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t. Introduction

The annual meeting of National Onchocerciasis Coordinators was held from 2 to 4 Junel999 at the
OCP Headquarters in Ouagadougou.

The meeting was attended by the following: OCP and APOC staff, National Coordinators and
National Health Directors from the 11 Participating countries, a representative of OCCGE, a
representative of the NGOs Sight Savers International, OPC and HKI which have been
collaborating with OCP and Participating countries in the control of onchocerciasis.

The objectives of the meeting were :

o To evaluate the prbgress made in the transfer of residual onchocerciasis activities to the
Participating countries;
To assess the progress'made in the implementation of the activities already transferred to the
countries;
To evaluate the extent of the follow-up to the recommendations made at the last meeting of the
National Coordinators;
To find the most appropriate solutions for a rapid and sustainable integration of the Oncho
control residual activities in the countries.

Opening

Two speeches were made at the opening ceremony: one by the Chairperson of the previous
meeting and one by the OCP Director.

2.1. Speech by the outgoing Chairperson

He welcomed the participants and reiterated the commitment of the Participating countries to
redouble their efforts in order to ensure success in the process of transfer. He thanked OCP for the
relentless efforts it is making to make this transfer a success story.

2.2. Speech by the OCP Director

The OCP Director underscored three salient points in his opening remarks. These were: the
celebration of the 25th anniversary of OCP, the importance of the presence of the National
Directors of Health and of NGOs at the meeting, and the initiative for the control of lymphatic
filariasis and its linkage with CDTI.

2.3. Recall of the main issues discussed at the JPC19 and JAF4 meetings.

Following the opening ceremony, the OCP Director recalled the main conclusions of the JCP19
and JAF4 meetings held in December 1998 in Accra. He particularly dwelt on the decisions taken
by the JPC concerning onchocerciasis control in Sierra Leone and vector control on the Sassandra
River in C6te d'lvoire. He also touched upon the requirements OCP member states have to fulfil
to ensure financing of national onchocerciasis control programmes, and the integration of these
into other disease control programmes. The approval by the JPC for the creation of the Centre for
Multi-disease control and surveillance, the social and economic development of oncho-fieed
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zones, the continuation of research for the development of a macrofilaricide were, among other
things, mentioned by the Director as a prelude to the deliberations of the meeting.

2.4. Election of officers

A four-member committee was set up to conduct the deliberations. Burkina Faso was elected to
chair the meeting, while Benin and Niger were chosen as rapporteurs.

2.5. Follow-up to the recommendations of the previous meeting

2.5.1. Implementation of recommendations of the 1998 meeting:

At the last OCP National Coordinators' meeting, 8 recommendations were made, 5 of which were
aimed at the Participating countries and 3 at OCP.

The state of implementation of these recommendations was as follows:

1/ Recommendation on the choice of villases to be put under CDTI: All the countries
undertaking ivermectin treatment, have taken entomological and epidemiological criteria
consideration for the choice of the villages to be put under CDTI.

2/ Recommendation relating to the orderinq of ivermectin b), the countries: the ordering of
Mectizan was done in time by the countries and in accordance with the pre-established time-table,
either from OCP or from MDP, so as to ensure the availability of the drug for use at the beginning
of January 1999 or January 2000. Seven (7) countries have already started ordering ivermectin
from MDP:

o Burkina Faso, Senegal and Guinea in 1998.
o C6te d'Ivoire, Ghana, Mali and Togo in 1999.

3/ Recommendation on the development or adaptation of ivermectin manaeement tools: These
activities were carried out or are on-going in all the countries applying CDTI. These tools are
found at all levels of the health system. However, ivermectin management is yet to be integrated
into that of other drugs in the countries.

4/ Recommendation concernins the selection of candidates for academic traininq financed by
OCP: The mechanism for an objective selection of candidates for training, as recommended by
WHO, is yet to be instituted or applied in all the countries. The latter have, however, undertaken to
pursue efforts in this direction, especially at their respective cabinet levels, so as to ensure the
selection committees are put in place or reactivated.

5/ Recommendation on supervision and evaluation: In the areas of monitoring, supervision,
evaluation of activities and staff motivation, more remains to be done. With respect to incentives,
the meeting recognized the need to find the best adapted country-specific solutions and means of
each country to obtain firmer commitment of the staff involved in the control of onchocerciasis
and other priority diseases.

. - .,-.,,.-s. In
countries where theseiools exist, they will quickly be improved for u *o." efficient use in the
f,reld. The development of these guides will be preceded by an analysis of current health systems

now
into
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and the integration of Oncho control activities into those of other diseases. In order to support the
countries in this area, OCP is going to develop a standardized supervision and monitoring guide,
which each country will adapt to its individual context.

6/ Recommendation on the development by OCP of a module for intesrated epidemioloeical
surveillance of diseases: A training module integrating all priority diseases is being developed. A
first draft on onchocerciasis has already been presented by OCP to WHO/AFRO for evaluation.

7/ Recommendation on the training at all levels of health staff involved in the collection and
analysis of oncho-related data as well as those on other diseases: The process of capacity building
in the area of data collection and analysis is on-going. As a matter of fact, the trainers have alrerdy
been trained, and the collection tools have been integrated into the training modules. In some
countries. the regional or district multi-disease control teams have already been trained in this area.

The computer equipment and the data have been transferred to all the countries, but the training in
analysis and decision-making is still on-going.

8/ Becommendation on the simplification of data collection tools: Initiatives are already being
taken toward the simplification of these tools.

2.5.2. Implementation of the recommendations made at the informal meeting held on April 12
1998 between the Director of OCP and the National Coordinators.

In line with the incentive plan proposed by the Director at this meeting, an evaluation was carried
out by an independent team of consultants in the countries (except in Sierra Leone and Guinea-
Bissau) during the last quarter of 1998. At the conclusion of this evaluation, two coordinators were
selected and each had a month's training period at the OCP Headquarters in Ouagadougou. Their
direct collaborators also had a few days (at least one week) of practical training, with a view to
upgrading their skills, especially in the area of updating of the data banks of their respective
countries and the analysis of these data. With regard to the best districts chosen in the countries,
each of them will receive in the near future a bonus in the form of working materials worth about
us $ 5,000.

3. Deliberations

3.1 . Reports by the Participating countries

All the Participating countries of the Programme have made considerable progress in the
implementation activities since the last meeting, except Guinea Bissau and Sierra Leone which are
confronted with social and political disturbances, coupled with serious insecurity problems. In this
connection, a lot of effort was made towards the installation of CDTI and ensuring the exparsion
of its coverage both in geographical extent as well as in population terms. Efforts were also
made in the areas of epidemiological surveillance and evaluation, in IEC, monitoring, staff
supervision and training at the central and operational levels.



3.1.1. CDTI activities

Geographical coverage varies between 80% and l00yo, and population coverage between 52.1%
and 87 .4o/o depending'on the country (see table below).

Table l: CDTI performance by country in 1998.

t CDTI not undertaken due to social/political disturbances in these countries.
** CDTI not applicable (Niger)

3.1.2. Epidemiological Evaluation and Surveillance

In 1998 and 1999, nine countries carried out epidemiological evaluations and surveillance the
results of which are shown in Table 2 below:

Country Geographic coverage Population coverage Reporting
periodN"of

villages to
be treated

N"ot
villages
treated

Uoverage

%

Population
Counted

Population
treated.

Coverage

%

Benin 2453 2053 84 1628900 tt78327 72.4 1998
B. Faso t9l 191 100 r37798 95259 69.1 1998
C. lvoire l 688 1552 92 699969 5t09t2 73 1998
Ghana 764 764 100 525020 273410 s2.t r998
Gurnea 56s3 5084 90 r66s262 13 10030 78.7 1998
Guinea
Bissau*
Mali 3330 3075 92 1643575 1325133 80.7 Mar , 98

- Apr'99
Niger**
Senegal 543 521 96 r42888 r09336 76.s r998
Sierra
Leone*
Iogo 5430 4368 80 t913346 r672282 87.4 1998
Total 20052 17608 88 8356758 6475289 77.5 /ililt/t



Country N"of
villages
evaluated

Census
population

Population
examined

C rude
prevalence
%

CMFL Evaluation
period

Benin t3 3997 26s3 0-15.38 0.0-0.46 999
Ghana 48 0-62.1 998
Togo 8 2336 1777 t.54-12.5 0.2t-1.07 998
Senegal t2 3696 2841 0.6-5.3 998
Gurnea 49 t1746 7t72 0-67.1 0-8.99 998
Mali 58 22928 13r39 0-32.2t 0-0.0069 998
Burkina
Faso

28 t2652 7057 0-20.25 1998

Niger l1 5509 2214 0-0 0-0 1998
COte
D'Ivoire

10 1733 1033 0-3.3 0-4.46 r999
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Table 2: Results of epidemiological surveys in the countries (1998-1999)

Crude prevalence rates remain high in certain basins, such as the Mo in Ghana (62.1%), Loffa and
Oule in Guinea (66.4 and 67.1%). The basins where high prevalence rates. were recorded in
Guinea are located in the forest zone, which have never undergone ivermectin treatment.

There are 2150 epidemiological and 187 surveillance villages in the 11 countries. Selection of the
surveillance villages is based on criteria such as the location of the village in relation to rivors,
breeding sites, the size of the village, and the level of endemicity of the disease in the area at the
beginning of control activities.

Epidemiological surveillance activities were decentralized through the setting up of teams at the
district and regional levels.

Additionally, each country now has at least one medical entomologist, who has been trained for
the entomological surveillance of onchocerciasis.

3.1.3. Information, Education and Communication (IEC) activities

These activities are carried out quite regularly in most of the countries. Countries such as Mali,
Niger, Guinea, Cote d'Ivoire benefit from the financial and/or technical assistance of some
bilateral institutionsA.,lGOs such as HKI, OPC, Sight Savers International etc. for the production
and diffusion of educational materials as well as all other IEC activities. It was, however, obsorved
in some of the countries that there was very little or no collaboration from the personnel in chrrge
of oncho control and the national IEC services.

The national onchocerciasis staff are increasingly faced with various behavioural problems in the
implementation of activities. This has to do with incentive claims by community distributors, the
growing reluctance and absenteeism of the populations at epidemiological surveillance and
evaluation sessions, their refusal to take ivermectin etc. Given these problems, it is very necessary
to intensify IEC activities. This would ensure a higher degree of sensitization of communities,
political, administrative. traditional and religious authorities and other opinion leaders, who could
contribute to the succcss of activities.
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3.1.4. Supervision and monitoring.

Supervision and monitoring activities are carried out by the oncho control staff in the various
countries, but on an irregular basis. Besides, not all countries have appropriate tools for an
integrated and effective supervision. There is, therefore, a lot of work to be done to ensure
improved performance by the personnel in this area.

In order to optimize efforts, it is of the utmost importance that oncho-related supervision and
monitoring activities be urgently integrated into those of other diseases, that health teams
(especially those of the districts and peripheral health centres) be provided with the necessary
Iogistics. It is absolutely necessary to strengthen these activities at all levels so as to ensure the
effective installation, regular implementation and sustainability of CDTI and related activities.

3.1.5. Major difficulties encountered.

The installation and progress of CDTI are hampered
management tools are not always available, especially
centres.

a number of constraints: ivermectin
the districts, communities and health

by
in

Not all distributors find the materials used for managing ivermectin distribution easy to handle,
given their educational level. Some communities lack literate distributors. In addition, t}re method
for choosing distributors does not always meet the consensus of all members of the community.
More often than not, it is the village authorities who impose their choice of distributors on the
communities. There is an increasing demand by distributors for incentives in all the countries.

Some countries have made provision for substantial budgets for Oncho control. Unfortunately, this
is not the case for some others, where the lack of funds and material means greatly hampered
activities, especially those relating to monitoring and supervision. This situation is most often
worsened by the low level of involvement and motivation of the personnel and the increase in
workload for peripheral health workers. Consequently, the actual implementation of activities is
lagging behind; the same goes for data collection, transmission and analysis.

National staff still lack the necessary skills for computer data analysis. There is therefore the need
to upgrade national capacities in this area.

OCP has already carried out a lot of academic and in-service training for the health personnel in
the various countries. However, most of these trained health workers experience frequent staff
changes which results in the necessity to re-do, in some cases, the same training for their
colleagues who have to replace them.

The implementation of activities is sometimes delayed or even put in jeopardy by the lack of
interest of the other health personnel in CDTI, especially when they have had no prior training.

The trained personnel do not always have the resources needed for carrying out activities. This is
the case of the trained epidemiological surveillance teams at the district and regional levels. They
are often not operational, due to the lack of skin snipping apparatus.
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Summary of reports presented by participating countries.

The report of each country put emphasis on CDTI implementation, epidemiological surveillance
evaluation and efforts made toward control and multi-disease surveillance, IEC activities, reforms
effected for the integration and decentralization of activities. The National Coordinators brought to
light the difficulties encountered and proposed some solutions.

After the country reports, the chief of the Planning, Evaluation and Transfer Unit (PET) presented
a general overview. He underscored the main difficulties encountered by OCP and the countries in
the transfer process and the implementation of activities. He made proposals for solving the
difficulties raised.

The presentation on this subject brought to the fore IEC contribution to the installation md
sustainability of CDTI and to the other activities transferred to the countries. Health workers,
indeed, encounter various problems, some of which are attitudinal and behavioural and which
constitute real obstacles to the success of activities (these include the refusal to undergo d<in
snipping, to take ivermectin, incentive claims by some community distributors etc.). A few
strategies were recommended for strengthening and improving IEC within the communities.
Countries may also take advantage of HKI support in the area of sensitization and advocacy to
ensure the success of CDTI and other oncho control activities. The PET Unit will take the
necessary measures for a closer involvement of the national services and IEC specialists of the
various countries.

3.4.

In order to find a solution to the problem of
increasingly reluctant to undergo, the use of the
countries of the Programme.

the skin snipping which the populations
DEC patch test is being generalized in all

are
the

In Benin, Burkina Faso, Mali, Niger and Togo, the national teams have already been trained in the
preparation and handling of the test. This training will be carried out in the other countries as son
as possible.

Up to the year 2000, the skin snip method and the DEC patch test will be used for the diagnosis of
Onchocerciasis. Starting from 2001, only the DEC patch test will be used.

Furthermore, the test with pooled mass of black-flies is available and will be used for early
detection of recrudescence; it will allow for the assessment of the impact of ivermectin on
transmission.

3.5. Interventions from other Partners

The representative of OCCGE reiterated the readiness of his organization to collaborate with the
countries of the sub-region for the control of diseases, including onchocerciasis. He informed
participants about the expertise and resources available at OCCGE, which could contribute to this
control effort.
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The representative of Sight Savers International made a concise presentation of the organisation
and indicated its zone (Ghana, Guinea, Mali) and fields of intervention, its objectives and major
activities.

OPC also specified its mission, which includes research and the promotion of all means of
prevention and control of blindness. It carries out oncho control activities in Mali and Guinea by
supporting training, re-training, CDTI monitoring and supervision.

After the presentation, the various subjects and issues were clarified and better understood through
questioning, clarification and comments.

Major issues such as the integration of oncho into the control of other diseases, epidemiological
surveillance and evaluation, the problem of incentives and financing of activities were also
discussed at length by participants. The issue of funding was of particular concern. As a matter of
fact, this is critical to the implementation of residual activities as well as to their future
continuation. It was strongly recommended, therefore, that the States take oncho control into
account in their health sector budgets.

All the participants were of the view that the integration of activities would surely promote the
proper utilization of the scarce resources that are put at the disposal of the diffefent health services.

4. Results of Group work

After the presentations, the participants broke into 3 working groups. Each group had to discuss 3

subjects: CDTI, epidemiological surveillance and IEC.

CDTI

Each group had the task of analyzing the current situation in relation to CDTI, identiffing the
potential problems relating to its implementation, determining its strong and weak points, making
suggestions to improve it without entailing extra costs. The issues pertaining to the integration of
CDTI into other activities, the training of the personnel involved in implementation activities, the
problems of supervision, data collection, transmission and processing system, choice of
distributors and their motivation were discussed.

All the participants mentioned difficulties relating to data collection and reliability, the frequency
and submission of reports and the slowness in integrating data into the National Health
Information Systems (NHIS). The urgent need to put in place an incentive package for the health
personnel and distributors became obvious. To ensure the sustainability of CDTI, this incentive
package must take into account country-specific peculiarities and their means.

With respect specifically to the distributor incentives issue, participants suggested that each
community be left the initiative to choose the solutions that are suited to its own realities. To this
end, the populations should first of all be sufficiently sensitized, and also a preliminary
sociological survey may be indicated to better assess the scope of the problem. This survey would
surely help communities solve the problem.
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Epidemiolosical surveillance

Participants had to undertake a critical analysis of current surveillance methods, determine the
difficulties inherent in their application, define the most reliable indicators for appraising the
degree of integration of the epidemiological surveillance of oncho into that of other diseases.
They also had to identify and make proposals of solutions for dealing with all the other major
constraints to surveillance activities.

The discussions enabled a number of decisions to be made. Thus, it was agreed that the frequency
of epidemiological evaluations would be determined by the control strategies that are adopted.
This would be every 3 years in the areas where vector control is coupled with ivermectin
treatment, and every 5 years u4rere only ivermectin treatment is practiced.

In order to make its use in the field easier, participants proposed that the DEC patch test be
presented in the most practical form, i.e. "a pre-packed" form. Contacts are already being rnede
with pharmaceutical laboratories in this corurection.

Given the constraints relating to the lack of materials for epidemiological surveillance and
evaluation raised by the countries, OCP expressed its readiness to provide, if need be, one or two
sets of these materials to the countries which would put in any requests for such materials.

IEC

The discussions centered around the most appropriate ways to effectively involve IEC departmonts
within the Ministries of Health in Oncho Control Programmes. Collaboration with the NGOs, their
potential role in the countries in the post OCP period, especially regarding financing, traiming,
technical and material assistance, were of particular interest to the participants.

The introduction of IEC in the training prograrnmes of health staff and its proper application for
underpinning the day-to-day control activities, as well as inter-sectorial collaboration, were part of
the salient points in the group discussions. The need to reinforce and decentralize IEC activities
was also highlighted at the meeting.

5. Recommendations

At the conclusion of the deliberations, the participants made the following recommendations:

1. The appropriate training modules should be finalized and made available to the countries
by December 1999 at the latest (OCP).

The skills needed by the health staff at the different levels should be strengthened and the
necessary material resources and logistics likely to facilitate the implementation of the
activities transferred to the countries should be made available to this staff (MOH).

CDTI, epidemiological surveillance and evaluation should be included in the plans of
action of all the endemic districts of each country by the year 2000 (NC. DMO).

I rrforrrratiotr. se nsitiz-atit-ul .rrti dJ , ( )1.1('\/ lbr CD'1-I should be intensified r,,,ithin thc
communities so as to promote their determination to ensure community distributor
motivation themselves (NC, MOH).
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Consultative meetings should be organized between the national oncho coordination, the
staff responsible for IEC at the national level and the other communication specialists, with
a view to promoting their active involvement in the implementation of oncho control
activities (NIC, MOH).

The skills of the health staff and other categories of personnel likely to be involved in IEC
activities aimed at promoting onchocerciasis control should be developed QrlC, MOH).

The research aimed at developing as soon as possible a cheap "pre-packed" form of the
DEC patch test in order to obviate the difficulties experienced in its preparation by the
countries should be accelerated (OCP, MACROFIL).

Partnerships with the NGDOs should be developed in order to secure their support for
oncho control activities, especially during the post-OCP period (NC, MOH).

6.

7.

8.
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A. National Teams

1. Dr Julius Gaba, Coord. nat. B6nin
2. Dr Souleymane Sanou, Coord. nat. Burkina Faso
3. Dr G. Pierre Brika, Directeur ex6cutif de la d6volution, C6te d'Ivoire
4. Dr Gn6ville Attiah, Coord. nat. adjoint, C6te d'Ivoire
5. Dr Kofi Ahmed, national Director of oncho Ghana
6. Mr Fred Buatsi, Acting NOS/ Executive Director, Ghana
7. Dr Nouhou K. Diallo. Coord. nat. Guinde
8. M. Roger Lama, Coord. nat. adjoint, Guin6e
9. Dr Kabin6 Kaba 6pid6miologiste, Eq. Nat., Guin6e
10. Dr Antonio TambaNhaque, Coord. nat. Guin6e Bissau
11. Dr Mamadou Oumar Traor6, Coord. nat. Mali
12. M. Moussa Sow, Coord. nat. adjoint, Mali
13. Dr Kandioura Tour6, 6pid6miologiste Eq. nat. Mali
14. Dr Salamata Diallo, Coord. nat. Niger
15. Dr Lamine Diawara, Coord. nat. S6n6gal
16. Dr Mamoudou Tidiane Dia, Coord. D6l6gu6, S6n6gal
17. Dr Brima Kargbo, Nat. oncho Coord. Sierra Leone
18. Dr Assimawd Pana, Coord. nat.Togo
19. Dr Aboudou Dar6 Coord. nat. adjoint Togo

B. OCP/APOC/AFRO

20. Dr K.Y. Dadzie, Director OCP, Ouagadougou
21. Dr H. Agoua, OCP, Kara
22. Dr K.L.B. Akpoboua, OCP, Ouagadougou
23. Dr U. Amazigo, APOC, Ouagadougou
24. M. P. R. B6lemgoabga, CON4/O, OCP, Ouagadougou
25. Dr Y. Bissan, OCP, Ouagadougou
26. Dr B. Boatin, OCP, Ouagadougou
27. Dr N. Demb6l6, OCP, Ouagadougou
28. M. S. N'Gadjaga, OCP, Ouagadougou
29. Dr M. Noma, APOC, Ouagadougou
30. M. O.G. Par6, OCP, Ouagadougou
31. Dr J .B. Roungou, OTD/AFRO, Ouagadougou
32. M. M. Sarr, OCP, Odienn6
33. Dr A. S6k6t61i, PM/APOC, Ouagadougou
34. Dr K. Siam6vi, OCP, Ouagadougou
35. Dr E. Soumbey Alley, OCP, Ouagadougou
36. Dr L. To6, OCP, Ouagadougou
37. Dr F. K. Wurapa, OCP, Ouagadougou
38. Dr L. Yam6ogo, OCP, Ouagadougou
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C. Invited : National Directors or Director-Generals of Health of the I I Participating countries

39. Dr Jacques Hassan Antonin, Directeur national de la Protection sanitaire Ministdre de la Santd
publique BP 882 Cotonou, Fax. (229) 33 66 79 Tel (229) 33 66 79
E-mail dups@intnet.bj, Bdnin

40. Dr David Koffi, Directeur de la Sant6 communautaire, BP 16 Abidjan,
Fax.225 32 39 83, Tel. 225 32 39 83

41. Dr Sam Z. Bugri, Director Public Health Ministry of Health, P.O. Box M44, Accra, Ghana,
Fax.233 21 662982Te1233 24 318517 -
E-mail : moh-phd@africaonline. com. gh

42. Dr O. Bantignel Barry, Charg6 d'6tudes i la Division Prdvention et lutte contre la maladie,
Division Pr6vention et lutte contre la maladie, Ministdre Sant6 Conakry, BP 85 Guin6e

43. Dr Francisco Dias, Directeur G6n6ral de la Sant6, Ministdre de la Santd et des affaires sociales,
B.P. 50 Bissau Guin6e Bissau, Tel. 203035 ou 201107

44. Dr Fod6 Boundy, Directeur national adjoint de la Sant6 publique Bamako, BP 232,
F ax. (223) 23247 4 T el 2245 97

45. Dr Hamissou Maoud6, Secr6taire g6n6ral du Ministdre de la Sant6 publique, BP 623 Niamey,
Niger, Fax. (227) 73 35 70, Tel. (227) 72 27 82 - E-mail: pasenig@intnet.ne

46. Dr Malick Niang, Directeur de la Sant6, Ministdre de la Sant6 BP 5899 Dakar
Fax. (221) 824 75 49 -Tel. (221) 824 36 28

47. Dr Noah Conteh, Deputy Director-General Medical Services, Ministry of Health and
Sanitation, 4th Floor Youyi Building, Brookfields, Freetown, Sierra Leone,
Fax. (232-22) -241612 or 240513 - Tel (232 - 22) 222963 or 251041,
E-mail : conteh46 @yahoo. com

48. Dr Essosolem Batchassi, Directeur de la Sant6, BP. 336, Lom6, Togo
Fax.21 89 48, Tel.21 09 27- 04 28 40

D. Others

49. Dr Phillipe Aboubacar, Sight Savers intemational

50. Dr Pamela Drameh, Sight Savers international

51. Dr Seydou Mariko, Organisation pour la Prdvention de la C6cit6 (OPC), Mali

52. Dr Traord Soungalo, OCCGE, Bouak6, RCI




