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2.0 EXECUTIVE SUMMARY

In accordance with the conditions stipulated in the Project Agreement
signed in May, 1984 between the Governments of the Peoples Republic of
the Congo (GPRC) and the United States of America, a mid-term evaluation
of the Tripartite (i.e. Congo, FAC, AID) Combatting Childhood
Communicable Disease Project (CCCD) was conducted from the 1l4th of April
through the 2nd of May 198s. .

While the scope of work for this evaluation team was stated in the
Project Agreement, and in a cable from AID/AFR/RA, it was agreed in a
meeting with the Director of Preventive Medicine (DPM), who is also the
Project Coordinator for CCCD, that the following areas be addressed:

- Management

- Supervision

- Finance

- Logistics

~- Overall Program Operatliong -
—~ Health Education

- Training

- Program Monitoring and Evaluation

In order to achieve the project goal of reduzing morbidity and
mortality in children less than five years old resulting from specific
communicable childhood diseases, the intention of this four year project
is to strengthen and expand the ability of the existing health

activitieg, i.e. Immunizations (EPI), Control of Diarrheal Diseases (CDD)
and Malaria.

To ensure the continuation of all activities included under the CCCD
project, the project agreement stipulates that the GPRC must be able to
assume full responsibility for the project by the time of the Project
Assistance Completion Date (PACD May 1988). This means programming
activities that can be reasonably expected to be assumed by the
gevernment, given its current and expected financial situation. Close
financial and programmatic collaboration and support from all directions
of the Ministry of Health and Social Affairs (MHSA) and the other
ministries, political groups, private sectors, international donors and
Private Voluntary Organizations are therefore needed. This issue of
sustainability has been the primary point addressed in each area of this
evaluation.

Based on the progress that has been made the evaluation team
believes this pioject is one that merits continued support by the MHSA.




The team was favorably impressed by:
- The competence and enthusiasm of the CCCD personnel;

- The in=rease in the number of fixed centers offering
vaccinations and ORS;

- The increase in the percentage of children under one year.
receiving all vaccinations and the subsequent reduction in the
number of pertussis cases;

- The initial efforts to integrate the training, supervision,
logistical functions of all CCCD activities under one CCCD
direction;

- The various surveys and special studies that have been completed

to obtain baseline information that will help the development of
this project;

The problems‘identified during the course of the evaluation, which
are outlined in this summary and further delineated in the body of this
report, center around finance, management and supervision.

FIMANCE

The GPRC has from the start of the Project commited less than the
funds called for in the Project Agreement. Due to a reorganization
within the MHSA at the end of 1984, CCCD activities were delayed until
March 1985. Lack of GPRC funding has also slowed the schedule of
activities. 1In 1984, the GPRC should have allocated 5,257,200 FCFA, but
these funds were never made available. 1In 1985, only 31 percent of GPRC
Project Agreement requirements were allocated such that Congolese funds
composed only 9 percent instead of 45 percent of the USAID/GPRC total
project budget that year. No CCCD funds were provided nor was it
identified as a line item in the Division of Preventive Medicine budget
in 1986; as a result, USAID funds were frozen on January 28, 1986.

With the current economic crisis, it is not expected that the
government will be able to provide the financial resources called for in
the Project Agreement. Petroleum revenues are expected to decline by
more than 50 percent in 1986. Depreciation of the-dollar (in which
petroleum revenues are paid) has exacerbated this loss. In March 1986,
the government announced its intention to reduce spendirg in the State
budget by 50 percent. The MHSA has been promised 25 percent of its
original operational budget. MNevertheless, for the project to continue
it i8 necessary that the GPRC renew its commitment to the terms of the
Project Agreement which call for the Congo to assume an increasing share
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of project costs over the four year period after which it will assume
full responsibility for all costs to insure continuation of field

activities.

MANAGEMENT/SUPERVISION

The fact that many of the programmed CCCD activities have been- only
partially implemented cannot be totally attributed to the lack of funds,
macerials and supples available to the project. Important aspects that
need to be addressed are the management and supervision of personnel and
" the coordination of CCCD activities with and through the other directors
of the MHSA. These management, supervisory and coordination problems are
magnified by the fact that no formalized national policies exist for EPI,
ORT and Malaria. Two important attempts to implement special efforts to
vaccinate children against measles hawve been less than successful.

While the team was favorably impressed by the creation of a National
Primary Health Care Program (PHC) and with the formation of a PHC
Coordinating Committee, they regret the lack of coordination and

collaboration between the PHC Divison and the Division of Preventive
Medicine.

Finally, field visits by the team highlighted the need for more
supervisory visits to the regional and district level by central level
staff. Funds expended for supervision are cost-effective because
successful completion of placed activities without supervision is
unlikely.



3.0. RECOMMENDATIONS

Those recommendations from the first annual review which have not
been implemented but which the team feels are still important are
included below.

1. Scope of work:

With the current economic crisis faced by the People's Republic of
the Congo, it is not expected that the Covernment will be able to provide
the financial resources called for in the project agreement;
nevertheless, for the project to continue, it is necessary that the GPRC
reaffirm its commitment to the terms of the project agreement which call
for the grantee to assume an increasing share of the project costs during
the four year period.

In light of this situation, the evaluation team recommends that when
funds are made available, USAID should continue to support CCCD
activities but at a level consistent with the amount of funds made
available by the GPRC. A significant reduction in the contribution by
the GPRC risks having the USAID reconsider its position.

x Since the project was slow to start and was disrupted by the
economic turn of events, it is reasonable that the timetable be
extended to a fifth year.

* Phase II should be delayed until CCCD activities are well
established in the Phase I regions. Substantial resources and
effort are still required to meet CCCD objectives in
Brazzaville, Pointe-Noire and Loubomo. The rural regions of
Brazzaville, Kouilou and Niari have very limited EPI activities
and no malaria or ORT programs.

Action Agents: GPRC, MHSA, USAID

2. Financial Management:

2.1 Since the GPRC will assume full responsibility for all costs at the
end of the project, it is reasonable that responsibility for the
documentation of expenditures of USAID and FAC funds allocated for local
Purchases should be transferred from the technical officer to an adequate
structure within the MHSA. USAID should provide assistance on the
Necessary procedures.

Action Agents: DPM, CCCD Technical Officer, USAID
2.2 In order to define a scope of work consistent with the reduced level

of funding, planned activities should be identified as line items. To
Measure the extent to which these activities have been completed during



the course of the year and to obtain guidance for future planning,
additional bookkeeping records should be kept that classify expenditures
to the activity they support.

Action Agents: GPRC, MHSA, USAID
2.3 The team also recommends that the Director of Preventive Medicine
establish a Financial Reporting System that informs each partner of the

use of all funds allocated to the program.

. -—Action Agents: DPM
3. Avto-Financing:

In order to assure the continuity of CCCD activities, the team
recommends the implementation of an auto-financing system based on user
fees.

Significant short term technical assistance through the end of
the project will be required to examine the cucrent unofficial
auto-financing activities already in place in the Congo, to
calculate the average recurrent costs for those services to be
self-financed and to determine at what level and in which
regions auto-financing is most appropriate.

Action Agents: CCCD, AID/AFR/RA

4., Distridbution System:

Since the EPI infrastructure is the most developed and reliable,
delivery of ORS and chloroquine should be integrated into the EPIL
distribution system. Moreover, distribution and supervision activities
should be combined as much as possible at the regional level.

When and if new vehicles are purchased they should ba designated to
tbose areas outside of Brazzaville where lack of transportation is the
binding constraint to implementation of CCCD activities.

Actiow Agent: DPM i
5. Poliey:

To emsure that standardized methods are used to prevent/treat the
childhood diseases covered in CCCD, national policies for EPI, diarrheal
disease control and malaria (i.e. antimalarial treatment/prophylaxis)
should be introduced nationwide. Without these policies, training plans
and healt® education activities cannot be finalized.



These policies should address the difficulties observed during field
visits, most no:ably:

* The low measles coverage rate (52%) of the susceptible
population and consequently the high morbidity and mortality
rates of the disease.

* The over-use of intravenous solutions and expensive
non-essential drugs for treatment of mild to moderate cases of
diarrhea.

* The disparate antimalarial treatment methods that are currently

being followed and the overuse of Quinimax.
Action Agents: MHSA, DPM, DPHC

6. Supervision:

Active supervision of program activities by the Central and Regional
level staff, is essential especially during the developmental phases of
the program. This supervision by central level personnel should include:

* Trimestrial supervisory visits to the regions by technical
personnel acscompanied by the CCCD program manager or
coordinator. It is also recommended to use standardized
supervision forms.

Action Agents: DPM

7. Coordination

- Bearing in mind the organigram and the existing structures in the
Ministry of Health and Social Affairs, the team recommends that national
coordination of CCCD activities remain with the Director of Preventive
Medicine as called for in the Project Agreement. If the original
agreement is modified, the different participants (FAC, UNICEF, USAID)
must be consulted in advance.

Action Agents: MHSA, DPM, DPHC

8. ORT:

Per recommendation number six of the 1985 program review report "An
ORT demonstration and training unit should he quickly established in
order to accelerate the promotion of ORT throughout the country. This
ctould be used for the training of health personnel at the national as
well as the regional and peripheral levels". Consideration should be
8iven to the development of similar demonstration and training units in
Loubomo and Pointe-Noire.



Action Agents: MHSA, DPM

9, Health Infermation:

A nationally standardized health information system operable by
health workers at the various levels should ve instituted. Data
collected from the regions should be analyzed and repcrted on a regular
basis to all concerned.

A consultant should be provided by CDC/Atlanta as soon as possible to
assist with the development 6f this activity.

Action Agents: MHSA, DPM, CDC

10. Training:

In recognition of the Project Grant Agreement which states that
"Training will be the most important activity undertaken to strengthen
the health delivery system", a full time training coordinator should be
designated to plan, coordinate, and assure the implementation of all
training activities. This should be done immediately, so the maximum
benefit can be realized from a short term consultant for training to
arrive in June 1986. A comprehensive training work p.an should be
elaborated at this time.

Action Agent: DPM

J1. Health Education:

In reccgnition of the fact that an effective program of health
education is essential to the realization of CCCD project objectives, the
following measures should be implemented: -

Health Educators should be nominated in EPI, Malaria and
Diarrhea disease services, to work on a full time basis with

the CCCD Healtn Education Coordinator. Under her supervision
they can receive practical on the job training in hcalth
education techniques and principles, and aid in the execution of
CCCD health education program activities.

The CCCD, Health Education Coordinator should work closely with
the Training Coordinator to assure the integration of HE into
the regional training courses. Central Health Education
personnel should be trained as facilitators for the regional
training efforts.

Action Agents: CCCD, MCH & HE



12. Health Education:

Given the slow start of the CCCD health education program and
financial constraints, it is unlikely that the full range of activities
called for in the Health Education action plan can be realized.
Therefore, a set of priority activities must be chusen from the action
plan and given full financial, material and technical support. The
priority activities should be those which provide the health and
community personnel who implement CCCD interventions with the techniques
(training) and reinforcing educationa. materials to conduct effective and
uniform health education in direct support of EPI, CDD and Malaria
programs.

Action Agent: CCCD, MCH



4.0 EVALUATION METHODOLOGY

The basic team consisted of an epidemiologist, a health education
training specialist and a health economist. The team worked in the
Peoyle's Republic of The Congo from April 13th through May 3rd and was
accompanied throughout by a public health advisor from CDC, Atlanta.
Orientation for the mission took place in Washington from April 11-12
under the diracticn of Dr. Joe Davis and Wendy Roseberry. Documents were
made available for review (Annex 1).

The first week in the PRC was largely devoted to working mectings
with national officials of the Minigstry of Health and Social AFfairs in
Brazzaville. Site visits were also made to several health centers in
Brazzaville including Makelekele (hospital and MCH), Ex-Adventiste, MCH,
the General Hospital and Blanche Gomez (MCH) (Annex 2).

During the second week the team :lew to Pointe Noire and Loubomo, the
political centers of the Kouilou and siari reglons. In each region,
meetings were held with regional officials ¢ the MHSA, and site visits
were made to health centers. In Pointe Woire the team saw Hospital A.
Sice, CNPS Fucks, SMI M'Bota and SMI Jeana Vialle. In Loubomo some
members visited the Loubomo Hospital, an SMI, and the Salvation Army -
health center. Others accompanied representatives of the GTZ Primary

Health Care Project to a small village approximately one hour from
Loubomo.

The third week of the evaluation was spent drafting the report,
verifying data and developing a team consensus. The executive summary
and the recommendations were distributed to the Director of Preventive
Medicine, CCCD znd FAC officials. These were reviewed in a meeting at
the Director of Preventive Medicine. The final presentation of the
executive summary and recommendations was made to the Minister of Health
and Social Affairs on the last day of the mission.

The team is appreciative of the assistance of both the outgoing and
incoming technical officers who had prepared a comprehensive briefing
book for the team and had prearranged meetings with all MIiSA officials
involved with CCCD activities. 1In addition the Director of the
Preventive Medicine Division, his assistant and division chiefs along
With representatives of FAC and UNICEF wz2re very helpful in providing the
Nécessacy documents for the evaluation. .

; The t?am was limited in its evaluation by a time constraint such that
n-depth lnvestigation of all the aspects of the scope of work was not
Possible; however, sufficient information and insight was obtained on
which to make recommendations.
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¢ 0 OBSERVATIONS AND FINDINGS

EB! PROJECT PLANNING ADMINISTRATION A4D MANAGEMENT

The basic planning document for the CCCD project was the Country
Asgessment done in 1983. It is a very comprehensive and detailed
document and provided concise information on the status of all CCCD
activities that were being conducted prior to the implementation of the
CCCD project. It also provided guidance as to how the management of the
program should be effectuated and recognized the need for znd importance
of a Primary Health Care DirectqQr, under the direction of the Director
General for Health. This, it was hoped, woulid bridge the administrative
division between curative and preventive health.

The structure of the Ministry of Health and Social Affairs is shown
in the organigram found in Annex 3. As shown, the CCCD project is under
the direction of preventive medicine and its activities at the regional
level are the responsibilities of the Medicines Cnefs des Grandes
Bndemies. As stated in the Project Agreement (ProAg) (Article 4.1.c):

For the purpose of efficient implementation of
the project, the Grantee will assure the
implementation of the project and its
coordination wi“h established health services...

These services, as stated in the Proag, basically consist of health
care divisions found in the organigram. Additionally on the regional
level, all activities are to be coordinated with Primary Health Case and
health projects supported by private and other organizatioms.

The management integration and coordination of CCCD activities with
other services have been a slowly evolving process. As most of the CCCD
activities have only been truly operational since mid to late 1985, many
of the managerial problems relating to the operational integration of
these activities are only recently being addressed. It is the opinion of
the evaluation team that the Director of Preventive Medicine, who is also
the ccecp Project Coordinator, and the Assistant Coordinator have foreseen
some of the problems in managing this project and are trying to develop a
System of integrating the functions of these activities, which are
basically training, guidance, supervision and logistics. In response to
the terms of the Prozg and in light of the necessity to work closely with
the other health divisions, the CCCD Project Coordinator has tried to

~ convoke meetings with these various health divisions and with private and
voluntary organizations and int wnational donors. dnfortunately these
fE§§§é§§§E§%!g_ggL_Lakgn_glagth‘EE_EE:;ééggd by th aluators that this
iCCD coordinating committee negative effect on
iQElgmenLahinn_gﬁ.man¥_n£_hhe’acttv&%&es‘Ng;iz;%gg:éﬁg:gggggggzgzzzﬁ;f\
the cccop project had hoped to achieve. Although a National Program
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Primary Health Care was established in 1985 (Annex 4), its reiationship
to the direction of preventive medicine is difficult to understand.

For the moment, the division of Primary Health Care appears to be 3h
autonomous program relating only to the Minister of Health with
sctivities that appear to run parallel to those of CCCD. The progrim
plan which describ&s the objectives, strategies and action plan of this
new direction (Annex 5) was elaborated by the national director and
selected others with no input from the persons responsible for the
management and administration of the three basic PHC components of CCCD.
Purthermore, a technical ¢oordinating was formed and met in February of
1986, however persons responsible for CCCD were not present at that
meeting (Annex 6).

While the CCCD country assessmeat recognized the need for a National
Primary Health Care Division and the evaluation team strongly supports
such a concept and the use of it to coordinate health services, it
regrets the lack of planning and coocrdination between the Directions of
PHC and Preventive Medicine. While this new direction at the cabinet
lavel may eventually achieve the coordination between the various health
divisions and other ministriés, the evaluation team strongly recowmends
that the coordination of CCCD project activities remain with the Director
of Preventive Medicine as agreed to in the Project Agreement.

.2 STAFFING AND DISTRIBUTION OF CCCD ACTIVITIES

As previously stated, the CCCD project is under the Director of
Preventive Medicine and its activities are integrated into many of the
8ervices conducted by the MCH clinics and hospitals. At the regional
level'the Medicins Chefs des Grandes Endemies are responsible for the
coordination and implementation of project activities, again working with
and Fhrough the established health system. The distribution of medical
3ervices and personnel are shown in Annex 7. CCCD efforts have been
Concentrated in the most populous aress of the country, i.e. Brazzaville
if°p° = +§SO,OOO), Pointe Noire (pop. = +300,000) and Loubomo (pop. =
’40,000): & EPI activities are being carried out throughout the
;::?grg in fixed and outreach centers which are supervised and sometimes
accorgi by the persornel of the Grardes Endemies (Annex 8). As for ORT,
the Céang to the 1985 CCC? annual report there werg 26 upits throughout
Centerngo that were fynctloning. It is believed that personnel in those
ORT trs'h?ve been trained either through the CCCD project or through the

aining course sponsored by WHO in 1984. To date Malaria activities

u . .
lnder th? direction of CCCD have been limited to basically four centers
Ocated in Brazzaville.

-

canti:ieiV1s°FY activities are ia principle carried out by the CCCD
Rndemie evel staff and the regional level staff assigned to the Grandes
limit ds. Supervisory visits by the central level staff have been

ed due to lack of funds for gasoline and per diem. It iz hoped that
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this situation will be rectified as supervision is one of the most
essential parts cf all health activities.

The allocation of funds for supervision is cost-effactive because
without it, success of planned activities is unlikely. Increased
vertical integration may have prevented the poor results of the measles
vaccination campaigns in Pointe-Noire and Loubomoc (See EPI section). The
cost advance of 200,000 FCFA plus 1000 liters of fuel at 3000 CFA/liter
allocated for the Pointe-Noire campaign, which succeeded in vaccinating a
little over 1,000 children, yields a minimum estimate of 500 FCFA/vaccine
($1.67). Considering that this estimate does not include the cost of
vaccines, personnel and other medical supplies, it is very high compared
to Qualls more comprehensive calculation of 474 ECFA/vaccine for six
centers in Brazzaville.

Supervisory forms have been developed (Annex 9) however they need to
be simplified. The supervision of central level technical personnel
should include prospective review of iLheir detailed monthly work plans.
These plans should be based on and evaluated in terms of: the
epideniologic data collected from the sentinel surveillance sites; they
should address problems observed during routine supervisory visits and
delineate processes to be carried out to achieve stated longterm goals.
Trimestrial supervisory visits by central level technical personnel
accompanied by the CCCD program manager or coordinator to the regions are
necessary. These visits should include meetings with all concerned
personnel in the region (i.e. regional directors of health and social’
affairs, PHC, MCH, curative medicine and PVO's). The distribution of
supplies to the region should also be coordinated with these visits.
Supervision by the regional personnel is also important. To enable this,
the Yehicles that are proposed to be bought for the CCCD project should
ba dispatched to the regions actively implementing CCCD activities when
they arrive. The vehicles in Brazzaville, if effectively used should be
sufficient for CCCD activities. This necessarily implies the close
Col}aboration between the division chiefs responsible for CCCD
dctivities. THis close collaboration can only ensure that al’ CCCD
dctivities are viewed and treated as an integral part of everyone's job.
5.3 EPT

of tgg EPI Program nas been operational in the PRC since 1981. The goal
due to Eioaf?m is to ac?xeve an 80% reduction ig mo?bldlty and mortality
stated : € six target ?lseases by 1990. The objective fortthe program as
of 35 12 the 1380 aa?zon plan, is to achleve a vaccination coverage rate
increa»o ‘the population between the ages of 0-35 months by 1985, and to
1985 nii'thi? covera§e e?ch year thereafter by 10%. The results of the
ita(wa tonwxd? v§cc1?at10n coverage survey show that the program is on
Tabla ¥ to achieving its goal (i.e. national coverage 40% -~ Table 1).
1 also shows the effect that the current CCCD program has had on
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increasing the coverage for all vaccines in Brazzaville and the high
rates achieved in Point-Noire.

RESULTS OF THE NATIONAL VACCINATION COVERAGE SURVEYS
(Children 12 to 23 Months)

| | I | | All |Vace.
BCG |DPT-1|DPT-2|DPT-3|Measles|Vaccines|Card

l
Year and Month/Site |
|

1980 Brazzaville | 84% | 72% | 65%
l
I
l

| 45% | 27% | N/A | N/A
1982 Brazzaville 92 | 74 | 69 | 22 | 49 | 32% | N/A
1983 Brazzaville 89 | 80 | 80 | 75 | 54 | 47 | N/A
1985 MAR Brazzaville 94 | 89 | 8 | 80 | 62 | 56 | 92%
1984 MAY Dist. de Moutamba| 33 | 57 | 48 | 33,9] 57,8 | MN/A | N/A
1985 MAY Dist. de Moutamba) 80 | 87,5 70 | 57 | 59 | 36,6 | 89
1985 FEB Pointe-Noire | 92 | 27 | 15 | 70 | 54 | 50 | 84,8
AUG Dist. de Mindouli] 75,5| 54 | 45 | 39 | 27 | 26 | 68
SEP Loubomo | 88 | 27 | 51 | 47 | &S | 38 | 59
OCT Enquete Nationale] 80 | 70 | 66 | 59 | 52 | 40 1 81
*rural zone 51% (67) (54; (45) (37) (39) (23) (69)
*urban zone 49% (94) (88) (88) (81) (64) (57) (394)
3

Studies presented in the 1985 country summary report show that most
Vaccines arz being given to chiidren in the proper age group and that 54%
Of.all children receiving their first dose of DCT return for their

third. The impact that this has had on the reported cases of pertussis
In children under the age of 5 is ghown in Figure 1. The number of
reported cases of polio in Brazzaville and Pointe Noire has also

:;ggeased from a high of 13 in 1983 to only one case each for 1984 and

FICURE 1

RLPORT SE .
tD CASES OF PERTUSSI>, CHILOREN UNDEK THE AGEL OF $, 1982-1983

70-1

60
50
~U o
W

20

LIVE \ \
Lr—r Y rTrryvyvin
TT T T 7 11 rr[yr[ FT T T 1 r117p IRSERRARE l‘“ T1Trt |
4 M My s Ny luomom S M A T T R R TR N
1400 198) 193, 1985
Suuries @ PEV (Braz.aville - 5 sentir.! peesty 1 3 nospitals and 2 healeh Centers
(tPornce=-Soare = 3 sentine’ pusts @ 1 Lospital and 1 health Centers
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Immunizations are given on a nationwide basis and a coverage of well
over 80% of the population has been obtained. The EPI aspect of the CCCD
program has basically been concentrated in the most populous areas of the
ecountry, i.e. Brazzaville, Pointe-Noire, and Loubomo. The program
operates on a fixed and outreach basis. In Brazzaville vaccinations are
being given in all 25 MCH centers. In Pointe-Noire, 6 out of the 8
health centers are fixed centers and 2 are operated by the vaccination
tea . from the Grandes Endemies. In Loumobo, there are only two fixed
centars providing vaccination services, the other two health centers are
headed by the Grandes Endemies team.

With the exception of a few centers visited by the team most
vaccinations are not given on a daily basis. The schedule established at
the inception of the EPI program, that is providing different vaccines on
different days is still adhered to. A national EPI policy has been

drafted (Annex 10) Ve - aon—diase sted ofare, in
spite of the fact that t is a policy to vagcin rns with BCG
and polio and to vaccinate all children op-a-datty basis—tinctuding—the

sick) at nine months against measles, most centers are not-doing this

AlSo Tor the most part different vaccines are given on different days.
As stated in the 1985 program review two protiems arise as a result of
providing different antigens on different days. When a 10 month old
child in need of his third DPT-Polio and measles vaccine arrives on the
day scheduled for DPT-Polio he/she receives that and is asked to return
later in the week for measles. One of two things may then happen; either
the child will not be brought back and therefore an opportunity to
Protect him/her against measles is missed or if the child does return
later in the week there is the risk that the measles vaccination may be
lneffective due to the prior challenge of antigens administered a few
d8Y§ ?arlier. Therefore as stated last year "Vaccines should be
administered simultaneously or a sufficient time interval should be
fespected between vaccinations - preferably one month."” A better method
of Providing vaccines may be to select certain health centers that

attract a large target population and have them provide all vaccines
every day.

offeAg Preyiou§ly stated, there are 25 fixed centers in Brazzaville which
!essi Vaccinations anywhere from twice a week to a few which‘hold daily
Bras on§. Tpe target population, of children 0-5 years old in

ethavule 1s approximately 100,000 with 30,000 of these children

on Zzgn the ages of 0-12 months. This means that on any given day (based
chilg work days/year) one could expect to see approximately five

of th:egsaged 0-12 months or 16 children aged 0-5 years attend?ng any one
Utiligar; heaith centers. This i? not a cost—effectxue or efficient
Mrber EOn of staff. Consideration should be given to reducing the
cagi] Of centers offering vaccination services to those places which are
pPOVigiacces§ible Fo the majcrity of the population and concentrate on
PUbL i Ng all vaccines every day. Of course this implies informing the

Oof the health centers where vaccines are being given and
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motivating them to attend those health centars. However, as measles
transmission rates are quite high, all health centers and hospitals
should provide-measles vaccine to any child between 9-36 months whom they
come in contact with. The target group for measles vaccine (i.e. 9-36
monthg) should be stipulated in the national policy and adhered to. The
surveillance data shown in Tables 2 and 3 show that the age group between
9 and 36 months accounts for 52% of all the cages in Brazzaville and 68%
of all reported deaths. Until such time that coverage rates for children
in those age group reach a level of 70-80% vaccinating children out of
this age range should not be done.

TABLE 2

DISTRIBUTION OF MEASLES CASES AMD DEATHS BY AGE GROUP
REPORTED BY THE 5 SENTINEL SURVEILLANCE SITES IN BRAZZAVILLE - 1985

| ) | 0-8 | 9-23 | 24-35 | 36+ |
|Trimestec/Age Group| _ Months | Honths | Months | Months | Total

| |Cases|beaths] ¢ ] D | ¢]p | clp | ¢ |bp
| I I I | I | I I I |
|13t Trimester | 333 | 10 | 565| 35 | 463] 16 | 409| 9 |1770 | 70
| | I I | | |- [ | |
|2nd Trimester | 133 | 2 ] 233] 9 ] 11| 4 | 269] 2| 746 | 17
| I i | | | I | I I |
|3cd Trimester } 95 | 3 | 155 6 | 69| 2 | 217! 3 | 536 | 14
I I | | I I I I I I |
|4th Trimester | 49 | 1 J 108} 3] 241 2| 719] 6 ] 260 ] 12
I I I | | I I | | l I
|Total | 610 | 16 |1061] 53 | 667] 24 | 974] 20 [3312 | 113

(18%) (19%) (32%)(47%) (20%)(21%)(29%)(18%)

Death Rate = 3%
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TABLE 3

DISTRIBUTION OF MEASLES CASES AND DEATHS BY AGE GROUP
REPORTED BY THE 5 SENTINEL SURVEILLANCE SITRS IN POINTE-NOIRE (1985)

| | 0-8 | 9-23 | 24-35 | 36+ | |
|Month/Age Group | _ Months | Months | Months | Months | Total |
| |cases|Deaths] ¢ | D | ¢ p | c¢clbp | ¢ | Db |
I I | | | | | | | I l |
| JANUARY | 61| 13 | 68 | 12} 91 | 21 | 226] 20 | 450 | 66 |
| FEBRUARY | 84 | 15 | 148| 27 | 74 | 12 | 119| 7 ] 425 | 61 |
| MARCH | 59| 10 | 146] 33 | 100] 13 | 90 | 7 | 395 | 63 |
| APRIL | 28] 2 | 87 | 16 | 42 | 13 | 78 | 5 | 235 | 36 |
| MAY | 20 4 | a4 | 5] 20} 1|53} 21} 137 | 12 |
| JUNE | 9] 2 |48 | 10]16] 2] 29 ] 3] 102] 17|
| JuLy | 210}y 3 |37 )12 14| 4| 37] 51| 109 ] 17 |
| AUGUST | 14 ] 2 |25 a| 4| 2|16} 2| 59| 24 |
| SEPTEMBER | 9] 1 J19) o) 7] 2113 o} 48 | 10 ]
|OCTOBER | 10] 2 |19} 2] 9} o1} 21| 41| 3|
| NOVEMBER | 19} 3 |30 2§12} 219} 1| 80| 8|
| DECEMBER | 17 | 2 | 1] 2] o] 1j17 1 11 561t 6|
I | I | I | I I l | | |
| TOTAL | 355 | 59 | 685] 125 397] 73 | 706] 55 | 2143| 312]
(17%) (19%) (32%)(40%) (19%)(23%)(33%)(18%)

Death Rate: 14.8%

Recently two attempts were made to increase the coverage and disrupt
the transmission of measles in Pointe-Noire and Loumeobo. Unfortunately as
shown in Tables 4 and 5, these attempts were failures. Possible
explanations are that the areas covered were not properly informed or
encouraged to bring their children to be vaccinated. In spite of the fact
that vaccinations were conducted for one month in Pointe-Noire only 1235
children were vaccinated and of these a large percentage were above 36
months old. Lessons have been learned by these two attempts and it is
hoped that the National Vaccination Program, that is tentatively planned
for October 1986, will address the areas that caused these two recent
fallures. It is obvious that supplementing cars, fuel and vaccines is not
enough. Political people and others (i.e. district and block level
personnel) must be involved and identify those households where children
are unvaccinated and get them to the vaccination teams.
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TABLE 4

MEASLES CAMPAIGN - LOUBOMO

(MARCH 3-10, 1986)
| DATES | CENTERS | BOYS ] GIRLS | TOTAL
| 1 | 9 months to 3 1/2 years |
| I | | I
| |Comite du Quartier no 1 | 32 | 33 | 65
|03/3/1986 |- - * = - " = =" no 2 | | |
| l_ R L no 3 l l L
| |Comite du Quartier no 4 | | |
|04/3/1986 |- - " = = " = =" no 5 | 33 | A6 | 79
l l_. e no 6 l i l
| |Comite du Quartier no 7 | | |
|05/3/1986 |- - " = =" - ~ " no 8 | 16 | 16 | 32
I l_ JU L L 1 no 9 l l i
| {Comite du Quartier no 10| [ |
|06/3/1986 |- -~ " - - " - ~ " npno 21| 17 | 33 | 50
I l_ FE L I L 1) no 221 l [
| |Comite du Quartier no 23| | |
|07/3/1986 |- - " = = " - = " no 24| | |
I 1_ — e n no 251 l L
| [ TSILA | | |
087371986 | - MANGANZI | 14 | 7 | 21
| | YOULOUMPOUNGUI (plateau)| ] |
I | | | I
|10/3/1986 | LISSANGA | 14 | 7 | 21
I l | | |
I I I I I
| | | 126 | 142 | 268
TABLE 5
CHILDREN VACCINATED DURING MEASLES CAMPAIGN - POINT-NOIRE
(FEB. 6 - MARCH 11, 1986)
| | CHILDREN TO | | % OF CHILDREN
| CIRCONSCRIPTION | VACCINATE | CHILDREN VACCINATED | VACCINATED
I | I I
| ARRONDISSEMENT I | 6016 | 172 | 2,86 %
| I I I
| ARRONDISSEMENT II | 5217 | 87 | 1,66 %
I | | |
| ARRONDISSEMENT III] 13.442 | 521 | 3,8 %
I I | I
| ARRONDISSEMENT IV | 5.640 | 455 | 8,06 %
I I I I
ITOTAL |  30.315 | 1.235 | 4,07 %
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Another problem that needs to be closely monitored and addressed, is
that of vaccination techniques. In several of the centers visited, the
techniques used were not satisfactory; vaccinating children with the same
needle was observed. Also the practice of uging the same syringe and
only replacing the needle seems to be fairly common. This may be due in
part to the shortage of needles and syringes that curcently exist as well
as the lack of understanding on the part of the vaccinators as to why a
separate needle and syringe should be used for each child. As Hepatitis
and other viral diseases are spread this way it should be insisted that
only one needle and one syringe be used per child.

Another recommendation to bhe made i3 that BCG and polio be given at
birth. As most (80%) of =21l births are delivered at a hospital it would
be an effective use of personnel and would insure coverage of all babies
to give these vaceinations then. This would alleviate the need to use
personnel with health centers and grandes endemies teams to attend to
this service. Time could better be spent offering other vaccines. This
would also insure a good integration of activities. As this policy would
need to be enforced by the direction of Curative Medicine, coordination
between DPM and DCM is needed.

5.4 ORT

The ORT program began in 1984 when WHO sponsored a training course.
While many people were trained, the program did not continue to develop
due to a lack of ORS packets. 1In March, 1985, the program was relaunched
through CCCD. Since that time, 30 ORT centers, located in hospitals,
maternal and child health clinics are functioning. A4 present close to
&W&Ww%m Since
the ORT centers in Polnte-Noire and Loubomo became operational towards
the end of 1985 and the beginning of 1986 it is not possible to provide
an estimate on the usage of ORS. During the course of 1985 the number of
ORT centers in Brazzaville grew from 3_-to 20 and the number of reported
case treated by ORS increased, respectively from 251 to 4189 cases (94%)
however no adjustment was made for seasonal variation). In total 9819
cases of diarrhea were treated using ORS packets in Brazzaville. To
date, the proposed demonstration and training center that was tc be
established at the General Hospital in Brazzaville has not been
established. The creatlon of this center is viewed as being most
important and would be an asset to the program. This center should help,
though hands on experience, the physicians and other clinic personnel
appreciate the effectiveness of ORS if given properly and therefore limit
the overreliance on I.V.'s and antibiotic treatments.

The basic problems that have been observed in the treatment of
diarrheal cases have been that of improper monitoring of diarrhea cases
both at the clinic and hospital level and improper and overuse of
antibiotics (see ORT KAP survey results in Report of Maternal Practices
Relating to Acute Diarrhea and Fever in Children "A Community-Basged
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Survey in the Mossendjo District - Congo - F. Dabis). In some clinics
visited there was no place for diarrheal cases to sit while taking the
ORS solution se mothers were told how to prepare the mixture, when to
give it to the child and asked to return the next day. Follow-up was
therefore not very good. For hospitalized cases, implementing a
monitoring system in a ward with scarce resources and personnel appeared
to be a difficult task. The main problems faced were systematic data
collection by each shift and the close monitoring of ORS quantities
administered, subsequent weight gain and correct prescription and
recommendations for the next 6-12 hour period. These problems appear to
arise most frequently with the night shifts. The effective use of ORS
can not only save lives but also provide a substantial economic savings
to a medical system that is extremely under-funded. Supervisory visits
are currently being carried out on a biweekly basis and a supervisory
form (Annex 7) has been prepared but, the form needs to be revised and
simplified. Also the number of supervisory visits, to those centers that
have been in operation for some time should be limited to once a month.
The National Policy on Diarrheal Diseases is still in draft form

(Annex 11). It closely follows the WHO policies for the treatment of
diarrhea and specifiss the procedures the health worker should follow in
the treatment of diarrheal cases. This policy also includes a section on
the use of antibodies, health education, supervision and methods of
evaluation. It appears to be an adequate policy and should be adopted
and disseminated to all health facilities in the near future. Thisg is
especially important as the regional primary health care committees, set
up under the direction of Primary Health Care, are in the process of
developing their training programs for regional and village level health
workers and it is important that the treatment methods used in these

training course are in agreement with those developed by the Division of
Preventive Medicine.

>

5.5 MALARIA

The Malarial aspect of the CCCD project has been the slowest in
getting started. To date four health centers located in Brazzaville are
Operating under the close supervision of the CCCD/Malaria team. This
aspect of the program also appears to be the one that will be the most
difficult to implement. In a KAP study carried out in 1985 in
Brazzaville and rural areas, the results showed that children received
Many different types of medication for fever (Table 6).
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" TABLE 6
MEDICATIONS GIVEN FOR FEVER TREATMENT OF 20 CHILDREN

|Antipyretic | Injectable anti- | Antimalarial tablets | No |
| only | malarial drug | (+ antipyretic) | Response |
| | (antipyretic)* | 4-aminoquinolines | other*x | |
l I | | | I
| 5 | 36 (16.4%) | 204 (92.7%) | 3¢1.4%) | 2 (.9%) |
|__€2.3%) | (including 21) | (including 156) |(inc. 2) | (0) |

Visits to the various health centers by the evaluation team also
confirmed this. The KAP survey also showed that doses of chloroquine
varied considerably but were in the therapeutic range in 56% of the
children (i.e. 46% were given 10+ 2.5 mg/kg and close to 25 mg/kg in 10%
of the cases). The study showed that the cumulative dose given over the
total course of the treatment varied even more than the dose on day one.
That is, 20% of the treatment was likely to be insufficient, 11% were
close to the standards of 10 mg/kg and 17.8% were close to the 25 mg/kg
regimen. The 25 mg/kg is the new regimen being recommended by CCCD in
light of the studies showing the resistance of plasmodium falciparium to
chloroquine. A national polity for malaria has been drafted but has not
been finalized (Annex 12). This policy recommends the presumptive
treatment of fever in children 0-5, following the new regime of 25 mng/kg
over a three day period, and chemoprophylactic treatment of all pregnant
women. Again, given the fact that the Direction of Primary Health Care
has proposed its policy, in its November 1985 program of development, of
being one of chemoprophylactic treatment of all children 0-5 years it is
important that coordination and standardization of the prescribed
policies between PHC directors and the direction of Preventive Medicine
be obtained. Presumptive treatment of fever in children as opposed to
total chloroquinization is the preferred method. Not only is it more
cost-effective, but given the fact that there is resistance to

P. falciparium, the chemoprophylactic treatment of all children may only
achieve generating greater resistance. Also, the use of injectable
antimalarials (i.e. quinimax) should be digcouraged at the clinic level.
As shown in the KAP survey, 16.4% of all children surveyed had received
injectable antimalarials. The role of injectable antimalarials should be
limited to severe cases and be done only in hospitals. The risk to
sciatic nerve damage and paralysis is great and therefore closer
attention should be focused on the need for injections. The cost of such
drugs is also prohibitive.
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5.6 PROCUREMENT, DISTRIBUTION AND QUALITY CONTROL OF ORS AND OTHER
COMMODITIES:

In the past year, the distribution and supply of most CCCD related
vaccines and drugs (exception being needles and syringes) has been
proceeding without any interruption in service. However improvements in
the efficiency of the distribution of, ordering, and control over medical
supplies is needed. A review of inventory control sheets and amount of
vaccines, ORS products and chloroquine distributed indicates that tighter
control is needed. Tables 7 and 8 show the amount of vaccine that has
been received, distributed and used for the years 1981 - 1985 and for
three specific regions. The figures noted heie were taken from data
presented in the country CCCD assessment, the 1985 CCCD annual report,
the 1985 EPI annual report and reports provided by the CCCD program
manager. A review of these tables show that for the years 1984-1985 more
vaccine has been distributed than received and in two regions more
vaccine was used than distributed. While there probably was some carry
over from-1984 to 1985 it is still hard to account for the recorded
differences. As previously stated, similar problems in control of ORS
and chloroquine supplies were also observed.

The creation of a gseparate storage unit that is kept under lock and
key has been established at the Pharmapro bureau in Brazzaville. It is
highly recommended that the ORS packets sitting in the open at pharmapro
and the chloroquine tablets currently being held at UNICEF be placed in-
this locker and that only a limited number of people be given access.
Also better and mcre consistent recording from the regional health
centers is needed. Currently it does not appear that the regional levels
have a good understanding of how to calculate their supply needs for the
month and risk elther over or understanding their supply needs.

The distribution of supplies has relied ca donor support. FAC has
contributed 250,000 FCFA to distribute vaccines to the regions. UNICEF
shipped its ORS packets from Pointe-Noire to Brazzaville. In addition
Lina Congo has momentarily agreed to deliver vaccines free of charge to
the North. The train authority ATC, however, refuses to transport
supplies because of the substantial debt accumulated by Pharmapro (the
state-run pharmacy responsible for the purchase and distribution of
medical supplies). In 1985, many of the regions received their supplies
only if they picked them up themselves or were brought when supervisory
visits from the central level were made. A plan is currently in
operation in Brazzaville to coordinate the distribution of supplies with
the supervisory visits of the CCCD team. It is hoped that sufficient
funding can be found to provide for frequent supervisory visits to the
region which when coupled with the distribution of vaccines, ORS packets,
chloroquine tablets and other needed supplies will create a more
efficient and cost-effective distribution system.
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TABLE 7
NUMBER OF REPORTED DOSES RECEIVED, DISTRIBUTED
AND USED (1981-1985)

| VACCINE/YEAR | 1981 | 1982 ] 1983 | 1984 + | 1985 ++|
|BCG I | I | | |
|Received xx | 29,925 | 79,000 | 133,440 | 65,000 | 64,700 |
|Distributed | N/A |  N/A | N/A i 100,300 | 93,690 |
| USED | 14,381 | 65,339 | N/A | 67,845 | 72,397 |
| DTP L - I I I | I
|Received xx | 62,345 | 93,670 | 228,420 | 236,240 | 180,000 |
|Distributed |  N/A | N/A |  N/A | 156,230 | 190,640 |
|USED | 21,265 ] 104,429 | 127,041 | 159,537 ] 167,125 |
|Polio | | | | | |
|Received xx | 64,715 | 109,650 | 221,740 | 218,000 | 280,000 |
|Distributed |  N/A | N/A | N/A | 187,400 | 185,380 |
|USED 121,265 | 104,429 | N/A | 157,537 | 161,335 |
|Measles | I | | I |
|Received xx | 67,200 | 66,930 | 101,720 | 74,300 | 225,200 |
|Distributed | N/A | N/A | N/A | 82,830 | 112,220 |
| USED | 50,728 | 42,124 | S55,578 | 57,871 | 59,849 |
| Tetanus Toxoid | | | | | |
|Received xx | 108,180 | 101,620 | 163,410 | 40,800 | 170,000 |
|Distributed | N/A | N/A | N/A | 84,150 | 107,030 |
|USED | 69,380 | 85,286 | 109,299 | 61,534 | 82,242 |
Note for 1981-1982: The number of DTP and Polio doses administered

were not differentiated. Also the number of
measles doses given as stated in the country
assessment is substantially below that listed in
the February 1986 annual report.

+ - The number of doses distributed in 1984 was obtained from the 1985
Program Review.

++ -The number of doses distributed in 1385 was obtained from the 1985
annual EPI activities report.

xx -The number of doses received was also obtained from the 1985 annual
EPI activities report.
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TABLE 8

NUMBER OF DOSES DISTRIBUTED AND USED IN THE REGION
OF BRAZZAVILLE, KOUILOU AND NIARI (1985)

REGION

| VACCINE | Brazzaville | Kouilou | Niari |
| | | | I
| BCG I | I |
|Distributed | 28,150 | 10,750 | 5,300 |
lused 1 23,763 | 13,727 | 9,322 |
| | I I |
|pTP I I I |
|Distributed | 68,200 | 24,500 | 8,400 |
|Uused | 73,943 | 30,096 { 17,381 i
| | I | |
| POLIO I | | I
|Distributed | 69,550 | 27,500 | 8,500 |
|Used 1 63,666 | 36,304 | 16,487 |
| ! | I ) ' I
| MEASLES | | | |
|Distributed | 22,610 | 15,559 | 12,500 |
|Uused i 17,020 | 7,935 | 9,549 |
| I | | |
| TETANUS TOXOID | | i |
|Distributed | 40,580 | 16,850 | 7,800 |
|Uused | 43,829 | 12,678 i 7,412 |

Another problem affecting the distribution gystem is that of an
insufficient cold chain. In one of the regions visited the freezer is an
antiquated Westinghouse model. While the temperature recorded at the
time of the visit was correct, it was only stocked for a one month's
supply as personnel at the central level feared that it might not work
and did not want to risk a three-month's supply of vaccine spoilage.
Also, the storage capacity of the refrigerators in Pointe-Noire and
Loubomo were insufficient to hold a three-month's supply of vaccine. 1In
no place but the central level were temperatures being monitored at any
point in time. Some of this may be due in part to the lack of
thermometers. More and better (i.e. ice-lined) freezers and
refrigerators should be purchased. This would enable the regional levels
to handle a 3 month supply of vaccine, which should consequently reduce
the cost of delivering vaccines once a month. Also, certain centers are
now operated by the Grandes Endemies teams in part because they are not
equipped with refrigeration units. Again it may be more cost-effective
and efficient to supply those health centers that can be operated on
their own with refrigerators.
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The Congo should made every attempt to purchase commodities at the
lowest price available. It should be noted that Lapco, the
government-owned pharmaceutical manufacturer is an expensive source for
chloroquine. The Lapco price for one box of 1000 FCFA (100mg) tablets is
4675 FCFA. Unicef sells the equivalent at 1330 FCFA.

Lapco has expressed an interest in producing locally made ORS
packets. This supply should be considered if its price is competitive.

It was noted c¢n field visits that the supply of needles was
especially limited. Although a PIOC was written by USAID in 1985, an

oversight by USAID/Zaire has delayed the delivery. This should be
resolved soon. ‘

5.7 PROGRAM MONITORING AND EVALUATION

The routine data collection system in the MHSA coasists of each
regional health division (i.e. MCH and HE, Curative Preventive Medicine,
Grandes Endemies) preparing monthly reports which are forwarded to the
Regional Director of Public Health who in turn forwards the reports to
the Division of Planning and Statistics where they are compiled and
presented in an annual report. The last published annual report was in
1984. Copies of these reports are also sent to the respective central
level divisions where they are analyzed by the Division's own
statistical chiefs and at least for the Division of Preventive Medicine,
routine surveillance data are presented in an annual report prepared by
each program chief. The completeness of reporting received at the
National level is estimated to be 20%.

Sentinel surveillance sites have been established for EPI, ORT and
Malaria. These sites are monitored by the programmatic people in charge
of these activities who are working under the service of Grandes
Endemies. Monthly reports from all health services (national and
private) receiving vaccines, ORS packets, chloroquine tablets are also
requirad to be given to the central level personnel in charge of these
activities prior to receiving a new supply. Lecause the various
reporting systems do not use standardized forms (Annex 13) information
that is received is not comparable for tabulation. Age and disease
specific morbidity and mortality is not routinely collected from all
reporting centers.

The MCH centers only require cases to be reported on measles,
malaria,diarchea, malnutrition and pulmonary infections for children
0-12 months of age. Hospitals report on all cases seen and deaths
cccurring due to the CCCD speciflic diseases, however no differentiation
is made as to whether these cases were first seen and recorded on an
outpatient or in-patient basis. Therefore, some cases may be
overreported.



The Bureau of Statistics of the Epidemiological Service of the
Grandes Endemie is responsible for collecting data from each of its 10
sectors. The system uses a standardized form, which is in the process of
being adopted so the data it collects for the CCCD related activities
concurrs with the dats required to be collected by CCCD. Sentinel
surveillance sites for the vaccinatinn programs, ORT, and malaria have
been established. Since 1980, sentinel surveillance sites for
vaccine-preventable diseases have been in existance in Brazzaville (5)
aand in Pointe-Nolre (3). More recently, sentinel sites have been
established in Loubomo, Kimkala, Djombalsa and the region of the Cuvette.
With the exception of Brazzaville and Pointe-Noire the annual reporting
from these sites have been only about 50-75% complete. Data from
sentinel sites established from ORT has besn collected since March 1985
(beginning with 3 centers) Sentinel reporting sites have been estblished
in four sites in Brazzaville since 1986 for malaria.

Vaccination coverage survers have been conducted in Brazzaville since
1980 ard in other regions since 1984 (See EPI section). KAP surveys for
ORT and malavia were conducted in 1985. Since the inception of the EPI
program in 1980, the number of vaccinations given has steadily increased
(See Table 7). Since 1984, totasl increases for each antigen have not
exceeded 10%, however increases for children under 12 months have
improved by 7% for DPT, 16% for BCG and 29% for measles. While the
percentage of children vaccinated against measles is .2% nationally (See
Table 1), and has increased by 35% since 1980 for the region of
Brazzaville, the number of reported cases of measles has not shown a
dramatic decrease (Table 9), and the case fatality rate has held more or
less constant at 3%.

TA3lR 9
NUMBER OP REPORTED CASES AND DEATHS OF VACCINE-PREVENTABLE DISEASES
FROM FIVE SENTINEL POSTS, BRAZZAVILLE
T T980 T 1361 T 15832 T 1387 T 1985
[ ! I | i
I TYEAR 1 T T Caae T T ] Case | I [ Caae | T T Case T T T Tiae
:DISZASES/ | CasesiDeaths|Patality]| Cases|Deathis|Fatal.| Cases!Deaths|Fatal.| Cases|Deaths!/Patel.| Casea/Deaths|Patal.
| | | Rate | ] | Rate | | | Rate | | | Rate | ] | Rate
F T T T T T T T i T 7 T T i T
lﬂeasles P3,9330 130 1 (3%) 14,3700 122 1 (3%2) ] 4,661 135 } (3%) {1 5,5720 213 | (&%) | 3.312] 113 ] (3%)
| | | | | } ] | | | | | | | |
{“hOOPing Cough | 265 | 11} (6ex) | 126 1 O 1 (O] 610 0 1 (o)} 108 | 1 % (01) | 47 { 1 : (20
| | | ] ! | ! | ] | i |
:P°11° Myeliets | 351 0 | (0%) | 161 1 (x| 5 | 1 1 (0nl 0 | 0 1@t 2 1 0 | 05
| | | | ! | ! | | | | | i |
:Dlptherxa I 11 1 tq@on | o | o twuvyl ol o [z 1 | 1 lqweow! o 1 ¢ | (oD
| ] | | | | | ! ! | | } | | i
Neonstal Tetanual 121 101 (830) 1 9 | 6 (7)) =~ 1 - 1 -1 0 1 o l¢unil 20! o | On
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For Pointe-toire, while the number of wncssles ceses reported in 1984
anG 1985 incteated from 1160 to 2154 (46%) the percentege of cages
occurring in the age group 9-23 months decressed by 7% and the nuaber of
deathis in this age proup elszo decreased by 10% (Table 10).

TABLE 10
HOSPITALIZLD HEASLES CASES I POINTE-MOIRE

1984 1985
JAGE(in 0. )/YEAR] C(%r 1 p(%)  ICrR(Wl (%) L D(n) _ICPR(%,;
: 0-8 : 21(19.71)§ 30(20.&%){ 14% : 355(16%) { 65(201): 16%
} 9-23 } 500(&3.1%); 83(56.3%): 1% : 726 (36%) glaa(ae%)g 19%
% 244 { ansgga.za)! 30(23.6%}{ §% {1013(47%) {107 3¢%){ 11%
i TOTAL { 1660 } 148 } 12.8%} 2154 { 318 ; 15%

From 1985 Program Review and 1985 Annual Report for the Region Xpuilou.

Figure 2 shows the nunmter of Heported Measles Cases for the aress of
Brezzgville and Pointe-Koire for the yesr 1982-1985. As can be szeen by
this graph little impact on the ceces uf reported disecses has been falt
despite a mezsles coversge of 629 for Brazzaville and 54% for
Pointe-ifoire. Therefore, an intensified affort should be put into
increasing the measles toverage rats for chlldren between the ages of $-36
months. As previously staied, this hag been attempted in Pointe-Koire and
Loubomo but the results were less than satisfactory (See EPI sectlion).
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The impact of the EPI program can best be seen by its effort on
portussis. As shown in Table 9, the number of reported cases for
Brazzaville since 1980 has decreased from 265 to 47 cases (82%).

Decreases have also been seen in the number of reported cases for neonatal
tetanus and polio.

In order to get a better estimate on the impact the program has had on
polio, it is recommended that the retrospective survey conducted in 1983
at the rehabilitation center be repeated within the next two years and

that a school-entry prevalence survey also be conducted. A neonatal
tetanus survey might also be considered.

At this time it is not possible to judge the impact that the
introduction of Oral Rehydration treatment centers are having on the
treatment and prevention of Dehydration. In 1985 a KAP survey was
conducted in four areas of the Congo For the Mossendjo District the crude
incidence rate for diarrhea was 13% which is equivalent to 3.4 diarrhea
episodes per child/per year. 1In three of the areas surveyed only -1/3 of
the cases were taken to a MCH center. The exception being in Brazzaville
where 75% of the cases were taken to an MCH center (23.25) however none
were treated with ORS.

Most reports received by the regional Director focr Diarrheal Digease
and Malaria have been in complete therefcre no valid statement on the
rates for these diseases can te studied.

In order to measure the impact of the ORT and malaria programs it will
ba necessarey to

1. Continue to conduct KAP surveys to monitor CCCD programs.

2. Closely monitor all centers now cullecting data on the treatment
and follow-up of diarrheal disease and malaria cases. As these
CCCD activities are expanded into new centers weekly monitoring
should be done.

As stated previously, information collected for CCCD activities is
also being collected, in one form or another by the other health care
divisions. In order to increase and improve the reporting that is now
being done, the systems of data reporting have to be refined and
streamlined. If health personnel realize that efforts are being made in
their interest to reduce the burden of data reporting and if they are
given feedback via a Health Information Newsletter, it is likely that the
attitude toward data collection would improve. 1In order tc combine
reports a coordinated effort in involving staff from various divisions
within the MOH is necessary.

The assistance of a short-term consultant from CDC/Atlanta to develop

an HIS System for the Division of Preventive Medicine that will ccmplement
and or assist in improving the National HIS System is recommended.
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5.8 HEALTH EDUCATION (HE)

Within the-sttucture of the HHSA, health education is the
reeponsibility of the Director of Haternal/Child Health and Health
Education (CHCHHE). fAccordingly, the doclsien waa meds to coordinats the
CCCD liE progrem through thig division. A CCCD HE coordinator from the
DACHHE weas named in September, 1985, and given full responsibility for the
pProgram.

In collaboration with a z2hort term consultant, a comprehensive and
gppropriote HE action plen/stratepy was developed and epproved. However,
very little progress has been made toward the implementation of the
activities descrived in the action plen. It now seem3 unlikely that the
full renge of sctivities described in the action plan can be accomplished
within the life of the projsct.

The recomsendations made for HE ers intended to: provide guldelines
for the selection of priovity activities from the ME sctlion plen which can
.ealistically be accomplizhed within the life of the project; astrengthan
the central level HE stafflng; end assure & wmechenism for training of
peripheral level hazalth personnel to conduct effective HE. Ths CCCD HRE
wnit end coordinator are housed in, and cre part of t{he DECHHE. Although
a2 graphic artist is employed at the DHCHHE, and availsble for CCCD
materials development, the HE coordinator ia the only steff designated
specifically to the CCCD HE program. The HE coordinstor's job descrivption
has becn clearly defined and covers:

- regsearch and evaluation

- training for HE

- educetion materials development/production
- gupervision of HE activities.

In theory the DMCHHE's Institutional cepacity to develop and implement HE
programs is combined and coordinated with CCCD/DPHM's technical inputs, as
weli as afforts of other relevant organizations, to create a mechanisa
through whirk the CCCD HE program is implemented.

With th= assistance of a STC the CCCD action plan was developed and
approved im Eovember, 1985. This plan establishes eight prozren
objectives zeflecting desired behaviors with rasgpect to EPI, diarrheal
diseage, ad malaria. The action plan also describes:

tectzieal and organizational strategles;
rasemreh activities;

develument/production of educastionsl materials
suggescions for magss-media use;

HR trzining atratepy;
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- supervision;
- collaboration with other organizations;
- program evaluation.

The overall approach of the plan calls for a combination of HE in health
facilities, community-based HE through non-health organizations,
mass-media, and various printed materials (see Annex 14 CCCD HE Action
Plan). Subsequent to approval of the action plan a schedule of activities
for 1586 and a 4raft budget were established by the coordinator.

A HE consultative committee has also been formed. Members include
representatives from the Direction of Public Health, Direction of Social
Affairs, National Union of Congolese Women, Radio Rural, UNICEF, DMCHHE,
CARE/Congo, and CCCD. While the potential impact of the committee is
great, it has only met once in November, 1985 and thus has had a
negligible impact on national HE efforts.

Prior to the appointment of the HE coordinator in September, 1985,
there were no significant HE activities to report. The STC for HE arrived
in late October, 1985 for a one month mission. During this time the
following were accomplished.

Action Plan developed and approved

Formation and meeting of HE Consultative Committee

Testing of SSS recipe in Brazzaville

Testing of a series of 10 drawings on SSS in a rural area
Elaboration of a model format for a practical HE guide for health
personnel

6. Development and testing of a project emblem.

W e W -

Since, a rough draft of a flipchart on diarrhea, hygiene and SSS has
been drawn up but not tested. The flipchart's messages apparently
overlap with one that the CARE/Congo NUTED project is developing. The
possibility of combining the two is being discussed. The HE coordinator
is currently working on a practical HE guide for health personnel based
on the STC's model.

The following table lists activities scheduled for the lst semester,
1986, their respective dates of scheduled start and completion and the
current status of each activity. The activities schedule on which this
table is based was established no earlier than 11/85. Note: The
decision was made early on to concentrate first on CDD related messages.
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TABLE 11

SCHEDULED H.E. ACTIVITIES AND STATUS:
lst SEMESTER 1986

ACTIVITY | DATES: START - FINISH STATUS

1. Prepare messages, drawing]
photos, flyers on SSS, | 1/1 to 1/30/86 on-going
dehydration and hygiene |

2. Elaborate form to pre- 1/1 to 2/11/86 done
test ed. materials

3. Pre-test ed. materials -2/1 to 3/1/86 not started
in project action zones

4. Order & production of started,
ed. material, T-shirts, 1/1 to 3/1/86 not done

stickers

5. Develop mass media spots
documentaries, skits

1/1 to 7/71/86 not started

6. Air radio and television
spots

2/1 to 7/1/86 not started

7. Appoint 2 agents to be
responsible for HE in
Project Action Zones

2/1 to 3/1/86 not started

activities for HE 1/1/to 3/1/86 on-going
training modules

9. Secure materials fer HE 2/1 to 3/1/86 not done
training

10. Elaborate planning and
preparation guides for 2/1/to 3/1/86 on-going

11. Distribute and Diffuse -
HE material and HE 4/1/to 7/1/86 not done
guides

12. Start HE sessions in the 4/1 to 7/1/86 not done
project action zones

13. Organize working
gessions with CDD team 1/86 not done
& HE consultative group

14, IBID. 3/86 not done

15. Contact UNEAC for songs 1/86 not done
relative to project

16. Turn over instructions 1/86 not done

| |
! l
| |
| |
| |
| 1
I |
| l
| |
I |
| |
l |
| a
| |
3 |
| l
| i
| ]
|8. Elaborate objectives and I
| |
| |
| |
| {
| |
| l
| |
| |
| |
| L
| |
l l
| |
| |
i I
| |
| |
| |
| |
| |
| |

|
1
l
|
|
|
|
I
N
|
|
|
l
|
|
|
|
|
1
|
HE sessions 1
I
|
-
!
|
|
|
|
i
|
I
L

on SSS to UNEAC
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The fact that so many activities from a schedule established in late
1985 remain undone, and for the most part unstarted, indicates very
clearly that there exist some serious constraints and that certain
adjustments must be made.

Those associated with the project and its HE program cited financial
constraints as the reason for lack of progress. With respect to the
production of education materials, lack of funds is certainly a binding
constraint. Financial difficulties also effect routine operations, and
undoubtedly is a major factor in the HE program's lack of progress.

Financial constraints alone, however, do not fully account for the
program's slow start. Even in the absence of funds, much more could have
been done in preparation for the availability of funds. If the HE
program were to receive its entire budget tomorrow, it would be largely
unprepared to use that money. Certainly, more could have been done in
the preliminary stages of materials development including pre-testing in
Brazzaville. More frequent meetings of the HE consultative committee may
also have catalyzed more progress.

The lack of staff designated to work on the CCCD HE program has also
contributed to its slow start. The HE coordinator is currently the only
person specifically assigned to the CCCD HE program, and even she has
other responsibilities within the DMCHHE. Given these facts it is
recommended that an agent from each of the three CCCD technical services
(EPIL, CDD, Malaria) be assigned to work on a full-time basis, and under
the supervision of the HE coordinator. In addition to providing much
needed additional human resources to the HE program, this will provide a
tangible coordinating link between the CCCD technical services and the HE
program. These three agents will need some on-the-job training with
respect to HE techniques and principles which, coupled with their
technical expertise in their respective areas (EPI, CDD, Malaria), will
.considerably strengthen the CCCD HE program.

It would also be highly desirable to give the HE unit office space at
the DPM. Not only is office space scarce at the DMCHHE, but the close
proximity to other members of the CCCU team would enhance contact,
coordination and supervision. After discussion witn interested parties,
this was not retained as a bonafide recommendation, but the idea has been
advanced.

As mentioned earlier, and taking into consideration recurrent
financial constraints, it is unlikely that the full range of activities
described in the HE action plan can be completed within the life of the
project and sustained after project completion. It is now necessary to
select a set of activitlies from the overall plan that can realistically
. be implemented in full. Factors considered in this selection include the
potential impact, both short and long term, and the likelihood that the
MHSA/GPRC can sustain and support these activities in the future.
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The current HE action plan calls for a highly integrated and
multi-faceted approach. Components include: mass-media (radio, TV);
printed materials; HE in health facilities; and HE in the community
through non-health organizations (women's union, social affairs, literacy
program). Those components recommended to be retained in full are:
health education in health facilities; and printed materials. More
specifically, peripheral health personnel, who are the implementors of
CCCD interventions should receive the training and reinforcing
educational materials to conduct effective and uniform health education
in support of CCCD programs. An additional recommendation calls for
central HE staff to work closely with the CCCD training coordinator to

agsure the integration of an appropriate HE component into the upcoming
regional training effort.

It is reasonable to expect that these recommended activities can be
implemented in their entirety. A mechanism for training health personnel
with respect to CCCD activities is currently being developed and HE can
easily be integrated into_it. A modest start has also been made on the
development of educational materials which are applicable to the
recommendation. Pending a resolution of project financial difficulties,
and the strengthening of central HE staff, materials development can be
accelerated at a faster pace than to date.

The recommended activities are sustainable. Well-trained personnel
will maintain their skills well into the future regardless of MHSA/GPRC
financial status. While the future capacity to continue producing new
educational materials is dependent on financial limitations, those
materials produced in the life of the project can be used well into the
future. Mass media, on the other hand, has the same limitations as far
as future production, and while short-term impact may be considerable,
the long-term impact is questionable.

Furthermore, given the high concentration of population in the urban
areas and the high rate of DIP-Polio vaccination coverage, it is
reasonable to assume that most of the target audience for HE is having
regular contact with the health service delivery system and therefore are
subject to exposure to HE efforts within that system. It then makes
sense to strengthen the HE technique and provide materials to exploit
this exposure and pr-mote desired behaviors.

While the value of the proactive nature of mass media and
community-based HE is fully recognized, much of their value lies in their
ability to provide extensive exposure and create health service-seeking
behavior. Further, while it would be ideal to combine mass media,
community and health service-based HE, a cholice in this case, must be
made. The population seems to be seeking health services already, and a
by-product of this behavior is good exposure to health service-based
health education.
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Note: If an accelerated short-term vaccination effort does materialize
in PRC, a mass media promotional campaign is definitely warranted. In
this case careful consideration should be given to utilizing STC for
mass-media.

5.9 TRAINING

The Project Agreement states that "...training will be the most
important activity undertaken to strengthen the health service delivery
system."” It also calls for approximately 500 health personnel to receive
varying degrees of technical training, and for the development and
adaptation of training materials.

The project has developed an in-country training strategy which
responds well to the Project Agreement. However implementation of this
strategy has been seriously delayed due to unavailability of short-term
technical assistance, financial restrictions and the lack of a
responsible person’s) to plan, coordinate and follow-up on training

activities. No detailed life of project work plan has been developed to
date.

The original strategy calls for a national mid-level managers (MLM)
training course in Brazzaville, to be followed by regional training
courses for peripheral health personnel in each of the 10 regions. Those
trained in the mid-level managers course were to facilitate the regional
courses. This strategy was somewhat modified during the visit of a
training consultant. The new strategy calls for the adaptation of MLM
training materials to better suit regioral needs and a training of
trainers course in Brazzaville to be foliowed by the regional training
courses, one per quarter, in each of the 10 regions.

The national MLM training course which was originally scheduled for
January, 1985, took place in July, 1985 with the assistance of a
short-term training consultant. Twenty-five MLM's from six regions were
trained in this 12-day course which had a stated goal: to train managers
involved in CCCD as well as to prepare them to organize the HE, ORT, EPI
and Malaria activities. The extent to which the training received was
applied is variable and difficult to analyze. Most noteworthy is the
number of ORT treatment centers (30) since the training. From this view
point the training is definitely worthwhile. No new activity in HE or
Malaria was observed or documented as a result of this training.

Prior to the MLM course a 6-day facilitators workshop was conducted.
These facilitators (11) conducted the MLM course.

To date no reglonal training courses have taken place, nor are they
definitively scheduled. They were originally (start of project)
scheduled to take place at one per quarter for 10 quarters starting in
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August, 1985. A revised schedule, developed in July 1985 by the STC
called for one per quarter starting in December 198S5.

The following table is taken from the 1985 CCCD Country Summary.

TABLE 12

CCCD MANAGEMENT INFORMATION SYSTEM

1985 TRAINING ACTIVITIES

TRAINING

COUNTRY:

CONGO 1985

LOP TRAINING ACTIVITIES

|Type of Personnel

W

No. Trained|Person Days|Cum. No. Trained|% LOP Realized

|Peripheral health

| (Brazzaville and

| | |
|staff | | | | 0%
| A | | | I
|Mid-level i | | |
|Managers | 25 | 300 | 25 | 50%
| | l | |
|cCCD Facilitators | 11 | 60 | 11 | 100%
| | | | I
|Senior level | | | |
|officials | 2 | 36 | 2 | 100%.
l | | | |
|others 1 | | ]
| Survey interviewers | 31 | 93 | |
| I | | |
|ORT Training | 365 | 365 | |
| ! - | | |
|Chloroquine Resist- | | | |
Jance studies | 9 | 324 | |
| (Congo) | | | i
| | l | I
|PEV Vaccinators | | | |
|Recyclage - fixed | | | |
|centers | 30 | 270 | |

| ! | |

| | | |

{Pointe-Noire)
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The base from which the percentage LOP realized was calculated is not
documented. It was presumably extrapolated from he ProAg figure of 500
health personnel to be trained. The two senior level officials trained
were the Director and Deputy Director of the DPM who participated in the
MLM course and facilitator's worxshop. The ORT Training consisted of one
day on the job training to open ORT treatment centers. It is unclear why
365 people were trained as there are 30 ORT centers nationwide. That
means an average of 12 people per center were trained. The evaluation
team observed no more than 3 staff members administering ORT in any given
center. The PEV vaccination recyclage were two day on-the-job refresher
courses in fixed vaccination centers.

Other training, not reflected in the table include: participation of
the chief of CDD in a WHO senior level managers course in Lome
(10 weeks); and the Director of DPM helped faciiitate a WHO/CCCD MLM
course in Bamako March, 1985,

Clearly the major thrust of the CCCD/Congo training program is yet to
come. Plans are now being made to adapt/develop training materials in
all aspects of CCCD for the regional training effort. MNegotiations have
started with the National Administrative School (ENAM), which has two or
three SHDS trained professors, to develop these materials and conduct a
training of trainers course in Brazzaville. A STC for training is
arriving in June to work with ENAM and develop a detailed training plan
for the remainder of the project. The apparent success in the field of
EPI training in 1982-3 and WHO ORT *“raining in 1984 leads us to believe
that CCCD regional training courses will have a positive impact once they
are implemented. However, the DPM is currently lacking a full-time
training coordinator to plan, organize and follow-up on training
efforts. The importance of logistical and organizational arrangements
that need to be made for successful training courses cannot be
overstated. It is therefore imperative for the CCCD/Congo project to
designate or hire someone to coordinate every aspect of this training
strategy. A job description for such an individual has been developed

(see "Proposition pour l'integration d'un volet formation dans le LUTE"
Sarah Fry 11/85).

Technical competence at the central level of CCCD Congo is high.
Therefore, international training of senlor level personnel should not be
ccnsidered a priority.

It should also be noted that if the recommendations for the CCCD HE
program are to have a positive effect on the overall project, it is
imperative that HE staff and the training coordinator and consultants
make every effort to integrate a HE component into the regional training
strategy.
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While efforts are reportedly underway to incorporating CCCD
interventions into the curriculums of medical and para-medical
institutions, this should be followed closely.

5.10 FINANCING

Since 1985 the Congo has faced a severe economic crisis due to
falling oil revenues and growing debt service. Petroleum revenues are
expected to decline by more than 50% in 1986. Depreclation of the dollar
(in which petroleum revenues are paid) has exacerbated this loss.

Under these pressures, the government is calling for strict financial
discipline. In March 1986, the government announced its intentior to
reduce spending under the 1986 state budget by 50%. The MHSA has been
promised 25% of its original operational budget. Below is a list of the
operational budget cuts faced by those divisions directly involved with
CCCD activities (CFA):

! | Ooriginal | Revised |  Available]
| l | | |
|Dept. of Preventive Medicine | 39,000,000 | 19,878,300 | 19,121,700
|Dept. of Curative Medicine | 7,700,000 | 4,967,244 | 1,690,202}
|Dept. of Matermal/Child Health | 9,400,000 | 4,791,180 | 4,600,820}
|Pharmapro - Pointe-Noire | 743,389,000 | 376,194,886 | 240,000,000]|
| Pharmapro - Brazzaville | 6,117,000 | 3,000,000 | 3,177,000}

The issue of economic sustainability of CCCD activities is a question
of the ability of the GPRC to provide or cause to provide funds to cover
the recurrent costs of the project. The project agreement stipulates the
following schedule for the GPRC portion of Project costs:

Year 1 22% (1984)
Year 2 45%
Year 3 64%
Year 4 78%
Year 5 100% (1988)

In actuality, GPRC's portion of project costs has been:

Year 1 0%
Year 2 9%
Year 3 0%
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The GPRC has from the start of the project committed less than the
funds called for in the Project Agreement. Due to a reorganization
within the MHSA at the end of 1984, CCCD activities were not put in
operation until March 1985. In 1984, no GPRC funds were made available
for CCCD activities. In 1985, only 31% of GPRC-ProAg funds were made
available such that Congolese funds composed only 9% of the USAID/GPRC
total project budget that year. No CCCD funds are allocated nor is CCCD
established as a line item in the Division of Preventive Medicine in
1986; as a result, USAID funds have been frozen since January 28, 1986.

In response to the low level of GPRC funding, USAID disbursements
have been less than those budgeted for in the ProAg. Comparisons between
ProAg requirements and actual expenditures for USAID for 1984-1986 are
given below (400 CFA/$):

| (84-86) (84-86) I
| ProAg Actual % of ProAg |
I |
|Local costs 96,113,600 25,823,519 27% |
|of fshore costs 138,742,400 109,200,000 79% |
|Total costs 234,856,000 135,023,519 57% |

The following donors have also contributed funds to the project:

FAC: FAC expenditures for CCCD have also been less than the amount
allotted in the FAC/CCCD budget. Representatives of FAC in Brazzaville
have voiced serious concern about sustainability by GPRC of the project
given the low levels of GPRC funding. Additional FAC support for CCCD
activities has come through FAC/Grandes Endemies and FAC/Follereau:
however, it is FAC's intention to reduce funding for CCCD activities
during each of the next two years until the project ends (See Table 19).

UNICEF: Although not an official partner in the ProAg, Unicef has
made major contributions to CCCD activities primarily in the form of
medical equipment and just recently 200,000 ORS packets. Unicef is also
initiating plans for an accelerated vaccination effort scheduled for
October/November 1986 covering the six target diseases. The GPRC has
been asked to participate in this zffort.

- For the project to continue it is necessary that the GPRC renew its
commitment to the terms of the Project Agreement which call for the GPRC
to provide an increasing share of project costs over the four year
period, after which it will assume full responsibility for all costs.
During the last week of this evaluation, a verbal commitment was made by
MHSA that 10,000,000 FCFA would be made available for CCCD activities for
1986. This represents a decreasing rather than increasing share of
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project costs. Also it is less than the minimum level of GPRC funding
required to cover 1985 activity levels (16,045,968 CFA) (See Table 26).
It is important that the GPRC recognize that insufficient funding will
force USAID to reconsider its support of CCCD activities in the Congo.

Based on the criterion stipulated in the ProAg that all project costs
be sustainable by GPRC by PACD, it is clear that ProAg objectives are
overly ambitious. The GPRC has been unable to finance even the small
portion of recurrent costs it has been assigned during the initial years
of the project. To date, the GPRC has not funded any offshore recurrent
costs. Given foreign exchange constraints, GPRC will find it
increasingly difficult to purchase the level of imported commodities
required. Complementary funds from the departments into which CCCD
activities are integrated have also been cut by 50%. The budgets of
Pharmapro/Pointe-Noire and Pharmapro/Brazzaville, the state-run
pharmacies responsible for the purchase and distribution of medical
supplies have been similarly reduced. 1In addition, the FAC/CCCD funding
schedule is based on annual reductions in FAC contributions. 1In spite of
these financial difficulties, MHSA has not acted on the recommendation

made in the first annual review that possibilities for auto-financing be
explored.

Given the current financial situation, the evaluation team recommends
that the objectives for the Project Agreement be reduced by delaying
Phase II activities until CCCD activities are well established in the
Phase I population centers. Substantial resources and effort are still,
required to meet CCCD objectives in Brazzaville, Pointe-Noire and
Loubomo. Expansion of CCCD activities into rural areas will
significantly increase recurrent costs because inaccessibility makes
supervision and distribution more difficult. The rural regions of
Brazzaville, Kouilou and Miari have very limited EPI activities and
practically no malaria or ORT programs.

This modified scope of work should also take place on a five rather
than four year timetable. The slow start-up due to the reorganization
within the MHSA and the disruption caused by the economic turn of events
justify an additional year. Also auto-financing strategies will take
time to develop and implement. A rough estimate of the funds required
under this 2xtended timetable is given in Table 28. The projections
assume that GPRC will provide the minimum 16,045,968 CFA required to
maintain current activities in Phase I regions and the USAID unspent
balance to date will be available through 1989.

In light of the economic situation described in the section above,
the development and implementation of an auto-financing strategy per the
ProAg Section 5.3 is nec2ssary immediately. The operational research
planned on this topic for June/July 1986 should not be delayed.
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Several countries studies show that in Africa individuals prefer to
use health facilities that have adequate and raliable stocks of
medication and.-that in fact people are willing to pay for these
services. The evaluation team has noted that this holds true for the
Congo as well. This suggests that it is both reasonable and feasible to
formally introduce a system of auto-financing which generates revenues
that are targeted to cover same of the local direct costs, especially
distribution costs, for two of the three CCCD activities.

In every region visited a price was charged for vaccination cards
ranging from 100 CFA to 500 CFA. 1In Brazzaville and Pointe-Noire, the
typical price was 250 CFA. In some cases,the women were asked to buy two
cards. EPI has been charging fees for vaccination cards since 1982, 1In
one facility in Pointe-Noire, women were willing to buy vaccines at a
local pharmacy when the facility stocks were inadequate. Irn rural
villages outside of Loubomo, women were sensitized to the importance of
vaccines and willing to pay for cards, regardless of whether they gave
birth in a hospital or at home with a traditional mid-wife.

It is worthwhile to note that the total cost of vaccines required by
CCCD protocol for one child is approximately 221 FCFA.

Vaccine Requirement Unit Price Total Cost
Polio 4 doses 15.60 FCFA 62.40 FCFA
BCG 1 dose 4,76 FCFA . 4,76
DTCoq* 3 doses 18.26 FCFA 86.69
Measles 1 dose 67.20 FCFA 67.20
221.05 FCFA
Unit Price: 1985 UMIPAC catalogue with 40% surcharge for

packaging, prccessing and freight (see Qualls cost
study - Appendix C).

This is not to suggest that 221 CFA is the correct price to charge
but it gives some indication of what costs can be covered. 1In fact,
since most of these vaccines are being provided by donors, it is more
reasonable to target auto-financing revenues to cover distribution costs
which as will be discussed later are seriously underfunded. It was not
possible to provide an estimate of distribution costs for this
presentation.

The amount of revenues generated through the purchase of vaccination
cards in 1985 in Brazzaville, Pointe-Noire, and Loubomo is
8,122,500 CFA. These revenues are equal to 54% of GPRC financial
allocation to CCCD in 1985.
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DTCoq 1 % Vaccination # Cards Revenues

Cards
Brazzaville . 22,700 92% 20,884 5,221,000
Loubomo 6,061 59% 3,576 894,000
Pointe-Noire 9,477 85% 8,030 2,007,500

TOTAL REVENUE: €,122,500

%250 CFA/card
*DTCoq 1 vaccinees are most likely to have bought a vaccination card.

Clearly auto-financing could significantly alleviate financial
constraints if these revenues could be targeted to fund recurrent costs.
Currently facilities cannot identify precisely how revenues are being
used nor can they explain how the price of the card was set. It is
important to note, however, that to ensure use of preventive services the
full marginal cost of the vaccines should not be charged. Clearly, 250
FCFA is below marginal cost since the 221 FCFA calculatad before
represents only the cost of vaccines and not distribution of personnel
costs. A cost analysis of recurrent cost per vaccine would provide a
basis for setting the price of vaccination cards.

The evaluation team also noted that many individuals are paying for
chloroquine as a curative treatment for malaria. Since the new malaria
protocol has not yet been formally introduced and implemented and since
the use of the more expensive quinimax injection is still widely used,
the price of chloroquine should also initially be set below marginal cost
to encourage wider use. Compare the prices below of these two
anti-malarial treatments which CDC experts consider to be equally
effective.

-

Average Dose Price/25mg
Chloroquine 25mg/kg 3.13 FCFA
Quinimax 25mg/Kg 86 .88 FCFA

Price: SEP Price, Government self-financirg pharmnacy.

In spite of this price differential, quinimax is still widely used. This
suggests that in addition to price incentives health education that
discourages the use of quinimax is essential.

Unlike vaccines and chloroquine, ORS packets are rarely purchased.
Given the novelty of ORT treatment in the Congo, it is not recommended
that it be sold, at least initially. Both doctors and patients need to
be convinced of its effaectiveness and be discouraged from using IV's.

41



A short-term consultant needs to be hired to design and begin
implementation of an experimental auto-financing strategy. The German
organization GTZ is currently designing an auto-financing system in the
Niari Region. They should be contacted. The scope of work for this
consultant should include determining prices for chloroquine and
vaccination cards, developing a protocol for charity care, targeting
direct costs to be paid by revenue earned and setting up a supervision
and bookkeeping systems.

It is important to recognize that different auto-financing schemes
will be appropriate for different regions. Moreover, considering that in
the Congo, individuals are already burdened with costs of curative care,

the degree to which they can be asked to pay for CCCD activities is
somewhat limited.

5.11 COST STUDIES

The cost study by Qualls in June/July 1985, furnishes a preliminarcy

estimate of total costs of the EPI, Grandes Endemies and CARE/Congo
vaccination programs.

Comparison of these delivery systems based on total cost figures are
necessarily very limited (as Qualls recognizes) because the quantity of
output (vaccinations) they produce differ. 1Instead this study should be
viewed as a basis for (1) calculating the average cost (fixed plus
recurrent) per vaccine for each antigen and (2) calculating the average
recurrent cost per vaccine for each antigen.

Qualls makes a rough estimate of the average cost (fixed plus
recurrent) per vaccine for each program, however, she does not include
national/central costs in the local average cost. MNor does she include
all in-country distribution costs, training and education costs, and
building maintenance costs (utilities, repairs). Most of these omissions
are due to lack of data; nevertheless, given their importance they should
be estimated for the more complete study. This research will be a useful
tool for measuring the efficiency of vaccination services and will
facilitate a cost-effectiveness study for the cost per death aveided.

The completion of the smaller cost study: average recurrent cost per
vaccine for each type of vaccine,is of more immediate concern, because it
will provide the basis for an auto-financing strategy. This work could
be undertaken by the same consultant team responsible for developing the
auto-finamcing strategy. Note these combined tasks will require
significant technical assistance through the end of the project.
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5.12 FINANCIAL MANAGEMENT

The three recommendations made relating to financial management are
designed to:

1) Prepars the GPRC for assuming full responsibility for project
costs

2) Provide tools for planning the use of increasingly scarce
resources and

3 Ensure coordination of expenditures between USAID, FAC, and GPRC.

In particular, an adequate structure within the Ministry of Health
and . :ial Affairs should assure responsibility for the documentation of
expenditures of USAID and FAC local funds. Second, budgets and
bookkeeping records for FAC, USAID, GPRC should identify planned
activities as line items. Third, disbursement of CCCD/USAID funds,
CCCD/FAC funds and CCCD/GPRC funds should be approved in writing by
representatives of USAID, FAC and GPRC.
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TABLE 13

USAID - LOCAL COSTS (CFA)

Claggsification

Vehicle spare parts (1)
Other equipment + supplies
Training seminars
Operational problems
Transport

Emergency gas/oil funds
Printing

Durable goods

Contingency

TOTAL

% of ProAg

% of Budget

ProAg Budget(2)
0 750,000
0 1,400,000
12,914,400 900,000
5,000,000 0
2,742,800 500,000
2,800,000 1,726,686
0 300,000
0 2,000,000
13,028,400 4,458 314
36,485,600 12,035,000

1984

Actual

191,988
17,787
620,000
0
361,836
82,000
0
44,854

1,600

1,320,063

%

11%

(1) Maintenance

(2) Budget of planned activities
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TABLE 14

USAID - LOCAL COSTS (CFA)

Clasgsification

Vehicle spare parts

Other equipment + supplies
Training seminars
Operational problems
Transport

Emergency gas/oil funds
Printing

Durable goods

Contingency

TOTAL

% of ProAg

% of Budget

1985
ProAg Budget (1) Actual
0 3,308,012 1,405,541
0 2,232,215 1,105,138
11,485,600 9,380,000 8,714,825
5,000, Y00 0 0
0 2,238,164 1,309,675
3,000,000 2,418,000 1,908,195
0 2,500,000 1,239,000
0 4,555,146 2,522,894
13,828,400 6,083,400 4,867,302
33,314,000 32,714,837 23,072,570
69%
70%

(1) Cumulative budget of 12/85 - budget allocated 1984 + unspent balances
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TABLE 15 1986

USAID - LOCAL €OSTS (CFA) (Jan. - March)
Classification ProAg Budget (1) Actual
Vehicle spare parts 0 1,902,471 585,374
Other equipment + supplies 0 1,127,0770 167,002
Training seminars 12,057,200 665,175 79,265
Operational problems 5,000,000 0 0
Transport 0 928,489 30,055
Emergency gas/oil funds 3,200,000 -~ 509,805 316,600
Printing 0 1,261,000 0
Durable goods 0 2,032,252 58,145
Contingency 6,056,800 1,216,098 4,867,302
TOTAL 26,314,000 9,642,367 1,430,886
% of ProAg 5%

% of Budget 14%

(1) Budget = unspent 1985 balances

Note: USAID funds suspended January 28 1986
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TABLE 16

USAID - FOREIGN EXCHANGE COSTS ($)

1984 1985
Classification ProAg  Actual (4) | ProAg  Actual(3)
|

Vehicle spare parts 0 0 | 3,000 0
2 wheel motorized |

vehicle 24,857 (local) | 20,000 45,000(4)
Cold Chain(l) 20,571 0 | 25,714 44 ,000(1)
Chloroquine 50,000 0 | 54,857 50,000
ORS 40,000 0 | 0 40,000
Vaccination(2) |

equipment 34,857 0 | 15,000 36,000(2)
Other equipment |

and supplies 12,000 0 | 2,000 0
To project car 0 0 | 0 8,000
TOTAL 182,285 0 120,571 223,000
% of ProAg 0% 185%

(1) Refrigerators

(2) Equipment 27,000 (including needles on route)
Syringes 9,000

(3) From PI0O/C status records, amount obligated

(4) PIOC funds used for local purchase
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TABLE 17 1986

USAID — FOREIGN EXCHANGE ($)

(Jan - March)

Classification ProAg Actual LOP
Vehicle spare parts 4,000 0 12,750
2 wheel motorized vehicle 0 0 44,857
Cold chain 25,143 0 94,714
Chloroquine 0 0 104,857
ORS 0 0 40,000
Vaccination equipment 14,857 0 64,714
Other equipment + supplies Q 50,000(1) 14,000
TOTAL 44,800 50,000 375,892

(1) All purpose PIOC, first order chloroquine resistance study lab
materials
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TABLE 18: LPRC - ALL COSTS

3 1984 198% 1986 1-3/8¢6 1987
Ites ProAg Actual | ProAg Actual | Proag Actual | ProAg
| - ! |
Measles vaccine | | |
(offshore cost) 0 0 | 4,000,000 0 | 8,000,000 0 | 24,400,000
| ] !
Chloruquine ] 0 | 12,000,000 4,000,000 | 16,000,000 0 1 48,000,000
i i
oRs 0 0 | 16,000,000 0 ‘ 18,000,000 0 : 54,000,000
|
Equipment, | ] |
vaccionation 0 0 % 5,000,000 0 | 7,000,000 0 | 22,000,000
| |
Fuel repatr 5,257,200 0 | 8,000,000 1,504,241 | 9,142,800 748,600 | 32,342,800
| (1) | 3 |
Perdiem, trageport 0 0 : 3,000,000 4,740,000 | 3,400,000 358,000 | 10,400,000
2) | (&) [
Office supplies 0 Q | 0 2,146,260 | 4,000,000 943,381 | 8,458,000
| | | -
Total 5,257,200 0 | 48,000,000 12,390,521 | 65,542,000 2,049,981 | 199,600,800
{X of Prob) (03) | (262) | |
3
L]
(1) Puel and ol = 960,240 (3) Puel zad ofl = 722,000
Maintescance = 344,021 Kaloteosnce = 26,362
(2) Trenaport of vaccines = 359,000 (4) Transport of vaccines = 10,000
Per diem * 4,381,000 Per dies = 348,000
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TABLE 19

FAC - EXPENDITURES FOR CCCD FROM CCCD/FAC FUNDS

Classification Expenditures (1984-1986)
Vehicles 17,282,000
Gasoline 1,230,000
Maintenance 1,000,000
ICORT Conference 975,000
BCG 50,000 3,525,000
VAT 20,000 does 1,062,000
TOTAL 25,074,000
FAC CCCD Budget: 1984 25,000,000
1985 18,500,000
1986 12,500,000
1987 6,250,000
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TABLE 20

FAC EXPENDITURES FOR CCCD FROM PEV/FAC FUNDS 1984-3/86

Classification Expenditures

Maintenance of electric generator 1,400,000
Vehicle spare parts 79,200

Maintenance of cold chain 808,489

TOTAL 2,287,689

TABLE 21
FAC - EXPENDITURES FOR CCCD FROM SEGE/FAC 1984-3/1986

Vehicles 2,897,000
Office supplies (including photocopies) 4,395,800
Vehicle insurance 200,000
TOTAL 7,492,800
TABLE 22

TAC - EXPENDITURES FOR CCCD FROM FONDS FOLLEREAU/FAC

Distribution of vaccines into regions 250,000
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TABLE 23

OTHER DONORS

UNICEF:
35 Scales

10 Microscopes

3 Laboratory kits for chloroquine resistance record
200,000 (Approx.) ORS packets

ROTARY CLUB:

Vaccines (polio)
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TABLE 24

GLOBAL BUDGET 1985 (CFA)

Allocated
Remaining

USAID
119,797,570
0

FAC
25,000,000
6,488,000

GPRC
15,000,000

2,609,579

TOTAL
159,797,570
(USAID
FAC-GPRC)

% GPRC
9%
8%

TOTAL
134,797,570
(USAID

+ GPRC)

% GPRC
11%
9%

53

Original
Spent

119,797,570
119,797,570

25,000,000
18,512,000

30,000,000

12,390,521

174,797,570
150,700,091

17%

149,797,570
132,188,091

20%



TABLE 25

PROJECT AGREEMENT GLOBAL BUDGET (CFA)

USAID Offshore costs
USAID Local costs
GPRC Offshore costs
{measles vaccines)
GPRC Local costs

TOTAL

% Congo

1984 1985 1986 1987
72,914,000 48,228,400 17,600,000 11,614,400
36,485,600 33,214,000 26,314,000 12,342,800

0 4,000,000 8,000,000 12,400,000

5,257,200 44,000,000 57,542,800 68,743,600

114,656,800 129,542,400 109,456,800 105,100,800
5% 37% 60% 77%
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TABLE 26

MINIMUM* GPRC LOCAL FUNDS TO QALNTAIN 1985 ACTIVITY LEVELS THROUGH 1986
(FCFA)

Fuel 3,840,000 CFA

0il 239,190

Vehicle maintenance 883,350
Per diem 3,612,000

Transport 642,600

Office supplies 2,500,000

TOTAL 11,717,140

Chloroquine
(8 Brazzaville Centers) 235,876
Accelerated vaccination

program 2,000,000

TOTAL 13,953,016

15% Contingency 2,092,952

GRAMD TOTAL 16,045,968 CFA

* This minimum cost figure pertains to maintaining given 1985 level of
activity in Brazzaville, Po:inte-Noire and Loubomo without including any
of the special activities zalled for in the 1986 plan of activities
except the accelerated vaccination program scheduled for October/November
1986. This program was included because it is felt that GPRC
participation is crucial to maintain donor support of CCCD activities in
the future. Note 15% rather 10% contingency rate was used because the
total 13,953,016 CFA is truly a minimum estimate.
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TABLE 27

ASSUMPTIONS FOR MINIMUM GPRC LOCAL FUNDS: 1986

Fuel and Maintenance

4 CCCD vehicles

20,000 km/yr .
0.16 liters/km \ 2
300 CFA/liter |

0il 239,190 CFA [(2/3 country asscssment, 357 CFA = 28]

5% purchase price of 4 vehicles (17,667,000) = maintenance

Supervision Regional Local

Per diem 7000 CFA/day 7000 CFA/day

# Persons 4 4

Length of trip 7 days 1 day

i Trips/yr 3 36

## Regions = 3

TOTAL 588,000 ' 3,024,000

Aicfare (CFA) 53,550 (Brazzaville/Pointe-Noire/Loubomo/Brazzaville)

Office Supplies

GEFRC/CCCD Budget expenditure 2,500,000 CFA
Chloroquine
- 4 malaria centers, Brazzaville (3140 reported cases)

300 mg/treatment (country assessment)
3.13 CFA/25mg (UNIPAC 1985 catalogue, Qualls study)
Anticipate doubling # centers

Accelerated Vaccination Program

- Minimum contribution required by GPRC as estimated at UNICEF
Meeting, April 18, 1986 (2,000,000 CFA)
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TABLE 27 (CONTINUED)

Other Supplies-

It is assumed that vaccines, ORS and some chloroquine will be
supplied by donors. Also, GPRC will continue to supply personnel and
the base infrastructure (i.e. buildings, utilities). Depreciation of
capital goods is not included.

TABLE 28

ESTIMATED PROJECTIONS: GPRC, USAID FUNDS

86 87 88 89
GPRC 16,045,968% 32,724,146 52,730,963 87,749,266
USAID 48,137,904 39,996,179 29,661,166 5,994,430
TOTAL 64,183,872 72,720,326 82,392,130 93,350,283
OPERATING COSTS

% GPRC 25% 45% 64% 94%
USAID Unspent 75,651;777 35,655,597 5,944,430 0
USAID Unspent balances as bf 3/56 local: 82,632,881

offshore: 41,156,800
TOTAL: 123,789,681

Assumptions:

All the projections above are mathematical constructs using

1. GPRC minimum level 1986 funding as starting point *

2. A schedule of GPRC burden of generating costs: 25%, 45%, 64%, 94%
3. The amount of unspent USAID balances as of 3/86

4 Inflation 10%, population growth 3%: TOTAL Project Operating Costs

The level of activity in Brazzaville, Pointe-Noire and Loubomo supported
by these projections cannot be precisely stated at this point. A
detailed analysis using epidemiological and cost information is required
to do this.
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DOCUMENTS REVIEWED ANNEX 1

Second Year Project Evaluation Briefing Book

Planning Documents
1. Project Implementation Letters 1 and 2
2. Life of Project Activity Plan (1984-1988)
3. Annual Activity Plan 1985
4, Annual Activity Plan 1986

Activity Reports -
1. 1985 Country Summary Report
2. Rapport d'Activites - Annee 1985
3. Technical Officers Monthly Reports

Coordination/Cooperation
1. Life of Project Budget (1984-1988)
2. Coordinating Committee CCCD
3. Quarterly Financial Reports on Local Fund Account
4, Status of PIOCs

GPRC Budget/Funding Problem
1. Status of Government Revenues
2. Correspondence

Other General Articles
1. First Annual Project Review CCCD/Congo (May 1985)
2. Country Assessment CCCD/Congo (May 1983)

Epidemiology: Special Documents

1. Annual Program Reports: Malaria, Diarrheal Diseases, EPI
Direction de la Sante Publique (GPRC 1984-1985)
2, Annual Report Grandes Endemies: Niari, Kouilou (1985)
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DOCUMENTS REVIEWED (CONT.)

3. Repérts of Grandes Endemies for vaccination Campaigns in
Pointe-Noire, Loubomo (1986)
4. Consultant Report: Measles in Pointe-Noire
Dr. F. Dabis (Oct. - Nov. 1985)
5. Consultant Report: Measles in Brazzaville
Dr. W. Taylor (Feb. 1985)
6. Dossier Soins de Sante Primaire au Niari
7. Programme de Development des Soins de Sante Primaires au
.- Republique Populaire du Congo (Nov. 1985)

Health Education/Training: Special Documents

1. Health Education Mission Report
Sarah Fry (Oct. - Hov. 1985)

2. Health Education Action Plan for CCCD in PRC
Sarah Fry (Nov. 1985)

3. End of Mission Report (July 1-5, 1985)
Kathy Parker, CDC Atlanta

4. End of Mission Report (July 2 - August 3, 1985)
Thomas C. Leonhardt, CDC Atlanta

Economics: Special Documents
1. Cost Study Report, CCCD/Congo (June/July 1985) and Addendum
(October 7, 1985) - Noreen Qualls
2. Financial Records, CCCD/Congo (1984-1985)
Direction des Services Administratifs et Finance
3. FAC Synthese de Depenses (1984 - 18 Avril 1986)
4. Budget: Direction Generale de la Sante Publique (1986)

59



ANNEX 2
PERSONS CONTACTED

American Embassy of Brazzaville

The Honorable Ambassador Alan Lukens
David Bassett CCCD ~ WHO Liason
Christy Collins USAID Liason

USAID Kinshasa

Ministry of Health and Social AffairsA

1. Dr. G¢. Bouramoue The Honorable Minister of Health and
Social Affairs
2 General Director of Public Health
3. Dr. G. Madzou " jrector of Preventive Medicine
4, Dr. S. Nzingoula Director of Maternal Child Health and
- Health Education
S. Dr. A. Ezanza Director of Curative Medicine
6. Dr. Niatty-Benze Director of Primary Health Care
7. Dr. R. Coddy Chief of Service for Research Planning
and Training
Chief of Service Endemic Diseases
(Grands Endemies)
Chief of Service EPI
Bureau of Statistics EPI
Chief of Service - Diarrheal Disease
Control
Chef de Service Education Pour La
Sante (DSMIES)

. Dr. A. Gando

8. Nr. P. Eozenou
9. Dr. L. Loueko
10. Mr. M. Biahoua
11. Mr. L. Obe

12. Mme. H. Bany

13.
14.
15.
16.
17.

18.

17.

Mlle. E. Niamikessy
Mr. F. Biahoula

Ms. K. Hawkins-Reeds
Mr. B. Fitzgibbon
Mme. Ngembi

Dr. Samba-Lefevre

Mr. Louhouamou

CCCD-EPS Coordinator (DSMIES)

Deputy Chief of Service Malaria DMP

CCCD Technical Officer (leaving)

CCCD Technical Officer (arriving)

Chief of Administrative and Financial
Services

Chief of Infectious Diseases -
Hospital Makelekele

Interim Director of PHARMAPRO RPC
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PERSONS CONTACTED (CONTIXUED)

Region of Kouilou

1. Dr. J. Senga
2. Mr. D. Kimbatsa
3. Mme. Houmba
4, Dr. Nicolas

Team Members
Dr. q§kahormda

o n

Region of Niari

1. Dr. Malalow

2. Dr. Goma

3. Dr. M. Manhoungou
4. Regional Director
S. Mlle. A. Backouma
6. Mr. T. Likibi

7. Mr. P. Mahoungou
8. Dr. T. Sounda

9. Dr. R. Menoli

10. Mr. Moukouavile
UNICEF

1. Mr. Juan Fernando Aguire
2. Mr. Ken Olivola

FAC
1. M. Boissart

Brazzaville

SMI Makelekele

Hospital General - Makelekele
SMI Poto-Poto

SMI CNPS Bacongo

SMI Ex-Adrientiste

SMI Lonzolo

SMI Talangai

~N O e W

Chief of Grands Endemies

Deputy Chief Grands Endemies

Director Regional DSMIES
Chief of Pediatrics General
Hospital a Sice

Regional Direction of PHC

Deputy Regional Director of Health

and Med. Chief, SMI-MBOTA

Regional Director of Health
Med. Chief -~ Grands Endemies
Regional Director, SSP
Affaires Social

Chief of CDD - Grands Endemies
Chief of Malaria - *
Chief of PEV -~ " "
Co-Project Director PHC-GTZ
Technical Coordinator PHC-GTZ
Training Coordinator - PHC-GTZ

Director

Program Officer

Director of Health Projects
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PERSONS CONTACTED (CONTINUED)

Pointe-Noire

. Hospital A. Sice
SMI CNSP Foucks
SHMI M'Bota

. SMI Jean Vialle

> W

Loubomo

1. Hopital de Loubomo
2. SMI de Loubomo
3. SMI Armee de Salut
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organigramme du minmnisteéere der la samté

et des affaires sociales

ministre de la sanmnté

CABINET DIRECTION DE LA COORDINATION

¥

DES PROGRAMMES DE L'OMS

L, DIRECTION DE LA COOPERATION

DIiRECTION DU CONTROLE ET
DE L'ORIENTATION

b3 DIRECTION NATIONALE SSP

ETABLISSEMENTS ALTONOMES

- hopital général

———3 - laboratoire national

- LAPCO ( labaratoire pharma-
ceutique du Congo )

- S0 CO PHAR
DIRECTION GENERALE DE LA DIRECTION GENERALE DES
SANTE PLIBLIJUE AFFAIRES SOCIALES
Girection de'la ‘ T r T l l T
médecine préventive sMY HYG MED Curatif DIR Lab
L BPS Secd. SAF et Pharmacie
'[ . | 1
ceivice de | Eplr‘.énuqlugie et Service det gtudes Lechnigues CCCD.-
des Ql‘aﬂdei‘s endemies et de la programmation
] { ' { T ! 4 i { I ]
Secteurs Tuberculose CAT ONCHO Lepre CSF Palu TRO MD PEV Bureau
Operationnels 12 Cerose STAT

Regionaux
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MINNSTERE. DE LA SANTE ET DES REPUBLIQUE POPULAIRE DU CONGO
AFFAIRES SOCIALES Travail - Démocratie = Paix

C A B INJIET

//C OPI E;7

[72 /OTE [)E [/ ERVICE N°1220 /85

PORTANT DEFINITION, ORGANISATION, ATTRIBUTIONS ET
FONCTIONNEMENT DU RESEAU D'APPLICATION DU PROGRAMME
NATIONAL DES SOINS DE SANTE PRIMAIRES

LE MINISTERE DE LA SANTE ET DES AFFAIRLS SOCIALES

(/u le Décrot n°82 - 228 du 9 Mars 1982, ﬁortant réorganisation du Ministére
de la Santé ot des Affaires Sociales,

(/u le Décret n° 82/595 du 18 Juin 1982, fixant les indemnités d¢ fonctions

allouées aux titulaires de certains postes administratifs,

(/u le Décret n° 84/556 du 8 AoQt 1984, portant nomination du Premier

Ministre, ; =

(/u le Décret n° 84/858 du 13 AoQt 1984, portant nomination des Membres du

Gouvernement,

La Conférence des Directeurs Géndraux et Dirccteurs Centraux entendue,

Article ler : La présente note de service définit l'organisation, les attri=-

butions et le fonectionnement du rdseau d'application du rrogramme Natioral deg

Soins de Santé Primaires,

Article 2 1 Les Soins de 3anié Primaires constituent une approche intégrde
de la prestation soclo-ganitaire et comportent & cet effet plusieurs compo-

gantes,

‘00/...
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Les composantes de Soins de Santé Primaires retenues comme esscntieclles en Répu-
blique Populaire du Congo amont 13

1) Ltéducation péur la santé

2) la médecine préventive (vaccinations, lutte contre les endémo-épidémies,
surveillance épidémiologique)

3) la santé mcternclle et infantile

4) 1l'hygiéne ot l'agsainissgement

5) les soins curatifs

6) 1'alimentation/Nutrition

7) l'approvisionncment en eou potabtle

8) l'assistance socicle

9) ltapprovisionncment en médicaments cssentiels

‘0) la lutte contre les épidémies

11) la tenuc des statistiques sanitaires

Article 3 1t Lec rdéseau d'application du Programme National des Soins de Santé
Primaircs comprend, outre le systéme d'orientation/recours qui n'cst pas traité

dans la préscente Notoe (H8pitaux régionaux, H8pitaux généraux et CoHeU.)

= Les Services Centraux du Programme National des Soins de Santé Primaires

- Des Scrvices Régionaux dos Soins de Santd Primaires, 4 raison d'un gervice par
Région

- Un Comité Consultntif Régional des Soinsg de Santé Primecires par Région

- Des Comitdas de Santd instituéa aux trois (3) niveaux de bese.

- Les formations sanitaires des trols niveaux de bosa.

Article 4 : Les Services Ccntrgux suivants et leurs soctions sont organisds au
sein du Programme National des Soins de Santé Primciress
1°/Service des Ltudes ot de 1z Planification avee la Section Statistiques et la

Section Projotws, Programmation et Recherche.

29/ Service de la Coordination, du Contr8le et do l'Evaluation comprenant la Sec-

tion Organcs do Gestion et la 3ection Organes d'exdécution aux Trois liveaux dc bas-
(TeNeBe)

39/ Servicc de Y'intégration des Soing de Santd Primcires divisé en Section For=-
motions Sanitaires des Trois lNiveaux de bace, Section Formotions 3anitairss d'o-

rientation/recours ct Section Réorientation du systeme de Santé nationzle,

.Q./.'.
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4°/ Service de la formation comportant la Section Formation initiale, la Sec=
tion Recyclage et prefectionnement et la Scction de 1l'audio=vigucl, du matériel
didactique et de l'information.

5°/ Service de l'Admiristration ct des Finances qui comprend la Secilon du Per=-

sonnel et du Budget, la Section du Matdériel et de la Dépense ot la Section Secré-
taria.t.

Article 5 111 est organisé en outre un Service rdégioncl des Soins de Santé Pri-
maires dans chaque Régions Ces Services Régionaux sont placés sous l'autorité du -
Responsable du Programmec MNational, -

Article 61 Chaque Service Régionzl comprend les Scctions suivants

= Administration ot Finances (AJEeT.)

- Coordinction, Contr8le et évaluantion (CeCacze)

-~ Médicaments, Vaccins et équipements (MeV.E.)

- Santé Maternollc et Infantile (S.M.I.)

- Alimentation; Nutrition, eau potable {A.NeElP.)
- Activités Sociales et promotionnclles (AeSe.EePe)
- Coordination dea Soinsg Curatifs (C.D.S.C.)

- Médecine Priventive (M.P.)

- Hygiéne ot Assainissement (H.AS.)

Article 7 t Les Scctions des Serviccs Régionaux des Soins de Santid Primaires

rogoivent les attributions suivantes :

a) La Section A.E.Fe est chargée dc la gestion des ressources humaines matérielles

ot financiéres de la région ainsi que de leur mobilisations

b) La Section C.C.Ees coordonne, contrfle et ¢valuc l'exdécution du programme d'action

régioncl con matidre de Soins de Santé Primaires.

¢) La Section MJVeEe c3t chargce de la gestion du Mddicament, des vaccing et ds
l'équipement médicale Elle en assure l'entretlien et approvisionne réguliérement

les formations sanitairese.

d) La Section SeM.I, supervise les activitdés licdes a 1
= La gurveillancoe de lo grossease et 1ln prdévention des accldents susceptiq%es de

1la ménacer,

1'd4ducation des femmes enceintes,
la prestation des soirs aux nouveaux-nés
1la lutte contre la mortalité et la morbidité infantiles par les soins curatids

ot 1l'immunisation active,

La surveillance systdmatiquo de 1'état de santé de lao population juveno-infan-



e) la

g) La

-4 -

section Alimentation, Nutrition, Fau Potable a pour r8le de :

Promouvoir les activités tendant a obtenir pour les populations une ali-
mentation saine et suffisante qualitativement et quantitativement,

superviser l'@ducation nutritionnelle des méres,
contr8Ter la qualité de l'eau consommée par les populations

Section A.S.E.P. est chargée de :

tenir les statistiques des personnes handicapées chroniques au plan‘ihysi—
que, moral, mental, environnemental ou de 1'Age (vieillards),

coordcnrer et contrdler les actions qui sont menées en leur faveur, notam-
ment dans le domaine de” la formation, de la réeducation, de la réadapta=-

tion professionnelle et dc la réinsertion sociale,

assurer l'assistance matérielle et morale des personnes handicapées.

Section C.D.S.C. ejxordanne les activités de Soins curatifs tant en médecine

classique qu'en médecine tracditionnelle ( 2cupurncture et phytothérapie).

h) La

i) Ia

Section M.P. est shargfé¢e de :

opérer la surveillance épidémiologique,

orgnniser sous la supervision du service régicnal et des services centraux
la lutte ccntre lee épidemies,

ccodonner, eontrller et évaluer les activités d'immunisation active dans
le cadre du programme élargi des vaccination,

organiser sous la direction du service régional et des services ceutraux
les campagnes systématiques de dépistage des malacdies soeiales (M.T.S.)
tuberculcese, lépre, maladies psychiatriques, alcoolisme, etc.)

Section HAaS. veille a l'exéeution du programme d'hygiéne et d'assainice

sement du milieu, hygiére alimentaire, lutte anti-vectorielle

supervise l'éducation populaire en hygiéne et assainissement

maintient une collaboration étroite et fructueuse avec les autres sectaurs
du développement eommunautaire,

applique les peines infligées aux auteans ¢'infractions en matiére d'hy-
giene et d'assainssement,

fait des propositions pour l'amélioration des conditions d'hygiéne des
populations, etc.

O../....
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Artiele 8 : Au niveau de chaque Chef-lieu de Région est constituéd un Comité
Consultatif Régional pour les Soins d¢ Santé Primaires.

a) Le Comité Consultatif Régional des Soins de Santé Primaires est ainsi
compose :

~ Président
= Vice-~Presgident
- Membres

le Commimsdire Politique

le Directeur Régionmal de la Santé

Le Chef de Service Régional des Soins de Santé
Primaires.

Les Chefs de Section du Service Régional du
Programmg.
Un Représentant du Comité Régional du Parti,

Un Représentant du Conseil Populaire de Région
Un Représentant de 1'UJSC~Jeunesse du Parti
Des Représentants Régiohaux des Administrations
suivantes :
= AGriculture ccesccessccccscssesssscnescse
- Education Nationale esesccessscesesscacsss
- Energie et Hydraulique ecececessccescsse
~ InduBtri® eccecocsoscssvsasccescccossceses
- Petites et Moyennes IEntreprises esecesece
- Informations ceceecsccsoscesccsccscescncse
- - TraveauX PubliC8 escceecscconssccocposcns
~ PiBCACULLUTE ccceveccccsccssscccsaososnse

- Administration du Territcire ceeccssasces

D wd md e e > A o N oL

‘mVironnement e e 0t s 0 a0 P800 000 PP OC O

b) Le Comité Consultatif Régiornal des Scins de Santé Primaires a pour
r8le de :

- donner gon avis sur les objectifs cdu Programme Régional, la Planifdcation
des activités ot leur exécution, le fonctionnement des Comités de Santé.

- apporter sa contribution & l'exécution des Programmes gr&ce aux appuis
logistiques nctamment dans les domaines représentés par ses membres,

- Participer & l'animation du Programme Régional notamment dans les cam-

pagnes de lutte contre les épicdémies, d'hygieéne et d'assainissement, de
nutrition et d'éducation populaire pour la santé par la mobilisation des

masses populaires et des représentants des principaux secteurs de 1l'éco-

nomie natiomale (Agriculture, Icdustrie, Energie et Hydraulique, Education

00./..'.
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Nationale, Petltes et Moyennes Entreprises, Information., Travaux Publics, Environ-
nement, Administration du Territoire).

. ©) Le comité Oonsultatif Réglonal des Soins de Santé Primaires ge rdunit

deux fols par an sur convocation de son Président. Le quorum cst atteint lorsque
les deux tiers des membres CJont présents. Chaque réunion fait l'objet dfun procds-
verbal adressé au Ministre de la Santdé et des Affalres Sociales,

Arficle 9 s Les Joins de Santé Primoires s'appliquent dans toutes les formatlons
sanitalres de la République Populaire du Congo, Toutefols l'accent doit &tre
fortement mls sur le niveau basale

Article 10 t Les %rols niveaux dec base (TeNeB.) de ltorganisation socio-sanitaire
sont cinsi définis

a) Premier niveau

= en milieuw urbein : zones, unitdés de production.
b) Deuxidme nivoau
- on mllicu rural t P.C.A.

= en milieu wrbain ¢ Quorticrs, entreprises regroupdes ot assimuléces,

m “
¢) +roisiémc niveou i

= Districts et errondisscments des grondes villes,

irtdiclo 11 ¢ Los formatlions socio=sanitaires des trols niveaux de dbaso
sont les sulvents

a) au 1er niveau i

= Poste de Santé pour les villages 1s0olés et les unités de production
= Digpensaire pour losg villageg~centres et les zones des quartiers urbains.

b) au 28 nivecu

- Contres de Santé intégrés urbains -C.S.I.U.) pour lecs quarticrs des villes
et Turnux {CeSeI.Rs) pour les P.C.hs
- Centros de Santé Intdégrds d'Entreprises (CeSeI E.)

6) au 33 niveau 3

= H8pitaux do bose pour les districts ct les arrondissements de graondes villes,

eee/one
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Article 12 : Les unités da production, les villages-centres, les zones ct quar—
ticrs des grandes villes, les PCA et les dlstricts dolvent disposer chacun i

- d'un éco=~systéme scnitalre minimel (EeS.S.M.)

= d'un comité de santé,

Article 13 1 Déco-gystéme szanitnire minimzl (E.S.S.M.) comprend au mains

= une latrine z2u moing por famille, par établissement publdc et por unité de
production,

= un gystémc d'approviscionnement en ecu et notamment en eau potable

= une formetion socio=scnitaire cssurant au moins 1o prévention des maladdes,

les soins curatifs, 1l'dducation pour 1o Santdé et llassistaonce soedzled

Article 14 : Les formations soclo-sanitoires au niveau basal regoivent les
attributions et las structurations fonctionnellos ci-dessus,.

Article 15 ¢ Le poste dc santé comprecnd un agent de santé de village qui le
dirige et une matrfne, dans lc cas desvillages 1 un infirmicr dipl8mé d'état

dz2ns lec cas des unités de production,

Le poste de santé exdécute les tAches suivantes :

- pregtation dcs soins élémentaires et nivonquinisation systématique,

- gestion du médicament pour lao santd

= éducation populeire

Le poste de santé regolt les avis ct les dircctives du comité de santd du

villege, 4e 1l'unité de production ou de 1~ zone et s'y conforme.

Article 16 : Le dispcnsaire des villages-centres et des zoneg, des quartiers
urbnins comprend le personncl suivant ;

un infirmier Dipl8mé d'Etat qui en cst lc responsadble

un adde~soignont

- ure matrfne

Le dispensairc assume les tfchcs suivantes

adminisiration des soins élémentaires et nivnquinisation systémztique

-

accouchements eutoclques
solns en hospitalisation dont 1o durdée nc dolt pns cxodder trols A& cilnq jours
évncuntion wvers le centre plus devcloppé des cas Jugés sérieux

gestion du méddcament

VATE
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= &ducation populaire pour la senté, éducation des mdres et assistance goclale
- gontr8le de 1l'éco~-systéme sanitaire
" Le dispensailre regoit les avis et les directives du comlté de village ou de

zones de quartler et a'y conforme,

Article 17 3 Le Centre de Santé Intégré du P.C.A. ou du quartier des grandes
villes ou d'entreprise doit posséder une structure et unse organisation lui
permettant d'appliquer les composantes essentielles des Soins de Santé Pri=-

mailres,

Article 18 : Le Centre de Santé Intégré est animé par un personnel compre=-
nant au minimum s

= un directeur qui en est l'administrateur

- un médecin mulii-disciplinaire

= un agsistant sanitaire généraligste

= une gage=femme

- doeux infirmiers diplfmés d'Etat généraliste

= une asslstante sociale

~ deux aldes~sgoignants_

- une matrone

= un technicien qualifié de laboratoire

= un infirmler dipl8mé d'etat option pharmacile

-~ un infirmier dipl8mé d'etat option anesthésie

- une monitrice sociale ﬂ

~ un tradi-praticien

- un dentiste,

- un secrétailre, un planton, un commls, un agent d'entretien, un jardinier,
Article 19 : Les activités dévolues au centre de santé intégré sont ainsi arr8tée
- prestation des mfmes actes assignés au dispensalre des villages~centres

= acoouchements dysotociques et petite chirurgle

= vonooinations

- hygléne et assainissement du milicu

-~ lutte con¥re les épidémics

- activités 1iées A& lm santé maternelle et infantile (surveillance et prote=-
ction de la grossegse, vacoination, conseils d'hygilene, étnbligsement de pilces
rdglementaires, etc.)

- agglstance soclale /YE/



= evacua¢lion aes cas graves vers i1°'nopilal ae oase
- contr8le des normes de 1'éco=-systdme sanitaire et de la réglementation

saniteire en vigueur,
Article 20 3 Le centre de santé intégré regolt les avlis et les directives du
comité de senté du P,C.A. du quartier urbain ou de l'entreprise en matidre socio=-
sanltaire, Ces avis et directives sont donnés au moins deux fois par an.
Leur application ne peut intervenir qu'aprds agrément du Comité de santé corres=-
pondant, Dans l'accomplissement de certaines de ses tlches (lutte contre les épi-
démies, eampagnes d'hygldne, éducation, etc.). Le centre assocle les populations,
les représentants du parti, les Organisations de Masse et des autres secteurs con-
nexes, notamment 1l'Agriculture, les Travaux publics, l'Energie et 1l'Hydraulique,
1'indusgtrie, les P.M.E., la piséiculture, 1'Information, l'Adminis%ration du Ter=
ritoire, 1l'Industrie et l'environnement. Il est tenu pour ce falre de solliciter le
concours du bureau du Comité exécutif de la locallté,
Article 21 s Dans chaque district, dans chaque arrondissement de grandes villes,
doit 8tre organisé un centre de sunté intégré principal dit h8pital de base,
Article 22 4 La structure,l'organisation et les attributions des h8pltaux de base
de districts et arrondissements des grandes villes doivent permettre l'intégration
et l'exécution au plus haut nivcau des composantes essentielles des Soins de Santé
Primaires.
Article 23 1 Le personnel minimum de chaque h8pital de base doit cohprendre :
a) pour les soins médicaux s (consultations, hospitalisations, gestion et distri-
bution du médicament)
« un médecin multi-disciplinaire
pédiatre clinicien
gyméco=~obatétricien

pharmacien

chirurgien généraliste

dentiste i

technicien supggteur en anegthésiologic
technlclen superdeur on radlologle

technicien supérieur de laboratoire

§ E EEE §E E § B

agsistant sanitaire généraliste

- une gage-femme principale

~ une sagoe-femme pudéricultrice

~ gix infirmiers (eres) dipl8més d'Etat généralistes
~ gix aldes~goignentes

- deux matrones

~ deux agents d'entreticn,

b) Pour la Santé Communoutaire (S.H.I., médecine préventive, hygiene et agsal=-
nissement, alimentation en eau potable, nutrition assiastance soclale)

= un pédiafre social
ooo/oon /\I/




un
un
un
un
un

médecin épidémiologiste
médecin spécialiste d'hygidne et assainissement

médecin ou un pharmacien micoblologiste
docteur en nutrition

assistant social principal

une sage-femme prinecipale option puéricultrice

deux sages-femmes option puéricultrice

un

techniclen supérieur de laboratoire

trois techniciens supérieurs dec santé publique
trois infirmiers dipl8més «'Etat ~

un

technicicn qualifié de laboratoire

trois aldes-=soignants

deux monitrices socialns

- trois agents d'entretien

¢) Pour 1'Administration i

= un directeur

Article
socio=-sanitaires des populations et portant dans les domaines suivants
a) soins médicaux : consultations cxternes, hospitalisation (médecine, chirurgie,
gynécologie, obstétrique, pdédiatre), gestion de distribution du mcédicament

b) santé communautaire 1 S.M.I., médécine préventive, lutte contre les épidémies,

hygiéne=assainissement, alimentation en cau potable, nutrition, assistance, sociale,

un

gestionnaire des ressources

une gecrétalire

un

un

un

un

un

un

un

plegton

commis

chauffeur

magasinier

mécanicien (auto, dlectricitéd)
plombler

Jardinier

¢) gestion administrative et rinanciére

R ATEEY
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pticle 25 ¢ L'h8pital de base regoit les avies et directives du comités de santd

de district ou d'arrondissement au moins deux fols par cn. L'exécution de ces
directives requicrt 1'agrément du Comité Consultztif Régional. Dans l'accomplis=
scment de certaines de leurs t&ches (luttc contrc les épldémies, campagne d'hygiéne
ot assainissement, d¢ducntion), 1'h8pital de base et son comlté dc santé associent
les populations, les représentants du Parti, des Orgnnisations de Massos et des
autres sectecurs connexes, (Agriculturce, Industrie, Energle et hydraulique, Pisci-
culture, PeMeE,, Informations, Education nationnl, Administration du Territoire,
Envhronnement, ctce)e

Article 26 ¢ Decs comités dc santé sont constituds au niveeu des villages, villages-
centres, zones et queoltiree urbaine, unités de production, arrondlssement des
grendes villes, PCA et districts,

Article 27 3 La composition dec chaque comité de sunté est ainsl fixé 3

Présildent ¢ Lc président du Gomité de village, zone, unité dec production,

quartier, PCA, district ou arrondissement
Vice-Friésldent : Responsable sanitzire de lo circonscription concernde

Membre : = un'réprésentont du Programmc des Soins de Sant¢ Primaires
- des représcntants des unitds composant la formation sanitaire €lus
| par leurs pairs a ralson de
- 1 & 3 représentants pour l'unitd de soins médicaux
( 1 représcntant s'11 s'agit du 1cr niveau, 2 s'il s'agit du
28 niveau et 3 £'11 s'agit du 3@ nivcou)
- 1 & 5 représentants pour l'unité de santd communautaire
( 1 représentcnt s'1l s'agit du ler niveau, 3 s'il s'agit

du 2& niveau ct 5 s'il stagit du 3& niveau)

= Le responsable des services généraux
- un reprdésentant du comitd de village, zonc, unité dc prroduction,
PCA, dictrict, qu~rtier ¢t arrondissement désignd por les

burcoux corrcspondants

un représentant du conscil populcire
- un représentant de 1'UJSC~jcuncssc du parti

- un rcprésentant pcor Organisation de Meosse (C.SC, et UJ,R.F.C notamment)

les reprimontants des secteours suivoante @ Agriculture, Industrie,
Travoux publies, Encrgie et hydraulique, Pisofculture, P.M.E, Education,
Information, Environnement, Administrotion du Terrltoire.

_ f
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Article 28 1 Les Comités de Santé ont pour rdle de 3

BN

= veiller A l'application intégrée ot coordonnée des composantes essentielles

des Soins de Santé Primaires,

- émettre des avis sur lao plaonification des activités cnnuelles au plan local

et sur la qualité de la prestation socio-sanitaire,

-~ évaluer leg activités dea formations sznitaires ei dresser les procés-verbaux

- aux fins d'exploitation par ltautoritd ﬁ&érarchique du systéme de santé,

- participer et fcire participer activement lea populations aux activités des Soins

de Sznté Primaires,

-

- veiller au ddéveloppement commurautaire int<gré ot coordonnd grfce a une collabo-
~ation €troite et une corncertation permanente des partenaires qui les composent,
- faire z2u Ministere d¢ lc 8anté et des Affaires Sochales toutes suggestiong suscep-

tibles d'accélérer lc ddlveloppcment sanitcire des communanutcge.

icle 29 ¢ Les Comitls do Santé¢ du ler niveau sont contrS§lés ¢t gupcrvisdis por
ceux du 2% nivcau, ces dorniers pzr les Comitds de Santé des Districts .ou des ir-

rondisgsementa des grandes Villes,

Les d¢libdrotions des Comitds de Szntd -“ec Districts et Arrondisgsements, sont exa=-
ninées par les Comitls rdgionzux consultntifs correspondants qui ¢mettent leurs avis

et on saisissent lo Ministre dc la Santé et des Affaires 3ocicles par des proces-

verbaux,

.rticle 30 3 Les fonctions de membres de Comitd de Santd sont tdéndvoles,

Article 31 3 Touteg dispositions antéricurss contradictoires sont 2brogecss

Article 32 1Un arr€té ministdriel rdpulariscre les dispositionssde 1z présente

note de¢ Service .

.00/909
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Article 33 : Le Directecur i¢néral de la Santé Publique, le Dirccteur Géndérzl des

Affaires Sociales et 13 Responsable u Progr-mme des Soinsg de Santé Primaires
velllent chacun en ce qui le concerne, a la stricte application des digspositions

de 1la pr<sente Notce

Brazzaville, lc 03 Juin 1985

Ie Ninigstre de 1o Sontdé et des Affairss

Sociales,

AMFLIATIONS / (é) Profesgscur C, BOURLNOUZ .=

- Cﬂbinet PX‘GSidal’ltiClo Qe ¢ s 00 s

~ Cokinet du Pelleseceasssssscscos

- Ministére des Financescevecoss
- MINI /dministration du Tecrri-

toire et Pouvoirs Populoirese.. 3

- Confdddration Syndicale Con~ 6
B0lailGCesecsosccccsoecvsrcnseve

- UaRoFeCoeo-'o-.o.ou.c.-......a1o

~ UeJe3.Ce (Sccritariat)eseesss 10

- Commissartats PolitiqueSeeess 10
= D¢Goe dc Santé Fubliquececeeosss 1
= D¢Ge des Affaircs Socizlisess
~ Dirccteurs centroux et régio-‘O

Lo O

na.llxoioaeouon-ucooovooolvo..

- Programme Soins d¢ Santé Pri-
MelreSecesscesasocsensossscans [
- Dirccteurs dcs HEpitouXeeeesee 10
-~ C~binat ...o-co-co-.anvooé‘no.e 10
o (rChiviSsesssecsnecsseesracceass D
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SSCRET/AILT GENDIRAL
DU GOUVERNIMENT

lodLnLT INSTITUTION, ATTRXBUTIONS ET ORG/\NI14
S, PION DU PROGRAMME NATION.L DES SCINS DI
STl PRI’A-REu.-

e T ]

LE PRESIDENT DU CUMITE CLENTR..L DU FARTI CCNGOLAIS
U TR Vull, FRESIDZNT DE LA hQIYBLIQJU’ ”"r ol
GCUVERNIHG. h '

Vu 1la Constitution dun & Juil o~ 1575 ;

Vu la l¢i n© 74/%4 du 7 Décerib o 1904 swertant ratification
dz 1'Ordonnnance n° 019/C04 du 23 Lot 1904 psrt it nodification de certaines
dispositicns de la Constituticn. du 8 Juillet 1979 i

Vu le décret n® 82/228 du S M rs 1932 portant féorganisation
du Ministérc de la Santé et des Affaires Soc’ales

. Vu le déerct n¢ 82/595 du 1€ Juin 1982, fixant les indemnitis
de fenetione cllculos cux titulaires de cer® wins postes administratifs

Vu le décret £ &4/¢56 du 8 .oQt 194 portant nomination du
Pro-icr ¥Minictre

Vu lc décret n® &5/1423 du © Lécembre 1985 portant nomination
des lembres du Gouverncment

Vu le décret nt 285/1434 du 17 Décembre 1905 portent organisa-
ticn ¢dcs intérims des Membres du Gouvernercont g

‘Sur propositicn du ifinistr: de la Scnté et des Affaires

Socicles

Le Conceil dus Ministres catendu

DEC itw T

TITRE 18R DISYC3ITIC!E IENCRALES

Article lcre~ Il cst institul aurrds da iinistére de la Santé et des Affaire
Socizles un Frograune National des Soins de Sonté Primaires rattaché directe
ment 'au Cabinet du Ministre de la Santf 't des Affaires Sociclcese

t‘ Rl . . ,
frticle 2 Le Progranmme Naotional des Soins de Santé Primaires a pour objet

de ¢
1), ¢tudier, mettre wu peint et coordonner les Soing de Santé .
Primaires or R&publiquc Populaire du Congoe
ee— ooo/ooo

NP ¥ YN 4\-—-.-—._._. .
‘ Ty



LRTICID 3 .=

[RTICLS 4 o=

PRESIDTIT Le Iiinistre dc¢ 1o San*td ¢t des ffeir

1TI.BR2S

-~ ilinigstérc
- [linistérc
- llinisterc
- linisteérc

= Ministeérc

- B
- D
. .
~ .

h ‘. — 3 ’c
2)~ Orraniser l'intdsraizon dus acvivités des Scins de Sant<¢ rrimaire

dans lc systemc do zunt

[

nat

an

onalj

3)- gtudicr ot mettre cn cuvrc les stratésics esscnticllcs au bon

fonctionncment des composantes deos Soins de Santé Primaires;

4)= susciter la participation decs autres scctcurs de 1'tat, du Parti
de 1'0JSC~J.P ot des Organisations de massc ainsi que dcs Organis

tions Intcrnationalcs g

5)— élaborcr, cxécutcr ¢t évaluar lcs pro-rammes de formation cn Soin
dc Santé 'rimaircs decs oncadrcurs, dec nersonncls de santé ot de

ccux des autrcs sccetcurs conncxcs.

TITRC II : ORCJNIS.TION T FONCTIOLNIC. YT

Ics orzancs du Pro~ramme National des Soins de Santé Primaircs so
~ Le Comitd de Dircction

- La Bircction du Pro~rammic.

CH.PITRZ 1ER :« DU CO:IITC I DIRCCTIOU

Ic Comité de Dircction du Tro-rammc NHa'ioral decs Soins de Santé
PBrimaircs comprend
3 Socialcs

¢= Lz Dirccteur du Trosremnc Mational d¢ Soias de Santl Primairces,
- Un Repriscntent do caacwn des Hinisti‘CS sulvantg ¢
du Plan ¢t dc 1'Iconouic

dcs inancces ot du Bud et

du Développement Rurcl

de 1',dministration du Territecirc ot ¢ Touvoir Populairc

des Travaux ublics, Jc la Coanstructi. .1, dc 1'Urbanismc, dc 1'Habitat

ct de 1'Mnviroancment

- Ministeérc
- l“inigtérc
- !Ministérc
- Ministérc
-~ 7inistérc
- linistérc

- Ministérc

du Tourismc, Sport <t Loisirs

dcs Ingcignements Sccondeire ¢t Zupd:icur

dc 1l'Cnscisncmcnt Fondamental ¢t dc  'ilphabdtisation
de 1'Industric ct de la ['€zche

des IHincsg ¢t de 1'Zncresic

de 1'Cconomic Forcstierc

du Commcrcc, dcs Pctites ot lloycenn. : Tntrepriscsg ot de 1'Lrtisanat

~liinistérc dc la Recherche Scicntifique

- liinistérc
-~ linigtérc
¥

/

|

ac 1'Information, dcs Tostes ot TO dcommunications

de la Culturc ct dos [xts.

A ‘
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Celle=~cl (oit intervenir daas un délai de 30 jours francs au deld duquel 1
déli :rations sant exécutoires de plein droitefi il ~iya ~t ndi - UllnRiodmon

‘ A RS B B B VL L I

CHAPIVRE II : DY DIRZCTZUR DY PRCGRAMGE NATION:L DE3Z SOINS
o DE S;NTE PRIMLIRES,

ARTICLE 8.~ Le Programme National des Soins de Santé Primaires est dirigé e
animé par un Directeur nommé par dicret du Premier Ministre pris en Conseil

Cabinet, sur proposition du Ministre de la Santé et des affaires Sociales.

ARTICLE 9.- Le Directeur est chargé d'assurer le fonctionnemnt régulier du

Programme National des Boins de Santé Primaires.

ARTICLE 10.~ La Direction du Programme Mational des Soins de Santé Primaire

comprend les Services suivants :

-~ service des études et de 1la plonif:cation

- service dc¢ la coordination, du con"r8ls et des évaluations
- service d'intégration des Soins df Lant® Primaires

- service de la formation i

- service administratif et financie.

- servicesrépgionaux.

ARTICLE 11.- Les services sont animés par des Chefs de Service nomués par
arrété du sJinistre de la Santé ct des iffaires Sociales et placés sous 1l'au

torité hiérarchique du Dirccteur du rrogramic Hational.

ARTICLE 12.- Ler Sarvices rézionaux sont chorecés notamment des tfches sui-

vantes ¢

- programmation, coordinatinn, contr&le, orientation et avaluati«
des activités en Goins de Sant?s Primaires au niveau des Distri
Arrondissements des grandes villes, communes, FCA, villages=cer

tres, villages et unités de production

-~ formation et éducation pour 1. Santé de la population. . -

A7 »
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- Un Député rclevant da dencine de la SaS%é ot des Lffeires Socialas
- Le Conseiller T'Zédiccy?ﬁ%.i?'}ésidcnt de la République

- Un Représontant de le rermancncc du rarti

- Le Consciller Socio=Culturcl du rremicr finistre

- L& Dircctcur Générczl de la Santé rublique

= La Dircectricc Généralc des [ffaircs Socialces

- Lo Président du Comité du Carti du NMinistérce de la Santé ct des
Lffaircs Socialcs

- Lc Scerétairce Général dc la FESYTRLSSS

- Lo Premicr Scerdtaire de 1'U0USC-JT du liinistire dc la Santé ct des
Lffaires Socizlces

= Unc Représcntantc du Scerétariat Général de 1'URTC

~ Un Représcntant des Or-ranisations de massc.

L titrc consultatif, toutc zutrc pcrsonnc choisic par lec Comité de Di-

rcetion cn raison de sa comnétceiicc.

LRTICIE 5 .= Lc Comité de Dircction sc réunit deux fois par an, cn Décembre ct cn
Juillcts I1 pout Btre convoqué cn sdance cxtrosordinaire par son r'rés:

dent ou sur la demand: derite des 2/3 d2 c¢u8s liembreg.

Le J“rojct d'ordre du jeur cst prépardé per le Jircctcur du Jrosramnc,

arr®t¢ ct préscenté au Comitd de Dircctior nar 1lc llinistrc de la Santé
ct des Lffaircs Socialgs. L: quorunm cct 2 tteint lorsqus lce 2/3 des 1%
brcs sont préscntse Lus décisicns sont = 'iscs a la majorité simple. En

cas dc partarc dcs voix, cclle du Crésic:nt ost prdéponddrantc,

Le Scerdéterict du Comité de Dircction ¢-t assuré por le Dircctour cu

2rogramme.

LRTICLZ 6 .~ Lc Conmité de Dircction du Irogramne No®ional des Soins de Santé Prima

res o

= délibérc sur lc fonctionncment méné:al de la gestion du Trogramme N
tional des Soing de Santd Trimaires

= donnc dcs oricntations ¢t dcs dircciives: pour son développement, so
contr8lc ¢t son évaluation

-~ approuve lc budget et lc programme d'investisscement annucls

- de faqon>généralc, contribuc 3 l'cxdcution du programmc ct participc
a son animation notamment con donn nt dcs avis sur lcs objectifs an-

nucls ¢t lecur cexdéecution

ARTICIE 7 o= Lcs procds—verbaux du Comitd dc Dirsction sont soumis 4 1'approbation

Y

dy Conscil dcs3 inistrcag.



- sestion des ressources humaincs, matériclles, finenciéres ol uu wuwiaveuad

-~ appui obligatoirc aux activitds dc¢ soin, de prévention, de santgé matcrnc]
le ct infantile, d'hygiéne ot assainissement, éducation nutritionnclle, ¢
mendes au niveau des Districts, Lrrondisscements des zrandes Villes, Commu

nes, DPCL, Villages—Centrecs, Villagces ¢t Unités do production.

CHLIITRE 3 : IES COIIITES CONSULTLTINS RUGIONLUX

[RTICIE 13, lfu niveau des régions, les rosponsables des Soins de Sentdé Trimeircs sor
cidés par les Comitds Consultatifs Rérionaux ordésiddés par lc Commisscire
rolitiquec. Ccs Comités sont constituds des rcpréscntonts régionaux du rCarx
ti, de 1'UJSC~J.P, des Orzanisations de iiasscs ot des représcentants des
autres scctours impliquds dengs 1cs Soins ¢c Santé Trimaires, notamment
ccux de l'igriculturc, 1l'électricité, l'cau, l'information, l'industric,
les retitee et lloycnnes Tnirenriscs, 1'dducaticn ot les travaux publics.
Les Comitds CoasultatifS'RC;ionaux veillent & 1l'cxzécution harmonicuse dos
rroqranmcs d¢ Soins ac Santé Crimaircs, contr-bucat 3 1'apport des appuis
lo-istiques indispensables ¢t 4 1'animation ¢ s Centres dcs Soins dc Sant

s rimaircs.

TITRS III : DCS DISCOSITICIS DIVO XS

«RTICIE 14, Lc Dirccteur, les Chefs o 3erviees du Tro r~aam. Netional des Soins oc
Senté rimaircs pergoivent los inlemnitdls 7 forstion conformément ocux

textes en vi~ucur.

(RTICLE 15, Un arr@td du linistre dc la Santé ot des ..ffaircs Sociales fixc lcs mode
lités de fonctionnement dcs Comités Consultatifs Régioncux ct, d'unc fago
ménérale, du Projromme Mational dos Soins de Santé Primaircs, sur 1l'casen

blc du territoirc nationcl,

LRTICIC 16, Sont abrosées toutcs les dispositions c.téricurcs contraires au priscnt

dleret,

..‘O./."




ARTICLE 17.- Le présent décret sera enregistré, publié au Journal Officiel

de la République Fopulaire du Congo et communiqié partout ol besoin sera./-

e 24 MARS 190
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ait & Brarzzavi
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Par le ¢risident du Comité Central -
du Parti Consolais du Travail, '/h»}ﬁv —
Président de 1a République, Chef ~‘/,/j('
du Gcuvernecnent,
Le Premier dinistre, Ger ik JASSCU-NGUESSO.
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PROCRAMMES B8P = OBJECTIFS, BTRATEGIES, PLAN D'ACTION

Ob fectife

Las objgg:ffu;lgnlynux #'énoncant comme suit :

L]

mettre en place un nyot!me'nutidnnl de santé intégré qui permette

de garantir 3 toute lg population la santé au sens glodsl,

réduire les inégalités devant 1l'accessibilité aux soins de santé;

-

orgln{ier un systdme de santé fond€é sur la '1??::ntion et

1'éducation pour la santé;

éduquer les populations dans les domaines de la nutrition et de
1'hygidne plus particulilrement;
amener lee masses populaires A assumer la responsabilité de leur

santé;

intégrer la médecine traditiounnelle 3 la bio-médecine.

>

Les objectifs spécifiques A atteindre entre 1985 et 1990 s'énoncent

comme suit

construire et équiper un dispensaire dans chaque village-centre

ou village regroupé dans chaque zone des quartiers urbains;
aménager ou falre aménager un poste de santé dans tous les
villages non regroupés et toutes les wunités de production

importantes;

construire et é&quiper chaque année 10 centres de santé intégrés

urbains;

QA

-



conptrutrc et équiper au moins 10 hdplitaux de base;

construire et fquiper au moins 5 h8pitaux régionaux;

construire et fquiper un centre ﬁoupitaiier universitaire; -

renforcer les formations senitaires existant actuellement dans

les chefs-lieux de district;

former un comité de santé dans chaque village, chef-lieu We PCA,
chef-lieu de district, zone, unité de production, quartier et
arrondissement;

sssurer la formation du personnel approprié 2 tous les niveaux;
opérer un redéploiement des ressources humaines, matérielles et

financidres en fonction de la stratégie des SSP conformément & la
Note de Service No 1220/85;

metire ¢n oeuvre les programmes sanitaires existants;

esquisser les descriptions de poste des personnels soignants afin
de faciliter 1le nécesssire réfaménagement des programmes de
formation; -

organiser une gérie de séminaires de formation des ASV;

mettre en place un systdme de recyclage périodique des personnels;

renforcer les mécanismes gestionnaires des formations sanitaires.

R7



6.2 Stratégies de 85P

Les stratégies globales ratenues pour atteindre les objectifs fixés

sont les suivantes i

- luto-rosponocﬁiliuotlon Aso populations "~ avec 1l'appui des

instances politiques;

- participation active des eecteurs connexes d'Etat (enseignement,
information, agriculture, etc.);
= réorientation du systdme de santé au plan des structures comme au

plan des personnels;

- = priorité des eoins préventifs et promotionnels sur la médecine

curative; ) -

- dotation suffisante en infrastructures sanitaires équipées des

villages, zones, PCA, quartiers, districts, arrondissements,

région, etc.

Les stratégies spécifiques concernent surtout 1'intégration aux

programmes nationsux des SSP de tous les programmes de lutte contre les

endémies locales. Plusieurs programmes ount €été retenus :

- PV,

= paludisme;

- maladies diarrhéiques;

- maladies sexuellement transmisges;
- sgchistosomiase;

- trypanosomiase;

onchocercose;

88



= tuberculose;

= ldpre; _ - : ' -

- nuirition;

= tous projets actuels dits 'de B8P",

- 11 o'agira de faire vessortir pour chaque programme it les rdsultate
de 1'évalustion en 1985, les modalités nouvelies d'organisstion, d'exécution
et d'évnlugtion. s'il y a lieu. L‘gxécuéion de ces programmes entre donc dans
le cadre- des tlches quotidiennes de toutes de nos formations sanitaires
cxiltenteo.ct 4 construire,

Intégration de la médecine traditionnelle a_la médecine moderne : La

médecine traditionnelle comprend la phytothérapie, 1'acupuncture et certains
actes rééducatifs de valeur reconnue. 1I1 fsudra :
- opérer au préaleble un recensement exhsustif des tradipraticiens

et des acupuncteurs;

introduire un dialogue entre les trsdipraticiens d(ment reconnus

per 1'Etat et les wédecins & travers les séminaires de
sengibilisation et de formation;
~ poursuivre .1'inventaire des plantes médicinales et la mise en

place d'un herbier national; -

introduire dans 1l'arsenal thérapeutique des plantes médicinales
qui ont déja fait leur preuve sur-le terrain pratique afin de

réduire les coflits des médicaments.

Intégration des structures des trois niveaux de base (TN3) : Les

structures de trois niveaux de base (TNB) définies 3 1'Article 10 de la Note
constituent le cadre dans 1lequel doivent s'appliquer intégralement les
composantes des soins de santé primaires (SSP). Par conséquent, elles sont
désormsis placées sous le contrble technique du Programme national des soins
de santé primaires, leur administration relevant toujours de la Direction

générale de la Santé publique.

89



Bducation pour 1a BSanté (EPS) 3 Le programme est €laboré par les

services techniques du Programme national de 38P an collaboration avec 1la

Dirsction générale do 1a Senté publique. 11 s'edresce en priorité sux :

= larges massezo populeires, notamment paysannes;

- mdres enceintes, allaitsntes ou non;

= enfonte (enseignement en milieu acolaire).

L'éducation pour la santé utiliese largement les msss média; eile @&
recours aux aides audio-visuelles er diverses illustrstions facilitant
1'assimilation des programmes.

Politique @alimentsire et nutritionnelle : Le Parti et 1'Etat

manifestent une volonté politique ferme et ont sdopté 1'objectif social de la
SPT/2000. En outre, l'autosuffisance alimentaire d'ici 2 1'an 2000 est devenu
le second objectif social pour le Congo. Le Programme des SSP 3 ce niveau
porte eutant sur la qualité et 1a quantité des aliments que sur 1'hygidne

sl imentaire,

_ Constitution d'un écosystdme senitaire minimal : L'écosystdme

sanitgire minimal est défini dans la note de service No 1220/85. Tous les

niveaux de l'organisation sociale et administrative doivent en disposer. Il

comprend

- une latrine au molns par famille, établissement ou unité de

production;
~ 1'approvisionnement en eau . puits, citernes, sources;
~ une formation sanitaire;

- la constitution d'un comité de santé par communauté (villages,

quartiers, PCA, districts, etc.).

90



Hygidne et sesainfssement 1 Il surus crde su niveau de chague

chef-l{eu de district une dquipe d'hygidne ot asssinissement qui sura pour
rdie de ¢

-~ encadrer et sensibiliser la population dans la mise en place des
structures d'asseinissomant de base et d’hygidne du milieu;

.

- mener une lutte anti-vectorielle (chloroquinisation);

- contrBler la qualité de 1l‘eau de consommation et de

1'alimentation.

Le nombre total de puits et de latrines d construire su 3 aménager
ainsi que les colts correspondents doivent &tre connus courant 1985. D'une
fagon générale, le coOt global du Programme des SSP doit 8tre connu dans les
meilleures délais.

Formation du personnel : L'effort en matidre d'infrastructures

sanitaires sera nécesssirem:nt accompagné du développement des personnels
nécessaires et eppropriés. les programmes de formation sont & revoir

immédiatzment en fonction des nouveaux profils & conférer aux personnels.

4.3 Plan d'action pour les goins de santé primaires

Le plan d'sction pour les -SSP comportera nécessairement les actions

suivantes :

a) Evaluation exacte de la situation socio-sanitaire du pays

- établissements des valeurs en 1985 des principaux 1indicateurs

de aanté;

- inventaire des formations sanitaires & réaménager en fonction

de la stratégie des SSP;

LS
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b)

c)

d)

« {nventaire par catfgorie des personnels de sentd, Définition
des besoins ninimun des structures (Teblesu 1 et
Mote No 1220/85); -

- 4établissement de la liste nominative et numérique des
villagelrcintreq.' villages rogroupfe, unitds de production
PCA, districts, régions et leurs chefs~léieux. ainsi que des

blocs, cones, quartiers et arrondissements des villes.

population des esecteurs lconomiqﬁen' et sociaux, des

structures sanitaires et leurs ressources, des budgets.

Rédéploiement des ressources humaines

= attribution des personnels en gse conformant & la Note de

Service 1220/85 du 3 juin 1985, en commengant par le premier

niveau de base;

- utilisation judicieuse des personnels en luttant contre le

chSmage technique, volontaire ou non, des agents;
- formstion et recyclage suivant 1les nouveaux pzofilf et
programmes & définir (agents de santé de villages ou de

- quartiers, autres personnels). -

Mise en place des stratégies définies plus haut : Ces stratégies

permettent de délimiter les domaines de compétence exclusifs au
partage du Programme national des SSP. Elles constituent en
méme temps pour certaines, des actions spécifiques s'inscrivant
dans le cadre méme du Programme des SSP. (E temple

mobilisation et auto-responsabilisation des populations).

Construction ou aménagement et équipement des formations

sanitaires : La Direction du Programme des SSP évaluera les
besoins exacts dans ce domaine et les soumettra 4 l'attention du

Ministre avant fin 1985.
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(Y)

£)

h)

i)

Mise on plece Geo fcosystimes sanitsires minimum 1 La note de
servite Mo 1220/85 du 3 juin 1988 définit 1'dcosyetime sanitaire
aini{mal {ndispensable et prescrit par ailleurs la conetitution

des com{tés de santd.

Mi{se en fonctionnement des lt.ructurio t On -veilllrl a c; que

cellee-ci{ disposent du_pinimum de ressources définfes.

Réorientation du systdme gsanitaire national - Une commission

epécialisée doit Btre constituée pour €laborer un avant projet A
soumettre A 1'approbation du Ministdre dans un premier temps.

Evaluation des colts du Programme et évaluation r@ggli!re des

sctivieds,

Inventaire des obetacles potentiels et des solutions d leur

“prévoir., -

o e b p——————
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CALZFDRIZR CZVRRAL DS ACTIVITES CLOBALRS 4 MR (19831990}

Activitde 1983 1986 1987 1988 1999

2 8. idr 8. 2 8. ler 0. 29 8. ler 8. 10 8, ler 8, % 8. ipx 8.

8) Mobiliontien des

| 117} —— :
.

b) Zveluation
situstioe socio-
sapitsire et desoias L
du Programmg 8P = jo-—-- -

c) Redéploiemsnt deo

ressources humsines £, g, M| b, c, 4, d, &, 8§, é., @, §,
4) Mise on plece dee | ----- ——————] e————
strotdgiees spdcifiques |e, ¥, I ®, ¢, d jo, I, g, D LYY b, ) pid ibid ivié ikid

a) Rée juetement des 1
progremmes d°encef-
grement -— -—

f) Amfnsgewment,

dquipement dee '
formations saniteites |[—— }P——-—— form—c— + +

g) Miee em place '
fcosyetime sanitaire
winimal ——— e ———

k) Nise eu foucticenement
des otructures SSP ———

e

i) Evsluation, cofte ———

j) Evaluation régulildre

E o

des ectivitée TP Sy S . - ————— -

k) Inventasire : obstacles

ot solutione P R T - R T - a—— - —— —— +




MINISTERE DE LA SANTE ET DES ‘ REPUBLIQUE POPULAIRE DU CONGO -
AFFAIRES SOCIALES Travall- Bémocratie - ?au- J
T R e B T3 . T

CABINET

-—— W - D

. & )/ OTE DE SERVICE N°_0025/MSAS/CAB/KAE.-
portant Création d'un Comité de Coordi-
nation Technique des Activités des Soina

de Santé Primaires (SSP)

- S ] I e

ARTICLE ler: Il est orée au sein du Ministdére de la Banté et deg Affaires Sociales
un Comite de Coordination Techmique des Activités des Soins de Santé Primaiyese

ex_mcw 2: Le Comité de Coordination Technique des Activités des Soins de Santé
rimaires regoit les attributions suivantes :

- Suivi régulier et contr8le de llexécution dea activités progranlse
tiques anrnuellee des Soins de Santé Primaires,

- Concertation sur les modalites de mobilisation des ressources et
éla*oration des recommandationas & faire au Programme National des Soins de Santé
Primaires pour de réajustementes éventuels et surtout pour la budgétisation des
Progremmes annuels

- Programmation des activitéa conjuguées des Direotirumus Yentralas
devant alexercer dans le cadre des Soins de Santé Primgires,

- Contribution & l'actualisation réguliére de la liste des médicaments
easentiels,

- Eatimation, programmation, coordination et contrdle des Aides intere .o
nationales,

= Dafinition des relations fonctionnelles devant exister entre le
Programme pational des Soins de Santé Primaires et les Directions Centrales
concernées d'une part, les différents services du Programme National des Soins de
Santé Primaires et les Services de Santé de base d'autre part,

- Mise en place dea appuis informationnels et contrdle régulier de leur
fonctionnement et de leur aefficlence.

ARTICLE 3: La composition du Comité de Coordination Technique est ainsi fixéet

Président : Le Directeur du Programme National des Soins de Santé
Primaires

Vice-Président: Le Directeur de la Médecine Curative

Secrétaire $ L'Attaché Sanitaire au Cabinet du Ministre de la Santé
et des Affaires Soclales

coe/ens
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- Membres @

Le Directeur de la Santé Maternelle et Infantile/P.F.

Le Directeur de l'Hygiéne et Assainissement

Le Directeur de la Médecine Préventive

Le Directeur des Pharmacizs et des Laboratoires

Le Directeur du Daveloppament Social

La Directrice du l!¥a¥ance.cii®

Le Consultant de 1'OMS pour les Svuins de Santé Primaires

-~ Un Représentant de 1'UNICEF

- Le Consultant de 1'OMS pour les statistiques et les évalua-
tions

= Un Représentant du PNUD

= Un Représentant de la Présidende de la Croix Rouge Congolalse

= Les Chefs de Ssrvices Régionaux du Programme National des
Soirs de Santé Primaires

- Lg¢ Chef de 8ervice chargé des Soins de Santé Primaires a la
Direction de la Coordination des Programmes de 1'OMS

= Les Chefs de Projets des Soins de Santé Primaires

- Un représentant du Directeur du Secteur Terviaire au Minis=
tére du Plan

~ Un Représsntant des Organisations Non Gouvernementales

ARTICLE Le Comité peut faire appel A& toute autre personne jugée utile pour
ses compétences

ARTICLE &: Le Comité de Coordination Technique des Activités des Soins de Santé
Primaires se réunit tous les trois (3) Mois. Il peut toutefois tenir des reéunions
extra-~ordinaires chaque fols que les nécessités de service l'exigent,

ARTICLE g;Les réunions du Comité de Coordination Technique des Activités des
Soins de Santé Primaires font l'objet des procés-verbaux adressés au Cabinet du
Ministre de la Santé et des Affaires Sociales, aux Commissaires Politiques et
aux Directeurs Généraux de la Santé et des Affaires Sociales qui en assurent
l'exploitation,

ARTICLE !: Les foncticns de Membres du Comité de Coordination Technique des
Activités des Soins de Santé Primaires sont bénévoles.

ARTICLE 9: La présente note de assrvice prend effet a4 compter de sa date de
signature.

AMPLIATIONS: Brazzaville, le 28 Septembre 1985
C .

C::ig:: gie;igentiel Le Ministre de la Santé et des
Directeur Régional de 1'OMS Affaires Sociales

pour l'Afrique
Cabinet MSAS

D.G.S.P, Professeur CH., BOURAMOUE
D‘GOAoSo
Dir.Coordination des Pour Copie Certifiée Conforme
Programmes de 1'OMS/CONGO
téreasés Brazzaville, le
Archives

Dr. NIATY - BENZE.=~

{&\,\

Directeur du Programme National des
Soins de Santé Primaires

O\b




Region

Brazzaville
Kouilou
Niari
Lekoumou
Rouenza
Pool

Pla .eaux
vivatte
Sengha

Likouala

Hopitaux, centres

CENTRES SANITAIRES ET ESTIMATION DE LA
POPULATION CIBLE PAR REGION (RECENSEMENT

DE 1984)
Centres Population Populacion dgée  Population des
médicaux totale de 25 ans femmee de 15 2
40 ans (18,1%)
105 592,102 110,094 107,713
65 371,608 68,747 67,261
51 172,914 31,989 31,297
27 68,301 12,636 ) 12,367
44 185,147 34,253 33,512
70 180,051 33,309 32,590
74 108,802 22,128 19,693
59 135,144 25,002 24,461
21 46,367 8,577 8,392
24 48,993 9.064 8,868
540 1,912,429 353,799 346,149

aédicaux, SMI, dispensaires.



Poste

¥&dgcins

Pharmaciens

Administrateurs de sianté
Assistants sanitaires

Sages-Fe mues principales
Techniciens

Secrétaire principale/Comptab.
Infirmiets (res) diplomés
Agents T:chniques Principaux
Technici:ns de laboratoi:e
Secrétaires Admini. Principales
Sages-Femmes d'Etat
Secrétaires de la comptabilité
Agei. 8 T:chniques de Santé

Agents T:chniques de Lahoratoire

Puericultrices
Secrétai-es Administratives

ATTACHES SAF

PERSONNETL:

REPUBLIQUE POPULAIRE DU CONGO

Juin 1984

REGICN
Brazzaville Kcullou.Niari Lekoumou Bouenza Pool Plateaux Cuvette Sangha
106 53 17 5 10 9 4 12 5
24 17 1 0 o 0 0 1
23 4 1 0 0 0 c 0 0
122 41 25 5 12 10 6 8 4
30 12 1 O 0 0 0] 0
7 7 7 1 1 1 6 0
42 13 4 1 0 2 0 3 9
341 182 93 33 24 41 23 48 18
33 8 14 0 4 7 2 7 0
16 k) 6 2 1 0 4 ]
3] 1 0 0 0- 4 0 0 0
136 26 12 l 5 5 1 8 2
20 23 0 0 3 4 3 6 A
257 202 105 22 K} 54 17 73 22
102 12 9 8 6 1 0 1s 4
634 219 56 6 23 28 9 12 6
52 2 1 0 1 0 0 13 0
7 1 0 0 0 0 0 o
%,985 832 347 90 122 167 66 213 65

Likouals

w O 9O &~ O O wn

27

R = O O N

33

lo [= V- 3o

96

Total

226
43
28

237
43
30
68

837
77
33
38

199
69

816

162
1,002
69

3,984

98



CENTRES DE._SOIN5_PAR_REGION_
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CENTRES DE VACCINATION ET DE RELEVES PAR
REGIONS

Centres fixes de vaccinations Centres S.M.I. Postes Sentinelles

Brazzaville 25 25 5
Kouilou 8 13 3
Niari 13 13 4
Lekoumou 1 5 0
Bouenza 10 9 4
Pool 8 9 1
Plateaux 3 5 ' 0
Cuvette 7 12 2
Sangga ) 1 3 0

Likouala 1 3 1

77 97 20




FINISTERE DE LA SANTE ET DES nEPUBLIQUE POPULAIRE LU CONGO

AFFAIRES SOCIALES TRAVAIL-DENOCRATIE~PAIX
- R DL LY E.E T4 B3 T3 B F X D, f—— e RTRICRTE=R-I-I
DIRECTION GENERALE DE LA SANTE
PUBLIQUE

Ll Rk Aok Lo Lo L 2 2 4
DPIZECTYON DE LA MEDECINE ™ ot ' o ToTem e
PREVENTIVE

5

¥ “"‘*/NSAS/DGSP/DIP.-

7/ (

((
1/ ICHE DE })

) UPERVISION

-;-;-g---:-‘z%%-s---z [ E LY L

CENTRE DE soveesannnnns = .

DATE (e ccnenenantocnnas -

! - : ! R

! POINT A SUPERVISEE ! APPRECIATIONS

| {

' : !

1

i A/ O RGARTISATION : oul non
{ = Y& t-il un responsable ce ThO ? ' /- /

! ]

y = Ncm i

! nbre

¢ Ciublen 2'agants ont &tdé formé pour le TR#? / _/

! 1 I

; Conbien trzvazillent pour le THO ¥ | [/

' . _

y Homdre ce cas des diarrnées enregistreés i

y le mois précédent ' /__/

!

' Nowbre de cas ues ciarrhées traites pcocur : /——7

, le TiO

: 1

! ! B

! llombre de cai des diarrhées traitis aux ! /-—7

! anti-diarrhéiques t —

! !

! Nombre cdes czctc au traitement mixte v/ 7/

1

! I

! HomYre des cas transferes v,/

' !

! Nombre d'heures Jde TRO/jour v/ 7

' !

! !

, B/ LOGISTICUE )

' , o eu non
y- Existence d'une salle de TRC v L/ /7
; S fae— iaeglgfaisant non satisfsa
= Condition de travail , L/ [/
! T I nore

f~ Matériel de TPQO : - gobelets Yy 7

uni/.l.
1ot

v e s e e



o rew e e e e e e e m e e cw emm ewm tmw e

Ly

Tenue ce re, isctre

lienseignenents . lncriux

- f_e

tol?c & l'arrivée
- Plan

- fuantité prescrite

- Nyantité administrée!

e
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Conplet inconmrlet

i

korrcct Lacor.s

!
'
'
1
'
!
t
!
!
!
'

OINTS A SUPEJVISER APPRECIATIONC
1
-
B/ . réci "aents ; 1/
Palances : Z——7
Cac : /7
Registres i [/
SRO 1 L/
1 —
Louches ; [/
C/ Activitis ce l'Apent de Santé :
- ) bien Mal
- Evaluation de 1'Etat de deshydratation ; /__/ L/
- Pesée de 1'Enfant : VA L/
- Priperation de SRO : / /7 [/
: ‘ 8 —
- Prescription de SIO ; /__/ /_/
- Conseils aux médres sur : .
L ! — T —
-~ L'a4fficacité de TRO i L/ /_/
- Allaitement au sein : /7 Y A
f
.- - Allaitement pendant — —
- et aprés  la diarrnée : A L.
- Curveillance des méres sur l'administration!
éde TRO ! [/ ;
!
>/ Tenue de ['iches :
) correct inzenre
- Tenue de ficnes de statistigque — ' / / J ;
- Tarue e fiches de stocy — : /7 /
!
!
!
!
1

avi

1
1 1 7. 1
! f )
;T 7T
! '
RNV
l ! :
YRV A,
! ] ;
/T 7 i/ 717
! ! !
"



! !
! !
' Complet incomplet Total .
! torroect incoreedt- '
' ! v 5 YA
' ' : .
; QM‘.krwau : ; 5 !/ y : 5 { /
‘ - Selon le plan .. | L \ y— :——e iL—— ;
: —_— _ )
! ' 1 i
, - Poids 4 la fin du | L/ ' y— o s
. traitement — — —_— ) .
! ' v/ ! :
) - PBoids gagne : L/ : L/ : / ;———’ \
: ' , 3¢, 1h ,1h3C 2 \
| - Durée du traitement i Y : / / '/ L .
! ! ! ! ' !
! . . ! =t ! '
' - Etat A la sortie L/ {7 l/ ‘/ y :
| , sa atis talsant | non gsatic. iy
; Compréhension des méres rejlativement 7 . ;/—‘7

! - Ala préparation de SRO T v !
! v/ v,/ !
! - A l'éfficacite de SHO! 1 !
! vt/ / v/, / !
! ~ A l'administration de! 1 !
! ) ! 1 !
! S0 z ' ! !
! ! ! !
! ! ! !
! ! !

II/ Description des é¢ventuels problémes identifiés......coc. « e e s

v/

® e 6 e 0 0 80 0 0

e o 8 0o & & ¢ 0 0 s 0

e o o o

LI I

Fecommandations

« s ® o 0 ¢ o & 8 0 ¢

du

Mom

Signature

supecrviseur

¢« o v o o o

e« + o o o o

-

« s @

Siznature

du

supervise
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PROGRAMMZ DE LUTTE CONTRE LES MALADIES TRANSMISSIBLZS
DE L'ENFANCE,

- PR

FICHE DE SUPERVISION

Centrae Data
Superviseur E Responsable du Centre
Yaccins et Matériels (5) (0)
oud Non
Existe =« 11 un stoek suffisant de vucoinsl[m-_“ e
? °
% «* ] B
La stock de seringues et aiguilles est-il - e
suffisant ! _ } 3

a——
- . O ol DO

Le stock do vadoims .ess-il acceptable | A ! 3 !

ya t-il omx rupture dg stock de vaccins de ~ — """ o
puis 6 mois | #} * _
La fiche deo stoek est~olle rempli correc = ' | I

ment 1 = !
La chaine de froid est- elle respectée ! e .

le

( e frigo moins de + 8°C, eongélateuar moins de
O0C et sulfisance de boites isothermes entretien
du réfrigirateur, congélateur )

Tochnique de Vaceination

(10) (5) (@)
® Lo temps de la stériligation est-elle ™. . AB-*M - IS
respectée C .
@ La dilution des vacecins selon le type : .
est-ello acceptable ! b T -
® Les injoctions sont-olles faites cor=- Py —_
pectoment | s/C )
ID

¢ Comment o8t organisde la séance de vac- i o i ' s

cination ! e ; esieaea U e
* Les vaccins sont-ils protdgés pendant {-~~~ S o

la séanco ! ) N ‘ \



MALADIES DIARPHEIQUE ET PALUDISME
' ( 5) (o)

* La st« elle pratiquée é 1'hdpitall oui non
{au moiﬁg go% des cag 33 31arrhée trgitgs o | -
v ST .
par tro ) ‘ . i .
vérifier les régistres ou feuilles de t° R e =

* Les sachets de sro sont-ils dispoaibles a
aux centres de santé | ( au moins 90% des ‘ '} i
CeS orzaniasés doivent les utiliser) véri- | B i
fier les réquisitions de médicaments,

enceintes! (elles doivent utiliser la chlo- ;
roquine a 300 mg/semaine pendant au moins —— e
2 mois de grossease) vérifier le registre

et rapport d'utilisation de chkoroquine/

médicaments,

® Fait ou la chimioprophylaxie das femmes ’—“-—”’ - e

* Fait=on le traitement présomptif chez les _— -

—m——

enfants de 5 ahs ! i ‘ '
( 11s doivent utiliser la chloroguine & dose '
unique de 10 mg/kg.) Vérifier les régistres,

$ Thérapeutique de Rehydratation Orale

RAPPORTS ET STHTISTIQUES (5) (0)
oul nomn

La flche de sdance est-elle remplie correc = ! .- C—
tement |

. -— »

La fiche de vaccination est -~ eolle remise -
A la mére apras la waccination ! ‘h : f

Le rapport mensuel de vaccinsadministrés
@steil rempli correctement et envoyé régu- i
liéroement | ( bilan et demande )
®

ladies sonteils envoyés réguliérement |

Les rapports mensucls de déclaration de mae ‘ s l.,,_
i
( *u moins 11 sur 13 ) - -



-

§_D_UC[;T'ION POUR LA SAT@
' (10) (5) (0}
. T8
Les conseils sont-ils donnés en groupe lyw_——W

Manidre individuelle lm"—*] -

- e —

Commentairas

Recommandations

Signature du Superviseur
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3 30CI\LES

IINZICTIN QZITTALZ JE LN SANTS
FCSLIQLE

DIRECTICN QE LA LEDECINE FREVENIIVE

PAIET 9l LUITe SUNIE LIS CAabvwils

TRANIHICSI2LES )T L'INTANCE

+INISTELE D

PROGRMAL.E CLARGI JE VACCINAGTICN

R L L R L P N

Vo ICHE L)E [/ UPZRVISION

-t e T ewAwtlotwtalele lwIwlwimse-

R:uo-\' De....o'..'......‘..'.l.ll....‘oll.'.l

CENTYZ OB vecescisescossecscesarsscscccesscnosnanssossnaas

VAT L et tesessssacrsoesncssssascesasessseonncenseaccsacase

pCLNTS A SUPCIAVISER !

APPRLCIATIONS

]
A/ O7GANITATICH 3 ANNEE
Jate de dem.rr. 5. Ars aziivites vasccanales ! ! !
: 4 !
!
! .
1= Y'a t-il un responsakble does cctivitis vacci- g out non
nales v ! !
. ! 1 ! !
' ! e
B T S £ Vo
L= I Laou M R N TR ;-)”r 1 - 2 RO ot
tiwitcs vacciunales luns les ¢ ntres! T,
1 - .
!
h= Combien vaccinlat ! ' _
]
oo !
: —
! .
) ANNEE
5= Y'a t'il eu un recyclage des agents ! : —

=~
1

Quand est ce que a eu lieu le dernier recy- ' ———

clagn! !

Combirn de sdance par gemaine : ————
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APPRECIATIONS, °

- !
LOGISTIQUE '
{ oui non
Existe t'il un lieu de vaccination ! —
11 ' 1 !
! S
! gatisfaisant nonssggisfa
Quclles snut les conditions de travail! ! a
!
1l ! ! !
!
1
Gmbre ; oui non
P ! ! !
!
matericl de vaccination existant ! .
) nombre etat
- Refrigerateur .
- ' Ty e
~ Glaciere ! -
| S N
y ! 1
. . !
- Poissonniere ,
y ! :
!
- seringue (0ml !
[ !
E R ———
-~ ')'ml 1
L y
! A - e———
&ml 1
. ! '
> !
i1ml :
'y '
|
- oizuilles s/c¢ E
vl !
10 !
' :
~ Trocard
! !
- Existc t-=il le materiel de sterilisa« oui non

tion!

.-

! ! !

. ) eenbens... peéetrole gaz
- Melle 23t 1la source {'fnercie utilis? —

] ' [ 1 !

-~ . ) oud
- IZxistne - t'il les fiches uniformes de ul non

SMI!

o
o
——

- owm e sum s Ak s G G G == em pwm O e 2w e =

)o..oc‘ooc/..ieo.



LCGISTICUE -

APPRECIATI

- 3i non les méres utilisent elles d'autres
documentas!

- Existe t-il de fiche de temperature refri-
gerateur

- Uxiste t-il Jde thermometre!

- Existe t-il des fiches de stock!

ACTIVITTS DE L'AUENT VACCINATCILR

a) VACCIUVALION

- L'enfunt a t-il la carte de vaccination

- La wlre a4 t=c¢lle l. carte e vaccination

Chualliticn

‘utoclave

A pression wap

[y

o
s
!

- 3orL. cne et o aiguilles nettnycCes avaat la
el suen

aures O,

~

- Ztat e 1'adgnille ot le la serin_ e
1'utili atien

= Jlaltrise t-1l le to~-ps de sterilisation
Au materiel de vazcination (2Crin d'Cbul-
1itiona)

- Madtrite t-1l la tuchnique de vaccination

JT coq et antirou-
groleux

B b e sem B S 4r) SR G G S Gk 6= Owm Sm G GNE B S GuD I A Pe em el S oww guf O

- sw sum

cwm nes e

e s sw c@ e s s e

s s o= s b =

oui

oui

chaud

ani

O3
non
! !
! !
1 !
! !

nop

|




LOGISTIQUE

APPRECIATIONS

Polio
Ce materiel est-il utilisé pour d'autres in-
jections

Raspinep t-il les enfants malades!

Vaccine t-il les enfants malades!

Respecte t-il les sites d'injection!

Commnent orzanise t-il ses seances dex vacci-
nation circulation fluide

bi Contr8le du Réfrigerateur

La fiche de temperature de frigo est clle
remplie 2 fois par jour

Les vaeccinsg =ont-ils bien d.isposés!

Les vaccins ne sont t-ils pas asscciés a 4'aud

tres denrées alimentaires dans le frigo

Le refrizeratenrrs e<t-11l surcharge en vaccin

TEXNUE O% 20 40153IRE T L CGE

Tenue de lua fiche d~ seance

{rane de rFrr-p tree

R AT TPV |

Fiche de stock

Y* a t-11 un systo-e de fichier double au ni-
veau du centre

INFORMATIONS ET ZOUCATION SANITAIRE

Les cunseils »ont-ils donnes en groupe avant
la seance de vaccination

Les conseils s 'nt -ils donn¢s individuelle-
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POLITIQUE NATIONALE
DU PROGRAMME ELARGI DE VACCINATION

PRBAVIRRBABRRLORRRRR

I - INTRODUCTION :

Pour atteindre l'objectif " Santé Pour Tous en l'an 2000", adopté
par les états membres de 1'Organisation Mondiale de la Santé (OMS), en 1978 2
ALMA-ATA, les autorités politiques congolaises qui n'ont cessé d'exprimer leur
préoccupation a cet effet, ont mis en place une politique de santé de masse
basée sur la Médecine Préventive et visant la santé des enfants. Ce qui justi-
fie le Programme Elargi de Vaccination dont le démarrage avait eu lieu en 1981
a Brazzaville et dont l'objectif est de protéger l'enfant de 0 3 3 ans contre
les six maladies cibles les plus invalidantes et meurtriéres (tuberculose,
diphtérie, tétanos, poliomyélite, coqueluche et rougeole).

En application de nouvelles orientations politiques en matiére de
santé dans le cadre des soins de santé primaires dont le Programme Elargi de
Vaccination (PEV) est une composante, le Ministére de la Santé et des Affaires
Sociales a l'intention de developper et d'étendre les prestations des services
de santé en s'appuyant sur les infrastructures de santé déjia existantes et en
mettant l'accent sur_la_réorganisation des services et sur les problémes de for-
mation des agents de santé, tout en mobilisant au maximum l'énorme potentciel
des ressources communautaires.

IT - BUT DU PROGRAMME :

Obtenir une réduction de 80 % ces taux de mortalité et de morbidité
dues aux six maladies cibles du PEV d'ici 3 la fin de 1990.

Ils consistent a atteindre le plus d'enfants possible dés la nais-
sance et de réaliser une couverture vaccinale étendue autant que possible. Aussi
il faut :

- Assurer et maintenir une couverture vz<cinale de 80 7 des enfants
nés au Congo a compter de 1988 contre les six maladies cibles.
.
- Elargir l'acceés aux activités vaccinales de maniére a toucher
80 7 de la population cible en augmentant le nombre de centres fixes et en appli-




quant les stratégies avancées et mobiles.
En vue d'assurer la couverture compléte des populations cibles :
'~ En milieu rural : les enfants de 0 & 5 ans,
- En milieu urbain : les enfants de 0 3 3 ans,

- Les femmes enceintes.

IV - STRATEGIES

4 - 1 : APPLICATION DU NOUVEAU CALENDRIER

* B.C.G : dose unique a la naissance,

»*

Polio - 4 doses : lere dose a la naissance,
2éme dose a partir de 2 mois,
Intervalle minimum de 1 mois/28 jours.
* DTCOQ : 3 doses a partir de 2 mois.

Intervalle minimum de 1| mois/28 jours.

*

Rougeole : dose unique 3 partir de 9 mois.
* Tétanos : Femmes enceintes deux doses.
Intervalle minimum de 1 mois.

2éme dose au plus tard 15 jours avant la date présumée
de 1'accouchement.

Rappel : Tous les 5 ans.

4 - 2 : AMELIORATION DE LA COUVERTURE VACCINALE

4 - 2 - 1 : Vaccination contre la rougeole

* Dans les Centres Fixes

- Vacciner contre la rougeole chaque jour et a tout
moment (Il est mieux de perdre 9 doses de vaccins qu'un enfant).

- Vacciner les enfants malades (fidvre légére, infection
respiratoire, diarrhée bénigne, malnutrition et d'autres infections sans gravité).
1
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* Dans les Centres Hospitaliers :

- Vérifier 1'état vaccinal de chaque enfant hospita-
1lisé et lui-administrer si nécessaire le vaccin anti-rougeoleux avant sa sortie
(ou dans certains cas dés son admission).

* Programme Elargi de Vaccination :

- Prévoir une campagne vaccinale de rattrapage si
le contexte épidémiologique l'exige, c'est-3a-dire avant le pic du cycle épidémique
ou s'il y a une augmentation anormale des cas déclarés.

- Organiser une opération vaccinale de rupture de
chalne de transmission quand on aura constaté un nombre réduit des cas rougeoleux
en période dkacqslmie épidémique (exemple i partir des cas hospitalisés).

4 - 2 - 2 ; Vaccination contre les autres maladies du P.E.V

- Vacciner les nouveaux-nés avec le B.C.G et la premiére
dose de Polio a2 la naissance avant la sortie de la maternité.

4 - 2 ~ 3 : Autres activités :

.

- Vérifier l1'état vaccinal 3 chaque consultation a
1'hopital, a la SMI (Centre de Santé Maternelle et Infantile) et aux Grandes
Endémies. Et vacciner si nécessaire.

- Sensibiliser les méres sur la présentation de la carte
vaccinale lors des consultations.

- Désigner chaque année une ou plusieurs journées de
vaccination selon le taux de couverture vaccinale obtenue pendant lesquelles
tous les vaccins sont disponibles et administrés en fonction des besoins
de chaque enfant ; chaque dose est notée sur la carte de vaccination.

- Désigner une semaine de sensibilisation par année
pour maintenir le taux de couverture de 80 4. - —

- Désigner des journées de vaccination au niveau national.

4 - 3 : AUGMENTATION DE L'ACCES AUX SERVICES DE VACCINATION

- Mettre en place un centre fixe de vaccination au chef lieu de
région, du district, du Poste de Contrdle Administratif (PCA) pour les régions
dont 1l'accessibilité géographique est satisfaisante au plus tard fin décembre
1987.

- Promouvoir la stratégie avancée des actiwvités vaccinales a partir
des centres fixes.



-~ Maintenir la stratégie mobile autant que cela sera nécessaire
pour les régions inaccessibles aux stratégies avancées.

4 - 4 - EDUCATION POUR LA SANTR

- Sensibiliser les méres sur le calendrier de vaccination.

- Mener une causerie éducative pendant chaque séance de vaccination
sur l'importance des vaccinations, les réactions possibles, etc ....

- Mener une séance éducative chaque mois sur la vaccination en mettant
un accent particulier sur la rougeole, dans les centres de vaccination.

- Mener une campagne éducative contre la rougeole chaque six mois
par les mass-média.

4 = 5 : COORDINATION AVEC D'AUTRES COMPOSANTES DES SOINS DE SANTE PRIMAIRES
ET D'AUTRES PROJETS.

~ Pour tirer tout le parti possible des ressources existantes et pour
faciliter l'obtention des ressources supplémentaires, il est nécessaire d'ipcensi-
fier la coordination entre le PEV et les autres éléments des soins de santé
primaires, ainsi qu'avec les autres projets existants dans le pays. Tous les
contacts avec les services de santé devraient fournir l'occasion de pratiquer
des vaccinations, d'assurer d'autres services nécessaires et de transmettre
sous forme aisément compréhensible des messages d'éducation pour la. santé.
Les messages d'éducation des projets de soins de santé primaires et les services
maternelles/infantiles devraient suivre les directives du P.E.V.

4 - 6 : BON FONCTIONNEMENT DU MATERIEL DE CHAINE DE FROID

- Nommer un responsable de chalne de froid a chaque niveau chargé
de la surveillance et de l'entretien.

- Etablir 3 tous les niveaux une survelllance écrite et quotidienne
de la température des frigidaires en consignant toute panne ou autres anomalies

de fonctionnement. .

- Etablir une fiche de contrdle de la chaine de froid (avec 1'index
de température) qui doit accompagner chaque livraison de vaccins.

~ Désigner et former un agent pour la réparation des réfrigérateurs.

&
i
~4

SURVEILLANCE

- Surveiller 1l'incidence des maladies et collecter les informations
adéquates pour la gestion du programme.

Centres Fixes de Vaccination :

!

- Fournir mensuellement, trimestriellement et annuellement les rapports
de surveillance épidémiologique et des activités vaccinales.
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Centres Privés :

‘- Fournir mensuellement les rapports des activités vaccinales
et de la surveillance épidémiologique au PEV.

. 4 -8

RESPONSABILITES AU NIVEAU NATIONAL, REGIONAL ET PERIPHERIQUE

*

Au Niveau National

Planifier le programme national de vaccination.

Collecter et analyser les informations relatives a 1l'évaluation.

- Prévoir une surveillance 2 tous les niveaux de maniére a pouvoir
identifier les faiblesses d'exécution et les corriger.

- Contrdler 1l'utilisation du vaccin et des fournitures consommables
afin d'assurer la gestion et l'usage convenable avec des pertes réduites au

minimum.

Obtenir un

- Superviser
dans le pays.

-~ Coordonner
services du Ministére de

-~ Promouvoir

Assurer l'utilisation et l'entretien correct de tout le matériel.

Evaluer l'accomplissement des objectifs du programme.

feed-back sur 1'évaluation du prograume.

tout le personnel du PEV et toutes les sections du P.V

les opérations du PEV avec les autres activités et
la Santé.

la formation et le recyclage des agents d'exécution.

* Au Niveau Régional :

La suite -

*

Planifier le programme rugional de vaccination.

Idem qu'au niveau national.

Au Niveau Périphérique :

- —— o —

Vacciner les enfants selon le calendrier établi.

- Utiliser les vaccins et les fournitures consommables convenablement

avec des pertes réduites

au minimum,

'

- Assurer l'entretien correct de tout le matériel.



~ Informer et éduquer les populations sur le bien fondé
de la vaccination, le calendrier de viccination, les réactions a la suite
d'une vacciantion.

-~ Collecter des donnédes, faire des rapports et les adresser
a2 la hiérarchie supérieure mensuellement.

’ 4 - 9 : EVALUATION

L'évaluation est une composante essentielle du PEV, qui nous per-
met a la suite des résultats obtenus de reconnaitre les points forts et faibles,
afin d'éviter d'apporter s'il y a lieu les ajustements et les modifications
nécessaires au bon déroulement du programme. Elle se fera sur la base des den-
nées objectives des rapports des postes sentinelles et des enquétes sur la
couverture vaccinale : bisannuellement au niveau national, annuellement a
Pointe-Noire et & Brazzaville et dans les autres grandes agglomeratlons selon
les besoins de la programmation.

4 - 10 : SYSTEME D'AUTOFINANCEMENT

Il sera prévu par la vente de carte de vaccination uniforme de SMI
un systéme d'autofinancement dans les centres fixes en privilégiant particuliére-
ment les centres ruraux pour subvenir aux besoins de fonctionnement du matériel
de vaccination.

4 -1

.o

FORMATION .

Prévoir une formation intensive avant l'ouverture d'un centre fixe.

Prévoir en moyenne un recyclage par an pour chaque vaccinateur.

4 - 12 : RETRO-INFORMATION

Mettre 3 jour un bulletin épidémiologique couvrant la surveillance
épidémiologique, les activités vaccinales, les nouvelles informations sur les
vaccinations et les maladies cibles.

4 - 13 : LA PARTICIPATION DES SERVICES :

Affaires Sociales

- Procéder a la sensibilisation des meéres sur les activités vaccinales
3 domicile et dans les centres.

- Récupérer les enfants qui ont échappé a la vaccination.

- Sensibiliser les méres sur la présentation de la carte vaccinale
lors des consultations médicales.

~ Assurer les séances éducatives sur la vaccination au moins deux
fois par mois. :

Centres Privés

——— - — e —— - — - —
-

-~ Se conformer a la réglémentation en vigueur mise en place par



le PEV en ce qui concerne les activités vaccinales au niveau national.

Créches et Jardins d'Enfants |

- Rendre obligatoire la présentation de la carte vaccinale
dans les créches et les jardins d'enfant¢s avant admission dans l'établissement.

A long terme, cette mesure devra étre appliquée aux établisse-
ments scolaires, en tenant compte des modifications épidémiologiques.

Caigse Nationale de Prévoyance Sociale (CNPS)

-~ Rendre obligatoire la présentation annuelle de la carte de
vaccination au méme titre que le certificat médical de l'enfant avant la percep-
tion des allocations familiales pour les enfants. (Ne sont concernés que les
enfants de 1 3 3 ans)

Ecoles de Formations

- Promouvoir la formation 3 la vaccination dans les écoles ou
sont instruits les personnels de santé, en fournissant des informations sur
les schémas de vaccination, sur 1'administration des vaccins et sur les besoins
en matiére de stockage et de transport de vaccins.

Ministére de la Santé et des Affaires Sociales

- Prendre des textes législatifs réglementant 1'application
des activités vaccinales dans les formations sanitaires, étatiques et privées.

Organisations Internationales

L'Organisation Mondiale de la Santé (OMS), 1l'UNICEF, le Projet
de Lutte contre les Maladies Transmissibles de 1'Enfance (LMTE), le FAC et
autres projets doivent promouvoir activement au developpement du PEV au Congo
en accordant un appuil technique et financier plus important.
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MOIISTERE DT LA SANTE ZT DES
ATFAIRES SOCIALZS
-z-:w;ua-’-
DINCCTION GEZNERALE DE LA SANTE
PUBLINUE

DIRECTIGH DE LA MEDECINE PREVENTIVE

BRI W eTelwleRes e

LUITS COYTRE LES MALADIES TRAMSMISSIBLES

DE L'ENFANCE

20T CONTRE LES MALADIZSS DIARUIZIQUES.

H2IS o3
ANNER

e S it 20
Cdnl -alls

AZGION SAIIT.IRE

RIPUBLIQUEZ POP 'LAIRT DU CQUIGC

Travail-Dénocratia-pPaix

AT Dl N

ZICHE D3 SUAVIILuf' o DTS,

HZLADIES DI,

AT e ae e
PR

.-..-. AGE f! . 1. : . 1 B { 1 ‘—‘-' ora d2s T

) (& nois G=11 20is 1223 mois 24 hois ot Total c-s trancz-
{ Foan L ! ! t _plus 1 | firds w25l
{ ) ! ! ! l 1 1 !
' ! ! — { i I
l 2 -1 = { l { ! l 1
! ! ! 1 v ! 3 !

Total des cas traites la mols pricedent,
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MINIZTi i . £ LA SANTE ET DeS AFFAIRES SOCIALES REPUULIQUE POPULAIa. DU CONGO
TRAVAIL ® DEMICRATTE * PAIX

DIRECTION GENERALE DE LA SANTE, PUBLIQUE : P,

DIRECTION DE LA MEDECINE PREVENTIVE
PROGRAMME ELARGI NDE VACCINATION

RAPPORT DE SURVEILLANCE EPIDEMIOLOGIQUE DES LALADIES CIBLES DU PEV

REGION ¢ —=~——-———-=—
ANNEE  t==me—em————ee POSTE SENTINELLE =—-=mem——mmee
MOIS : ——
My Semaine du ----—- au —e————
o1 1.1
C- Cus , D = [«<_vs ; Vac = Yacciné ; Non_Vac = Nwi_vorcind,
Te—___AGI Tt 0-duv is ! 9-23 vvas ' 23 wwas o 56 55 mois ' 3 am:ct © 1 Acc inempnu d TUTAL ]
CALADTES CIMES-- TC i 7 VT TCO T TR TN e T v ¢ oDt € BT W1 F 1€ 1T
' Y 1 ! ! ! ! ] 1 ' ! 1 ] R
Yooy ' ' ] 1 ' ' ! ! ' ' ! ! ! 1
ROYGET .2 il Tt A Rt e S | A R e A I {mTTT !
Nen Voce { ' ! ' ' ' ! ‘ ' ! ' ! ' .
““““ - T I 1 I L A e i 1~ '
Vac. i H ! 1 ! ! ! ! ! ! : 1 1 1
Cogye! sche | v 1T I R L A D A |
on V-.z. ! ! i ! ! ' ! ! ! ! i ! ! ! !
T = T 1 T L
Poliormyélite Vac. ! 1 ! ! ! - ! ! ! ! ! ! ! ' !
! ! ! ] ' ' ol R Tt Rt
Non vac. ! ! ! ; J ! ! ! i ! 1
1 ! ! - 1 1 p ] | !
X 1 ! " 1 ! ] J ' !
Tétanos néonatale 1 1 S -//r’/,- 1 - T ) T
1 ! 1~ i ' ] ] ! ! ' ]
1 ! ! ! 1 1 ! | 1 ] ! ] ] ! !
! 1 1 ! 1 1 ! 1 1 ] 1 ! ! 1 1
Tétanos ! T T oY T T Y £} T I o
1 ! 1 ! ! 1 1 1 I ! ! ! 1 ! 1
1 | 1 1 ! | 1 1 ! 1 1 ! ! ! 1
3 - -1 1- 1 - -— 1 1 1 -1 - -t- -1 -1 -1
Tuberculose 1 1 ! ' 1 ! 1 | ! 1 L 1 I 1
Vac. | ! ! ! ! ! ! 1 ! ! T 1 ! !
ey 1 pm——— ' ! ! 1 1 jm-=---= 1--mmem p-=-= - ? ! 1-- 1
DIPHTERIE . 1 K ! i 1 1 1 ! R A | ! ! 1
(BSERVATI™NS - (riginc d¢s cas (Qusrtier, Arrcndissement  Llistoie . wapic )
SIGN,TU™ S
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(6] MALNUTRITION

circonférence Wi bras (mitre & ruban ou brassard):

(7] EDUCATION POUR LA SANTE
narbre de sfances:
citez les thimes developpss:

dortt
dortt

entre 12 et 13,5 an (jaure)
moins de 12 an (rouge)

(8] MORBIDITE

M g F

M

narbre de nouveaux €as

0312mois '134ans |52 14 ans
F M |F-

1584 ans  plus de 45 ans
M |F .M |F

total

paludisme
diarrhée
rougele
malrtrition

blessure, plaie,
abscés, morsure

vers intestinaux
autres

TOTAL

nartre de cas evaakbs:

{8] OBSERVATIONS DE L'ASY

Fait a

le

158

Signature:




RAPPORT MENSUEL DE L'ASY

MUM.LU.S, 11-85

DISTRICT: VILLAGE:

MOIS:

19 NOM DE L'ASY:

L+] DEMOGRAPHIE

population totale: natbre de foyers:

enfants de moins de 5 ans:

(2] DECES

natbre de déces
M F

04 12 mis

18 4as

=314 ans -

15344 ans

plus de 45 ans

TOTAL

(3] GROSSESSE ET ACCOUCHEMENT

(4]

(s]

natbre de fames enceintes: dortt presentant de grossesse & haut risque
narbre de fames enceintes nivaquinisée:
natbre de femes vaccindes au VAT: datt 1% dose
dot F™® e

accoucherent au village: dont vivants:

mort-nés:
acoouchament. A 1a maternité: dont vivants:

mort-nés:

narbre de fames qui sott mortes au cours cu aprés 1'acoouchament:

HYGIENE COMMUNAUTAIRE

nartxe de latrines: dortt, avec cowvercle
dont, sans cowvercle

narbre de séances de "retroussons les manches” effectués:

VACCINATION

nartre d'enfants vaccinds: .. dott B8CG,
DTCoq-Polio 1
OTCoq-Polio 2
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PROSRAMME D'ACTIVITES DU VOLET EDUCATION POUR LA SANTE

] .
! RESSOURCLES ! PERIODE
TIVITES ! SOUS-ACTIVITE ! ! L ! ! A B
ACT1 ' Us-A 5 Jan. | Fev. ‘Mars  Avril Mai  Juin
! ! ! !
!- Préparer les messages, dessins, ou Dessinatrice!- Fourniture !
1

! photos pour les afficles, dépliants ! de bureau
oduire du ma-! feuilles volantes etc... sur la §SS
riel dducatif! les signes de la déshydratation et
r 1a SS5S, les! les mesures d'hygiéne collectives
gres de la ! et individuelles.

shydratation ! R

Equipe du '- Appareil
projet. ' de photos
!'- Pellic'.les

Humaines ! Matérielles !
! en couleurs

|

t le« mecures ! Foeohs

hvgiene col- Claborer la fiche pour tester le ma-!- Equipe du '- Fourniture !
bctives et tériel éducatif ! projet. ! de bureau 13_—65
hdividuelles !
F le matdriel . !
b ‘sensibilisa-!- Tester le matériel éducatif dans Responsable !~ Fiches pour !
ion les zones d'action du projet Personnel ! le test, ! !
’ des zones - véhitule. ﬁi'-_h
d'action !
Meres !
!

!

!

!

!

!
!_
!
!_.
!

!

!

!

! !
!_
!

!

!
1-
!_
!

!
!_
!

]

'

1

1

1

1

1

1

!

'

!

! !
T

!

'

!

'

!

! !
' ' !

Assurer la commande et la production!- Dessinatricel!- Embléme

" du matériel éducation, T.- Shirts !~ Responsable !- T.Shirts

et des auto-collants. ! EPS. !'- Véhicules !
'~ Imprimeur ! !
1 1 1

- caw v s sam sew

1
1

G ues s 4B e s S Ve Seml et bmm s v teh tamn s s e st cmw vmw b rwn  cemm
4 ettt pmm B semm CmE e S S e st cow G e cow temm cmm s s vem s ecm o

!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!
!

!_
!
!
!
!_
!

!
v
!

!

!
-
!

!

!

!



ACTIVITES

RESSOURCES

PERIODE

SOUS-ACTIVITES ,

Humaines ! Matérielles

'Jan.

!
Mars

!

TAvril!

Mai

" Organiser des
campagnes de
mass-média sur
la SSS, les
signes de la
déshydratation
et les mesures
d'hygiéne col-
lectives et
individuelles

sum e eam cms s—m

Concevoir des émissions, spots publi- !Equipe du pro-!Fourniture de

citaires, sketch, documentaires. ljet. 'bureau.
! 'Matériel édu-
! !catifs

! !

!
!
!

' !

Réaliser des émissions, spots,sketch, 'Equipe du pro-!Bandes magné-
documentaires a la radio et i3 la télé-!jet , person— ltiques,
vision et dans les zones d'action du !nel des zones !Cassettes vi-

projet. !d'actions, 'déo.
'Groupe consyl-!Appareil de
‘tatif limontage
Méeres, 1tlagra
! !'Véhicule -

G smn s emm e o e

-t ewme e o e o

Former le per-
sonnel chargé
de 1a mise en
oeuvre des ac-
tivités EPS
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Faciliter la nomination de deux agents!Equipe des !Véhicules,
responsables de 1'EPS dans les zones !zones d'action!Fournitures
d'actien du Projet. !Responsable !de bureau.
'EPS, !
! !

~ e tem tew e tea rem sue o]
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1Fév
!
!
1
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!
!
!
1
!
'
&
]
1
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| —

.Elaborer les objectifs et les activi—- !Responsable

! ]
!Fournitures
'EPS !de bureau.
! !

! !

! "1

tés des modules devant servir a la
formation et au recyclage en EPS
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ACTIVITES SOUS-ACTIVITES

RESSOURCES

!
!

PERIODE

!
!
!
! Humaines
'

! Matérielles HJan.

'Fév. 'Mars 'Avril'Mai

!

1Juin

!
!
!
!
!

'Prévoir le matériel technique de for- !Responsable
Imation 'EPS
! i

idem

Y
'Matériel tech-
'que et éduca-
'eif .

!

!
!
!

!

! \ !
1Elaborer les fiches de planification !Responsable
let de préparation de séances d'éduca- !EPS

aniser des !tion pour la santé. !

ices d'édu- ! !

'Fournitures
tde bureau.
!

!

:ion pour la ! {
1ité sur la IFaciliter la distribution et la diffu- !Rec-onsable
3, les signes!sion du matériel éducatif et des fiches!EPS

'
'Wéhicule

'Matériel éduca

tfiches
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1
!
1

déshydrata- !de planification et de préparation ! ltif. ! <
n et les me-!pour les séances éducatives. ! 'Fiches ! r 4
-eq d'hygiéne! ! b !
llectives et ! ! ! !
lividuelles IFaire démarrer les séances €éducatives !Responsable 1Véhicule !
!dans les zones d'action du projet. 'EPS 'Matériel édu- ! ! ! -
. ! fcatif et ! ! T y 4
'
'

. .




CTIVITES

SOUS-ACTIVITES

st em eew awo

rdonner les
ivités des

!
'Organiser les séances de travail et
‘rencontre avec les membres du groupe
tconsultatif et le respoisable du volet
!diarrhée.

i .

! RESSQURCES ! PERIODE

! ! ! ! ! ! ! i

! flumaines ! Matérielles !'Jan. !Fév. 'Mars 'Avril! Mai !Juin
! ! ! ! ! !

'Equipe du pro-!Fourniture ! ! ! !

fiet. Ide bureau ! ! ! !
! 1 ] ! ¢

'Responsable
fEPS

fVéhicuie

]
1
!
1
!
!
]
!
1
1

]
]
!
?

&>
bres du ! 'Groupe consul-! ! ! i ! i
upe consul- ! ‘tatif ! ! ! ! ! !
if et du l ! ! ! ! i ! !
ponsable du ! ! ! ! ! ! ! !
et maladies !Préparer ies rapports triwestriels 'Responsable !Fourniture ! ! ! ! !
rrhéiques ! It S !de bureau ! ! ! ! !

) ! ! IRapport des ! ! & ' >
! ! !zones d'action! ! ! ! ! !
! ! ! ! ! ! ! ! !
i ! 1 ! ! ! ! ! 1
iContacter les responsables de 1'UNEAC IResponsable 1Véhicule ! ! ! ! | i
1iser des lpour les chansons relatives au Projet !EPS ! g%--ﬂk ! ! ! 1
nsons sur ! ! ! ! f 1 ! ] 1
SSS avec A ! . ! ! ! ! ! ! 1
INEAC !Remettre les instructions sur la SSS ! idem 1 idem ! ! ! 1 ! 1,

‘ '3 1'UNEAC. . v ! ! . ! ! ! 1
! ' ! ! ! ! ! ! ! !
! ! ! ' ! ! ! ! !




PROGRAMME D'ACTIVITES DU VOLET EDUCATION POUR LA SANTE

ACTIVITES

SOUS-ACTIVITES

D L

RESSOURCFS

|
.
1

PERICDE

]
!
! s
1}

Humalnes ! Matérielles

1Juil.!AolGt !Sept.

!

Oct.!Nov.

1
1Décembre

Produire du

matériel éduca

tif sur la
rougeole et le
calendrier de
vaccination

%

IPréparer les messages, dessins ou photo!Dessiratrice,

!sur la rougeole et ie calendrier de

tvaccination
!

! !
'Fourniture

tEquipe du lde bureau,

!projet 'Appareil

! !'photo,

! 'Pélicules en
! 'couleurs,

! 'véhicule

1 '

|Tester le matériel éducatif dans les
'zones d'action

|-

!

!
!

! !
!1Responsable 1Véhicule,’
1EPS, JFourniture
!'Personnel des !de bureau,
!zones d'action!Fiches pour

Méeres. dtest.
1 1

!Elaborer la fiche pour le test

!du matériel éducatif
! .

!
!
!

! ]
'Equipe du pro-!Fourniture
!jet. !de bureau,
! let matériel
! !éducatif.
! !

! !
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ACTIVITES SOUS-ACTIVITES

RESSOURCES

PERIODE

Humalnes

Matérielles

1

tJuil.'Aotdt !Sept.!Oct.

1

- e

INov.

1
Concevoir des émissions, spots, docu-
Imentaires et sketch sur la rougeole
let le calendrier de vaccination.
Organiser des !
campagnes de !

!
!
-
!
!

'Equipe du Pro-'Fourniture
'de bureau et
'matériel édu-
‘catif

'jet.
!
!
!

AS

mass-média sur !

la rougeole et !Réaliser des émissions, spots publici-
le calendrier !taires, sketch et documentaires sur la
de vaccination !la rougeole et le calendrier de vacci-
2 1a radio et !nation a la radio et a la télévision.

.

32 la télévision!
!
!
!

'Equipe du Pro-

ltion ,

!Bandes magné-
!jet, personnell!tiques, cas-
!des zones d'ac!settes, nagra

'pile, véhicule!

!groupe coniul-!

ftatif.

'Méres.
1

.

!
!
!
!
!
!
!

. . ! '
Publier le IFaire paraitre le calendrier de vacci-
calendrier de Ination dans les journaux des organisa-
vaccination ltions de masses et le quotidien des
dans les jour- !zones d'action du projet.
naux de la !
place (zome !
d'action). !

' !

!
!Responsable
TEPS

'tatif.
!

.
.

!

!Fourniture
lde burqau.
!Groupe consul-!

1
1
1
1
'
!
!
1
1
]
1
1
!
!
!
!
!
!
!
1
1
'
!

et bt cow o v o e cem mE s e cew nemb s

e s s el Caw D S 0 tw B twm mm e s el e o s tes bem —ed rem emw

eow sam sem vl el mmP e el G et cmm ts et s remfl tmp o tee e e bl e w0 o

S ewd s ol cwd B rE Cmm et ved camt tm et e bl el D D b vamp o) sw s s em  ehm

)74



] 1 1
- ! ! RESSOURCES ! PERIODE
ACTIVITES ! SOUS-ACTIVITES ! ) ! ! ! ! ! !
! ! Humaines ! Matérielles !Juil.!Aoiit !Sept.! Oct.!Nov. Déc
] ! ! ' ! ! !
IFaciliter la distvibution et la diffu—- !Responsable 'Matériel ddu ! !
Ision du matériel éducatif et des fiches!EPS Icatif, fiche, ! < ! N
!de planification et de préparation de ! Yvéhicule. ! 4
]

Iséances éducatives
1

! : !
! !

1
Continuer 3 or-!Elaborer la fiche de supervision des
ganiser les !séances éducatives
séances éduca- !

' !
'Equipe du pro—!Fourniture

tem tw tem cw cum s teo

!

tives dans les !

ljet. !de bureau.
! !
v !

zones d'action !Effectuer des tournées de supervision !Responsable !Fourniture

du Projet tdans les zones d'action du projet. 'EPS. lde bureau, S

' ! !'Fiches de su- -

! !pervision, <; :>
! Ivéhicule. i

1!
Coordonner les !Organiser les séances de travail avec
activités des !le groupe consultatif et les responsa-
responsables  l!bles des volets diarrhée et PEV.
du volet diar- !
rhée et PEV et !
du groupe con- !
sultatif. -
-

! 1

'Equipe du pro-!Fourniture
ljet, tde bureau,
IGroupe consul-!Véhicule,
'tatif et res— !

'nonsable volet!

! !

! !

! !
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1 ! 1 ]
! ! RESS JURCES ! PERIODE
ACTIVITES ! SOUS-ACTIVITES ! l ! ! ! ! ! |
! ! lHumaines ! Matérielles !'Juil.!Aoiit !Sept.!Oct. !Nov, IDéc.
! ! ! v ! ! ! ! !
! Rediger des rapports trimestriels. 'Tesponsable 'Rapports des ! ! ! ! ! !
1 'EPS Yzones d'action! ! ! ! ! !
1 ! !des responsa- ! ! ! ! ! !
! ! !bles des deux ! ! H ! k—__;
! | 'volets et du ! ! ! ! ! !
! ! lgroupe consul-! ! ! ! ! 1
! ! Tratif. ! ! ! ! ! -1
! ! ! ! ! ! ! ! !
1 ! ! ! ! ! ! ! !
!Préparer la fiche d'évaluation des ac— !Responsable 'Fourniture ! ! ! ! ! !
ltivités d'EPS 'EPS, - !de bureau ! ! ! ! ! .
! 'Epidémiologis~! ! ! ! ! r&—, —
! te ! ! ! ! ! ! ! -
! ! ! ! ! ‘ ! ! !
Participer a ! ! ! ! ! ! ! ! !
1'évaluation ITester la fiche d'évaluation et autres !Responsable !Fiche d'évalua! ! ! ! ! !
de 1'efficac~ loutils devant servir également pour 'EPS, 'tion , ! ! ! ! ! !
cité des stra- !1'évaluation let agent d'éva!Véhicule ou ! ! ! ! !& v
tégies EPS 1 !luation. tautre moyen de! ! ! ! 1 !
! 1 !locomotion. ! ! ! ! i 1
' ! ! ! ! ! ! ! !
! ! ! ! ! ! ! ! !
'Evaluer les activités d'EPS. " 'Agent d'évalua! idem. ! ! ! ! ! 1
! 'tion. ! ! ! ! ! ! !6
! ! ! ! 1 ! ! ! !
! ! ! ! ! ! ! 1 1
\I
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