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6. AFR/TR/HPN and CDC have decided not to
implement the recommendation to WHO/AFRO for
review of Operational Research protocols
but to facilitate the development of
nat ional r'eview procedures.

7. AFR/TRiHPN and CDC/Atlanta have decided to
concentrate the development of the WHO/AFRO
epidemological bulletin as an essential
prerequisite to consideration of futher
support to the Health Information System
component of the AID - WHO/AFRO gra~t
agreement.

Secondary Recommendations:

8. Field staff will be directed to work with
teams planning UNICEF and/or CDA member
contributions to national immunization, ORT
or malaria treatment programs.

9. Various country specific recommendatio~£or

Togo, Ivory Coast, Malawi and Congo WHO/AFRO
will be and responded to by country specific
memos.

10. AID/W cannot accept the recommendation for
shortening country external reviews to 5
working days due to lack of evidence that
the evaluation can be performed in such a
brief period. This suggestion will be
reconsidered after careful review of the
upcoming evaluations in Lesotho, S",azi1and,
Rwanda, Malawi and CAR.

11. AFR/TR/HPN and CDC have considered the
recommendation to conduct training in the
preparation of research grants in each
bilateral country and decided that the
expected scope of the CCCD supported
operations research portfolio does not
warrent CCCD supported training. Such
training available through other sources
will benefited.

12. AFR/TR/HPN has already obtained agreement:
from Health Com to assist in health
education implementation of bilateral
projects.

13. AFR/TR/HPN plans to continue mortality
studies in a sample of countries and will
expore the feasibility of carrying out such
studies in Malawi and Nigeria.

AFR/TR/HPN
Roseberry

August, 1986

AFR/TR/HPN
Roseberry
August, 1986

AFR/TR/HPN
Roseberry
Nov. 1986

--Jones
CUC/Atlanta
Dec. 1986
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I. EXECUTIVE S~

The AID Combatting Childhood Communicable Diseases (CCCD) project,

authorized in September 1981, is maturing nicely and has been well rec~ived in

Africa. Twelve countries have signed bilateral agreements and interest in the

program is still growing. AID has a unique opportun:ty to contribute to an

important international African health program. Continuation of the program

over the next 5-10 years can make a major contribution to the reduction of

African childhood morbidity and mortality.

The objective of the project is to increase the ability of African

governments to:

prevent measles, polio, tuberculosis, diphtheria, pertussis and

neonatal tetanus;

provide simple and effective.treatment for diarrheal disease;-

provide treatment of malaria in children under five and pregnant

women;

control diseases of local imp~rtance, such as yaws and yellow fever.

CCCD is designed to strengthen ministries of health to implement their

primary health care plans which hav~ been developed in accordance with \YHO's

worldwide programs and policies.

AID in the administration of the CCCD project should:

1. Extend CeCD project by three years through fiscal year 1991 and

increase life of project funding by 20 million dollars.
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Assure continuation of the CCCD project interventions after the end)

of the project by working with governments on auto-financing systems.

3. Ask that CDC/WHO/AFRO develop, on a priority basis, a

management training prog,am.

senior

4. Codify the operating principles to be used by aSAID, CDC, HEALTHCOM

and PRITECH in the United States and in those countries which have

CCCD bilateral programs.

5. Accelerate health education activities including mass media to

create a demand for prcject interventions.

6. Encourage the development of an agreement between USAID and ~'lHO/AFRO

whereby operational research protocols for ceeD will be reviewed in

Brazzaville.

7. Development better criteria for the implementation of Health

Information Systems component of the AID/WHO/AFRO agreement.

"'I

............ -
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II. SCOPE. AND METHODS USED DURING EVALUATION

The Evaluation Team consisted of Dr. F. Morc LaForce, Associate Chief of

Staff for Education, Denver V.A. Medical Center and Professor of Medicine,

University of Colorado School of Medicine, Denver, Colorado; Mr. Vincent w.
. -1.:

Brown. Senior Associate, Devres, Inc. , Washington D.C. ; and Ms. Christine

~1yers an independent health education consultant. Mr. Andre\'1 Agle, CCCD

Techni~al Coordinator from the Centers for Disease Control (CDC), accompanied

the team and provided background information.

The Scope of Work (SOW) set out the team's objectives as follmvs:

"To evaluate the accomplishments of the CCCD project, compare the

accomplishments with th0 objectives stated in the project pap€r,

project description and .hilatera~ project agreements; identify

problems which may have impeded project implementation and make

recommedations for their amelioration."

The SOW further specified an evaluation of operations research, health

information systems and health education aspects of the CCCD project as well

as an evaluation of the administrative and management aspects.

Principal tasks spelled out in the SOWs for the team ~embers were:

(A) Review the CCCD project p3per, project descciption, evaluations

completed at the end of the first, second and third year of the CCCD
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project and special reports relating to health information system,

operations research or health education components of the cceD

project.

(B) Conduct interviews of relevant project staff in CDC/Atlanta,

Alu/Washington and WHO/Geneva.

(C) Review, in field visits to Togo, Ivory Coast, Malawi, and Congo,l in

country field activities in health information systems, operations
.

research and health education.

(D) Review the national management of CCCD projects in Togo, Ivory

Coast, Malawi, and Congo; identify and study management

administrative proble~s and develop recommendations for CCCD project

modifications to ameliorate problems.

(E) Review health information systems aspects of

agreement with WHO/AFRO.

the CCCD grant

(F) Attend the 3rd annual CCan" consultative meeting and briefly report

on evaluation findings .

•

The review included briefings at AID/Washington, the International Health

Program Office (IHPO) at CDC Atlanta, WHO/Geneva and WHO/AFRO. Bilateral

pro~rams in Ivory Coast, Togo, Malawi and Congo were visited where CeCD, USAID

and national personnel were interviewed.

The Evaluation Team attended the Third Annual CCCD Consultative Meeting

which was held in Brazzaville from 24 to 27 March 1986, and briefly reported

on its findings. Since all bilateral national program coordinators, Technical

ISwaziland was included in the original list of countries to be evaluated
but was dropped just before the evaluation began since the USAID could not
receive the team at the scheduled time.
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allowed for verification of data

during the review.

5

and IHPO staff were present, this meeting

and clarification of questions that arose

Background documents on health education, operational research, health

information systems and program reviews of Malawi, Togo, Ivory Coast and Congo

were reviewed. Extensive discussions were held with AID/Washington CCeD

Project Officer, Dr. Joe Davis in Atlanta, Washington and Brazzaville. The

Evaluation Team paid particular attention to recommendations made after the

First External Review in 1983 and the 1985 Third Annual Evaluation.

\
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III. MAJOR CONCLUSIONS AND RECOMMENDATIONS

Manpgement Issues

The CDC management of the ceCD program, both regionally and in the 12

countries with bilateral agreements, has matured and is going well. For

example, all of the 17 overseas posts are filled; 12 Technical Officers (TOs) ,

4 Field Epidemiologists (FEs), and one WHO/AFRO Liaison Officer.

Relationships in the field between USAIDS, UNICEF and WHO Country

Representatives with CCCD TOs and FEs have improved, and now range from good

to excellent in most countries. National Coordinators of various components

of the CCCD program went out of their way to stress the usefulness and value

of the TOs and FEs in helping carry out their progr~ and management

responsibilities.

The lack of clearly defined procedures for AID's two contractors

HEALTHCOM and PRlTECH could lead to ,misunderstandings and a blurring of

program responsibility. AID/W should spell out, in writing, the operating

principles to be used by AID/W, USAIDs, CDC, HEALTHCOM and PRlTECH, both in

the US and in those countries which have cceD bilateral programs. Documents

should reiterate that the CDC TO in each CCCD bilateral country is responsible

for the overall administration and management of the program with HEALTHCOM or

PRlTECH furnished personnel operating under the TO's general guidance, except

on technical matters where they would report directly to their home office.

In all countries visited, the CCCD National Coordinators and other

government officials cited the need for increased management capabilities

among senior officers at the national, regional, arid district level as a major
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constraint. Of particular importance were horizontal management skills in

planning, setting of priorities, establishing time phased action plans,

matching tasks to resources and preparing budgets. WHO/AFRO and CDC should

agree within the next six months on a general approach to senior management

tralning stressing horizontal management 'skills, and a qualified management

training firm should be subcontracted by CDC to ~~c~ije these services.

Length of CCCD Bilateral Projects

Present lif~"of-project times for CCCD bilateral projects should be

extended from four to five years. Initial estimates of time required to

achieve the project targets and goals did not take into account that roughly

one year would be needed to train staff, order materials, purchase equipment

and do basic studies. Project Agreements (ProAgs) shou1d be amended to

reflect the correct time frame i.e. a life-of-project of 60 months rather than

48 and progress indicators should be amended accordingly.

Three Year Extension

The team carefully examined the recommend~~ion of the Third Year

Evaluation team proposing that the CCCD project be extended from 1988 to the

end of FY 1991, and concurs fully in this recommendation. Such a step is more

consistent with the amount of time required to carry out the CCCD objectives,

and will allow for the addition of other countries under bilateral programs.

Further, some of the CCCD bilaterals signed in FY 1985 will still be operating

in 1990, and the extension period corresponds to the UNICEF "Universal

Childhood Immunization" program which ends in 1990, a time of intense EPI

activity. Nigeria is under consideration to become a new ceCD bilateral

country. It should receive priority given its population of over 100 million.



8

Therefore, it is recommended that steps be taken immediately to revise

the CCCD project authorization extending it until the end of FY 1991

(September 30, 1991), and that $20.0 million in additional funding be

obligated for this purpose bringing the "total life-of-project financing to $67

million.

Sustainability (Rec~trent Costs)

The general outlook for the ceCD countries to be able to cover their

recurrent costs. from b~dgeta~~ funds and adhere to the auto financing

schedules in the ProAgs is grim. Almost all of the participating countries

have long term economic problems of a structural nature that will not be

solved in the short term. While recognizing this difficult situation, it

would be a mistake to ,ignore or waive completely the self-help targets in the

ProAgs. At some point in the future donor interest may waiver or moye on to

other activities and if a ceeD country has not developed techniques to finance

its own child survival initiative, programs will have to be either curtailed

or stopped.

It is recommended that USAID and ceCD work with governments to start or

continue auto financing systems appropriate to their country. Technical

assistance should be supplied when needed. While there should be some

flexibility in the amount of government payment required in a given year,

government refusal to make any cash contribution towards the CCCD program

should result in cessation of AID support for the project.
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Health Informations Systems (HIS)

Major progress has been made in simplifying HIS country data. Computer

software has been developed, requirements for reported data have been

simplified and personal computers have been introduced to simplify data

processing. This effort is a major step forward and data presented at the

consultative meeting provided a good summary of the status of cceD

activities. Survei·llance data on CCCD diseases have improved considerably and..
requests for computer support of national statistics and epideioiologic units

should be supported.

Mortality studies should be continued. It is unlikely that CCCD process

indicators in Liberia will attain high enough levels so that the impact of the

ceCD program can be tested. Therefore, more emphasis needs to be placed on

Togo and Zaire mortality survey areas and efforts should be made to increase

CCCD services in these areas so that the mortality studies can be repeated

within a reasonable time.

The HIS component of the AID/WHO/AFRO agreement has not progressed as

well as might have been hoped. The proposed WHO/AFRO Epidemiological Bulletin

has not begun and plans for developing HIS are not terribly clear. More

emphasis needs to be placed on how HIS will be developed in WHO/AFRO.

Publication of the Epidemiological Bulletin should be con8ider<~d a major

priority for the coming year.

Health Education

Health education activities have progressed more rapidly in the past two

years. It is now time to emphasize promotional, mass communication and social
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marketing approaches to health education in order to realize a greater impact

of the interventions on the target audiences. More emphasis on systematic

data gatering, strategy, materials development and monitoring techniques is

needed to complement training activities that are already under way.

Long-term relationships with consultants should be established to provide

continuity in technical assistance. Long-term technical assistance through

the HEALTHCOM project should also be explored in selected bilateral countries.

Operational Research

The operational research component of CCCD has evolved quite differently

in East and West Africa. Few research proposals have been submitted by West

African investigators and the great bulk of the 88 operational research

applications have come from East and Southern Africa. Consultation in the

preparation and assistance in data &1alysis has consumed a disproportionate

amount of FE time. The East and West African Research Review Committees

should be dissolved and negotiations between AID, CDC and WIIOjAFRO should be

initiated so that the CCCD operational research grant ..
rev~ew process be

transferred to the WHO/AFRO Research Development Committee.

\ '
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IV. MANAGEMENT ISSUES

A. Regional Activities

1. Project Expenditures and Pipeline

The CeCD project authorization was

project life of eight years and a project

September 1989.

signed on 28 September 1981 with a

assistance completion date of 30

Subobligations to date amount to $30.6 million dollars or 65% of the

total of $47 million obligated for the project. The regional project pipeline

is small with mouey drawn down from time to time as needed. The pipeline for

the $12 million dollars sub obligated for individual bilateral projects is

longer since it was judged desirable to fully fund the 12 grant agreements

which have a project life of 48 months from the date of signing.

Of the $18.0 million spent regionally, about $15.0 million has gone to

support CDC, its regional project activities, and backstopping of the

bilateral programs. The remaining $3.0 million is primarily for purchase of

measles vaccines, costs of evaluation teams and a PASA with the Peace Corps.

Conclusion

The ceeD project is proceeding normally and the 65% subobligation rate is

about right. At the present rate of activitiy there shoulo be enough funds to

fund the project until its completion date on 30 September 1989.

2. Extension of the CCCD project

The Third Annual Evaluation of the ceCD project recommended that the eCCD

life-of-project be extended by three years, an additional $20.0 million be
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made available, and a new target of 16 countries established for bilateral

assistance from AID. It further recommended that AFR/RA (now AFR/TR) seek an

amendment to the current authorization to extend the project through FY 1991

and increase the LOP funding by $20.0 million to $67 million.

The Evaluation Team has carefully considered these recommendations, and

fully endorses the extension and additional financing for the following

reasons:

(a) While good progress has been made in a number of countries, in

others the bilateral Project Agreements were only signed in FY85.

If one assumes the first year is for start up activities followed by

four operational years, the FY85 projects will not be finished

before mid 1990.

such as diarrheal disease control may

countries, since necessar~ health

for these programs are just getting

(b) Some eeeD priority programs

require more time in some of.the

education support activities

underway.

(c) Valid measurements of reductions in mortality rates utilizing

Mortality and Utilization of Health Services (MUHS) surveys cannot

be done until certain levels of coverage are reached, therefore it

may be well into 1990-1991 before these studies can be repeatp.d.

(d) Additional countries could benefit from eeeD bilateral programs.

The most notable of these is Nigeria with a population of over 100

million. Given Nigeria's size and complexity, it is estimated that

the eeeD program there will require a management effort by eDe equal

to at least three additional countries. If Nigeria is included only

one more country should be added. However, if some of the bi!ateral
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p~ograms which are already well along, such as Malawi and Togo,

finish or shift over to other project financing, then additional

bilateral CCCD countries should be considered.

(e) In addition to the extension of the CCCD project through FY 1991, a

careful re-examination of the current 12 bilateral country programs

is needed to determine if their progress, and host government

commitment are sufficient to me~it their continuation.

Recommendation

That the CCCD life-of-project be extended by three years until 30

September 1991, and that the current authorization be amended to extend the

project through FY 1991 and increase the LOP funding by $20 million to $67

million.

That a new target be set forb11ateral countries of 14 with Nigeria as

one of those countries. Should one or more of the current twelve graduate

from the bilateral program, then additional countries could be added.

3. UNICEF initiatives and cceD

UNICEF is introducing or providing major increases in support for EPI/MCH

initiatives into countries with CCCD bilateral programs. UNICEF finances

mainly training, health education materials production, vehicles, vaccines,

refrigerators, syringes and needles and other equipment, sllpported by limited

amounts of technical assistance. Payment of gasoline, kerosene, and per diem

for field visits is also possible with these funds.
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Given the constraints on government funds and personnel there is concern

about the absorptive capacity of eeeD countries and the negative impact that

these funds can have on auto financing schemes. These concerns underline the

need of the countries for the kind of experienced technical help provided by

the TO's, and other services available under the eceD regional and bilateral

programs. National Coordinators in two of the bilateral countries visited by

the team expressed their need for TO and ·FE help in establishing priorities, .
and working out plans for the use of these new resources.

Recommendation

TOs should make special efforts to work closely with the UNICEF teams

preparing the program proposals, and help the new UNICEF TO's and

EpidemJ.ologists. In this way, the new additional UNICEF activities can be

integrated into ongoing activities with a minimum of difficulty.

B. Bilateral Projects

1. Length of Projects and Evaluation Targets

At present all of the bilateral Project Agreements are for 48 months

divided into four operational years against which certain targets are set.

However, these targets are not realistic in that every bilateral project

requires a "start up" period of roughly a year to become operational. As a

result, it is unlikely that most projects will be complete'their objectives in

less than five years.

The Evaluation Team has chosen to compare results of the Togo, Congo, and

Malawi programs using four full operational years after the start up period.

The results of these evaluations follow. (Note: The Ivory Coast bilateral
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program was not formally evaluated since it had not finished its first year of

operation. Informal comments are given in Annex III).

!iecommendations

The Project Agreenents for the 12 bilateral projects should now be

amended to allow for a "start up" year plus four operational years and the

project funding adjusted accordingly. Given the fact that the bilateral

expenditures are very low during the start up year, this change should have

little effect on total bilateral financing.

The regional budget of the CCCD project should be adjusted to make

allowances for the additional cost of salary for the TO's extension from four

to five years.

2. Bilateral Program Sustainability~Covering Recurrent Cos~

The general outlook for the GCeD countries to be able to cover their

recurrent costs and adhere to the self-help schedules in the Project

Agreements is grim. Almost all of the bilateral countries are in serious

economic difficulties, and have IMF/World Bank agreements which place severe

budgetary and personnel ceilings on them.

The temptation is to ignore or waive the auto financing targets in the

ProAgs, especially in light of new UNICEF funds which will finance a variety

of local costs such as per diem, kerosene ~d trapsport. Howe7er l the danger

in agreeing to a strategy which does not oblige the government to make serious

efforts to meet at least part of its local cost financing commitment is that

in five to ten years when donor interest has gone on to other areas of need,

"
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the government will not have the necessary f1mds in place to sustain eeeD

programs.

Recomm~ndation

USAID and eeeD should work with governments to start or continue their

auto financing systems. In cases where the government refuses to make any

contribution to its CCCD program, assistance should be stopped until a..
contribution is negotiated and received.

3. Togo

(a) Overview

The Togo bilateral cceD program is now in its second op~rational year,

and in its third year since the signing of the project agreem~nt on April 5,

1983. The program is well managed and is progressing satisfactorily.

Training is on target and will easily meet its goals, except for senior

management training where it is waiting for the regional project to develop

such a program.

Financially speaking, the outlook over the next several years is good.

There are sufficient funds in the bilateral project to continue the project

for at least one year beyond the current life-of-project ending in April

1987. UNICEF is expanding its contributions to Togo under'its Universal Child

Immunization Program and is expected to provide $1.7 million over the next 2

1/2 years, starting in April of 1986. In the medium term USAID is in the

process of preparing a majJr health sector project which will begin in early

1988 and continue through 1993. It will include a component with CCCD type

activities.
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Specific findings and recommendations concerning the program and its

management are discussed in the following sections.

(b) Project Timing and Evaluation Targets

Evaluations done for this project should be on the basis of a five-year

life-of-proje~t rather than four. The ProAg for the Togo CCCD project was

signed on April 5, 1983, and provided for a life-of-project through April 4,

1987. Project field operations started in July 1984, some 15 months after

signing, thus placirg the project in its 20th month of effective operations in

March 1986. This start-up time was necessary in order to allow time for field

studies, purchase of equipment and supplies, training, etc.

Therefore, the team evaluated the ceeD targets for increased immunization

coverage. access to oral rehydration therapy, malaria chemotherapy (children)

and chemoprophylaxis (pregnant women) in the target populations against the

follo~ing revised schedule:

Start-up*

4/83

Year 1

7/84

Year 2

7/85

Year 3

7/86

Year 4

7/87

Using the original targets as a guide, it was possible to assess the

progress of the Togo program in the first year and half. . The activities were

concentrated in the Maritime Region as follows:
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MARITIME REGION - TOGO

Services Start-up

4/83-7/84

Year One

7/84-7/85

DPT

OPT3

Malaria

Measles

ORT

14%

3%

Target Actual

32%

99%

35%

100%/34%**

*Above percentages are based on a population in the Maritime Region of

1,039,088 with 36% in Lome.

**100% of the centers had ORT available; 34% used these services.

The above data shows that the 30% general target for the Maritime Region

was exceeded in all.categories. Drop-off between the first and third DPT

continued to be a significant problem. Malaria chemotherapy for children and

chemoprophylaxis for pregnant women was widely used and tablets were easily

available in the marketplace. Measles vaccination for children over nine

months was a respectable 35%. Information was available· in all of the centers

for ORT packets and sugar/salt solution, but demand lagged at 34%. The

overall national first year target of 10% coverage was clearly exceeded if one

takes into account the progress in other regions of Togo.
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Recommendation

The ProAg life-of-project should be increased by 15 Months to July 1988

to allow for four operational years. Evaluation dates should be adjusted

accordingly.

(c) Proposed Financing

The financial outlook over the· short and medium term is promising for the

bilateral project, with USAID funds already in place, UNICEF funds promised

for spring 1986, and the USAID Health Sector Project now being developed to

begin in 1988.

(d) USAID CCCD Bilateral Project

There will be savings at the end of the fourth year (April.1987) of about

$274,000. Funds should be sufficient for a IS-month extension, to July 1988.

During the extension, regional project funds will finance the TO and

short-term assistance. The Togo national coordinator has expressed a strong

desire to have a TO in residence during the full period of the extension.

The priority areas are: a contract for CCCD vehicle maintenance, purchase of

spare parts, and a private health education contractor.

/"
/

Recommendation

The ProAg budget should be amended to.provide for a 15 month extension

from April 1987 to July 1988.

(e) UNICEF's Proposed 1986/87 Program

UNICEF, working with the GOT, has proposed to

immunization project for Togo which is part

the Italian government an

of its "Dniver~jal Childhood

\
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Immunization" program, in the amount of $1.7 million over two and half years.

The UNICEF/GOT program will also include oral rehydration therapy with goals

similar to those in the Togo CCCD program. Final approval is expected by

April 1986 and given UNICEF's flexible funding procedures, th~re should be a

fairly rapid start-up.

The UNICEF projec~ is expected to cover the costs for the following

immunization activities: health education materials production, replacement

of vehicles and refrigerators, and purchase of vaccines, ORS packets and

malaria tablets. In addition, it will include per diem for travel of those

supervising and monitoring the immunization and ORT programs, plus short-term

technical assistance.

The GOT has expressed the need to continue strong technical support

through the CCCD project, even though UNICEF will be financing commodities and

equipn.en~ formerly provided by the USAID-financed CCCD project.

(f) USAID Health Sector Grant FY !988

This grant is now being developed and is expected to begin in early FY

1988, and will include follow-on activities from the ceCD project. The time

phasing of the USAID health sector project is excellent from the standpoint of

avoiding a hiatus after the finish of the CCCD project in July 1988, assumin~

that the recommended life-of-project extension is accepted-.

In spite of the substantial funds being provided via UNICEF, the

know-how, in-depth experience and backstopping capebility of CDC/CCCD for this

activity is irreplaceable. The Togolese governme~c has stressed its need for

continued CCCD services. USAID has expressed its desire to have the CCCD TO



- 21

come under the bilateral health sector grant in early 1988 when the funds are

provided and obligated.

Recommendation

Assuming that program needs remain the same or increase and the USAID

health sector grant is approved, USAID in 1988 should consider a PASA directly

with the eDe for a TO to assure continuity and full technical backstopping.

(g) Sustainability (Recurrent Costs)

In the longer term, s~stainability is a cause for concern, although there

are some examples of village self-financing of malaria tablets, immunization

and purchase of kerosene for refrigerators. In 1985, the GOT contribution to

the ceCD program was 15 million eFA ($31,500) or 9% of the total costs; in

1986 the GOT contribution is 20 million eFA or 10% of estimated total costs.

Or Marty Makin, economist on the 1985 eeCD Evaluation Team, estimated

that payment of 50 eFA (13 cents) per vaccination, prenatal consultation,

chloroquine treatment or ORS packet would cover costs of all those elements

(US $219,000), and would leave $198,000 for the supply budget of the GOT. If

75 eFA (19 cents) were charged all costs including EPI would be covered.
/'

/

The severe economic constraints on the GOT makes it unlikely that it will

be able to increase its contribution'for eeeD activities significantly in the
~(

foreseeable future. This situation puts a priority on helping the government

develop feasible plans and techniques to encourage private financing of health

care.



Recommendation

In agreement with GOT, a short-term French-spew(ing specialist with

hands-on experience in self-financing of health programs in developing

countries should be recruited to help work out a viable system for Togo.

(h) CCCD accounting and administrative procedures

Deloitte Haskins and Sells Inc. (DHS) was hired by USAID under the

bilateral eeeD project to develop an accounting and administrative system for

the eeeD project. DRS was also to train the central_and regional personnel to

operate the system satisfactorily.

So far, 221 Chief Medical Officers and their assistants from 124 health

centers out of the 216 with ceCD programs (about 57% of the health centers)

have received training. The reception of the new system by the Togolese field

personnel has been very favorable.' One unique feature includes a system of

tokens used to count the kind and number of treatments administered to women

and children at the health centers. These will be 16 different sizes, shapes

and colors of tokens, and 130,000 locally-made tokens will be required for the

~country as a whole~.

The major management problem with installing the DHS management system

nationwide is that the training is not finished.. Funds to train the remaining

43% of CCCD personnel in the use of the new system are not available. Given

~

-The token system works as follows: A woman coming to the health center
for treatment is given a different token for each kind of treatment or service
she and/or her child will receive (DPT3, measles, ORS, etc.). As the vaccine
is administered, she turns in her token. The tokens turned in are kept in a
jar. At the end of clinic hours the tokens are separated and counted, thus
producing an accurate count of the number and kind of services provided that
day.
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the complete change-over involved, the new system is not likely to work well

without adequate training.

Recommendations

Additional funds should be made available for DRS to supervise the

training of the remaining 90 to 100 CCCD personnel. A follow-up system should

be installed to assure that the new integrated accounting and reporti~g.

system, once installed, is being used properly.

(i) Training

the Togo training program has gone well at the middle and general

training levels. The project agreement sets a target of 1000 health personnel

to be trained over the life of the project, with first priority to those in

the health delivery system. The following table shows th~ number trained,

broken down by the categories li~ted in the ProAg.

CCCD TRAINING - TOGO

Category

Senior level superviser

Mid-level

Supply and maintenance personnel

Casual health staff

4/83 - 7/84

2

30

5

300

7/84 - 7/85

21

o

521*

Total (1983-1985) 337 541 Total: 878

~Note: *Includes DRS management courses but does not include the training of
180 health education people).
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The training program at the end of the second year, had trained 878

health personnel. However, only 0.2% of those trained have received senior

management instruction. At present, no materials designed specifically for

the senior management level are available in French. The senior management

training need has been specifically cited in the last two regional evaluations.

Recommend~tions

CDC/Atlanta should give high priority to develop, test and install a

suitable CCCD senior management training program.

(j) Country constraints to carrying out the CCeD program

Logistics, personnel and management-related problems were_cited as major

constraints by Dr Karsa, CCCD National Coordinator and head of the

Epidemiology Division of the Ministry of Health. Planning and delays in

availability of basic statistical data were also mentioned.

From time to time there have not been sufficient gasoline rations to

cover the travel connected with supervising, monitoring and teaching, by the

Chief Medical Officers, particularly in the Savanne and Central Region where

distances are great.

growing personnel problem is caused by a

on

Morale problems

(12-15 hour) days

staff

longfromresultedhave

per diem or money for lodging. A

mandated freeze on hiring new

retire or take other jobs outside

personnel

no

IMF

withroad

supervisor7

existing

the

among

whenpersonnelgovernment

government. The number of doctors and assistant doctors grew slightly from
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169 in 1983 to 183 in 1985. Assistant doctors grew from 101 in 1983 to 108 in

1984. No data were available for 1985. However, all other categories fell

(midwives, nurses, health assistants, mobile health workers and chauffeurs).

The largest drop in personnel was in chauffeu~s - 36% from 1983 to 1985. This

dramatic decrease has meant that many centers have more vehicles than

chauffeurs to operate them. Unless something is done about declining

personnel, the expansion of coverage hoped for by increased UNICEF funding may

riot be possible.

Another problem is that government does not have an overall primary

health care (PHC) plan into whic~ eeeD activities can be placed. A draft PHC

plan is circulating for clearance in the ministry.

Recommendation

~VHO/UNIeEF and USAID should work fogether with the GOT and the IMF to see

'f'L a solution can be worked out for the operational problem of inadequate

Togolese support personnel, particularly chauffeurs. For example, permission

could be given to hire a c~rtain number of non-establishment personnel on

contract with no long term commitment from the government. These persons

would be for specific projects and not chargeable to personnel ceilings.

4. Malawi

(a) Overview
-'I

The CCCD program in Malawi is in the fourth quarter of the first

operational year, and in its second year since the signing of the ProAg on 9

June 1984. project is well managed, and is progressing very
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The Malawi program is different f~om the Togo and the Ivory Coast

programs in that it is designed to strengthen an existing Malawian public

health program in preventive and primary health care. The CCCD elements of

the GOM programmes are worked out annually with the responsible departments in

the Ministry Qf Health, and then are integrated into their respective national

programs. This two-way dialog~e within the framework of an existing programme

is an integral part of the ceeD public health strategy and assures that the

CCCD program is inbtitutionalized. This approach is working satisfactorily

and augurs well for the medium arcd long terms.

The Control of Diarrheal Disease

While most of the district

Corners" for the mothers,

demand side.

have "ORT

(CDD) program is m?ving slowly on the

hospitals and fixed health centers

there has been less demand than

the

educator advisor to be

anticipated

iptensified

from

and a

mothers.

full-time

Health

health

education activities are being

supplied by

HEALTHCOM has been approved and is waiting for GOM clearance.

EPI surveys in 1985 showed that the number of fully immunized children

decreased by 20% when compared to 1982 data; 35% of under l's were fully

immunized compared to 55% in 1982. Lack of gasoline for vehicles, kerosene

for refrigerators and vaccines for immunization in 1983-1984 is reported to be

the reason for this decrease.

The malaria program is well managed with special attention being paid to

treatment schedules in light of chloroquine resistance.
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UNICEF is planning a major EPI/MCH project with the GaM of us $4.7

million. The UNICEF project will be using Italian funds from 1986 to 1889 as

part of its "Universal Child Immunization" program.

Government officials· at central and regional levels expressed to the team

their high regard for the cceD TO and the FE and stressed the value of their

counsel and assistance. The GaM's strong desire for the continued ~eryices of

the CCCD experts was reinterated to team members at the team's debriefing.

The following recommendations are based on discussions with Malawian

government officials at c¢ntral. regional and district levels. representatives

of WHO. UNICEF. and the USAID health officer. Field visits were· carried out

and the Malawian five-year health sector plan. the CCCD FY.1985-1986 work

plans and budgets, as well as the first year evaluation report. were reviewed.

(b) project timing and evaluation targets

Evaluations done for this project should be on the basis of a five-year

life of project rather than four. The bilateral project agreement (ProAg) for

the Malawi CCCD project was signed on 9 June 1984 and provided for a life of

project of 48 months from date of signing. However. field operations did not

start in a major way until January 1985, some six months after sigl1ing of the

ProAg thus placing the project in its 15th month of effective operations in

~1arch 1986. This start-up period was obligatory in order to allow time for

field studie~. purchase of basic equipment and supplies, and trai~ing.

Therefore, the team evaluated the progress of the Malawi bilateral CCCD

program against the following revised schedule:
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Operational Years

Start-up*

June 1984

Year 1

. Jan/1985

Year 2

Jan/1986

Year 3

Jan/1987

Year ~

Jan/1988

The following shows the estimated end-of-project percentage reductions of

childhood morbidity and mortality:

Disease

Decrease in

Morbidity

Decrea~e in

Mortality

Pertussis 40% 30%

Polio 60%

Measles 40% 30~ci

Diarrhea 60'~

Malaria 30-35%

In addition it is intended to link these programs at the community level with

the primary health care system (PRC) using a strengthened health information

system vide the community health science unit.

(c) GaM planning and financing

The GOM's five-year planning document for 1986-1990 was submitted to

donors in January 1986. It describes the government's plans, and establishes

goals, targets and priorities. The financial outlook for this five-year pJan

is favourable with much of the external financing in place from the USAID

bilateral and regional CCCD programs, the UNICEF proposed project, and the

World Bank health sector IDA loan. In addition significant private health
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services are provided by "The Private Hospital Association of Malawi" (PHAJ.\1).

These activities are discussed below:

1. GaM planning, 1986-1989

During the past two years the Ministry of Health (MOH) has undertaken a

comprehensive review of its health sector and a draft plan for the development

of healt~ services in Malawi has been prepared for the ten years 1986-1995.

Recognizing that it is not possible to implement all plan activities

immediately the MOH has developed a more detailed five-year implementation

plan which was sent to donors in January 1986. This plan attempts to address

priority health problems in the cc text of financial constraints, and is

consistent with CCCD objectives.

The 1990 goals are as follows:

(a) To reduce IMR from a national coverage of 151/1 000 live births to

110/1000'live births.

(b) To reduce 1-4 year mortality from 330/1000 population to 210/1000

population.

(c) To reduce maternal mortality from 16/000 births to 10/1000 through

increased access to antenatal and postnatal services.

Cd) To improve maternal health and nutrition by achieving a

GOM fulfils one of

the Malawi bilateral CCCD

of the project in the

contraceptive prevalence rate of 10%.

The issuanre of a five-year plan by the

recommendations of the first year's review of

program. There are no interim goals prio~ to the end

project agreement with which to assess progress towards project goals.
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Recommendations

The ProAg life-of-project date should be extended by six months to

December 1988 to allow for four full operational years.

The TOs working with the National Coordinator and the USAID Health

Officer should establish interim morbidity and mortality goals for the second

and fourth operational years. EPT targets in the UNIC~F/WIIO proposal

(1986-1989) should be considered in carrying out this recommendations.

2. USAID ceeD bilateral for Malawi

This US $1.4 million bilateral project moved slowly during the start-up

period and first operational year. Subobligations were us $350,000 or 25% of

the total bilateral budget in FY85, Expenditures in FY85 were US $62,000 or

only 4.3% of the total budget. FY86 wrll see the project activity pick up

teli th subobligations totalling US $797,000 or 56% of the total budget.

Expenditures are estimated at US $807,000 or 57%. This means that:umulative

sub obligations and expenditures in FY86 wLU be 8l~~ and 6U~ respectively.

Funding for soecific
/' ~

/

line items has been shifted in rY86 to provide

funding for a HEALTHCOM health education advisor (US $124,000) and increased

CDD/ORT activity (US $478,000). These changes reinforce health education

activities which have been lagging, and give more 'emphasis to the CDD/ORT
~~ (

program which is at a stage where it can absorb additional inputs. These

funds were previou~ly earmarked for vehicles, refrigerators, vaccines, and

other equipment which are expected to be financed by u~ICEF. A detailed

breakdown of subobligations and expend~~u~es by category 15 given In :~nex
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The regional USAID CCCD project will continue to cover the costs of

long and short term techni~al assistance in Malawi and finance certain

materials. The annual regional costs are estimated at US $400,00J.

It was not possible to dete~ine the percentage of GOM contribution to

the ~roject in FY85/86 since the government accounts ar~ >ept for the entire

health sector and do not break out CCCD costs. The TO has asked the GOM to

provide this information.

Recommendation

The TO should see that sufficiently detailed accounting is done of CCCD

~~tivities to determine GOM contributions.

3. UNICEF/MOH's EPr/MCR Plan of Operations. 1986-19893

The u~ICEF/MOH ~roposal totals US·$4.7 millions, and if approved, will be

financed by Italian funds channelled through UNICEF. Approval is expected in

late Spring. The project aims to phase in immunization as an integral

function of PRC/MCR in collaboration with other health services. UNICEF

services will include an EPI TO, a logistics/supply officer, and funds for the

purchase of vaccines, refrigerators, vehicles, petroleum and kerosene. These

inputs are freeing resources from the USAID CCCD budget which have been

reprogrammed into health education and CDD.

GOM officials stressed the importance of careful planning in the use of

these additional resources given the restrictions on enlarging the staff.

3Government of Malawi, EPI/MCH Plan of Operation, 1986-1989, prepared
with UNICEF/JSl, Lilongwe, Malawi, January 1986.
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CCCD TO, FE and CDC/Atlanta advice will become even more important to the GOM

in helping it utilize these additional resources and in providing necessary

training. GOM officials have emphasized their desire to continue these

resident CCCD advisory servi~es.

project

continuityfive

Recommendations

The regional CCCD

years to assure

should take special care in the next four to

of long-term personnel, other technical

assistance, and training services.

4. World Bank/IDA Loan for Health

On 28 March 1983, the World Bank granted a soft loan to Malawi of US $6.8

million to assist the MOR to:

(a) improve the ability to plan, monitor and evaluate health programs

and policies;

(b) strengthen MOR's capacity to carry out epidemiological studies with

supporting laboratory services;

(c) improve the system for procuring and distributing pharmaceuticals;

(d) extend primary health care to selected districts ~,d

(e) introduce child spacing as an element of the MOH's maternal und

child health program.

One element that affects the CCCD project directly is the World Bank

commitment to rehabilitate and/or build facilities to house the Community

Health Sciences Unit (CHSU) as well as providing staff housing, equipment and
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vehicles, overseas fellowships and technical assistance.

Lilongwe has been identified and plans for refurbishing

in final stages of approval in the GOM.

Recommendations

The TO should monitor and support the CHSU facility.

5. The Private Hospital Association of Malawi (PRAM)

PHAM operates 20 hospitals, 39 primary health centres and 85 other health

units and makes a considerable contribution to the health sector in Malawi.

PHAM hospitals

in-patient days.

account for just over one-third of all admissions and

PRAM has fewer health centres than the MOH and its

contribution is weighted towards in-patient care, although th~s is changing

rapidly in view of the support being given to primary health care.

Income to P~I is derived principally from government allocativns, fees,

and overseas donations. Income to PH&~ was appro,<imately K3.3 million in

1981, the last year for which data is available. Government contributions

(primarily for Malawian staff employed by PHAM and for selected drugs)

amounted to approximately 34.7% of total PRAM income. Fees and donations from

overseas made up about 33.7% and 25.8% of revenue respectively.

Recommendations

PHAM should be encouraged .J increase its emphasis on preventive services

and be included in CCCD planning activities.
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Cd) Sustainability (recurrent costs)

The GaM has provided substantial local cost funding. However, it does

not keep separate accounts for eeeD activities which are integrated into its

MOH budget. It was not possible, therefore, to determine the amount of

funding pr1vided by the GOM for eeeD activities from its own resources in

FY85. The ProAg states that the GOM over the life of project (LOP) will

expend no less than US $4,200,000 in local cost financing. Budgetary

constraints make it unlikely that the government will be able to increase its

level of contribution over the next few years significantly above the es

$400,000 estimated as its first year's contribution.

Despite the severe economic constraints of the government, it is very

important for the GaM to work out suitable auto-financing arrangements as

there are already precedents for payment of medicine and clinical services;

many families purchase chloroquine in ~he open market; mothers and children

using the p~~ hospitals are asked to pay a fee for services; some government

hospitals have a special waiting line which provides priority services, and

charges a modest fee for this privilege. A modest fee for vaccination cards,

vaccinations aRT, and prenatal visits might well cover the out of pocket costs.

Recommendation

The GOM should be asked to keep a separate account or identify within

existing accounting system the amount it spends on the GeeD program. The GO~I

should start now to develop a time phased program of self-help for its CCCD

programs which will ultimately assure sufficient income to cover the local

costs of its eeeD activities. Technical assistance should be provided to help

in this effort.
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(e) Training

Since the signing of the Project Agreement in June 1984, 2381

participants have received 7994 days of training or an average of 3.3 days per

participant Annex II(b).

Most programs were bas~d

were modified to fit the local

on training modules furnished by CDC/WIIO which

situation in Malawi. No senior/executive

management courses were carried out. The national coordinator and CCCD

program managers expressed the need for training in horizontal management

skills such as planning, establishment of ~riorities, m~tching resources to

tasks, establishing time phased action nlans and Luageting. In addition,

absences of key government officials to attend international cQnferences and

training courses tended to slow down the implementation of the CeCD program.

Recommendations

Senior/executive level r.&~ageme,t training should be adapted for Malawia

stressing horizontal :uanagement ~ki~ ~ in planning, setting priorities and

task lists. Donors should try to schedule participant tr3ining in a way that

minimizes the absences of key MOH officials from their jobs.

(f) National constraints

FUPding

Government officials highlighted shortage of funds as their number one

problem. The Malawian Government has been under severe budgetary constraints
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in line with World Bank agreements. Lack of funds in 1983 and 1984 resulted

in significant shortage of gasoline and kerosene which compromised the EPI

program.

Recommendations

In the short-term, donors should continue their support to the GOM for

local costs for such things as gasoline, kerosene, purchase of

refrigeratorsand vehicles. However, the GOM should be asked to give high

priority for planning and implementing a self-help program. Appropriate

technical assistance by an expert or firm with "hands on" experience in

designing and implementing self-help auto-financing primary health care

systems should be made available.

Management

Management was stressed

constraints to successful

called upon to manage major

medical qualifications, but

skills.

Recommendation

Same as in section (e).

as· a major problem in all discussion about

implementation of the ceeD programs. Officials

programs may have excellent public health or

have had little or no training in management

Manpower

There are severe personnel constraints because of personnel ceilings

linked to GOM budgetary difficulties. The Minister of Health is obliged to

show how he will continue the salary and benefits of anyone hired for CCCD
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activities after foreign assistance is exhausted. The shortages caused by

these constraints were most severe for support personnel such as chauffeurs,

laboratory and refrigerator repair technicians.

The expansion in EPI/MCR activities as a result of the $4.7 million

UNICEF project will require additional personnel to absorb these additional

resources. Relief· might be possible if new positions could be limited to the. .

life of the project.

Recommendation

Those jobs which are project specific and only needed through 1990/1991

should be converted to, or established as non-establishment posts or personal

services contracts with the duration of the appointment or contra~t limited to

the life of project. Such a procedure, should help provi~e adequate Malawian

management staff for the CCCD and UNICEF projects.

5. Congo

A. Overview

The program is well managed, and the TO has excellent relations with the

Congolese National and Deputy National Coordinators for the cceD program.

France, another CDA country, is a full member of the CCCD project and is

contributing roughly 20% of the exernal resources. The TO's relationships

with the French CCCD TO are excellent, and very close liaison exists with the

UNICEF Representative.

The rate of program progress in 1985 accelerated as newly appointed

Congolese staff assl~ed greater responsibility for project direction and
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administration. A new Director for Preventive Health/National Coordinator was

appointed in January as well as new program chiefs for diarrheal diseases and

malaria. An Assistant National Coordinator assumed responsibility for day to

day project activities in mid-year. Thus, earlier problems were resolved

through new staff appointments and further delegation of program

responsibilities.

However, going into 1986 two major problems remained:

(1) Minimal financial support bv the Ministry of Health

No Congolese Government funds were made available to the project in

1984. Minimal funds (31%) were made available in 1985. No funds

for eCCD were included in the 1986 budget. The TO has been working

closely with USAID/Kinshasa and the American Ambassador to the Congo

on ways to resolve lac]( of financial support by the Congolese

Government. On 28 January. 1986 USAID, Kinshasa froze the local fund

account for the project until GOC interest and financial support was

clarified.

(2) Lack of coordination of primary health care activities

There is no centralized Coordinating Committee for eCCD or primary

health care activities within the Ministry of Health in spite of

attempts made by the project

Committee was established by a

committee has yet to meet.

staff. Although a PHC Coordinating

ministerial note in October, this
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Recommendations

The USAID/Kinshasa freeze on the release of local funds should be

continued until the Congolese Government makes a reasonable contribution to

its share of the costs of the CCCD program.

Strong encouragement should be given to the Minister of Health by USAID,

and by the US Ambassador to convene the PHC Coordination Committee and to

expand its mandate to include coordination of the CCCD activities.

6. Ivory Coast

There was no evaluation requested for the Ivory Coast bilateral program

since it had not yet finished its first year of operation. However, informal

discussions were held with the cceD TO and his REDSO back stop which are given

in Annex III.

C. CCCD/USAID/Government Relations

TO and FE relationships with the USAID Project Officers ranged from good

to excellent in the four countries visited. TO and FE relationships with

national coordinators were excellent in the cauntries visited as they were

with the UNICEF and WHO representatives. TO's sho~ed considerable ingenuity

and savoir faire in accommodating to frequent changes of key government

personnel and logistic problems.

As USAIDs direct hire staff are reduced, they are looking more to the TOs

and FEs for help with thJ paper work. Knowledge of AID documentation and

procedures shortens USAID response time, and contributes to better working

relationships. TOs and FEs are highly skilled technical personnel who should

! i
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time on substantive matters. However, if sufficient

become more difficult, and the bilateral eeeD program will be hampered.

USAID are very sensitive to establishing adequate

local purchases, government managed local currency

vehicles and gasoline expenditures.

accounting systems for

revolving funds, use of

Recommendations

New TOs should take the one week AID project implementation course at the

earliest opportunity after arrival at post.

If inadequate accounting procedures exist on the host gov~rnment side to

account for local cost financing under the eeeD project, the TO should work

with the USAID and eDe to bring ·in the necessary technical assistance to

resolve the problem.

D. eDC

1. Staffing: eDC Direct Hire and Personal Services Contracts

At the present time about 50% of the ceeD staff overseas is under

Personal Services contract. eDe does have sufficient direct hire (FTE's) to

fill these positions from its staff working in Atlanta, in' States or in other

government agencies. However, eDe FTE personnel ceilings preclude recruiting

more than 50~ of its overseas staff from among its own personnel. While there

may be an occasional need to go outside (e.g. French language c~pabilities or
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a special epidemiological skill), in general it is preferable to fill these

posts with experienced, regular employees, and thus benefit to the fullest

from CDC's institutional backing and many years of experience.

Recommendation

That CDC and AID explore the possibility of obtaining a temporary

life-of-project increase in FTE ceilings of four positions which would reduce

the reliance on outside personal services contract people to about 33%. Those

extensions should be until 1991, assuming the recommended extension of the

CCCD project is approved. Another possibility t¥ould be to utilize ~~IO's

Associate Professional Officer Program.

2. Senior Level Management Training

In all countries visited the National Coordinators and other government

officials cited the need for increased management capabilities as a major

constraint. The original CCCD project paper (based on estimates of training

needs projected by WHO/Geneva) estimated that approximately 800 persons would

need senior level training in EPI and CDD. The project paper envisaged

WHO/AFRO playing a strong role. However the Project Agreement with CDC and

WHO/AFRO was not signed until January 1985 and no major steps were ta~en

during 1985 to provide this training despite its inclusion in the 1985

WHO/AFRO/CCCD work plan.

CDC could start by subcontracting with a management training firm skilled

in senior management training to develop and field test training materials.

The subcontractor, under CDC direction, would work closely with WHO/AFRO in

developing these training programs with a view to joint approval and
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sponsorship of the final product. WHO/AFRO would coordinate the use of these

training modules throughout the region once the training programs were

written, approved and field tested.

While it would roe up to the management firm working with CDC/WHO/AFRO to

develop the most effective approach, the course might be divided into two

major modules: ..

(a) A course for managers at regional and national levels having

important coordination and policy making responsibilities at their

respective organizational levels; and

(b) A course for officers at district level having responsibilities

involving nurses, health workers, mobile health teams, vehicles,

medical supplies, equipment and a variety of inpatient/outpatient

services.

Reconunendation

(a) WHO/AFRO and CDC should agree within the next six months on a general

approach to senior management training stressing horizontal management

skills.

(b; CDC should obtain the services of an experienced "management- expert with

experience in the health field to prepare a scope of work for a

subcontract with a management training firm to work with CDC and WHO/AFRO

in developing and testing training programs, materials, seminars and

course material.
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(Cl Once this scope of work has been developed and agreed by CDC and

WHO/AFRO, a subcontract should be signed with a qualified management

training firm to provide these services.

Cd) Given the past delays that have occurred in this important element of the

CCCD project, the team recommends that CDC take the initiative in close

cooperation with WHO/AFRO to obtain the necessary skills and services

needed to make senior management training an operational reality.

3. CCCD/HEALTHCOM/PRITECH Relationships

The team reviewed the relationships of CDC with two other AID

contractors, HEALTI~OM and PRITECH working in CCCD bilateral countries in

those cases where HEALTHCOM will supply the health education advisor and/or

PRlTECH supply the CDD/ORT advisor.

There appeared to be no established procedures setting forth how AID and

the three contractors should work together in countries with CCCD bilateral

programs for which CDC is responsible. In Malawi, working arrangements were

clarified by a Project Implementation letter (PIL) from USAID to the CCCD TO

for Malawi spelling out the organizational relationships. In this PIL the CDC

TO's position in overall charge of the CCCD project was reaffirmed with the

health education advisor supplied by HEALTHCOM reporting to the TO on

administrative and project management matters. On technical matters the

health education advisor was re~ponsible to h~s home office. This instruct.ion

assured overall coordination of the different components which make up the

ceCD project.
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Under this new arrangement described above it is assumed that the roles

of the CDC health education advisor and the CDC Director for the CDD/ORT

program (in cases where PRITECH is involved) in Atlanta ~"ould change wi th the

nrnph<lsis moving from operational backstopping to policy consi.derations and

general oversight of the country's health education and CDD/QRT program. In

those countries with ceCD bilateral programs where HEALTHCOM and/or PRITECH

will not supply full time resident personnel, CDC would function as before
, .

with the CDC health education advisor, and CDC Director for the CDD/ORT

program responsible for necessary program development and backstopping.

AID/W, CDC. fffiALTHCOM and PRITECH procedures for working together in the

US are less clear. 'ielegram clearances vary according to workload of

individual officers and travel schedules; distribution of t~legrams, memos

and letters is spotty. While there appears to be a fairly high degree of

und~rstanding among the principal officerd in the different contract

organizations, these ad hoc arrangements should be fonmalized on paper. Once

this is done, no matter what changes in personnel occur, the correct operating

procedure will be known to all.

Reconunendations

AID/W should spell out in writing the operating principles to be used by

AID/W, USAIDs, CDC, HEALTHCOM and PRITECH in the US 'and in those countries

which have ceeD bilateral programs. Such things, as basic clearance

procedures to assure full coordination should be set forth so there IS no

doubt about how to proceed among the participants.
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The write-up should reiterate that the CDC TO in each CCCD bilateral

country is responsible for the overall administration and management of the

pro~ramt with FlliALTHCOM or PRITECH furnished personnel operating under the

TO's general guidance. The possibility of using PILs issued by the USAID to

the TO should be considered as a useful mechanism to set forth the operating

relationships between the host government, CDC, HEALTHCOM and/or PRITECH.

CDC/Atlanta should adjust its internal operating procedures, and spell

out headquarters staff responsibilities to reflect the new emphasis In

backstopping responsibilities in countries where HEALTHCOM and PRlTECH will be

su~plying resident experts.

4. CDC Staff Relations and the Annual Staff Meeting

Prior to the 1986 CCCD Consultativ3 Meeting CDC held a two to three day

staff meeting with its 12 TOs, 4 FEs °and the Brazzaville CCCD Liaison Officer

with WHO/AFRO. This rueeting is an important element In effective management

of the cceD program. The complex social/technical/ econumic issues involved

in the various programs add to the significance of the ar- oual staff meeting.

Presentations made at th~ Staff Meeting by the TOs on their respective

bilateral programs were str~ctured and emphasized accomplishments and

problems. IHPO staff presentat~ons, dealt with problems, and new 0 initiatives

in the major program priority areas (EPI, CDD, HIS; Operational Research,

Health Education, Malar;.a, etc.). Exchanges were frank and lively.



- 46

Conclusions

CDC is managing its staff well and is doing a good job of replacing those

finishing their terms of duty. Staff relations appear excellent with open

dialogue. Current staff is adequate for the existing programs. However, if

additional countries are added additional personnel may well be required in

order to properly service and backstop the new programs.

E. Evaluations

The Third Annual CCCD Evaluation r~commended changes in evaluation of

ceCD projects. This Evaluation ~eam endorses a decrease (indicated below) in

the number and extent of evaluations.

Recommendations

Bilateral programs should undergo two external reviews, one at two years

and a second three months before ·the end of the project. The health

information systems data, annual work plans, annual meeting and monthly

·reports should suffice to keep AID/Washington and IHPO informed as to progress

in CCCD projects. Of course, if projects are having difficulties or request

assistance, evaluations and/or consultancies could be arranged using CDC and

USAID scaff. Regional programs should be reviewed biannually as well and for

the sake of efficiency, the biannual country reviews should be arranged

sequentially.

Country reviews s:lfuld be reevaluated, shortened and coordinated wit~

other reviews. Documents should be reviewed in the U.S. prior to arrival in

the country. In programs wfiich are progressing well an evaluation taking to

7 working days should suffice. Longer or more detailed evaluations may be
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necessary in larger programs or those which are having problems. Evaluation

reports need to be shortened, standardized and more focused. The availability

of microcomputers in all the bilaterals should facilitate implementation of

this recommendation.

o

/
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V. OPERATIONAL RESEARCH

~. General Comments

The CCCD project has included several categories of operational research

activities:

(i) intercountry research studies done by African researr.hers designed

to answer operational problems and develop African research

capabilities;

(ii) FE directed research;

(iii) collaborative research protocols with other research groups such as

CDC/Atlanta; and

(iv) bilateral project problem solving.

The intercountry research activi~ies in West and East Africa have evolved

in very different ways. The West African regional operational research has

not generated many grants whereas the East African program has progressed so

swiftly as to create unacceptable time demands on the FE.

regional activities will be discussed separately.

Hence these

A few general comments which do not fit readily under East or West
. .

African operational research activities but have general applicability include:

(a) Publication of research data

It is important that operational research data be published. T~

assist in this process it would be useful to invite one or more

\ .
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medical journals to annual consultative

meetings. Tp~ editor would hear resear~h presentations and could

offer advice as to the type of material being sought by his

journal. If at all possible, research results should be summarized

in the proposed WHO/AFRO Epidemiological Bulletin and sent to

~~O/Geneva for publication in the Weekly Epidemiological Record.

(b) Research priorities

A clearer statement of research priorities is needed from African

program managers. The Evaluation Team suggests that eeeD use the

annual consultative meeting as a forum to discuss research

priorities. A nominal group exercise with program managers could

identify research goals common to several countries such that

collaborative studies could be undertaken.

The Evaluation and Research Division of IfWO has prepared a list of

operational research priorities (March 1986) and responsibilities.

The Evaluation Team reviewed this list and agrees that the topics

chosen for emphasis have great relevance to CCCD and would only

suggest that studies on sterilization procedures and vaccination

techniques be made a top priority.

(c) Publication of scholarly work by Field Epidemiologists

All FEs are expected to conduct research projects. It is important

that these projects be published whenever appropriate.
, I

Some

research activities by CCCD FEs may not be suitable, because of

length or subject matter, for publication in standard journals. The

Evaluation Team recommends that IHPO consider publishing some of

these studies as monographs*.

-:te-'The Health Information System~ work by Dr William
example of a body of work which might be best published as a
the AID/CDC/CCeD label.

Taylor is a good
monograph under



- 50

B. West Africa Regional Operational Research

The Evaluation Team reviewed funded and unfunded grants at the Regional

CCCD Office in Abidjan. Meetings were also held with the two funded Ivory

Coast investigators, Dr Connie Davis, Field Epidemiologist, and HEDSO/Abidjan

personnel.

The regional operational research program has not progressed well in West

Africa. In March 1985, the West African Research Review Committee had its

first meeting and reviewed 12 grants of which

problems were identified.

four were approved. Several

(1) Paucity of research grants. Despite widespread dissemination of

information pertaining to ceCD operational researc~, few grant

applications have been received. One reason cited was the lack of

training of potential African investigators in research methodology.

Insufficient FE time to help Africans develop

particularly in non-bilaceral countries.

research projects,.

(3) Lack of a plan to institutionalize the operational research

component of CCCD. Under the ~urrent agreement, the regional and

bilateral research programs end with the termination of the CCCD

project.

The Strengthening of Health Delivery Services (SHDS) project is a

regional AID sponsored project which has had the· training of African

researchers as one of its goals. To this end, SHDS has prepared training

material and has given several courses on the preparation of research projects

(Health Services Research Course: How to develop proposals and design

research to solve priority health problems, WHO/AFRO, SIIDS, 1983). This
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three-week course is taught in small groups by former course participants and

SHDS epidemiologists. SUDS also developed a small grants "applied reseu_·ch"

component. Participants have been encouraged to submit their grants to

WIrO/AFRO, and awards of up to US$ 10,000 were given to funded grants. Several

research projects have been completed and are in various stages of pr'eparat ion

for publication.

of research

"how

Recommendations

CCCD should conduct training in the preparation

to do it" course using the SHDS material should be

grants. ?c

given in each

bilateral country. Such courses could be contracted or managed in

collaboration with SHDS staff and discussions should be held with SHDS staff

to see how this could be best accomplished.

The operational research component of CCCD should be institutionalized

through WHO/AFRO (see section IV D) and the West African Research Review

Committee should be dissolved.

C. East Africa Operational Research Activities

The regional operational research component for East and Southern Africa

has progressed swiftly. In 1083 a Research Review Committee was established

and 18 grants were awarded in 1983 and 1984. Grant applications have come

predominantly from non-bilateral countries; of the first 41 proposals

submitt~d in 1984, 30 came from non-bilaterals.

Two external consultants, Dr Frank Polk from Johns Hopkins School of

Hygiene and Public Health and Dr James Chin from the University of California,
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Berkeley, reviewed the East and Southern African operational research

portfolio in 1985. Both evaluations lauded Dr David Heymann's industry in

getting the operational research component of CCCD started, but felt that

there were significant problems:

I • ), 1

( .. \
11,

variability in quality of research protocols;

inadequate supervision of research protocols by th~ FE;

(iii) inadequate administrative support for regional operational research

protocols;

(iv) delay in funding of projects; and

(v) no plans to institutionalize CCCD operational research activities.

The Evaluation Team agreed with most of the observations and suggestions

proposed by Drs. Chin and Polk. However, the team felt that the quality of

the research projects was less of a problem as the operational research

component of CCCD was designed to encourage the development of research skills

by African investigators and it seemed understandable that early proposals

vary in quality.

Reconwendations

~egotiations should begin with WHO/AFRO to institutional~ze the CCCD East

and Southern Africa operational research activities in Brazzaville (see

section IV D). An evaluation of the need for trainin~ courses for potential

medical investigators should be conducted in bilateral ~ountries.

\ !,'
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functioning Research

and is under the

Development Committee which meets

direction of Dr A. Tekle. The health

research program is aimed specifically at funding research grants which focus

on strategies to attain the goal of "Heal th for All by the Year 2000". Thus

the mission is entirely in keeping with CCCD operational research activities.

Dr Tekle has attended two CCCD East African Research Review Committee

meetings and was very familiar with CCCD sponsored research activities. He

expressed interest in the concept that WHO/AFRO's Research Development

Committee become the reviewing mechanism for CCCD operational research

activities. Un:~er such a system CCCD bilateral operational research projects

would be forwarded to the WHO/AFRO Research Development Committ~e where grants

would be screened and evaluated. Assistance in preparation of grants from

ceCD bilaterals would continue to be the responsibility of FEs who would also

assist in data analysis as necessary.

Recommendation

The Evaluation Team recommends that WHO/AFRO become the reviewing body

and secretariat for CCCD operational research projects. The presence of a

CCCD Liaison Officer at WHO/AFRO is particularly advantageous to such an

arrangement. AID should be prepared to review a proposal on this matter from

WHO/AFRO. Specific details on the review process could' then be worked out

between AID, CDC and WHO/AFRO.

The Evaluation Team recommends that all bilateral operational research

grants be reviewed through WHO/AFRO. Currently each bilateral program has
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operational research funds which are awarded after local review and submission

to IHPO for Internal Review Board (IRB) approval when necessary. The

Evaluation Team feels that local review has the potential for a conflict of

interest. The Evaluation Team does not wish to decrease flexibility of

operational research funds and would propose that KAP projects requiring less

than $5,000 be exempted from the proposed WHO/AFRO review. However, any

research project involving a therapeutic intervention or the collection of

clinical material should go through outside review at WHO/AFRO and IRB

clearance at CDC/Atlanta. IHPO staff should explore the possibility that

WHO/AFRO Research Development Committee functjon as the IRB for ceeD

operational research projects.

The Evaluation Team also recommends that support for operational research

activities in nonbilaterals not be completely discontinued. While a renewed

focus on bilateral operational research activities is . appropriate, the

regional operational research activities in nonbilateral countries have been

well received in East and Southern Africa. These funds have been 'Very helpful

in funding young and established investigators. If WHO/AFRO agrees to serve

as a reviewing body for eCCD operational research proposals, it would seem

perfectly appropriate for funds to be also set aside for cceD grant proposals
/

from nonbilaterals. In such circumstances advice in grant preparation and

assistance in data analysis would have to be the responsibility of WHO/AFRO

epidemiologists.
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VI. HEALTH EDUCATION

A. General Comments

Each of the bilaterals faces unique health education problems, depending

on the priorities of each CCCD project, the strength of the counterpart health

education/training/materials development organization, and the skills and

interests of the field staff. There are, however, certain generally accepted

approaches to the health education that can address the peculiar challenges

faced by each project.

(i) Reliable formative research data should be collected and analyzed at

the outset of each project. The value of collecting this information early on

cannot be underemphasized as it plays a very important role in later decisions

about policy, strategy and evaluation indicators.

(ii) A health education/communication strategy must be developed based on

the informational needs and behavior of each target group ~ ..lothers, health

workers, doctors, etc.). The format~ve research will provide the data base

from which strategy decisions are made.

(iii) Materials should be developed with specific pu~poses in mind that

support th? education/communication strategy. These materials must be

pretested extensively with the target audience, then revised according to

pretest results. Only after this process has been undergone should m~rials

be produced and distributed.
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(iv) Finally, health education evaluation indicators that will guide the

phasing and mid-course corrections of the strategy must be developed early in

the planning stage according to the agreed-upon behavior goals. The

information that will then be provided by mid-point monitoring will increase

the effectiveness of the health education component.

For a variety of reasons,. these steps are not being followed ~n most of

the CCCD projects. Many of the observations and recommendations of this

evaluation will focus on ways to integrate formative research, strategy,

materials development and monitoring into the CCCD bilateral projects.

1. Formative research

Formative research encompasses the collection of data that are used to

determine policy, strategy and objectives, not only for health education, but

for training as well. Techniques that are used are largely qualitative, and

include observationa] studies, focus groups, behavioral trials, perceptual

measurements, opeL-ended interviews and simple market surveys. Formative

research is quick and inexpensive, and is the single most important component

of program strategy and health education planning. This research should not

be confused with baseline, MUHs or 'P' surveys; rather, it complements those

quantitative methods as well as operational research. Its effectiveness

depends on collecting pertinent data quickly, then using the information to

shape" the program accordingly. With a few notable exceptions, formative

research has been severely ne~lected to date throughout eeeD.
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RecoDUJlendations

Formative research studies of 4-8 weeks duration must be conducted before

public education strategies are undertaken in each of the bilateral

countries. Because the information that will be collected depends on the

individual bilateral program, health status of the population and cultural

situction, it is not appropriate to develop a single generic protocol that can

be used in all CCCD countries. However, when there are cultllral and program

similarities, some of the protocols may be appropriate for sharing and local

adaptation. Because timeliness is an essential - ingredient, technical

assistance in protocol development and initial implementation should be made

available to TOs as soon as possible.

2. Strategy

Coherent communication strategies are vital to the success of health

education programs. They consist of behavior-based specific messages designed

to inform or persuade specific target audience with the intentiun of producing
•

specific effects. This approach requires a behavior analysis, segmentation of

audience, definition of messages and selection of channels for the messages

(including print, face-to-face and radio). When the strategy is developed,

behavioral goals and their accompanying monitoring indicators are also set.

While CCCDs TOs are for the most part aware of the need for more

systematic health education goals and strategies, they have not had access to

sufficient formative data to properly design them. Health edtlCat ion

counterparts may have been exposed to this approach, but they are also

constrained by the lack of formative data.
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counterparts

from healthinformation informationcommunication strategies. Selected

systems, operational research and

strategy development.

to

be

develop

should

to

contributealso

assistance

may

technical

projects

education

data,

other

healthand

formative

Recommendation

After having collected

a·railable to TOsmade

3. Materia~s Development

Despite a growing awareness of the need for more p~ofessional materials

development techniques, essential steps are being left out of the process.

Pretesting messages with target groups, specification of target groups and

definition of clear messages need to be done.

counterparts.

specific message

When available,

target

pre-testing procedures.

for health education

institutionalize

Recommendation

Greater effort must be made to

development and thorough audience

training workshops are recommended

Technical assistance should also be made available, especially when mass media

are part of the communication strategy.

4. Social Marketing

A need has been expressed in several bilateral pr~grams for social

marketing programs to create a demand for immunization or ORS.

Recommendation

Social marketing may be a good approach to solve specific·problems in

bilateral countries. The techniques previously presented could lay the
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appropriate ground work for social marketing campaigns. When this approach is

used, additional assistance in designing appropriate mass media and publicity

materials should be provided.

5. Monitoring

Questions continue to arise about the indicators that can be used to

evaluate the success of the project. In health education, indicators are not

always obvious, but progress can be quantified. Nonetheless, the key to

monitoring and evaluation in health education is to have specific

research-based goals from which to develop indicators.

Recommendation

Develop simple means to track communication strategy progress in

conjunction with health information systems data collection both on in order

to make mid-course corrections and to evaluate eventual impact. Some examples

of such indicators are knowledge of correct chloroquine dose for fever,

correct use of ORS (quantity and quality) and DPTl/DPT3 drop out rates.

6. T~~ining

Good pro~ress has been made in training health workers through the

development of a training module and funding for workshop participants. The

proposed training course at University of Ibadan is also .seen as a positive

step toward the professionalization of health education.

Recommendation

Continue planned training activities for health educators.

training materials are also needed.

More French

! I. !
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7. Mass Media and Promotional Activities

The Evaluation Team gener&lly agrees with the definitioIJ of health

education goals set forth by the eDe health education specialist, as well as

the work plans drawn up in bilateral countries through her efforts. There

are, however, certain problems with the scheduled implementation of these

activities, such that the contribution of health education has not been well

integrated to eeeD goals.

The Evaluation Team is concerned that, because of the priority initially

given to training activities, the promotional and public education potential

of health education/communication has not been tapped. Training is an

important part of institutionalizing the project and has been commendably and

conscientiously carried out in the bilaterals; however, it is an exercise

that must be complemented by simultaneous materials development and

communication activities. Until now there seems to have been a willingness to

neglect materials development until and after training is finished, without

realizing that a good communication program takes at least a year to develop,

with another six months to a year before its impact will be felt. Thus, if

eeeD does not accelerate its approach to health education no real health

education effects will be seen for the next 2-3 years.

Recommendation

If the individual eeeD bilaterals expect to attain significant gains in

public education, mobilization and behavior change in the next 2-4 years,

health education/communication activities will have to be undertaken. In many

cases, this will mean integrating use of mass media into project strategies.
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This recommendation should not be construed to mean that unsystematic

materials development should be encouraged to hurriedly address the problem

in those bilaterals that have existed the longest time; it does mean that

those bilaterals are most vulnerable to the program stagnation that can result

from insufficient public education. As such, the Evaluation Team recommends

immediate short-term technical assistance to those countries in the areas of

formative research and subsequent health education/communication strategy

before further materials development takes place. Skills required for

different types of technical assistance are presented in Annex I.

8. Technical Assistance

Field staff understand that health education/comnrunication support is

necessary. TOs however, do not, for the most part, have the requisite skills

or training to judge the professional quality of materials development in

their individual projects, nor do they have the time to adequately supervise

extensive health education or materials development activities.

Recommendations

In keeping with the continued professionalization of the health

education/communication component, we recommend the increased use of 5hort and

long-terms technical assistance in this field. Consultants should -provide

assistance to a specific country over an extended period of time.

B. Bilateral Projects

i I
- { -
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1. Togo

(a) Peace Corps/SNES

Togo's CCCD Health Education component, which had been stalled for

several years, seems now to be making good progress. Two Peace Corps

specidl1st volunteers (PCVs) were assigned to the central health education

unit (SNES) in September, 1985, under a PASA between USAID Washington and the

Peace Corps; since that time they have worked with SNES staff. The PCVs have

introduced a fresh perspective to materials development that will be crucial

to CCCD's reaching its goals. The materials development process is s~en to be

particularly important in order to legitimize and create a demand for ORS. It

is equally important in order to increase the number of fully immunized

children, both by attracting mothers of unprotected children to clinics and by

sensitizing defaulters to the need for a full series of immunizations.

Recommendations

CCCD's support of SNES constit'ltes the only health education activity in

the project. As such, we recommend continuing this relationship.

(b) Training

The most striking accomplishments of the past six months have been in the

training arena. A great deal of effort has been put into.the development of

appropriate training materials and approaches for health. agents who have

direct contact with the public. Training sessions for new~y-appointed health

coordinators, agents anJ tr~inees, which will take place during the next six

months, will provide a regional network of health educators; these regional

workers will in turn become resources for the central unit's activities,

especially in materials development.
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Recommendations

Training activities should continue to be supported and SNES should

receive support in the development of appropriate French language training

materials •

. .

Although the central unit's health educators lack sufficient professional

training, the PCVs have addressed this constraint by providing expertise and

guidance. At this point the SNES central staff have received orientation

lectures, but have not yet begun to produce educational graphic materials.

Reconnnendations

These constraints could be overcom~by stronger support of the unit by

medical personnel both at the field and central levels. The appointment of a

full-time SNES counterpart to the PCVs, who would be able to participate in

field activities, would be especially helpful and important in light o~ the

fact that the PCVs assignment will end in September 1987. A counterpart

should be named before that time in order that the project's health education

activities will be able to continue. Both regional and central staff should

begin to receive hands-on experience in the materials development process.

Cd) Formative resear~h

Earlier evaluations recommended the creation of a central coordInating

committee to develop clear health education strategies. While a committee has



- 64

been named and has met twice, little progress has been made from a health

education standpoint. If well-founded strategy options were introduced for

the committee to consider, the group could work mor~ effectively.

Recommendations

To develop clearer options, formative field research related to health

education must first be conducted. Technical assistance described in the

annex and below should be provided to implement the formative research, which

would clearly define the health education needs of both health center

personnel and the community. In addition, this research should be

acknowledged as a high priority and supported by staff and vehicles to carry

it out.

(e) Technical Assistance

After reviewing the 1 1/2 year plan of the PCVs, which includes training,

graphic materials production and information campaigns, two areas for

technical assistance were identified; the production of publicity materials

and public information campaigns.

Recommendations

In order to meet the needs of the SNES work plan, technical assistance

should be provided to perform at least three specific tasks: (1) assist in

the development and implementation of formative research protocols,

(2) assist in the development of a health education/campaign strategy, and

(3) assist in the social marketing and radio message production aspects of

carrying out the strategy. While formative research, strategy design and

message production could constitute three separate short-term consultancies,
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the assistance would certainly be within the abilities of a single health

communication advisor during a 12-18 month period. The Evaluation Team

recommends that a bilateral program relationship with the HEALTHCOM project be

explored by CDC and USAID Washington.

2. Malawi

Clearance. for a HEALTHCOM resident advisor is anticipated momentarily.

Long range health education plans are being held until the arrival of this

person.

3. ConE{Q

A combination of technical assistance, developmental research and

co~,terparts has created a strong clearly defined health education workplan.

Unfortunately, none of the activities. foreseen in the workplan has yet

·commenced because of the present suspension of funding.

Recommendations

Assuming that the project activities are reinstated immediately, it

appears that the maternal/child health counterpart will be able to proceed

with the workplan, which includes a mobilization campaign for EPI in October.

In that case, technical assistance in mass media production should he provided

in June-July.

Another constraint faced in health education is the laek of

regional-lev~l designated animators or mobilization teams, and the lack of

people to train them. If possible, money should be reallocated to training of
.-.

health education trainers, who would in turn strengthen health center ability

to inform and communicate with the target audiences.
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C. CDC

TOs have relied on visit3 from the Health Education Specialist based in

Atlanta to coordinate the health education component of their projects. ~lith

the exception of a few short-term consultants, national counterpart~, and some

peace corps support, most of the bilaterals are without other health education

design resources. As the number of bilaterals has increased to 12, this

system has become impractical.

Recommendations

The focus of health education guid&~ce from Atlanta should be shifted to

strengthening the projects through orientation of TOs, evaluation of health

education in initial country assessments, continued development of trainin~

strategies, and management of short-term technic~r assistance as requestad by

each ~ilateral project. Health educationicommunication consultants should be

"assiglled" to bilateral projects, t;>roviding short-term assistance over an

extended period of time. The Evaluation Team recommends that CDC and USAID

explore the possibility of expanding ceCD collaboration with the HEALTHCOM

project to provide long-term communication assistance in several more

bilaterals.
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VII. HEALTH INFORMATION SYSTEMS

A. WHO/AFRO

The USAID/\~O/AFRO agreement included a health

component with a general emphasis on:

information systems

( . \
IJ strengthening nat.ional epidemiological servicesj

(ii) development of countrf specific indicators which could be used to

track progress towards the goal of HFA/2000j-

(iii) facilitate analysis and dissemination of this information to other

countries.

Priority was to be given to the diseases mo~t relevant to CCCD activities.

To this end Cameroon, Mali, Togo and Zimbabwe were visited"during 1985 by

a team of two WHO consultants who were to assess existing managerial

mechanisms and were to identify areas for implementing a unified managerial

process (Managerial Process for National Health Development). A WHO short

term consultant has also reviewed epidemiological data at AFRO, OCEAC, OCCGE

and the three WHO/AFRO Subregional Offices. The report is in draft form and

was not available for review by the Evaluation Team.

The Evaluation Team reviewed these country reports and had difficulty

wi th the proposed r('f';ommendatings which were so general as to make their

implementation difficult.
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The p~oposed WHO/AFRO Epidemiological Bulletin has not yet begun

publication. Unavoidable but nonetheless ~egrettable delays have occurred

because of scheduling conflicts with consultants. This project is an

important one for both lVHO/AFRO and CCCD Slnce country specific health

information systems data are now becoming available that should be published

and disseminated.

RecoIlUDendation

The team is concerned about the health information systems component of

the USAID/WHO/AFRO Grant Agreement. The goals and proposed workplan are

imp~ecise and should be defined much more concretely. As stipulated in the

Grant Agreement mo~e attention needs to be given to CCCD activities.

Publication of the Epidemiological Bulletin should be a major priority

fo~ this year.

B. Bilateral projects

1. Togo

(a) Process and outcome indicators

Togo has a well-functioning surveillance system whicp relies on monthly

reports prepared by health center nurses. Over 90% of these reports are

received at the Statistical Unit in Lome. These reports are forwarded to the

Medecin Chef de P~efectu~e, and afte~ ~eview, are forwarded to the Ministry of

Health and from ther~ to the Statistics Office. The major bottleneck is at

the Statistics Office. Nonetheless, relevant data have been manually

abstracted there by CCCD personnel and used for HIS reports.

\
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The surveiJlance system has been reviewed in detail by two eeeD

consultants who concluded that the data generated by the system were

accurate. Consequently, cceD in Togo has been able to national

surveillance data as outcome indicators of intervention strategies. These

data have shown a generalized decrease in measles cases and diarrheal

illnesses. Poliomyelitis data are obtained from a national rehabilitation

center in Lome and show a definite drop in new cases. There is no feedback

system because of the delay in processing information at the statistics Office.

Plans have been made to funnel surveillance data which are of particular

importance to CCCD directly to the Epidemiology Office where they would be

entered on an IBM/PC/X~ computer. Such a system would generate quarterly

reports and would be the basis of a feedback loop to the Medecins Chef and

their nurses.

Recommendation

The Evaluation Team strongly encourages that this initiative be continued

and that computer support and training be provided to the Epidemiology and

Statistics Offices

future.

(b) Special studies

as such support now will
/

pay handsome dividends in the

A time-consuming but important study of under-five mortality was done 1n

the Plateaux Region in November 1984. This effort was part of a eCCD project

I . .'
I
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to develop accurate and feasible methods to measure under-five mortality.

This effort is particularly relevant to the CCCD project because of its major

goal of lowering under-five mortality.

Results of the 1984 study were controvertial, with major differences in

infant mortality rates as measured directly (33 per 1000) when compared to

indirect estimates (95 per 1000). Because the directly measured mortality

seemed inappropriately low, it was decided to conduct a reliability survey one

year later in six of the original 30 clusters. One important difference was

that the reliability survey used complete pregnancy histories rather than the

truncated birth history used in the first survey. Results of the verification

study were clear; infant mortality rates in the resurvey using direct and

indirect measures were at about 100 per 1000. A careful comparison of data

from both surveys suggested that omitted deaths, particularly during the first

two weeks ofo life, accounted for the discrepancy between the two studies.

The issue of what process indicators will be used to determine tnat the

program has been successful enough to warrant the remeasuring of under-five

mortality bas not yet been resolved. The revalidation study gave the

following age-at-death data:
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1978-1985 MORTALITY BY AGE (REVALIDATION STUDY)

Age 0-7d

41

8-15d lSd-12m 1-5y over 5y Total

Number 30

23

31.5

11

8.5

43

33

44

34

2

1.5

130

eeeD impact on mortality would be most dramatic for infants above eight

weeks, assuming that most DPTl innoculations are giv~n after six weeks. ~eeD

could have an impact on under-15 day mortality in cases where tetanus

neonatorum is a major problem, and where active chloroquine prophylaxis

program for pregnant women is initiated. In any case, the disease-specific

measures against measles, oral rehydration, and presumptive therapy of febrile

episodes with chloroquine are likely to more dramatically affect mortality
",-

after-three months of age.

Vaccination coverage in the mortality study area showed that about one

quarter of children had rece~ved measles J~ccine and that about 9% of children

were completely vaccinated. In addition, only l~ of diarrheal episodes were

treated with oral rehydration salts. Given these data, certain process

indicators need to be chosen so that when these indicators have been reached,

a cohort can be identified -'for the repeat mortality survey.



- 72

Because of the rather low coverage rates with measles vaccine and the

non-use of ORS, two process indicators that appear to be reasonable would be:

(1) 75% under-one coverage with measles vaccine and

(2) 75~ of all diarrheal episodes in children under five years treated

with ORS.

Doing cause-specific mortality data from the Maritine Province one might

expect that the above indices in the Plateaux Region would result in at least

a 22% decrease in mortality. Thus, it would seem appropriate for CCCD to

specifically target the survey area to reach these objectives. As soon as

these coverage objectives have been attained, the post-intervention mortality

study can be said to have begun. As long as the process indicators, as

measured on a yearly basis, are maintained, the study could continue. After

three 'or four years have elapsed, the repeat mortality study can be

conducted. If the interventions have resulted in a greater than 25% reduction

in mortality, it should be me~~urable.

Recommendation

The Evaluation Team favors continuation of the mortality stuqy; if the

study is continued the presence of a TO will be 'necessary in Togo.

2. MALAWI

Disease surveillance activities in ~alawi currently include hand tallies

of monthly reports from clinics and hospitals. Out-patient and under-five

clinic MCR data are fonvarded to djstrict, regional and central levels.
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Hospital discharge data are forwarded from district and mission hospitals to

the ~egional office and from there to the Statistics Section of the Ministry

0f Health. The data collection system is partially computerized and the

Statistics Office has finished analysis of 1984 data.

A comprehensive analysis of the eeeD Health Information System (HIS) was

completed in 1985. The review consisted of a listing of (1) all .forms used in

the Health Information System, (2) data that were necessary for the HIS

component of eeeD, and (3) an evaluation of the flow of information from the

periphery to the central level. The review found major strengths and

weaknesses. On the positive side, about 90% of all reports that were expected

to be received had arrived. On the negative side, some forms were redundant

while others could be simplified.

eeeD staff felt that the surveillance system provided insufficient data

on certain indicators important to the eeeD project. Furthermore, it was felt
•

that demands for new data collection were not appropriate for all 406 Health

Centers. Twelve Health Centers were selected as sentinel surveillance sites

on the basis 0: geographic distribution and past history of completeness in

reporting. Special reporting forms were developed for these centers and

health center staff were trained to use these forms in January 1986. The

expan~ed forms contain more detailed information on knowledge, attitudes and

practices as they relate to ORT and fever treatment.

Werking with the statistics section at the Ministry of Health, an

inventory of data processing capability was done. It was felt that four

IBM/PC/XT computers were needed to insure that health center and hospital data
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could be processed. The computers should arrive by 1 May 1986, and a computer

expert is on site to train statistic~ personnel in data entry, retrieval and

analysis.

A checklist emphasizing CCCD activities for regional supervisors has been

developed. Inforreation form this checklist will be computerized so that an

accurate record of supervisory visits can be maintained. These checklists

contain information on cold chain, vaccine stocks, immunization techniques and

supplies of chloroquine and ons.

Recommendation

The disease surveillance system in Malawi has promise and th.~ modest

investments in equipment a~ld training required to improve the flow of.

information have high likelihcod of paying future dividends.

C. IHPO

1. MIS

A new CCCD Management Information System was introduced in 1985. These

changes were made after the 1985 internal evaluation and stressed graphic

presentations of program data, simplification and reduction in the number of

tables and reduction of the frequency of reporting to once a year. Menu

driven data base and graphics software were furnished to TOs and for the most

part the bilateral country summaries at the 1986 Consultative Meeting used

this new fonnat.

The Evaluation Team was very impressed with the quality and completeness

of the data presented. The data chosen for presentation were relevant-~nd
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clearly identified problem areas when they were present. The Evaluation Team

feels that the entire MIS system should be published and that country

summaries should be distributed to WHO/AFRO.

.,... Mortality studies

An excellent review of the mortality and validation studies was prepared

by· Dr Douglas Ewhahk from the Population .Studies Center, University of

Pennsylvania. . He recommended that a follow-up survey 1n Liveria be given the

highest priorit.y. While it is true that the ini~ial mortality level in

Lib~ria was high and therefore offered the greatest chance of finding a

significant change if the program was successful the Evaluation Team does not

feel that the CCCD program in Liberia has the capacity to achieve targets that

are high enough to make a resurvey appropriate in a reasonable amount of time.

The mortality studies that have been done in Zaire are extremely

important since a control group was included in the initial survey. In

addition mortality in the 6 to 59 month age group was twice as high as that

measured in Togo. Since the age group from 6 to 59 months is most likely to

be positively affected by a well functioning CCCD program with h1gh coverage

rates with vaccine ORT and chloroquine therapy there are ovious advantages to

emphasizing improved CCCD activities in the study area so that the cohort of

children to be restudied can be begun.

Recommendation

Indicators should be developed and mortality studies should be continued.

The Ivory Coast is just initiating its CCCD activities. Baseline data show

very low vaccination coverage and almost no ORT use. Because of the potenti~l
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for growth of the CCCD program in the Ivory Coast serious consideration should

be given to doing a mortality survey there. A national census is planned for

later this year and data from the census could serve as a mortality baseline.

The Evaluation Team supports a more extensive collaboration between U.S.

Bureau of the Census and the CDC.

-',
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ANNEX I

Health Education Technical Assistance

The first task would require skills in conducting qualitative and

quantitative social marketing research, including focus group interviews,

in-depth interviews, mixing trials for ORS, clinical observations, and

service-provider assessments such as a simple market survey. The technical

assistance will develop protocols and train researchers in implementation.

This assistance should require about two months' time.-

The second task, conceptualizing the communication strategj·, will requira

expertise in four areas: defining what behaviors exist and how messages

should be defined to address them (behavior analysis); dividing up the target

population by group characteristics relative to messages and target behaviors

(audience segmentation); choosing the appropriate medium and amount of

exposure for each message (media mix); and developing indicators that will

guide mid-point revisions of the strategy (monitoring). After having

completed the behavior analysis and defined the possible messages, the advisor

and health education unit will work with CCCD and the coordinating committee

to agree upoa a communication strategy including the prioritization of

messages. The advisor would then assist unit count0.rpa~ts with appropriate

audience segmentation and media mix. Finally, mid-point monitoring and

evaluation indicators must be developed that reflect the behavior goals, in

order to adjust the strategy and redefine mes~ages as necessary one ye~ after

the beginning of the campaign. This assistance, which should be scheduled 1-2

months after the formative research takes place, an~ will require about 6-8

weeks' time.

) -
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Depending on the strategy, media mix and behavior goals that are chosen,

assistance may also be needed in the design and production of publicity

materials and radio spots. This assistance could include a workshop for unit

counterparts shoul~ be scheduled 1-3 months after the completion of the second

task, and will require 3-5 weeks' time. The advisor should also define

monitoring indicators that can be collected at a mid-point evaluation .

•



ANNFX II(s) MALAYI (BILATERAL CCCD PROJECT)
(Sub-obligations and expenditures, 1985/1986)

no-us do118rs)

Input
~tegory

1. upa::ded Programme
on Immuni:!:a t 1on
(EPO

2. -ControTol
Diarrhoeal
D1seases (CDD)

3. Halarial Con~rol

(HAL)

4. Primary Kealth
Care (PIIC)

5. Community Heal th
Science Unit

6. Project
Coordinatio:l
and Management

7. Contingency

Total

Xof Project Agreement
obligated and expanded

USAID
BUateral
Project
Agreement

$311 450

$125 550

$1.. 5 550

$211 675

:0405 675

$48 750

$114 500

tl 423 100

100%

. FY85
Sub
obligations

$163 426

$3613

$7400

$n 200

$75 345

$23 43:'>

$350 420

24.6%

FY86
Sub
obligations

$40 000(l)

$478 211

$20 0000 )

$64 3750'>

$189 400

$5000

$796 985

56%

FYBS + FY86
Subobl1gatlona
(cumulative)

$203 426(2)

5481 824

$27 400(3)

$141 575(4)

$264 745

$23 435

$~OOO

$1 147 405

BO.6%

Balance
availsble for
subobUgatlon8

$HO 880

$25 ~15

$109 500

U75 695

19.4%

FY8S
lspendlture

$12 712

U038

$3038

$1201

$15 358

$26 345

hI 692

4.3%

Estluted
FYa6
expenditure

Assumptions;
All of relllalniD&
FY8S subobllgstlon
($288 728) viII be
expanded and 65% of
FY86 iubobllgstlons
($478 019) will be
ellpended.

$806 768

56.7% (est.)

(1)
(2)
(3)

(4 )

Funding for Academy for Educational Development
US $168 024 moved to Fund ORT program In line 2
US Sl18 150 ~oved to Fund ORT progralD in line l
US $ 70 100 moted to Fund ORT progr~m in line 2

• US
COD.
COD.
COD.

$124 375.

squrce: CCCD Malawi FY8S and FY86 budgets, January 1986, Lilongwe, Halawi.
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ANNEX II(h)

LIFE-·OF-PROJECT TRAINING ACTIVITIES
,-.-.-.--.'" MALAWI

Type of personnel Number of parti- Number of person Average number of
cipants trained days of training days trained

MeH supervisors 123 615
Peace Corps volunteers 18 135
Long-term training 2 360
Survey interviewers 67 390
Statisti~al clerks 15 75
Medical researchers 5 50

230 1625 Av. 7.1 days

Medical officers 9 27
Clinical officers 78 234
Health inspectors 69 207
Registered nurses 236 708
~edica1 ~ssistants 372 1116
En/nurse midwives 849 2547
Health assistants 141 423
Health surveillance
assistants 118 354
Homecraft workers 33 99
Hospital servants 40 120

1945 5835 Av. 3 days

Source: cceD Office, Lilongwe, Malawi, 10 March 1986.
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Type of personnel Number of parti- Number of person Average number of

• cipants trained days of training days trained

Laboratory assistants 9 27
Pharmacy assistants 2 6
Others (that is un-
specified but same as
above) 87 261

98 294 3.0 Av. days

SENTINEL SURVEILLANCE TRAINING

En/nurse midwives
Registered nurse
Medical assistant
Clinical officer

PCV IN-SERVICE

Registered nurse
PCV's

GMO/M~TRON ORIENTATION

2
2
5
3

12

4
7

11

10
10
25
15

60

20
35

55

4.2 Av. days

5.0 Av. days

Medical officer
Matron

Grand total

30 30
55 55

85 ~ 1 Av.

2381 7944 3.3 day~ Av.
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ANNEX III: Ivory Coast

(a) O':erview

The CCCD program is in its ninth month after the signing of the Project

Agreement and the sixth month after the arrival of the TO. The project is off

to a good star-v, with preliminary studies, work plans, government contacts

moving nicely. There are, however, several points of note from a program

manag~~ent stanupoint:

1. An examination by the TO of the existing vehicle fleet assigned to the

ceeD program suggests that if the existing Peugeot 404 pickups could be

repaired and made operational that there would be no need to purchase most of

the 26 vehicles provided for in the ProAg. The TO's Ivorian counterpart

agrees.

Recommenda.tions

The PrnAg should be amended, in agreement with the government, to provide

funds for' repair of the existing vehicle fleet, and provide funds to purchase

spare parts to keep the fleet running for the next several years.

A short term consultant should be obtained to prepare a detailed report

on the maintenance and spare part needs, and a reliable cost estimate.

2. Discussions \iith the UNICEF representative for the Ivory Coast indicate

that the funds available to UNICEF for its entire program in 1986 will be

around $500,000. This reduced amount over earlier estimates means that UNICEF

suppo~t to the CCCD program will sharply reduced. There will be less funds
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for purchase of vaccines, refrigerators and cold boxes, and for follow-up of

the health education activities which is needed to support the demand side of

the combatting of diarrheal diseases. The present ProAg was drafted with

strong support expected from UNICEF in these areas. Savings from a decision

to eliminate or severely reduce purchase of new vehicles could be used to fill

this gap.

Recommendation

-
The :elevant sections of the Project Agreement should be reviewed,

discussed with the government and UNICEF with a view adjusting the financial

support and other services provided under the Project Agreement to cover the

UNICEF shortfall in vital areas.

3. The original project budget of $1.69 million for the Life of Project of

which $880,000 has been fully obligated, may be underestimated by as much as

25% given the change in ehchange rate from 450 CFA = $1.00 in November 1984 to•

r.

340 eFA =$1.00 in March 1986. Since almost 70% of the purchases for goods

and services will be in local or European currencies, there will be a

significant shortfall in funds required to carry out the planned program.

Recommendation

The sharp reduction in the purchasing power of the dollars currently

obligated over the life of the project should be taken into account now in

discussions with the government as detailed plans for prcject implementation

are developed.
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mortality and utilization surveys (MJHS) on target

diseases as planned for in the ProAg will not be done.

Attitudes, and Practices (KAP) surveys will be done.

Recommendation

Instead Knowledge,

The ProAg should be changed to reflect this change in plans.

5. Given the conflicting demands for the Project Development Officers at

REDSO, and the additional workload of a major new bilateral project

supplemental assistance to the REDSO project officer will be required.

Recommendations

It is recommended that REDSO take adv~tage of the offer made under the

regional CCCD project to finance a PSC or local hire for an Assi:stant Project

Development Officer to help REDSO service the program/administrative needs of

the ceCD project.

-'I

'\ -,
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MHSA
GPRC

. USAID/PHO

1. Documentation of expenditures of USt>.ID an6 FAC funds
allocated for local purchases will be transferred from
the technical officer to an ~dequate structure within the
MHSA. This at=tion will help the GPRC to assume full
responsibility for all costs at the end of the project.

2. Additional bookkeeping records will be kept that
classify expenditures to the activity the)! support.

3. The Director of preventive Medicine will establish a
Financial Reporting System that informs each part.ner
of the use of all funds allocated to the program.

DPM
CCCD
USAID/PHO

DPM

C. CATi AC110N
TOlE

COM'LETIO

• uly 1987

~U1Y 1987
I

July 1987

4. The project will implement an auto-financing
system based on user tees.

5. The delivery of ORS and chloroquine ',vil1
integrated into r~e EPI distribution system.
supervision of these activities will be
ccmbined as ruch as possible at the regional

be
The

level.

ccrn
AID/AFR/RA

DPM

July 1987

July 1987

6. Trimestrial supervisory visits to the regions
by technical personnel accanpanied by the CCCD
program manager or coordinator will be made •

DPM July 1987

o
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7. An ORT demonstration and training unit
will be esto\blished in Loubomo and Point-Noire.

8. COC Atlanta will provide a consultant to help
establish a nationally st~~dardized health
information Ryster... The Regional Epidemiologist
in Kinshasa will also assist in this task.

9. A full-time trai~ing coordinator will be
designated to plan, coordinate, and assure the
~plementation of all training activities.

10. Hti!al th Educators will be nominated in EPI, Malaria
and Diarrhea dis~use services, to work on a full
time basis wit;. the CCCD Health Education Coordinator.

11. central Heal th Edu.:ation personnel will be
trained as facilitators for the regional training
efforts.

12. A set of priority activities will De chosen
from the action pl~, and given full financial,
material, and technical support.

MSHA

CDC
MSHA

DPM

MSHA

CCCD
MOi
HE

CCCD
r1:H

r

July 1987

July 1987

July 1987

JUly 1987

July 1987

JUly 1987



CONl'INUIN3 CONCt:RNS*

1. When GPRC funds are made available, USAi.l.) should continue to support CCCD
activities but at a level consistent with the amount of funds. A significal1t
reduction in the contribution by the GPRC risks having the USAID reconsider
its position.

2. Phase II should be delayed until CCCD activitie~ are well established in
the Phase I regions.

3. When and if new vehicles are purchased they should be designated to those
areas oltside of Brazzaville ("here lack of transportation is the binding
constraint to implementation of CCCD activities.

4. To ensure that standardized methods are used to prevent/treat the
childhood diseases covered in CCCD, national policies for EPI~ diarrheal
disease control and malaria should be introdtv:ed natiorrwide.

5. Bearing in mind tlle organigram and the existing structures in the Ministry
of Health and SOCial Affairs, the team recaran::nds that national coordination
of CCCD activities remain with the clrector of Preventive Medicine as called
for in the p:oject Agreement. If the original agreement is modified, the
different participants must ~~ consulted in advance.

6. The CCCD Health Education Coordinator should ~ork closely with the
Training Coordinator to assure the integration of HE into thecregional
training courses.

MISSION COMMENTS

In. June 1986 the GOC requested that the CCCD project commit itself j.n writing
to provide support to the OCtober 1986 Congolese vaccination Campaign.
Ironically this is the kind of activity the CCCD project has been hoping to
support very strongly. HCMever, our input was suspended because the GOC wc\s
not supporting the activity. This request comes at a time when the GOC still
has not deposited its 1986 contribution (promised ciinca January 1986) into the
project account. If and when the GOC prOVides its 1986 contribution, we
believe CCCD should in- concert with UNICEF, FAC, and wr.o support the campaign
to the maximum extent possible.

*Actions without specific implementation dates are lister~ under this heading.
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2 .0 EXECUTIVE SUtOU..RY

In accordahce with the conditions stipulated in the Project Agreement
silne.1 in Hay, 1984 between the Governments of the Peoples Republic of
the C~nlo (GPkC) and the United states of America, a mid-term evaluation
of the Tripartite (i.6. Congo, FAC, AID) Combatting Childhood
Communicable Disease Project (CCCD) HSS conducted from the 14th of April
through the 2nd of Kay lS86.

While the scope of work for this evaluation team waB stated in the
Project Agreement, and in a cable from AID/AFR/RA, it was agreed in a
~eeting 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 Operations
- Health Education
- Training
- Program Monitoring and Evaluation

In order ~~ achieve the project goal of reducing 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
activities, i.e. Immunizations (EPI), Control of Diarrheal Diseases (CDD)
and Malaria.

To ensure the continuation of all activities incluied 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
Aosistance Completion Date (PACD Kay 1988). This means programming
activities that can be reasonably expected to be assumed by the
government, 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 (KHSA) and the other
ministries, political groups, private sectors, international donors and
Private Voluntary Organizations ~re 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 evalumtion team
believes this project is one that merits continued support by the HHSA.

2 '.
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The team was favorably impressed by:

The c~mpetence and enthusiasm of the eeCD personnel;

The increase 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 Gubsequent reduction in the
number of pertussis cases;

The initial efforts to integrate the training, supervision,
logistical functions of all CCCD activities under one CC~D

direction;

The various surveys and special studies that have been completed
to obtain baseline information that will help the development of
this project;

Tqe problems identified during the course of the evaj.uation, which
are outlined in this summary and further delineated in the body of this
rp.port, center around finance, management and super~ision.

FINANCE

The GPRC has from the start of the Project commited less than the
funds called for in the Project Agreement. Due to a reorganizatiQn
within the KHSA at the end of 1984, CCCD activities were delayed until
Karch 1985. Laek of GPRC funding has also slowed the schedule of
activities. In 1984, the GPRC should have allocated 5,257,200 FCFA, but
these funds we~e never made available. In 1985, only 31 percent of GPRC
Project Agreement requirements wer~ 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 tc 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 Karch 1986,
the government announced its intention to reduce spending in the State
budget by 50 percent. The KHSA has been promised 25 percent of it~

original operational budget. Hevertheless, for the project to continue
it is necessary that the GPRC renew its commitment to tb~ 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
Mctivities. :

MANAGEMENT/SUPERVISION

The fact that many of the programmed ccce activities have been only
partially implemented cannot be totally attributed to the lack of funds,
materials 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 activitie~ with and through the other1irectors
of the KHSA. 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 have been less than successful.

While the team was favora~ly impressed by the creation of a National
Primary Health Care Program (PMC) and with the formation of a PMC
Coordinating Committee. they regret the lack of coordination and
collaboration between the PMC 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 complstion of placed activities without supervis\on is
unlikely.



3.0 RECOKKEHDATIOHS

Those recommendations from the first annual review which have not
been implemente~ 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 Government will be able to provide
the financial resources called for in the project agreement;
nevertheless, for the project to continue, it is necessary that tl.~ 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.

* Since the project was slow to atart 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-Hoire and Loubomo. The rural regi~ns of
Brazzaville, Kouilou and Niari have very limited EPI activities
and no malaria or ORT programs.

Action Agents: GPRC, KHSA, USAID

2. Financial Management:

2.1 Since tbe GPRC will assume full responsibility for all costs at the
end of the project, it is reasonable that responsibility for the
~ocu.~ntation of expenditures of USAID and FAC funds allocated for local
purchases SbDuld be transferred from the technical officer to an adequate
structure within the KHSA. USAID should provide assistance on the
necessary .~edures.

Action icents: DPK, CCCD Technical Officer, USAID

2.2 In order to define a scope of work consistent with the reduc~d level
of funding, J]anned activities should be identified as line itecs. To
measure the ectent to which these activities have been completed during
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the course of the year and to obtain guidance for future planning,
additional bookke~ping records should be kept that classify expenditures
to the activity they support.

Action Agents: GPRC, KHSA, 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: DPH
3. Auto-Financing:

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

Significant short term technical assistanc~ through the end of
thr project will be required to examine th~ current 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. Distribution System:

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

When and if new vehi~les are purchased they should be designated to
those areas outside of Brazzaville where lack of transportation is the
binding constraint to implementation of CCCD activities.

Action Agent: DPH

5. Policy:

To ensure 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, traiuing plans
and health education activities cannot be finalized.
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These policies should address the difficulties observed during field
visits, most notably:

* The low measles coverage rate (5~) 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: KHSA, 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 accompanied by the CCCD program manager or
coordinator. It is also recommended to use standardized
supervision forms.

Action 'sents: DPH

7 • Coordination

Bearin& in mind the organi&ram and the existing structures in the
Ministry of Health and Social Affairs, the team recommends that national
coordinatiaa 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, USAIO)
must be co..uted in advance.

Action _ents: MHSA, DPM, DPHC

8. ORT:

Per reE8lD.sndation number six of the 1985 program review report "An
ORT demon~tion and training unit should be quickly established in
order to ~lerate the promotion of ORT throughout the country. This
could be .... for the training of health personnel at the national as
well as t1Ia regional and peripheral levels". Consideration should be
given to ~development of similar demonstration and training units in
Loubomo .. Pointe-Moire.
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Action Agents: KHSA, DPH

9. Health Information:

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

A cOhsultant should be provided by CDC/Atlanta as soon as possible to
assist with the development of this activity.

Action Agents: KHSA, DPH, 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 plan should be
elaborated at this time.

Action Agent: DPH

11. Health Education:

In recognition of the fact that an effective program of health
education is essential to the realization of CCCD project objectives, the
f9110wing measures should be implemented:

Health Educators should be nominated in EPI, Kalaria and
Diarrhea disease services, to work on a full time basis with
the CCCD Health Education Coordinator. Under her supervision
they can receive practical on the job training in health
education techniques and principles, and aid in the e~ecution of
CCCD health education program activities.

!he 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.

Actiao Agents: CCCD, MCH & HE
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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 chosen 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 witb the techniques
(training) and reinforcing educational materials to conduct effective and
uniform health education in direct support of EPI, CDD and Malaria
progr~.

Action Agent: CCCD r HCH



" • 0 EVALUATIOH ImTHOOOLOGY

The basic ~eam consisted of an epidemiologi~t, a health e4ucation
trai~ing specialist and a healtb economist. The team worked in the
People's Republic of· .1e Congo fr~m April 13th throug~}, May 3r4 Mid was
accompanied throughout by a pUblic health advisor from CDC, Atlanta.
Orientation for the mi8s2-on took place in Washington frol1l April 11-12
under the direction of Dr. Joe Davis and Wendy Roseberry. Docum£nts \fere
made available for review (Annex 1).

The first week in the PRC was largely devoted to working meetings
with national officials of the Ministry of Hp.alth ond Soci&l AFf~irs in
Brazzaville. Site visits were also made to sevE!ral health cent,!rs in
Brazzaville including Makelekele (hospital and HCH), Ex-Adventist.e, !iCH,
the General Hospital and Blanche Gomez eaCH) (Annex 2).

~uring the second week the team flew to Pointe Hoire and Loubomo, the
political centers of the Ko~llou and Niari regions. In each region,
meetings Mere held with regional officials of the HHSA, and sit(~ visits
were made to health centers. In Pointe Ho~~e the team saw Hospi~al A.
Sice, CHPS Fucks~ SMI M'Bota and SMI Jeane Vialle. In Loubomo nome
members visited the Loubomo Hospital, an SHI, and the Salvation Army
health center. Others accompanied represent:tives of the GTZ P~imary

Health Care Project to a Lmall village approximat~ly one hvur from
Loubomo.

The tldrd we~k of the evaluation was spent drafting the report,
verifying.ata and developing a team ronsensus. The executive summary
and the ~ommendations were distributed to the Director of Preventive
Medicine, CCCD and FAC official~. These were reviewed in a meeting at
the DiredDr of Preventive Medicine. The final presentation of the
executivesummury and recommendations was made to the Minister of Health
and Social Affairs on the last day of the mission.

The u.a is appreciative of the assistance of both the outgoing and
incoming~hnical officers Who had prepared a comprehensive briefing
book for tie team and had prearran~ed meatings with all KHSA officials
involvedaith CCCD activities. In addition the Director of the
Preventi.eRedicine Division, his assistant and division chiefs along
with repmsentatives of FAC and UNICEF were very helpful in providing the
necess8rytfocuments for the evaluation.

The"" NaS lll~ited in its evaluation by a time constraint such that
in-depth .imrestigati.on of all the aspects of the scope of work was not
possible;lDwever, sufficient information and inaight was obtained on
Which to~ recommendations.
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5.0 O~SERVATIONS lSD FIIDINGS

5.1 PROJECT PLAlmIVG ADKIHISTl(ATIOtl AHD KANAGEKENT

The basic planning document for the CCCD project was t'~ Country
Assessment done in 1983. It is a very comprehensive and detailed
document and provided coneise information on the status of a~l CCCD
aetivities that were being conducted prior to the implementation of the
ceCD proj~ct. It also provided guid~nce as to how the ~nagement of the
program should be effect~ated and recognized the need for and importance
of a Primary Health Care Direetur, under the direction of tbe Direetor
General for Health. This, it was hoped, would bridge the administrative
division between curative and prev~ntive health.

The st~uct~re of the Ministry of Health and Social Affairs is shown
in the o~&anigram found in Annex 3. As shown, the CCCD project ~s under
the direction of preventive medicine and its activitie~; at the re&ional
level are the responsibilities of the ~edicines Chefs des Grandes
Bndemies. As stated in the Project Agreement (ProAg) (Article 4.1.c):

For the purpose of effiei~nt implementation of
the project, the Grantee will assure the
implementation of the project and its
coordi~ation with established health se:vicQs ....

Theze services, as stated in the Proag, basically consist 0f health
care divisions found in the organigra~. Additionally on tne regional
level, all activities are to be coordinated with P~imary Health Case and
health projects supported ~y private and other organizations.

The management integration and coordi.nation of CCCI> activities with
other services have been a slowly evolving process. As most of the CCCD
activities have only been truly'perational 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 CCCD Project Coordinator, and the Assistant Coordinator have fo~eseen

some of the problems in m8n&ging this project and are trying to develop a
system of integrating the functions of these activities, which are
basically training, guidanca, supervision and logistics. In response to
the terms of the Proag and in light of the necessity to work closely with
the other health divisions, the CCCD Project Coordinator has tried to
convoke ~~etings ~ith these various health divisions and with private and
volunta~y organizations &nd international donors. Unfortunately these
meetings have not taken place. I~ is viewed by the evaluators that this
laek of a CCCD coordinating committee has had a negative effect on the
implementation of many of the activities, policies and procedures that
the CCCD project had hoped to achieve. Although a National Program for
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Primary Health Care was established in 1985 (Annex 4), its relationship
to the direction ?f preventive medicine is difficult to understand.

For the moment, the division of Primary Health Care appears to be an
autonomous program relating only to the Minister of Health with
activities that appear to run parallel to those of CCCD. The program
plan Which describes 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 administr3tion of the three basic PHC comp~nents of ceCD.
Furthermore, a technical coordinating was formed and met in February of
1986, however persons ~~rponsible for CCCD were not present at that
meeting (Annex 6).

While the CCCD country assessment 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 coordination between the Directions of
PMC and Preventive Medicine. While this new direction at the cabinet
level may eventually achieve the coordination between the various health
div1sions and other ministries, the evaluation team strongly recommends
that the coordination of CCCD project activities remain with the Director
of Preventive Medicine as agreed to in the Project Agreement.

5.2 STAFFI~G AND DISTRIBUTION OF CCCD ACTIV~TIES

As previously stated, the CCCD project is under the Director of
Preventive Bedicine and its activities are integrated into many of the
services conducted by the HCM clinics and hospitals. At the regional
level the Hedicins Chefs des Grandes Endemies are responsible for the
coordination aud implementation of project activities, again working with
and through the established health system. The distribution of medical
ser~ices and personnel are shown in Annex 7. CCCD efforts have been
concentrated in the most populous areas of the country, i.e. Brazzaville
(pop. = +500.000), Pointe Hoire (pop. = +300,000) and Loubomo (pop. =
+50,000). %he EPI a~tiviti.es are being carried out throughout the
country in fixed and outreach centers which are supervised and sometimes
staffed by the personnel of the Grandes Endemies (Annex 8). As for ORT,
according to the 1985 CCCD annual report there were 26 units throughout
the Congo that were functioning. It is believed that personnel in those
centers have been trained either through the ceCD project or through the
ORT tr&intac course sponsored by WHO in 1984. To date Malaria activities
under the direction of CCCD have been limited to basically four center~

loceted in ~%zaville.

SUpervisory activities are in principle carried out by the ceCD
c~ntral level staff and the regional level staff assignea to the Grandes
Endemies. SZpervisory visits by the central level staff have been
limited due to lack of funds for gasoline and per diem. It is hoped that
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this situation will be rectified £s supervision is one of the most
essential parts of all health activities.

The allocation of funds for supervision is cQst-effective 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-Hoire and Loubomo (See EPI section). The
cost advance of 200,000 FCFA plus 1000 liters of fuel at 3000 CFA/liter
ellocated for the Pointe-Hoire 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 FCFA/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 their detailed mont~ly work plans.
These plans should be based on and evaluated in term~ of: the
epidemiologic 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 stateo longterm goals.
Trimestruu supervisory visits by central level technical personnel
accompanied by the CCCD program manager or coordinator to the regions are
necessarr. These vi~its should include meetings with all concerned
personnel in the region (i.e. regional directors of health and social
affairs, IRe, MCH~ curative medicine and PVO's). The distribution of
supplies to the region should also b~ coordinated with these visits.
Supervisiln by the regional personnel is also important. To enable this,
the vehi~ that are proposed to be bought for the CCCD project should
be dispR~d to the regions actively implementing CCCD activities when
they arr.o.. The vehicles in Brazzaville, if effectively used should be
suffici~ for CCCD activities. This necessarily implies the close
collabo~on between the division chiefs responsible for CCCD
activities. THis close collaboration can only ensure that all CCCD
activities are viewed and treated as an integral part of everyone's job.

5.3 BH

An BB program has been operational in the PRC since 1981. The goal
of the ~am is to achieve an 8~ reduction in morbidity and mortality
due to ~ six target diseases by 1990. The objective for the program as
stated -iathe 1980 action plan, is to achieve a vaccination coverage rate
of 35~-Dlthe population between the ages of 0-35 months by 1985, and to
increase~s coverage each year thereafter by 1~. The results of the
1985 natiMvide vaccination coverage survey show that the program is on
its way tDachieving its goal (i.e. national coverage 40~ - Table 1).
Table 1~ 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 VACCIHATIOH COVERAGE SURVEYS
(Children 12 t.o 23 Months)

I I , I I I All Vacc.
Year and Month/Site lJ~DPT-1 DPT-2 DPT-3 Measleu Vaccines Card

1980 Brazzaville 84'£ 721- 65'- 45% 21'£ RIA H/A
1981 Brazzaville 92 74 69 42 49 327- UIA
1983 Brazzaville 89 80 80 75 54 41 BtA
1985 MAR Brazzaville 94 89 86 80 62 56 92t.
1984 KAY Dist. de Houtamba 33 57 48 33,9 57,8 ilIA RIA
1985 MAY Dist. de Moutamba 80 81,5 70 57 59 36,6 89
1985 FEB Pointe-Hoire 92 77 75 70 54 50 84,8

AUG Dist. de Mindouli 15,5 54 45 39 21 26 68
SEP Loubomo 88 21 :i1 41 45 38 59
OCT Enquete Bationale 80 10 66 59 52 40 81

*rural zone 517- (61) (54) (45) (37) (39) (23) (69)
*urban zone 497- (94) (88) (88) (81) (64) (51) (94)

.~

Studies presented in the 1985 country summary report show that most
vaccines are being given to children in the proper age Iroup and that 54'
of all children receiving their first 40se of DCT return for their
third. The impact that this has had on the reported cames of pertussis
in children under the age of 5 is shown in Figure 1. The number of
reported cases of polio in Brazzaville and Pointe Moire has also
decreased from a high of 13 in 1983 to only one case each for 1984 and
1985.

FIGUnE I

RlPORTEu CASES or PERT~SSI~. CHILDREN UWDlk THE AGE or 5. 1982-1985

7u
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1983 I" 1985

S"urc,,~ ; PH' (Br .. z~ ..vi lIE' - 5 senti",-] posts; 3 h.)spiU!5 alld 2 health Centers
(l' ..lInt~-Noi", - ) untlO~l posts: 1 hospiul and 2 ....ltb Centers
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Immunizations are given on a nationwide basis and a ccverage of well
over 8~ of the population has been obtained. The EPI aspect of the CCCD
program has ba8ically been concentrated in the most populous areas of the
country, i.e. Brazzaville, Pointe-Hoire, and Loubomo. The program
oper~tes on a fixed and outreach basia. In Brazzaville vaccinations are
beins liven in all 25 KCH centers. In Pointe-Hoire, 6 out of tbe 8
health centers are fixed centers and 2 are operated by the vaccination
team from the Grandes Endemies. In Loumobo, there are only two fixed
centers 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
vaceinations 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) however it has not been disseminated. Therefore, in
spite of the f&ct that there is a policy to vaccinate newborns with BCG
and polio and to vaccinate all children on a daily basis (including the
sick) at nine months against measles, most centers are not doing this.
Also ~or the most part different vaccines are given on different days.
As stated in the 1985 program review two problems arise as a result of
providing different antigens on different days. When a 10 month old
child in need of his third OPT-Polio and measles vaccine arrives on the
day scheduled for OPT-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 himlber against measles is missed or if the child does retur.n
later in the week there is the risk that the measles vaccination may be
ineffective due to the prior challenge of antigens administered a few
days earlier. Therefore as stated last year "Vaccines should be
administer~ simultaneously or a sufficient time interval should be
resp9cted between vaccinations - preferablY one month." A better method
of providins vaccines may be to select certain health centers that
attract a LBrIe target population and have them provide all vaccines
every day.

A4 previously stated, there are 25 fi)(ed centers in Brazzaville which
offer vacctEations anywhere from twice a "~eek to a few which hold daily
sessions. 1Ie target population, of children 0-5 years old in
Brazzaville is approximately 100,000 with 30,000 of these children
between the ases of 0-12 months. This means that on any given day (based
on 260 workdays/year) one could expect to see approximately five
children .... 0-12 monthr or 16 children aged 0-5 years attending anyone
of the 25 ~th centers. This is not a cost-effective or efficient
utilization" staff. Consideration should be given to reducing the
number of ~ers offering vaccination sel~ices to those places which are
easily accessible to the majority of the population and concentrate on
providing all vaccines every day. Of course this implies informing the
public of the health centers where vaccines are being given and
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motivating them to atten~ those health centers. However, as measles
transmission rates are quite high, all health centers and hospitals
should provide 4 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
months) should be stipulated in the national policy and adhered to. Tile
surveillance data shown in Tables 2 and 3 show that the age group between
9 and 36 months accounts for 52~ of all the cases 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

DI~TRIBUTION OF MEASLES CASES AND DEATHS BY AGE GROUP
REPORTED BY THE 5 SENTINEL SURVEILLANCE SITES IN BRAZZAVILLE - 1985

1 0-8 1 9-23 1 24-35 1 36+ 1 1
Trimester/Age Group I Months LMonthlL-J Months L Months I I

Cases Deaths C I D C D L C D I
1 I 1 1

1st Trimester 333 10 5651 35 463 16 1 409 9 11770 70 I
I 1 I 1

2nd Trimester 133 2 2331 9 111 4 I 269 2 I 746 17 I
I I I 1

3rd Trimester 95 3 1551 6 69 2 1 217 3 1 536 14 I
1 1 1 I I

4th Trimester 49 1 1081 3 24 2 I 79 6 ,I 260 LlLI
1 I 1 1 I

Total 610 16 10611 53 667 24 L 974 20J3312 l.!ll!
1S,.} 197.} (3~){471.) 2~} 21t.} (297.) lS"}

Death Rate = 37.
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TABLE 3

DISTRI&UTIOU OF MEASLES CASES AND DEATHS BY AGE GROUP
REPORTED BY THE 5 SENTINEL SURVEILLANCE SITES IU POINTE-HOlRE (1985)

I I 0-8 9-23 I 24-35 I 36+ I
Month/Age Group I Months Months I Months I Months l Total

Cases Deaths C D L c D J C D C ....lJL...
I

JANUARY 61 13 68 12 I 91 21 226 20 450 66
FEBRUARY 84 15 148 27 I 74 12 119 7 425 61
KARCH 59 10 146 33 I 100 13 90 7 395 63
APRIL 28 2 87 16 I 42 13 78 5 235 36
MAY 20 4 44 5 I 20 1 53 2 137 12
JUNE 9 2 48 10 I 16 2 29 3 102 17
JULY 21 3 37 12 I 14 4 37 5 109 17
AUGUST 14 2 25 4 I 4 2 16 2 S9 24
SEPTEMBER 9 1 19 0 ! 7 2 13 0 48 10
OCTOBER 10 2 19 2 I 9 0 10 2 48 3
NOVEMBER 19 3 30 2 I 12 2 19 1 80 8 I
DECEMBER 1U 2 14 L--U-.LL 1 17 1 56 6 I

I I I I I
TOTAL 355 1 59 6851 1251 3971 73 I 706J 55 1 312l

177.) (19'-) (32~)(407.) (19'-)(237.)(337.)(187.)

Death Rate: 14.87.

Recently two attempts were made to increase the coverage and disrupt
the transmission of measles in Poir.te-Hoire and Loumobo. 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-Hoire 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 tnat the National Vaccination Program, that is tentatively planned
for October 1986, will address the areas that caused these two recent
failures. It is obvious that s\\pplementing CL~S, 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
a~e unvaccinated and get them to the vaccination teams.
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TABLE 4
MEASLES CAKPAIGH - LOUBOKO

(MARCH 3-10, 1986)

1 DATES CDTERS 1 BOYS 1 GIRLS TOTAL
1 I 9 months to 3 1/2 years
1 1 1
1 Comite du Quartier no 1 1 32 1 33 65
103/3/1986 - - to - - " - - II no 2 1 1
1 - - .. - - II - - to no 3 I ..J
1 Comite du Quartier no 4 1
104/3/1986 - - to " to no 5 1 33 46 79- - - -
1 - - to - - " - - to no 6 L-
I Comite du Quartier no 7
105/3/1986 - - " - - " - - to no 8 16 16 32
1 ~ - to - - II - - to no 9
1 Comite du Quarti~L- no 10
06/3/1986 - - " - - II - - to no 21 17 33 50

- - to - - II - - .. no 22
Comite du Quartier no 23

07/3/1986 to II .. no 24
- - to - - II - - to no 25 l

TSILA
08/3/1986 - KANGANZI 14 7 21

IYOULOUKPOU5GUI (plateau)
I

10/3/1986 1 LISSANGA 14 7 21
I
1
I L-126 142 268

TABLE 5
CHILDREN VACCINATED DURING MEASLES C,\HPAIGN - POINT-HOIRE

(FEB. 6 - HARCH 11, 19861

1 CHILDREN TO " OF CHILDREN
CIRCONSCRlPTION l VACCINATE CHILDREN VACCINATED VACCINATED

I

ARRONDISSIIIENT I 6016 172 2,86 ,.

ARRONDISSIJIUT II 5217 87 1,66 "

ARRO~DIssnvtNT III 13.442 521 3,8 "
ARROIlDI SW&HT IV 5.640 455 8,06 "

TOTAL 30.315 1.235 .. ,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 using the same syringe and
only replacing the ne&dle seems to be fairly common. This may be due in
part to the shortage of needles and syringes that currently 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 be made is that Ben and polio be given at
birth. As most (8~) of all births are delivered at a hospital it would
be an effective use of personnel and would insure coverage of all babies
to give these vaccinations 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 ORr

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 lact of ORB packets. In March, 1985, the program was relaunched
through CCCD. Since that time, 30 ORT centers, located in hospitals,
maternal and child health clinics are functioning. At present close to
40~ of the target population (0-5 years) now hav~ access to ORS. Cince
the ORT centers in Pointe-Hoire and Loubomo became operational towards
the end of 1985 and the beginning of 1986 it is not possible to provide
an estimate en the usage of ORS. During the course of 1985 the number of
ORT centers in Brazzaville grew from 3 to 20 and the nmnber of reported
case treate«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 ~osed demonstration and training center that was to be
established at the General Hospital in Brazzaville has not been
establisheD. The crqation of this center is viewed as being most
important as4 would be an asset to the program. This center should help,
though handEon experience, the physicians and other clini~ personnel
appreciate tie effectiveness of ORS if given properly and therefore limit
the overretiance on I.V.'s and antibiotic treatments.

The~ problems that have been observed in the treatment of
diarrheal ~s have been that of improper monitoring of diarrhea cases
bc~h at the clinic and hospital level and improper and overuse of
antibiotics (see ORT lAP survey results in Report of Maternal Practices
Relating tm.cute Diarrhea and Fever in Children itA Community-Based
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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 so mothers were told how to prepare the mixture, when to
sive 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 superviso~y

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 specifies 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 educntion, 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. This 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 ~IA

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/Kalaria team. This
aspect of the progr&m 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- I Antimalarial tablets HoI

I only malarial drug I (+ antipyretic) Response
I (antipyretic)* I 4-aminoguinolines I other**
I , I
I 5 36 (16.4") I 204 (92.7") , 3 (1. 4") 2 (.9,.)
I (2.3") (including 21) J (including 156) I~inc. 2) (0)

Visits to the various health centers by the evaluation team also
confirmed this. The KAP survey also showed that doses oE 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, 2~ of the treatment was likely to be insufficient, 11'- weLe
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 showi~: 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 mg/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. Hot 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 discouraged 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 cl03er
attention should be focused on the need for injections. The cost of such
drugs is also prohibitive.
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5.6 PROCUREHEVT. DISTRIBUTIOU AHD QUALITY COUTROL OF ORS ABO OTHER
gOMKODITIES:..

In the past year, the distribution and 3upply of most ceeD related
vaccines and drugs (exception being neodles and syringes) has been
proceeding without any interruption in servi~e. However improvements in
the efficiency of the distribution of, oruering, and control over medical
supplies !.S needed. A review of inventory control sheets and amount of
vaccines, ORS products and chloroquine distr:.~uted indicates that tight~r

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 note~ here were taken from data
presented in the count~i CCCD assessment, the 1985 CCCD annual report,
the 1985 EPI annual report and reports p~ovided 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 i;arry
over from 1984 to 1985 it is still hard to account for the recor~ed

differences. As previously stated, similar problems in control of ORS
and chloroquine supplies wers also observed.

The creation of a separate storage unit that is kept under lock and
key has been established at the Pharmapro bur.eau in Brazzaville. It is
highly recommended that the ORS packets sitting in the open at pharmapro
and the chloroquine tablets ~urrently being held at URICEF be placed in
this locker and that only a limited number of people be given access.
Also better and more 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 either over or understanding their supply needs.

The distribution of supplies has relied on donor support. FAC has
contributed 250,000 FCFA to distribute vaccines to the regions. UUICEF
shipped its ORS packets from Pointe-Hoire to Brazzaville. In addition
Lina Congo has momentarily agreed to deliver vaccines free of charge to
the Horth. 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 therr~elves 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, OBS packets,
chloroquine tablets and other needed supplies will create a more
efficient and cost-effective distribution system.
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TABLE 7
HUKBER OF REPORTED DOSES RECEIVED, DISTRIBUTED

AND USED (1981-1985)

225,200
112,220
59.849

280,000
185,380
161.335

180,000
190,640
167 ,125

74,300
82,830
57,871

218,000
187,400
157.537

236,240
156,230
159.537

221,740
RIA
RIA

101,720
RIA

55,578

228,420
RIA

127.041

66,930
RIA

42,124

109,650
RIA

104.429

93,670
RIA

104.429

67,200
U/A

50,728

64,715
RIA

21.265

62,345
RIA

21.265

Measles
Received xx
Distributed
USED

Polio
Received xx
Distributed
USED

I.:.V=AC;:.;C:.:I=HE=..:..!..:.Y=EAR=:..._~_-=1:.::;9.=.8.:.1_JL-_.:.19~8~2=--~_-=1:.::;9.=.8=-3 _...L-----:1=:..:9~8~..;;:4~+---I~--=19.:.:8::.:5~++...:.
IBeG I
IReceived xx 29,925 I 79,000 133,440 65,000 64,700
IDistributed B/A I B/A B/A 100,300 93,690
IUSED 14. 381 JL..-..:.:65:';'L:3:.::3;.::.9_~_R::.:/w:A~_~~6.:...7..L:'4::.:4:.::5:.--~--.:...7.::.2.a.:'3:.,:9:..:.7_
IDTP
Received xx
Distributed
USED

Tetanus Toxoid
Received xx 108.180 101,620 163,410 40,800 170,000
Distributed MIA RIA RIA 84,150 107,030
USED .:..69.::..L.:'3~8:..:::0__.:.:85:':'1.::2:.::8.:..6---l1--=:1.:.09.::,...a..:2:..:9;.::.9_L-...=.6.:.1.a.:.5:;.::3:.;::4_...JL 82. 242

Rote 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 ~istributed in 1985 was obtained from the 1985
annual EPI activities report.

xx -The number of doses received was also ob~ained from the 1985 annual
EPI activities report.
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TABLE 8
HUMBER OF DOSES DISTRIBUTED ABD USED IU THE REGION

I OF BRAZZAVILLE, KOUILOU ABD NIARI (198S)

REGION
IVACCHlE I Brazzaville I KO~.l!.ou I 'li~ri I.
I I I I I
IICG I I I I
IDistribl:ted I 28,150 I 10,750 I 5,300 I
IUsed 1 23 .. 763 '-- 13,127 L 9.322 I
I I I I I
IDTP I I I I
IDistributed I 68,200 I 24,500 I 8,400 !
IUsed L 73.943 I 30,096 • 17.a1..81 .I!

I I I I I
IPOLIO I I I I
IDistributed i 69,550 I 27.500 I 8.500 I
IUsed I 63,666 I 36,304 ---l.- 16,487 I
I I I I I

- IMEASLES I I I I
IDistributed I 22 t 610 I 15,550 I 12,500 I
IUsed L 17.020 I 7,935 L 9,549 -,
I I I I I
ITETABUS TOXOID I I I I.
IDistributed I 40,580 I 16.850 I 7,800 I
IUsed I 43.829 12,678 l 7,412 I

Another problem affecting the distribut;on system 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 ~hr~e-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 va~cine. In
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. Hore and better (i.~. ice-lined) freezers and
refrigerators should be purchas£d. 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 effi~ient to supply those health centers that can be operated on
their 0Mn 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 Lapeo, the
&overnment-owned pharmaceutical manufacturer is an expensive source for
chloroquine. The Lapco price for one box of iOOO FCFA (lOOmg) tablets is
4675 FCFA. Unicef sells the equivalent at 1330 FCFA.

Lepco has exp~essed an interest in producing locally made ORS
packets. 111is supply should be considered if it~ price is competitive.

It was noted on 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 consists of each
regional health divisi~n (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 t~ey 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. Ttle complet~ness of reporting received at the
National level is estimated to be 20~.

Sentinel surveillance site~ have been estahlished for EPI, ORT and
Malaria. These sites are monito~ed by the progr~tic people in charge
of these activities who are working under the s~lvice of Grandes
Endemies. RDnthly reports from all health services (national and
private) receiving vaccines, ORS packets, chloroquine tablets are also
required to be given to the central level personnel in charge of these
activities prior to receiving a new supply. Because the various
reportir.g systems do ~ot use standardized forms (Annex 13) information
that is received is net ~omparable for tabulation. Age and disease
specific morbidity and mortality is not routinely collected from all
reporting ce&ters.

The MCR centers only require cases to be reported on measles,
malaria,diarrhes. malnutrition and pulmonary infections for children
0-12 months of age. Hospitals report on all cases seen and deaths
~ccurring due to the CCCV specific diseases, however no c!ifferentiation
is made as tDwhether these cases were first seen and recorded on an
outpatient Dr in-patient basis. Therefore, some cases ~~y be
o~errepor~.
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The &ureau of Statistics of the Epidemiological Service of the
Grandes Endemie is responsible for collecting data from each of its 10
aectors. The s~stem 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 data required to be collected by CCCD. Sentinel
surveillance sites for the vaccination programs, ORT, and malaria have
been established. Since 1980, sentinel surveillance sites for
vaccin,'-preventable diseases have been in existance in Brazzaville (5)
and in Pointe-Hoire (3}. More recently, sentinel sites have been
established in Loubomo, Kimkala, Djombala and the region of the cuvette.
Wit~ the exception of Brazzaville and P~inte-50ire the annual reporting
from these sites have been only about SO-7S~ complete. Data from
sentinel ~ites established from ORT has been collected since Karch 1985
(beginning with 3 centers) Sent' reporting sites have been estblished
in four sites in Brazzaville sin~~ .986 for malaria.

Vaccination coverage surveys have been conducted in Brazzaville since
1980 and in other regions since 1984 (See EPI section). KAP surveys for
ORT and malaria 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, total increases for each antigen have not
exceeded l~, 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 52% nationally (See
Table 1), and has increased by 35~ since 1980 for the region of
Brazzaville, the number of reported eases of measles has not shown a
dramatic decrease (Table 9), and the ease fatality rate has held more or
less constant at 3~.

~LE 9

NUMBER OF REPORTED CASES AND DFAI'HS OF VACCINE-PREVENTABLE D::SEASES
FROM FIVE SENTINEL POSTS, BRAZZAVILLE

r 1980 I 1981 1982 19M ,---f985
I I

/YEAR I I Case I I I Case I Case I I Case I I I Case I
)ISfASES/ c..eaiDeathR FatalIty I CasealDe&tba Fat.1. Cases Deathl Fatal. CaDeB DeathalFata1.' Ca8eslDeathalFatal.1

I Rate I Rate Rate I Rate I I I RAte I
I I i I I I I

Iea&les 3.9531 130 (31) 4,370 I 122 (3%) 4,166 135 (31) 5,572 213 I (4%) I 3,3121 1D I Ot)
I I I I I I

Ihooping Cougb »5 I 11 (41) 126 I 0 (01) 161 0 (0%) 106 1 I (0%) I 47 I 1 I en)
I I I I I I

'0110 Myel1t1a :l5! 0 (01) 16 I 1 (61) ~ 1 (201) 0 0 I (01) I 2 I 0 I (0%)
I! I I I I

>lptheria ~ I 1 (l001) 0 I 0 (0%) 0 0 (01) 1 1 I (l001) I 0 I 0 I (0%)
I I I I I I

~'e.=::otI:;;:&~ta::.:l=-=-Te::.:t:..::""=<l::.:8~---:::12=-..:....1_1::..:0,---,---:.(.;,..83,-%-:..)-,---,-9_~1---'6'-----'--'-(6_7_1.;,..)'---_--'-__"'--_~_0'____'__0 I (0%) I 20 I 0---.!....i~
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For Pointe-Hoire, while the number of measles cases reported in 1984
a~d 1985 increased from 1160 to 2154 (46~) the percentage of cases
occurring in the age group 9-23 months decreased by 7~ and the number of
deaths in this age group also decreased by 10~ (Table 10).

TABLE 10
HOSPITALIZED MEASLES CASES IN POlITE-NOIRE

1984 1985

JAGECin mo. ) I YEAR L CC~) I DC'-) eFRC'-) I CCY.) l D('-) CFR('-) I
I 1 I I
I 0-8 21(18.7'-)1 30(20.441.) 14'- I 355(16") 65(207.) 18'- I
I I I I
I 9-23 500(43.17.)1 83(56.37.) 171. I 786(3611) 146(46'-) 19~ I
I I I I
I 24+ 443(38.l\)L 30(23.6~) 81. J1013 (47") 107(34~) 11'1 I
I . I I I
J TOT A L 1660 .-J 148 12.BttI 2154 318 15'- I

From 1985 Program Review and 1985 Annual Report fo~ the Region ~~uilou.

Figure 2 shows the number of Reported Measles Cases for the areas of
Brazzaville and Pointe-~oire for the y.ar 1982-1985. As can be seen by
this graph little impact on the cases of reported dis~ases has been felt
despite a measles coverage of 62'- for Brazzaville and 54'- for
Pointe-~oire. Therefore, an intensified effort should be put into
increasint the measles coverage rate for children between the ages of 9-36
months. As previously stated. this has been attempted in Pointe-Hoire and
Loubomo but the results were less than satisfactory (See EPI section).
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The impact of the EPI program can best be seen by its effort on
pertussis. As shown in Table 9, the number of reported cases for
Brazzaville si~ce 1980 has de~reased from 265 to 47 cases (8~).

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 Hossendjo District the crude
incidence rate for diarrhea was 13~ which is equivalent to 3.4 diarrhea
episodes per child/per year. In three of the areas surveyed only 1/3 of
the cases were taken to a HCH center. The exception being in Brazzaville
where 75~ of the cases were taken to an HeH center (23.25) however none
were treated with ORS.

Host reports received by the regional Director for Diarrheal Disease
and Malaria have been in complete therefore no valid statement on the
rates for these diseases can be studied.

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

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

2. Closely monitor all centers now collecting 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 ceCD activities is
also beine collected, in one form or another by the other health care
divisions. In order to increase and improve the reporting that is now
being dODe, the systems of data reporting have to be refined and
streamliDed. If health personnel r~alize 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. In order to combine
reports a coordinated effort in involving staff from various divisions
within ~ NOH is necessary.

The ~istance of a short-term consultant from CDC/Atlanta to develop
an HIS Sy~em for the Division of Preventive Hedicine that will complement
and or a~t in improving the Natiunal HIS System is recommended.
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5.8 HEALTH EDUCATIOH (HE)

Within the·sttucture of the HHSA, health education is the
reEponsibility of the Director of Maternal/Child Health and Health
Education (DKCHHE). Accordingly, the decision was made to coordinate the
CCCD HE program through this division. A CCCD HE coordinator from the
DKCHHE was named in September, 1985, and given full responsibility for the
prosram.

In collaboration with a short term consultant, a comprehensive and
appropriate HE action plan/strategy was developed and approved. However,
very little progress has been made toward the implementation of the
activities described in the action plan. It now seems unlikely that the
full range of activi~ies described in the action plan can be accomplished
within the life of the project.

The recommendations made for HE are intended to: provide guidelines
for the selection of priority activities from the HE action plan which can
realistically be accomplished within the life of the project; strengthen
the central level HE staffing; and assure a mechanism for training of
peripheral level health personnel to conduct effective HE. The CCCD HE
unit and coordinator are housed in, and are part of the DKCHHE. Although
& graphic artist is employed at the DKCHHE, and available for CCCD
materials development, the HE coordinator is the only staff designated
specifically to the CCCD HE program. The HE coordinator's job description
has been clearly defined and covers:

_. research and evaluation
.- training for HE
- education materials development/product~on

- supervision of HE activities.

In t.heory the DMCHHE's institutional capacity to develop and implement HE
programs is ~ombined and coordinated with CCCD/DPK's technical inputs, as
well as efforts of other relevant organizations, to create a mechanism
through whiCb the CCCD HE program is implemented.

With the assistance of a STC the CCCD action plan was developed and
approved in IOvember, 1985. This plan establishes eight program
objectives reflecting desired behaviors with respect to IPI, diarrheal
disease, ~ malaria. The action plan also describes:

- tecbDical and organizational strategies;
- res~ activities;
- deve~nt/production of educational materials
- sugg~ions for mass-media use;
- HE ttaining strategy;
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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 orgallizations,
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 1986 and a draft 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, Bational Union of Congolese Women, Radio Rural, UHlCEF, DHCHHE,
CARE/Congo, and CCCD. While the potential impact of the committee is
great, it has only met once i~ November, 1985 and thus has had a
negligible impact on national HE efforts.

Prior to t!le 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
foflowing were accomplished.

1. Action Plan developed and approved
2. Formation and meeting of HE Consultative Committee
3. Testing of SSS recipe in Brazzavi.lle
4. Testing of a series of 10 drawings on SSS in a rural area
5. Elaboration of a model format for a practical HE guide for health

personnel
6. Development and testing of a project emblem.

Since, a rough draft of a flipchart on diarrhea, hygiene and SSS has
been d~awn up but not teste~, The flipchart's messages apparently
overlap with one that the CAR~/Congo BUTEO project is developing. The
possibility of combining the two is being discussed. The HE coordinator
is ~urrently working on a practical HE guide for health personnel based
on the ste's model.

The following table lists activities scheduled for the 1st semester,
1986, their respective dates of scheduled start and completion and the
current S1atus of each activity. The activities schedule on which this
table is based was established no earlier than 11/85. Note: The
decision MaS made early on to concentrate first on COD related messages.
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TABLE 11
SCHEDULED H.E. ACTIVITIES AND STATUS:

1st SEMESTER 1986

done

started,
not done

not started

I STATUS
I
I on';'going_________---!L _

4. Order & production of
ed. material, T-shirts,
stickers

2. Elaborate form to pre
test ed. materials

3. Pre-test ed. materials
in project action zones

. ·1 ACTIVITY I DATES: START - FINISH
1. Prepare messages, drawing I

photos, flyers on SSS,
dehydration and hygiene

on-going

not done2/1 to 3/1/86

1/1/to 3/1/86

9. Secure materials for HE
training

7. Appoint 2 agents to be I
responsible for HE in 2/1 to 3/1/86 I not started

_.....;P::..;r::..;o;dJL:·e:.::c:..:t::.-:.A:.:c:..:t:.::i:.::o~n:......:Z.::.on~e=s=--_--l!- l _
8. Elaborate objectives and

activities for HE
training modules

10. Elaborate planning and
preparation guides for
HE sessions

2/1/to 3/1/86 on-going

11. Distribute and Diffuse
HE material and HE
guides

12. Start HE sessions in the
project action zones

4f1/to 7/1/86

4/1 to 7/1/86

not done

not done

13. Organize working
sessions with COD team
& HE consultative group

14. IBID.

1/86

3/86

not done

not done

15. Contact UHEAC for songs
relative to project

16. Turn over instructions
on SSS to UHEAC

1/86

1/86

not done

not done
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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
cle&rly that ~bere ex;st 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 bind!.ng
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
p~'ogram 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 nlso
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 DKCHHE. Given these facts it is
recommended that an agent from each of the three CCCD technical services
CEPI, COD, 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 CEPI, CDD, Kalaria), will
considerably strength~n the CCCD HE program.

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

As .eDtioned earlier, and taking into consideration recurrent
financial constraints, it is unlikely that the full range of activities
descri~ in the HE action plan can be cornpleted within the life of the
project and susteined after project completion. It is now necessary to
select a aet of activities from the overall plan that can realistically
be imple.ented in full. Factors considered in this selection include the
potential impact, both short and long term, and the likelihood that the
KHSA/GPIC 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 materi~lsi 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. Hore
apecifically, peripheral health personnel, who are the implementors of
CCCD interventions should receive the training and ~einforcing

educational materials to conduct effecti.ve 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
assure the integration of an appropr.iate 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. Bass media, on the other hand, has the same limitations 2S fa~

as future production, and while short-term impact may be considerable,
the long-term impact is questionable.

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

While the value of the proactive nature of mass media and
communit~ased HE is fully recognized, much of their value lies in their
ability ~provide extensive exposure and create health service-seeking
behavior. Further, while it would be ideal to combine mass media,
community lad health service-based HE, a choice in this case, must be
wade. The~pulation seems to be seeking health services already, and a
by-productaf this behavior is good exposure to health service-based
health e~ion.
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Hote: If an accelerated short-term vaccination effort does materialize
in PRC, a mass media promotional campaign is definitely warranted. In
this ease 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 na~ional mid-level managers (KLM)
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 KLM
training materials to better suit regional needs and a training of
trainers course in Brazzaville to be followed by the regional training
courses, one per quarter, in each of the 10 regions.

The national MLK 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 MLK'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 W&S

applied is variable and difficult to analyze. Host noteworthy is the
number of ORT treatment centers (30) since the training. From this view
point the training is definitely worthwhile. Ho new activity in HE or
Malaria was observed or documented as a result of this training.

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

To date no regional training courses have taken pla~e, nor are they
definitively scheduled. They were originally (start of project~

scheduled to take place at one per quarter for 10 quarters ntarting 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 1985 ...

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

TA~LE 12

CCCD MANAGEMENT INFORMATION SYSTEM

TRAINING

1985 TRAINING ACTIVITIES

COUNTRY: CONGO 1985

LOP TRAINING ACTIVITIES

ITyPe of Personnel Mo. Trained Person Days Cum. No. Trained ~ LOP Realized
IPeripheral health
Istaff 0%
I
IKid-level
Kanagers 25 300 25 507-

CCCD Facilitators 11 60 11 100~

Senior level
Officials 2 36 2 100'"-

Others J
Survey interviewers 31 93

ORT Training 365 365

Chloroquine Resist-
ance studies 9 324
(Congo)

PEV Vaccinators
Recyclage - fixed
centers 90 270
(Brazzaville and
Pointe-Hoire) 1
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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 personn~l to be trained. The two senior level officials trained
were the Director and Deputy Director of the DPH who participated in the
KLH course and facilitator's workshop. 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 COD in a WHO senior level managers course in Lome
(10 weeks); and the Director of DPK helped facilitate a WHO/CCCD KLK
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 CCCO for the regional training effort. Negotiations have
sta"rted with the National Administrative School (ENAM), which has t.IO 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 EUAM 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 training in 1984 leads us to believe
that CCCO regional training courses will have a positive impact on~e they
are implemented. However, the OPK 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 valet formation dans 1e LUTE"
Sarah Fry 11/85).

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

It should also be noted that if the recommendations for the CCCO 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 intq the curriculums of medical and para-medical
institutions, this should be followed closely.

5.10 FIHABCIHG

Since 1985 the Congo has faced a severe economic crisis due to
falling oil revenues and growing debt service. Patroleum revenues are
expected to decline by more than S~ in 1986. Depreciation 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 intention to
reduce spending under the 1986 state budget by 50~. The MllSA 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):

1 Original I Revised --' Available 1
1 I 1 1
1Dept. of Preventive Medicine 39,000,000 1 19,378,300 1 19,121,7001
IDept. of Curative Medicine 7,700,000 1 4,967,244 1 1,690,2021
IDept. of Maternal/Child Health 9,400,000 I 4,791,180 i 4,600,8201
IPharmapro - Pointe-Noire 743,389,000 I 376,194,886 1 240,000,0001
IPharmapro - Brazzaville 6,117,000 l 3,000.000 I 3,177.0001

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

Year 2

Year 3

Year 4

Year 5

22'-

457..

64'10

787..

100~

(1984)

(1988)

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

Year 1

Year 2

Year 3
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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 ~eorganization

within the HHSA &t the end of 1984, CCCD activities uere not put in
operation until Karch 1~85. In 1984, no GPRC funds were made available
for CCCD activities. In 1985, only 31~ of GPRC-ProAg funds were ~de
available such that Congolese funds composed only 9% of the USAID/GPRC
total project budget that year. Ho CCCD funds are allocated nvr is CCCD
established as a line item in the Division of Preventive Medicine in
1986; as a result, USAID funds have been frozen since Jan~&ry 28, 19R6.

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/$):

27"
79';'
57f£

25,823,519
109,200,000
135,023,519

96,113,600
138,742,400
234.856.000

I (84-86) (84-86)
.l~ --=-P...::.r..::.o:::AgQ- --=A.:::c:..::t::.:::u:.::a~l ...:::'It~o.::..t...:P:..:r:..::O~Ag:a...._

I
ILocal costs
IOffshore costs
JTotal costs

The following donors have also contributed funds to the project:

FAC: rAC 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 corne 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, Uaicef has
made major eontributions to CCCD activities primarily in the form of
medical ~ment and just recently 200,000 ORS packets. Unicef is also
initiatiBcplans for an accelerated vaccination effort scheduled for
October~er 1986 covering the six target diseases. The GPRC has
been askEfto participate in this effort.

For ~project to continue it is necessary that the GPRC renew its
eommitmeal to the terms of the Project Agreement which call for the GPRC
to provUh an increasing share of project costs over the four year
period. ~ which it will assume full responsibility for all costs.
Durin! t_Jast week of this evaluation. a verbal commitment was made by
MHSA that~aOOO,OOO r~FA would be made available for CCCD activities for
1986. Tbi5represents a decreasing rather than increasing share of
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project c.osts. Also it is less than the minimum le',el 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 GP~C by PACD, it is clear that P~oAg 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 ye9rs
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. Con~lementary funds from the depa~tments into which CCCu
activities are integrated have also been cut by 50~. The budgets of
Pharmapro/Pointe-Hoire and Pharmapro/Brazzaville, ~he state--run
ph~rmacies responsible for the purchase and distribution of medical
supplies have been similarly reduced. In addition, the FAC/CCCD funding
schedule is based on annual reductions in FAC contributions. In spite of
these financial difficulties, KHSA has not acted on the recommendation
made in the first annual review that possibilities for auto-financing be
exp10red.

Given the cu~rent 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-Hoire and
Loubomo. Expansion of CCCD activities into rural areas will
significantly increase recurrent costs because inaccessibility makes
supervision and dist~ibution more difficult. The rural regions of
Brazzaville, Kouilou and Biari have very limited EPI activities and
practically no malaria or ORT programs.

This sodified scope of work should also take place on a five rather
than four year timetable. The slow start-up du~ to the reorganization
within theKHSA and the disruption caused by the economic turn of events
justify ~additional year. Also auto-finanr.ing strategies will take
time to ~lop and implement. A rough estimate of the funds required
under thi» extended timetable is given in Table 28. The projections
assume that GPRC will provide the minimum 16,045,968 eFA required to
maintain ~rent activities in Phase I regions and the USAID unspent
b91ance ~ date will be available through 1989.

In ~t of the economic situation described in the section above,
the devel~nt and implementation of an auto-financing strategy per thp.
ProAg Secti»n 5.3 is necessary immediately. The operational research
planned ~this topic for June/July 1986 should not be delayed.
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Soveral countries studies show that in Africa individuals prefer to
use health facilities that have adequat~ and reliable stocks of
medication and, that in fa~t people are willing to pay for these
services. The evaluation team has noted that this holds true for the
CObgO as well. This suggests that it is both reasonable and feasible to
formally introduce a system of 8~to-financing which generates revenues
that a~e 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. In Brazzaville and Pointe-Noire, the
typical price w~s ~50 CFA. In some cases,the women were asked to buy two
cards. EPI has bee'll chargiag fees for vaccination cards since 1982. In
one facility in Pointe-Nolre, women were willing to buy vaccines at a
local pharmacy when the facility stocks were inadequate. In 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-~ife.

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

Va~cine Requireme!1t unit Price Total Cost

Polio 4 doses 15.60 FCFA 62.40 FCFA
BeG 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

U~it Price: l~aj UNIPAC catalogue with 40~ surcharge for
packaging, processing 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 s~me indication of what costs can be covered. In fact,
since mosi 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 sericusly underfunded. It was not
possible t~ provid~ an estimate of di~tribution costs for this
presentation.

The amount of revenues generated throush the purchase of vaccinati~~

cards in 1985 in Brazzaville, Pointe-Hoire, and Loubomo is
8,122,500 CFA. These revenues are equal to 54~ of GPRC financial
allocation to cceD 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-Hoire 9,477 85~ 8,030 2.007.500

TOTAL REVENUE: 8,122,500

*250 CrA/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 calculated before
represents only the cost of vacci~es 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 encourase wider use. Compare the prices below of these two
anti-malarial treatments which CDC experts consider to be equally
effective.

Average Dose

Chloroquine 25mg/kg
Quini8Rx 25mg/kg

Price/25mg

3.13 FCFA
86.88 FCFA

Price: SEP Price, Government self-financing pharmacy.

In spite" this price differential, qU1n1max is still widely used. This
suggests that in addition to price incentives health education that
discour~ the use of quinimax is essential.

unl~vaccines and chloroquine, ORS packets are rarely purchased.
Given tbeBOvelty of ORT treatment in the Congo, it is not r&commended
that it Ie sold, at least initially. Both doctors and patients need to
be conv~ of its effectiveness 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 ~osts 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 preliminary
estimate of total costs of the EPI, Grandes Endemies and CARE/Congo
vac~ination 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. Instead 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 pe~ 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. Nor does she include
all in-country distribution costs, training and education costs. and
building ~Jaintenance costs (utilities, repairs). Most of these omissions
are due to lack of data; nevertheless, &iven their importance they should
be estimated for the more complete study. nlis research will be a useful
tool for measuring the efficiency of va~cination services and will
facilitate a cost-effectiveness study for tIle cost per death avoided.

The completion of the smaller cost study: average recurrent cost per
vaccine for each type or' vaccine,is of more tmmediate concern, because it
will provide the basis for an auto-financing strategy. TIlis work could
'be undertaken by the same consultant team responsible for developing the
auto-financing strategy. Hote these combined tasks will require
significant technical assistanc,',' through the end of the project.
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5.12 FINANCIAL MABAGEMENT

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

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

2) Provide tools for planning the use of increasingly scarce
resou"'ces and

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

In particular, an adequate "structure within the Ministry of Health
and Social 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, FAe and GPRC.
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TABLE 13
.

USAID - LOCAL COSTS (CFA)

1984

Classification

Vehicle spare parts (1)
Other equipment + supplies
Training seminars
Operational problems
Transport
Emergency gasloil funds
Printing
Durable goods
Contingency

TOTAL

,. of ProAg

,. of Budget

(1) Maintenance

ProAg.

o
o

12,914,400
5,000,000
2,742,800
2»800,000

o

°13,028,400

36,485,600

Budget(2)

750,000
1,400,000

900,000
o

500,000
1,726,686

300,000
2,000,000
4,458,314

12,035,000

Actual

191,988
17,787

620,000
o

36i,836
82,000

o
44,854
1,600

1,320,063

117.

(2) Budget of planned activities
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TABLE 14 1985

USAID - LOCAL COSTS (CFA)

Classification ProAs Budget(l) Actual

Vehicle spare parts 0 3,308,012 1,405,541
Other equipment + supplies 0 2,232,215 1,105,138
Training seminars 11,485,600 9,380,000 8,714,825
Operational problems 5,000,000 0 0
Transport 0 2,238,164 1,309,675
Emergency gas/oil funds 3,000,000 2,418,000 1,908,195
Printing 0 2,500,000 1,239,000
Durable goods 0 4,555,146 2,522,894
Contingency 13.828,400 6.083.400 4,867.302

TOTAL 33.314.000 32,714,937 23,072,570

t. of ProAg

t. of Budget

69';'

70~

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

USAID - LOCAL COSTS (eFA)

1986

(Jan. - Barch)

Classification

Vehicle spare parts
Other equipment + supplies
Training seminars
Operational problems
Transport
Emergency gas/oil funds
Printing
Durable goods
Contingency

TOTAL

~ of ProAg

,. of Budget

ProAg

°o
12,057,200
5,000,000

o
3,200,000

o
o

6,056,800

26,314,000

Budget(1)

1,902,471
1,127,0770

665,175
o

928,489
509,805

1,261,000
2,032,252
1,216,098

9,642,367

Actual

585,374
167,002

79,265
o

30,055
316,600

o
58,145

4,867.302

1,430,886

5,.

(1) Budget = unspent 1985 balances

Hote: USAID funds suspended January 28 1986
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TABLE 16

USAlD - FORElG~ EXCHANGE COSTS ($)

1984 1985
Classification ProAg A~tual (4) ProAs. Ac.tual(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)

Syrintes 9,000
(3) From PlOIC status records, amount obligated
(4) PlOC funds used for local purchase
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TABLE 17 1986

USAID - FOREIG» EXCHANGE ($)

(Jan - Karch)
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 0 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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TAl\U 18: LPkC - AlL COSTS

. 1984 198~ 1986 1-3/86 1987
Item ~ Actual ~ Actual ~ Actual !.ro~

Mraelee ..,acciof'
(offahore coat) 0 0 4,000,000 0 8,000 ,000 0 24,400,000

Chloroquine 0 0 12,000 ,000 4,000,000 16,000,000 0 48,000,000

OiS 0 0 16,000,000 0 18,000,000 0 54,000,000

Equi paeot ,
vaccinatioo 0 0 5,000,000 0 7,000,000 0 22,000,000

Fuel repair ~,257,200 0 8,000,000 1,504,241 9,142,800 748,600 32,342,800
(1) ()

Perdie., traoeport 0 0 3,000,000 4,740,000 3.400,000 3~,OOO 10,400,000
(2) (4 )

Of flce auppl1u 0 0 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
(1 of Prob) (0%) (261)

..

(1) ruel ud oU • 960,240
Maintenance • 544,021

(2) Traoaport of ..,accl~ea· 359,000
rer ~e. • 4,381,000

(J) Fuel and 011 • 722,000
IklnteDADce • 26,362

(4) Traoaport of Yaccinee· 10,000
Per dlea • 348,000
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TABLE 19

FAC - EXPENDITURES FOR CCCD FROM CCCD/FAC FUHDS

Classification

Vehicles
Gasoline
Maintenance
ICORT Conference
BCG 50.000
VAT 20.000 does

TOTAL

FAC CCCD Budget: 1984
1985
1986
1987

Expenditures (1984-1986)

17,2132.000
1,230,000
1.000.000

975,000
3.525,000
1,062,000

25,074,000

25,000,000
18,500,000
12,500,000
6,250,000
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TABLE 20

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

Classification

Maintenance of electric generator
Vehicle spare parts
Maintenance of cold chain

TOTAL

Expenditures

1,400,000
79,200

808.489

2,287,689

TABLE 21
FAC - EXPENDITURES FOR CCCD FROM SEGE/FAC

Vehicles
Office supplies (including photocopies)
Vebicle insurance

TOTAL

TABLE 22

1984-3/1986

2,897,000
4,395,800

200.000

7,492,800

TAC - EXPENDITURES FOR CCCD FROM FONDS FOLLEREAU/FAC

Distribution of vaccines into regions
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TABLE 23

OTHER DONORS

UWICEF:

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 (eFA)

Allocated
Remaining

USAID
119,"197,570

o
FAC

25,000,000
6,488,000

GPRC
15,000,000
2,609,579

TOTAL
159,"197,570
(USAID
FAC-GPRC)

t. GPRC

870

TOTAL
134,797,570
(USAIO
+ GPRC)

t. GPRC
1170

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

1770

149,797,570
132,188,091
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TABLE 25

PROJECT AGREEKENT~LOBAL BUDGET (CFA)

1984 1985 1986 1987

USAID Offshore costs 12,914,000 48,228,400 17,600,000 11,614,400
USAID Local costs 36,485,600 33,314,000 26,314,000 12,342,800
GPRC Offshore costs

(measles vaccines) 0 4,000,000 8,000,000 12,400,000
GPRC Local costs 5 ,25 7... 200 44,000.000 57,542.800 68,743,600

TOTAL 114,656,800 129,542,400 109,456,800 105,100,800

,. Congo 5'- 37% 60~ 77fo
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TABLE 26

MIHIKUM* GPRC LOCAL FUNDS TO MAINTAIH 1985 ACTIVITY LEVELS THROUGH 1986
(FCFA)

Fuel 3,840,000 CFA
Oil 239,190
Vehicle maintenance 883,350
Per diem 3,612 1.000
Transport 642,600
Office supplies 2,500,000

TOTAL 11,717,140

Chloroquine
(8 Brazzaville Centers)

Accelerated vaccination
program 2,000,000

235,876

TOTAL 13,953,016

157. Contingency 2,092,952

GRAND TOTAL 16,045,968 CFA

* This m1n1mum cost figure pertains to maintaining given 1985 level of
activity in Brazzaville, Pointe-Hoire and Loubomo without including any
of the special activities called 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. Hote 15,. rather 1~ 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 G~RC LOCAL FUNDS: 1986

Fuel and Maintenance

- 4 CCCD vehicles
- 20,000 lan/yr
- 0.16 liters/km
- 300 CFA/liter
- Oil 239,190 CFA [2/3 country assessment, 357 CFA = 2$]
- 5~ purchase price of 4 vehicles (17,667,000) = maintenance

Supervision

Per diem
# Persons
Length of trip
II Trips/yr
(I Regions

TOTAL

Regional

7000 CFA/day
4

7 days
3

588.000

Local

7000 CFA/day
4

1 day
36

3

3,024,000

Airfare (CFA)

Office Supplies

53.550 (Brazzaville/Pointe-Noire/Loubomo/Brazzaville)

GPRC/CCCD Budget expenditure

Chloroquine

2.500,000 CFA

- 4 malaria centers. Brazzaville (3140 reported cases)
300 mg/treatment (country assessment)

- 3.13 CFA/25mg (UNIPAC 1935 catalogue. Qualls study)
- Anticipate doubling # centers

Accelerated Vaccination Program

Minimum contribution required by GPRC as estimated at UNICEF
Keeting, April 18. 1986 (2,000.000 CFA)
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TABLE 21

ASSUMPTIONS FOR MINIMUM G~RC LOCAL FUNDS: 1986

Fuel and Maintenance

- 4 CCCD vehicles
- 20,000 km/yr
- 0.16 liters/km
- 300 CFA/liter
- Oil 239,190 CFA [2/3 country assessment, 351 CFA = 2$]
- 5~ purcnase price of 4 vehicles (11,661,000) = maintenance

Supervision

Per diem
# Persons
Length of trip
II Trips/yr
II Regions

TOTAL

Regional

1000 CFA/day
4

1 days
3

588,000

Local

1000 CFA/day
4

1 day
36

3

3,024,000

Airfare (CFA)

Office Supplies

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

GPRC/CCCD Budget expenditure

Chloroquine

2,500,000 CFA

- 4 malaria centers, Brazzaville (3140 reported cases)
300 mg/treatment (country assessment)

- 3.13 CFA/25mg (UNIPAC 1985 catalogue, Qualls study)
- Anticipate doubling II 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 (COHTItruED)

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

ESTI~~TED 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~

USAID Unspent 75,651,777

45~

35,655,597

647..

5,944,430

947..

o

USAID Unspent balances as of 3/86

Assumptions:

local:
offshore:

TOTAL:

82,632,881
41,156,800

123,789,681

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 1~, population growth 3~: TOTAL Project Operating Costs

The level of activity in Brazzaville, Pointe-Noire and Loubomo supported
by these ~jections cannot be precisely stated at this point. A
detailed ..alysis using epidemiological and cost information is required
to do this.
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DOCUME~tS REVIEWED

Second Year PrDject Evaluation Briefing Book

AHHEX 1

Planning
1.
2.
3.
4.

Activity
1.
2.
3.

Documents
Project Implementation Letters 1 and 2
Life of Project Activity Plan (1984-1988)
Annual Activity Plan 1985
Annual Activity Plan 1986

Reports
1985 Country Summary Report
Rapport d'Activites - Annee 1985
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 (con.)

3. Reports 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: Heasles 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. - Nov. 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 Documen~s

1. Cost Study Report, CCCD/Congo (June/July 1985) and Addendum
(October 7, 1985) - Noreen Qualls

2. Financial Records, CCCD/Congo (1984-1Y8S)
Direction des Services Administratifs et Finance

3. FAe Synthese de Depenses (1984 - 18 Avril 1986)
4. Budget: Direction Generale de la Sante Publique (1986)
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ANNEX 2
PERSONS CONTACTED

:
American Embassy of Brazzaville

The Honorable Ambassador Alan Lukens
David Bassett CCCD - ~iO Liason
Christy Collins USAID Liason
USAID Kinshasa

Ministry of Health and Social Affairs

1. Dr. C. Bouramoue

2 . Dr. A. Gando
3. Dr. G. Madzou
4. Dr. S. Hzingoula

5. Dr. A. Ezanza
6. Dr. Niatty-Benze
7. Dr. R. Coddy

8. Dr. P. Eozenou

9. Dr. L. Loueko
10. Mr. K. Biahoua
11. Kr. L. Obe

12. Mme. H. Bany

13. Mlle. E. Niamikessy
14. Mr. F. Biahoula
15. Ms. It. Hawkins-Reeds
16. Mr. B. Fitzgibbon
17. MIne. IJgembi

18. Dr. Samba-Lefevre

17. Mr. Louhouamou

The Honorable Minister of Health and
Social Affairs

General Director of Public Health
Director of Preventive Medicine
Director of Maternal Child Health and

Health Education
Director of Curative Medicine
Director of Primary Health Care
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)
CCCD-EPS Coordinator (DSMIES)
Deputy Chief of Service Malaria DHP
CCCD Technical Officer (leaving)
ceCD Technical Officer (arriving)
Chief of Administrative and Financial

Services
Chief of Infectious Diseases 

Hospital Kakelekele
Interim Director of PHARMAPRO RPC
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PERSONS CONTACTED (CONTINUED)

Region of Kouilou

1. Dr. J. Senga
2. Hr. D. Kimbatsa
3 . time. Houmba
4. Dr. Nicolas

5. Team Members
6. Dr. Nakahormda

Region of Niari

1. Dr. Malalow
2. Dr. Goma
3. Dr. K. Manhoungou
4. Regional Director
5 .. 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

1. M. Boissart

Brazzaville

1. SMI Makelekele
2. Hospital General - Makelekele
3. SMI Poto-Poto
4. SMI CHPS Bacongo
5. SKI Ex-Adrientiste
6. SMI Lonzolo
7. SMI Talangai

Chief of Grands Endemies
Deputy Chief Grands Endemies
Director Regional DSKIES

Chief of Pediatrics General
Hospital a Sice

Regional Direction of PMC
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 _ It tt

Chief of PEV _ tt tt

Co-Proje~t 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

1. Hospital A. Siee
2. SMI CNSP Foueks
3. SMI M'Beta
4. SMI Je3n Vialle

Loubomo

1. Hopital de Loubomo
2. SMI de Loubomo
3. SMI Armee de Salut
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M.V.
h.ii :5'IERE DE LA SANTE ET DES

~FFAlRES SOCIALES
- - ---

CAB I NET
- - - --

REPUBLIQUE POPULAIRE DU CONGO
Travail - Democratie - Paix.. - - - -

PORTANT DEFINITION, ORGANISATION, ATTRIBUTIONS ET

FOHCTIONNEMENT 1'TT RESEAU D'APPLICATION DU PROGRAMME

NATIONAL DES SOINS DE SANTE PRIMAIRES

==================

LE MINISTERE DE LA SANTE ET DES AFFAIR~S SOCIALES

(/u Ie Decrct n082 - 228 du 9 Mars 1982, portant reorganisation du Ministere

de la Sante et des Affaires Sociales,

(/u le Decret nC 82/595 Q~ 18 Juin 1982, fixant les indemnites de fonctions

allouees aux titulaires de certains postes administratifs,

(/u Ie Decret nO 84/856 du 8 AoQt 1984, portant nomination du Premjer

Ministre,

(/u Ie Decret nO 84/858 du 13 AoQt 1984, portant nomination des Membres du

Gouvernement,

La Conference des Dire~teurs Generaux et Directeurs Centraux entendue,

L)E C IDE
=========

Article 1er : La presente note de service definit l'organisation, les attri

butions et le fonctionnement du reseau d'application du Programme National des

Soins de sante Primaires.

Article 2 I Les Soins de Sante Primaires constituent une approche integree

de la prestation socio-sanitaire et comportent a cat effet plusieurs compo

santes.
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Les composantes de Soins de Sante Primaires retenues comme essentielles en Repu
b1ique Populai~ 4u Congo Bont I

l' l'education pour In sante

2) 1a madecine preventive (vaccinations, 1utte contre les endemo-epidamies,

surveillance apidemiologique)

3) 1a sante mcternolle et infantile

4) l'hygiene at l'assainissement

5) los soins curatifs

6) l'alimentation/Nutrition

7) l'approvisionncment en 6nu'po~Qble

8) l'nssistnnce sociale

9) l'npprovisionnoment en medicaments c~8entielB

10) In lutte contre los epidemies

11) 10. tenuc des statiatiques sanitnires

Article 3 I Le reseau d'npplicntion du Programme National des Soins de Sante

Primaires comprond, outre Ie systeme d'orientation/recours qui n'ost pas trnite

dans la presente Note (H8pitaux regionaux, H~pitnux g~neruux et C.H.U.) :

- Les Services C3ntrnux du Programme National dos Soins de Sante Primaires

- Dos Services Regionaux dos Soins de Sante Primo.ires, a ro.ison d'un service po.r

Region

- Un Comite Consultutif Regional des Soins de Sante Primo.ires pur Region

- Des ComiteD de So.nto institues aux trois (3) niveo.ux de bo.se.

- Les forrn~tions so.nito.ires des trois niveaux de beso.

Article 4 : Les Services Contrqux suivo.nts et leurs sections sont organises nu

sein du Programme N~tion~l des Soins de So.nte Primairea.

1°/Service des Etudes at de 10. Planifico.tion avec 10. Section Statistiques at In

Section Projet., Prog~o.tion et R~chercho.

20/ Service de 10. Coordino.tion, du Contr81e et do l'Evaluo.tion compreno.nt 10. Sec

tion Organes de Geation et In Section Orgo.nes d' execution o.ux Trois Nivenux do b~s'

(TilN.B.)

30/ SerrieD de l'integration des Soins de Sante Primo.iros divise en Section For

mations San1to.ires des Trois Niveaux de base, Section Formations Sanitaires d'o

rientation/recours at Section Reorientation du systeme de Sante nationale •.../ ...



~o! Service do In formntion comportnnt In Section Formntion initiale, la Sec

~i~:~ Recyclogo et prefoctionnement et la Section de l'nudio-visuol, du moteriel

c..i:-.ctique et d~ ).'information.

5 c l Service do l'Administr~tion ot des Finances qui comprend In Sec~ion du Per

sonnel et du BUdget, 1a Section du Materiel et de 1u Depense et 10 Section Secre

tari~l.t.

Article 5 all est organise en outre un Service r~gional des Soins de Snnt& Pri

maires duns chaque Region. Ces Services Regionuux sont places sous l'uutorite du ~

Respons~ble du Progr~me National.

Article 61 Choque Service Regional compr~nd los Sections Buivants :

- Administration et Finnncos (A.E.P.)

- Coordinction, Contr$le et evnluntion (C.C.~.)

- Medicaments, Vaccins et equipements (M.V.EG)

- Sant8 M~tornell~ et Infantile (S.M.I.)

- Ali~ent~tion; Nutrition, eau potable (A.N.E.P.)

- Activitee Socialee et promotionnollea (A.SGB.P.)

- Coordination des Soins Curatifs (C.D.S.C.)

- Medecine Preventive (M.P.)

- Hygiene et Assainiseemont (H.AS.)

Articlo 7 1 Les Sections des Servi~Qs hegionnux des Soins de Sante Primnires

re~oivent les attributions suivantes :

a) La Section A.E.F. est ch~rg8e de In gestion des ressources hum~nes materielles

et fin~ncieres de la region ninsi quo de leur mobilisntion.

b) La Section C.C.E. coordonne, contr$le et evalue l'execution du programme d'nction

regional on matiere de Soino de Sante Primaires.

c) La Section M.V.E. cst chargee de la gestion du Mcdicament, des vaccins et de

l'equipement medical. Elle en nssure Ifentretien et approvisionne regulierement

les formations sanitaires.

d) La Section S.M.I. supervise les activitcs 1i8es 6 I

- La surveillance de Ie grossesse et 1a prevention des accidents SUBc~pti~es de.
J.o. menacer,

- l'educ~tion des femmes enceintes,
- 10 prestation dos soir.s aux nouveaux-nes

lu lutte contre In mortnlite ot In morbidit' infnntiles por les soins curatids

_..~:1uniso. tion o.ctiva,

surveillance systematique de l'etat de sante de In popUlation juveno-infnn-
,,, ~ .. \ 67
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e) Ia section Alimentation, Nutrition, E!u Potable a pour r6l.e de :

- Promouvoir les activites tendant a obtenir pour les populations une ali
mentation saine et suffisante qualitative:1ent et quantitativement,

superviser l'education nutritionnelle des meres,
- controler la qualite dt l'eau consommee par les populations

f) lB Section A.S.E.P. est chargee de :

- tenir les statistiques des personnes handicapees chroniques au plan~hysi
que, moral, mental, environnemental ou de l'age (vieillards),

- coordcnr.er et controler les actions qui sont Menees en leur faveur, notam
ment dar~s Ie domaine de"la formation, de la reeducation, de 10 readapta
tioD professionnelle et de 1a reinsertion 6or.iale,

- assurer 1 'a ssist~nce materielle et morale des personnes handicepees.

g) lB Section C.D.S.C ••.::>ordcinne les activites de SoiL.s cur3tifs tent en medecinE
clossique qu'en medecine traGition~elle ( acupuncture et phytotherapie).

h) lP Section M.P. est -..harg~e de :

op~rer 18 surveillance epidemiologique,

- organiser sous la supervision du service regional et des services centraux
la lutte contre les epidemies,

- coodonner, eontreler et evaluer les activites d'immunisation active dans
Ie cadre du programme elargi des vaccination,

organiser sous la direction du service regional et des services centraux
les campagnes systematiques de depistage des maladies Boeiales (M.T.S.)
tuberculcse, lepre, maladies psychiatriques, alcoolisme, etc.)

i) La Section HAS. veille a l'exe.~tion du programme d'hygiene et d'assainiep
sement du milieu, hygier.e allmentaire, lutte anti-vectorielle

supervise :'education populaire en hygiene et assainissement

maintient une collaboration etroite et fructueuse avec les aut~es secteurs

du developpement .~mmunautaire,

- applique les peines infligees aux auteaas c'infractions en matiere d'hy

giene et d 'a saa inssement,

fait des propositions pour l'amelioration des conditions d'hygiene des

populations, etc.

68



Artiele 8 : Au nivesu de chaque Chef-lieu de Region est constitue un Oomite
Consultatif aegioD81 pour les Boins se Bente Primaires.. .
a) ;.e Comite Consultstif Regional des Boins de S!lnte Primairee est ainei

comio.i : eo

- President
- Vice-Pr4sident
... "kemtn-e s

: La Oomaieea.!re Politique
: La Directeur Regional de 18 Sante
: Le Chef de service Regioml des 50ins de SI!lnte

Pr1maires.
Les Chefs de Section du Service Regional du
Programme.
Un Representant du Comite Regional du Parti,

Un Representant du Conseil Populaire de Region

Un Representant de l'UJSC-Jeunesse du FRrti

Des Representants Regionaux des Administrations
euivantes ;

- Agriculture e ••••••••••••••••••••••••••• 1

- Education Nationale 2

- Energie et Hydraulique ••••••••••••••••• ,

- Industrie •••••••••••••••••••••••••••••• ,

- Petites et Moyennes Entreprises .~ •••••• 1

- Informations ••••••••••••••••••••••••••• 1

- T.raveaux Publics .e .........•.....•...•• 1

- Pisciculture ••••••••••••••••••••••••••• ,

- Administration du Territoire ••••••••••• 1

- Environnement •••••••••••••••••••••••••• ,

b) La Comite Consultatif Regional des Seine de Sante Primaires a pour
:

J'~le de :

- donner son avis sur les objectifs du Programme Regional, 1a Planifaca tion

des aetivites at leur execution, 1e fonctionnement des Comites de Sante.

- apporter sa contribution a l'execution des Programmes gr§ce aux appuis

logistiques nutamment dans les domaines representee par ses membres,

- Participer a l'animation du P.rogramme Regional Dotamment dana les cam
pagnes de lutte contre le6 epidemies, d'hygiene at d'assainissement. de
nutrition et d'education populsire pour 1e sante par 18 mobilisation des

masees populaires at des representants des prinripaux secteurs de I'aco

nomie na tionale (Agriculture, Industrie t Energie et Hydraulique. Education

•• -I· •••
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1~(.:.ti:ma.le, Petites et Koy-annes En'treprises, ~ormat:lo%t.·, Travaux Publ1es, Environ

nament, Adm:1n1strstion du Territoire).
. .

0) Le coll1te Oonsultatif Regional des Soins de sante pr1maires oe reunit

deux tois par an sur convocation de son President. Le quorum est atteint lorsque

les deux tiers des membres ~nt presents. Chaque reunion fait l'objet d'un prooes

YerbaJ. adresse au Ministre de la Sante et des J\ffaires Sociales.

Ar1lcle 9 I Les soins de Sa.nte primaires s'appliquent dl".ns toutos les formations

sanitaires de 10 Republique Populnire du Congo. Toutefois l'aooent dolt ~tre

tortement Mis sur Ie niveau basal.

Artiole 10 I Les trois niveaux do base (T.NoB.) de l'organisation sooio-sanltaire

sont ninsi d~finis I

e.) ;Premier n1veau I

• en milieu u~bain I zones, unites de production.

b) peuxieme n1voau I

• en milieu rural I P.C.A.

• en milieu urbcin I Que.rtiers, entreprises rogroupees ot o.ss1rrn.llees.

c) Tro1s1eme nivoo.u I

- Districts et ~rrondissomcnts des grcndes villes.

1~t1cle " I Los formations socio-snnitaires des trois niveaux de base
d

sont les suiVMts •

0) au 1ar niveau I

- Poste de snnte pour les villages iso16s et les unites de production

- D1spensnire pour les villages-centres at les zones des quartiers urbnins.

b) au 2e niveo.u I

- Contres de sante integres urbains -C.S.I.U.) pour les quartiers des villes

et rurnux (C.S.I.R.) pour les P.C.A.

- Oentres de sante Intcgres d'Entreprises (C.S.I.E.)

c) au 38 tdveo.u I

- Hepitaux do baso pour les districts ot les arrondissemonts de grandee villos•

...1•..
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~t1cle 12 I Les unites de production, les villages-centres, les zones ot quar

tiers des grandes villos, les pen et les districts doivent disposer chacun I

- dtun eco-systeme acnitnire mini~l (E.S.S.Me)

- d'un comite de s3nte.

Article 1J I Deco-systeme snnit~ira minimal (E.S.S.M.) comprend au moins I

- une latrine au moins pc.r fnmillo, pc..r etnblisaement public et pc.r unite de

production.

- un systeme dtapprovisl~onnementen eeu et notnmment en eau potable

- une form~tion sooio~s~it~ire nssur~nt au moins L~ pr~ention des maladies,

les soins curatifs, Iteducntion pour L~ Sante et l'cssistnnce socin1e.

Article 14 t Les formations socio-snnitcires au nivea~ bc..sc..l recoivent les-
attributions et las structur['.tions fonctionne11os ci-dessus.

Article 15 I Le poste de sente comprcnd un ngent de sante de villnge qui 1e

dirige et une rrL~trenc, dans 1e cc..s d$villages I un infirmier dipleme dtetet

dans 1e cas des unites de production.

Le poste d~ po.nte execute les t~ches suivo.ntes

prestntion des soins elemonto.ires at niv~quinfso.tion systematique.

- gestion du medicament pour 10. So.nt0

- cduc:::..tion populo.ire
Le poste de annte reeoit les avis at les directives du comito de sante du

villo.ge, de 1tunit~ de production ou de L~ zone et sty conforme.

itrticle 16 : Lo dispensc.ire des viIJ.agee-centres at des zones, des qunrtiers

urbcins comprend 1e personnel suivc..nt ;

lAO un 1nf'1rmier Dipleme d 'Etn t qui en est 1e responsnb1e

- un ~1d&-soign~nt

- Utl3mo~c

Le d1spensaire nsgurne lea t8ches suivc..ntes I

a,dministrntion des BOins elemcntnires et nivnquinisc..tion syst&rw.tique

- aooouchements eutociques
_ soins en hospitalisation dont 10. 'luree ne doit pas exocder trois a cinq jours

Cv:1.cun.tion vers 1e centre plus developp~ des cas jugee serieux

- gestion du med1c~ment

.... / ...
7l



- eduoation popula1re pour 18 SAnte, ~duoation des meres et assistance soo1a1e

- oontr81e de l'eoo-systeme san1taire

Le dispensaire reooit les avis et les directives du oom!te de village (HI de

zones de quar~1er et siy oonforme.

Artick 17 I Le Centre de Sante Integre du p.e.A. ou du quartier des grandes

villes ou d'entreprise doit posseder une structure et une organisation lui

permettant d'appliquer les oo~oeantes essentielles des Soins de sante Pri-

maires.

A1'ticle 18 : Le Centre de sante Integre est anime par un personnel compre-

nant au minirm.un s

- un directeur qui en est l'administrateur

- un medecin multi-disciplinai~e

- un assistant sanitaire generaliste

- une sage-femme

- deux infirmiers dip16mes d'Etat generaliste

- une assistante sociale

- deux aides-soignants

- une metrone
- un technicien qualifie de laboratoire

- un infirm1er dip18me d'etat option pharmac1e

- un infirmier dip16me d'etat option anesthesie

- une monitrice sociale

- un tradi-praticien

- un dentiste.
- un seoretaire, un planton, un oommis, un agent d'entretien, un jardiniere

Artiole 19 s Les act1vites devolues au centre de san"te integre sont ainsi arr~tees:

- prestation des m~mes actes assignes au dispensaire des villages-oentres

- acoouohements dysotociques et petite ohirurgie

- vaooinations
- hygiene et assainissement du miliou

... lutte oon:'re les t§pidemies

- aotiv1tes l1ees a 1a sante maternelle et infantile (surveillance et prote

otion de la grossesse, vaooination, oonseils d'hygiene, etnbl1ssement de pieces

~glementaires. etc.)

- aSE~stance 800181e



- evacuation des cas graves vera l'hepital de ba~e

- contr~le des normes de l'eco-systerne sanitaire et de 1a reglementation

saniteire en vigueur.

Article 20 I Le centre de sante integre recoit les avis et les directives du

comite de EW~te'du p.e.A. du quartier u~bain ou de l'entrepriae en matiere sooio

sanitairc. Ces avis et directiveE Bont donnes au moins deux fois par an.

Leur application ne peut intervenir qU'apres agrement du Comite de sante corres

pondant. Dans l'accomplissement de certaines de ses t~ches (lutte contre les epi

demies, oampagnes d'hygiene, education, etc.). Le centre associe les populations,

les represen tants du parti, les organisations de Masse et des mItres secteurs con

nexes, notamment l'Agriculture, les ~ravaux pUblics, l'Energie et l'Hydraulique,

l'~ndustr1et les P.M.E., la pisciculture, 1 'Information , l'Administration du Ter

ritoire, l'Industrie et l'environnemcnt. II est tenu pour ce faire de sollioiter le

eoncours du bureau du Comite ~xecutif de la localite.

Article 21 : Dans chaque district, dans chaque arrondissement de grandes villes,

doit ~tre organise un centre de sante integre principal dit h6pital de base.

!!ticle 22 J La structure,l'organisation et les attributions des h6pitaux de base

de districts et arrondissements des grandes villes doivent permettre l'integration

et l'execution au plus haut nivcau des composanteg eseentielles des Soins de sante

Primaires.

Article 23 I Le personnel minimum de chaque h6pital de base doit comprendre :

a) pour les soins medicaux : (consultations, hospitalisations, gestion et distri

bution du medicament)

- un medecin multi-disciplinaire

- un pediatre clinicien

- un gyneco-obst2tricien

- un pharmacien

- un chirurgien generaliste

- un den'tiste
- un technicien superieur en nne~thes101ogic
- un technicien superieur en rad~ologie

- un technicien superieur de laboratoire

- un assistant sanitairc generaliste

- une sage-femme principale

- une sage-femme puericultrice

_ six infirmiers (eres) dipl~mes d'Etat generalistes

- six aides-soignantss

- deux mntrones

- deux agents d'entreticn.

b) tour la sante Communautaire (S.M.I., medecine preventive, hygiene at assai

...... s...:(;:~ent, alimentation en ea.u potable, nutrition assistance socia.le)

- , t!" Pedia ire social
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~cdecin epidemio1ogiste

- un medecin specialiste d'hygiene et assainissement

- ..1.I. medecin ou on pharmacien micobiologiste

- an docteur en nutrition

- un assistant social principal

- une sage-femme principale option puericultrice

- deux sages-femmes option puericultrice

- un technicien superieur de laboratoire

- trois techniciens superie~rs de sante publique

- trois infirmiers di,l~mes d'Etat

- un technicien qualifie de laboratoire

- trois aides-soignants

- deux monitrices socialns

- trois agents d'entretien

c) Pour l'Administration

.... un directeur

- un gestionnaire des rcssources

- une oecretaire

- un ple.u;on

- un commis

- un chauffeur

- un magasinier

- un rnecanicien (auto, clectricite)

- un plombier

- un jardinier

~rticle s Les activitcs des h8pitaux de base coUYrc~ l'essentiel des besoins

Bocio-sanitaires des )opulations et portant dans les domaines suivants :

a) soins mcdicaux : consultations externes, hospitalisation (medecine, chirurgie,

~ecologie, obstetrique J pediatre), gestton de distribution du m~dicament

b) sante communautaire : S.M.l., medecine preventive, lutte contre les epidemies,

~giene-assainissement,alimentation en cau potable, nutrition, assistance, sociale,

~) gcstion administrative et financiere

... ../ .....
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Mrt1cle~ I L'h~pitul de base re90it les avis et directives du comiies de sant~

de district ou·d!nrrondisscment nu moins deux fois par nne L'execution de ces

directives reqcicrt l'agrement du Comite Consultetif Regionnl. Dans l'nccomplis

Bement de certaines de leurs t~ches (lutte contre les epidemics, campagne d'hygiene

at assainissemcnt, educ~tion). Ilh$pital de base et son comite de sante nssocient

les populations, les reprGsentnnts du Parti, des Org~nisntions de Massos et des

3utres secteurs connexeso (Agriculture, Industrie, Energie et hydraulique, Pisci

culture, P.M.E., Inform~tions, Educe-tion nationc.l, Administration du Territoire,

Environnement, etc.).

Article 26 I Des oomi·cGs de sant0 sont constitu~s au niveau des villages, villages

centres, zon~s et qU~ltire6 urb::inEJ. unites de production, arrondissement des

gr~des villas, peA et districts.

Article 27 I La composition de chnquc comite de s~nte est ainsi fixe I

lie president du Qomite de villn.ge, zone p Wlite de production,

qunrtier, PCA, district ou ~rrondissement

Vice-Pr6sidcnt : Rcsponsable sanit~irc de l~ circonscription concernee

Membra : - un rcpr(.sent~nt du Programme des Sains de Sante PriMnires

- des rcprescntnnts des unitLs composnnt la formation san1taire elus

per leurs p~irs a raison de I

- 1 a 3 repr6sent:1.nts pour l'Wlite de sains medicnux

( 1 reprt§sont:>.nt s'i1 s'egit du 1er nive:l.u, 2 s'1l s'ngit du

2e nivo:lu et 3 E'il s'agit du 3e nivcnu)

1 a 5 ropresentants pour l'unitc de sar.tc communeutnire

( 1 representc.nt s'il s'egit du 10r nivenu, 3 s'il s'agit

du 2e nivenu ot 5 s'il s'agit du 3e nivea.u)

-~ responsable des services gcnernux

-~ represent~nt du comit6 do vill~ge, zone, unite de production,

~CA. district, q~~rtier et nrrondissement designc pQr les

burceux corrospondnnts

._ un represen tan t du conscil popul~iro

- UJ representant de l'UJSC-jcunesse du perti

_~ representnnt p~r Organisation de Masse (C.SC, et U.R.F.C notamment)

-~es rop?£crontants des secteurs suiv~nts : Agr1cul~e, Industrie,

~ro:vr'.w;: publies, Energie et hydro.uJ.1que, Pi.so~ulture, P.M.E, Education,

Informntion, Environnement, Administration du Terri toire.
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Article 28 I Los ~omites de S~nto ont pour r810 de I.
- veiller a l'opp~c~tion 1nt~groe at coordonnee des compos~ntea easoptiellcs

des Soins de S~nte Prim~irco.

- emettre des ovis sur l~ plcnific~tion des nctivit~B cnnuelles ou plan loc~l

at sur 1Q qu~lit~ de 10 prestation Bocio-sanit~iret

- eV~luer les activit~s deD form~tions s~nit~ires at dresser les proceB-verb~ux

- ~ux fins d'exploitation par Itautorite hie~rchiqua du syateme de s~nte,

- p~rticiper et fcire p~rticiper ~ctivemcnt los popul~tions ~u>: QctivitbS des Soins

de Sante Prim~ircsf

- veil:er au d~veloPPGment commun~utniro int~gr~ ot coordonne gr£ce a unG col1~bo

~tion etroite at une co~ccrt~tioL purm~n~nte d06 p~rtenairos ~ui los c0mposont,

- faire ~u Ministero do Ie ~nntb at d0s Aff~iros Soc~~les toutes Buggestions s~scep

tiblas dl~ccbl~rer Ie d~veloppomen~ s~nitcirc dos communcut~so

Article 29 : Les Comit~s de S~nt~ du 1cr nivenu Bont contr61e~ at supcrvis~s p~r

ceux du 2e nive~u, ces derniers p~r l~s Comit~s d~ S~nte des Districts ou des Ar

rondissements des grandee Villese

Les dGlib~r~tions des Comit~s de S~~tG ~OD Districts et ArrondisBements j sont exc..

r.lin0as pnr les Comit0s rcgionoux consult~tifs correspondants qui emettent leurs ~vis

et en sui~issent 10 Ministre de In Sante et des riffnires Sociules pur des proces

verbnux.

Article 30 I Les fonctions de membrcs de Comito de SantG SODT. benGvoles.

Article 31 : Toutes dispositions ar.tGrieurss contr~di0toire8 sont nbrog~cs.

Article 32 aUn ~~t~ minist~riel r~Gul~riscr~ les dispositionssde lu pr~sente

note de Service •

: j



· .
- 13 -

~ticle J~ : Le Dircctcur GLnLr~1 de In S~nt~ PubIiquc, Ie Directeur G{;n0r~1 des

Aff:lires Soci~1e~ at 1e Responsf1b18 du J?I'oGr~me des Soins de S~nt~ Prim::tL.'cB

v~illcnt chncun e~ ce qui la concerne t ~ I~ stricte ~ppl~c::ttion des dispositions

:e l=:. prcsente Note.

Br~zz~\~ll&, Ie OJ Juin 1985

L~ ~i~istre de l~ S~nt~ et des Aff~ires

Soci:lIes,

C~binet Pr~sidentiel••••••••• ~ 6

C~binet du P.M ••••••••••••.••• J
Ministere des Fir.~nces•••••••• J
MIla :.dIIlinistr~tion d~ ~·erri~

toire et Pouvoirs Popul~ires•• J
- ConfffdCrntion Synclicnle Con- 6

golnise••••••••••••••••••••• o

U.R.F.C •••••••.•. e •••••••••••• 10
U.J.S.c. (Secr~t~rint)••••••• 10

- Co~miss~Qts Politiques ••••• 10
- D.G. de S~nt~ Fublique ••••••• 1
- D.G. des Affnires Soci~lcs••• 1

Diracteurs centr~ux at regio-to
naux.e ••••..•••..•. e ••••••• II •

Progrnrnme Soins de S:lnt0 Pri-
rn~ires••••••••••••••••• • •••••• 7
Directeurs des H8pit~~••••••• 10
~~binQt e ••••••••••••••••••••• 10

~ i.rci:ives •••• " ••••••••••••• • • •• 5



Trav~il - DCmOclatie - Paix_a••• __ _ _

....-_..---

DECi$T W· 86/3~2 du 24/03/fl£J
l-'Oi<:L':.l:T INSTITUTION t f~TTRIBUTIONS ET ORG!~I

S/.TION DU PROGRAr1HE NJiTION:.L DES scn:s DE
SIJ<iT':; FRn;X~:i.<ES.-

..- -----

1£ PRESlm~j';T DU CorlITE CENTR"L DU riill~I CCNGOLAIE
Dl! TR.W hILt FrtESI:lENT DE 1.,. ~:.Lr7JBLIQm:, CHZF DU
GC'UVER!CHI::~T ,

Vu 1e. Constitution du & JuiL._c- 19 7 5 ;
Vu 1~ lei nC' 76/81t du 7 D0CcriLJ-,J :9'A pcrt:J."1t r:ttific3tic-n

d<.: l' Orc~0nn:-:.ncc nO 011;J/84 du 23 :-..ctlt 19[;4 r.:;rt mt noc.lific:ltibn de certaines
dispositions de l~ ConBtituti~n. du 8 Juillet '~79 ;

Vu Ie dfcrct n C 82/228 du 9 M_rs 1S'32 portLUltfeorgllIlisation
du MlnisterG de In Sante at des hffaires Soc:ales ;

, Vu IG dccr<.-t n' 82/595 du 1E Juin 1902, fixant les indor:mitcs
de fcnctiQns ~lcu0,Js nux titulnircs de cer~~ins postes ~Q~inistrntifs ;

Vu Ie decret r:' 84/[50 du 8 -ooth 1<j()4 porte:.Tlt nomination du
Pro':ier i"iini.stro ;

Vu 1e d~cr~t n~ 85/1423 du ~ ~cccmbre 1985 portent nornin~tion

des Hembres du Gouvernernent ;

Vu Ie decrct nl' 85/1434 du 17 Decernbrc 1985 portnnt organisa-
tion des interims dcs Me~brcs du Gouvernc;.cnt ;

Sur prcpositic.n du Ivrinistr--: de 10. Sc.ntc et des Affaires
Sociclesl;

La Conce il des Ministrcs c:ltcndu I

DEC H B T E :

TITRE 1ER. JISPCSITIOIS 3EN:::?:f.LES

Arti~lc 1er.- I~ cst inst i tuc aurrcs du :anistere de 1.:t SD.Ilt e et des Affaire£:
Soc~es un ProgranQe Nntion~ des Soins de Snnte Primoires rattache directe
mCUlt 'uu C.:lbinetdu Ministre de In. Sante :t des Mfai.rcs Sooialcs.

Jtticlc 2.- Le Pr0Grnrll:1c Nat ion::U. des Soinn de SD.Ilt 6 Primnires 0. pour objet
de l

1)lctudier. C1ettra t:.U pvint at coordonncr lea So~ de .,stJ.JJ.te-
Primniree en Rcpublique Populaire du Congo •
. -, --_/_-



2)- Or~aniser 1 'inte(-;l'c.t::.on d;s activites deo Soins de sante Frir:laires

dans Ie systeme d0 3unte national;

3)- etudier et meitre en oouvre les strate:~i';:;s essentielles au bon

.' fonetiorilloment des composantes d88 Soins de sante Primaires;

4)- susciter In participation des autres socteurs de l'~tat, du Parti,

de 1 'UJSG-J.P et des OrGanisations de masse ainsi que des er~anisa

tions Intcrnationa1cs

5)- elaborer, exeeuter et evalucr 1es pro:rammcs de formation en Soins

de Sante ?rimaires des encadrours, deE p~rsonne1s de sante et de

ceux u~s autrcs 8ectcurs connexes.

TITR: II : ORCIJHS~.?I01';::T roNcTIONrf"::=l~T

•,

LRTICU:: 3 .-

l.RTICr.:: 4 .-

pR:SrD:l!'l' :

Les or~anes du Pro~ramrne National des Soina de Sante Prirnaircs sont:

Lo Comitc de Direction

La ~ireetion ~u ProGr~~e.

CJL'2ITFC 1ER : DU COi:lTE n::; DIRSCTION

Le Comite de Direction du rro~r~~e Nn'ior-n1 des Soins de sante

~rimnircs comprend :

Lo :~i.nistrG de 1.":: S<1L'1-l;6 ct des ;.ffc:.ir .:3 Sl)ci~lc:s

•• e •• / •••

iE:illICS :- L::: Dircctcur du :'ro..-;rn.Elr.lc HationC11 dl SOlns de Sante Prir.Jaires,

Un Repr8sent£.U'!t d;:; cJ.1Cl.CUn dos ::inist·, 'e8 :mivants :

iIinisterc; du P1nn et de 1 '~cono';Jic

r:inistere des Finaneos ~t du :aud~t

Einister<..: du Developpcmont Rur2.1

~:ini'3terc de l'~·.dministrC1tion du Territoire et C': ;-'ouvoir Popu1ai.ro

Hinistere des Travaux :'ub1ics, Je In. ConstructL:'1, de 1 'Urbanisme, de 1 'Habitat

et de l'~nvironnernent

- !.rinisterc du TOUT'isme, Sport at Loisirs

- Iiinisterc des Ensoi3l1ements Secondc:.irc et Supc·: ieur

- 11iniEterc GO 1 'EnsciGflement Fondamental et de 'l...J.phc::.betisation

- Hinisterc de 1 'Industrie et de :.=~ r6che

!hnister.:: des Hines et de 1 '~n.::r[:'io

Uinisterc de 1 'Economic F'orcstiero

- Ministerc du Commerce 1 d')8 Pctites ~t 110yennc Entreprises et de l'J.rtisanat

-Ilinisterc de lu Recherche Scientifique

- r~inisterc de 1 'Information, des ;'ostes at T( .ecomrnunications

- !~inistErro de 10. Culturc et c.:CE l.rtss
'/I,

"t,
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Celle-ci ddit intervenir dans un delai de 30 jours francs au dela duquel les

deli' ,rations sent executoires de plein droit• .;:;' i~ ~.' yf.'. ~,~ ~ii ". ' >:1-;;. 'ry·:.i

CH:~I'_;RE II DU DIR:"::CTBUR DU PROGl<iH·l.;E N;\TIONI',L DES SOINS

DE Siu~TE PR Iivl.i.IRES •

ARTICLE 8.- 1e ProGramme National deG S::>ins de Sante Primaires est dirige et

anime par un Directeur nomme par decrct du Premier Ministre pris en Conseil de

Cabinet, sur proposition du Ministre de la Sante P.t des Affaircs 80ciales.

ARTICLE ~.- Le Directeur est charge d'assurer Ie fonctionnemnt regulier du

ProgrQffi~e Nation~l des Boins de Sante Primaireso

ARTICLS 10.- La Direction du Program~e National des Soina de Sant~ Primaires

comprend les Services suivants :

- service des etudes et de la planif~cation

- service de la coordination, du con~r6le et des &valuations

- service d'integration des 50ins de Sant& Primaires

- service de la formation

- service ad:ninistratif et financie.'·

- servicesregionauxo

~RTICLE 11.- Lez services sont anim6s par des Chefs de Service nommes par

arr~te du dinistre de la Sante ct des AffairE's Sociales et places sous l'au

torite hierarchique du Directcur du ~rogramme National.

ARTICLE 12.- Lef 5gr\1ines !'ecionaux son t ch~.rge s notamment des taches 5ui-

vantes :

- programmation, coordination, contr81e, orientation et evaluation

des activites en Soins de Sant6 Primaires aU niveau des Djstricts

Arrondissements des grandes villes, communes, PCA, villages-cen

tres, villages et unites de production

..1.
(J

- formation et education pour 1"1 Sante. de 1a population.·-



- Lc II£.i::..\j de In '.Till,

LRTICrr: 5 .-

bRT1Crz: 6 .-

- Un Depute releva."1t Q..l c.lcn<. inc; e.e la Sa..-!tc ot Ges .d'fa.ircs 30eialos

- La Conseiller :i6dicof<a.ti.irtcsiclent do la R6publiquc

- Un Representant de lc::.:. remanence du ?o.rti

.. La Conseiller Socio-Culturel du Premier :'!inistrc

Le Directeur Gencr~l de la Sante ?ublique

La Dircctrice Generale des J£faircs Socia10s

Lc; ?r6sidcnt du Comito du :'arti du r:inisterv de la Sante et des

Lffaires Sociales

Le Secr6taire General de la ~SYT&'~~~

10 Premier Secretaire de 1 'utfSe-:rr .du ~iinisterc de la Sante et des

Lffaires Sociulcs

- Une Representunto du Secretariat General de l'URFC

- Un Representant des Or~anisations de masse.

L titre consultatif, toute autre personne choisie par Ie Comito de Di

rection en raison de so. competencc~

10 Comite de Direction se reunit deux £ois par a~, en D6cembre cit en

Juil1ct. II pout etr~ convoqu~ en seance cxtr~rdinairc par son lr6si~

dent ou sur la <lcmo."1cL (;critc deB 2/3 de [':;8 iiembros.

k :'rojct d t ordr~ du jeur cst prepare pe.r Ie Jirecteur du ?ro.':~raI!1r.1C: 7

arret6 C't pr6sonte au Comito de Directior: par Ie Einistrc de la Sante

ct des ..... faires Socic:.lQs. L:. quorun eElt <: ';tei"lt lorsqu~ lc('. 2/3 des ~rorn

bros sont presents. Les decisions sont p·'ises a. 10. li1ajol'ite simple. En

cas de parta.~ des voix, celIe du ?resic:nt ost pr6pond6rante.

10 Secr(t~i~t du Comite de Direction e~t assure p~ Ie Directeur G.u

Programme.

10 COr.1ite de Direction du l'rop,'ror.une Nu.~.·ional c.les So: '3 de Sante Primai-

res :

delibere sur Ie fonctionner.1cnt ~en6J·a.l de la gcstion clu ?ro~arnrne Nn.

lional des Soins de S~"1te ?rimo.ire~

donne des oriontations et des directives' pour son d6veloppemcnt, son

contr~le et son ev~luation

approuvc Ie buo~t et Ie pro~rammc d'invcstissornent annuels

de fayon GOnerale, ~ontribue a 1 'exeoution du programme et participo

a. son animation not£!lilnlent en donn;'nt des avis sur les objeetifs an

nucls et lour execution

ARTICLEJ .- Los proces-verbaux du Comit6
.. .'

I~ Conseil des Hinistrcs.

de Dir1ction Bont soumis a I'approbation



~estion des ressources humaines, mat6riclles, financiercs et du me~ic~~~lt

appui obliGatoire aux activites de soin, ~e prevention, de sont9 mAterncl

Ie et infnntilc, d'l~~iene ~t assainissement, education nutritionnelle, etc,

mence~ au nivoau des Districts, Lrrondissements des t~randes Villes, Commu

nes, PCL, Vill~~s-Centres, VillafCs ct Unites de productiori •
.i

CHi.i'ITH8 3 : res cmrrTES CONSULTLTIFS IEGIO?TJ.UX

l~TICLC 13. Lu niveau des re~ionB, les ~sponsables ucs Soine de s~tc ~rimcires sont

aides par les Comites Consultatifs Rc~ionnux ~resi~es par Ie Commisscire

!olitique. Ces Comites Bont constitucs des rcpresentcnts rer,ionaux du ?ar

ti, (le 1 tUJSe-J.P, Qes Or::onisations de E~sses et cl.:::s reprcsentants des

autres seetcurs impliqucs dans les Soins ~e Sant6 Primairo6, notamment

eeux de l'~~~riculture, It61ectricit6, l'eau, Itin~ormation, l'industrie,

les !etitc£ et ~~oyenncs =ntroprises, l'cduc~tio~ ct les travaux publics.

Les Comitcs Co~sultatifs· R0 ;ion~ux veillent R l'execution harmonieusc des

?roGr~~es ~c Soins ~e Sontc ~rimairest contr-buent a Ifapport des appuis

10 -istiques indispensables ct aIr aniP.at ion .. s Contros clos Soins do Sante

:'rir.:n.ire; s.

I_BTICU:: 14. Lc Dir~ctcur, l::s ChGfs c~c: Scrv~c(..s du :-ro ra;:U;-i...; !/2.tiona.l d.es Sains \.1~

Sont e ?'rima.ircs pcr90ivc:nt les i::2.o::lllit 08~' for:ct ion conformemc:nt mlX

toxtes on vi~our.

l.R'I'ICL:: 15. Un arr-etc du :~inistre (~e Ie. Sn.."1t6 et des ;.ffaires Soeiales fixe les modo.

lites de fonctionncmcnt des Comitcs Consu:l;atifs RCf,'iona.ux et, ctune fac;on

("'cncr<::..le, dti ~rot:rnmmc Natio:ul1 c:.cs Soine de Sa"1te Prim~ircs, sur 1 'ensem

ble du territoiro national.

LRTICU; 16. Sont llbro(;oes toutes los clispositions c.tt6rio1..J'C8 contra.L os au present

d.Gcrot.
7

,/ (~ ~?

/
/

... .·1· ..
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ARTICLE 17.- Le present decret sera enrecistre, publie au Journal Officiel

de la Republique .2opulaire du ConGo et comrnuniq.le partout ou besoin sera./-

Fait a

Le Ministr de la Bant6 et des Affaires

/

Le Premier Ministre,

Par Ie ?rGsident du Comite Central
du Parti S~n30lais du Travail,
Pr~sident de 12 R&publi~uc, Chef
du (lcuverne::lent,

;
'~." .-''1 ~_ ..... ,.

J -.-.--- , )
~ -_._--,.~--:-- .; :. -, . !'d ;j"U'I'(';T1

~ • _. \:.;' I.! _, . -'... ~, .l \,j '• .:I.. _ §

._~- --~_ .._-------~~~

c BOUl"-L,\; IOU~ •LCti":ict ;"'8 de s l:'inance.s
et du JUQGet,

?rcfes.'3c__~ .__.....;t.- _

.
...____.---., dLee li"f~nis-:re du Travail, de l' Emploi,

_ n RE:~nte de Ia Fonction ~ublique

(./ ". -- "..'-- ej;' de 1[' i)~ev Jyance_~,'ociale,

'-~~.:.;::::~->/ I
/'-- ~ / / ...
ItiB2-9~s~t~~b~_LEKOUND60U. I
Le i1inistrC' e.e l' Adminis- '. ..--' .-.-
trafion du Te-rri toire et . Bernard COHBO. lti..TSIONA.
du ~ouvo~r /~opulairet,; \ \. \ .

I \ \ . X

'</,\.
... Ii' , . ~ '''-'..

...~:"'._..;.;.1~~ ,..'
Raymo!id Darnase' NGOLLO.-

~-

\

\.

\
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4. 'IOGkAKMtS ISP - OIJlCTlrS, ITUnHa£J, PloAN D'ACTION

-
".1 !!!Jae t.i h

~I obJaetif. "n'raux ."noneant comme 'uit- ~

p .ettre en pleee un Iy.tame-notional de .ant' intllrf qui permette

de -Iarantir a toute 1& po'ulation la .antl au .en. ~lob.l;

r'duire 1•• in'aalit'l dev.nt l'acee•• ibilit' aux loin. de lant';

oraanher un IYltame de ..ant' fond' our 1. ~ntion et

}"dueation pour I, .antl;

fduquer lei populations dana lei domainel de I, nutrition et de

l'hygitne plu. particuliirement;

amener leI ~18e8 populaires a a••umer 1& re.ponsebilit' d~ leur

lant';

intfgrer 1. mfdecine traditionnelle i-I, bio-aEdecine.

Lei objectifa 'pfcifiques A atteindre entre 1985 et 1990 ,"noocent

tonne ,uit ~

cOD.truire et iquiper un diIJpenlaire dans chaque village-centre

ow village regroupi daDS chaque zone dee ~uartiers urbains;

.mfnager ou

villages non

import.ntes;

fsire Ql1Wiuager

regroup's e t

un paste de ,ant'

toutes les unit's

daDS

de

taus les

production

construire et fquiper chaque .nn~e 10 centres de ,.nt' intfgr~s

urbtlinsj
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• con.truira et 'quipar au 8oin. 10 hepltauK de ~,.e;

- - con.trulre at 'Quip.r un c."tr'noDpit.'i~r univer.itaire.

renforcer la. formAtions ••nit.ire. existent actuel1ement dan.

1•• chef,-lieu. de ~i.trict.

former" un comitd de .antf dane chaque village, chef-lieu ~e ~CA,

chef-lieu de di.trict. zone, unitf de production. quartier et

arrondi.,ement •

•• ,urer 1a formatio~ du personnel approprif i toue-1el niveaux;

opfrer_ un red4!ploiement de. re••ource. huuine•• IDatfrielles et

finenei~re. en fonetion de 1••trat'gie des SSP conformfment A 1e

Hote de Service No 1220/85;

aettre en oeuvre les programmes lanitaires existents;

e.qui••er 1es descriptions de poste des personnels .oignant~ afin

de feciliter Ie nfeessaire rfa~nagement des progremmes de

formation;

organiser une .frie de sfminaires de formation des ASV;

mettre en place un 8yst~me de recyclage pEriodique des personnels;

renforcer leI .fcanismes gestionnaireB des formations sanitaires.



• 11 •

Lei Itt'tllt •• ,lob.te. retinue. ,our Itt.indr. Ie. obj.ctif. fix',
lont leu ,uivante8 ,

- .uto-r••ponl.bili.at~on

In.tance. politique••

population. - avec l'.ppui de.

participation .ctive de••ecteur. connexe. d'Etat (en.eignement,

information, Alriculture,·etc.);

rforient.tion du .y.tlme de lant' au plen de. atructurel comme au

plan de. per.onnel.,

prioritf de••oin. 1>r'ventifa et prOllotionnel. sur 1& mfdecine

curative.

dotation Duffie.nte en infrastructures ••nitaires IquipieD des

vill.&~i, zon~a, PCA, quartiers, - district., crrondiasements,

rfgion, etc:.

Les .tr.t~gie6 specifiques concernent .urtout

progr-almles nation.lux des SSP de tous 1e8 prolf..... de

endfmies locales. Plusieurs programmes out It~ retenus ~

fEV;

esladies di8rrh~iQues;

maladies eexuellement transmisesi

.ch is tosomiase i

trypanosomiase;

onchocercose;

l'int'&ration

lutte contre

lUX

les
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.. tuberculole.

- ltprll'_

.. n~·t fit ion;

tout 1»foje U aetue 11 di tl fide SSP".

11 .'.aira de feire re.lortir ~our ch~que programme \ lea rf.ultatl

de 1"v.luetion en 198~, 1e. Dodelit.o ftouvalh. d'orsaniDation, d'exlcloItion

et d"vltultion, ,til y • lieu. L'exfeufion de ee, prolremmel entre done din.

1e cadre de. tlche. quotidiennea de toute. de ~08 formation. 8Anitaire•

• xilt.nte• .et ~ conltruire.

-
intEgration de 1••fdecine traditionnel1e a 1. mldecine moderne : La

.edec ine tradi t ionn.l1. comprend 18 pbytothErapie, 1 9 acupuncture et certa in.

acteD rffducatif. de valeur reconnue. II f~udra ;

op4rer au prl.l.hle un rec~n.ement exhauetif dee tradipraticiene

et de~ acupuncteurl.

introduire un dialog~e entre les tradiprmticiens dOment reconnus

pelr 1 'Etat et le6 ~decins A tr~·Jer. les .'minaires de

sensibilia.tion et de formation.

.
poursuivre l'inventaire des plantes edicinales et la mise en

place d'un herbier national;

introduire dans I' araena I th~r.peut l'tue des plantes midic inales

qui ont dfja fait leur preuve lur - Ie terrain pratique afin de

r~duire les coGts des m~dicaments.

Int~gr8ti()n des structures des trois nlveaux de base (TNB) : Les

.tructure:s de trois niveaux de base (TNB) d~finies 1 1 'Article 10 de 18 Note

conatitueftt Ie cadre dans lequel doivent .'appliquer int~gralement Ies

composan.tfi des soins de sant~ prim.eires (SSp). Par cons~Quent, t!lles sont

disorllllis plac~es IOUS Ie contr~le technique du ProgratJI"De national des Boins

de .anti primaires ~ leur administrat ion relevant toujours de la Direct ion

&fn~rale ~ 18 Sant~ publique.



• l' •

td»e~tlon pour 1a lantl (tPS) .\ ..... procrlllllne II.t 'taborf par leo

.,rvle,. to~hniqut. du P)'olramm. ",t iOn.1 de I~P Itn coB'boret Ion avec I,
- -

Direction "n'ra!e dt 1•••n~' publiqu~. 11 ,'adr.,.e .n ~rio7it~ a~x ~..

enfant. <en.eiJnement en milieu .colaire).

L'iducation pour la ••~ti utili.e 1,rgement Ie. mat. mEdi,; el1e a

re~~uri aUK aic!ea" audio-vilue:t leI et diver.el i l1uIIltrat ion. fac iii t.nt

~litigue .1iment.i~e et nutritionnelle ; Le Parti e~ l l Etat

manife~tent une volonti policique ferme ct ont adopt' llobjectif loci,t de I, _

SPT/2000D En autr£, Ilauto8uffi••nce alimentai~e dlici I 1 1.n 2000 eat d~venu

Ie second objectif loci.l pour le Congo. Le Programm~ del SSP 1 ce nivesu

porte .·.~t.nt aur 18 qualite et 1.. quantiti des aliments qy'! aur l'hygi~!t(!

ali1l1entaire.

Constitution diu" icosys~~me senit.ire minimal : L'icosyst~me

eenituire ainimal est difini dans la Dot~ de aerviee Wo 1220/85. Tous les

~iveaux de l'organis~tion sociele et administrative doivent '!'11 disposer. 11

com~T'end ~

une latrine au mains par famille, Itablisse~ent ou unit~ de

production;

l'approvifio~nement en eau : puits, citernes, sources;

une formation sanitaire;

18 constitut;.on d'un comite de sante par O:01I!mUi18Ute (villages,

quartiers, PCA, districts, etc.).
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!waltna . et ~~ini.,a~.nt & 11 ,era cr', au niya~u da chaque

cha f-Ueu ('~. d1. tr iet un. 'qui,. d 'hyailnt at •••• inh' ~rnent qui aura pour

rele CSt l ..
enc.drar at ••D.ibili.er 1. ~opul.tion d.n. 1••i •• an place de.

itruetura' d· •••• lni•••ment d. b••• et d'hYliana d~ .itiau;
,

• ••ner une lutt. anti-vectorielle (chloroquini.8taon)i

contr81.r l~ qUllitf

1'.1 imen tl t- ion.

d. ... •••u de con.OIrIIJ8 t ion et de

Le nombre teul de puitl et de lat=ine. I ~on.truire (lU A am~nager

.in.i que Ie. coOte co!"r~.poncJ.nt. cSoivent Itre connu. courant 1985. D'!Jne

f.~on ,'nirale. Ie coOt Ilobal du PrOar6mme eSe. SSP doit Itre connu danl Ie.

-eilleurea nll.i••

Formation elu per.onnel ; L'effort en mati~re d·infraotructure•

• enit.ires .era ~ice.'Airei!lent Iccompeg\'li du di'1eloppement des l,eraonneu

nices88ireG et eppropriis. Les programmes de formation .ont h reV01r

immldiatement en fonction dea nouvev.ux profile • con"firer eux perlonnela.

4.3 Plan d'.ctien pou~ 1es .oins de .antE primsi=ee

Le plan d' action pour les -SSP COMportera n~cessairement les act ions

suivantes :.

0) Evaluation exacte de la situation 8ocio-sanitaire du pays

~tablissetDents des valeurs en 1985 des princi~:aux indicateurf5

de santi;

invent.ire des formations asnitaires i rism~nager en fonction

de Is atratfgie des SSP;
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- lnventllre par c.t'lorie d•• per.onn,l. de .ant'. Dlfinition

••• be.oi". ..t"iaJlIl de. etrueturo. (T.bleau 1 et

Iote Ito 1220/'~)' .

'tlblbsement .de 11 lieu nominative et num4rique de.
- .

vil11Ie.~c.ntre•• vill.&e~ "a.roup'" Gnit" 4e production

PCA, di.trietl, r.aion. et~ llurl eheh-lMux. ainli que de.

bloc., &one., quartiet. et ar~on~i••ement. da. ville••

- ,our chAeune del localitl. vb.e.,

population dee .eeteur. 'conomique~

indication de

et loei.ux,

1.

de.

atrueture•••nitaire. et leur. rel.ouree., de. budsete.

h) IIdfploiement de. re••ourc~. humain€1

attribution des personnela en .e conforlll4ut 1 1. Jote de

Service 1220/85 du 3 juin 1985, en commen~ant par Ie premier

niveau de bale;

util isation judicieuse des perlonnels en 1ut tInt contre Ie

ch&mage technique, volant. ire ou Don, del agent.;

formation et recyclage luivant le8 nouveaux p~ofill et

programmes i dl!finir (agents de lantl de villages ou de

- quartiers, aut res personnels).

c) ~ise en place des stratfgies dffinies plus haut : ees atratfgies

permettent de dflimiter les domaines de compftence exclusifs au

partage du Programme national des SSP. EUes constituent en

m@me temps pour certaines, des actions spfcifiques .'inscriv~nt

dans 1e cadre meme du Programme des SSP. (Exemple :

mobilisation et auto-responsabilisation des populations).

d) Construction ou am~nagement et fguipement del formations

sanitaires : La Direction du Programme des SSP fvaluera les

be.oins exacts dans ce dOmBine et les 80umettra 1 l'attention du

"iniatre avant fin 1985.
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~, Mh' eil ,lac, ." 'cD.yettell ,el' hair" ulntaulIl A 1d not. d•

• ~rvl~, 10 1220/" du , ruin t,a5 '~flftlt l"eo,y~t'me .anit.ire
alnl..l 1~dh,.nlabl, It pr••erit Jar ,Uleur, 1. connhution..
••• Co.at'o ., .ant'.

f) Mb. en fonctlonn...nt- de. otructur.. I On v,Hlltra I ce que

cell.,-el dl'po.ent d~ glnimum de r~~lource. d.fin{el.

,) llorientation du ,y.tlme .anit.ire national - Une commi•• ion

.pfclali.,. dolt Itra conltitule pour 'l.bor~f un avant proj~t a
. .

.oumettre. l'approbation du Mini.tlre dan. un premier temp••

h) Evaluation '4' coOca du ProjtralllDe It "'aluetio" r'lulitre dea

activit".

i) lavlntairo de. ob.t.cle. potentiell et de. solution. l leur

-pr'voir.
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ynllIsURE DE LA SAN~ ~ DES
AFFAIRES SOCIALES
~ • c -._ = .--._

CABINET
- ..........c--::-u..

REPUBLIQUE POPULAIR:t DU CONGO
Tra!!!k ~!!.22!!!!! -.~

• ~ DE SERVICE N° 0025/MSAS/CAB/K4E.
porialtt c~atiOA it tun Comi te de Coordi
nation TeChnique des Activ1tes des Soins

de Sante Primaires (SSP)

_= __:::_.o-c__-=-:"

MTICL~1ItJ 11. 001; c~ G~ eein du Ministe:e d~ J.a Sante et des Affaires Soc1aJe.,
Co;rtl de Coordination Technique des Act1vites iss Soine de SaA~e~.

~11JCLf, 2: Le Comite de Coordination Technique des Activites des Soins de Sante
1frimaires ~oit les attributions euivantes : .

- Suiv1 r.&gulier at contrSle de l·~ecution dee activites pr~
t.iques aDJ\uellee des Soins de Sante Pr1maires.

- Conc.rtation sur les modalites de mobilisation des ressouroes et
elaboration des recommandatiQP8 i faire au Programme Natioual des Soins de Sant&
Primaires pour de reajus~em.nts eventuols at aurtout pour la budgetisation des
Progrsmm.s anDU~'

~ Programmation des aetivites conjuguees des DirectaUR8 ~entrales

davant s'exercer dans le cadre des Soins de sante Primaires,

- Contribution a l'actualisation reguliere de la liste des medicaments
essentiels,

- Estimation, programmation, coordination et controle des Aides inte~

nationales,

- Definition des relations fonctionnelles devant exister entre 1e
Programme national des Soins de Sante Primaires et les Directions Centrales
eoncernees d'une part, les ditferents services du Programme National des So1ns de
Sante Primaires et les Services de Sante de base d'autre part,

- Mise en place des appuis informationnels et controle regulier de leur
fonctionnement et de leur efficience.

ARTICLE 3: La composition du Comite de Coordination Technique est ainsi fixee.

President : Le Directeur du Programme National des Soins de Sante
Primairea

Vice-President: Le Directeur de 1a Medecine Curative

Secretaire : L'Attache SanitaiTe au Cabinet du Ministre de la Sante
at des Allaires ·Sociales

...1...



•

- MitDlbree I

- Le Direoteur de 1a Sante Maternelle et Infantile/P.F.
- Le Directeur de l'Hygiene et Assainissement
- Le Directeur de la Medecine Preventive"
- Le Directeur des Pharmacies et des Laboratoires

.-. La D1re~teur du Developpament Social
- La Directrice da 1!KDr.~ge,.ol:t
- La Consultant de l'OMS pour les Soins de Sante Primaires
- Un Representant de l'UNICEF
- La Consultant de l'OMS pour les statistiques et les evalua-

tions
- Un Representant du PNUD
- Un Representant de 1a Presiden~e de 1a Croix Rouge Ccngolaise
- Les Chefs de Services Regionaux du Programme National des

Soins de sante Primaires
- L, Chef de Service charge des Soins de Sante Primaires a 1a

Direction de la Coordination des Programmes de l'OMS
- Les Chefs de Projets des Soins de Sante Primaires
- Un representant du Directeur du Secteur Tertiaire aU Minis-

tere du Plan
- Un ~epresentant des Organisations Non Gouvernementales

ARTICLE ~ La Comite peut faire appel a toute autre personne jugee utile pour
ses competences

ARTICLE §) Le Comite de Coordination Technique des Activites des Soins de Sante
Primaires se reunit tous les trois (3) Mois. 11 peut toutefois tenir des reeunions
extra-ordinaires chaque tois que les necessites de service Itexigen~.

ARTICLE 1PLes reunions du Comite de Coordination Technique des Activites des
Soins de sante Primaires font l'objet des proces-verbaux adresses aU Cabinet du
Ministre de 1a sante et ded Affairea Sociales, aux Commissaires Politiques at
aUX Direcieurs Generaux de la Sante et des Affaires Sociales qui en assurent
1 'exploitation.

ARTICLEJt: Les fonctions de Membree du Comite de Coordination Technique des
Activites des Soins de sante Primaires sont benevoles.

ARTICLE J: La presente note de service prend affet a compter de sa date de
signature.

lATIONS:
I

lnet Presidentiel
lnet du P.M.
.cteur Regional de 1 tOMS
IV l'Afrique
.net HSAS
,S.P.
,A.S.
,Coordination des
'ogrammes de l' OMS/CONGO
Ireaaes
lives

Brazzaville, Ie 28 Septembre 1985

Le Ministre de 1a Sante et des
Affaires Socia1es

Professeur CK. BOURAMOUE

Pour Copie Certifiee Conforme

Brazzaville, Ie

t~'lDr. NIATY - BENZE... · ,

Directeur du Programme National des
Soins de Sante Primaires '
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CENTRES SANITAlRES ET ESTIMATION DE LA
POPULATION CIBLE PAR REGION (RECENSEMENT
DE 1984)

Region Centres Population Population agee Population des
medicaux tota1e de 25 ans femmes de 15 a

40 ans (18,1%)

Brazzaville 105 592,102 110,094 107,713

Koui1ou 65 371,608 68,747 67,261

Niari 51 172,914 31,989 31,297

LekouTUou 27 68,301 12,636 12,367

Bouenza 44 185,147 34,253 33,512

Pool 70 180,051 33,309 32,590

Plateaux 74 108,802 22,128 19,693

Cuvette 59 135,144 25,002 24,461

Sangha 21 46,367 8,577 8,392

Likoua1a 24 48,993 9,064 8,868

540 1,912~429 353,799 346,149

Hopitaux, centres medicaux, SMI, dispensaires.



PER SON N E L : REPUBLIQUE POPULAIRE DU CONGO Juin 1984

REG ION

Poste Brazzaville Kouilou·. Niari Lekoumou Bouenza Pool Plateaux Cuvette Sangha Likoua1a Total

Meclcins 106 53 17 5 10 9 4 12 5 5 226

Pharmadens 24 17 1 0 1 0 0 0 1 0 43

Adm1nistrateurs de sante 23 4 1 0 0 0 0 0 0 0 28

Assistants sanitaires 122 41 25 5 12 10 6 8 4 4 237

Sages-Femmes pr.incipa1es 30 12 1 0 0 0 0 0 0 0 43

Techniciens 7 7 7 1 0 1 i 6 0 0 30

Secretaire principa1e/Comptab. 42 13 4 1 0 2 0 3 0 3 68

Infirmiers (res) dip10mes 341 188 93 33 24 41 23 48 18 27 837

Agents 'I ~chniques Pri.ncipaux 33 8 14 0 4 7 2 7 0 2 77

Technici~ns de laboratoire 16 3 1 6 2 1 0 4 0 0 33

Secretaires Admini. Principa1es 33 1 0 0 0 4 0 0 0 0 38

Sages-Femmes d'Etat 136 26 12 3 5 5 1 8 2 1 199

Secretairea de Is comptabHite 20 23 0 0 3 4 3 6 4 6 69

Agents T;chniques de Sante 257 202 105 22 31 54 17 73 22 33 816.
Agents T~chniques'de La~oratoire 102 12 9 8 6 1 0 13 4 6 162

\

634 28 9 12 6 9 1.0Q2Puericultrices 219 56 6 23
Secretai~es Administratives 52 2 1 0 1 0 0 13 0 0 69

ATTACHES SAF 7 1 0 0 0 0 0 0 0 0 8

1.985 832 . 347 90 122 167 66 213 66 96 3 984

''\-'>
-Sl
~-



CENTRES DE SOINS PAR REGION

Regions Hopitaux Hopitaux regionaux Hopitaux de Centres de Dispensaires Secteurs ope- Postes de
Generaux ou de commune district soins inte- Publics ou rationne1s- secours

gres Prives Grandee Ende-
mies

Brazzaville 1 4 2 6 67 1 0

Koui10tl 1 1 2 7 54 1 0

Niari 0 2 3 9 49 1 0

LekoUJnLJU 0 0 2 7 26 1 0

Bouenzc:. 0 1 3 8 29 1 0

Pool 0 1 3 32 30 1 16

Plateaux 0 0 3 8 79 1 0

Cuvette J. 0 7 8 80 1 0

Sangha 0 0 2 4 19 1 0

Likouaj.a 0 0 0 0 .0 1 0

-
3 9 30 89 433 10 16

..

~
~

--\
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CENTRES DE VACCINATION ET DE RELEVES PAR
REGIONS

Centrp.s fixes de vaccinations Centres S.M.I. Postes Sentinel1es

Brazzaville 25 25 5

Koui1ou 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

Sangha 1 3 0

Likouala 1 3 1

77 97 20
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MINISTERE DE LA SANTl ET DES
AFFAIRES SOCIALES

-- -- .--..-.---- -=-=-m--=-c-=-r.=__=- ..... _
DIRECTION GENERALE DE LA SANTE

PUBLIQUE
-=-:-=-=-=-=-

DIRECTION DE L:;;' r.~EDECINE -- . 0-0

PREVEN':IVE..-=-=-=-=-=-
- 'NO--'}-- ---/-l4s.ASJDGSP IDI';P.--- - - -~~ -......

nEPUBLIQUE POPULAIRE PU CO~UO

TRAVAIL-DE&OCRATIE-PAIX
__ ~ _- =_-:-.=:t:- :;~-:..=_-=-= -.=~=-;:: - =

.-....

l.L
L,' !CHE OE

( ( (
--») UPERVISION

CENTRE DE

-=-=-=-=-=-~%%-=-=-=-=-=-

.............
DATE

-...... ~..

• • • • • • • • • • • • 0 • • • • •

o I
, C~I:it.ien d' agents ont ete forme. pour Ie TRy?

POINT ~ SUPERVISER

AI 0 R G A N I SAT ION

- y~ t-il un responsable ee Tho ?

- Ncm _

Co~biefi tr~vaillent pour le THO?

Nombre'de cas des diarrhGes enrebistres
le rnoi~ pr~c6dent

Nombre de cas des diarrh~eB trait~s pour
le 'fRO

;-~(')~ bre de ca£· de s d i ar'r hee!> <-:rn i tUB a ux
anti-dinrrhtiques

Nombre 6es CCE au traitement mixte

Nombre des cas transferes

Nombre ~'heures de TRO/Jour

H/ LOG 1 S T I (\ !l E

!
!

APPRECIATIONS

oui
/- /"-

nbre
_I_I

L._I

_1_1

_1_1

_/_/

_/_/

_I_I

non
_1_1

!
,- ~xistence d'une salle de TRO
, "-'W~O;:--'

;-.C~n~tion de travaili - 0'_'/0' .

i_ ~Dter~el de TRO : - gobelets

I / /
. t' -1'" +t 15~-l.~'" <'llSar, ...

oOf -/
! --

of nbre
!/ /--

~DI



...

LI

I 1-L I

i-I

L ../
--.LI

bien mal

L I L I

LI _I-I

_/~I _I-I
8

L_I _I-I

AlJPRECIATIONS

I
!

- -!
!

P.a 1er.ces

C a c

Registres

SRO

I"ec! . ents

A SUPEnVISER.'OINTS

BI

Conseils aux meres sur

- Presc~iptioh de sno

- Pesce de l'Enfant

CI A~tivites ~e l'Agent de Sante

- Evaluation de l'Etat de deshydratation.--

Louches

I
I------------------------......;..,....-----------
I
I
I
I
I
I
I

I

- L'efficacitl de THO

AllaiteID~nt au sein

Al1aitement pendant
et epr~~ 1a diarrhea

!- Surveillance des mAres-sur l'~dmini~tration

de THO

-/-. -I

I I

I I

_/_/

I I

01 I

_1_/

_1_/

I
i~/ Tenue de riches,
!- Tenue de fiches de statistique

Ter~ue c":e fiches de stoel':"-

correct
_1_/

I I

~nccrre --~ -

_1-

_/-

'::'/ Tenue de registre

Complet incornplet T('~~

_/_1- foids 2. l'arrivee

Ieorrcct tnC or~'.
! "

! 1- I! _'_I! 1--/ _I==-!I-!
! --' --I

_I_I '_1_1 ;_1 _

- Plan _1__1

- (uantite prescrite _1__1
!

- QuantitG administree! I 1
!

I
--' --I --

_I_I !_I__ I ;_I_"
! I .
-- • --I --
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1- yea t-il un res~onsable d~5 activit~. vacci
nales

aui non
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::> :., .... H. , ......... ,:, f)nt: t·~ rrl--\,.._- ~our i·"
t~.it~s vaccina1es u~ns les c ·ntres!

5- Tl a t'il eu un recycles. de. agents

6- Quand est ee que a eu lieu 1e dernier recy
elag~!

7- Combien de se~nce par ••main.
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LOGISTl ~l"E

- Existe t'il un lieu de vaccination

APpneCI.\TIONS

oui non

- ~ucl1es sont les conditions de travail!

- @nbre

- materiel de vaccination existant

- Ref'rigerateur

- G1aciere

- Pois:5onniere

- se:-ingue 10ml

~l

1ml

- aiguilles sic

IL>

- Trocard

- Existo t-il Ie materiel de sterilisa
tion!

- ~Jelle ~st 101 source rl'~nergie utilise!

- ~xiste .» t' il les fiches uni.f'ormes de
S!'II!

satisfaisant

oui

nombre

oui

..~.. ~--I •. .
oui

non satisfni...
sant

non

tHat

!-! -!!-

non

gaz

non

•••••• J••• / •• G •••
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LCG.ISTIg,UE APP~ECIATI 0 :;5

nonouisi non les meres utilisent elles d'autres
documents 1

I
1
II
I

- Existe t-il de Ciche de temperature refri- 1
gerateur 1 1-----

I,

- ~xiste t-il de thermometre!

- Existe t-il des fiches de stock!

.\c:-r:lfE5 DE 1,'ACaEXT V.\CCIXAfSLll

1,. ,
1 •
1----
1
I,
! .-----!

- L'enI~nt a t-il la carte de vaccination

- La
,

lIi~re ~ t-~:lc l~ carte Ge v~ccin3tion

II
!

1,------
! .----
,

! .

;:.:: thvde s:
£b1..l1~itic.n

\utoclave

A ~rDssion v"~eur!

!

- 3·~i·1.. ":U.:l et .,i.;uillcs n.ettoyees aV.:lnt la
_ ~ .# r iii: :' L ..l '") n

oui

2t.lt :ie l'::iisuillc pt ;!e la serin.~l':C .;
l'uti1isatl.on

chaud froid

::.:lit::-~se t-il Ie tE':':1PS de ste::-iIisdtion
du " ... teriel de va::cill...ttion (:~Or.Jn d'cbul
Ii tioa)

- :-:.,i1:rl..';t'! t-il 1a techni'lue r:le vaccination!

::>ui non

neG

DT coq et antirou
gp.oleux
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LOGISTIQUE

Polio

- Ce materiel est-il utilise pour d'autres in
jections

- V••piD.~ t-il les enrants malades!

Vaccine t-il lea enfants malades!

Respecte t-il les sites d1injection!

APPRECIATIO~!S

- Com:nent or:;:lnise
nation

i-il ses seances dea vacci
circulation fluide

tres bien bion assez bi~

bl Contrele du Refrigerateur

- La fiche de temperature de frigo est elle
rem?lie 2 fois par jour

- Les vaccins sont-ils bien disposes!
! !

oui non

- Les vaccins ne sont t-ils pas associes a dlau~

tres dar-rees aliment~ircs ~ans Ie frigo ! 1-------
!

- Le ref'rigar3.tc\1r!:> c;;t-il sur\,;h.lrsp en v;"ccin
: ,,0 -

T£;l.TE ;)S ~£';IST~Z ::T F1":;1£

- T~nue ue la fiche d~ seance

- F~che de stock

correct

! !----,....

iacorr"<.:t

Y· a t-il un systC~e de richier double au ni
'Veau du centre

IYiOnMATIOYS ET ED~CATION SA~~TAIR~

- Lc.s
la

Le'B

oui
conscils ;:,ont-il!S donnas en gruupe aV.:lnt
seance de vaccination !!
conseils s-,nt -ils donnca individuelle- ,----

mcnt pendant la vaccination! i!----
••• e ••• / •••••••
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LOCISrIQL'E APPRECIArIOXS

- Contenu du message educatir.

1- Utilite de ~a vaccinationl
2- Calendrier de vacc __ .: t10n
)- c.ondui te A tenir devant les

reactions vaccinales.

ODSERV.\TIONS:

IlECO~!ANDATIONS•

Fait i.e ••••••••••.••••••• le. e •• e •••••••

bon assoz bon miluvais

111

Le superviseur.
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POLITIQUE NATIONALE
DU PROGRAMME ELARGI DE VACCINATION

I - INTRODUCTION

Pour atteindre l'objectif II Sante Pour Tous en It an 2000", adopte
par les etats membres de l'Organisation Mondiale de la Sante (OMS), en 1978 a
ALMA-ATA, les autorites politiques cong01aises qui n'ont cesse d'exprimer leur
prJoccupation a cet effet, ont mis en place une politique de sante de masse
basee sur la Medecine Preventive et visant 1a bante des enfants. Ce ~ui justi
fie le Programme Elargi de Vaccination dont Ie demarrage avait eu lieu en 1981
a Brazzaville et dont l'objectif est de proteger l'enfant de C a 3 ans contre
les six maladies cibles les plu£ invalidantes et meurtrieres (tuberculose,
diphterie, tetanos, poliomyelite, coqueluche et rougeole).

En application de nouvelles orientations po]iti':1ues en matiere de
sante dans Ie cadre des soins de sante primaires dont Ie Programme Elargi de
Vaccination (PEV) est une composante, Ie Minister~ de la Sante et des Affaires
Sociales a l'intention de developper et d'etendre les prestations des services
de sante en s'appuyant sur les infrastructures de sante deja existantes et en
mettant l1accent sur_la~reo~ganisatiQn_desservices et sur les problemes de for
mation des agents de sante, tout en mobilisant au maximum l'enorme potentiel
des ressources communautaires.

II - BUT DU PROGRAMME

Obtenir une ;eduction de 80 i. des taux de morta1ite et de ruorbidite
dues aux six maladies cib1es du PEV d'ici a 1a fin de 1990.

III - OBJECTIFS

lIs consistent a atteindre Ie plus d'enfants possible des la nais
sance et de realiser une couverture vaccinale etendue autant que possible. Aussi
il faut :

- Assurer et maintenir une couverture vaccinale de 80 % des enfants
nes au Congo a compter de 1988 contre les six maladies cibles.

- Elargir l' aCef~s aux activites va(''''~.nales de manH~re a toucher
80 % de Ia population cible en augmentant Ie Damore de centres fixes et en appli-

" 1 .., --.1
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quant les strategies aVanCe~3 et mobile~.

En vue d'assurer la couverture complete des populations cibles

En milieu rural: les enfants de 0 a 5 ans,

- En milieu urbain: les enfants de 0 a 3 ans,

- Les femmes enceintes.

IV - STRA'l"EGIES

4 - 1 APPLICATION DU NOUVEAU CALENDRIER

'* B.C.G

'* Polio

dose unique a la naissance,

4 doses : 1ere dose a la naissance,

2eme dose a partir de 2 mois,

'* DTCOQ

Intervalle minimum de

3 doses a partir de 2 m01S.

mois/28 Jours.

4 - 2

Intervalle minimum de 1 mois/28 jours.

* Rougeole : dose unique a partir de 9 mois.

* Tetanos : Femmes enceintes deux doses.

Intervalle minimum de 1 mois.

2eme dose au plus tard 15 jours avant la date presumee
de l'accouchement.

Rappel: Tous les 5 ans.

AMELIORATION DE LA COUVERTURE VACCINALE

4 - 2 - 1 : Vaccination contr- la rougeole

* Dans 1es Centres Fixes :

- Vacciner contre 1a rougeole chaque jour et a tout
moment (II est mleux de perdre 9 doses de vaccins qu'un enfantl.

- Vacciner les enfants malades (fievre legere, infection
respiratoire, diarrhee benigne, malnutrition et d'autres infections sans gravite).

I
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* pans les Centres Hospita1iers :

- Verifier l'etat vaccinal de chaque enfant hospita
lise et lui;administrer si necessaire Ie vaccin anti-rougeoleux avant sa sortie
(ou dans certains cas des son admission).

* Programme Elargi de Vaccination :

- Prevoir une campagne vaccinale de rattrapage si
Ie contexte epidemio1ogique l'exige, c'est-a-dire avant Ie pic du cycle epidemique
ou s'il y a une augmentation anormale des cas declares.

- Organiser une operation vaccinale de rupture de
chaine de transmission quand on aura constate un nombre reduit des cas rougeoleux
en periode d~ie epidemique (exemple a partir des cas hospitalises).

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

- Vacciner les nouveaux-nes avec Ie B.C.G et 1a premiere
dose de Polio a la naissance avant la sortie de la maternite.

4 - 2 - 3 : Autres activites

- Verifier l'etat vaccinal a chaque consultation a
l'hopital, a la 8MI (Centre de Sante Maternelle et Infantile) et aux Grandes
Endemies. Et vacciner si necessaire.

- Sensibiliser les meres sur la presentation de 1a carte
vaccinale lors des consultations.

- Designer chaque annee une ou plusieurs journees de
vaccination selon Ie taux de couverture vaccinale obtenue pendant lesquelles
tous les vaccins sont disponib1es et administres en fonction des besoins
de chaque enfant ; chaque dose est notee sur la carte de vacrination.

Designer une semaine de sensibilisation par annee
pour maintenir Ie taux \~t couverture de 8(J %.

~- Designer des journees ~e vaccination au nlveau national.
'--

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

- Mettre en place un centre fixe de vaccination au chef lieu de
reglon~ do district, du Peste de Centrale Administratif (PCA) pour les regions
dont l'a£cessibilite geographique est satisfaisante au plus taid fin decembre
1987.

- Promouvoir 1a strategie avancee des actiwites vaccinales a partir
des centr:s fixes.



- 4 -

- Maintenir 1a strategie mobile autant que ce1a sera necessaire
pour 1es regions inaccessib1es aux strategies avancees.

4 - 4 EDUCATION POUR LA SANTE

Sensibiliser les meres sur Ie calendrier de vaccination.

- Mener une causerie educative pendant chaque seance de vaccination
sur l'importance des vaccinations, les reactions possibles, etc ••••

- Mener une seance educative chaque mois sur la vaccination en mettant
un accent particulier sur la rougeclp. j dans les centres de vaccination.

- Mener une campagne educative contre 1a rougeole chaque six mOlS
par les mass-media.

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

Pour tirer tout Ie parti possible des res sources existantes et pour
faciliter l'obtention des ressources supp1ernentaires, il est necessaire d'intensi
fier 1a coordination entre Ie PEV et les autres elements des soins de sante
primaires, ainsi qu'avec les autres projets existants dans Ie pays. Tous les
contacts avec les services de sante devraient fournir l'occasion de pratiquer
des vaccinations, d'assurer d'autres services necessaires et de transmettre
sous forme aisement comprehensible des messages d'education pour la sante.
Les messages d'education des projets de soins de sante primaires et les services
maternelles/infanti1es devraient suivre les directives du P.E.V.

- 6 BON FONCTIONNEMENT DU MATERIEL DE CHAINE DE FROID

- Nommer un responsable de chaine de froid a chaque nlveau charge
de la surveillance et de l'entretien.

- Etablir a tous les niveaux une surveillance ecrite et quotidienne
de la temperature des frigidaires en consignant toute panne ou autres anomalies
de fonrtionnement.

- Etablir une fiche de controle de la chaine de froid (avec l'index
de t~rature) qui doit accompagner chaque 1ivraison de vaCClns.

Designer et former un agent pour 1a reparation des refrigerateurs.

4 - 7 SURVEILLANCE

- Surveiller l'incidence des maladies et co11ecter les informations
adeq~ pour la gestion du programme.

Centres Fixes de Vaccination

- Fournir mensuel1ement, trimestriellement et annuellement les rapports
de 8u~eillance epidemiologique et des activites vaccinales.
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Centres Prives

~ Fournir mensuellement les rapports des activites vaccinales
et de la surveillance epidemiologique au PEV.

4 - 8 RESPONSABILITES AU NIVEAU NATIONAL, REGIONAL ET PERI~HERIQUE

* Au Niveau National

- Planifier Ie programme national de vaccination.

- Collecter et analyser les informations relatives a l'evaluation.

- Prevoir une surveillance a tou~ les niveaux de maniere a pouvoir
identifier les faiblesses d'execution et les co~riger.

- Controler l'utilisation du vaccin et des fournitures consommables
afin d'assurer la gestion et l'usage convenable avec des pertes reduites au
m1n1IDum.

- Assurer l'utilisation et l'entretien correct de tout Ie materiel.

- Evaluer l'accomplissement des objectifs du programme.

- Obtenir un feed-back sur l'evaluation du programme.

- Superviser tout Ie personnel du PEV et toutes les sections du PEV
dans Ie pays.

- Coordonner les operations du PEV avec les autres activites et
services du Ministere de la Sante.

- Pro@ouvoir la formation et Ie recyclage des agents d'execution.

* Au Niveau ~egional

- Planifier Ie programme regional de vaccination.

- La suite - Idem qu'au niveau national.

* Au Niveau Peripherique

- Vacciner les enfants selon Ie calendrier etabli.

- Utiliser les vaccins et les fournitures consommables convenablement
avec des pertes reduites au minimum.

,
- Assurer l'entretien correct de tout Ie materiel.
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- Informer et eduquer les populations sur Ie bien fonde
de la vaccination, Ie calendrier de vaccination, les reactions a la suite
d'une vacciantion •

.
. - Collecter des donnees, faire des rapports et les adresser

a la hierarchie superieure mensuellement.

4 - 9 EVALUATION

L'evuluation est une composante essentielle du PEV, qui nous per
met a la suite des resultats obtenus Je reconnaitre les points forts et faibles,
afin d'eviter d'apporter s'il y a lieu les ajustements et les modifications
necessaires au bon deroulement du programme. Elle se fera sur la base des don
nees objectives des rapports des postes sentinelles et des enquetes sur la
couverture vaccinale : bisannuellement au niveau national, annuellement a
Pointe-Noire et a Brazzaville et dans les aut res grandes agglomerations selon
les besoins de la programmation.

4 ~ 10 SYSTElm n'AUTOFINANCEMENT

II sera prevu par la vente de carte de vaccination uniforme de SMI
un systeme d'autofinancement dans les centres fixes en privilegiant particuliere
ment les centres ruraux pour subvenir aux besoins de fonctionnement du materiel
de vaccination.

4 -11 FORMATION

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

- Prevoir en moyenne un recyclage par an pour chaque vaccinateur.

4 - 12 : RETRO-INFORMATION

Mettre a jour un bulletin epidemiologique couvrant la surveillance
epidemiologique, les activites vaccinales, les nouvelles informations sur le3
vaccinations et les maladies cibles.

4 - 13 : LA PARTICIPATION DES SERVICES

Affaires Sociales

Proceder a la sensibilisation des meres sur les activites vaccinales
a domicile et dans les centres.

- Recuperer les enfants qUl ont echappe a la vaccination.

- Sensibiliser les meres sur la presentation de la carte vaccinale
lors des consultations medicales.

Assurer les seances educatives sur la vaccination au moins deux
fois par mols.

Centres Prives
.

Se conformer a la reglementation en vigueur mise en place par



Ie PEV en ce qui concerne les activites vaccinales au niveau national.

Creches et Jardins d'Enfants

- Rendre obligatoire la presentation de la carte vaccinale
dans les creches et les jardins d'enfants avant admission dans l'etablissement.

A long terme, cette mesure devra etre appliquee aux etablisse
ments scolaires, en tenant compte des modifications epidemiologiques.

Caisse Nationale de Prevoyance Sociale (CNPS)

- Rendre obligatoire la presentation annuelle de la carte de
vaccination au meme titre que Ie certificat medical de l'enfant avant la percep
tion des allocations familiales pour les enfants. (Ne sont concernes que les
enfants de 1 a 3 ans)

Ecoles de Formations

- Promouvoir la formation a la vaccination dans les ecoles ou
sont instruits les personnels de sante, en fournissant des informations sur
les schemas de vaccination, sur l'administration des vaccins et sur les besoins
en matiere de stockage et de transport de vaccins.

Mini~tere de la Sante et des Affaires Sociales

- Prendre des textes legislatifs reglementant i'application
des activites vaccinales dans les formations sanitaires, etatiques et privees.

Organisations Internationales

L'Organisation Mondiale de la Sante (OMS), l'UNICEF, Ie Projet
de Lut1e contre les Maladies Transmissibles de l'Enfance (LMTE), Ie FAC et
aut res projets doivent promouvoir activement au developpement du PEV au Congo
en accordant un appui technique et financier plus important.
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MnnSTERE Dr:: LA SANTE ET DES
k7FAlRES SOCIALES.

1O=_=c.._::Z~_

RZPUBLIQUZ pup'rLJ\IX: D'J CalGe
TxaVa~-Democratia-Paix

_ICIJIIII=_:_=_=..=....

DI':':;CTI~ GENERALE DE LA SANTE
PUELI i!UE

D:::HIx.'!.'IOii DE LA HEDEClNE PREVENTIVE

Lv.::'::: CCFHRE 1':8 MALADIES TRANSMLSS1BLES
DE L'EllFANCE

-:-=-=-:-=-=-:-:-

1I':IS D::; l.IC!IE DE S:':J.Y.R~~~/;t' .;~_p::s.

[¥~LAD!ES ~IIJ~J:~r'~:s.

~1XION SiJHT;.I:?.E

~~-"":'"".... ::::>re d~5 j
C:.5 tr illl=""

i ~rel!l ~':-;::.l

,
"

E

, ,,~
llUJ,J 1 I I ! tIl J I

. -... . ( 0 illois 6-, 'i wois 12';'23 moil'.> 2!, dJoi5 ct l'o-~al
F:.lJt_~_·_.......:.1 .......:.� .....:...� I 'plus I I

1 I 1 J
1 ) ....:....._~__~I .!._. _
I I

I __.::..I_!

I 1 1
-:... --:.1 ---' '-- • __-L _

I I I

I I

l. --L-.... ... ). 1

Total ties C~5 trait~z 13 ~oi~ prace~eLt.

I----
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MATERIEL DE TH,?

._ ..•
I'" I 1 I I

I', 1STOCK AU 'BE- I· nO'MBRE t BES'l'E I -. DE30Il!S
1 ~.. lWT DU HOlS I I t
1 lJi . I . t UTILISE I
j I -:.-' ': ;.. ,
I ,- I I I--
I I I °1 I
I S!.CRETS I I I I
! I I I··· I
I I I I I
I I ill
I I I I J
I GOBELC:TS I I I J
I I I I I
I I 1 I I
I I I I I
I I 1 I I
I CUILI:E::rr:S I I I I
I I I I I
I I ! I I

I
I
1
I
I .

I I I I i
I I I ! !
! BALANCE 1 '1 I I
J I I , I
1 ..-:I ~I ",..:..I _.:I _
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KINIl::':'i..j. • r: 1.:, Sf lITE F.T Dc.S AFFAIRES SOCULES.--.-a-.-__._u_. -.-o-e
DIRECTION GENE1W.E DE LA SANTE PUBLlQUB_______-.-u-._.- -e.-..
DIRECTION DE LA HEDBClHB PREVEUTIVE

PROGRAHHE ELARGI nE VACCINATION.-.-.-.-m__

REPli~LlQUE PO~ lJU CONGO
TRAVAIL I' l>EH K:RATJE '" PAD--..-.---.-.-

RAPPORT DE SURVEILLANCE EPInEKIOLOCIQUE DES LALADIES CIBLES DU PEV

REGION
ANNEE

. -----------.
:-------------

-~-.-.-.-.-.-.-.-u-.-. ._._.._._._._._._

~OSTE SENTINELJ.E -------------
HeIS : ------------------------
au Semaine du ----- au ------_1 1 1 1

C,- Cas~_"'~~_~s ; Vac ~_V_a~c;in~ t. N,?n~c..,~-N2.!LY.9:f..~.1)e:. . ., . ~ ....' _.,-.-----:--"'='"~=_-___..-=:::::.::::.. AGZ '. 0-8...E:.2..!. __ ! __,~~Lr!'~._' ,,~:....~_, __JG '~E2~! __)2~~ ,! ACl: 'nc"l"nu , _ TOTAL I
nrJ.ADI:~S ~£'_-_!__.£._I_~_l _ _S..._'_~_,!__~.I_~_I_..£_' n !__C__I__D ,I_~ T1 Die I --.,;D:.---"..

, !! I ! I I , I I !! I 1 1
Ifer-, ! 1 , ! ! ! ! , I , ! , 1 ,

ROUGE('I.!! 1-- -----,-. -----, ------,----- ,- - , - --- , '-1-' .----,-- -. '-1-- - .. ---,------- : -- -. ',--- -- --r ----- ,·,-·------1--------1
NC'n V:'_ c. I I ! I ! ! ! II! I I , 1 1--_. ------,---',,-0--1 ,---.,-----:-----,---,"---'----1-.0-0-. -C '---1----' , ,

v••c. : i : i ! ~ ! I ! ! I : I , I ,....
CoqoelJchl:: ,----'---,-.. -·----j------I·_------ ,'-------1-·-----1----· -(----..-,---- .. --,---- ... ',- -". 1- -- .. ··1 ·-----1 .. ·----"'1 ~

r;on V:,::.. I , : I , ! , ! I ! , ! , I ,-, ,.. ('---,--- ·,---,-------1--·- -,,--, ---,- ---,01--- r-----"---l- 1
Polior.ly~lit~ Vae. : : : : ; : : :. ~ ; ,,_ .: : . _: : :

Non vac·. I I , II , I 1 : I I I I I , 1
------:~...:.:::.::..:...I 1 I ,1 ... /-1 ~1 /' /-1 ~ _~-';:r /1 I I

I I ,/!./' I""""" 1./ :-:" ..........~o~"""- , ./ ' .............. - :. ! I 1

T~tano8 neonataie: : ':/~L:~~/> :L.~//JLr~ : .-. 0 ;

, , , , I 1 I , I ! , , 1 , I
, , 1 1 1 , I , ! , , I , , ,

Tetano8 I',"I'''! "0_' -I' ... ---', T ' " " ',' T ." -I
, I , 1 I , 1 , I I , , , , I

-, , I' , I I I , I , , 1 1 , I
• t: ,- ., ,. " . '1-- I· I·· ·1· . -I- 0 ·1· -I· ·1 .1 .1

Tuberculose , I , , , I II! ! I 1 1 , I
, I , I - 1 1 , 1 I 1 ,- -, I 1 I

V~c. :-------,-------i------,--------,-------,-------l-------,-------1-------1-------,-------1-------1-------,--------,
Dli'HTERIE Non V3C. I ' I , , , I I ,'__:_ _ _!__IJ r I. ...1.. I

LBSERVAT10N~ - (riginc O(d r.ns (Quartier, Arrcndissement l' i 0 t : ~. ..' r" ~ ) ~

SIGNATU"':1



[6] MALN~TRITION

c1rcoofhla! dJ Ins (~ 4 l"IJm W tnssard) :. _

cbTt entre 12 et 13,5 an (jlllE)

d:rJt m1ns re 12 an (~)

[7] EDUCATION POUR LA SANTE

l'D'Ib'e m~:. _
citez les t.tSJes devel~:, _

[8] p.()RBIDITE

n:nDre de rnNeaUX cas
oA 12 rrois jla4ans 5 a14 ans 1'5 a44 ans plus 00 45 li1S Itd..al
M : F ", I F M F· M I F ! M F

!

palLdigye

I 1
di~ I I

~le

rmlrutriti (J'l

blessure, plaie,
absres. nrrstr'e

\e"S 1ntest1 naJ.L(

autres

lUTAL I
:

rart;re de cas~: _

[8] OBSERVATIONS DE L'ASV

Fait a~ --:le:--.. _
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MlJ/H.U.S. 11-85

RAPPORT MENSUEl DE l'ASV

DISTRICT: ___

MJIS: '9 _

VI LLAGE : _

NOM DE l'ASV:--------------
[1] DEMOGRAPHIE

p;:pJIatim tDtale:. _

EJTfants de rmll"5 ~ 5 ans:. _

[2] DECES
00Itre de~

M F
04 12 rmis
~ a 4 5lS

5 a 14 illS

15 a44 cY\S

plus de 45 IllS

lOTio!.

IlJIt)re ~ fo)eT'S:. _

[3J G~OSSESSE ET ACCOUCHEMENT
I'DTt:lre 02 fames 9'lCElntes: d.::m~It ce~ ahaut rlS(JJe

I'DTtre de fames en::eintes niva<:J.linisa:: _

flJ'l'b"e de famES vacclrtles au VAT:. OO1t

accm:terent au vi1l~:. cb1t vivants: _

mrt-res:---
<tnt vlvSTts:. _

Iitrt-ms:~__

n:rrbre de fElTlleS qJl sent m::rtes au C'aJFS cu~ I'acx:o.dlEJImt: _

[4] HYGIENE COMMUNAUTAIRE

mrtre ~ latrines:.__~cbJt:..-__avec. CWt'ef'Cle

cb1t sans tnJYerCle

I'lJ'Itre de~ de "retrwssms les 1IiI'Xtles" effe:tl.Jas:----
(5] VACCINATION

rmtre d'Slfa1ts ViWXl~: da1t__OCG. ___l"Q.lgeOle

__rJTt<xrJ1>l1o 1

__DTQ:xrPolio 2
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PRO';RAHHE D' ACTIVITES DU VOLET EDUCATION POUR LA SANTE
z=====a••a==.~c=====a=~~=~==~c

1° SEMESTRE 1986

o<r
\0...

Embleme
T. Shirts
Vehicules

Dessinatrice:
Responsable 1-
EPS. 1-

! - Imprimeur I
I

SOUS-ACTIVITES

I
1- Assurer la comrnande et la production!
, ' ,iu materiel education, T.- Shirts I
I et des auto-collants.
I
!

ACTIVITES
RESSOliRCES! PERIODE

1 !J 'F' 1M ' "1'" I J ,• Humaine!> ! ~laterielle'J ! an. ! ev. lars ,Avn !~Ial ,uln-------,-----------------, '" 1--'--'--'--'--'--
- Preparer les messages, dessins, ou !- Dessinatrice!- Fourniture! , , , , ,

photos pour les afficl\es, ,lo~pl iants , ! de bureau! ! , , , I
Produire du ma-! feuil1es volantes dc ••. sur Id SSS 1- Equipe du !- Appareil IE >! I I I !,
teriel J<.Iucatif! les signes d~ Id deshydratation et projet. 'de photos I , ! ! I ,
sur la SSS, lesl les mesures d'hygiime collectives - Pellict:les! , , ! , ,
signes de la , et individuelles. en couleurs ! I , I ! I
deshydratation " 1 ' ' 1 ' , _
et les mesures ! fl.. (. h ; ! I ! 1 I ,
d'hygiime col- !- Elaborer la fiche, pour testef Ie ma- - EC]uipe <.Iu - Fourniture 1 ! ! ! ! 1
lectives et 'teriel educatif '1 projet. de bureau I~ , ! I I
individuelles , 1 I , I I ,
et Ie materiel I I !-----,-----,--,-----,---,-----

de sensibilisa-I- Tester Ie materiel educatif dans 1- Responsable - Fiches pour I I I 1 I 1
tion I les ~ones d I action du projet 1- Personnel Ie test, ' r, , , I ,

I , des zones - vehi::ule.' roo ~I I 1 I
! I d ' ac t ion I 1 I I , I
I ,- Heres I I I I I I
! ! I I , I I I--,--'--'--1--'----

I I I , I ,

I, ! .1 ' , I
1"lI;; I "'1 I , I
I I I I I ,
! I I 1 I !

- 1 -



/-~

SOUS-ACTIVITES

Concevoir des emissions, spots publi- IEquipe du pro-
citaires, sketch, documentaires. 'jet.,

ACTIVITES

Former Ie per
sonnel charge
de la mise en
oeuvre des ac
til/ites EPS

I
RESSOURCES I PERIODE

, I, I , ! ,
Humaines I Haterielles IJan. 'Fev. fHars IAvril! Hai lJuin

! ,--,--,---,--,--,--
Fourniture de , ! I , , ,
bureau. !ll!: I I ! I , ~

Naterie 1 edu- i< ! ! ! i i 'i
catifs I , , I , I

! , , , I I------------------, -------1--'--'--,--,--,---
! Realiser des emissions, spots,sketch, !Equipe du P~'o- Bandes magne- I , I I " ,
I documentaires a 1a radio et a la tele-!jet ,person- tiques, I I I I I I
, vision et dans les zones d'action du Inel des zones Cassettes vi- ! '.L ! I , I >-
, projet. 'd' act io~,s, deo. 'r'i' til i .,."
! IGroupe consvl- Appareil de! , ! , I I ~

I !tatif, montage I I I I , ,
, !Meres. Nagra ! I I I , ,
! I Vehicule' I , ! I I ,
I I , , I I ,------,--- , . ,--,--,-,--,--,---
, Facilit~r la nomination de deux a~ents Equipe des IVehicules, ! I ! I I I
, responsables de l'EPS dans les zones zones d'actionlFournitures I .& k. I I ,
, d'action du Projet. Responsable Ide bureau. I '!l\ , I I I
I EPS. , I I I I I I
, ! ! I ! , , I
I I '---'--'--1--'--'---
I .Elaborer les objectifs et les activi- Responsable 'Fournitures I , I , I ,
I tes des modules clevant servir a 1a EPS Ide bureau. Je ' .,l. I I I
! formation ~t au recycla~e en EPS I "'" j II I , ,

! I I I I , ,
I ! , ! I I

, Org",niser des
campagnes de
mass-media sur
la SSS, les
sign~s de la
deshydratation
et les mesures
d'hygiEme col
lectives et
individuelles

- 2 -



~.
M

PERIODE___...,;,.:,R;;:.E:>:::.;"S2_U_RC_E_SSOUS-ACTIVITESACTIVITES

idem

I--------,
!Pr~voir

!mation

I ,I I 1
,liumaincs I ~lateriel1es !Jan. !Fev. 'Mars 'Avril!Mai lJuin

------------------,- ! ----,---'-'--1--'--'--·--
Ie materiel technique de for- IResponsable !Nateriel tech-I k-.."l1 1 1

! EPS Ique et educa- ! r-'I 1 ,-
I ! tif . i I I 1 1
I II! I I I I--. I' ,--,--'--'--1--'-----

Elaborer les fiches de ~lanification 'Rcsponsable !Fournitures! ! ! ! ! I
et de preparat ion de ,seances d' educa- ! EPS !de bureau. LSI ! ! !

Organiser des Ition pour la santt. , , ~ ~

seances d' edu- I ! I !! I
cation pour la ! I' 1---'---'---'--'---'
sante sur la IFaciliter la distribution et la diffu- !Res~onsable !Vehiculc ! I I I
SSS. lee signesision du materiel educatif eL des ficheslEPS 'Materiel educa! ! I 1 1
de dhhydrata:- Ide planificstion et de preparation I 'tif. I! I L-..1 I :>
tion et In tI'e-lpo~r les seances educatives. , IFiches I i I l'--j' I "'."
sures d"hygiene I' I!! 1 I 1 I I
collectives et 1 I! --1--'--1--1--'--'----
individuelles· IFaire demarrer les seances educatives IResponsable IVehicule. I I I 1 I I

Idans l~s c:ones d'action du projet. IEPS IMateriel edu- ! 1 I ~ I I
I ! !cat i f et ! I I lll'> i i as)
I ! Ifiches!!! I I I
! I!! I ! ! I !------ --, --- --- --- --- ----

- 3 -



ACTIVITES

Coord:lnner les
activices des
membres du
groupe consul
tadf et du
responl.'able du
volet maladies
.HarrhlHques

Real iSH iiI's
C~IlI1'lons I'.lIl r

1a SSS avec
l'UNEAC

SOUS - AC'!'l VITES

I
I
!
IContDcter )es responsables de I'UNEAe
Ipour lea chansons relatives au Projet

I
!Remettre les
18 l'UNEAC.
I

RESSOURCr.S

lIum,\ i nes----

PER lODE

- 4 -
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PROGRAMH£ D' ACTIVITES DU VOLEi EDUCA7ION POUR LA. SAthE
••a~•••K.~===a=••~~.~a.a.~=~a

20 SEMES1E 1986

RESSOURCF.S PERIODE

co
\D...

ACTIVITES ! SOUS-ACTIVITES !! , , ! 1 ,
________1 lIumaines ! ~l:lteriel1~s lJuil-IAoui: !~!...2£!.:..I~lDecembre

I I ! I I ! I ,
IPreparer l~s messages, dessins ou photo Dessinatrice, IFourniture ! I I , I ,
lsur la rougeole et Ie calendrier de Eq~lipe du Ide bureau, k:s ! , , I
lvaccinat ion projet !Appareil I"'" --J ! ! , ~

I ! photo, ! ! ! , I I
I !Peticules en r ! , ! , I
, !couleurs, 1 , I ! , !
I 'vehicule 1 ! 1 I , ,
I , ! 1 I , , ,I 1 1-'--'--,--,--,----
ITester Ie materiel educatif dans les Responsable 'Vehicule; I , , I , ,
Izon~8 d'action EPS, IFoumit}lre! It- N ' I I
, Personnel des Ide bureau, 1 ~ ~ I , I
, zones d'actionlFiches pour' I , I I I
I !Meres. 'test. I" 1 I I
I I I I! 1 , I I
I ! I ,--,--,--,--,--,----

'Elaborer la fiche pour Ie test !Equipe du pro-!Fourniture I I I I I I
2du materiel educatif Ijet. Ide bureau, I I , , , I
I ' "etmateriel k .L , , , 1
, I led",catif. l' v , , , ,
! ! I 'I! I , I

, ! I ! , , I

PrcJuire du
materiel educa
tif sur la
rougeole et Ie
calendtier de
vaccination

- 5 -



~,-,
l'" _'"

/
------------------"

\~

0\
\0....

Fourniture
de bur~au.

IResponsable
IEPS
'Groupe consul
I tatif.
I
I
I
!

Fair~ paraitre Ie calendrier de vacci
nation dans 1es journauK des organisa
tions de masses et Ie quotidien des
zones d'action du projet.

Publier Ie
calendrier de
vaccination
dans les jour
naux de 1a
place (zone
d'actionL

I
! ! RESSOURCES ! PERIODE

ACTlVITES I SOUS-ACTIVITES I I !! I I , I
_______, ! IIlJmaines ! Nateriellcs IJuil.!A.out ISept.!Oct. INov. IDee.

r !! ,---,---!--,--,--,=';;';;"--
IConeevoir des emissions, spots, Joeu- !EqlJipe du Pro-!Fuurniture ! , ! I ! I
IlOentaires et sketch sur la rougeole !jet. Ide bureau et IL, I , , 1 I >
let Ie ca1endrier de vaccination. I !materiel edu- ,"'. wI I I Ii"

Organiser des I !!eatH I I I I 1 1
campagnea de ! !! 1 1 , , , 1
mass-med ia sur I t> .'\ --I 1---'---,---'--1---1----
1a rougeo1e et IRealiser des emissions, spots pubiici- IEquipe du Pro-!Bandes magne- I 1 , I , ,
Ie calendrier ItJires, sketch et doc'lmentaires sur 1:· !i*!t, personnel!tiques. cas- , !A! I , 1
de vaCI i.oation l1a rougeole et le caleodrier de vacci- Ides zones d'ac!settes, nagr:l 1 !"" i I- i >
a la radio et 'nation it la radio et a la television. Itior.. !pile. vehicu1el I I , ,
a la television I !groupe con:,ul-' 1 'I I ,

tatif.! ! I I I I
Heres. I I 'I I I

, I' I I------1-- ---1---'--1--'---
, I I , I
I I I I ,
1 'I' I
, Jc I , , , "
I " iii I .,
, I , , , ,
I I I , I ,
, I , I , I

- 6 -
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,/

,
, PERIODE

Materielles

Materiel edu
catif, tid.:.
vehicule.

RESSOURCES

lIumaines
SOUS-ACTIVITESACTIVITES

Continuer a
ganiser les
seances educa
tives dans les
zones d'action
du Projet

Coordonner les
activites des
responsables
du vole~ diar
rhee et t'EV et
du groupe con
sultatif •

I
I
I

-------,------------------I
IFaciliter la distribution et la diffu- !Responsable
Ision du materiel educatif et des fiches!EPS
Ide planification et de preparation de ,
Iseances educatives ,

I I I I I I
IJuil.lAout 1~1~INov. I Dec.
I' I I I I ,
I I I I , ,
I ! Ie I , , >
I , ,0llli0, I I 71 , , , , I'

I ! I ! I , ! I ,
, ---- .. ;-.. - ! 1--'--1--'--'--,----

or-IElaborer la fiche de supervision des Equipe du pro-!Fourniture k ,,' I , 1 "
Iseances edu~atives . jet. Ide bureau. "7\ , I i ,I

I I "I'"I I '--1--'--'--'--1---

IEffectuer des tournees de supervision Responsable !Fourniture I I I I , 1
Idans les zones d'action du projet. EPS. Ide bureau. , 1 , , , I 0

i ! Fiches de su- , I, I I , I >~
I Ipervision. 1 I~ j Iii p-
I 'vehicule. 1 , I I I I
I 1 'I I I , 1 ,

------11 I ,--,--,-,-,-,---

IOrganiser les seances de travail avec Equipe du pro-IFourniture , , I , , 1
'Ie groupe consultatif et les responsa- jet. 'de bureau. I I , 1 I I ~
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EVALUAfION OF FIRST YEAR'S P8RFORMA~C~

UND8R T~e CCCD GdANf AGRe8ME~T

INTRODUCf ION:

On March 17 and 18, 1986, a review was conducted of the results
of the First Year's Accomplishments under the CCCD ~rant

Agreement with WHO/AFR00 The evaluation was headed by the
Project Manager, Dr. Joe H. DAVIS, AFR/Ta; Mr. Andrew AGL3,
CDC/Atlanta; Mr. David BASSETT, CCCD Liaison Officer; and Dr,
Marc La FORCE, External Evaluator, CCCD Project. WHO/AFRO
Staff were headed by Dr. Edwin BEAUSOLEIL, Programme Manager,
DisGase Prevention and Control for the Regional Director (PM3)
with the assistance of various staff members including Drs.

AREVSclATIA~, COL, FEMI-P~ARSE, PMI and DLAMINI, PHP.

PIl~DINGS:

In general, the evaluation team determined tnat progress in the
training portions of the Grant Agreement nad been
satisfactory. Although some activities had not been completed
on the schedule or to the extent specified in the Grant
Agreement, this was the result of a shift of priorities of
WHO/AFRO in training wnich AID encouraged and endorsed. 'fhe
programme during the past year in the health information system
project component did not snow significant progress and
evidenced a need for reconsideration of implementation
arrangements.

The results of performance to date are summarized in Attacnment
A. Modifications to Trainee Support costs funded are descriced
in Attachment B. During discussions further findings were:

1. The three regional training centers supported by AI0
funds are a part of a larger set of aRT region~l

trainin:j centers (six), Other aRT 'rraining Centers
are already operational in Dakar and Addis Aoaba and
one is planned for Luanda.

2. With reference to activity item 2.1, the evaluation
team reviewed three reports of teams whicn nad
visited Cameroon, Togo and Zimbabwe on
Implementation or Managerial Process for National
Health Development. The reviewers were unaole to
clearly discern the direction of healtn information
systems activities which are expected to emanate
from the implementation of sucn a managerial
system. The preparation of the reports did not
utilize CCCD funds. 'rhis obs~rvation is made to
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indicate that the evaluation team memoers were not
able to ascertain the value of proceeding with this
activity on the basis of information availaole.

3. The evaluation team was unable to review the report
of tne short-term consultant listed under Activity
2.2. The consultant had reviewed epideniological
data availaole to A~RO, OC8AC, OCCGE and the offices
for toe three WHO/AFRO Regional ~pidemiologists. An
addendum to this report will be made after adequate
review on the consultants report.

4. The evaluation team also dis~u3sed with \vHO/AFRO ~he

desirability of systematic follow-up of individuals
receiving training in WHO/AFRO courses for wnich
funds were provided oy AID. It was agreed t~at ~

SChedUle of desired follow-up scnedules would be
specified and arrangements would be made to
ascertain occupational status and programmatic
responsibilities of individuals who had been
trained. CCCD and WHO field staff would be
requested to obtain information if possible -- if
not, project funds could be made availaole to ootain
services of STCs for this purpose.

ReCOM~SNDATIONS:

1. WHO/AF~O snould review tne level of effort required
to plan, implement, evaluate and report on activities carried
out under the eeeD Grant Agreement and determine if
ad~inistrative assistance is warranted to relieve professionals
of some routine tests.

2. The health information system component on the eCCD
Grant Agreement needs to be reconsidered. further funds shoUld
not be pr0grammed in the area until reasonaole concrete
proposals and implementation agreelnents are reviewed. rne
Epidemiological 3ulletin should be pUblished as schedUled.

3. The AID/~ project manager should continue to schedale
quarterly informal reviews. Attachments A and B should be
updated quarterly to facilitate tnose reviews.
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AGaE8MENTS R~ACH~D ON ACTIVITIES PROPOSED FOR REMAINDER OF
1986 - 1987 alt:;NL'JI~-- -

1) 8PI/CDD Mid-Level Management Courses:
The five courses proposed were agreed to. The project
manager agreed that modest additional. funds could oe
provided to evaluate trainees after they returned to
normal occupations. WHO/AfRO was ~dvised that it ~ight

not be possible to find the course scheduled to take
place in Addis Ababa.

2) ~ef:igerator ~epair Technicians' Courses:
The two courses proposed were agreed to. The project
manager agreed tnat modest additional funds could be
provided to estimate the probable need for refrigeration
repair tecnnicians in all countries of the region and to
eval~ate trainees at some time after they complete
training.

3) EPI Managers' Meeting for Portuguese-Speaking Countries:
The activity was agreed upon but WHO/AfRO was advised
that AID ~ight not be able tc provide funds at the
proposed Luanda site.

4) Senior-Level Courses for epidemiology and Disease Control:
The activity was agreed upon. rhe AID project ~anager

agreed tnat modest additional funds could De prOVided as
necessary tor ev~luation and follO~-~P vf tr~inees.

5) ihd-Level ::':pidemiology Course:
The activity \.as agreed upon.

6) CDD Programme Managers' Meetings:
The activity was agreed upon.

7 ) Tr a i n i ng 0 E Me diea 1 S t a f f. i 11 Di a r r h ea Cas e [,1a nag e lile nt
Us ing OR'r:
The prop0ded activity was agreed to subject to favorable
3Jaluation on the training schedule~ for Addis Ababa in
April 1986. ((This course is not receiving AID funds.)
Results of the evaluation shOUld De forwarded to CCCD
project manager.

8) Publication of ~HO/AFRO Epidemiological 3ulletin:
The proposed activity was ~~,eed to.

9) 'H:J/rtt"~O supoort Cost for CCCD Liaison Officer:
The ?ropoued level of support was agreed to.
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10) Implementation of Managerial Process for National rlealth
Development:
Consideration of this item was deferred until further
information could not be provided. If sUbmitted by April
15 funding could be considered for the next Grant
Amendment.

11) Development and Strengthening of Management and
Le~dersnip Skills among Operational Level ~orkers:

Th~~e was agreement that this was an activity of priority
interest to AID but that further deve~opment of the
proposal was desired. If a more complete description is
submitted to April 15, it can be considered for tne next
Grant Amendment.

12) Support for Consultants to visit Member States to assist
in African Immunization Year:
The proposed activity was agreed to.

13) Support for Printing and Distributing Promotional
Material for African Immunization Year~

The proposed activity was agreed to.

14) Training Courses in P. falciparum Sensitivity Testing:
'rne activity was agreed to as proposed.

15. Training of Managers for Malaria Control 2rograms.
It ~as agreed tnis item would not oe considared as a
separate proposal but will be considered with item 10.

16) Training Worksnop for Development of Nursing Curricula
based on PHC:
Agreement was reached tnat nursing curricula with respect
to immunizations, ORT and Malaria treatment is of
moderate interest for the CC:D project and that support
might be availaole for a more modest approach wnich WOUld
analyze and document the current content of nursing
curricula.

17) Training of Core Group Nurses in Management and
Leadership at District Level:
It was agreed that this item would not be considered as a
separate proposal out will be considered conjointly with
item 10.

13) WHO/AFRO participation in CCCD Bilateral 8roject
Evaluation:
'rne funding level proposed should be reduced to 40,000 to
48,000 to reflect participation in 10 evaluations rather
than 12. PJnding can be used to fund participation by
either WBO/AFRO staff orrCDC consultants from a non-eCCD
country.
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19) Development and Use of Health and Socio-Economic
Indicators fer Monitoring and Evaluation of Health
Programmes:
Consideration of tnis item will await review of existing
consultant report, reviewing existing data sources at
AFRO, OCEAC and OCCGEo

20) Development and Use of Health and Socio-Economic
Indicators for MonitoriDg and Evaluation of Healtn
Programs (Nutrition Indicators):
Consideration of this item will await review of
consultants report reviewing information availaole at
OC8AC, OCCGe and AFRO.

In summary, all proposals for 1986-87 biennial funding were
considered and agreement was reached with tne AID project
manager on the technical content of proposals totaling
US$1,731,000. Tne venue may have to be cnanged for two
training courses to comply with AID 1eg31 constraints. This
funding level may be increased slightlY as suggestions
regarding evaluations are incorporated. A senior-level
management study with proposed funding of $3U,000 is awaiting
additional information. It is expected tnat positive
consideration will be given this activity once additional
information is reviewed. Additional proposals were reviewed
totaling $943,000. Their funding can be con3idered wnen
additional information is prOVided but probable level3 of funds
availajle for tnese activities is not cle~r at this tim~. Any
funding available is probably sUbstantially less than tne total
required for all proposals. It is noted tnat tne proposalS do
not include 13% WHO/AFRO overhead. It is also anticipated tnat
some monies already ooligated may be availaole to partially
fund these activities. A quick review of funds remaining from
the first year Grant AGreement and not yet reprogrammed
indicates that up to $500,000 may reQain for reprogramming.
~v~O/AfRO is requested to prOvide exact estimates of funds
Obligated and not yet definitely cOQmitted.

This review does not constitute a financial commitment by the
United States Governlnenmt to fund the activities for whicn
technical agreement was reached. Formal AID/Wasnington
consideration by the Assistant Admini3trator for the AFircan
Bureau is expected to occur in late April.

A2R/TR:JHDavis:rsbe:4/15/86:6434Y
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1.0 Evaluation Team

Willard H. Boynton, M.D.,H.P.H.- Public Health Physician,

Team Leader. - Westinghouse

Electric Corporation - Public

Applied Systems

Mary L. Harvey, M.P.H. Epidemiologist - Westinghouse

Electric COl:"poration - Public

Applied Syst.ems

Abraham Bekele, Ph.D. Health Economist, - Harvard

Institute for International

Development/Resources for Child

Health-John Snow Inc.

Pierre Robert Dausse, H.D.

Albert G. Boohene, M.D. (LOND),

FRCP, DTPH(LOND)

~~o Medical Officer

WHO Sub-Regional Office

(Bamako t Mali>

Consultant - UNICEF - Liberia

The team was assisted by the following resource persons:

Russell Charte~, MFA

Wendy Roseber~Yt MFA

Public Health Advisor - CD~

Assist. Project Officer - AID/W

The team wishes to acknowledge the assistance and support received from

the Ministry of Health and Social Welfare (KH&SW) of the Government of

Liberia at all levels, AID, and CDC which made the evaluation possible.

The team thanks the above and WHO, UNICEF and Peace Corpsl Liberia for

their coop9ration and patien~e.



2.0 Rvalu~ti~n Methodology

The baaic team consisted of a public health physician, a public

health economist and an epidemiologist with experience in training and

health education. This team ~orked in Liberia from Feb~tary 24 through

Karch 15th. Duriqg a 90rtion of this time the team was joined by a

public hl.!~lth physician from WHO and anotl~~,... fr 'Jm mrICEF.

Ttle basic team was orient3d for one day at AIDIW by Dr. Joe Davis,

CCCD Project OfficeL, who provided them with project documents. Three

weeks wer~ sub~equently spent in Liberia where thu basic te~ W&S joined

by two reprasentatives of WHO and UNICEF and ~; two resource per~ons from

AID/W and CDC/Atlanta.

The first week in Liberia was largely devoted to working meetings

with officials of the Ministry of Health and Social Welf2.re (MH&SW),

USAID/Konrovia, Peace COl~S, UNICEF, and WHO. The whole team met with

these officials ifi general meetings and on an individual basis for

detailed discussions on matters tn the evaluat~:s field of special

intereot {Ap~~n~ix l}. Program documents we~e ~btained, ~tudied and

an&lyzed (Appendix 2). MH&SW facilities, supplies and equipment relevan~

to CCCD were inspected.

The secc~d week was largely devoted to field visits of clin:cs and

discussions witll the EPI/CCCt county level persoanel. In Montserrado

County visits were made to a MCH clinic, a health clinic operated by

cat~olic nuns with MH&SW staff and a p~ivate cli~ic. The team visited &

county h0spital, two clinics and an outreach vaccination clinic ir. Cape

Mount County. In Kargibi County, the team visited the county health

center and a health clinic inc:uded in the Liberian Institute for

Biomedical Research. Tl~e Team visited the County Community Health Center

in Bomi County uhich was estatlLshed as a separate unit 3t

2



the county hospital. The te~ also visited a remote and aimple villdge

clinic doing vaccinations and a well appointed clinic operated by a

catholic nun with KH&SW staff.

The third week of the evaluation was spent draft'ng the report,

verifying data and developing a team consensus. 'the draft report was

disseminated to the members of the CCCD Technical Committee for thei~

review. An oral presentation of the ~jor findin~~ and related

rec~mmendations was made by the evaluation team's lesder. The draft

report and recommendations were then discussed. A final report was

prepared by the team, which incorporated the results ~f the discussions

wilh the members of the CCCD Technical Committee. (S~£ Appendix 3 for

person's present).

The team was limited in its evaluat\on ~y ~ time zon~traint of only

two working w~eks and by a large team from diverse bdckgrounds, some of

whose member carna late and left early. Although all KH&SH officials

int~rviewed were forthcoming and helpful and logistic support was given

freely~ relevant documents and data often llad to be requested and

searched out r~ther than being presented in an organized fashio! at the

outset.

The te~~ was not able to do in-depth research in all aspe~ts of the

program, as th~ scope of work outline might imply, but did obtain enough

information and insight on which to base judgments.
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3.0 Executive Summary

AID/W requested Westinghouse Electric Corporation and the Harvard

Insti~ute for International Development to conduct a mid-project

evaluation of th~ Liberian program for Combatting Childhood Communicable

Oiseas~s (CCCD) under an Indefinite Quantity Contract (IQC).

The Liberian program is one of 12 African Bilateral programs funded

out of the $47 million programmed by AID/W in 1981 for ceeD in

sub-saharan Africa. The bilateral Project Agreement with the MH&SW

provides $655,000 of grant f'.,nds plus $175,000 of uin-kindu contl'ibution

of vaccines. The bilateral grant is monitored by the USAID/Liberia

health and population officer. CDC/Atlanta, as part of a PASA with AID/W

for technical assistance, supports one Technical Officer in Monrovia with

ORe local assistant plus short term consultants (to date about 300 person

days). In addition, the sub-regional cceD epidemiologist and personnel

from the WHO Regional Office for Africa are available to Liberia for the

purposes of providing regional training and guidence in the development

of health information systems, operations research, health education and

management.

The program has also been su~ported by other donors: UNICEF has

provided $370,000 of commodities with some technical assistance; WHO has

provided technical assistance, $50,000 of commodity assistance, and some

local costs; Peace Corps has provided six health voluntee~s with three

more scheduled (AID funded). Other GOL organizations and private

businesses and organizations (Rotary and LRCN) have provided vaccines,

publiclty, supplies, etc.

The Project Agreement was signed July 19, 1983. The CDC technical

officer arrived at post in the Spring of 1984. ~\e Project Completion

Assistance Date (PACD) is July 31, 1981. The project is at least one

year behind schedule but has begun to gain momentum in the last six

months.



The Lib~rian eeeD prugram is managed by a eeeD officer located in the

MH&SW Preventive Services Bureau which is headed by the Deputy Chief

Medieal Officer.

The project has three major activities:

(1) To improge the Expanded Program for Immunization (EPI), i.e.,

immun~~e chilJren against tuberculosis l m~asles, polio, tetanus,

diphtheria and whooping cough and women of chil~ bearing ags against

tetanus to prevent neonatal tetan~s.

(2) To develop a national diarrhea program emphasizing the use of

oral rehydration therapy (ORT).

(3) To develop a national malaria program which will treat

presumptive malaria in children under five and give malaria prophylaxis

to pregnant women as bQth the fetus and mother are at high risk.

The goal of th~ CCCD program is to strengthen the above three

activities which are services of a comprehensive Primary Health Care

(PHC) program. Thus the ceeD activities will be progressively integrated

into the Liberian national PHC program. Since the Technical Committee is

a subcommittee of the PHC committee, the eventual iIltegration of CCCD

into PHC is assured as is the consistency of the protocol for

immunizations, ORT and malaria.

The implementation problems are detailed in the body of th~ report.

They include:

(1) Disruptive political and economic upheavels of 1984-1985;

(2) Lack of GOL funding due to a very low cash flow;

5



(3) Government hiring freezes and retrenchment of st&ff resulting in

inadequate numbers of personnel available to manage CCCD activities;

(4) Too few vehicles for supervision and logistics;

(5) Wastage of vaccines due to poor management;

(6) Inadequate equipment and poor maintenance of existing equipment;

(7) Deficiencies in health education, health statistics and tr~ining;

(8) Lack of uniformity in the programs with the field forging ahead

with malaria, ORT and cost recovery activities while the official

guidelines are sttll being developed by the central bureaucracy.

The most urgent action~ for the MH&SW and AID include:

(1) Revi.sion of the Project Agreement to reflect present realities

as regards financing and scheduling;

(2) Provision of the necessary commodities such as ice-lined

refrigerators and four-wheeled drive vehicles by appropriate donor

agencies;

(3) Revision and formalization through written memorandums of

understanding of the donor contribution plan established in 1983 for

the CCCD project. This plan should reflect what goods and services

are needed and what donor can best contribute to the proj~ct.

(4) Reassignment of available MH&SW staff to enable better

management and supervision of project activities;

6



(5) FOrm8lization and dissemination of a national policy for malari3;

(6) Implementation of cost recovery programs (re6istration, service

and drug fees) for the financing of CCCD activities and PRC programs.

On the basis of their findings, t'~e evaluation team concluded that

the Liberian ceCD program should continue to receive AID support for

several reasons:

(1) The need is great since Liberia has an infant mortality rate of

more than 150 infant deaths for each 1,000 births.

(2) The MH&SW understands the need and has the correct priorities.

It is emphasizing low cost preventive m~dicine through, PHC and CCCD

activities rather than high cost, high technology hospitals and

research centers.

(3) The MH&SW sees eCCD as one of its few recent successes. Due to

the Vaccination Campaign week he:d in January, 1986, more than

300,000 vaccinations were given in one week. Tllis has encouraged the

KH~SW to continue to support CCCD to the best of its limited

ability.

(4) The necessary donor support can be mobilized. AID/W has

provided major funding. Peace Corps has and will provide vital

manpower. CDC and WHO can and will give technical guidance. UNICEF

has given major assistance and plans to continue to do so. ceeD has

demonstrated that it can obtain other GOL and private resources for

this popular program.

(5) The CCCD program is developing procedures, skills and

methodologies which are fundamental to the proposed national PMC

program.
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In spite of the above positive factors, the ceeD program has not

progressed as well as expected. The implementation is about a year

behind schedule, the GOL has not met some of the preconditions of the

Project Agreement and the CCCD Technical Officer alrrived late. In

general, the imple~entation of the project has been uneven and slow.

There a~~ serious discrepancies between the Project Agreement and its

current implemeatation which must be regularized to attain project

objectives and targets and to avoid auditing problems. The precondition

for the KH&SW to establish a formal system cf registration fees has not

been implemented. The project is behind schedule in coverage of

populations and in formally intrcducing ORT fo~ diarrhea treatment and

chloroquine for presumptive treatment for children and prop~ylactic

treatment for pregnant women. The most serious deficiency is the failure

of the GOL to maintain its recurrent budget support and to begin to

incorporate costs of commodities and operations into its budget. The

opposite has happened due to the financial cri~is of the GOL, that is

salaries have been cut and not paid on time and no new funds have been

provided to the program EFI in the 1985-J..'86 year. In short, the Project

Agreement needs to have major amendments or be rewritten to reflect

present realities.

While the CDC has provided a technical officer, he needs competent

local-hire assistance with his office work. This assistance should

enable him to spend more time in the field with the county and community

health workers. CDC has also provided more short term consultants than

scheduled. Finally, the implementation problems require more field

visits by CCCD and AID staff.
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4.0 Observations and Findings

4.1 Project planning, administration and management

The country assessment done by the HH&SW, CDC and USAID/Liberia in

1982 was an adequate planning document at that time. Since 1982,

conditi.ons have radically changed in Liberia. The current financial

crisis has affected the MH&SW's ability to meet the Project Grant

Agreement commitments and has necessitated staff freezes, pay reductions,

minimal equipment and drug purchases, reduced maintenance, etc. All

these factors have adversely affected field operations, services and

staff morale.

The plans of operation established for 1986 and the duration of the

project ~~fgeIY drafted by the eCCD Manager and CCCD Technical

officeJ. They were shared with the relevant staff for comments. The

final work plans were officially approved by the CCCD Technical Committee.

The work plans are an adequate but rather optimistic guide to program

operations. It is doubted that the implementation of these activities

can be kept on schedule. In fact, many of the activities planned lor

1986 are already behind schedule. Therefore, a one year extension of

the project has been recommended.

The MH&SW is headed by a Minister, a Registered Nurse. A physician

is Deputy Minister. and Chief Medical Officer (eKO). One of the three

bureaus under him is Preventive Services headed a public health

physician, the DeMO. The CCCD Office is in this bureau and is headed by

an Acting Director who is a physician. This physician expects to start

public health training when the permanent director returns from her

Stateside training in June of 1986. The current Acting Director of CCCD

has only been in office for three months and she replaced another Acting

9



Director who had been acting for four months. Th;s discontinuity in the

office of director of cccn has been disturbing in spite of the fact that

there has been some overlap.

Another, programmatic anomaly is EPI. EPI antedates CCCD having been

started in 1978 and CCCD in 1983. The EPI Director has a staff of about

20 but only three or four are professionals with some formal training.

This division originally was under a special board, semi-independent of

KH&SW, and not in the preventive services bureau. The board is now

relativ~17 inactive and EPI is part of preventive services. EPI

forn,~rly operated through the use of mobile teams (110 staff) but this

was found to be too expensive and it now delivers its services th~ough

s~atic health facilities with outreach immunization services to distant

villages.

As an independent program, EPI h~3 its own central office operating

budget and staff which includes an EPI supervisor in each of the 13

counties. These county EPI supervisors are under the administrative

direction of the county Chief Health Officers (CHO's). The EPI budget

includes rent, office support, kerosene and gasoline, materials

production, training and equipment maintenance. There has been no GOL

contribution to the budget during the 1985-86 fiscal year and funds are

depleted.

The independent nature of EPI has posed a problem in the integration

of staff and activities at the central level with CCCD. The EPI director

thinks he reports to the DeMO but the DCMO and CCCD thinks he reports to

the CCCD office. The lines of responsibility are about to be regularized

with EPI becoming one of the three subdivisions of CCCD (Appendix 4).

At the central and county level logistics is a problem. Vaccines are

stored in old refrigerators. Temperatures are not always recorded and

record keeping is not always current. City electricity is not c~nstant

10



and the auxillary generator at the central level is old and nct always

functioning. Vaccines have been lost and or spoiled at the central and

county levels. The two trucks that are assigned to the central level are

insufficient for transport of supplies and supervision and the

maintalnance garage is poor.ly stocked.

At the county level there is a CHO, who is usually a physician, and

has a hospital and a community health office. There may be a dozen

clinics serving 100,000 people. Since the pop~lation is often scattered

in small villages much of it is not within easy reach of a clinic (i.e. 5

kms) •

The proposal to train community health workers and establish health

posts through a primary health care (PHC) program, may eventually solve

the coverage problem. Meanwhile, outreach teams go to unserved villages

fo~ vaccination clinics when a vehicle, vaccines and needles are

available. The staff at most rural clinics and even the county level are

paramedics. A few are physician assistants (PA), but usually a nurse or

midwife, and these are often assistants rather than fully trained.

EPI, in spite of their problems had a successful campaign week in

January 1986, when over 300,000 vaccinations were done (reports not all

in). In general t the staff is enthusiastic and knOWledgeable about the 

program- The problem of ~oordinating EPI, CCCD and PHC is minimized by

having the CHO, DCHO, EPI and CCCD staff serve on the Tec'nnical Committee

which oversees CCCD and is a subcommittee of the PHC committee. These

committees make policy and produce guidelines to ensure technical

validity and consist~ncy.

The national policy for ORT was signed by th~ Health Minister on

Karch 12, 1986. A malaria policy is still in ~raft and should be

approved soon as services are being provided at the clinic level with

some variation in protocols.
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AID/W supports the ceCD project through regional and bilateral funds

and through PASA's with CDC/Atlanta and the Peace Corps. These PASA's

provide for the placement of a ceeD Technical Officer and Peace Corps

Volunteers to work with host country counterparts.

The $655.000 allocated by A.I.D. fer the operational aspects of this

bilateral project would be adequate if the GOL was financially able to

live up to the terms of the Project Agreement. that is to continue

support at its 1983 level and gradually phase in logistic support.

However, the GOL h~fliled to fund the MH&SW as planned. MH&SW staff

received their November pay during the team's visit, staff positions are

frozen and the EPI budget has not been funded since June 1985. EPI has

existed previously on carryover funds but they are now exhausted.

There seems little likelihood that the GOL will be able to provide

project funds in the near future. If the project is to carryon. donors

(AID, UNICEF and WHO) will have to continue and even increase support.

The institution of an official cost recovery program (Pro-AG Registration

Fee) may help some, but can not be expected to cover project costs. Any

cost recovery money will be needed locally for kerosene, gasoline.

"volunteer's" salaries. drugs. paper etc. This money should not be used

for vaccines, ORS. chloroquine, or vehicles and refrigerators which

entail offshore hard currency procurement best handled by donors.

AID provides two AID/W staff to backstop the project and a third may

be required when the present project officer resigns. USAID/Liberia

actively monitors the project with two people and seems to keep good

track of central planning. If they could get to the field more

frequently, it would ~romote a better. understanding of project

operational requirements. USAID/Liberia needs to make major changes in

the Project Agt's2ment to make it consistent with current realities and

prevent auditing problems. The project should be extended one year now

without additional funding. except or. noted above. and should be
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re-evaluated at the end of 1987 to consider further extension of PACD or

increased funding. CDC administration and support of the projBct is

generally adequate. The backstop officer in Atlanta is generally abreast

of the project. The Technical Officer in Monrovia has been provided,

albeit some nine months after the start of the project. CDC hau provided

more man months of short term eonsultants than were programmed. There

has been little input from African regional CCCD advisors but little has

been needed. The resident CCCO Technical Officer has not bad to spend

25~ of his time on regional affairs as per his job descriptions.

The Technical Officer needs office assistance to enable him to spend

more time in the field. the vacant position for a local hire need£ to be

filled and a second position considered. CDC Atlanta could improve field

support by ensuring faster analysis and return of data. The results of

the MUHS survey had not been pre~ented to the KH&SW almost a year after

the survay's verification studies had been completed.

The CCCD has a full-time director in charge of the project. The

Acting Director is the thi~d in the past year. A permanent director is

expected to return from training in the u.s. in June 1986. The director

has only two or three office staff and needs more staff. There is no way

she can supervise activities in eight counties while planning, managing

and developing guidelines for a national project. She depends on the

CCCO technical offic~r for advise and assistance.

The CC~D Director reports to the DCHO who directs preventive

services. He in turn reports to the CMO who is also Deputy Minister of

MH&SW. By implementation letter AID agreed to change the roles of

Project Manager and Project Coordinator. The DCMO who was originally the

Project Manager is now the Project Coordinator and the CCCD Director, who

was formerly Project Coordinator, is now the Project Manager. This

change seems reasonable.
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The project has three major activities; EPI, diarrheal disease

contr~l emphasizing ORT, and malaria control through presumptive

treatment of children and prophylactic treatment of pregnant women. The

established EPI program has a director and an inadequate number of

staff. The CCCD Acting Program Manager is also the person in charge of

the ORT and Malaria division. The lack of staff for these specific

program areas and the time devoted by existing staff to the Vaccination

Campaign has led to a delay in the development of the ORT and malaria

components of the CCCD project.

On the whole the mechanisms for coordinating and planning seem well

developed. If there is any criticism, it is that the CCCD may be over

burd~ned with planning but underdeveloped in execution, especiallr in the

supervision to field operations.

The established policy in the Project Agreement of maintaining

liaison with private voluntary organizations, United Nations Agencies

(WHO, UNICEF, UNICEF etc) as well as others concerned with technical

cooperation with the Government of Liberia is, by all accounts, being

adequately fostered.

The CCCD Technical Committee whi.ch meets at leaet once every three

months has, within its membership, representatives from UNICEF, WHO and

the D~partment of Preventive and Social Medicine of the A.M. Dogliotti

College of Medicine, University of Liberia. These Agencies and

Institutions are actively engaged in CCCD activities and operations

research throughout Liberia. Their representation on the Technical

Committee of CCCD project affords them and the CCCD project staff an

opportunity to share ideas, cuntribute material, and other resources,

harmonize st~ategies and methodologies and minimize duplication of

efforts towards identical or similar goals.
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Further coordination is obtained through a we~kly CCCD staff meeting

which is attended by representatives of eCCD, WHO, u~ICEF, Peace Corps

etc. Thi~ group was ver~ active as an unofficial ad hoc committee f~rmed

to coordinate plans for the Vaccination Campaign Week.

The recently eOT,cluded National Vac.cination Campaign Week (Janua~y

1986) is a typical example of such a cooperative effort by CCCO, WHO,

UNICEF, Rotary International, CHAL (Christian Health Association of

Liberia) and others.

UNICEF, fer many years ha~ been a major donor of vaccines, ~old chain

equipment, needles and syringes as ~ell as vehicles, spareparts and other

logistic support for EPI in particular and MH&SW in general. Other

significant inputs into the health services from UNICEF have bean in the

area of basic drugs including ORS and chloroquine, &s well as ather

supporting funds for educational supplies and disgnostic inst~Jments for

the training and the practice of Midwives and Traditional Bi~th

Attendants (TBA).

In the support of EPI activities, UNICEF contribut~~ over $250,000 in

1985. A substantial part of this support went towards the National

Vaccination Campaign.

Another Donor Agency that has been particularly active in the Phase I

CCCD Project Area is Plan Internation~l. Its ~~in thrust has been in the

area of Community mobilization towards self-help development projects.

In this regard it is playing a leading role in the training of Village

Health Workers in Bomi and Lower Lota Counties. Specifically it is

providing trainers, food, and gasoline for the training activities.

Furthermore Plan International has supplied basic drugs, including

chloroquine, to many community clinics in Bomi and Grand Cape Mount

Counties. It has also provided funds for the renovation and refurbishing

of the Community Health Department of Bomi and Lower Lofa Counties

located in the Government Hospital in Tubmanburg.



CHAL has over the years provided technical aS8istan1~e towards the

prepar~tion of handbooks on Immuni7.ation and Diarrh~a. These handbooks

have bG(\n used by the In-Service Education D~vi.sion of the MH&SW for the

training and ~etraining of health workers throughout Liberia. Another

notable eantribution of CHAt toward CCCD activities haa been its health

education sessions within several churches throughout t~~ country called

"The Church in Health Project".

Th~ World Health Organi~ation (WHO) continues to support the Control

of diarrheal diseases (COD)" activities especially in Hontserrado and

Basss Counties. It does this by the funding of workshops and logistic

suppo~t as well as through the supply of ORB to the KH&SW. Tecl1nical

assistance ha~ also been provided in the training of various categories

of health workers in EPI activities.

4.2 Staffing and Distribution of ceCD Activities

Sinca August of 1985, the EPI aspect of the CCCD P~Oj2Ct has been

operating in the Phase I counties of Grand Cape Mount and Bomi/Lower

Lofa. In December of 1985, the program expanded into Montserrado and

Margibi Counties. Maps of the static clinics offering BPI activities in

these four countias are found in Appendix 5. The estimated population

covered in the Phase I counties is also attached. As can be seen by

these maps, the clinics are ~~t evenly disbursed throughout the ~ounties

which m~ans outreach activities to reach the surrounding catchment areas

are needed. Consequently more vehicle~ and a redeployment Qf c~inic

personnel is needed to ensure adequate coverage. The ORT and malarial

components of the CCCD project will be integrated il1tO the ongoing clinic

activities in tllese c~unties, after training of the clinic staff is

completed. To a small extent, the two components have been

opecationalize1 in the Phase I Counties. Health Educ~tion activities

will be included in the outreach services currently handled by the

EPI/CCCD county level personnel.
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While staffing in many of clinics appears adequate in th~ terms of

nu~oer of personnel at each clinic, a closer study has shown that many of

the personnel are inadequately trained, disinterested in their job or

receive no support from the other members of the clinic staff to carry

out their work. In some clinics only one person is assigned the task of

vaccinator, resulting in a rupture of services when he o~ she is not

pr~sent. This one person, may also be in charge of maintaining the cold

chain, training, health education, record keeping etc .. At the county

level the EPI/CCCD team consists of two people, one Peace Corps Volunteer

and one Host Country National. This two person team currently does

outceach activities, supervision, training, material development, record

keeping , equip~~at maintenance, delivery of supplies, planning etc.

This small staff needs to be reinforced, as one day the Fev will leave

and the Host Country National may be relocated, quit O~ burnout.

Therefore it is recommended that:

1. A third person be assigned to each county level team;

2. Each clinic that is curcently offering immunization services have

a plan to replace the vaccinator when he or she is not present;

3. A method to acknowledge (i.e. reimburse) the volunteer assistant

working in some of the peripheral health posts be established.

4.3 EPI

The Expand~d Program of Immunizationg has bep.n operational since

1978. The basic mp-thod of deli~ering ser~ices w~s through the use of

mobile teams which has since evolved into one of providing services from

static health centers, and outreach activities conducted by both the

clinic and county level EPI/CCCD personnel.
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The CCCD project began its implementation of EPI activities in

August of 1985 in the Phase I Counties of Cape Hount and Bomi/Lower

LofB. These two counties account for approximately 9.8% of the total

popclation of Liberia. In December of 1985, 30 months after the date of

the project agreement and 18 months after the arrival of the CDC

technical officer the implementation of immunization activities began in

the Phase II counties of Hontserrado, and Hargibi. Grand Bassa the third

County to be covered in Phase II will begin operations in the near

future. Currently the E.P.I. aspect of the CCCD project is now covering

80~ of the target populations in Cape Mount and Borni/Lower Lofa

Counties. This is well above the targets established by the 1984

internal evaluation team. The reason for this high coverage is directly

attributable to the dedication and energy of the EPI/CCCD personnel at

the county level and to the vast success and momentum that was achieved

and established through the National Vaccination Week.

It is too early to assess the proposed reductions in mortality as a

disease surveillance system is not in place, the baseline MUMS survey

data has not been released by COC/Atlstlta, and the program has only been

operational in two counties since August of 1985 and two others since

December of 1985.

Monthly and quarterly immunization and supervisory schedules have

been developed by the EPI/CCCD personnel a~signed to the Phase I and

Phase II counties. Immunizations are offered on a w,eekly basis in the

Greater Monrovia area and on a quarterly basis in the clinics in the

ru~al counties. Where outreach activities are done, they are conducted

by the EPI/CCCD team from the county level as they are the only ones with

a means of transport to reach remote areas. The outreach is being

conducted as a follow-up to the National Vaccination Week that was

conducted in most counties from January 20-25, 1986.
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In Bomi/Lower Lofa and Cape Hount Counties, the static clinics that

will be holding vaccination sessions during the month, start up their

refrigerators one to two days prior to the arrival of the EPI/CCCD county

level personnel. The county personnel arrive at the beginning of each

month with vaccine, kerosene, needles, syringes and recording swpplies

that will be needed for the months activities. The clinic personnel then

schedule their vaccination sessions and a supervisory visit by the county

level team is planned fo~ at least one of the clinic sessions. At this

time some outreach se3sions are conducted by the county level teams.

The immunization policies that are followed are based on WHO guidelines

that have been adopted by the Ministry of Health and Social Welfare. In

the case of measles, children aged 9-24 months are vaccinated against

measles in the urban areas and in the rural counties children up to the

age of 36 months are given this vaccine. The frequency of vac~inations

in the rural areas appears to be adequate for the target population in

these counties.

The vaccination schedule is provided in Appendix 6. Job aides, as to

what vaccines should be administered to what age group, were present at

two of the four clinics visited. A quick review of the records and a

verbal quizing of clinic p~rsonnel indicated that they are familiar with

and adhering to the vaccination schedule. The only exception being one

private clinic which was providing DPT to children up to the age of 10.

An assessment by the CCCD Technical Officer of the reports from the

National Vaccination Campaign indicate that 100~ of all BeG shots were

given to children 0-1 year old. No further information was provided to

the evaluation team.

A checklist for supervisory visits has been developed by the EPI/CCCD

personnel in every county and the supervision that goes on appears to be

thorough, although. due to limited personnel, is not done as frequently

as the perceived need.
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In February and March of 1986, vaccination coverage surveys were

conducted on a c~unty wide basis. The results of these coverage surveys

for the four EPI target areas are given in Figures 1 - 4. As can be seen

by these tables, the coverage rates established for year II of this

project have been surpassed in Hontserrado, Borni/Lower Lofa and Cape

Hount counties. This is due mostly to the vaccination campaign referred

to previously. The graphs also show that the coverage for all target

diseases has increased dramatically since 1981.

Suffice it to say, the National Vaccination Campaign was a great

success and surpassed its targeted objectives. Nevertheless, the irr~act

of this campaign will only be able to be measured in the months to come

when the percentage of children retuniins to the clinic for their second

and third does of vaccines can be assessed. Currently, some impact on

the number of reported measles cases appears to have been effectuated

through this campaign. However, this is based only on verbal reports by

a few county HLalth Officers.

The vaccination techniques, assessed by the physicians on the

evaluation team, followed the prescribed country standards. County staff

have reported a short3ge of all sizes of needles, in particular 24 and 25

gauge needles which they prefer. Disposible needles and syringes are

used, therefore, there appears to be no problems with the sterilization

of equipment and consequently spread of disease. Proper sterile

technique was also observed in the preparation of the vaccination sites.

As only two clinics were actively giving immunizations when the

evaluation team conducted their field visits, it is not possible to say

that all clinics are using the proper sterile techniques.

All clinics, that were visited were well maintained and clean. Be it

in a courtyard or regular clini~ st~cture, vaccines were kept in the

shade and screening was done at a separate table from that of the

vaccination table. The process in two of the three clinics observed was
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quite slow. Women and thei~ children were kept waiting seemingly form

several hours before the actual administration of the vaccinations

began. During this time, Road to Health (RTH) cards were collected snd

reviewed for all persons present and the names, ages and immunizations to

be given were recorded in a registration booklet. In one Monrovia

clinic, a health lecture was also to be given prior to beginning the

actual immunization process. In another clinic, it was stated that the

clinic personnel were waiting for the arrival of the evaluation team

prio~ to beginning their work. In any ease, there is a need to help the

clinic personnel streamline their activities in order to immunize the

children at a faster rate. One outreach clinic was said to have screened

and vaccinated 60 people in one hour. The process used to achieve this

rate needs to be followed in the other clinics. Time 3pent waiting for

service 8 may be one factor accounting for the high drop out rate.

Another problem noted is that of completing the tally forms (see Appendix

7). These forms which have been changed several times in the past year,

appear to be too complicated for clinic personnel use. Therefore the

county EPI/CCCD staff often collect the registration books and complete

these forms themselves. These new forms were introduced during the

vaccination campaign. Little or no field testing on their

appropriateness was done and little time for training field personnel in

their use was provided.

other problems observed during the field visits that hamper the

successful implementation of the project were; 1) lack of vehicles and

motorcycles that would aid in conducting needed outreach activities; and

2) infrequent supervisory visits from the CCCD central level personnel.

It is important to note that the two jeeps that are currently assigned to

the CCCD areas in Bomi and Cape Mount Counties, have problems, with their

chasis and swerve uncontrollably when driven over 40 miles per hour.

This was personally experienced by one evaluator. Additionally,

personnel from both the centr&l and the field level report a lack of

available u.s. parts for the jeeps.

In Mcntserrado County, the vehicle that is assigned to EPI/CCCD is

often needed and used for other activities. Though the EPI/CCCD staff
25
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submit their request for use of the vehicle in advance, the car often is

found without gas. The time to refuel and lead the vehicle for their

visits creates delays in their getting an early start.

To obtain an adequate ~overage of the catchment areas, outreach

activities are needed. In spite of the fact that a motorcycle policy has

been drafted and accepted, no motorcycles have been distributed. Until

the motorcycles that are in Monrovia are distributed, this service will

have to depend on the county level personnel who are too few in ~umber to

adequately continue this outreach. Furthermore, it appears that two

motorcycles per county will not be sufficient to conduct the necessary

outreach activities.

4.4 ORT Program

As with other aspects of this project, the ORT component is

considerably behind in achieving the coverage objective as stated in the

Project Agreement.

There are several reason why these objectives have not been met and

probably will not be met by 1987. They are:

1) The delayed arrival of the CDC Technical Officer (June of 1984);

2) The major focus of activities to date being placed on the EPI

component to the exclusion of the ORT and malaria components;

3) The delay in developing and having an official (i.e. signed by

the Minister) national policy document for the Control of Diarrheal

Diseases;
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4) The lack of adequately trained personnel, and av&ilability of

health education methods and materials to increase the portion of

mothers with knowledge of, access to and utilization of ORT and other

appropriate met~ods (i.e. breastfeeding, proper feeding, good hygiene

etc) to prevent dehydration.

With an estimated incidence rate of 4 episodes/child/year and an

estimated net mortality rate of 18/1000 for children aged 0-4 per year,

it is clear that ORT is a priority problem and an acceleration of

activities in this area needs to be done.

The following is a review of what has been accomplished in the ORT

component of CCCD.

In December of 1985, the first in series of CCCD training courses on

ORT and malaria were held in Bomi/Lower Lofa and Cape Hount Counties (see

training section for complete discussion). Since September of 1985,

7,625 (1i~) of the 65,000 AID ORS packets received on August 30, 1985

have been distributed. Of those disbursed 1,875 (25%) were disiributed

in December to Bomi/Lower Lofa and another 1,875 to Cape Hount County. A

review of the records in one clinic in Bomi County showed that since the

receipt of training and ORS packets, this method of treatment of diarrhea

has replaced the method of providing malox and sulfa drugs. I.V.'s and

antibiotics are given in the hospitals and some clinics. Although it is

difficult to assess the frequency and need for such therapy, the general

impression is that this forms the standard method of treatment at the

hospital level. This may be due in part to the lack of availability of

ORS packets.

While training and retraining of hospital and clinic level personnel

in the assessment and appropriate treatment of diarrhea is important, it

is highly recommended that the distribution of ORS packets to the Phase I

and Phase II counties be implemented. To do this however, the CCCD

27
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Technical Officer and Program Hanager need to assist the CCCD county

field personnel in estimating their usage rates and therefore the amount

of ORS packets they will need to order. It is unclear what criteria the

CCCD county personnel use as the basis for their orders.

Prior to CCCD, medical personnel had been taught how to assess and

when to treat diarrhea with ORS packets and sugar salt solution. Through

discussions with clinic workers in some of the health centers visited it

was learned that they have been instructing mothers in the preparation

and use of SIS and ORS solution for sometime. Ho demonstration of actual

practices were observed. However, one health worker who prefers giving

sugar/salt solution, recited the incorrect receipe. This could be
attributed to her being nervous rather than lack of knowledge. The

preparation of homemade sugar salt solution is not a simple process.

Many variables such as the availability of standardized measures such as

coke bottles and sugar cubes, are taken for granted. Technical advise,

from the central level, is needed by field personnel as to how to respond

to these and other problems they may encounter.

Finally, as stated at the beginning of this section the development

and signing of the Hational Policy for ORT had been delayed. This policy

was signed by the Minister on March 12, 1986. While the policy addresses

many of the essential strategies recommended by WHO for the control of

diarrhea, the lack of including a method to monitor and evaluate the

health education strategies that will be developed and used to teach and

encourage the public to change their behavio=s, is questioned. To

decrease the incidence of diarrhea people must not only have access to

but utilize the appropriate methods. The role of health education

through mass media and direct contact to increase the utilization of ORS

or SIS solutions, promote the appropriate hyg~nic and sanitary practices,

and encourage mothers to a~opt related health care practices is essential

and a stronger focus on this is recommended. However, having said this,

the policy for the most part is a good one and it was good to be

28



informed that this policy is now official. This official document may

now encourage those County Health Officers who over rely on I.V.'s and

antibiotics, to change their ways and be more amendable to e~couraging

the use of ORS as the standard method of treatment for diarrhea. The

ORT demonstration center, currently under construction in Monrovia, may

also provide the needed encouragement to the CHO's to change their

method of treatment of ca~es of diarrhea. Furthermore, if this ~RT

demonstration and training center is successful, it may be advisable to

replicate this center in other counties,

4.5 Malaria

Based on information received from top health professionals of the

MH&SW and from CCCD officials a draft National Malaria Control Policy has

been written and is awaiting approval by the appropriate MH&SW

Committee. It is hoped that the final policy document will soon be

signed as this document will form ~he basis of antimalarial treatment end

prophylaxis activities throughout Liberia.

Due to the absence of such a national policy, and conside~ing the

hitherto controversial nature of antimalarial chemoprophylaxis in infants

and pre-school children activities in the "Malaria Component... of the eCCD

Project have lagged far behind program implementation dates.

So fa~ there has been little or no specific inservice training in

antimalariai chemoprophylaxis and treatment in the target areas of the

project. However evidence obtained from field visits indicated that

many health workers had some knowledge about the treatment of presumpt.i.ve

malaria in children with fever. Knowledge of antimalarial

chemoprophylaxis in pregnant women was also widespread and fairly

a6~quate among health workers in Phase I and part of Phase II target

areas.
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To date 30,000 of the 320.000 chloroquine tablets procured by the

CCCD Project, have been supplied to Grand Cape Mount and Bomi Counties

respectively. UNICEF had also, through the MH&SW. supplied large

quantities of chloroquin~ to most health facilities within the public

sector as part of its basic drug supply program.

Additional supplies of chloroquine have been provided by Plan

International. as pa~t of their health promotional activities in Borni and

Grand Cape Mount Counties.

stocKS of chloroquine within the eeCD Project (Phase I) areas were

therefore con~idered quite satisfactory ducing field trips by the

Evaluation Team.

4.6 Procurement, Distribution and Quality Control of eceD Commodities.

GOL expenditure on drugs is very s~nl1 in comparison with other

countries of similar levels of economic deveLopment. Other countries

tj~ically spend no less than 20 percent and sometimes as much as 50

percent and more of their health recurrent budget on drugs.

The National Medical Supplies Depot which is supposed to p~ocure and

manage the distribution of drugs on behalf of GOL has not purchased drugs

for the past two years. Normally. such establishments, known in other

countries as Central Medical Stores keep record~ of all iMPorts and carry

out quality control tests, and sttempt to ensure that s national

formulary (where one exists) is adhered to. The national depot in its

present state however, would not be able to handle the distribution of

drugs and supplies. This situation may be rectified as a major component

o~ AID's PRC projeet is to strengthen the national drug services ability

to procure and dist~ibute drugs. It is anticipated that in t~~ years the

drug service will be able to store and distribute vaccines, ORS packets

and chloroquine tablets. therefore separate distribution snd storage will

no longer be needed.
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The private sector import of dl~gS is supposed to be substantially

higher ~han GOL imports. Before the total deterior""tion of the foreign

exchange status of the economy, total imports were estimated to have been

between $8 to $10 millions annually.

By recent estimates, major non-private major importers of drugs are:

CHAL

UNICEF & WHO

about

about

$1. 3 millions

$0.5 millions

Some of the concessions, missions, and voluntary organizations are

also said to be importing. The total volume of thib group is hard to

estimate.

As far as the coordination of drug imports by donor agencies is

concerned, a CCCD donor contribution plan was signed in 1983. ~his pian

however, needs to be reviewed as to it~ adequacy in light of the GOL's

present financial circumstances. Other donors need to be included in

this plan and written memorandums of understanding as who will provide,

how much of what drugs need to be established.

To date, the CeeD project has provided 37,500 doses of measles

vaccine, 65 out of 135,000 planned for packages of ORS packets and

320,000 chloroquine tablets. 7,625 (12%) ORS packets and 30,000 (9%)

chloroquine tablets have teen distributed. These drugs are sitting in

boxes on the floor of a rOOQ in the Central EPI/ceCD building. A review

of the inventory control sheets and a count of packets indicate that a

discrepancy of 1,000 ORS packets exists between the amount of packets

recorded as having been distributed and the actual amount on hand. This

represents a loss of 13~ of the packets that have been distributed. It

is unclear how often or whether the Program Manager and Technical Officer

review the stocks on hand and compare them with the recorded sheets.
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Tllere appears to be no procedure for having the person receiving the

supplies sign their name next to the commoditi.es they receive.

From discussions with field personnel Who have recently begun

implementing the ORT and Malaria components of CCCD, it is evident that

they need guidance in determining the amount of drugs they need to order

to adequately cover their target populations. As the distribution of

supplies and materials in the rural counties is coordinated with the

quarterly vaccination sessions, the county personnel must supply a

sufficient amount of ORS packets and chloroquine tablets to meet the

three month needs of the clinics. Distributing more packets or tablets

then can be used may be a danger, as appropriate storage facilities may

not be available. This is extremely important as very few clinics are

cool enough to ensure a long shelf life.

Improved logistical planning is also needed on the part of the

central level. As was previously stated, 12~ of 65,000 ORS packets have

been distributed in the past six months. Since the packets contain

sodium bicarbonate and are not currently bein~ stored in a cool dry place

off the floor, the program runs the risk of supplying the clinics with a

product that may not be easily dissolved in water. The overstocking and

inadequate ~upervision of drug supplies is especially critical when it

comes to vaccines. A check on the amount of vaccines reported to be on

hand and actual amount in stock showed large discrepancies (see Table

1) . A review of this table shows that with the 'exceftion of DPT (which

was overrecorded hy 13 percent) and BCG, all other vaccines were

underreported by Jl to 39 percent.

The discrepancy errors noted in this Table along with the 13 percent

discrepancy in ORS records indicate that stronger supervision of

stockroom records and actual commodities on hand is needed. Furthermore,

from examining the expiration dates, the estimated quarterly distribution

reports and the target populations, unless utilization rates increase
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TABLE L
Quantity of Vaccine

Stored at EPI Central Office
on February 25, 1986 and AIrount

!)istr ibuted Quarterly

Quantity (Doses) Ex~iration Quantity Discrepancy Average
observed date recorded (%) Quantity

Vaccine on Feb. 17 used
1986 Quarterly

Polio 2Q,OOO 3,'27/87

118,860 7/87

, "I f'V)1"' 12/37__ -' ,v,,- J

':'otal 253,880 157,360 39% 35,000

!~eas1es 10,000 8/87

6:',000 10/87

37,5')0 12/87

Tot;:l 111,500 73,900 4~~ 25,OOCJ

i'~ 40,000 11/87

14,')00 2,'83

':'c~a: 54,(000 61,740 1-::q. 33,00C:1

p,... ... 144,000 6 /86* 1~2,:;OO •O!. '5 32,0)0_ ... ,J

........ 72,C:)() 8/26 3~ ,GO')

52,000 11/87

163,onO G/fS lS9,200 3}' ';,

~3te 0: =x?iratio~ soo~ to be reac~€d



dramatically, more vaccine is on hand than needs be. Especially critical

is the amount of BCG on hand (i.e., 144,000 doses with an expiration date

of 6/86). This may indicate that:

1) There is little control over the amount of vaccines the program

receives from donors and when they receive it;

2) There is no policy as to when and how much to order (i.e.,

critical level of need) and amount needed to cover the target population;

and

3) There is inadequate supervision of the logistics officer. In

fact, there is little agreement between people if indeed there is a

logistics officer and not merely a stockroom clerk.

A possible explanation to the current overstocking of vaccine is that

the amount that exists at the central level is due to the amounts

expected to have been needed for the National Vaccination Week. While,

the turnout would have been hard to anticipate, it still appears that the

process of estimating supply needs is inadequate, and merits closer

attention and supervision.

A review of the cold chain performance was also conducted. At the

central level, there are 19 electric refrigerators (G.!.), one kerosene

refrigerator, which is under repair, and one freezer, which is also under

repair. During the dry season (November - April) electricity is

sporadic. This has serious implications for the maintenance of potent

vaccine. While there is a generator and an electrician who is in charge

of operating the generator, it was noted that this system as described by

the EPI/CCCD progr~~ personnel does not operate as they state. During

the evaluation teams visit, the sporadic flow of electricity allowed the

team members to check their system. During an electrical outage, the

electrician was visited by a team member who learned that the generator
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was leaking water and a replacement part was needed. This part was not

bought because the man in charge of petty cash for EPI was not at worl~

and no one had instructed the electrician to contact the CCCD Program

Hanager and obtain the needed money from her. The following morning the

electrician was awaiting the petty cash so as to buy this part. Hore

than 24 hours after the generator problem (which is old and should be

replaced) had been discovered, it had not been repaired. It was the

impression of this evaluator that this lack of concern about maintaining

and Gtarting the generator at any time during the day or night was not an

isolated incident.

Another peculiarity with the cold chain process, that was observed at

both the central county levels, is the fact that while temperature

recording sheets are for the most part being used (exceptions being when

they run out of prepared sheets), no temperatures are recorded when the

electricity is cut off. The explanation being; 1) instructions have been

given not to open the refrigerators when the electricity is off and; 2)

it is too dark in the central storage room to do this ~ask. The policy

of not opening the refrigerators is a good one, however it results in no

recordings of temperatures that mi3ht fall below the accepted standards.

In one of the county areas where electricity had just been restored after

a two day outage the temperature reading was OOC for the freezer and

+lOoC in the refrigeration section. A closer review and supervision by

central and county level personnel of this component of the EPI program

is recommel~ded. OUtside thermometers should aho be provided for all

refrigerators used for storing vaccines. Furtherwore, owing to the

periodicity of electricity at the central level, ice-lined refrigerators

should be purcnased. The household refrigerators in use are not

appropriate and the problem of vaccine efficacy and wastage could turn

out to be the downfall of what might otherwise be a successful program.

Another problem with the cold chain that was observed at the county

level, was the fact that the RCW-42 refrigerators required constant
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attention. To keep the wick buring requires deligency and trained

people. It is recommended that training be provided in the care and

maintenance of the cold chain to selected people from each county. Also,

as the best kerosene that can be bought is in Monrovia, stocking of this

at the central level should be done. Much time is wasted by the county

&PI/CCCD personnel tracking down kerosene when they come to Monrovia.

Their limited time could be better spent in other ways.

In reviewing the quarterly vaccine distribution reports it appears

that;

1) Hore vaccine is requested and distributed than can be used and

stored given the conditions of refrigeration at the County levels;

2) No reporting of amount wasted is done;

3) The new reporting forms requesting information on vials taken to

and used at the clinics appear to be too difficult for the personnel to

complete;

4) The form used at the central level record doses of vaccine

distributed. used and on hand while the new forms talk of vials;

5) There is no room for recording expiration dates; and

6) Errors in accounting are prevalent.

Better supervision on the part of the central level is needed, as

well as an improved method to assess the quantity of vaccine needed at

the county and clinic levels. A monthly inventory of actual vaccine on

hand and wasted at the central and county levels needs to be done.

Expiration dates should be noted and stock rotated according to those

dates. Better accounting from private clinics is also need. A policy
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of using vaccines two months after the expiration date was mentioned by

the logistics officer in charge of EPI, however with the constant

fluctuation in electricity, this policy should be reviewed and abandoned.

The distribution and control of other commodities, (needles, syringes

kerosene) needs to be reviewed. According to the distribution spread

sheet developed for the National Vaccination Week, more supplies then

needed we~e sent to some counties and less then requested or needed

(based on expected coverage estimates) were sent to other~. The

explanation given was that some counties were so remote that they wanted

to provide them with a sufficient supply for the foliow-up activities.

This policy resulted in shortages in some areas of the county. The major

shortage was in needles. This has created problems in the proper

administration of vaccine. Again, if a criterion of a critical level

was established this might avoid shortages in supplies. This holds true

for temperature recording charts, reports forms, etc.

4.7 Training:

Training in EPI, ORT and malari.a has been an on-going aspect of the

KH&SW In-Service training staff since 1980. Two editions of an EPI

manual and one for ORT have been developed and produced. Since the

inception of CCCD in 1984, a sub-committee for training was formed and

con~ists of the In-service Education Committee. The basic goals as

defined in the September 21, 1984 meeting of this sub-committee were:

1) To assist training needs and evaluate training programs;

2) To develop a training strategy for the CCCD project;

3) To develop a work plan for training material; and
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4) To evaluate the result of training materials pertinent to the

three CCCD activities and advise the technical committee on training

needs. This committee has since been disbanded. but may be

reactivated.

The courses that have been given under the auspices of the CCCD

project are listed in Table 2. It should be noted that a three day

training course was given to 900 health personnel in preparation for the

National Vaccination Week.

Training materials used for the fi~st mid-level mangers (MLM) course
were taken from the generic CDC/WHO MLM training modules. Some of these

materials were adapted by the CDC/Atlanta training officer during her STC

in June of 1985. with her expert assistance, a very successful three day

workshop was held in Cape Haunt in June of 1985. A similar course was

given in July of 1985 in Bomi/Lower Lofa County (see Appendix 8 for

course agenda). Plans to adapt the HLH materials by the lED and EPI/eCCD

personnel in Cape Mount and Bomi/Lower Lofa Counties have been made.

This process will begin in March of 1986 and the materials will be field

tested during the training of the personnel from the Phase II counties.

In December of 1985, a two day course on malaria, ORT and fee for

service was presented in Bomi and Cape Mount. This course was developed

by lED and Peace Corps personnel and their counterparts. Support and

technical assistance from CCCD central level personnel was noted to be

lacking. While it is understood that the technical personnel at the

central level were deeply involved in preparing for the Hational

Vaccination Week, it is still regretable that little if any assistance

and critiques were offered prior to the presentation of this workshop

(see Appendix 8 for program).

with the exception of the courses conducted in Bomi, no records

appear to exist of the evaluation of these courses.
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Table 2
Courses and Personnel Trained by CCCD

Dates Place Course Materials Persons
Facilitators

Feb. 12- Central TOT/MLK CCCD/WHO 3 PCVS A. Kroma-lED
Har. 1, 1985 Level Training 5HCN H. Korkpor CCCD

manual 3 staff from w. Holder -CCCD
lED J. Thornton -TO

2 STC consultants
June 150 Cape Training CCCD/WHO 28 clinic P. Boyd

11, 1985 Mount of clinic training staff EPl Bill Davis
level manual D. Kassaquoi
health Laurie Ackerman
personnel

July 10 Bomi Training CCCDI 28 clinic
11, 1985 of clinic EPl personnel

personnel Manual i.e. James stevens
5 PAs Mary Komolou
lRN Laurie Ackerman
3 P.Ns David Boyd
6 NAS Norris David
1 TBA
1 Vaccinator
1 Lab. technician
2 health inspectors.
8 volunteer worker

October 1985 Cape Training CCCD/EPI 15 hospit.al
Mount Hospital training staff David Boyd

personnel manual Bill Davis
October 1985 Bomi 1 day Mary-Momolu

training Laurie Ackerman
health
records

December 1985 Cape ORTI Adapted 28 personnel Mary Momolou
Mount Malaria CCCD from Cape Laurie Ackerman

Workshop training Mount 28 David Boyd
and fee materials from Bomi Bill Davis
for Dr. B. Madut
service

JUly-
Sept. 85 All 3 days CCCD 900-1,000 lED and

counties training material people EPI/CCCD staff
of
clinical
and
hospital
in each
county
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with respect to the training plans for the remainder of the project,

the "1986 and Life of Project Work Plans" (See Appendix 9) need to be

revised to reflect the delays in the program. As it currently reads,

many programs are beginning before the staff have been trsi.ned. As

previously stated. training is an important element of this project and

the lack of sufficient personnel to plan, adapt and facilitate these

courses may be hindering the projects advancement. Better utilization of

the In-service Education Departlaent is encouraged. The Acting Director

has attended a TOT course in Lesotho and is extremely interested in this

program. He also has much experience in this field. While awaiting the

formation of the Information, Education, Communication Divison (IEC) the

In-Service Education division should be officially given the

responsibility and means to develop and implement this aspect of the CCCD

project.

Adaptation of these training materials should also involve the

personnel in the Health Education Division. As CCCD is only one aspect

of the lED and HEO's work, it may be necessary to consider hiring a host

country national as a STC to coordinate and supervise the CCCD activities

with these two divisions. This may be the only way to accomplish the

activities detailed in the project plans. A detailed and precise scope

of work delineating the STe's activities should be developed.

One final comment on training. Close attention n2eds to be paid to

the training of CHO'S by the project management. Unless the CHOts have a

better understanding of the technical and managerial aspects of the CCCD

program, many of th2 recommendations and technical changes that this

program and the government are recommending may not be follwed. It is

good to train clinic workers and mid-level staff, but the authority to

en(orce policy and provide knowledgeable supervision rests with the

CHO's. Therefore, a course conducted by the Project Manager and

top~level health personnel should be provided to the CHOta in all 13
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counties. Any changes in program plans and the medical reasons for

these changes should be disseminated to the CHO's when they occur by

their supervisors. It is highly recommended that the activities as

stated in the "Life of Project" and "1986 Work Plan" concerning this

top-level training be carried out as soon as possible. Visits to the

field have shown that this is important.

4.8 Health Education

In spite of numerous consultancies, this aspect of the program is

also lagging behind. Numerous reports by consultants have attempted to

address the process of how to revitalize and strengthen the Health

Education Division and how to coordinate its activities with th~qe of

other projects. To date, it appears that none of the recommendations

have been implemented. Also the recommendations from the 1984 evaluation

team have not for the most part been completed. It is apparent much

assistance, both financial and personnel, is vitally need. Due to lack

of funds and perhaps recognition, the Health Education Department is

moribund. Short-term consultancies, while needed and invaluable to the

success of the National Vaccination Week ~,il1 not be sufficient to

provid~ the needed long-term input in this area. If the CCCD project is

to reach its goal of decreasing the morbidity and mortality of the target

diseases by any percent, it needs to create an awareness on the part of

the community that preventive health services exit and to motivate the

community to avail themselves of these services. This can only be done

through health education at the county and village level and through the

use of mass media. The mass education campaign that was mounted during

the National Vaccination Week had an effect. However, very few of the

posters made, messages broadcast can not be found or heard.

A person to develop and implement a health education strategy for

CCCD and to coordinate with HED, lED, UNICEF, and other donor agencies is

needed to fill the gap until such time that the division of lEe is
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created. One graphic artist assigned to CCCD and virtually working alone

is not enough.

The only recommendation that can be made is the same that was made

for training. That is, a short terru (10 month) host country national

with a specific and narrowly defind scope of work be hired to plan and

coordinate the CCCD activities with those of lED, HED and relevant donor

agencies.

If this is not done this vital aspect of the program will never be

fully developed within the time frame of the life of the project.

4.9 Disease Surveillance and HIS Activities

Per the recommendations of the 1984 Evaluation team little has been

done in the area of HIS activities. The policy and systems that existed

at the time of the 1984 report still exist.

The results of the MUMS survey, which was conducted in the fall of

1984 and verified in January of 1985. have not been transmitted to the

GOL by CDC/Atlanta. This, and the fact that the the EPI component has

only been operational since August of 1985, does not permit any

discussion of the impact this program is having on the targeted

diseases. Short-term cvnsultancies are planned and have been conducted

by the Regional Epidemiologist in Abidjan, to address this aspect of the

program. However progr('s in this area is well behind the schedule as

stated in the 1986 workplan. The evaluation of this system will need to

be done by the Internal Evaluation team in 1987.

Ccrr~ents on the current reporting and report kaepia& system have been

made elsewhere in this report. (section 4.3) The statement made there,

as to the need to simplify the tally sheets and field test all forms

prior to use can only be reiterated.
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In order to determine whether this project should be continued beyond

its PACD an evaluation of its impact on the teduction of disease

morbidity and mortality will have to be made. In order to do this a

surveillance system will have to be in place and operating in sentinal

sites in the Phase I areas by the end of 1986 and possibly in the Phase

II counties also. Therefore, it is recommended that the KH&SW, cceD

Program Hanager, Technical Officer and EPI staff select their sentinal

sites in the Phase I counties, develop and field test reporting forms and

monitor and revise the system by the end of 1986. In conjunction with

this, and through the help of the ceeD Regional Epidemiologist an HIS

plan should be developed and approved by the appropriate KH&SW personnel

by July 1986.

While it appears that a heavy emphasis has been placed on computer

assisted data analysis programs. it is highly recommended that the

development of any such data analysis programs be delayed until the

sentinal surveillance system is in place and has been monitored by the

eeCD central level personnel for at least six months.
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5.0 Financing of the CCCD Project

5.1 Recent Trends in the Liberian Economy

In the sixties and early seventies the Liberian economy grew at

remarkably high rates of 6~ and 4~ per annum respectively. In those

days, production of its major exports, iron ore and rubber, were

inc~easing and the terms of trade were favorable. Following the sharp

rise in the price of oil, its major import, the cost of production of its

exports esca:ated. Concurrently, demand for its exports declined as a

result of the recession in the economies of its major trading partners.
Thus, during the late seventies its balance of pa)~ents deteriorated

markedly and its economic growth rate fell to less than 1% per annum

(World Bank, 1982). The situation was further exacerbated by two other

developments. Expansion of inefficient public sector enterprises in the

late seventies over-strained government finances, and the 1980 revolution

diminished private sector confidence in the economy. The result was a

steady decline in both public and private savings and investments.

During the period 1980-84 the Gross Domestic Product (GDP) at current

factor cost declined by 1.25~ per annum. As the population contin~ed to

grow at an estimated 3.3~ per annum the decline in nominal per capita

income was even more dramatic (Table 3).

The public financial cons&quences of the above developments have been a

steady decl i.ne in taxable income. Beginning in FY 81/82, the GOL' s tax

and non-tax revenues have been declining at a steady rate, though

substantial reductions in expenditure have been made the budgetary

deficit~ snmller they still remain high (Table 4).

The large capital expenditures of the late seventies and some imprudent

fiscal measures taken immediately after the revolution (e.g., raising the

minimum wage of government employees to $200 per month) resulted in t.uge

accumulations of domestic and foreign public debts. By mid-1984 domestic
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Table 3
Gross Domesti~ Product at Current Factor Cost ($ millions)

Total GDP ($M)
Monetary Sector ($M)
T~aditional Sector ($M)
Population (.000)
GDP per capita ($)

1980 1981 1982 1983 1984

1001 968 977 940 951
801 754 756 714 716
200 214 221 226 235

1972 2C38 2104 2182
491 479 447 436

Growth Rates

Total GDP
Monetary Sector
Traditional Sector
Population
GDP per capita

-3.3 0.9 -3.8 1.2
-5.9 0.3 -5.6 0.3

7.0 3.3 2.3 4.0
3.3 3.3 3.3 3.3

-2.4 6.7 -2.5

Sources: Stanley, E. and Mark Gallager, "An Analytical Description of the
Liberian Economy", USAID/Liberia, Sept. 1, 1985.

Ministry of Planning and Economic Development, "Statistical
Bulletin of Liberia", Jan, 1986.

Table 4
Revenue and Expenditure ~f the Government of Liberia

(in Current $ Millions)

Revenues
Expenditures
Surplus (Deficit)

1981

223
303

(80)

1982

237
318

(81)

1983

232
276

(44)

1984

201
242

(41)

Source: MPEA, "Statistical Bulletin of Liberia", January 1986.
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pUblic debit was about $353 million and foreign public debit had risen to

$928 million. Arrears to domestic vendors now amount to some $60

million, and arrears in external debit payment were about $60 million as

of mid-1985. External debt service now constitutes an estimated 30% of

export of goods and services pnd 66~ of tax revenue (Stanley and

Gallagher, 1985).

~eginning in FY 80/81 the GOL took a series of fiscal measures in order

to improve its public finance position. Some of the measures taken were

the following:

FY 80/81 Every government employee was required to purchase
government bonds worth 2 months of salary.

FY 81/82 A progressive "Reconstruction Tax" of 1'- to 8% of salary
was imposed on all wage-earners.

FY 82/83 Salaries of government employees were reduced progressively
by 16~ to 25%.

FY 84/85 Salaries of government employees were cut by 10% across the
board.
Government employees were required to retire after 25 years
of service or 65 years of age, whichever comes first.
Those certified as still "productive" were exempted.

FY 85/86 To minimize "redundancy" government employees consiaered
"unproductive" were laid off. This scheme is said to have
reduced the wage bill by some $2.5 million per month.

Despite these measures the GOL"S budgetary problems continue to worsen.

The result has been further cuts in recurrent expenditures and the

virtual elimination of development expenditures (Table 5). In the last

year and a half the GOL has been in arrears in its payment of salaries by

an average of three months.
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Table 5.
Recurrent and Development Expenditures of the GOL and tne KHSW

(in current $,000)

79/80 80/81 81/82 82/83 83/84 84/85

Total Recurrent

1. GOL 179700 232800 300600 265300 170182 139906
2. MHSW 21358 24163 27803 24047 20855 12138
2a. MHSW AS "

of GOL 12 10 9 9 12 9

Salaries

3. GOL 92837 1111437 157320 136915 117862 118106
4. KHSW 11697 15150 16533 16040 10765 10096
AS ~ OF RECURRENT
3a. GOL 52 61 52 52 69 84
4a. MHSW 55 63 59 67 52 83

Development Expenditure from GOL Sources

5. GOL 151200 3£960 56500 53000 35200 37500
6. MHSW 15100 2300 1500 2500 1000 500
6a. MHSW as %

of GOL 10 6 3 5 3 1

Source: HOF. Bureau of General Accounting, Expenditure Reports, and KPEA
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The KHSW is among the agencies most affected by the budgetary crunch.

During the period 1979/80 to 1984/85 KHSW's share of the GOL recurrent

budget dropped from 12% to 9% while its share of the development budget

fell from 1~ in FY 79/80 to 1~ in 84/85. Ho purchase of drugs has been

made since FY 83/84.

The deterioration of the budgetary situation is further illustrated by

the rapid growth of the share of salaries of the total recurrent budget.

Despite its rapid decline in absolute terms, in particular since FY81/82,

the share of salaries grew from 55~ of the total GOL recurrent budget in

FY79/80 to 84~ in FY 84/85. WIthin the budget of MHSW the shaRe of

salaries also grew from 55% in FY79/80 to 83~ in FY84/85.

Recognizing the rapid decline of the GOL's capacity to maintain services

and the danger this poses to the sutainability of development project

outputs, USAID/Liberia is considering changes in its development

assistance strstegy. The contemplated change will shift emphasis from

institution building and strengthening to maintenance until such a time

that the GOL is strong enough to cover costs of service delivery. This

would mean selective financing of recurrent costs. Such l'adical

deviation from traditional practices of development assistance may be the

only means of ensuring the survival of the very institutions that were

targets ~f strengthening. As child survival is deemed a high priority

health service both by USAID and the GOL, recurrent cost financing of the

CCCD project activities deserves to be given urgent attention.

5.2 Sources of Funding for Current Project Activity

Sources of funding for the CCCD/Liberia project include:

1. The USAID bilateral grant;

2. The CCCD regional project;
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3.

4.

5.

6.

7.

8.

5.2.1

The Participatory Agency support Agreement (PASA) with the

Centgrs for Disease Control (CDC);

A grant agreement with WHO/AFRO;

A PASA with us Peace Corps;

AID/Washington;

Other Donors; and

The bilateral contributions of GOL.

USAID Bilateral Funds

The USAID bilateral contribution to the project amounts to $655,000 plus

an additional $175,000 worth of in-kind contribution of vaccines. Total

budgeted GOL contribution was $217,800. The December 1984 internal

evaluation of the project amended the budget in order to reflect delays

in implementation and the changes it recommended. The revised budget was

67~ of the original budget. These budgets and disbursements made up to

December 31, 1985 are given in Table 6.

Table 6:
The Original and Revised Budgets and Expenditure Up to Dec 31, 1985

USAID USAID USAID GOL USAID GOL
YEAR I YEAR II YEAR III YEAR III YEAR IV YEAR IV

Original Budget* 229300 198100 132000 60500 95600 157300

Revised Budget(1) 78053 190575 99100 36600 74100 112300

Disbursed (2) 20555 129951 63386

Balance of the
Original Budget 208745 68149 68614 60500 95600 157300
Cumm Disbursement 20555 150506 213892

Cumm Balance 208745 276894 345508 60500 419608 217800

* In-kind contributions of USAID not includ~d

(1) The revised budget of the Evaluation Report. Dec. 1984
(2) USAID/Liberia project financial status reports
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Due to delays in project implementation, expenditures to date are behind

schedule. Total disbursement as of December 31, 1985 wa~ $213,892. This

amount constitutes 33% of the original budget or 49% of the revised

budget. At the current rate of expenditure the balance of the original

budget will be sufficient to finance project activities well beyond the

planned project activities completion date (PACD) of July 1987. Thus,

given that the project is not likely to achieve its original objectives

in the planned four years of operation, and as resources are available,

it is recommended that it be extended for a fifth year without additional

USAID bilateral funding. ~ccordingly, the balance of tile original budget

should be spread over the next three years as indicated in Table 7

below.

Table 7 : Suggested Budget of Five Years of Project Life.

ACTUAL ACTUAL PLANNED PLANNED PLANNED
YEAR I YEAR II YEAR III YEAR IV YEAR V TOTAL

USAID 20,555 129,951 241,500 161,000 101,994 655,000

GOL 36,300 72,600 108,900 217,800

GOL AS ,." PF TOTAL 13 31 52 25

In this suggested budget while the total contributions of both USAID and

GOL remain the same, by distributing them over five years the yearly

contribution of GOL is reduced to a level that would be affordable. GOL

contributions are planned to double yearly starting with $36,300 in Year

3. The projected GOL contribution could be generated by the sale of

"Road to Health" vaccination cards, and revenues g'Jnerated by the

recently approved fee-for-service scheme.

5.2.2 The CCCD Regional Project

The Regional Project provides short-term technical assistance in

training, health information systems, health education, epidemiology,
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operations research and management techniques. The PROAG envisaged that

a total of six person-months of short-term consultancy will be made

available by the Regional Project at no cost to the CCCD/Liberia

project. This estimate has already been exceeded by a large percentage.

From January 1984 to Feb~~ary 1986 24 short-term consultancies were

used. The total number of person-days of these consultancies amounted to

449 (=19 person months). Some of the consultancies were carried out for

the benefit of both the Regional Project and CCeD/Liberia. Nonetheless,

the number of short-term consultancies is excessive and demanding on the

time of project staff. Thus, as suggested in the 1984 evaluation report,

there is a need to limit the number of future consultancies by making

them "demand-driven" as opposed to "supply originated".

5.2.3 PASA WITH C~C/ATLANTA

97,000

111,896

20,570

Under a PASA with CDC/Atlanta the project is provided with a resident

Technical Officer. This PASA covers the salary and benefits of the

Technical Officer and provides a sub-allocation which covers costs

associated with his activities in Liberia. Expenditures incurred to date

against the CDC suballocation, excluding the salary of the Technical

Officer, are itemized in Table 8.

Table 8, Expenditures of the CCCO

Technical Officer Suballocation

FY 84

FY 85

FY 86

(first quarter only)

TOTAL 229,466
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5.2.4 THE GRANT AGREEMENT WITH WHO/AFRO

This grant provides technical assistance in the development of health

information systems, and training courses in epidemiology, EPI, oral

rehydration therapy, malaria control, and courses in supervision of

disease control. Data on inputs used form this source was not available

at the time of the is evaluation.

5.2.5 PEACE CORPS

The PROAG projected that a total of six Fev's would be ,~orking in the

CCCD project. Four of these were to start in year 2 and two in year 3.

The project now has six pev's; and three more are expected to join the

project in year 4. Budgeted and actual PCV inputs in the project are

given in the following table.

Table 9: Peace Corps Volunteers in CCCD Project.

Person-Years

Budgeted

Actual

Cost

Budgeted

Actual

YEAR I

1

18000

YEAR II

La

5

62900

90000

YEAR III

6

4.5

101900

81000

YEAR IV

2

1.25

36700

22500

TOTAL

12

201500

211500

5.2.6 AID/Washington

AID/WASHINGTON provides measles vaccines through a contract with a us
manufacturer. The vaccines constitute the in-kind bilateral USAID

contribution to the project and have an estimated cost of $175,000.
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USAID/Washington also provides funds for specific special studies on cost

recovery, alternative financing, cost effectiveness, and applied or

operations research in areas related to CCCD activities. Each study or

protocol is funded up to $10,000. To date at least one study on

Fee-For-Service has been financed from this source.

5.2.7 OTHER DONORS

UNICEF and WHO have made substantial contributions to the support of EPI,

oral rehydration, malaria control activities of the MHSW

(Table 10). During 1984 and 1985 UNICEF has provided $370,219 for the

support of F,PI, ORT, and malaria control activities. During the same

period WHO has contributed $129,000 in commodities, technical assistance

and local cost support. These contributions have significantly augmente~

the country's ability to combat childhood diseases.

During 1984 and 1985 the assistance obtained from WHO and UNICEF amounted

to $498,319. This figure is already 53% higher than the total expected

from external donors over the course of the project life.

UNICEF has an understanding with USAID on the coordination of inputs to

the CCCD related activities of the KHSW. In a memorandum of

understanding dated August 23, 1983, it was agreed that UNICEF would

provide all vaccines, except measles, support training activities

concerned with EPI and ORT through the In-Service Education Division, and

cceD related local training.

The Rotary Club has pledged to donate polio vaccine until the disease is

completely eradicated. Accordingly, it provided the quantities used

during the nationwide vaccination campaign held in January of this year

and promises to supply the needs for future vaccination activities.
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Table 10: Contributions by UNICEF and WHO.

ITEMS
1984 1985 1986 projected

UNICEF WHO UNICEF WHO UNICEF WHO

EPI RELATED
-------------
Vaccines 51,~56 31,395
Syringes & Needles 134,015
Equipment & supplies 7,200 24,300 30,073 24,300 18,000
Vehicle 7,200 24,000
Motorcycles & Helmets 7,560
Local Costs (cash) 3,000 9,750 60,000 9,750 10,850

ORT RELATED
------------
Tecbnical Asst 15,000 15,000
Sachets 2,300 3,450
Equipment & supplies 4,800
Fellowships 6,000
lEC 6,000 19,000
Local costs 15,000 15,000 2.500

MALARIA RELATED
---------------
67,000 chloro. tab 835 835
Equipment & supplies
for vector control 12,000

TOTAL 76,761 64.050 293.528 64,050 10,850 67.300

SOURCES: UNICEF/Liberia; and WHO/Liberia
Notes: Estimated freight charges of 15~ for vaccines. neeoles

& syringes, ORS, and chloroquine, and 20~ for equipm~nt &
supplies, vehicles, and motorcycles, have been adde6 to
values obtained from UNICEF and WHO.
n - Estimates not avai.lable for UNICEF
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The Christian Health Association of Liberia (CHAL) is very active in bulk

purchasing of drugs and medical supplies for its member organizations.

It also prepares and distributes health education leaflets on

immunizations and ORT written in local vernaculars. Given the weaknesses

of the goventment drug procurement and distribution system, CHAL presents

a better alternative for the commercial procurement and distribution of

ORS and malaria prophylaxis.

5.2.8 GOL CONTRIBUTIONS

According to the CCCD/Liberia PROAG, the GOL is expected to make

$5,355,800 worth of in-kind contributions, and $217,800 worth of

contributions in commodities. The in-kind portion of the GOL's

contribution was computed by taking certain proportions of the budgets of

departments and units of the KHSW that were expected to actively

participate in the project activities. Furthermore the GOL was expected

to absorb 67~ of the project cost by the fourth year.

The value of GOL's in-kind contribution to date is very difficult to

a~sess since actual expenditures data disaggregated by the departments

and units of the KHSW identified in the PROAG is hard to find. Delays in

project implementation further complicate any attempt to compute the

actual in-kind contributions of GOL. However, since budgetary cuts were

made across the entire spectrum of KHSW activities, the fact that the GOL

has not lived up to the terms of th PROAG is incontestable.

The GOL's contribution of commodities was programmed to begin during the

third year of the project life. Given past trends and reasonable

estimates of future fiscal developments, the required funds are less

likely to be available. However, if serious efforts are made to

implement the Fee-For-Service scheme and to collect revenue from the sale

of "Road to Health" vaccination cards it would be quite possible to

generate funds sufficient to cover a significant portion of the GOL's
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share of the project cost. Nevertheless, for the reaSOflS presented

earlier in the brief discussion of conditions of the national economy and

public finance, the GOL will not be able to cover 67~ of the project cost

by the fourth year. Thus, it would be reasonable to extend the project

life by one year without additional funding and spread GOL's share over

three years instead of the planned two years.

5.3 THE LIBERIAN FEE-FOR SERVICE SCHEME

The central objective of the CCCD project is to strengthen the

institutional capability of the Ministry of Health and Social Welfare,

(MHSW) , to deliver basic health services for childhood immunization,

treatment of acute diarrheal diseases in children, treatment of malaria

in children, and malaria prophylaxis of pregnant women. Conditions for

disbursement of funds included:

1. KHSW will provide to USAID evidence of adjusteo registration fees to

be applied at hospitals, health centers" and clinics in the project

areas according to the following schedule:

Date

August 84
February 85
Karch 86

Areas Where Implemented

Cape Mount, Lower Lofa. Bomi Hills
Grand Bassa, Montserrado
Bong, Upper Lofa, Grand Gedeh, Sinoe

The revenue generated is to be retained in a revolving fund by KHSW

for financing of additional project vaccines, needles and syringes,

ORS, and chloroquine (or other anti-malarial medications).

2. The plan to implement the adjusted registration fee system was to be

provided to USAID by January 1984.
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3. During the fourth year of the project, GOL will provide 67~ of

recurrent costs required to finance vaccines and related supplies,

anti-malarials, and di.arrhea medications, as well as vehicle

operations and maintenance.

4. KHSW will ensure that the adjusted fee system developed under this

project will conform to that which will be developed and implemented

in other countries by the South Eastern Region Primary Health Care

(SER-PHC) project.

Serious efforts to meet the conditions of the PROAG summarized above did

not begin until the establishment of the Fee-For-Service Working Group

(FFSWG) in November 1984, approximately 11 months past due the date set

for KHSW to develop and implement a revised Fee-For-Service «FFS)

system. After at least a dozen meetings, the FFSWG developed a revised

FFS schedule that was endorsed by the Primary Health Care Coordinating

Committee in March 1985.

The revised FFS schedule and its objectives were communicated to County

Health Officers in a workshop held in April 1985. As practically every

county had not received its quarterly allotment of t~~ budget from the

Ministry of Finance (MOF) in the preceding 6 mc~ths, some CHO's started

to implement the revised FFS schedule almost immediately with the

intention of generating revenues to finance their recurrent expenditures.

Important features of the revised FFS schedule (including an amendment

suggested by a World Bank mission that visited Liberia in Hay 1985) were

as follows:

a. Who shall pay?

b. Types of fees:

All recipients of curative care.

Registration and revisit fees. Inclusive fees

for certain services such as norlnal deliveries.
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c. The out-patient FFS schedule:

For treatment received at

Type of fees

Age Group He and

Clinics Hospitals

Registration: Under 5 $0.25 $0.25

Above 5 *, .00 $2.00

Revisit: Under 5 $0.25 $0.25

Above 5 $0.50 $1,00

d. The in-patient FFS sche~ule was to be developed by the Planning

Departffiant of MHSW.

e. Additional charges: Drug Revolving Funds (DRF-) may charge p~: course

of treatment with:

Low cost drugs

Medium cost drugs

High cost drugs

$0.25

$0.30

$1.00

Policy includes a listing of d~~gs by low t

medium, and high cost categories. Drugs not

found in the list may be treated as low co~t

if their p~ice is $O.lO-$O.30 t and high cost if

their price is above $0.30.

Injections
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f. Exemptions:

g. Financial

Management

Leprosy and tuberculosis cases.

Ho additional charges after the registration

fee for preventive services such as

immunizations.

No additional registration fee for cases

referred from lower to higher level facilities.

Until decentralized county level financial

management capacities are developed revenues

generated by FFS will continue to be deposited

in the Treasury, or in a special account

established by health projects authorized by

the GOL.

KHSW officials indicated that this revised out-patient FFS schedule is

now being applied in most parts of the country including CCCD project

counties. Facilities with in-patient services apply the old in-patient

fee schedule. Some are said to have revised both the new FFS schedule

and the old in-patient fee scl1edule according to their needs and their

judgments of what would be acceptable to the population of their

catchement areas. This indeed was the observation made during three days

of field visits.

Per the recommendations of the December 1984 internal evaluation, the

cchedule for implementing the FFS was revised as follows:

Date

April 85

December 85

August 86

Areas where project activities

would be implemented

Bomi, Lower Lofa, Cape Mount

Grand Bassa, Kontserrado

Upper Lofa, Bong, Grand Gedeh, Sinoe
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Progress on implementin~ FFS has been very slow and far behind the

revised schedule has bee~ developed. Some four months later, in August

1985, WiSW gave formal notification to USAID of its adoption of the

poliey. The revised FFS policy and permission for KHSW to retain the

revenue generated was approved by the head of state in September 1985.

In the Fall of 1985 this policy was communicated to CHOts form all

counties. Th MOF gave its approval for MHSW to retain the revenue in

December of 1985. Thus, the conditions precedent regarding this issue

are now satisfied. But implementation of the policy is yet to be done.

As a result of poor inter-agency communications and lack of effort in

implementing the scheme, agents of the MOF in some counties are still

collecting revenues generated by health care facilities. KHSW should

therefore be urged to clear this confusion with KOF agents and expedite

the implementation of the scheme.

5.3.1 EVALUATION OF THE REVISED FEE FOR SERVICE SCHEDUL.E

There are at least four basic criteria of evaluation of a revenue

generating scheme. They are; (a) ease of management and administration

of the scheme; (b) economic and financial efficiency; (c) equity; and (d)

impact on utilization and provision of health services.

The schedule developed is simple and easy to understand even by the

minimally trained but literate health worker. Exemptions, which often

complicate administrative aspects and open-up loop-holes which become the

source of corrupt activities are kept to a minimum. Thus, other things

being equal, it will be easy to administer and manage. Nonetheless,

accounting and management principles and guidelines of equal simplicity

need to be developed and communicated to the relevant county personnel.
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A manual of financial management for decentralized county administration

has been recently developed for the SERPHC. SERPHC should be urged to

review the document, revise it as needed, and disseminate it as

expeditiously as possible.

One good indicator of financial efficiency is the net revenue (yield =
gross revenue less cost of collection). Although the available

information on revenue collection is very limited, simplicity of the

revised schedule would suggest that collection and administrative costs

would be relatively low. Additional labor is not likely to be needed to

handle fee collection ~t any of the levels of the health care facility

where it would be implemented. Once again, proper procedures of

accounting and management would have to be developed and implemented in

order to realize its full potential yield.

The economic efficiency of a financing scheme can be measured by its

impact on efficient allocation of resources as well as its impact on the

ultimate objective of the health system. One aspect of economic

efficiency of FFS would depend on its ability to equate the fee paid by

the consumer (marginal private cost) to the economic cost of delivery of

the service consumed (marginal social cost). Cost recovery means

eSEentially that. For reasons that are politi~al and socio-cultural as

much as tlley are economic in nature, this level of efficiency is hardly

achievable by public health systems. A practical goal would therefore be

recovery of portions of the costs of delivery that are less likely to be

covered by traditional sources of funds for health care. In the case of

Liberia the FFS and DRF's, if properly implemented, have the potential of

recovering significant portions of the recurrent cost of health care

delivery other than salaries. An important factor in cost recovery is

case-load or utilization (demand). Facilities which have low case-loads

have ~ery little chance of recovering significant amounts of their

recurrent. costs. This indeed was confirmed by observations made during

field visits of project counties.
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There are some exceptions to the above optimistic outlook of recovering

significant portions of recurrent costs of delivery. At the present

level of fees it would be difficult to recover costs of preventive

services for which demand is low and input prices are high. Thus, based

on the current FFS schedule it will not be possible to recover more than

a small fraction of the recurrent costs of immunization. Some rough

estimates of case per dose of vaccine and per fully immunized child based

on estimated costs and number immunized during the January 1986

vaccination campaign indicate that except for measles whose cost per case

is about $0.48 to $1.06, all other vaccines cost far beyond the $0.25 fee

for the "Road to Health" vaccination card of the $1.00 registration fee

would cover. Estimated cost per fully immunized child could be ~s high

as $40.65 to $94.84 depending on coverage (Appendix 9). Needless to say,

there are clear economies of scale in the delivery of vaccinations.

The cost of regular delivery of PHC using low cost VHW's also may not be

possible to recover with the current FFS schedule. The study of the

"Village Health Worker Program in Nimba County", presented in Appendix 10

indicates that the truly variable cost per case of PHC delivery could be

as high as $5.05. Thus, expectations regarding recovery of recurrent

costs by means of the current FFS should not be set high.

FFS is almost by definition an inequitable mode of financing. Inequities

may be corrected or at least moderated by allowing certain exemptions and

some discriminatory pricing. The revised FFS schedule has both. At

least two groups of the chronically ill, leprosy and tuberculosis cases,

are exempt. Also, children under five pay SUbstantially lower fees.

FFS has a potential negative impact on utilization to the extent that

some may be unable and/or unwilling to pay. Among other things, this

will depend on the affordability of the fees charged, felt-need,

perceived quality of service, and Bvailability of alternative sources of

care. Some of these points are discussed below in the section on Ability
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and Willingness to Pay. Hore than likely ther~ ~~ll be some positive

impact on provision of care since the revenues generated are intended for

improvement of health care resources and h~nce better health care

deliver).r.

steps taken by the MllSW in establishing the FFS and DRF schem~s are

positive moves in the right direction towards the search for reliable

sources of financing health care. The Ministry should be encouraged and

provided assistance to strengthen the management aL~ application of the

scheme and to explore other options as well. Other options that merit

consideration include:

a. Production-based Payment;

b. community Labo~;

c. Individual Labor;

d. Income Generating Schemes;

e. Personal Pre-payment;

f. Capitation; and

g. Ad hoc schemes such as lotteries, and charities.

5.3.2 ABILITY AND WILLINGNESS TO PAY

Ability and willingne~s to pay for se~vices provided at government

facilities is crucial to the success of both FFS and DRr. A report on an

operations re~earch study on community financing in Upper Lofa county

indicates that rural populations are more willing to raise funds to

purchase seed stocks for DRF than paying FFS. (3) Thus, this relatively

strong willingness to pay for drugs (which are essentially measureable

commodities) should be exploited to the m8)cimum level possible.
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(3) Cole, A.K., an S. Samuka, "Community Financing in

Kolahun District," draft report, Feb 28, 1986,

Monrovia, Liberia

Given that Liberia per capita income is about $450 - 500, the current FFS

is well within affcrdable range. Average per capita private expenditure

on health care in countries of similar level of economic development is

usually around 3~ of income. Accordingly, the average Liberian could

afford to spend about '12 - 15 per annum on private health care. Based
on the WHO recommended 2 visits per capita, and further assuming that the

cost of each visit inclusive of drugs is about $2.50, the resulting

annual expenditure of $5 per capita would be affordable by practically

every Liberian except the indigent.

Willingness to pay is unfortunately a complex subject. Among other

things, it depends on felt need, perceived value of service, and

alternative sources of care. A strong health education program would

therefore be required to demonstrate the value of the service provided

and the need for certain types of care, in particular preventive

services, in order to enhanced willingness to pay.

5.4 FIELD OBSERVATIONS

Over a period of three days, three hospitals, three clinics, and one

community health department were visited. The facilities are located in

three of the CCCD counties Cape Hount, Karghibi, and Bomi Hills.

Observations made during these visits are su~rized below:
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Hospitals Visited

Average Monthly

Number of

Average Monthly

out in- revenue

Name Location patients patients FFS DRF

-----------------------_.~---------------------------- --------------

st. Timothy Cape Hount 102 30 58 148

Rennie Marghibi 436 108 740 NONE

Bomi Hills Borni Hill 1500 NA 2776 NA

utilization, as demonstra~ed by the number of out-patients and
in-patients varies, a great deal. Factors responsible for the wide

variation appear to be population of the catchment area, quality of

service, and availability of alternative financing. Those located in

areas where there are some development projects which are willing to pay

for the care of their employees have high attendance rates aud generate

substantial amounts of revenue.

All of the three facilities have FFS. Their out-patient fees are based

on the revised FFS. Their in-patient fees vary, but appear to be based

on the old schedule. DRF's are operating in Bomi Hills and St. Timothy.

Management of revenues collected varies. Rennie still remits its revenue

to the local agent of the KOF. The other two retain their revenues and

apply them to their recurrent expenditure needs.

utilization of clinic services is invariably low. Here again, size of

population and perceived quality of service may be important factors. At

the current level of clinic attendance chances of generating revenues to

cover recurrent costs are very low. Drug needs, however, will be met by

DRF's.
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Some rough estimates of the potential revenue collectible from FFS can be

made basedon some assumptions. Based on field observations of hospitals

and clinics which ranged from very low case-load to relatively high

e~se-load facilities, the following assumptions are made:

a.

b.

c.
d.
e

Average ease-load
District Hospital OUt-patients

tn-patients
Clinic OUt-patients
50% of all patients and children
under 5 years of age.

50% are revisits.
Average length of in-patient days=
25~ of all patients are indigents.

680
70
50

5

Potential Monthly Revenue would then be:

Hospitals

Clinics

Out-patient
In-patient*
Total monthly
Out-patient

840
919

1159
lq

*In-patient fees are not standardized. It
is assumed that adults would be charged on
the average $5/day and under-5's $2/day.

If the above assumptions hold neither hospitals nor clinics are likely to

generate sufficient reven'Jes to cover more than modest proportions of

recurrent costs excluding ~alaries. It should be noted, however, that

the actual revenue currentl~ being collected is about two-thirds of what

was expected (i.e. $l,190/month) if you average the FFS revenue collected

at the thre~ hospitals listed on page 67. One should keep in mind that

district hospitals incur costs of in-patient feeding in addition to the

cost of treatment, and some of the c~inics have cold chain equipment

which has relatively high demands on r~~urrent cost. The revenues

generated and the costs incurred shOUld, therefore, be monitored closely

and adjustments be made to the FFS schedule as needed.
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Each facility visited, hospital and clinic alike, was deficient in data

collection. Bot one had a consistent data set on utilization,

expenditure, or revenues generated even for the previous six months; each

has its own style of data collection.

Lack of facility accountability is a major problem; and fraud and misuse

of public funds appear to be common. Audits are rare and take place only

when fraud investigation is indicated.
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6.0 RECOMMENDATIONS AND CONCLUSIONS

6.1 General Recommendationc

Recommendation

1) The CCCD Project in Liberia

should be extended for a fifth

year under current funding levels.

After a slow start CCCD is progressing

reasonably well considering the unstable

political, economical and social cir

circumstances of GOL. The team was

particularly impressed by the initiative

of the County EPI staff

2) The PROJECT GRANT Agreement

should be revised to conform to the

current economic conditions of the

GOL. The GOL has not and apparently

can not fulfill the terms of the

Agreement and continued disbursement

of funds contrary to the conditions

set forth in the PreAg is in violation

of the original ProAg intent. This

could lead to serious problems when the

project is audited.

3) Given that the GOL is unable to meet

its budget commitments it should not

be expected to asume 67% of the project
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AID/W
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GOL

MHSW

USAID/Liberia

GOL
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AID/ld

COMPLETION DATE
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December 1986



Recommendation ACTION AGENCY COMPLETION DATE

cost as planned in the fourth year. CCCD

Instead, its share of the project cost

while not reduced in absolute terms should

be spread over a period of five years

such that its shares are 13~, 31%, and

5~ by the third, fourth and fifth years

respectively.

4) The KH&SW staff should be

reassigned to meet the managerial

and supervisory needs of the CCCD

project. In particular one or two staff

people should be assigned to manage

and supervise the ORT and malarial

components of the program.

5) The 1983 CCCD donor agreement

plan should be revised to include

all donors that have contributed to

the CCCD program. This plan should

include who will and can best

contribute what commodities and when.

This plan should be formalized

through recommendations of under study

between donors.

6) The CCCD personnel at

the Central level should spend more

time observing, supervising and

monitoring field activities. A
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Recommendation ACTION AGENCY COMPLETION DATE

HH&SW

CCCD

USAID/L

monthly plan of activities by the

central level should be developed

which includes at least two supervisory

visits per month to observe rural clinic operations.

Written feedback to the EPI/CCCD staff

should be provided after each visit.

7) A Cost recovery system including

registration. service and drug fees

should be developed. The funds

generated can and should be kept at

the county level to finance local operating

costs such as gasoline, kerosene, drugs,

"volunteers" salaries, etc. These funds

should not be used for offshore procurement

of vaccines, vehicles etc. which can and

should be provided by donor agencies.

June 1986

8) An administrative assistant

should be hired for the CCCD

Technical Officier and Program Manager

CCCD

USAID/L

Karch 1986

9) The private health sector MH&SW April 1986

should be encouraged to participate eceD

in the eCCD program and follow the Private Clin\cs

eCCD protocols for immunizations, ORT

and malaria. These private clinics

should be required to provide monthly

reporting on eCCD reporting forms of

services given and registration fees eollected.
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Recommendation ACTION AGENCY

10) Decentralization of MH&SW

Health Services management within

the KH&SW guidelines should be

implemented. This will enhance

the responsiveness of county level

health officials and encourage

community participation.

11) Tae Technical Committee should CCCD

include Plan International in its

meetings. The Technical Committee

includes a la~ge ~roup of dono~ agencies

and is to be commended for this. The

addition of PLAN will only serve to widen

the scope of cooperation between donors

engaged in ceCD activities.

7.2 EPI Recommendations

COMPLETION DATE

Hay 1986

May 1986

July 198612) Close monitoring of the followup

~ctivities to the National Vaccination

week should be done. Dropout rates

should be calculated and the problem

addressed.

CCCDI

EPI

Central and

County level staff.

13) Clinic Flow patterns

should be reassessed and possibly

redesigned. The procedures used to

screen, register, vaccinate and deliver

health education messages should be

streamlined.
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Central and

County Level

Personnel

On-going

1986



Recommendation

14) Motorcycles should be distributed

to field personnel to enable them to

provide outreach servic3s. The need

for more motorcycles should also be

reviewed and plans developed to provide

the~ if deemed necessary.

ACTION AGENCY

CCCD

USAIDIJ..

COMPLETION DATE

April 1986

!lH&SW

CCCD

15) The impact of the second National

Vaccination ~'eek should be critically

assessed in te~ of time, cost, coverage

obtained and its effects on the integration

and expansion oi EPI, ORT and malaria

activities at the county and village levels.

7.3 Malaria Recommendations

Dec 1986

16) The National Policy on Malaria

should be finalized and signed by the

Minister of Health and Social Welfare

and disseminated to all CHO's.

MH&SW April, 1986

7.4 Procurement, storage and Distribtuion of Suppli~s

17) A new generator for the Central

EPI Vaccine Storage Room should be

purchased
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Recommendation

18) The cold chain equipment at the

Central and County level should be

improved. Ice lined refrigerators

opening at the top should be purchased

for the EPI central storage Room;

thermometers for the outside

of refrigerators should be provided

for all units needing kerosene should

be obtained and stored in the central

level for coun~y's needing it.

19) Monitoring of vaccines temperatures

should be supervised and a course in the

care and maintenance of the cold chain

should be offered to a select number of

persons in each county

20) Critical levels for all CCCD

supplies should be developed and

lag time should be assessed when

developing these levels.

21) A logistics officer at the Central

level should be reidentified and trained

to reduce the poor accounting of

inventory that currently exists.

22) In connection with the above

recommendation, a realistic assessment

of the amount of commodities needed

to provide CCCD services for 1 year
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HH&SW

CCCD

USJlID/L

Other Donors

CCCD/EPI

CCCD

Central and

County Level

personnel

CCCD

CCCD

Donor Agencies

COMPLETION DATE

April 1986

Ongoing

April 1986

April 1986

June 1986



Recommendation ACTION AGENCY COMPLETION DATE

should be established by the county

levp.l personnel. This assessment should

be reviewed by the CCCD program manager and

technical officer and communicated to the

donors who supply these commodities. Pre

established delivery intervals should be

made with the donors to avoid over or

under stocking of supplies.

23) Closer supervision of the expiration CCCD/EPI

dates and commodities on hand at the central

level should be done by the CCCD Program

Officer, Technical Officer and other

appropriate central level personnel. For

the next three months this should include

a monthly comparison by the CCCD Program

Manager and Technical Officer of the

Supplies on hand and those recorded to be

on hand.

24) All inventory control forms and CCCD

the inventory system should be

~eevaluated as to their usefulness

April 1986

25) Kerosene refrigerators should

be supplied to all county clinics

where electricity outages pose major

problems

14

MH&SW

CCCD

May-Dec 1986



Recommendation ACTION AGENCY

26) The Inventory of health HH&SW

facilities supplied with cold chain and

vaccination equipment should be reviewed

and corrected to reflect the realities

in the field. Measures should be taken

so that each clinic facilities providing

immunizationh as a refrigerator in

operating condition.

7.5 Training and Health Education

COMPLETION DATE

Ongoing

27) A host country national

should be hired as a short

term consultant to coordinate

with lED & HED in the adaptation

and implementation of CCCD training

and health education activities.

A detailed scope of work should

be provided.

28) County health officers should be

trained and oriented to CCCD activities

by qualified senior level personnel

7.6 Disease Surveillance and HIS

29) All reporting forms currently

used and should be reevaluated as

to their usability by clinic level

personnel.
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Recommendation

30) The CCCD/HIS development

plan should be prepared and approved

by the MH&SW

31) The sentinal surveillance

sets should be selected for the

Phase I and II counties. All forms

should be field tested and reporting

programming implemented and monitored.

32) The development of computer

programs by the cceD Program Manager

and T.O. should be delayed until the

surveillance system is in place and has

been monitored for six months.

7.7 Finance

ACTION AGENCY COMPLETION DATE

HH&SW June 1986

CCCD

cceD

Regional

Epidemiologist 1987

HHSIW Dec, 1986

CCCD

KHSIW Ho work should

be done until

mid-1987 if at

all.

33) GOL should be given further USAID/L

assistance in exploring and implementing

suitable financing mechanisms. As the

regular GOL sources are getting weaker

alternative sources of financing should be

sought and implemented. AID/Washington

has funds that are available for special

studies on financing and cost recovery,

should be tapped for this purpose.
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Reconunendation

34) KH&SW should expedite implementation

of the fee-for-service scheme and

decentralization of health service

administration. CCCD at.ould take the

responsibility to urge the KH&SW to take

action expeditiously.

ACTION AGENCY

CCCD

CKO

COMPLETION DATE

June 1986

35) CCCD Technical Committee should GCCDTC

review the manual for financial

management developed for decentralization

county administration of health services,

revise it as needed, and make it a\'ailaole

to personnel that will be managing reverlues

generated by fee-for-service and drug

revolving funds.

36) The current fee-for-service schedule CCCD

should be revised after a careful review

of experience gained by the end of its

first year of application. The review

should look into its effectiveness as a

means of generating revenue, its i.mpact

on utilization of services, and issues

related to the management of funds.

CCCD should identify a randomly selected

set of facilities in its project area

and initiate collection of appropriate data.

June 1986

Hay 1, 1986

37) Drug revolving funds are

increasingly becoming popular in

Liberia. Since willingness to pay
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Recommendation

is often higher for drugs than for

services, management problems

notwithstanding, drug revolving funds

have better chances of success than

fee-for-service schemes. Thus, the

possibilities of subsidizing services

by revenues of drug revolving funds

should be looked into.

ACTION AGENCY COMPLETION DATE

38) The lack of standardized health CCCD

information system (HIS) makes the

health care delivery system hard to

evaluate. A HIS that is operable by

the minimally educated health worker

should be instituted. Returns from

the field should be analysed and

reported on a regular basis to all

concerned units of KH&SW. As a

complement to the HIS, a simple

management information system (MIS)

should be developed and ~mplemented.

The MIS should include collection and

reporting of data on a set of inputs,

outputs, and financial aspects of health.
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Appendix I

PERSONS CONTACTED

Ministry of Health and Social Welfare (KH&SW)/Liberia

Martha Belleh, Minister of Health and Social Welfare
Ivan Camanor, Chief Medical Officer/Deputy Minister, KH&SW
Moses Galakpai r Deputy Chief Medical Officer/Preventive Services

Rose Jallah Macauley, Acting CCCD Project Manager
James Thornton, Technical Office, CCCD P~oject

James Goaneh, EPI Director
George Cooper, EPI Finance Officer
Jack Berrian, EPI Operations Officer
Saye Yanoh, EPI statistician
Tordell Kpuojobn, EFI Logistics Officer
Joseph Droh, EfI Logistics Officer

Alfred Kromah, Director, In-Service Training Division
Hawa Johnson, In-Service Training Division
Catherine Hucorlor, In-Service Training Division
Harinia Seyon, In-Service Training Division

Francis Blidi, Acting Director, Health Education Division
Alfred Mulbah, Health Education, Health Education Division
William Gibson, Naterial Production Officer, Health Education Division
Isaih Sacker, Chief Accountant

George Smith, Comptroller
John Bass, Assistant Comptroller

James Kessele, Director, Bureau of General Accounting; (Ministry of

Finance)

Mary Dennis, Senior Economist (Ministry of Planning and Economi~ Affairs)

Moses Wreh, Deputy Budget Officer

Samuel Sasraku, County Health Officer, Hontserrado County

Tamba Hoseray, EPI Supervisor, Montserrado county

Bouk Madut, County Health Officer, Bomi County

Uary Homolou, Bomi County

Sister Barbara, Klay Clinic, Bomi County



Foley Johnson, Uursing AID, Bom! County

Elizabeth Johnson, Volunteer, Bomi County

Foley Johnson, Jr. Volunteer, Bomi County

Koses Pewu. County Health Officer, Kargibi county

Sayeh Freeman. EPI Supervisor, Kargibi Coun~y

Gabriel Peal. County Health Officer, Grand Cape Mount County

Bill Davis, In-Service Education. De~~rtment, Grand Cape Mount County

Seyou Kioyolie" Physician Assistant, Grand Cape Mount County

Edwa~u Pendemo, Officer In Charge, Grand Cap~ Mount County

USAID/Liberia

Mary Kilgour, Mission Director

Betsy Brown, Project Officer

Jenkins Cooper, Assistant Project Officer

Harold Karwitz, Program Officer

Alex Newton, RLA REDSO/WCA

Cynthia Kemner, Financial Analyst

James McCauley, Chief Accountant

Edward Castello, Chief Economist

Mark Gallagher, Economist

Edward Stanley, Economist

UNICEF/Liberia

Ofori Akyea, Resident Representative

W.H.O.

Margaret Korkpo1". ?HC Officer

.ada Cooper, WHO Administrative Officer



World Bank

John Kendell, Resident Representative

CDC/Atlanta

Russell Charter

Peace Corps/Liberia

Rufus Watkins, Director

Wayne Judkins, Deputy Director

Laurie Ackerman, pey assigned to Bomi County, CCCD Project

SArah Morrison, FCY assigned to Hontserrado County, CCCD Project

David Boyd, PCY assigned to Cape Hount County, CCCD Project

Darrell McDowell, PCV Graphic Artist, eCCD Project

AID/Washington

Joe Davis, Project Officer

Wendy Roseberry, Assistant Project Officer



Appendix 2

DOCUMENTS REVIEWED

CCCD Monthly Reports - Jim Thornton

CCCD Procurement Plan, Years, I & II

Semi Annual Project Implementation Reports - 9/83 - 9/85

CCCD Financial Status Reports - 12/83 - 12/85

Foreign Trip Report, Stan Becker - 6/85

It Diana Johnson - 10/85

" Dennis Olsen - 11/84 and 2/85

It Melinda Moore - 12/84

It Stan Foster - 10/85

-CCeD Peace Corps Quarterly Reports, Rusky, Ackerman, Horrison

-Consultancy Report - Joshua Adeniyi, 7/85

-Report on the Reliability Survey of Childhood Mortality in Liberia, Ken

Anderson - 7/85

-ceeD Mortality and Use of Health Service Surveys (MUMS), Liberia, Togo,

Zaire - CDC 1/9/85

-A Study of the Efficacy of Home Hade ORT in prevention of Dehydration in

Diarrheal Diseases in Upper Himba County, Suleman Wai

-CCCD Assessment in Liberia - 1983

-CCCD/Liberia Evaluation Report - 1984
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CCCD Special TC Heeting, Karch 14, 1986

Representing

1. Laurie Ackerman

2. Kary Homolu

3. Bekpahqbor

4. Rose Jallah Macauley

5. George B. Cooper

6. Abraham Bekele

7. Willard Boynton
8. Mary L. Harvey

9. Alfred J. Kroms

10. James Goaneh

11. Jack Berrian

12. F. P. Bl1l1i

13. Tamba Moseray

14. Raphael h. Kpissay for

Dr. Hoses K. Galakpai

15. Sue Gerber

16. Kanon Suboh

17. Sarah Morrison

18. Jenkins Cooper

19. Betsy Brown

20. E. Oferi Akyea

21. J. H. Togba

22. Russell Charter

23. Daryl McDowell

24. Roh Margaret Korkpor

25. Wendy Roseberry

26. Joseph Breh

27. Ivan Camanor

CCCD Bomi Hills

EPI/CCCD Borni Hills

EPI

CCCD

EfI

HIID/Reach Project

Westinghouse/PAS

Westinghouse/PAS

lED, HOH

Dir/EPI

MAN/EPI

HEd.

SUP/EPI

KH&SW

CCCD - Bassa

Family Health - HOM

CCCD

USAID

USAID

UNICEF

UL Medical College

CDC

CCCD

WHD

AID/W

EfI Stock Clerk

Chief Medical Officer/Deputy

Minister HH&SW



RELATION BETWEEN eCCD AND MINISTRY OF HEALTH

eccD, a USAID funded Project under the MiniGtry of Health should
strengthen the Ministry of Health's ~apacity to deliver services in
the following areas: .

Expanded Program on Immuniz3tio~ (EPI)
Oral Rehydration Therapy for Dilrrh~a (ORT)
Malaria Treatment and'Proph))axi~ for Pregnant Women

Dfring the life of the Project, the CCCD Project Manager will serve
in a temporary position as liaison between the Deputy Chie! Meoicai
Officer, Bureau of Preventive Services and the Dir~ctor& ot EP1, LDD,
an~ Malaria Programs. The Proj~(t Manager is responsible to ~cnitor

and ~oordinate the operational aLtivities of the three Prosrdms
through coordinating work plans, res~urces, and evaluations. Much
of this coordination will be acc0mplished through a w~ekly c0ordi
natir.g meeting with the Program lJireclors. Ii. major portior: t";~ t Ii,:
Prcj~ct Manager's time will be dE'voted to coordinating tr~~~l~g

activitieb among the Programs, In-service Educa~ion Di\'isic,ro. al,e the
Cn~r.ty M~dical Directors Staff; ~oordinating health education bft"ivi
tie~ among thL Programs, Health Education Divjsion~ 2n~ CCUT':y stlff:
a'l~ c00rdinating health information systems and epidemjo10gi~ ~vaiu

ational anaiysis.

The Proj~ct lechnical Officer will serve as counterpart to thF rr~j~ct

Manager. but will also serve as'c~untcrpart tQ the F!ogra~. Ji:~~tG~S

to advise on operational rnatter5. Pricrity on the ar~a of gT~~Le~:

corccnt~alion will be decided at th~ weekly coordinating mee~i~~.

M~aning:

At th~ beginning of an operational year, the heads of thes~ ~ini~try

of ~ealth Projects should may€ a plan of work for that year. Such
plar. sho~ld cover the enti~e operation in the entire c·ountry.

1. EPI

(a)

(b)
(c)
(d)

II.

EPI should have workplan which includes kerosene n~eds per county.
per month based on a cost saving operational 5~rategy.

Gasoline needs.
Scheduled meetings at central and their c~st.

Supervisory visits to counties and cost.

ORT

(a) The ORT Program Director should have scheduled ."pervisory visits
to clinics (1n operational areas) and cost (gasoline).

(b) Planned workshops for diff~rent levels of health workers and cost.
(c) ORS needs for the year based or. past operation.
(d) Educational and training materials etc.



111. Malaria Treatme~t

- 2 -

(a) The Program Director should prLpare chloroquine needs for
presumptive treatm~nt and prophylaxis for pregnant mothers.

(b) Request for assistance with government vector control pro
gram etc.

All Ministry of Health workplan
Based on these, eeeD ~ill commit
oft h e inc i v i d ualp r 0 g ram~· t hat

jho~ld be approved by the DCMO/MrS.
hel sel f tr: those particular area5

she ca~ sUPFort for that r~ar.

1 n n r d e r for t his. a g r Eo em e Ii t to h.2 n· a c he d, the r e wi 1 I h a vet (. ~. e s
ju:::tificatio!1 made of each need ..lnc these documented.

When this TASK is completed, thl' CCCD budget l..'i11 be prepared. ,::o'l'si
derfng all of the above. Every dir~ctor should have a copy o! the
budget and WIll k~ow what activ:tieh the dollar figur~ per ljn~ item
represent.

T h :. ten d l-' n (y for sup e r vis () r S 0 fCC CD ass i 5 ted pro g raGsir. the C\) 11 r. tie s
to .confer directly with CeeD Office in Monrovia without first Cjntac
tin ~'. the ~ e a d qua r t e r s 0 f fie e 0 f 5 "I C I. pro g r a f!l mU 5 t bed i s c 0 u r .: ic: (. j .

Tb.lt ~.;, a!l h~'alth workers should be encouraged by all CCllCi.:rn·:c

(Tc~pective directors, ecc~ P.M. and T.C., and DeMO/BPS etc. j d~~l

c i :- t: '- t 1 \' 'w i t h the reI € V a r, L d i r € ... tor f 0 r all tee h 11 i C iJ! d n d (, r' ';"":; ti .-. r- '" -:

IT. c; ~.• I: i $ • 1ft. Ii e d ire c t () r f to €- 1 5 COli. 1 (\ y tab 1 e t 0 han d J f' the ~; (- . ~ '..~ ..
al'~JI"', Li,,)1 matter is takf:'T. (<'iT':, (If there. Otherwise, the D';·2·~~(!"

.1Ti:: -.lIe field staff or thL' Vjrect"'0f' .(~ut never the fi€id :.[;7'":._-;'-T"'~;>~':

sh.:~ Id approach eeeD for t,=chr.icaT-.~dvice from the approp~ ~c'. 'c

P ~ ~. lo ;; I: I, S ) •

R.::~c·urc~s of CeCD coming into the progra!lls should be delivEr< r" t:~r('. ",:.
t b '- ! f' 2. :: e r 5 hip 0 f the ~ere () g r rJ m ~; b \..i:" m0 nit 0 red b y (; CeDTr c ,- >-. : .' ~ S 1 :) : I

C f ~' ..~ C!' d 5 !'> i s tan c e toe a c h C 0 (J r. j y Ii· ~ 5 t b lo' Chan n e 1edt h r Cut:. :, l, < :. Z ., J -
q .,; :i ~ t c- !" S 0 f the in d i v i d ualp r 0 g r ::l!l' S for whie h the ass i s t a :-, _ t :.!: 1'" ( an! .

Where mcn~y is involved the pro~ess should be the same also.

All fi~ld request
sa:1. (;; is a p pro v ed,

should'b~ documented and brought in duplicat(. If
the direct~r should okay the request by ~ritinr:

(a) okay or approved
(L) signature
(c) date before taking appropriate action(s) (filing, paying etc.).

Note: Whatever action(s) art taken should be officially/formally
communicated to the appropriate person(s) whether done only
in office of the director or after consultation.

(i.e) EPI----------------------CCCD

ORT---------~------------eeeD

CHOO--------~-------------CCCD



We ar~ trving to build ~

b(,,~fit of all concernE-d
t.C' a"yr'r.p..

SUS t .1 inc b 1 € \" 0 r kin g rei a t ion s ti i. iJ f,. ~ ~ f>

and not rep Q r tin g 0 u r per son a 1 .1 { ! i 0 ~,-
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eeCD WORKSHOP

ORT AND MALARIA CONTROL

LIBERIAN GOVERNMENt HOSPITAL
7VBHANBURG Cl!'Y

PECEMBER 11-1'.1985

Dec 11th

Dec 12th

TIME

8-9am

9-10:30arn

lC:30-10:45am

-
10:45~12:30pm

12:30-1:30pm

1:30-4pm

8-10:30am

10:30-10:45am

10:45-12noon

12-1pm

1- 2p"ii

2-3pm

3-4pm

TOPIC

Formal Opening and
Registration

Assessment of Dehydr~tlon

Coffee !\~eak

Treatment of D~nydration

Health Education an6
Dehydr~ti·on .

Maiaria Cot"lro'

Coffee .Break

MalsTia Contro~ (cont)

LUNCrl
~

fee for sex-vice

Imq;unization ane
Miscellaneous 18&"~S

Post--~stJ Evaluation
and " sentation of
Cert.lo.1·1',ates

...

tRAINeR

Mary H(,Imolu

Laurie Ack2rman

Wi 1 1 i a ln Da vis

Mary ""molu

David Boyd

Dr. B~ Madut

toI&ry MQm·::du and
L&urie Ackerman

. .. '



12 - 1pm:
1-4pm:

TENiATIVE AGENDA FOR EPI/CCCD WORKSHOPS

July 10th: TRAINING OF TRAINERS

~am - 12noon -- Review and discuss ass~gned sessions and
various trait,ing techniques. Any unre
solved issues will be Geslt ~ith at this
time.
LUNCH
Practice teaching the variou~ sessions.

Day 1:

Day 2:

8-9am -
9-12pm -

i?-lpm 
1-3pm
3- 4r m

8-9am
9-12oL 
12-1
1-4pm --

Introduction ~- Mohammed Bayoh
Refrigercto~ Maintenance -- James Stevens
Cold Chain/Vaccine Storage -- Mary Momolu
LUNCH
Sterile Techniques -- Mohammed Bayoh
Health Education -- David Boyd

Screening Children -- Laurie Ackerman
Prepare and AdministEr vaccines --Momolu
LUNCh
Records and Reporting -- Laurie Ackerman

et al

Day 3:

J~ly 22-23:

8-11am - Planning Vaccination Sessions -- David Boyd
11-12pm Summary and Post Test -- Momolu and Ackerman

Day 1:
Day 2:

Same as Day 1 for Clinic vICs
Herning same as for Clinic OICs
1-3pm Records and Repcrting --Laurie Ackerman
3-4pm -- Summary and POst Test -- Ackerman and Momolu

NOTE; David Boyd may not be available for the second workshop.
It has not yet bee~ determined who will teach Health
Education in his absence.

. .
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'ESP~N5IPtE F3R ACTI~

PrDjeC! "ir.iger
r,~hr.!:~; Cffiter
Fi"~r.~iil Officer/Secret.rr

. ..

.4p~1 :
~IH ,·04~ql,;:;

Der:'ilbf~

ll~;.~~li~:cn :f frhi~LCD ~eli~ery of illuniz.tion
sfrJltis\ .n~ i~per~iiic~ rnd f,11~-up in second
;.~ i!~~ c;;~~ ·.if~

!.~r.ei'ltitHiil of i;l:;jlli:Ec! ':E!iY~r~' o~ i.lilra:Jtl"r.
!er,i:~£! i~~ ~~Di~ -~si~p in~ i~!loW-tp in third

~j~~i~ i~~ ~~~.S~ ~n ~tit~t~iilg ~Sf of 'cra; 'Dr t~e

~t~:~~~.~!::ti :; ~!:O~r[E~ iat =~ppile!.

:~_ ~~ :i.C: ~:i:.~~~ l~ ~!=:~~i i~iJ~atl~n

~i~.~~J} .~~~~~; tc 1~S:~~~ £~a:uatlon

-: :!I~:; ._~ :;~ =I:':\.:l~ .. ~t.:;;&! "fa':~:i•• tlr:!1 ..eel:
~~~~~. :t ';~.~~a; S '~cT ~i~f, re~lse .here n,=~s;.r~

':;·:.i~l ;;O;)i::J'~i vr::;:!-e,er.t ,lin, p:.c. ~rc!r~

~i;:~~ ~~.:.t:J~ :r.~ .z~; .!dil plir.nlr.g
hl~;:":il ie..~~ ioett:i1~ _Itl, (~lJr.ty orgin12tr::
. ... ..
.. :"\:'" i °r- i;;': ;:".ire::"·~ !i!-i:::·:~

::-~ ."; ; : ••. ; ~ ..~IH te·) tGr rHi Et, and cO••ir,1 ir.~ t:.lnou:q
;~-:~-:.~i !ri.~!~j ri !:af~

~~5tr:t~tl~r. ~! ~cfc~~i~:!s !~G i~ppiifS

:t:~~d r.ita";~: ••=~!.~.t:~· .t£o!

Count; He.lt" Officer
CCCU CDunty S~pervisor

Trli~in~!Lrgisticl Coord.
FrojE~t ltir.iper
Jethro:cil Of4icer

Ca~nt; H,.!!~ Officer
teeD Co~nty S~pEryi5ar

Trai~~~~;lDglsti~' CODr~.

!2rc· ;.::: l'ina!!er. .
Te:~~.cii rf~lcer

Tlc~r-ic.i ~{icer

ProJe!: ~ flir,ag!r

EFI Director
. EPI Pf~;ril "-n~ger

Tethnic.l Ol.icer

EF~ l'iredi:r
EPl fr:ifi. ~nager

f'rogrit !'ini~er

Coenty ~e.lth Officlrs
Tft~~itll Dffitfr

£PI Dirln~~

EPj fr~qr •• ~anig!r

;'r~~: iii ~~ri!~l'r

£~I Cr~grlt f.3r.igEr
~r!9r:=, r,=~e~er

tD~nt~ 'fl;~h Offict~s

Tf~h~~~i: O;;iCf~

l!;":~ .!~. ~t·f~i i

';\i[:
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f.E:P~NS:BLr fOR ACTION
EP! ~:n;.:t~r·

~! F"~'"" ".n.g,r
Pr~~ri' "''Ilipr
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Tt~'n~Ci~ Officer
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DR! tenhr Sliff
COu~ty :CC~ ~~Def~iior
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Tft~nicil O~tJcer

~c~~ty H!iJth G~ficer
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Pr:lj!ct Pal1a;ei
Te~p~lca] Of;icef

COJ~~f Hri:th Q~flce~
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~E;~~t t~f ta :aliri2

~~"f. de;itC~Y ~~ i ••~~i=itior. services it cliniC le~ei,

i~.lYjti .r~li~i~:~n of triini~g, provi~f on·t~f-jeb ind
in-~er,~~! t:a:~l"g ~c I~rf~gthen deflcfnciE£ d!te;t~d.

~:.~~. j~~:~e~. ~~ ~e;-:'Si for oral rehyoritior. lind
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RESr~N5I'lE FOR ~T!ON

Dirertnr. In-service Ed. 'iv.
Pr~j~:t "ir.i~fr

Tt.hr:ici! Officer

Di-e:tor, In-service Ed. DIV.
I~-s@rv!ce Ed. DIV. Stiff
Pr:;~~t "~ni~!~

Tt~}'~ic~i OffIcer
fir.i~c!:l Officer

~\~e,~~rl In-service Ed. ~ii.

friiject "til)-"ier
Tfch~icil Officer

C~~nt! He~lth Officer
ttr~ C~~"ty SupervisDr
l;1~; 5t: :s.'Trciting Ct:lr~in3~L:r

In·5~~v:ce E~ut'ti~r. :~~r~~r..:,r

Pr~1ec~ :1iiliger
Te~hni~~l Officer
f~r.~:'~:11 Officer

eec: SLlpervisor
lDgi5ticsJTriining tDordlnator
EPI Pr~9ri' "iniger
Proj!ct ftifii9ff

TE~~nlci! Officer

t~c~ StJ~€rVI;;Jr

~~91~tlr£:Tri:r.ir.; Ccor~i~a:~r

Dire[t~~, C.D. Di):i;O~

frl:j;~! ~anage~

Te:h~:c=i Officer

cc:~ ~~~~ti ~~~Er~i5~~

t~~::t:~s.~ra~~i~~ C~~p~~:~:~~

J~-~ff~!~! EJ. ~~~rd!~~·~·

f'r:je;:' ~:!':a3~r

Tf:~~i~al rffice~

~e~lJr..: £pl~e.:oloql:t

Pr~· ~ ec~ '!aniger

pr(ljE!:t iI~r-~~l!r

~~[~,;~;! ~ffl~£r

TIrE Tf.f(r-p
O!!-;(!!r.;
frJt ;.~.. ;:

O!l'g,;i~~q

fr Col ~~~~~;"

~r,r ~ 1
~:':~te

~n-;:i:r.~

fr~. N~' i :

un -I;.~! :-.;

·i:~ :::-:;

ilf ~ (0'";•• "" 

~d~:~ :-

Best Available Document , .ff';·)



'c

· "i~£t!:~EI ~!:: !~T~Y

PrwViD! tr.i~J~g j~ jii;GOS:S in~ trelt.tnt of d.hvdrit:c~

t~ .tj;'ll. f~:s.c;Jr i5:1it.ot, Ind nursing £t~der;ts

Jalnllt, lnter~:Jntr~/K~~·~:F.C tr,inlng cours, to ."t
Itr:icr lf~': ~rJ:rlr~ ~~t~~

S,hed~ie t'.inl~~ zf 5i~i~r :e~ei st.fi
,~l Fr~:!tt ~.r:i9cr

iii ~~nctt!r5! £P! i·,If ':o.);Jl'liciibl, ~iseiS'

'ESPDNS!6l£ f~ftACT(ON

St.ff .~ ~T trlihing site
Dirltt~~, C.D. livisian
Project lIin.;!r
T.th~it'] Dffic,r

T,chnici! Officer
USAJDj~;L!r:i

tlHlSii
UtAI~ IU t,r: i

tDC
ilfO/AI=RO

i i'!E Hct5ET
&·g~;r.9

frr.t S~p~.

June'·
r.e~elbrr

- "'''' ..~ ·1 ••

:-'"'J,,:,",~.:

Rfgl~r.~; Ep!~~'joIo~i~t

rroje:: ~jr.ci~i!~

Asst. "lil!trr, Vita] StitS.

Jin~.;irt

rf~";';i.r f

i· .,1 c~ s,·roi,:: iitt: f!irl~ ;or use at selected
Sto.t:r.e! 5~lrfe:j;i:;t.~ ti-ES

':·;';i::·.~::=. ;:,: .. :: :'-i·~·~·:C~ :,";;i!i:~19, !!\d

:-~=itit~ i :.~.:

~f~l~., ~f¥~~~ ~i ~!C~~~irJ' i~C print
~~·ve;iJ~~ti ::~~: lnd ~~c:~~~r!s.

Technical Offi~fr

Re9io~i! £pide.i~1~9ist

.FrDJPet "ar.ager
Asst. "inistE·,·Vitil Stats.

tCC~ c~~~ty S~p!rV.5Drs

tD~i~~:~s/Triinln; C~cr~inat~~~

(n-ser~lt' £~. Cocr~inlt~rs

:et~~;ta! Officer
frl:!;e:~ "ir;~gll"

ecce ~a~nt~ 5ijper~:scr5

logistl:~!Triini~g ~cardi~atcrs

T!tinl~i! Cf'~~e~

~'::jee! ~i::i;!,r

r~-ser\:ce E~. ~,~rC:r.itJ/5

Tetn~i~a~ ~ff;r!r

CrDJE~~ rt.ni~H

Tethal;.; O~'lcer

r!'O~i:~~ "inqlr

--i J



tt~EtT!VE/~rilvrTV

~,~!l~p I!crccosputtr fr~~••s to .tC,pt.
eOilitt, ca.putt. ind r,i~t sur~tl!llnCt dlt.!
Inc tG'trl~t Ind ~~i C! t.fJlth !!rvicts diti

SEU:: untll,!1 iunldli~:e sites in s.cc;nd .
phis! ~QUntai il:d :rin filii ttl workers Itl
prtCE:ures in~ U5t O! ;~rli

~

~~~:E:~~i:, ~~C~l;~ t~·tta=-Jc~ ~~e:nin~, and
f"a:-..iti ;r!~,)s

6

IE£PONS!P~E rep. aC!ION
Ttchn:~,l Officer
PrciE!:t ItIfliger
P.'9io~l~ E~idt.iol09ist

eerr, Ca~ntl ~~p,rviiar5

logi ~ti !:s,'rriini.., Coordin.tors ."
In-s.rvlce Ed. Coardinltor.i
Tt:h~':il Ot'it'r
Proj2rt "an.;!r

eeCD COIJ"t:" Sup.rvisor!
t~~::~iCi!·raln:rog Ca~rdi~~t~r!

1r.·ser~lCf ~~. CCDrdinatGrs
Te~~~~~al r.~:i!:f'

Pr:3if'~t ".!::;~tr

T:P!£ TAR~[:

.;inJi"r
J:Jr:f

~c,!~;;:?r

J!:':I!~""I 9::

Tf[h~iCi; Officer
Projl!:t '''lji~er

lagis~j[5!Triining CDOrdi~itGrS

J~r.!Ja!"~·

"arc:!

;:~:~ ~r ~~~il~~ f.f::i;~~ an: ••terii15 f~r HE!P
~:!~_l~il: t~r~~;~

!II.S:i 2::dli

l:iZ~;& I~~i:iziti,~

:~:~~:~~i: ~t~~s~il~~

~,~;~~~~ ~~:~.:~ :~ ~~~-~~:t 3f 1!~:.glS .nd .at!r:.!ls
,;~ ~::~~ ;: ~~~~:~

.
:::";:::-'::1 ~"'. !"hc ';!.-~ "::- .. ::·~f:; :It t.:!.!r:=:": ~rbr.t!"rc~t

,n II:irlali ~r~d~:t::n I;! JDb I:ds, pesters. i~d

Hta:ti Ed~citiQn Ditisian Staff
ft~ Era~~ic: IIJu5~rltor

Pr!Jjfc~ ".r.G~l!r

Sh~rt Trr. Cjrsult.~ts

Tectr.:ca] Cttl[~r

C~~~ ~~~ntf :~~er~i5Drs

W!ilt~ fd~citia" Dlv. Sta"
~~~ 6rif~it: !1:~5tr.t~r

togi~t:CS/1~el~i~q CDordir.atcr;

Heilt~ £1~f..:~~~ Di~. 5tii!

~r~j~c~ 'tl'i:i: f

!ho(~ ;e~r C~~i~!tant

Hfl!it: £~U':.It1l1j'\ Dlvislca
Sr~~~!:5 !t:~5tratDr

re:~~i:il Off;cer
"j~jst~~ of r~!,r.lti~n

:.~~~,

::Jl~

£:::!l:C.~H

;.... ~.,:.:. 
;:.~~i:i.'~'~"



7

fttGefine :iil ~i ~u9qe~t:~ r; t~~i[£ in litrl .it~

rf~~..e~cltlD'S dt~c;~Pf~ ~, ~!glCr.i! Epidfliologi!t.
Dts:tin.ti :nf~r••ti~~ C~ Cp t,pit~t f~n~:r.g. If.C

fr~r:=il ~!;tl~~~i~~ ~: ~tt~~:j~) ln~i£t:;.tg~5 .
tu th.,. :'i~tri.

(ii:I.·:~b.~ttid ;r~f=~ci:

R':f:t
R-t"rn ..:.t: ':L'·~t:";O'IC: , " ..5'C _ ....1 .at • ~c:.".". • _ ;. - , ..

C~~r~.~ f't!~C~!= i! ~i ~ •

'.' • ., &' ~
L~~'_.titl~:'S .~ riSfi'C~ l~Yf~~~ga.Drs :n
S~~~f ~!~:;~. ~a~~ :=::~:~;:. ~r atei,51£

~E,hl::.l i~~r~'iL to' p.rtlil and flr.i%
~.f.r~ts for rfs~~rc~ prJj!~~s

',~j~n~l t~:~,.iCJDgl:t

Pri:lJf~t "In.,:!:
fr~J!c~ C~or::rJt~r

L~~Jr :Llter:.:'

D~ Eub-CQI.i:~f'

R,gional Epld.,iolc4ist
PrOject !tirtzg,r

Peqi~~l £'lde':DIGgist
Tfct~icil C4;icer
frGj,~: !f.ni~:r

O~ S~~-:ca.ittce

P.!;ion~: Ep:~e.iGIOQlst

PrDjf~t "iflag!r
USA ID!!..i ber! i

PreJECt H.r.i9fr
R!gi~~i~ Epideeiolog!~t

US:'!D!t;terii

JI:I::i''1

"i'~~



lJIEP.!~ ftJMISTR1 or HEAt~H AND ~3~!At .£~FARE

CCftBATTI~ CHILDHOOD C~"U~ICAll[ DIS!~S£; rRO!Ecr C6ge-0421.C!)

LIFE OF rR~JEt7 IDRt rL~~

OBJECTIVE/ACTiViT; TU!~ iARiiH R£SPONSJ8L~ FOR ACHm;

CCCD : P.R./T.O. ~
USA!D: H.O.

CC"D • IS " IT n..... .. rnwt'. [ •••.L • 1". _ ~~ ) )'.In L. I~.

U5AID: H.D. " ••

i~~ i,~l~iei.t~r.~ i~ i~j~=tEf ff~-for-SErvitE p!ai:
Flrst ft.i~ ~du~~&e~

tQor. ,~..

No .. ! 198~

~3!" t !,e:
lk~ I J98£

eeCD : P.ft. rr. C•.
USAI~; H.D.

tecD : P.~.!T.O.

RH~SM: P.C.IC.~.C.

USA%~: H.D.
L

~~~" I,p~o.~i Qt j .~~~r:f\le pur:~a5e ~lar" de.elop
~orl~ f~: ip~li~~~l ~~~ iS~i~t Cuunties in inf~rll~g

i~~jl he~11h .cr~E;: u~ th~ i~ii!it!!it~ of ~ht loturc,~!~~.

Flrst F~Gs~ CD~"ti£s

SecDn~ P~a~r ~obntle=

Tniro f'~i;f C~unti~:

~"dr:l .u~!I!'~rrle~ i::;r,tri,t; tc local he-aiU wt'rl:£r5
~lr5t p~a~f ~~~rtl~:

Sf,~~d C~D=f (C~~t:fS

ihi:d p~:~~ ~~:r.~~e~

'4::'1 :qe~

"l~~ 199~

D~~! 19Bi·

reI, IV8E
JiJ~ !~e~

NOL !IlE;

De:, 1~~

De~! !~et

ret! :q~:
Ju~! !9S'

"a~ 1 ~9F~

ftar I !fl85
!'Ilr , !flSt
"~r. ~,e,:

ecce : P.~.fT.~.

ftH~SN: P.C./~H~rC

USAID: H.C. )
I

teeD : p.~.:r.n.

AID'II:

ffHrcSW: P.C.
:JSt;!~. H.~.

AI!i!":
CDC :
MH~ :
mt!CEF:

CDC :
AID'If:



L16ERl~ CCC~PRaJtC!~t'S-Q421.03~

DIJEtTJV£/A:TIVITY

Sft up cIIPul,ri:eG d.ti I~ite.s far In.lysis of

deliverr If CCC~ int!r~entjon5, dis'is, reporting,
i~vtntorr control, .n~ budy!ts

Tr.ja Itlectld aH&SN pe·sm;neJ in use of tbe licro
tOlputlr lftd diti syst,. s~ft_.re

Itv'lapand sub.it .nfiua: ~rojection for shDrl ~er.

tonsultlnt rtquirelenti

Annu~i viCiticm
rr:Jj,ct lIiniger
Technic.l Office;
Fin.nci.l CHic'?r !S~'::f'Et ..r~'

2 lOP IfOia: !It. ~r.
TlIIE TAP.~T R£SPONSIIL£ FOR ACTIDtI STATUS

.J.n-ft., cttD : T. D. If'. II•

1980

Apr-Jcn teCD : T.D.IP.II.
J9S!,

ftirch teeD: P."./T.O.
Annually IIH'Slh P.c.

USAID: H.O.

Dece.!!.r
luly-Aug
Dete.lier

EXPANDED PiWSP.A" FOR I""Utf!l~TJDIC

I~le.er.hHo., rtf fJ1llt!fiCid ctfliveq flf illuniutior:
sEr.ices, .nd iup~r~l~:oh i~G fr,!lo_-up irr first
~hi5e ~GU~tie5: Bel:! lc.~r Lofi, .nd Grino C.pe ftGun~

Ilpininlilioli of enhinred deli vrf l" r.f i"uniutiDi;
sefvicps, In~ ,up!r,i~ion an~ follOl·up in se~on~

~ti5e countie~: "ontseffido .nd ftargibl

i.ple.ent.ti~r. o. ?~ha~Led delivery of i ..~"i2.tivn
sErvices. ind sJper~isiD~ in~ follow-up in third
phase counties: eong, upper lofi, 6ri~d Bassa,
6r.~d Sed~t~ .n~ S:~~

"lii!lli: ~ahor,ai Yirc:nit:~1: "~j:

Pian~ing ~ctjvjtif~,nit~o~il fete!
::o&lod, t r on~e~- i!i~ .nil pt N.lJrfllen t
~li~ning .ttj~iti~s, c~unty;lotjl levp]
Tr.ining irti~~~le~

tini""a: viccinttIcn "rEi:
E\'.luatior:

Ac[ount.bilit, of resa~rces iFiG lUppIies.
Itvelapllnt of for.~

Tr.ining of n.tlD~iI and count, st,ff
Training Df cli~ic st.f~

..,ill of use; rftrljning; rev:son if necessary

Co~u~t I.tion_ide inv!f'!ory and ludit of resources

tndsupphts

Aug, 1985 "",SM: C.M.D.le.S.fl.r.t. IN rR~~n:5

On-go!~; CCCD : P."-.:T.O.
PI : DIRIP.ft.

nar, 19Pi, NH'SW: C.".D.,r.S./~.T,C.

On·ga:nq CCCD ; P.ft.li.Q.
U! : DIR/P.PI.

. N"". 1986 . NH\SM: C.".L.iC.S.!L.T.C•
(;'l-gOlilg CCeD : P.ft./T.D.

[PI : DIR/p.".

•
Qu.,.ti!rly EPI :DIRif. ... It, P~~':E~~

CeCD :P.ft./T.C.

AlifilJi 11 \' b..·: [PI :!lI'l/f.~.

Apr i 1 CeCD :P.f1. fl.O.
Itprji MH1S.:P.r..!C.".C.:[.~.n.

July-hug t.S.jL.r.~.

~~-Seilt USAID:H.D.
Iiovelhear UNICEf:
lJpce.~er IfHO/PV:J:

£PI :DIRiP.ft.
~ul-(Ie[ 95 teCD :P.II./T.O. CiJ"r-~ETE~

Jut-Dec 85 NH&SW:P.t./t.R.D./C.5.
lan-Jur, 96 L.T.t.
~,n-Jun 86

1986: E.rh Btl :DtRIP.". ISTArF

••rteri £teD :L.O./P.ft./T.C•
SNi-innu.Jl) 1Hl5M:P.t./t.".D.!C.S.
thtrtifter l.T.t.



LIBERIA tCc~ PROJECT~698-C4~I.C:l

~£JELTJVE!ACirVrT'

Ad~ise in~ issist fPJ In j~rDvlng and IDnitoring
(tId chain it the ttntral :e~el in~ in nan-prciect
COU"tiRS

P.ESPO~SIBLE FO~ ~riiDN

tCCD :T.D./L.D.tr.".

DIARRHEAL DJSE~3£ CONT:lDl/~ll~A~Ifl. TRE~T"ENT

teeD: P."./i.D.
CDDiv: DJR
~~SW: D.C.".D.-P.S.

t~t:.c:lsh af. CirGI ri':tcr ..~ion theriJlY ~e!ltpr In thp gre~ter

~~~rovii ~rfi ic~ !rai~in; ~f health .Drker~ i~ ORY

lrL:~~ler.tat!!l~ f: !?:"i~'~'.Cf~ Dt:i','e'Y D~ cral r~t:i'l!riltiGn

lh~fi~11 taiari~ ~:€5ut~:i.i i·!?at'E~t for fe~~r j~

~~c~r ~51 ap~ .a~a~i~ P:~~~f;.AiS 0' prfgna~t .~.e~ in
f!r:t p~a;i ::~~~~i~.

~1~~~i~~LD~jC~ ~f r~t~~:t~ ~~!lYF~i 0+ ~r.i reh~drit:Gn

t~!ri~jl 'i:~·~i P·f5~.~ti~e tri~ttent for fevE! i~

(;:'!.:l2' ~Sl :n~ .~;ir~a pro!;!i!,i~~:~ 04 p1fynan~ .Olf:, ir.
S~tC&~ p~~s~ t~~~·ti~ir

i.;;} ~t~"I~=t.J~ f;~ clll,;'lCeL' ~£'l. \ie~ I I); or.l ret,y!lritio:,
thEra~y, li~cria pr!~UI~:;)c trfitl,nt for f,~er In
u~~er 5~! inc .~~~r;~ prop~~ja.i~ DJ preg~arot .c.e~ in
tti~d P~iS~ cou~t:~s.

DfC, 1965

flar, !986

Jail, !']S~

Or· -g:': il9

fty~ ~ 1?Bt·
On-9ij, ri~

='e/i-
~, l'?e:
On-go: fl9

ceeD : P.'t/T.~

CIIDiv: DIR
~'SW: D.C.".O.-~.5.

IIM'SN: "INl ST£;:.

teeD: p.rur.O.
CDD:v: II!"
USAID: H.C.!E"~!~EEP.

KHlSW: C.ft.t.!:.S.il.T.C.
ceCD : P.".:Y.O.
CCihv: DIR

ceCD : P.~.iT.Q.

CDI):v: D!P'

~~s~: C.".D.!t.S.!~.7,r

CCCD : P.".!T.C.
CCCiv: DIP.

tGnduct cccr ftl~-~~'E~ ".n.~pr~ [DUr~e f~r four cDunty "
l.~t: ptrsonr.~;: t.~ n~ticni; leyel trainers, Ind thrte
"iCf Corps V~iu~t~~~~ tor the ,ir~t phlse countif~. This
ilrst ~rlinj~g c~~rSr _ill i}£~ 5!ryp 15 • field test of
·'E~frIC· ~CC~ "l~ t'iJning Icdults.

Revi.. 'flults ~, Kl~ c~urit and adapt l.teri.15.i£
necessar, to better leet the nfeds af Liberia.

~u!-Di~,

1985

ceCD : P."./T.O.
IEDiv: DIRISTAff

ceCD : P.II.IT.D.
JEDi~: DJR

COrtPlETEt'

,lIestAvaiIable Documer"



4

TI"~ TARGET RESPOtfSlBlE FOf; ~cno~ ~.. ,.-.
~

7ProdUCE th~ li~,ri~ ftL~ traIning lit,ri,ls

EViliiat, .~~!i~i~)~~ 1;,: t:"ilir.i!l9 of fiist Ilti isP co::rt:
l,v,! s~~e:~is~r~.

•

,
Jin-F'b,
!'18b

.JuHiec,
21?E~

CCCD : P.ft./i.U.
IEDiy: DJR

Contr.do~

CCCll : P.".!!.!'.
YEnl": D1R
tml-Slt: c.!!.r.

"ftM['; :~~j'., .... ,- .....

Condu:~ ~~cr "Lft cc~rs~ for 51_ taunty ),~ei pEr50~r.~: .n~ 1 ~:~l 299t
h rf2 ~I!i:f: Cllr~~ ~,~lli~·tiers for the second phc1if \:1i:lrtJeS. •

JECiv: Drl'('g~f:

HHiv: ST~FF

cecIl; r.".!T.t:.

tVjluat: .p~~'Lctic~ ~; t~iinii.g of se~ond P~i:f cou~ty

lrvt: ~U~?r~l~~r!,

-
Lt'r::~.:·. c:r~ "!~~ C:lt;r;.f 'ur E19ht county lp~c! pl!rs\l~,r~~l

fG~r fE~t: tv~p~ i~j~~~~ers ,or thf thir~ phase CD~nti~s.

"'iiluiI:£ ..;)1:; ~ratir;:, 0; tr.inili; of ttllrc! phise county 11'IIl'1
super .-: ~~'":.

D!"'i!j:;~ 2:.J tl?;'i. tr"H;~:i~ Icteri:.ls for .:ririlc Ih~i

wO'.~~: tc· ~':j~£r. ~r i&IJOlzation servicE:

[oi"~lu~ :!.- t±'~~ t'i~r:!~~ 'ilc:-ia!s tor CiHIIC level tlcd.i'rs
far Gi'~)ve~y ct sp.rviCf~ ;~r di.r'~Pil disfi5! COAirD] ~r.a

crill rft:.rGritijj~, t!l'~ia i~d 1..1iru presu,pt~ve trei!'Hi~ to,.
I~v£r lfi ~~d~r 5~1 jt~ ,~ia'i~ proph,JillS of p,!gna~t .~t=~

:~ci~ :ilr.~: Ie¥fl workers l~ first ptuse counties to ~£livEr

il'un,zifl~~ se~.i~e~

It~r-Se~'t,

:~~6

feb-;;: ,
19Ei

~r-f!c1h

lQp5

Ncy-D~r.,

tgeS

JI.l:'l-~d ,
199:·

cceD ; P.r:.rUi.
IEDI v: 1i1F:.'5T~F;:

HUn! ~TAFF

"if~S"; t.!'!.t.

iEDiw: LHUr':ijr:,
HEDi\': ST~;:r

CCCD : P.JI!.i7.~.

ccc~ : P.fl.IT.!l.
JEDiv: ulftiSl~r~

HED~ Ii: ST;';T

ttH&511; C.".~.

KH&SW: C.S.it.T.C
JE~iv: Di~J£i4fr

teCD : P.".:i.~.

CDC : SiC

ftH&sw: C.S.!l.r.~

IEDi\': DH\:S'rI1~f

CCtD : P.".!T.D.

ftH&SN: C.ft.D./:.S./L. :.~
JEDi~: llJp.:STArr
CeCD : P•fiJi. r.

ril)ir" ~T! .
..... -0 ~~ ' .. _

Train clilii: !tve! "crl:e~= ir. firs~ phise countiEs tl1 deli"er '\
,er~jce5 fD' dlirrne.J diseise control And ori! ',hydratior.
thlflPY .na tillar!. ~re5~.p~ivf ~reatlfnt ;Qr fever in under
51 .r.~ 'ii~rjl PfOp~t!ax~5 cl pre~ni"~ MOlen.

ReiifM dtji~eri Df i"~"il.~lDn service, .t cJini~ JIVEJ,
first ph.s, counti!s, eViluate .pplic.tion of tfiir.ing,
,rovid, on-the-job Ind in-service tr'iAiAg to strengthen
ftficlftcits dftecttd.

Aug, II1B~

Cn-1G: n9

~SM: C.R.D./C.S./l.T.C
IEDiv: DJR!SIAFF
teCD : '."./T.O.

NHlSII:C.S./l.T.C.
JEDI Vi DIRISTAiT
CeCD :P.fI./T.:l.

Best Available DocumeIlt



O.JE~TIVti"Lji;:l ~!

c.
RESPONSIBlE FOf AC:J~~

.,
I

P',;i~ deli~e~1 ~~ Sfr.~C~~ it clir.ic level, first p~a~e ?
counties, f~r ~I.; ret:fdr~t:~n ind lilafia pre!~iptl" •
tr"lll!nt .ii~ ~r~l:hi·kd!. ,'/.iulit, appli,:.tiofl cf ~niidng~

pr"l\'lde ~·th~'.i~:J ,n~ :r,-srr.·i,e ~(,;rl!ng tv sll"l?:IgtilP
de!i~ie~:ll!: n~te~~~:.

!r.in tl.ri( :~'i~ w~r~!r; 1~ sec~r.d pha~! C&~nt1es tu
0',11' w"r •••• or.' ..~+; "I' :'for"·: ~£.~a. IE' "'.......~_ • .., -- ~",'lI;_

Trair, ~; i ~I': !0;;;; iii::' °cf:; j r: iHUr.d phase LUur.~ i f:S b
:~:~vfr ~ ... ::~~ ;c j:3' rl,i-il di;fa~~ contro] tll1D oral
rer"iiu.t;i:-!' tf,e;,j.·y .:011 Ulrrli! rre5~·.pti\'F t!'e!be~t to,'
ff.~r i~ Jn~~' ~jl a~~ li:a'li p~oph,~a~i~ Oi pr!gna~l w;.~~

ki:/:'. c.~li~err ci ijlt.·~:i:;Jtj;);i ~,rvites it t.lir..c i~;t:.

~~:~~d ~~ii~ :~U~~lts, e~i!~a:! i~pll[iti~~ ~i trii~i~~,

r,.. ~··:~c· "._: ~;, .. < ;~ ·"r··t~ .~";"I-·'1~" -Ir"'~"·.-r:..-' '= ~... ,,~ .. ';"~ Oh": .I~.-:l_. v• ..... II..," "., ~ .. ~_. ~H'''ljt;

:lP~:'-L-·U... ~~ w!:~~ ..f~.

F.! .. iE'1! O[~";.?·'i [Ot :i'.• i;.!::!: ~t ;:l;'li~ I'vEl, S!(Q"!! p:-.c:~

CO~r.tjf~, ;~r o'cl ~f~~~~a~ion ~nd la!ari. pres~.pti~e

trfatrt~t Q~~ pr~~~y:a~iS: e~aluat~ 4ppli~atlD~ of tratn!n;:
pr~~;de ~n-~hp-;OD i~d lr:-Sfr~ice train~ng to 5trenQt~e~

~~~i~it~:if~ dtte:ted,

:~.H' t;i"i:: le"E'! ..(.~~:, ~ Hi third phaif cour,tifs to
deli~!r il.~n:~i~!~~ s~rV~Cfi

!rai~ :l;~;: le;~l tcr~fr= ~~~~CUn~i!~ tt
t£li~e: ~!',i~f~ fer ~.arr~iii disii5e c~n~rc~ afi~ O!il
~·?·Iv~ri.t ;;.l;. the~::~f ci;,~ ••Jeria pr'SIl.pti;'f .trt'i~.er:t .(J:
iE'~! In ~~~~r ~5! ln~ aa;irli ~"ophyli~is ~f p'!gfian~ wnl~~

RC'i~ ~£ll~ef, ~t liluni=a:i~~ 'f'vltiS at Cllr.lC levEi,
t~~l"d p~~s~ ~~~ntie~, i~~:Late app~icati~~ of training,
pro,id, on-t~~-j~b i~C ir-sefvicr training t~ st:engthf~

d!fite~ci!~ de~~~~~d.

'tvie. deliv,r. of services it clinic l,vel, third ph~~£

CQur.t1!: I fti' t'.: reiiydrit ion Ind .alaria I!r'i:l.pti ~e
t"-'i!l'Pf:t ':j.1 Ilr;;;p",laj.l!ii, 'tilliite application of t"jr,ing,
prQvid~ c~-the-job .nJ ir-s~ryice training tD strengt~fr.

"ticjen~iE~ ~ft:~t!'.

Estiblist. trainift9 it Gra: r!hydr.tion thefapy site IS part
of til, r"uired [irrij~l.!lua for Itudenb of tile Universit;· of
~iberii ftI'i,.! Scno~l, studfnt P.A.s Ind lurs.s of TMI~h,

inD 5tudtnt nUfses frtt r~ttingt~.. CDIIlge.

Dest

fet-, 1996
():;-g ::oi f', ~

Apr-"-i". ....
198t

Juiy-At..~t

j~8t

"a~', :qa~

(J,i-gr,i r.g

S=pt~ 19Be
Qrl-9a: ro~

Jar·-'4ar
ne?

J'JI1-Jd
lqi!~

Ap~ ~ I, !,a7
On-goin~

Jul, 1987
On-gciny

J:.I/I, 199b

ftH'SM:C.S.ll.T.C.
JE!U v: DJR/STAfF
CCCD :'.".1T.0.

~~SM:C.S./L.T.r.

IEDiv:DIR'STAFr
CeeD :P.'l.!7.fi.

~'SW:C.S./~.~.C.

IEei v: DIR!~TtlFf
cr.CD :t. II. IT•0.

ftH&SN:C.S.!L.T.C.
JEti ,,:DIR! ;r:u=r
~ccn :P.~.:T,C .

~'SM:C.~.!t.T.r.

IEH v: DI~:STAH
[eCD :f.f\. i1.0.

ftH~SM:C.S.il.T.C.

IEDiv:DIP.. STAFf
[CCD :P."./T.L

NH&SN:C.S. 'L.T.C.
IEniv:D!R!:T~H

CeCD :P.". IT .C.

~&SN:L.r./~.T.C.

IED;v;~HUST~H

ccn :P.ft.iT.G.

fiH'5W:C.S./l/T/tl
JEDiv:DIR/STAFF
CCCD :P.R.IT.D.

teeD :P.I!.iT.O.



itfin. needs for s~ni~r i'v.l 'inag••nt/I~.in)stritj'f
trlinln;

Id'fltify inter~Ou~trJiMhj-~Ff.G triining couri~ to .eet
5e~iGr ),rt: trii~ifiy ~~!js

SchedulE trai;.~ili] of ier• cr !trf: staff
\A~ Frc;~~: ~i;c;~'

(9' Dlrcctar~1 EFI ~r-d ~o.~~ricable Diseas~

~t &lr,~tor~~ H~<!~~ E"utDti~~ and (n-Ser~i~e Ed~c~t:lr.

TIME TARttT

Feb, 19Bt·

niy, 198!

cern :P.ft./T.!I.
1IH1Stl:C.ft.D.!
USAI:i~H.O.

ttCD :P.II.1T.O.
"'''Slh'.C.
USAID:H,D.

ftH\SM:P.C.:c.".e.
reCl! :P.f1.!T.O.
USAID: Ii. O. .

"l:145 bl~ph r.f ~ ..( ,~~ '" f i r~t phase tcun~i e~

Pllr.r.~r.9 i~d q~~~tior,n~irp ~evf!upI2nt

Pr2paritjo~ ~f tr~i~ln; .atfriils
lra~r..~~

Su!"v:.,.
Dati elltri
~tritl~atl~: S~~\eT

Dat~ er.tr:
Ar.alys:is
nnal !"P::Jrt

~E'ei,~ ~~r\f.~te~L~ f~r~s f~~ USc it 5ele~t~~ sentint:
scrv~~llan!f ~;;e~

~f:~:~ S~~~l~ij s~:.t:~:;"~~ site~ in flr~t ~~aS£ t~ontif;

;r.~ :~.i~ h~ii~~ w~ri~;~ If ~rurerlurfS anti ~se ~4 fort~.

Held tiS! fClfr:~ clUj !iil:;ien~41ILf trocedl.lre~ ir. 5i!l!tir,~:

'lt~s ~f fir~t pt,cs~ C~t~tles.

D~-sitf lnsp~ct~on of ~~~tinEl 5i~,~ to reVl@W proLEdure~1

,rD~ide or.-thr-j~~ trji~:r.~, anc evaluAte fp!~s

P.f~i ... r.vi;~ I! f1e:e5~irrl and print surveillance fOf.~

"OJ!! prGceo;;!' f'S.

f,os~itil inc ~!lj~~ CE~t~' rfeor' r.,i'~5 for dal. on
Maslts in~ ~eio;¥~~~~i"f. ~d'lisions ind outCOil'S.

Fehllll i U.e
Au~-Stpt~ ~.c

O~!. -~:;"l e~

Nc>-~'''':, S4
Df,:-~pb, 9~

~cl~·. !985
Jur. l~e~·

JI,,:-!]: ~ I 8~

No~, !~P:

- ..
'~L'

~r! 19l1l
Dr.-;i.lir.~

tecn : P.H./T.u.!R.r.
CDC ; CON5~lT~ijT

ccc~ : T.D.![.£.!r.r.
ftH&SW: &.ij.r.~~,s.

C.S.ll.T.D..
ceen : P.~.!~.C.

IEOiv:D!F!ST~~F

cceD :P.!'UT.~.

""~sw:c.",n.!r..S.'L. ~.t.

CCCll :,*.'UT.!:!.

cr;CD :P."./T.C.

ttCD :p.R.n.C,

RH~SW:t.S./L,T.C.

COPlhf':r::
C(JM~lP:~

~O!irL£!r.:::

co~r·~ Er~~.

t!!!':-lE!r~

COlf~'Ln~:



~elt[t :~ .."t;..,~. 511' ·f: "li,Ci' 51tps ir. second phase c"J~'nhe~

and tri:~ r~~!'~ .~~rf'~ in procedure~ and u;e of to-'=

a~-iit~ i'E~f~~iQ~ ;! ~entine! ;jtei to r'~lf" prQcf~~re~f

pr~~~6f o~-!~[-~ot :"i:~:'~, a~j ita:uate fDrl§

Select sej,tl~~: =c;·E:;la~r~ ;:tet in thir~ p~asf ~o~r~lf~

in~ triln ~[i't~ ~~~~p'S i" prccedu'EE and V'f oj fO"$

~-

Gn-ilt~ la~pi:~:~~ ~i !e~tin~1 iite~ to revie_ prQ:ej~res,

prc~!dE JO-t~?-jLb tral~i~~l in~ ~viluatf fcr.~

~eve:r~ t~[f~~~~~~t!· ;'~9~a.; to ~[[ept, [Di~ate, :~~p~~e,

r~: trint =~r\L!1id~~~ ~:ta

7

S~tt, ! ,£It:
Cr;-ij:'Ht;

Ap~, 11;37
(ri' -g:,i ng

";or-ct.
A~·r.ua11 ~

"'cr , !9E
:;~-a)lr.~

ftH'SM:C.~.D.!C.S.!L.!,C.

JEDiv:DJP./STitFF
reeD :P.".I1.0.

""~SN:C.5./L.!.C.

teeD :f'.t!./!.D.

"H~SN:C.~.n.!C.:.f~.i.~.

JEDi v: lIiF:/S'l'lIH'
ecclI :f'. fl. r. o.

nHtS':C.~.j~.i.~.

tCCD :P.r.. 'T.O.

teee :1.f.

eeCD :T.~.!?~.

ceCD :T.[j.lf'.~.

ja",-l'Ii",
1?1'~

~CCD :P••Vi.1.
HEDiv:r!R/ST~~~

~§5f~~ re::_·t~; :! 'Fs:: Ie-:::li !:o\'eragl' and ~DIt:::;itv ~ r<,~-l'Iar

\J~I~J:a.tl~ ~~!lijt~!~ eSf~ {Dr national viccinat:cr WEE; I~S!

ceCD :P.Pi./T.D.
~£Di v: nHUS·i1fT
EPI : t'!!R/F-.r:.

HtDh: ~-l h'5T;':-~

CCCE :f' ~ ..'T.:j. :r:_~.

(I1C :S. T. [..
i~::D~: ,,!)~_ i~:ii!;L·:":

~~~l·f~t.~i ~~u:~~:~n~

EVi!ua~~ ;es~;t; cl prf-te~t of ~essiges a~d Ilterials
in~ ita~t o~ ~~~~~:

J!.i!-S:pt
1~B:

!.J:~I 19Se

Fi!t--:'pr;
l~e!

HEDi v: DI!\!STHr~
ftH'SW:C.S.!~.T.~.

tecD :5. J.

H£Di v: DIR.'SiAq:-
tccc :I>.'.rr.o./;.:.

HEDiv:llIR!s!~r:r

CCCD :Y.C./b.!.

HEDiv:DIP.!STAr:~

ftH'SV:C.~.D.JC.S./~.T.t.

teen :P.ft./T.t:.

11{~st-Available DocumeIi-~
\ j I\.~



LIiE;j~ CCC~ ~p.~JEr!i6~S-94i!.01'

DiJEtilvE'ACT:~:l¥

8

T:!'I£ lARGET

OPrR~TIDN~ RESE~R:H

RESPONSIBLE FOP. ~CTIC~

Redefine li;t of ,u~g!~t,d OR tD~ics in lifle with
'fcDI.fn~iti~~: ~e~~iot~d br Regioral Epidf.10Jc9i~t.

Dfsi.in.t~ infc:"citllm cr: OR topics, fundirg, ind
propCl5il dt;elt'tl'~f1t t{. potE:"itial inve~tigi~or!:

"ith in Liberia

jevif~ SY~I~!tE~ p~c~u~al:

f!(>l~::!

~et~rn wit~ scgg:=ti~n~ fo' changes
Ar~r~~E pr~to~~~: il tt 2 ~er year)

~(jh::t:lhti~!!~ t~ ff:'flil!:h il'i\'fstigaton Cln
stua~ dp:j~~! J:~~ ~c!!ecti~1 c' analy~i£

R!~j~~ ~~c~ri~; rep~rt; ind flna! rEport~

~; re!ti~~~ ='~j~~~Et

ii(h~lt.~ Qpr~~v~i :0' par~ii! and final
pay.ent£ t~:" risei~c~ ~'o]erts

Jan-"ar,
1f'86

As need~~

As needed

ceCD :R.£./P.ft.
1Ifl511:'.C.
USAID:k.fI.

ttH~s,,: D. R. ~UL co·~.

ceCD :fi.E./P. r: •.

"H~51i:e.R. SIlE. ~~!':i'.

cecil :r: .!ur..L
USAIn:!'!.C.

tCCD :P.'U~.t.

USAI~:t!.O.

Fo.l:.

ih
D'~£.

P.P:.
I£t~\o

cz;-
lEJhv

1m.
USiUD

ii.G.
CDt
~ID/II

,*ICEf
lifO

COK£~;j1~6 CHiLDHDOe COMKUNICABLr DISEP.S~S PF.CJEC~ (~~S-04:1.03J

ff:DJfrT "ANAEEP.
!E~H~~:AL OFFICER
FIN~~CiAL DFFICER
~£~1~~rlL ~1~r~jOL06:ST

~i~!5Ti:i Of HEALTH AHr SD:IAt t1ELf.1tE
rtCJr~i COORD!NATOP. 1 DEPU~V CHIEf "EDiCA: OFFICER, ~JREAU O~ PREVENTIVE s~~rtE~

:JUNT~ "E~ICA~ DIRECTOR
C~ti~:f Ceet SUPERVISC~

~G2::7~rS/TRAINIKG COORt!NA!DK (PEACf COp.p~ V~luHrEEp.!

r~;&~: eU~~A~ OF HEALTH INF3Rft~T:~N ANn VITAL STHT:STICS
iiPkti~H PRD6RAI' FDI\ Ift"UNHATIDN, "HISM

D~F.ECTilR

~RC6fiH" ftANASER
rif~LTH EDU~AnD!C DIVISION! Ktf.S.

ACT!NE DIRECTOR
!H-SE~.lCE EDUCA.IOM DIVISION 1 ftH'SW

IH prCTilR
u.s. ~[NrV FOR INTERNAilDNAL D£VELUf~ENl 1~ l!PERIA

H£A~TS ANt POPUL~TIDN OfFICE~

IMTERNATI~~ H£ALT~ PR06RA" OFf!CE, CENTERS fO~ D!SEASr CONTROL
~NC~ fOf. INTP.NArIDNAL DEVELOPnENT, IASHINSTOK L.C.
UNICEF t LIBERIA
ItID, lIBEI\IA



APPIBDIX 9

BSTIKATIOR OF COST PBR IHKURIZBD IBDIVIDUAL 1M THE

LIBERIAN EPI/CCCD PROGRAH FOR CALEHDAR YEAR 1985

Analysis prepared by Catherine A. Severo, PCV Rimba County Health Team

for CCCD Evaluation Team, Karch 1, 1986.

DESCRIPTIOR

The cost per immunized individual was calculated for the Liberian

EPI/CCCD Program for calendar year 1985. The calculations are based on

cost and coverage estimates from a variety of sources. The sources and
the weaknesses of the data are identified in Table 1. In general,

however, certain qualifiers must be kept in mind. The actual amount of

vaccine and supplies provided by the EPI office during 1985 is unknown.

While some records exist, the variance between reported figures and

sub~equent inventories was high by as much as factors of five or ten.

While every attempt has been made to correct for this, the resulting cost

estimates may be overstated. For certain items, no records exist and

estimates, based on personal experience, had to be made.

Since the actual population, of Liberia is unknown. a figure of 1.9

Million is used to estimate coverage. This number is based on trended

forward data from the 1974 census figures. Target populations were

calculated using the percentages for age groups used throughout West

Africa. Although target populations per Liberian county were calculated

by regional EPI supervisors in 1985, these data were not available.

Coverage estimates are based on the preliminary results of the coverage

survey conducted after the January 1986 Rational Vaccination Campaign by

CCCD. Results from three counties and Monrovia are available. The



c~vera&e and cost .sttm&tes shown in Table 2 and ~ere calculated usins
data from two counties Which may represent the ranee of coverage for all

counties except Monrovia. These calculations will be corrected in later

months as the coverage survey is completed.



COST DATA BLEKEHT SOURCE

'l'able 1

STREHGTHS/WEAKHESSES

BPI expenditures
for 1985

CCCD total cost
Less Malaria
related purchases
for 1985

IIH&SW Personnel
budget for two
weeks in 1985

Peace Corps
Volunteers Doing
BPI in 1985

other Health
Workers Doing
EPI in 1985

Estimated value
of vaccine
distributed by
EPI in 1985

MH&SW budget office
Actual P'Y 1985
expenditures

USAID cost reports
Actual Cal. 85
expeneUtures

IIH&SW budget office
Actual FY 1985
expenditures

Peace Corps estimate
of total support and
known PCVs involved

KH&SW budget office
Actual P'Y 1985

EPI stockroom records
for calendar 1985.
Cost based on UWICEF
price/dose + 15~

shipping cost.

FY 85 is July 84-June 85. Since
salaries equal 8SS of the budget and
have not changed, actual expenditures
in FY85 were accepted as a proxy for
calendar 1985.

Since imn~nization represents almost
all project activities, all CCCD
costs were allocated to it except
identifiable expenditures on
non-immunization activities.

The Bational Vaccine Campaign (lYe)
used almost 100~ of KH&SW personnel
for one week, and large but varying
amounts of personnel during the prior
6 month period. A gross estimate of
MOHSW's contribution to immunization
was set at 2 weeks of time.

Ten PCVs were involved in various
aspects of the program. Percentages
of their time were estimated.

A small number of workers assigned
to MH&SW, Ministry of Education, and
Ministry of Agriculture do full-time
immunization work. Some very small
percentage of double-counting may
exist.

Many donors provide vaccine to EPI,
including WHO, USAID, UBICEF,
Rotarians. Their true costs were not
available. Since IPI channels all
these donations to the vaccinators,
their disbursal records were used to
estimate the value of vaccine. An
inventory in Feb 1986 showed these
records contained serious errors,
sometimes as much as 2 million
units. These errors have been
accounted for. There is a large



COST DATA BLBIIDJT SOURCE STBEBGTHS/WIAKIESSES

discrepancy between doses sent out
and coverage estimates. FrOID the
expiration dates on d03es sent, most
non-used doses are no loncer viable.
This wastage factor must be included
in cost estimates. Few records were
even made.

Bstimated value of
supplies sent out
by EPI in 1985.

Estimate based on
UBIPAC and IDA price
lists + 15~ shipping,
and partial list of
items sent out by
EPI.

Actual records were not available.
Estimates of supplies were that one
needle and syringe was needed for
every dose sent out. Cold chain
equipment estimates were based on
personal experience of Mimba County
items received, seneralized to eleven
counties. These estimates may have
little validity.

Costs Worksheet

Cost Estimate* 203093
119165
388308
56169
55491

1320
26586
10912
11559
13026
23848
22258
10856
11284

2745
3896

• 1027116

doses
dcses
doses
doses
doses

37.400
288970
104280
386560
435660

'rT,
BCG,
Measles,
DPT,
Polio,
Syringes
lIeedles
Refrigerators
Col,'! Boxes
Small Thermos Coolers
Thelmos Cold Packs
TOTAL

Estimated Value of Supplies:

Item
BPI Budget
CCCD Cost - Malaria Activities
MH&SW Personnel for 2 Weeks
Peace Corps Volunteer
Other Health Workers
Estimated Value of Vaccine:



Cost Calculation

Cost per vaccination was calculated for each vaccine separately. This was
done in an attempt to capture the differences between partial and fully
immunized individuals. The formula used is:

Cost per immunization of one vaccine type:

Support cost common
to all vaccines

~ of total doses Additional
X that are one + (Support x
vaccine type costs

injections
for one
vaccine type

~ of doses* individual
that are + vaccine
for one costs

vaccine

Estimated Additional Covered Population for Vaccine Type

*Polio vaccine calculations el\minate the second element, support cost for
injection, since it is an oral vaccine.



Table 2
Data Blements

Vaccine Doses
Percentage of Percentage of
Total Doses Total Injectable Doses

BCG
Polio
DPT
lIeasles
'1"1'

288970
435660
386560
104280
374400

1589810

18.2
27.4
24.3
6.6

23.5
100.0

25.0

33.4
9.0

32.4
100.0

Support cost for all vaceines: '~ll604

Additional support cost for injectable vaccines: • 46106

Population estimates:
Total Population:
BCG, 0-1 year olds, 3.3~ of population, target
Polio, 0-2 year olds, 7.5~ of population, target
lIeasles, 9 months - 3 yearB, 11.3~ of population, target
DPT, 0-5 year olds, 1~ of population, target
TT, 14-49 year old women, 2~ of population, target

Coverage Survey Results:

Percentage Vaccinated in CQunty

= 1. 9 million
.. 62700
= 142500
= 214700
,. 361000
• 380000

Vaccine lIonrovia ILnr&ibi Cape Mount Bomi/Lower Lofa

BeG 65 36 43 SO
Polio 1 58.5 30 58 60

2 28 25 25 28
3 21 20 15 10

OPT 1 59.5 41 58 69
2 26.5 9 26 29
3 21 4 16 14

lIeasles 40 33 49 73
Fully Immunized 16 3 12 7
TT 1 21

2 7



Estimated Coverage f~r Liberia Per Vaccine:

ExpectedBumber Immunized Based Cn TWo Counties' Covera&e Data

Vaccine Using Bomi/LL Covera&e Using haibi Coverage

BeG 31350 22464
Polio 1 85500 42750

2 39900 35625
3 14250 28500

DPT 1 249090 148010
2 104960 32490
3 50540 14440

lIeasles 156731 70851
TT 1 79800 79851

2 26600 26600
Fully Immunized 26270 10830

Cost Per Immunization:

Cost Per Vaccine Using TWo Coverage Estimates

Vaccine Using Bomi/LL Coverage lIargibi Estimate

BCG
Polio 1

2
3

DPT 1
2
3

lIeasles
TT 1

2
Fully Immunized

*If allocated 75~

Support to lIeasles

5.66
3.07
6.59

18.44
1.00
2.37
4.92
0.48
2.96
8.89

40.65
4.65

7.90
6.15
7.38
9.22
1.65
7.65

17.21
1.06
2.96
8.89

94.84
10.29

*The final calculation is made in order to look at value of the
program. Some epidomiologists believI! measles is the most important
vaccine for reducing child mortality. Therefore at least measles
vaccine should be delivered by a progrnm. Additional vaccines add
variable costs but only marginally affE~ct the total cost.

**The above costs are based on the assumption that before 1985 coverage
O. Therefore, cost per vaccinated child would be considerably higher
if these calculations were based on a new cohort of children not the
entire number of children in the population.



Appendix 11

Cost Recovery in the .1mba County

Primary Health Care Village Health Worker Program

Brief Swnmrary by Catherine A. Severo, PCV

.~ba County Health Team for CCCD Evaluation

llarch 6, 1986

Introduction: Fifteen Village Health Workers (VHWs) have been working in

three adjacent clans in Himba County, Liberia since June, 1984. During

the first eishteen months of the program they have treated 10,320 cases.

A com~ination of goverrunent, private donor, and community funding,

supports the YHW's, their supervisory system, and their revolving drug

program. This paper describes the issues and successes of the existing

prasram to recover costs through user fees.

Setting: Since 1979, development in Bimba County has been primarily

supported since 1979 by the Himba County Rural Development P~ogram

(HCRDP) ot the German Technical Assistance Project (Federal RepUblic of

Germany). HCRDP provides limited financial and technical assistance

structured to support as few operating costs as possible. The program

components include agriculture, fisheries, roads, water, and health.

Prtmary Health Care (PHC) development is divided into ten geographic

cycles of two to three clans each (about twenty villages). Within the

Cycle I area, St. Mary's Clinic, (a part of the Catholic Mission in

Sanniquellie), has been active in health and water development for the

last ten years. In 1982, the director of the clinic joined the County

Health Team, which is composed of the HCROP consultant and MH&SW

persor~el, in its efforts to coordinate all PHC activities in Bimba. The

Sanniquellie - Bah/Gbehley-Gen area was chosen for Cycle I because of the

readiness of this donor/health care provider to participate.

One MH&SW clinic and two health posts are within the Cycle 2 area. A

third health post was constructed during the project period. The clinics



are staffed by a Regional Supervisor (lun, LDlls, a Health Inspector, and

other assistants. The health posts are staffed by either a Physician

bsistant (PA) or an U.

In addition, four Peace Corps Volunteers have contributed varying

percentages of their time to this project. Due to lack of GaL funds,

most of these HH&SW health facilities have received little or no

equipment or drugs for the past year or more. Payment for the health

staff has a lag time of two to five months.

Goals: The goal of the PRC development in 8imba is to create an

integrated multi-level health care system with consistent logistical

support at an acceptable cost. There are three main components to this

program: 1) mobilization of communities for PHC and for active

participation in a VHW program and related development; 2) strengthening

the existing health infrastructure, including extending the skills of

current HH&SW workers; and 3) creation and implementation of new

mechanisms fer financing current under supported activities and new

activities.

Progre!£: Pursuit of the three components took place simultaneously.

After self-education, consensus building, and planning meetings about

PHC t sensitization teams (S-teams) comprised of'HH&SW clinic/post staff

and St. Mary's staff were formed. The s-teams made a series of visits

to 21 communities within Cycle 1. Communities were chosen on the basis

of size. Any village with more than 4000 people/50 huts and less than

200 huts could participate in PHC. (This size is considered necessary by

.CROP to muster sufficient human and financial resources but not too

large to be a cohesive community.)

During the visits, the concept of PHC was explained and the health status

and desires of the community discussed. If a village was interested in

PHC, the S-team guided the residents through formation of a Villase



Development Committee (VDC), choice of a Chairman, and ultimately, choice

of a VHW trainee. The VDCs are envisioned as general development bodies

which will make choices among agriculture, eonstruction, water, or ot.her

activities, whether self-generated or offered by BCROP. The VOCs were

required to choose a method for supporting their VHWs through ad hoc

in-kind and cash contributions both from individual patients and the

villages as a whole. The Cycle 1 VOC's chose to support the UHWS th~ough

ad hoc in-kind and cash contributions both from individual patients ,and

the villages as a Whole. Criteria for selecting the VHW was based on the

national MH&SW guideline~. Villages were encouraged to choose by

consensus someone who was a settled, permanent, and respected community

member. Illiterate or barely literate villagers were preferred. Bo

prior western health experience was allowed because of the likelihood of

job dissatisfaction with the limited authority of the VHW role.

Independently, refresher training of MH&SW workers was begun. Cycle 1

health workers were drawn into an integrated system by their new

training, their short-team work, and their participation in creating the

VHW curriculum. Some of the short-team workers were also trained to

become the VHW trainers and supervisors. Three were provided with

motorcycles by BCROP according to the national purchase policy.

The VHWs were to be visited bi-weekly, then monthly, by their VHW

Supervisors and encouraged to refer those cases outside their scope, to

their nearest health post or clinic. Health posts would refer to either

the HH&SW clinic, st. Mary's, or a hospital if necessary. During the

supervisory visit, the VHW's monthly records (designed for illiterates)

and drug kit would be checked, feedback on referrals given, and the

status of community/VHW relations assessed. The Supervisor would try to

solve conflicts or if necessary, would refer issues to the County Health

Team.



Lastly, the VIlW revolving drug scheme was planned. A basic kit of nine

items was designed to treat the ten conditions for which the VIlWs would

be trained. The original plan called for purchase of drugs from 1I0nrovia

wholesalers. However, in ~985, monies were channeled through st. Mary's

Clinic for the purchase of drugs from the Christian Health Associatien of

Liberia.

Throughout this development process, the emphasis has been on maximizing

existing KH&SW and community resources. As much as possible new payments

or income from donors were excluded in order to limit dependence on them

anc! to limit increasing the financh\l burdens of the GOL. For example,

KH&S.l lrorkers are not given any extra payor per diem for their VHW

supervisory activities, although they are given fuel support. InitiaU,y,

the villages expected VHWs to go en the GOL payroll, but this was never

considered. The VHW was considered as the employee of the village. The

villaB~ ~s a whole is the PRC participant with the Health Team.

Implementation: Three s-teams visited 21 villages from Movember 1983 

February 1984. Fifteen villages formed VDCs and chose VHWs. Th VHWs are

trained and installed in their villages by June 1984. Each village rais

'109 for the initial purchase of their drug kit.

The VHWs were trained to treat the following conditions:

Condition Treated With Amount in Drug Kit

Malaria Chloroquine 1 Tin/lOOO tabs
Asprine 1 Tin/lOOO tabs

Worms Piperazine 2 liters

Anemia Iron Syrup 1 liter

Diarrhea Oral Rehydration Therapy (Home llade)

llalnutrition Referred



lIeasles

Tetanus
Wombs

Aches/Pains

Scabies

oaT, ASA, Fever control, or
referred

Referred
Cotton, Plaster, Bandases,
Genetian Viloet or referr~d

Aspirin

Benzyl Benzoate

1 roll, 4 rolls, 6 rolls
Sliter

As above

1 liter

Issue: Several issues emerged during Cycle 2 that required revision of

the program before extension to any other project area. During the first

six months it became clear that villages were not adequately supporting

the VHWs with either in-kind or case contributions. (The Lofa County VHW

program has had a similar problem.) The problem appearea to be the low

value placed on the VHWs services, the vagueness of the agreement for

"support.. , and perhaps the VHWs inability to make p&yment demands. A.t

the retraining after the first six months, discussions were held with all

inv~lved parties. A per case service fee of $.10 was set. The VHW keeps

the fee as fULl payment. In 1985, the VHWs collected $566.70, an average

of $44/VHW/year. Since the average annual income of most small village

residents is '100·-200/year, this sum can create an incentive to work.

However, VHWs do not receive fees for health education or voluntary home

visits. Their performance in these areas has been weak. For example,

the number of home visits has declined stea~ily from 76 in January, to 27

in December 1985.

Two villages have been dropped from the program due to poor performance.

In both, the community failed to support the VHW financially or

psychologically. In one village constant pressures from the town chief

to &ive credit to his friends and relatives seriously affected the VHWs

revolving drug p~ogram. The town also did not meet its obligations to

St. Hary's for water projects. The drug kits were removed frQm the

villages in March 1985. In 19P6, on~ VHW was reinstated after ret~aining



beca~se his town chief and VDC worked hard with the County Health Team to

correct their problems. This town will be on probaticn until Kay, 1986.

The need for consiste&t supervision and training of the VHWs cannot be

overemphasized. Their lack of experience and tlleir isolation mean that

they need constant reinforcement and motivation by their supervisors.

This has a high labor cost.

To Bome extent, the referral system does not work and referrals are

decreasing. The most important factor is the failure of GOL to supply

the clinics and health posts. Since the referral facilities hav few or

no drugs, many patients refuse to be referred because they cannot receive

treatment from the health facility. This is compounded by a second

fBetol: p~rceived value. The prestige of the VHW is increased by his

ability to treat his co-villagers. The villagers value his services more

because he has drugs even though he has less training than MH&SW health

workers. T'aere{,;~3, there is a strong social disincentive to refer as

well as a serious problem with r~ferral facilities. To solve this

problem, a revolving drug program for clinics has been desi~ned and will

be implemented in the next two months. Referral will be emphasized at

the next annual retraining.

Originally HCRDP and St. Mary's were supposed to provide development

costs, but GOL was supposed to cover operating costs. This has been

hindered by the decreasing ability of GOL to cover non-personnel costs

and by the high operating input of st. Mary's and HCRDP staff. However,

one component of the clinic revolving drug program is a ne~ r~gistration

fee scheme. Monies generated will be kept within the clinic system.

Funding of ~{W supervisor transport costs will be second on the list of

allowable expenses.

Financial Performance: The VHW program has two separate financial

components, the VHW Drug Kits and the non-drug costs. The VHW drug kits



ware designed as a stand-alone system. .CRDP provided '1,767 for the
purchase of a seed stock. The communities purchased their initial drug

kits from .CRDP and then revolved the drugs through drug sales. Drugs

were priced per dose at cost plus a small margin for spoilage and

wasteage. Drugs are revolved on a cash only basis. VHW supervisors take

orders and cash from the VHW during supervision and then deliver the

drugs from the depot. The VHW holds all cash in his kit until he chooses

to purchase more. VHWs Who give credit and whose kits fail will not be

refinanced by .CRDP. This forces the VHW and village to keep the money.

Unfortunately, within the time constraints, a financial report on the

revolving drugs is not possible.

The non-drug costs have been borne by five payers: HCRDP, GOL, st.

Mary's, Villages, and Peace Corps. Expenses can be divided into five

categories: 1) foreign personnel, incl~ding HCaCp, st. Mary's, and Peace

Co~s, 2) curriculum development, 3) community mobilization, 4) training

costs, 5) recurrent activities costs l~ss drugs (see Table 1).

The ability of the program to recover costs from user fees depend on what

level of recovery, is desired. Currently, the program recovers 100~ of

the in-village costs: the VHWs time (valued at '.10/case) and the

revolving drug costs. However, no costs are recovered for training,

supervision, or development. At a different level, the GaL plus the

villa!es cover 35.7~ of recurrent activities and 25% of development,

mobilization, and training. These figures do not indicate an ability by

the Liberians to support their program in the near future unless

additional user fe2~ ~re imposed.



Cost Breakdown

'232,768 • 'leO
57,443 II: TC1
53,813 • TC2
52,133 = TC3

42,103 • TC.
14

3,007
(1984/85. 10,320

• 4.08

Total Bon-Dru& Costs •
Foreign Personnel •
TCl - CUrriculum Development •
TC2 - Curriculum Mobilization •
TC3 - Training Costs

lJumber of VHW's
TC4/VHW per annum 
lUmber of CBses treated
TC4/Case

This breakdown assumes that the users should pay for recurrent costs and

the training of their VHWs, but that outside donors should bear most of

the cost of development and outreach. If the donors should also assume

the training costs, then TC. = *42103 and unrecovered cost per case is

'4.08. Thus, to fully recover operating costs, user fees would have to



Table 1

Bon-Drug Cost
Oct~ber 1983 - December 1985

Source of Support Peace
Cost Item I1CRDP COL st. Kary's Villages Corps Total

1. Foreign
Personnel 130000 0 32500 0 12825 175325 75.3

2. Curriculum
Development 2835 795 0 0 0 3630 1.6

3. Community
Mobilization 1680 0 0 0 0 1680 0.7

4. Training 6850 318 0 0 0 10030 4.3

5. Recurrent
Activities 21932 14474 5130 567 0 42103 18.1

TOTAL 163297 18449 37630 567 12825 232768 100

I. of Total 70.2 7.9 16.2 2.0 5.5 100

Sources of Data: See Annex



be '3.98 instead of '.10. There would be an additional administrative

burden of collection, monitoring, and disbursal to offset this income as

well. Given the perception of Liberian villagers' willingnesp and

ability to pay, even a fee of '.25 or $1.00 may not be collectable.

Change to a higher fee rate to cover non-village costs would entail a

change in prQgram philosophy. One of the goals of the program has been

to stimulate village participation in PRC. An important component of

this has been t~e VHW as village employee. To require the VHW to collect

fees for the larger health.system - even though it is the VHW's health

system - is likely to be perceived as a shift to VHW as KH&SW employee,

with an accompanying drop in community support. Collection of high fees

for the county, but only $.10 for the VHW, might be a disincentive for

the VHW as well. Therefore, the Bimba County Health Team has pr~ferre4

to devise other income schemes to cover non-village costs, such as the

clinic registration fees. However, as the willingness of BCROP and other

donors to pay for training and other development costs changes, ur as

villages show more interest in participating, an increase in user fees

will be considered. Th results of this analysis will undoubtedly

contribute ~o County Health Team discussion on this issue.



.imb. County VHW Bon-Drug Costs

Item

Foreiln Personnel • $175325

Source of Data Cost $

German Consultant • 5~ yr/2yrs/'130000 BCROP 1983 est.

Peace Corps Volunteers 1 , 5~1 3mJ$ 18000 Peaee Corps est.
l' 5~1 3m/$ 18000
1 @2~/12m/$ 18000
1 , 25~/18m/$ 18000

130000

12500

FMK Sr. B. Brillant, 65~/2Yr/$25000

Curriculum Development - $3630
Curriculum Writing Workshop
Training Equipment

Microcomputer, allocated amortized value
Graphics for VHW visual aides
HH&SW staff time, 2 wks

(lBN Supervisor, 2PA, 1RS, 2LPH, 1HI)

Community Mobilization = $ 1680
Sensitization team
s-team workshop

Training Costs = $10000
Training of trainers

Cycle 1 training
Cycle 1 retraining
HH&SW staff time, 2 months

SBB Prexy

BCROP 1984 budget
HCROP 1984 budget

estimate based on
actual cost BCROP
budget
1985 HH&SW report

.CROP 1984 Budget
HCRDP 1985 budget

notes

BCROP 1985 revised
budget
1984 budget
1984 budget
as above

32500

350
1500

435
550

795

1500
180

5250
1500
3180

Actual
est. on actual
est. on actual

Recurrent Activities = $42103
st. Mary's input: transport and maintenance SBB

estimate base

BCROP input: 9 motorcycles' $776, depreciated
actual cost 2235

1rdW supervisor fuel 4 X 18m X $10
2 vehicles, allocated, depreciated
fuel and maintenance for vehicles

5130

on

720
16354

1584



(Pase Two of)ARIEI

.1mba County VHW .on-Dru& Costs

Item Source of Data Cost •

lIH&SW input for supervision, 2ot. X 18 Salary Report.
1 0 SUpervisor , • 4152 for 1984-85
2 PAs , 3~92

10 , 3327
2 LOll , 2600
1 HI • 2000
1 Driver, Sot. • 2000
1 Public Health, 25~6m • 13000

Officer, 35~ X 12m 14474

Annual Retraining: of Trainers 1986 budget 260
of YHWs 0

Fuel for PCVs • Slom, amortized Actual 39

Income for VHWs as proxy for labor Actual 567

Stationary for Forms 1985 budget 240




