Announcement of National Task Force Meeting 
September 24, 1991 



Na, ANNEX 3 " 5 7 k 

MINISTEES DE LA SMAME FUF1LICUE REPUBLIQUE DU CAMP"MOUN
 

PAIX - TRIAVAIL - PATRIIE
 

,;[9 Jl~P/lSG/lr.:RlPRlSJ0 

./7)/7)_EssAcE PORTE 

LES DESTIDIATAIRES DU PPESENT MESSAGE SONT INVITES A ASSIST'R 
PERSCO-'WULMENT A U I7,CfTMITE REUNICN QUI AURA LIEU DANS LE BUREAU 
DU SOUS/Dfl'ECTMU DE L'EPIDEMIOLCCIE LE IARDI 24 SEFTFl.rE 1991 A 
15 IIEUFRS PRECISES. 

L'OPDRE DU JOUR POPTFA SUR 

(I) EXLC'ITATIOU INFOUIATICUE DE L'r.2UETE DEPAPTE.TNTALE 
DANS LE ,.'AYO SAVA EIN 1990. 

(2) PRIEPAWTiFS DE L'ENMUETE i1{ATIONALE (MAY0 SA, BENCUE/ 
APROrDISSEMENT D PITOA, MAYO P.EY/ARRGDISSEi7iE?.T , EY 
BOUIEA, MAYO DAtAY ET MANYU). 

(3) VOLET EDUCATICII PoCU LA SANE DU -IMCfAVME D'ERADICATIOM! 
DE IA DFACUIICULOSE. 

(4) NISE EN OEUVP-.E E LA STRATEGIE D'ENRIDI.UEMPT DE CAS 
(CASE COTWAI TNT) AU MAYO SAVA. 

EESTIlIATA-"':s:S 
-Dr.NSE , SEP. 1991

-M~r ALAMI UNICEF 1
 
- Pr SA4E EXOBO CUSS /-Dr J.P.o LOUiS OCEAC/ LE $0US-DlrU-Pf 0OMIOLOGIE 

-Dr CHIPPAUY CPC V/ 
-Ms ACLOR-',ABI PEACE CCFRp S SI I

S-4ss SUE'v CARE INT-Dr GREER U.TULAME/VBC " i 

- Dr DAM~A tIANA SDSF/b-,CfA/
-MB GPAHAM SD,3P/MOSA V
-4.r OATE ZO '0 BODS. , - ;,-- . . ,4 ,. 
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Annex 4 

Schedule for Training Course 
for Health Outreach Teams and Health Educators 



ANNEX 4 
 qoo 

STAGE DE FORMATION DES ANIMATEUJS ET DES EQU-IPES DE TRAITEMN 

DANS LE CADRE DU PROGRAMME D'ERADICATIN DU VER DE GUINEE 

Programme du Stage: 

Lundi 8 Avril
 

7h - 7h30 Inscription 
7h30 - 8h Test Prdlininaire 
811 
8h30 

- 8h30 
- 9h30 

Accueil et Ouverture 
Generalit~s sur le Ver de Guinde 

Pr~fet du Mayo Sava 
Docteur DAMA 

Prdsentation du Prograrne 
d'Eradication du Ver de Guinde 

9h30 -10h PAUSE 
10h -12h30 Sensibilisation de la Communautd Susan GRAHAM 

Promotion de l'Action Individuelle 

Mardi 9 Avri]. 

7h30 -10h 	 Lutte Vectorielle et Mahamat DOUGDJE et 
Traitement des Sources d' Eau Aboukar WANDI 

10h -10h30 PAUSE 
10h30 -12h Traitement et Endiguement des Cas Docteur DAMA 

Mercredi 10 Avril 

7h30 - 9h30 	 Surveillance des Cas Adama MALOUM 
9h30 -10h PAUSE
 
10h -llh Evaluation de la Ccaunnautd et Susan GRAHAM
 

Promotion de l'Action Carmiunautaire 
llh -11h30 Planification des Activit~s 1991 Docteur GREER 
1lh30 -12h30 Reunion des Equipes 

Jeudi 11 Avril 

7h30 - 9h 	 Rdunion des Eguipes 
Presentation des Plans d'Action Equipes

9h -10h Rdsum& et Test Final Docteur DAMA 
10h -10h30 Evaluation du Stage
10h30 -lh Cdrmonie de Cl6ture de Stage Pr~fet du Mayo Sava 

llh -12h Formation d'Entretien de Moto* 	 Laurence KAYE 
Mecanicien OUSMAN 

* 	 La formation d'entretien de moto sera pour ceux qui regoivent les motos 
d'UNICEF. 



41 

Annex 5
 

April 1991 List
 

Page 1: 	 Health Outreach Team, health educator and village health 
worker responsible for each primary village. 

Page 2: 	 Work schedule for HOTs and health educators showing 
when they should visit each village. 



Equipes de 

Village Traitement Aninateurs Agent de Santd (ASC) 

Kerawa 

Sanda Wadjiri Guelem et Boui Kassoum Maloum et Yerima 
Dougdj! Guelen et Boui Kassoum ---
Ndaba Guelem et Boui Suzanne et Guelem ou Boui Abba 

Mora 
Van& Mahana Dougdj et Aboukar Poudito Tchara Jremie 

Mbrim& 
Ndrim 
Gagadama 

Wandi 
Dougdj6 et Wandi 
Dougdj6 et Wandi 
Toukour et Brabim Lala 

Hamadou Garga 
Tanar 
Minascof 

Doudou Marie 
'niza Melia et Sakoza 
---

Adakele III Toukour et Brahim Lala Minascof 
Tala Mokolo 

r' 

Sigai 
Maguich6 
Guebed-
Koulong 

Tavia et Piola Josu6 
-

-

Ayouba 
H 

-

Safsaf Jean et Damatal 
Ganagai Fatakwa 
Zougo Andr& 
Mazinai Jean 

Goida - -Dekochila Dadigoa W 
et Makadji Haboga 

Mayo OuLd~m 
Ouzd~d& I et II Koulifa Abba Mastafa Melafet 
Mayo Plata 
Jilv6 

i 
I Fadi 

H GouAv( 
---

David 

Godigong
Tala Dabara Medjeld et Nabada Medjeld et Nabada Zala David 
Kourva Wr("
Ouraga Zamana Chetima 



Euipes des Jour de Jour de 
Village ": 5.aitment Surveillance Traitment Animateurs Animation 

Kerawa 
Sanda Wadjiri 
Dougdj6 

Guellim & Boui 
of 

chaque lundi 
s 

4 eme rcredi 
s 

Kassoum 
so 

Iere & 3ememercredi 

Ndaba " chaque samedi 3eme rcredi Susanne & Guellim SI 

ou Boui 

Mora 
Vam& 
Mbrimi& 

Mahamat Dougdj6 & 
Aboukar Wandi 

chaque lundi 
" 

1erelundi 81 
Ierejuedi 

Poudito 
Haradou Gorge 

1 ere & 3 
e me 

It 
juedi 

NdrimCU 
Gagadaia 
Adakele III 

1. 
Toukour & 
Brahim Lala 

chaque mardi lerevendredi 
Tamar 
Minascof 

U 

lereven & 3emejued i 
1 ere & 3 eme juedi 

Tala Mokolo 

Sigai Tavia & Piola Josu6 chaque vendr 2evendredi Aycuba Iere & 3 emevendredi 
Maguich6 . 

(, iebed@ 
iulong 

,S 
-

l vendredi Iere 
-

& 3 emercredi 
- - - -

0 

uolda 3 vendredi -

Mayo Ould. 
Ouzed~d& 1 & 2 Koulifa X- C 1' chaque sanedi leremardi Abba Moustapha 

e 

1 er e & 3elundi 
Mayo Plata chaque mardi at 2e me & 4emelundi 
Jilv" Fadi 1ere & 3 emelundi 

Godigong 
Tala Dabara Medjels & Nabada chaque diman Perelundi Medjel6 & de # 21/" vendredi 
Kourva Wdr6 
Ouraga 

U 
--

chaque mercr leremardi Nabada 3ane 
e 
&4mardi 

4me 
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Annex 6
 

Annotated List of All Villages Covered
 
By the Mayo-Sava GWEP
 

At the Beginning of the 1991 Transmission Season
 
And HOTs Responsible for Each Village
 



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

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

- ANNEX 6 (Page 1) 

mINISTERE DE LA SANTE PUBLIQUE. REPUBLIQUE DU CAMEROUN 
............ 
 Psix frivail-Patris 

DE°rGATIGN PRUVINCIAL 
DE LA --------

SANTE PUBLI4UL EXTHEAE.NURD
 

SERVICE DEPAHTL.,.LNTAL DE LA
 
SANTE PUBLIiFL. uU HAY,-bAVA 

HEPARTITION DES VILLAGES ENDEMIUIES DEPISTES
 

DEPISTES PAR LQUIPL5 LT AIRES DE SANT.
o
 

4;, 4UIP.S DE -_.DMILLANCE dee Villages Vea do Guinil 

AIRE DE SANTE I ELJUIPL DE 5URVEILLAIJCE I VILLACLS A SURVLILLER 

1
• 	 1 Tidiw6 ) 
I Doumi 	 3 

I! 	 I Mebta (T )
I Equips CDHP MORA I Vudavoum 	 MORA-MASSI 

M 0 H A t lm-Sali Habata ) 
: I Djoud )

I umdal1 - -
I Geged.a ' ) 
I VAMI 6 MbLPiL NU84MEC )

'" Tchakoybe Tvr )
l ! Tchakoyab. I .vr ) 

I 
I Adek61. 

. 
IIX )

1 Adk41. IV )r T )
I I lors Centre ) 

, 	 I MONA 

blagm derfI 
, ---
 I layer 6ougron ) DOULO 
1' 
 I Ganu Achd

3le 4-,h- I Ale.. Hardd B*Wet 
I ' 	 jioundi DJOUNDE 

e---------------------- n d i 

I Sigel 
TALA-GKOLD 
 I E.S.D. TALA-MOKOLO I Gudbddd ) MADA 

I 	 I Koulon iGolda )
I GLmelg Jigla ) 

I 
I 	 I Zouelve )

I Matchakoan 
I I houktfl1-Zouelva U 
I I Gotade )MOUKTELL. 
I I Mokokl ) ZGULLVA 

1 Hodeway 

! 1IDourango)1h4adele
 

I LI SanJs 'ddjiri
I 	 3I Ndabo 

I I 5ari WnalUas 
SI 	 Ted 

KERAWA 
 I CoS.D. KERAWA 	 I DougZo- I1ama Oumatd 
• 	 °I 	 I Zerd ) 

I 	 lia Wouidd 3I 	 I1Daugdjd 

http:Adk41.IV


ANNEX %6 (P5-e 2)
 

008/2 

Aire do Snntti I Equips da Surveilla~nce I Villi;, - b *urBiller 

I~ ~ HaMnqav# louyanq
I I i1cujourt 
II 4m -

M L IiL I .00. Wm I Mauyan4' 

II Tala Dabara f~~4%AA
1 I Gourve Wdd
G(ADILOWJ i C.Lj.D. tau ,J6 I Uu~agsQ 13L 

I I Koiur'ui Tagoddl6 
BGUJDt.RI I K1al" z'l:i 3Limqnj.

C*. ( AtHUNJERftI Garnack 
 % 
i~ounderi 

A 

MONCA, !a 12 rdvriuz 1291
 
Le Cheof do Se~rvice 04p~ttesi.
 
du lai 5antj Publicque du Mayo-

DDA 4A MAIA 

0&1 ' CIS-)tax 

iII W%
 

http:BGUJDt.RI
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Annex 7
 

Sample Page from Village Registry for GWD
 



______ ______________ 

____ 

__ 

0"'
 

____ I.. -,-.--4-. - 1:111 ext' ~ *'2/~ 

I I 
I ~I 

~ 
I' 1 I i-iI~ 

-
I 


.. 

I
 
______________________________________ I I , _ 1!I I 

ii;*f* I I
 

_ 

[ T~~J 
Ii 

jill

IiII I 
 I I I 

HH' 
'I! 

HI~ 
I I
1~ I I I~** .1! 1K!: 

I I 

I: II I -J 

I ~ I I
 
II I
 

lIi~i I I
~~* :1 

Ii I ~ ill 
II I I I 

':1,:* 
 I'
 
ill I !i!l .1 I
 

I!!~~, I I
 
I I
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Annex 8 

Form Used by HOTs 
To Record Information from the Village Registry 



T JA t- :. OUVELLJE EM1ERGENCE [U VER [DE GIJINE 

Villagt: . ___ __ Equipe-:-___ __ -- Lin cle I 'E-nquetei i: ___ __ 

:du 
Iver 

8 

de 

N~n-ir~cte 

r~dice 
farille I 

Ncrn du 
mall ade 

I. I 

Po'aivnm dii 
ae1 maa d 

1Ave-vc~~Es 

:dlt!dappari-iade de tie 
tiol 1pas aller

AeJxId
Age -x ver puiser deeau ? 

Avez-vcwc-, 

fuailait -NouveatflParlsent cu [kite cas 
au irialalde! ancieli jStait

Icas sga 

i I _ _ 1 _A 

- I _ _ ___ - v--... 

J 
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Annex 9 

Form Used by HOTs 
To Record Information on Abate Treatment 



_ _ _ _ 

___ 

_ _ 

_____________ _______________ ______ ____________________ __________ 

_____ 

____ 

AMNEX 9
 

-EUILLE D'ENREGISTREMENT DES DONNEES SUR L'APPLICATION DE TEMEPHOS 

Arrondissement: Village: _ Equipe: 

Permission des not- Villageois Nom du responsable
 
abilites accordee? pr.epares? de l'application
 

Teme-


Volume Temephos util-

Type de Long Larg Pro d'eau "--------


Nam de puitlsource d'eau eur jeur fond. 
(m-7 200 e(ml)
1500 Remaques
 
_ _ _ I I......4 I_ _ _ 

I 

_____ ___________rTI ___ f....A ___ 

__ _ _ _ i l I ___ Ii I _ 

____ __ __ __ __ _ I I ___________Ii____ 

__ _ _ _ _I _ I _ I __ I I _ _ _ _ 

___________ I__________ I _____ _____I I_____________ I I I 
______ ______ i J___ ____ ! ______ 

___ _ I _, _ 

__ _ __ __ _ _ _ _, I _ _ _ 

_____ ____ ___________ _ I_____ ________ L L i
I______ 
______ __ I __i __ ___ 

j I 
____ 

_________I _ _ _ ___ _____H I ______ 

____________ _____ I_____________________ i I K ! 
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Form Used in the Departmental Survey to Record
 
Information from Head-of-Household Interviews
 



ENQUETE NATIONALE DRACUNCULOSE Fiche d'enregistrement des foyers 
Arrondissement ........................................................... Vihlane...................... .Fiche no ................... Date:.......
 

Canton .............................................. Chef de Village .............................................................. Enqu teur .................................................... Combien de 
personnes

Nb. pcrsonnes habitant le foyer ont eu le 
VdG depuis

No Adulte Enfant Connaissez - le d6but dle
Foyer Nom du chef du foyer vous le VdG? cette saisonQuartier H F (Oui/Non) des pluies 

1 

2
 

3
 

4
 

5 

6 

7 

8
 

9
 

10
 

11
 

12 

Total 

VdGfoyer 
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Annex 11
 

Form Used in the Departmental Survey

To Record Information About Individual Cases
 

(This form is also used during a follow-up visit by a supervisor to 
confirm the case.) 



ANNEX 11 

ENQUETE NATIONALE DRACUNCULOSE AU CAMEROUN 

FICHE INDIVIDUELLE DE CAS SUSPECT DE DRACUNCULOSE 

Enqu~teur: ......................................... N' de fiche ........ N0 de foyer .......... Date ................
 

Une fiche individuelle doit t&re drablie pour chaque personne ayant prdsentd un ver de Guinde depuis 
le premier janvier 199 1. 

I - IDENTIFICATION DU FOYER 

Arrondisscmcnt 

Canton 

V illage 

Quarder 

........................................... 


............................................
 

..........................................
 

....................
 

II- IDENTIFICATM ON DU MALADE
 

Nom ............... ........ o
 

Prnom ........................................
 

Hi 
Age .....................
 

Sexe (M ou F) ................................. L 


II - LIEU DE RESIDENCE HABITUELLE 

Rdside depuis plus d'1 an [ 
dans ce village OuliNon .......... 

Si la rdponse est N, identifier le foyer de 
rdsidence avant de venir dans ce village: 

Arrondissement.......................................... 


IV - POINTS D'EAU UTILISES
 

Indiquez le ou les points d'eau ou Icsujet pulse
 
scn eau de boisson pendant la saison pluvicuse:
 

a) nom de la mare ................................................
 

b)nom du mayo ..................................................
 

c) nom du forage ..................................................
 

d) nom du puits tradirionnel 
................................
 

e) nom du puits Amarge ....................
 

V-LA MALADIE 

Le sujet reconnalt la photo 

du ver de Guinie? Oui/Non ................................. i
 
Depuis le ddbut de cette saison des pluies, 
avez-vous eu cette maladie Oui/Non ............. L
 
Vous avez-vu Ic vers? Oui/Mon ..................... i
 

I y avait (ou il y a) une plaie Oui/Non .......... L
 

L'enquEteur voit une plaic ? Oui/Non ............ L
 

A quel mois est sorti le premier vers ? ........................
 

C'6mit cette annde ? Oui/Non ................ Li
 

Canton :............................................CONFIRMATION DU CAS 

Village :.......................................... Nom du superviseur: ............................................... 

Quarier :............................................ Date: ............. 

C'est un cas de dracunculose 
de cette annde Oui/Non ..................... Li 
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Annex 12 

1991 	Budget Request for the Mayo-Sava GWEP 
Submitted to UNICEF July 12, 1991 



I ANNEX 12 (Page 1) 

9E INISTERE DL LA SANTE PUBLIWUE REPUBLIQUE DU CAMEHOUN 
DELEGATION PROVINCIALE DE LA 
 -ia

SANTE PUBLIQUL DE LILXTREME.NORD
 

SERVICE DEPA TEMENTAL DE LA

bANTE PUBLIQUE DU MAYO-SAVA
 

PROGRAMME D'EkADICATION DE LA DRACUNCULOSE
 
DANS LE MAYO-bAVA$ BUDGET DLS ACTIVITES A
 
MLNER EN 
 1991
 

INTRODUCTION
 

Lea 
activitds du Programme dldradication do Is Dracunculo.a
 
dane Ia Mayo-Sava compentmi'.


M leanimation ( lleducat4on pour la bantep promotion ca 
 filtrep dduca
tion hydrouanitaie) d 
Mai A octobra 1991 
dane 14 villages
-
Is traitement ass puits at Ia surveillance des 
cam 
cans 14 village.
 
Oe ma & actobre 1991
 - la aurviillance des 63 autas villages infactds do juin & octobra 

- l'endiguement oae ca 
 par lea agents de Santd villagaois

- Is traitament des Cas dane lea 14 villages ayant plus de 3 cao du 

mai A octobre 1991. 

4 groupes do budget senont p:dsent6s:
 
- Budget des activitds do la p6diode di transmission
 
-
Budget di l'unqutte gdndrale di racherche de cas en novembre
 
- Budget entratien vdhicyle
 
- Budget fournitures de 
 bureau.
 

I- Budget desactivitds de la -riode d transmission de 
Mai A Octobre 1991: 

A/ - Animation dane las 14 villages ayant au moins 3 nae en 199at cetains anciens villages ayant au moins 1 can: 
- Education hydrosanitaire
 

- Mobilia.ation Communautaira
 
- Promotion des filtres
 
- Endigunment des can.
 

7 animateurs CARE at 2 animatricae 
 do MINASCOF iffectueont citt

animation 2 jours de visite/mais/village 


0../2 

1991 



ANNEX 12 (P. 2)
 

14 x 2 x 6 - 168 jours
 

Perdiem: 2.000 Fro x 168 - ..........0... 336.000 F
 

Carburantz :300. Fro x 168 ........... ... 84000 F
 

TOTAL.. ................. ** 420.000 F
 

B/ - Traitement des points d'eau et surveillance
 

des cas (Y compris endinuement) 14 villages
 

Obiectifs: -Traitement des points d'eau non potable & liabate dan.
 

14 villages ayant 3 mas au maine (une fois par maio)
 

- Notification des cas chaque semaine auprbs des ASC
 

- confirmation des ca.
 

- appui aux ASC dane le traitement des malades.
 

6 equipes de. 2 pereonnes chacunes sum aesureront ce travail 

pendant 6 mois.
 

a) Traitement des points dSeau 

11 joura/mois x 6 - 66 jours 

Perdiem 1 4.000 Frs x 66 - 132.000 Fza 

Carburant (toutes caes quipea utiliseront lee 6 mato UNICEF). 

5SUO Fro x 66 - 33.000 Fro 5.
 

TOTAL(a) : 132,000 Fro + 33,000 Fro - 165.000 Frs -3
 

'b) Surveillance dans les 14 villages lea plus touches ou anciena
 

1 visite/aemaine/village 

8 jours/aemaine x 4 x 6 = 192 jours
 

Perdiems 2.UO0 Fr. x 192 0 384.000 Fr.
 

Carburant: 5UO Fro x 194 w 96.000 Fro
 

TOTAL (b): 384.000 Fr. + 96.000 Fro - 480.000 Frs
 

TOTAL B : (a) + (b) - 165.000 Fra + 480.000 Fre= 645.000 Fro 

C/ - Surveillance des cas dan. lee 63 autres
 

villages avant mains de 3 cas en 1990
 

2 visites par mois et par village
 

I journde suffit pour 4 villages
 

4 jouru /mois pour l'6quipe de Kossa
 

4 jours/mois pour l'6quipe de Alass-Herdd
 

4 joirs/mois pour l'hquipe do Bounddri
 

4 jours/mois pour l'dquipe di ndmd
 

2 jours/mois pour l'6quipe de Godigong
 

Mayo-Ould6md 4 jour. par mois
 

8 jours/mais pour Koumey Michel
 

Aboulkarim
 

4 jours/mois pour lliquipe de Kdrawa\
 



Jours/mais pour lldquipa de Tala-Hokolo 

6-jours pour dquipe I Mora (Mahama Dougdjd + Abaukar Wendi) 

6 jours pour 6quipe II Mora (Toukour et Brahim)
 

Soit 46 jours/mois x b 4230 jour.
 

Perdiem: ;.000 Fro x 430 - 460.000 Frs
 

Carburant: 500 Frs x 170 = 85.000 Fra
 

(Moato Service)
 

Carburant at lubrifiant pour Motos personnallos
 

= 1.000 Frs x 60 j w 60.000 Fra
 

TOTAL( C ), 605.000 Fr. 

D/ - Depistage quotidian at endipuament des cos
 

par lea ASC ou un volontairm villaQeois
 

- Objectif: - ddpistaga quotidian des cam 

- enregistroment das cam dens un cahiar 

- pansament 

- message au patient pour l'endiguement 

Pardiam: 1.000 Frs/samaina x 4 x 6 . 336.0U0 Fra 

(D) - 336.000 Fr, 

E/ - Collect= des fiches de Surveillance auprb
 

des 6quipes ie traitement confirmation des cas 

Ca travail sera assure'par Ise 2 volontdires de Peace Corps 

at le Coordinateur ddpartemental des SSP. 

N.B. Le dplacement (Perdiem at carburant) sera assurd par le Peace Corp
 

Stils ae ddplacent en voiture le carburant peut leur Itre fourni.
 

Pour la ddplacement du Coordinateyr des 5SP 

4 jours/mois/dquipes sait 1 jours (leas 2 6quipas do More ne aont pas 

comptdes) = 12x6 = 72 jours 

Pardiam: 2.000 Fre x 72 - 144,000 Frs 

Carburant: 36 jour. an moto= i 

500 Fro x 36 - 18,000 Fro
 

36 jours an voiturm
 

d.000 Frs x 36 w 72.000 Fro
 
Pardiam chauffeur:
 

1.000 Fra x 36 - 36.000 Fre 

TOTAL (E) - 234.000 Fro 

Fj - Suoervision Gdndrale par le Chef de 
Service DUpartemental de la 5antd Publiaue du Mayo-Save 

I visita/mois/village - 13x6 = 78 joUrs 

Pardiam a 4.000 FL3 x 78 = 412.000 Frm 



Perdiem Chauffeur: 1.000 Fis x 78 w 78.000 Frs 

Carburant 1 2.000 Fro x 78 = 156.000 Frs 

TOTAL (E) - 546.000 Frs. 

II - Budget entretien voiture at motos 

- Entretien des 6 motos: forfait 5U.000 Fra/an la 1hra annde soit 

50.000 Frs x 6 - 300.OUO Fr. 

- Entratien du vdhicule UNICLF forfait 150.000 Frs 

TOTAL el- 450.000 Frs
 

III - Budoet fournituras do bureau
 

- papie
 
- stencils
 

- uncre 

- chemises 

A forfait 100.000 Frs (III). 

IV - Lnaulte -6n~rale pour recherche active des
 

cs dans tous lea villages du departement
 

- Periode: 1&ro quinzaine o novembro
 

- Dure de ltenaugte: 1 jours pour lo autres villages at 2 jours
 

pour la villa do Mora
 

- Evaluer la situation de l'und6mia aprbs la lae enquBta de 1990
 

- Llenquata comprend 2 phases:
 

" formation des anquAteurs
 

" enquata proprement dits
 

A/ - formation des engulteurs 

Pdriode: lbre sumname de novembro 1991 

Budget: Transport des enqutteurs venant hors do Mora - 100.000 Fr. 

Transport du Dr; Dasfontaine pour la formation= billet avion
 

Yaound6 - Maroua - 88.0UO Frs 

- Perdiom du Dr. Desfontaines pour 3 jours : 7b.000 Fra 

- Rapas pour enquateurs - 150.000 Fr8 

TOTAL - 413.000 Frs (a)
 

(Mime budget quien 1990)
 

B/ - Enquate proproment dite 

Perdiemz ASC - 2.000 Frs x 40 . 80.000 Frs 

Perdiem infirntiersp animateurs CAHE: 

2.000 Frs x 15 x 36 m 1.U80.OU Fie
 

Perdiem aupervismurs : 2.OJU Frs x 15x3- 90.000 Fra
 

*+carburant at lubrifiant:
 

33 motos at 2 v6hicules seront utilis6s comma liann6e
 

dernihre (1990):
 

http:1.U80.OU
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MINISTERE DE LA SANTE PUBLIQUE REPUBLIQUE DU CAMEROUN
Paix-Travail-Patrie
 

DELEGATION PROVINCIALE DE LA
 
SANZE PUBLIQUE DE L'EXTREME-NORD
 

SERVICE DEPARTEMENTAL DE LA
 
SANTE PUBLIQUE DU MAYO-SAVA
 

PROGRAMME D'ERADICATION DE LA DRA(UNCULOSE
 
DANS LE MAYO-SAVA.-


Requite pour un budget suppldmentaire adressd
 

A 1'UNICEF YAOUNDE
 

Dans le projet de budget que nous avions pr~sent6 en date
 

du 12 avril 1991 quelques erreures se sont glissdes dans ldsrubrique
 

ler point: I.B. a) Traitement des points d'eau. En effet chaque
 

&quipe de traitement comprend deux personnes pour rdsoudre les pro

bldmes de langage. Les 165.000 frs repr6sentent le perdiem et carbura
 

pour des Aquides comprenant une seule personne. Il convient par con
 

sequent de multiplier les 165.000 frs par 2 soit 330.000 frs pour le
 

traitement des points d'eau pour 14 villages. Or un autre impr6vu
 

s'est ajout&. 7 autres villages viennent d'etre ajoutds A la liste
 

des villages od ies points d'eau doivent 8tre' traitds (le nombre des 

cas est assez important). Le budget traitement des points d'eau 

doit 8tre donc de I 495.000 frsl au lieu de 165.000 frs. Nous sollici 

tons donc un suppl6ment de 495.000 frs - 165.000 frs = 1330.000 frs I 

2e point: I.E. b)= Surveillance dans les 14 villages les plus
 

touches ou anciens.
 

Nous avions pr~vu un budget de 480.000 frs mais 344.000 frs
 

seulement ont dt6 allou~s. Ce que nous trouvons insuffisant. Un
 

autre impr6vu, 7 villages se sont ajout~s soit 21. Le budget doit 

remonter A 480.000 frs + 240.000 frs = 720.000 frs; Nous avons besoir 
d'un supplnient de 240.000 frs + 136.000 frs = I 376.000 frs .1 
3e point: Pour l'endiguement des cas nous avons jug6 utile voire in

dispensable d'utiliser les Agents de Sant6 Communautaire des villageE 

Nous voudrions les motiver avec 1.000 frs / semaine soit 21.000 frs
 

par semaine pour les 21 villages. 

Pour les 4 mois de surveillance (juillet - AoUt - Septembi 

- Octobre) il faudra 21.000 frs x 4)X:1336.000 frs I 
En conclusi.n: Pour mener le programme A bon port nous sollicitons 

un suppldmet de budget de 330.000 frs +376.000frs+336.000frs
 
: I 1.042.000 frsl.
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Submitted to UNICEF July 12, 1991
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MINISTERE DE LA SANTE PUBLIQUE REPUBLIQUE DU CAMEROUN 
Paix-Travail-Patri. 

DELEGATION PROVINCIALE DE LA 
SANEE PUBLIQUE DE L'EXTREME-NORD 

SERVICE DEPART.MENTAL DE LA 
SANTE PUBLIQE DU MAYO-SAVA 

PROGRAMME D'ERADICATION DE LA DRACUNCULOSE
 
DANS LE MAYO-SAVA.-


Reqcuate pour un budaet suppldmentaire adress6
 

A l'UNICEF YAOUNDE
 

Dans le projet de budget que nous avions presentd en date
 

du 12 avril 1991 quelques erreures se sont glissdes dans ldsrubrique
 

ler point: I.B. a) Traitement des points d'eau. En effet chaque
 

6quipe de traitement comprend deux personnes pour r~soudre les pro

bldmes de langage. Les 165.000 frs reprdsentent le perdiem et carbura
 

pour des 6quipes comprenant une seule personne. I1 convient par con
 

sequent de multiplier les 165.000 frs par 2 soit 330.000 frs pour le
 

traitement des points d'eau pour 14 villages. Or un autre impr6vu
 

s'est ajout6. 7 autres villages viennent d'etre ajout~s A la liste 

des villages oQ ies points d'eau doivent 8tre trait~s (le nombre des 

cas est assez important). Le budget traitement des points d'eau 

doit 8tre donc de I 495.000 frsl au lieu de 165.000 frs. Nous sollici 

tons donc un supplement de 495.000 frs - 165.000 frs = 1330.000 frsl 

2e noint: I.B. b)= Surveillance dans les 14 villages les plus
 

touchds ou anciens.
 

Nous avions prdvu un budget de 430.000 frs mais 344.000 frE 

seulement ont 6td allouas. Ce que nous trouvons insuffisant. Un 

autre imprdvu, 7 villages se sont ajout~s soit 21. Le budget doit 

remonter A 480.000 frs + 240.000 frs = 720.000 frs. Nous avons besoir 

d'un supplftent de 240.000 frs + 136.000 frs = I 376.000 frs I 

3e point: Pour l'endiguement des cas nous avons jug6 utile voire in

dispensable d'utiliser les Agents de Santd Communautaire des villagei
 

Nous voudrions les motiver avec 1.000 frs / semaine soit 21.000 frs
 

par semaine pour les 21 villages.
 

Pour les 4 mois de surveillance (juillet - AoUt - Septembi 

- Octobre) il faudra 21.000 frs x 4)4k:336.000 frsl 

En conclusion: Pour mener le programme A bon port nous sollicitons 

un supplmert de budget de 330.000 frs +376.000frs+336.000frs 
- I 1.042.00w frsL.
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611 r juillet 1991.
,it.-iDEi 
 CE DEPARTEMENTAL DE

SANTE PUBL-
 DU MAYO-SAVA,
 

de : %, ?, 
....
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 ,. -.,, .IA Mana
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FROGRAMME NATIONAL D'ERADICATION DE LA DRACUNCULOSE
 

Budget des Formations et Animation:
 
Novembre 1991 - Avril 1992
 

Ces activit6s ont pour but 1) mener A bien la surveillance des 
cas et la strategie de l'endiguement des cas et 2) continuer et 
zidynamiser 1'education pour la sant6 avec le nouveau materiel
 
dducatif confectionn6 par AMA.
 

I. 	 Formation des 18 ASCs dans les villages dendemie
 
dracunculienne.
 

La formation va durer 12 Jours dont 10 jours ouvrables
 
et 2 jours de week-end. 

1) Transport des perticipants: 
1.000 F X 18 participants - 18.000 F 

2) Perdiem des participants;1.000 F X 12 jours X 18 - 216.000 F 

3) Perdiem des encadreurs:
 
2 encadreurs par jour
 
2 X 10 jours X 2.500 F 50.000 F
-

4) Bureau:
 
Cahiers, bics etc. = 3.600 F
 
Secretariat = 5.000 F
 

TOTAL: 292.600 F (Deux cent quarte ving; douze mille
 

six cent francs)
 

i!. Rcyclage de 17 ASCs de ja formt s sur 1endisuement des cas. 

2 Jouxs de formation 

1) Transport des participants: 
1.000 F X 17 	 17.000 F 

2) Perdiem des participants; 
1.000 F X 2 Jour X 17 	 34.000 F 

3) Perdiem des encadreurs; 
2.500 F X 2 jour X 2 encadreur 	 10.000 F
 

4) Bureau:
 
Secretariat 5.000 F
-

Cahiers, bits etc. 	 3
3.400 F
 

TOTAL: 69,400 F (Soixante neuf mille qua re cent
 
francs) 
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III. 	Formation des animateurs & la technique d'animation pour la
 
santd avec le nouveau materiel confectionn par AMA.
 

Cette formation se deroulera in deux phases:
 

-	 Premiere phase; formation des formateurs par un consultant 
de AMA. 

- Deuxieme phase: formation des animateurs proprement dite. 

A. Formations des formateurs
 

- 2 Jours de formation + 2 Jours pour le voyage du
 

consultant de Yaound6 & Mora.
 

1) Ferdiem et indemnit6 du consultant de ANA:
 
(30.000 F + 15.000 F) X 4 Jours = 180.000 F 

2) Billet avion Yaoundt-Maroua-Yaoundt = 88.000 F 

3) Perdiem de 2 formateurs A former venant de Maroua 
et 	de Mokolo. Ces 2 formateurs ont de 1'experience
 
en matitre d'tducation (M. KONDJI de la Delegation de la
 
Santd Publique et M. ABDOURAMAN Mal Bappa de CARE)


8.000 F X 2 X 2 Jour5 - 32.000 F 

4) Transport pour les 2 formateurs: 

4.000 F X 2 = 8.000 F 

TOTAL: 308.000 F (Trois cent huit mille francs) 

B. Formation des animateurs Pronrement dite. 

- Participants: 9 animateurs CARE 
2 animatrices MINASCOF 
1 coordinateur des SSF 
2 infirmiers d. CSD de Godigong 

- Duree de la formation: 5 Jours 

- Formateurs: M. KONDJI, Maroua 
M. ABDOURAMAN mal Bappa, Mokolo
 
Mme. Suzanne GRAHAM
 

1) 	 Ferdiem de participants: 

Ces participants auront droit au perdiem: 2 animateurs de
 
CARE de Kerawa et 2 infirmires de Godigong.
 

2.000 F X 4 X 5 jours 	 40.000 F
-

2) 	Transport des participants:
 
1.000 F X 4 	 4.000 F
-

3) 	Materiels bureau et secretariat 10.000 F
-
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4) Cahiers: 200 F X 14 
 - 2.800 F
 

5) Ferdiem des encadreurs;
 
10.500 F X 2 	X 5 Jours 
 - 105.000 F
 

TOTAL; 161.800 (Cent soixante un mille huit cent francs)
 

IV. Budget .1timazion et education pour la sante pour la saison 
intermedaire: Fevrier-Mars-Avril, 1992
 

- 20 villages & animer
 
- 2 sorties/mois/village 40 sorties/mois X 3 


120 sorties 


1) Ferdiem;
 
1.500 F/ sortie X 120 	 = 180.000 F
 

2) Carburant et lubrifiant;
 
750 F1 sortie X 120 
 90.000 F
 

3) Supervision: 
- Chef SDSF Mayo Sava; '2 sorties/mois = 6 sorties 
- Mme. Susan GRAHAM: 1 sorties/sem X 4 X 3 = 12 sorties 

a) Carburant 	et lubrifiant;

3.000 F/sortie X 12 	 36.000 F
 

b) Perdiem Chef SDSF:
 
4.000 F/sortie X 6 	 24.000 F
 

c) Chauffeur; 
1.000 F/sortie X 12 	 = 12.000 F.
 

TOTAL: 342.000 F (Trois cent quarante mille francs)
 

GRAND TOTAL; 	I + II + III t IV =
 

292.600 F + 69.000 F + (308.000 F + 151.800 F) + 
342.000 F =
 

1.173.800 	F (un million cent soixante treize mille huit
 
cent francs)
 

& Mora le 20 	 septembre 1991 
Le Chef de Service Departemental de
 
la Sant4 Publique flu Mayo Sava
6Ui/ 
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References Used in This Report
 

UNICEF/OCEAC "Enqu~te de recherches actives des cas de 
Dracunculose dans le Mayo Sava, October 1990." 


