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.  SUMMARY

The Maroua 2014 workshop on cholera control in Rarth Cameroon was a contribution of the
DOVE (Delivering Oral cholera Vaccine Effectivelgjoject to fight against the cholera outbreak
that started in the region since April 2014. Therksbop was organized by a Cameroon based
NGO called M.A. SANTE (Meilleur Acces aux Soins Santé) in collaboration with the Far North
regional delegation of public health. It had asecbye to empower all the 30 health districts & th
region with skills in implementing cholera epidefomgical surveillance and control intervention’s
activities.

The workshop took place at Savano Hotel in MarawanfAugust 28 to August 28 2014. It
included presentations, discussions, case stupascipants and facilitators evaluation. The key
points on the agenda included: opening and closargmonies by the regional delegate of public
health, the review of cholera situation in the oegifundamentals on cholera biology, cholera
epidemiology, basics of epidemiological and chomreveillances, cholera outbreak preparedness,
interventions for cholera control, pretest and pest, evaluation of presentations and facilitgtors
assessment of health district preparedness to reholgbreak; presentation of the DOVE project
and basics of epidemiological surveillance dataagaments.

The facilitating team included 2 MD MPH, 3 MastefsEpidemiology and Public Health and 2
Masters of Clinical Biology. Participants were Meali Doctors and Nurses who were either
supervisors or holding administrative and/or techhpositions at different levels of the health
system of the region. They included 10 people fregional delegation of public health, 4 from
district health services and 26 from health fdetit(regional hospital, district hospitals, sub-
divisional hospital, integrated health centers,itary hospitals and health centers, prison health
center, police health center) covering in totalh2@lth districts with media coverage coming from
CRTYV for Far North and CANAL2.

All the 20 presentations planned were realized. Khewledge of the participants on cholera
preparedness and control significantly improveerafhe workshop (0% of the participant had a
mark equal or more than average during pretesev#iiPbo of them had equal or more than average
during post test). The quality of presentations tnedattitude of the facilitators gradually impradve
throughout the training from the results of dailyakiation of facilitators by participants. All
presentations, national guidelines for epidemiaabsurveillance were burned on a cd-ROM and

shared to the participants
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The workshop was a success in terms of collabaratbiwganization, coverage of the health
facilities in the region, and knowledge acquiredtbg participants. This success is expected to
have greater impacts since the regional delegateusted all participants to replicate this tragin
at their respective health districts targetinghathlth facilities.

At the end of the workshop, it was recommended shah workshops should be organized in the
region each year and earlier before the anticipptgtbd of outbreak to ensure that new personnel

are well armed and old ones refreshed to bettht &gainst the outbreak.

[I. BACKGROUND

The Far North is the most populated region
Cameroon with 3.855 398 inhabitants in 2014 wi

70% living in rural areas. The region is constitlited

T !

30 health districts and shares boundaries with Ch
Nigeria and the North region of Cameroon. H
illiteracy rate, poor access to portable water, ." :
hygiene and sanitation, behaviors, cultural beke
and practices, poor geographical accessibility or

o _ _ Figurel: participants seated in the hall
health facilities and insecurity are some factors

during a discussion session
exposing this population to cholera outbreak and
increasing the burden of the disease.
The Far North is the most vulnerable region in tt
country to cholera outbreak. Eight out of the 1
cholera outbreaks registered in Cameroon since 1¢

started in the Far North. The region has the high

burden of the disease with 19785 cases and 1!
deaths (case-fatality of about 7.7%) between 19
and 2010.

The Far North region presently suffers an outbre
that started on April 26, 2014 in Mogode

(neighboring Nigeria). Since then, the epidemic hggure2: presentation of the situation of

been spreading to other health districts of theoregcholera in the Far North region by the Dr
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V.

and presently, eleven districts have reported adtle<aossiri

one suspected case. Counting from the beginning |
the epidemic up to August"72014, a total of 1654

suspected cases have been reported with
confirmed and 8ldeaths (CFR=4.6%). The

situation is presumed to be worse since t

information about cases and deaths in so
communities is not available due to insecurity a
geographical inaccessibility.
The DOVE project has as aim to identify efficie :
interventions to improve cholera control in Afrides {

i Y A"*"- :
Cameroon part entitled “Sustainable ChO'GFﬁ?gureg; participants concentrated during

Surveillance for Cameroon” is being implemented pmetest
4 health districts of the Far North region and 4
districts of Douala to assess sustainable methéds o
cholera surveillance. The project is committed to
extend its activities to support the Far North oegi
responding to 2014 cholera outbreak. In this libe,

has supported surveillance activities in the aféct

districts and training of personnel on cholera oalnt
OBJECTIVE

The main aim of this workshop was to empow
health workers in the Far North region of Camerot
with skills on implementing surveillance activities

and interventions to improve cholera control.

EXPECTED RESULTS

At the end of the workshop, the participants we -3
" K4

expected to acquire a minimum knowledge on tfen

following: Figure4: interview of Dr Ateudjieu by the

1. The biology, pathogenicity, and epidemiology ¢iRTV Maroua
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Vibrio cholerae
2. Why and How to prepare health facilities, Healt

Districts and Health Region on cholera outbre:
response.
3. Implementing key interventions for better choleT
control
4. Providing adequate care to cholera patients
5. Conducting case by case epidemiologic
investigations of cholera outbreaks
6. Generating and sharing data and information -
cholera outbreaks and surveillance activities. 5

7. Be aware of the cholera epidemiology a

Figure5: opening speech from the

situation in the Far North region Cameroon
Be knowledgeable on the overview of the Camero G resentative of the regional delegate
part of the DOVE project (sustainable cholera

surveillance for Cameroon)
V. PARTICIPANTS AND FACILITATORS

A total of 40 potential participants were invitedrh
18 health facilities, 4 district health service

representing 15 health districts and 10 from t
regional delegation of public health. A total
37(92.5%) participants were actually present in t
seminar; representing 18 (100%) health facilitie
15(100%) health districts and 2 media men. T
participants were invited by the public health dele
for Far North Cameroon. Both public (district hbalt
services, district and regional hospitals) and giav
health facilities were represented. The list «
participants is attached. '
The facilitators included the following:

« Dr Jérdme Ateudjieu, MD, MPH. Senior Lecturef;igureé: C'OS'”Q SpeeCh from the
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University of Dschang; Division of Healthrepresentative of the delegate

Operations Research at the Ministry of Public

Health and project coordinator for M.A. SANTE. =__‘, -
» Dr Brekmo Kaoussiri, MD, MPH. Coordinator of —

the epidemic control wunit for Far North

Cameroon.

* Nouetchognou Julienne Stephanie, Master
Epidemiology and Public Health. Consultant fg
the workshop.

* Guenou Etienne, Master in Clinical Biolog .
Laboratory and field activities supervisor for
project "Sustainable - Cholera Surveillance fcI):rigure7: facilitator during a presentation
Cameroon” in Kousseri.

* Yakum Martin Ndinakie, Master in Epidemiology
and Public Health. M.A. SANTE research officer
in charge of supplies and activity monitoring of
the project “Sustainable Cholera Surveillance for
Cameroon”

* Ebile Akoh Walter, Master in Epidemiology anc
Public Health. M.A. SANTE research officer ir

charge of data management for the proje

“Sustainable Cholera Surveillance foy
Cameroon”
* Njimbia Chebe Anthony, M.Sc. Medica
Microbiology and Parasitology. Laboratory an
field activities supervisor for the projec
“Sustainable Cholera Surveillance for Cameroo
in Kousseri.
The following assisted in preparing presentations: ~ F'9ure8: facilitator during a presentation

* Djouma Nembot Fabrice, Master in Epidemiology
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and Public Health, M.A. SANTE consultant fo
the workshop

Nafack Sonkeng Sonia, Master in Epidemiology a
Public health. Laboratory and field activitie
supervisor for the project “Sustainable Chole
Surveillance for Cameroon” in Douala.

Vvl. AGENDAAPPROVAL

The agenda of the workshop was discussed and ablo
by the following:
* Pr. David Sack, MD. Professor in the departmeariure9: participant contributing during
of International Health, Bloomberg School dhe discussion session
Public Health; Johns Hopkins University. P.I for
the DOVE (Delivering Oral Cholera Vaccine
Effectively) and Stop Cholera projects.
 Dr. Djao Rebecca, MD, MPH. Public health
regional delegate for Far North Cameroon.
All the seminar Facilitators and participants

VIl.  OPENING AND CLOSING
CEREMONIES

The opening and closing speeches were made by
representative of the Far North regional delegate
public health, Dr Kaoussiri Brekmo. During the
opening ceremony, he called the attention of t
participants on the importance of the workshop a
requested their regular attendance and act.
participation throughout the working days. At thmele =
of the seminar, he thanked all those who wdrtgurel0: a group working on their case
involved in the preparation and the implementation StUdy

the seminar. He further instructed the participaats
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share the knowledge acquired during the semindr w

all those who did not have the opportunity t _ W

participate in their respective institutions.

vil.  METHODOLOGY

The seminar started with self introduction of &t |
participants and facilitators. The agenda of tif
workshop was discussed and validated by assem
The methods used during the workshop we
PowerPoint presentation, discussion through quest
and answering session, evaluation of participagts T
oretest and post test, evaluation of presentatms Figurell: facilitator during a presentation
facilitators’ attitude, practical activities and ogip

work (case studies).

There were 2 case studies: one was on how
participants could react to a cholera outbreakhat t
district level, neighboring district and the regabn
level. The participants were divided into 4 groapsl '\
each group worked individually and presented the"«\~ <

suggestions in a plenary session which we
discussed by the general assembly of participe

The second case study was on data managemer,

which the participants after been briefed on tif
different types of variable, how to create a dagavy
enter and retrieve data in epiinfo, and how to r'
simple analysis; were divided into 10 groups. Eag' 4
group was then provided with a line listing of ahal
cases and was asked to create a view and entendag.
epiinfo and to further run simple analysis. Eacbugr -
after the group work presented their results to tlliqigurelz: facilitator during a presentation

assembly which was discussed.
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IX. PRESENTATIONS AND DISCUSSION

a) GENERAL KNOWLEDGE ON CHOLERA

There was one presentation for this module.

Key M essages from the presentation:

» Vibro cholerae lives in surface water, contaminated food
fruits and vegetables, seafood and human

« Determinants of outbreak are not yet understood.

e There are many serogroups \dbrio cholerae but only

01 and O139 are known responsible for cholera
* For an infected individual (symptomatic or nOt)’ethFigurel?,: facilitato durigapresentation

pathogen is present in the stool, vomits and even o

corpses.
e Its pathogenicity is mainly due to the liberatioh an

exotoxin in the lumen of the small intestine. Tloxit

attaches to intestinal cells and induces water and

electrolyte loss, leading to diarrhea and vomiting.

» Treatment is essentially by rehydration

« Prevention is done by ensuring hygiene and samiitand ' q
vaccination '
Point Discussed: i

Exotoxin’s action mechanism in inducing diarrhead a

vomiting

b) SITUATION OF CHOLERA IN THE FAR
NORTH REGION
This module included one presentation done by #uygonal * ;
coordinator of epidemic control for the Far Nor#igion.
Key points
« The first cases were received on April 26, 2014 a
managed in the following Cameroon health facilitie
KILA, RHUMSIKI of Mogode health - district, Figurel14: facilitator during a presentation
OUDDA integrated health center of Bourha health
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district.

These cases were reported to have come from Nige
(Sena village of Mitchika Adamawa state) and 2
them were confirmed at Centre Pasteur Garoua
The first case in Cameroon was reported in Bour
health district on May 05, 2014.

It further spread to Mokolo and Mogode in the fidst
weeks and later to 8 other health districts.

Table 1 presents distribution of suspected cag
reported in the Region and the various healthidistr
from the beginning of the epidemic to August 11

2014,
Tablel: Distribution of the epidemic in the Healtegion
According to the health district

District Number of cases Number of
deaths

MOGODE 1082 49

BOURHA 123 6

MOKOLO 56

HINA 381 16

ROUA 4

KOZA 35 3

MINDIF 36 01

MAROUA 31 0

RURAL

MAROUA 2 0

URBAIN

GOULFEY 3 0

KOUSSERI 3 0

TOTAL 1756 81 (4,6%)

NB: 26 cases and 2 deaths reported from MINAWAOU

refugee camp

Figurel5: facilitator during a presentation

Figurel6: facilitator during a presentation
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From districts investigations, the following factowere [

suspected to be responsible for the rapid spreadhef
epidemic:

e Low access to potable water

* Low rate of utilization of toilets

¢ Raining season

« High rate of migration

» late seeking of health care (cultures and believe®

responsible for this)

« resistance of the population to change of behavior

However, an epidemiological investigation has naerb Figure17: facilitator during a presentation
conducted to confirm these factors.
Activities implemented to control the epidemic unbéd
* Investigation of cases and outbreak confirmation.
However, this was not done in all the Health dissri
« Informing all partners and stakeholders involve in
cholera control
» Activating regional and district committees for &ra
control
» Technical support, training and drug supply to cttd

health districts

e Supply of rapid diagnostic tests, stool bottles @RS
to affected health Districts by M.A. SANTE

Training of health personnel on epidemiologic#y

surveillance by M.A. SANTE,

¢) CHOLERA SURVEILLANCE
For this module, 4 presentations were made.
Key points

e Surveillance provides the health system with dhtt ts
needed to generate information used in detecti
reporting, investigating, planning and  guidind

. . Figure 18: participan ntributin rin
interventions for cholera control. gure 18: participant contributing during

. L . : . discussion
» There exist criteria to put a disease into the ellance
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system which are diseases of epidemic potentiad, 1
disease is one of the major causes of morbidity a
mortality and the disease can be controlled.

e For a good surveillance system, there should be
standardized case definition, case report formcemtare
of detecting, reporting and investigating casesva as

procedure for data analyzing and sharing of results

In Cameroon, cases of cholera are reported by thed =

facilities to the health district. The district s to the

regional delegation and the regional delegatiorontspto

the ministry of Health (Department of Disease Caliitr

Points Discussed: Figure 19: facilitator during a presentation

« National guidelines on epidemiological surveillance. In

Cameroon there is a national guideline providireylist of

disease under surveillance and the surveillanceegioe

of each of them. However, this guideline was natilable

at the level of the districts and the health féei.

Example none of the participants had ever seensed u
this guide.
» Casereport form.
0 The case reporting forms in the national guide lirg
were not specific for each disease and ,
necessary variable for a good case by ce. "‘_’
investigation and epidemiological investigation c? g
outbreak. N/
o Reporting forms in the guidelines were nc
available at the field level; because of this eas
health facility is reporting using an un-harmonize
line listing. At the end of the seminar, a lindifig
form was drafted and discussed and proposed_to ; i o _
Figure20: participant contributing during
the regional delegation for adoption while waiting, .
for the national guidelines to be updated. seussion
» Database:

0 The data base at the districts was not harmonized
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with that of the regional delegation of publig

health. Also, none of the health facilities had
data base for cholera data.
e Reporting circuit:

0o There was a discussion on who should report
cholera case received from a health facility b
coming from a different district.

o The reporting of cases from private healt
facilities is not fluent.

o0 How to financially transport stool samples to th
laboratory \ _

Recommendations: __
« The national guidelines for disease surveillancel al'—qigure21: facilitator during discussion
cholera case notification forms should be made|alvi@
to all health districts. Line listings should barsfardized
and harmonized.
* The national guidelines should be updated on the
following points: revising the reporting forms toe b
specific to diseases, to include adequate varinbbxed

for investigation of outbreak and standardizinghmels of g

data management.

» Actions should be taken to reinforced collaboration
between private, military and public health fakt
For proper conservation dfcholerae, specimen should be
transported in Cary-Blair medium or in containerosé
temperature is kept between 4 and 8°C if specinan (
reach the laboratory in less than twenty four hours

d) CHOLERA OUTBREAK PREPAREDNESS
This module was explained in one presentation.
Key M essages. . . . .

Figure22: facilitator during a presentation
e Cholera outbreak cannot be predicted

* Once the outbreak has occurred, the delay to maebili

Pagel4 of 23



resources, training health personnel before intdive

can be very costly in terms of lives lost time aeslources

for adequate investigation.

Outbreak preparedness should be done by distitts

endemic region, neighboring district to the digtrio

epidemic, districts that recently suffer from epide and
neighboring district to one which recently suffesrh the
epidemic.

» Preparedness should be done at all levels of thkhhe
system (health facilities, health district, regioaad
central levels):

0 At each level, there should be a budgeté
action plan that includes requirements in terrfégur €23: facilitator during a presentation
of supplies, equipments, human and financial
resources

0 Guidelines for preparedness should be made
available at each level

0 Regional and district levels should be

supervised on the state of preparedness
o0 At district level, resources should be mad

e.g drugs, ringer, ORS, health personnel etc
0 Health personnel should be trained on ca
definition and cholera management
o Coordination of partners activities anc
resources should be done to avoid overlappi
of activities and misused of resources
o Surveillance activities should be reinforced t
make sure that outbreak is detected in time.
Point Discussed:
» Budgeting difficulty :
o National budget is standardized for all districgsigurem: participant contributing during
per year and does not depend on distric&cyssion
action plan.
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e The national guidelines for cholera outbreak pregaess
are still to be developed.

Recommendation: _
Guidelines on cholera outbreak preparedness shuoeild 4 |
developed and distributed to different levels & trealth
system

€) CHOLERA CASE MANAGEMENT

Two presentations were made for this module.

Key M essages.

e Dehydration is the major cause of death in chol
patients.

» Suspected cases should be rehydrated as soo
symptoms start

» Correct case management requires proper evaluation
of the dehydration stage of the patient throughicl
examinations and timely administration of ORS or
ringer lactate solution through IV.

* Cholera case management is based on rehydration.
However, the administration of antibiotics,
identification and treatment of complication is deé
in severely dehydrated patients.

e Case management also includes hygiene
sanitation, management of vomits, stools, corpsed,
Health education of the patients and the relatives

» The following strategies can be used to improve tR&,.
access to rehydration of patients:

o Prepositioning of ORS at the community levelg
0 Rehydration using ORS through nasogast
route for severely dehydrated patients

whom it is difficult to take an IV line
0 Preparation of rehydration solution at th
community level using local substances li

water, table salt, lemon, sugar and rice.

Figure25: facilitator during discussion

Keigure26: facilitator during discussion
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Points Discussed:

How to calculate the quantity of ORS adequate f
rehydration of a patient -
Assessing patient's dehydration state a
determining the corresponding rehydratio
procedure
Formulae for the preparation of rehydratioj
solutions in the community level
Rehydration through nasogastric tubes
Simple measures to improve case managemen
health facilities Figure27: participants during a case study
Due to care offered free of charge, some districts

are receiving influx of patients from other distsic

and are not having sufficient resources to take car

of them. What to do in this case to make sure that

resources from the district producing the cases are

sent to the caring centers

Recommendations:

Districts receiving cases out of their zone shanfdrm
the regional delegation

f) INTERVENTIONSFOR CHOLERA CONTROL
This module included 4 presentations.

Key M essages.

For patients whose veins are difficult to find

rehydration can be done through nasogastric tub

Cholera control interventions are communit
focused and health system focused
At the health system, interventions for chole
control include proper allocation of resource$;
training health personnel on case manageméﬂ@urezg: participants during case study

supervision, improving epidemiological
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surveillance, improving socio cultural financial

and geographical accessibility of the communit
to health care and health facilities and prop
organization of the referral system
e At the community level, the interventions includi
the following
0 improving access to potable water and acc
to latrines and toilets
o health education on hand washing, Wat:
treatment, Waste management ar
evacuation, How to deal with corpse, Hov
to store water in the house, Food handlin
Vaccination has been recommended by the WHO asfonEigure29: participants during practical of
the key interventions to control cholera. Due ®uifficient data management
vaccine stock, there is a need to identify popofatihat

needs vaccine the most

Point Discussed:
« Framing messages to sensitize communities on
cholera control _ - B

 How to choose the population that will benefi

from this limited vaccine stock
Recommendations:

« Due to language barriers and low media coverag
community sensitization should be prioritizedg
using community health workers, religious
leaders, traditional leaders, school heads and log|!
organization leaders. |

» The sensitization messages should be adaptec
the local context i.e. using local pictures a
taking into consideration local cultures an .
believes. \ 0 '

The Far North is eligible for vaccination againsblera Figyre30: post test session
and should be prioritized for immunization campaifn

organized in Cameroon
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g) DOVE PROJECT
There was one presentation for the module
Key Points:

* The DOVE project has as aim to
o0 Provide research and evaluation support for bet
cholera control
o0 Development of a rapid and practical toolkit t
guide decisions on the use of OCV.
0 Characterize the epidemiology of cholera
Cameroon
o Disseminate the results
e The Cameroon part of the DOVE project is entitleﬁgurei%l:post testlsesion
“sustainable cholera surveillance for Cameroon” aad
as objectives to:
0 Assess sustainable cholera surveillance methods in
resource limited countries.
0 Describe the epidemiology of cholera in the Far
North Region of Cameroon
o Identify predictors of cholera outbreak in Fa~
North Cameroon
e The project started in 4 health districts of the Rarth
region since 2013 and has been extended to 4 he
districts in Douala in August 2014.
» The project is assessing environmental and clinic
(routine and intensive) methods of cholera epidéogioal i‘_
surveillance

« The activities being implemented include: obtaininJ

-

ethical clearance, training of field workers an
supervisors, implementation of the surveillancevais( I
patient recruitment, collecting and testing clihignd _ _ _
. . Flg{ure32: daily evaluation meeting of
environmental samples, supervision, data management
) . o ) facilitators
reporting and results dissemination, supportinglestis

theses)
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«  Preliminary results from August, 2013 to JanuaryZ1i4 £
0 496 Participants have been Enrolled from 7 stuc )
sites |
0 471 environmental samples were collected fro
44 environmental sites
Points Discussed:
* Could the available results be enough to decide
vaccinating the region against cholera?
* How possible is it to extend the project to involvher
districts of the region since all the health dcttrare
judged to be vulnerable to cholera outbreak?

Recommendation:
» Extend the project to other health districts of idxgion Figure33: presentation of group work
To make the results available as soon as it isilglesso

that decision maker can utilize them.

h) PRACTICAL SESSIONS
Key messages

e When a district is in epidemic, the response sho
concern the district itself, neighboring districaad the
region as a whole.

e Practical activities during epidemic include: reirding
epidemiological surveillance, improving accessftwient
interventions of cholera control, properly alloogti |

resources, sharing information.

X. OTHER ACTIVITIES

i) SEMINAR EVALUATION
Pretest and post test

The workshop has greatly improved the knowledgethef rigure34: facilitators preparing for the next
participant on cholera control. This is evidenthwibe pretest g5y

and the post test that were administered to thecjpamts at

the beginning and at the end of the workshop reisede The
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results of the pretest and the pot-test were emtenred ™

analyzed with epi info software.

In the pretest, the mean total mark was 6/23 with @ the
participants having a total mark equal to or mdrant the
average. In the pretest, the majority of the insigicy was |
observed in the identification of thébro cholerae responsible
for cholera outbreak, the composition of chorinetevao

disinfect contaminated flow, rehydration plan, itiécation of

cholera contamination sources, cholera outbreagapeginess
plan, the existence of cholera vaccine. On therdthed, the
mean mark for the post test was 10/23 with about%%f the
participants having a mark equal to or more thanaverage.

It should be noted that the difference betweenntkan mark Figure35: appreciation speech from Dr

of the pretest and that of post test was significtatistically. Ateudjieu toward the end of the seminar
The paired t test was about 4.23 and the p-valu®.@®0.
Also, the weak points in the pretest were greattyproved
upon in the post test. Table 2 shows the resultseofests
Facilitators evaluation

It should be noted that all the trainees were seagphith an :
evaluation form to grade the quality of the preatan, the
attitude of the trainers, mastery of the subjecthmy trainers, |
and to grade if the presentation was in line witteirt
expectations and whether or not they have gainetetong #i
from the presentation. In total, 22presentationsewmade
counting all the case studies and the 2 case stulliehe end 4
of each day the training team during their evabratneeting
examined their performance for the day and decmedhe
resolutions to improve the weak points identified.

All these parameters ameliorated progressively ftbenfirst

Figure 36: family picture in front of the
day to the last one.

Savano Hotel hall
Cholera outbreak Preparedness evaluation

In collaboration with the regional delegation, teeel of

preparedness of the health district and the héattilities

of the region to cholera outbreak response weresaesd.
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The questionnaire was administered to the availa
district medical officers and head of health féigs. To
improve on representativeness, it was decided tenex
the study to health district that were not représgtauring

the seminar.
XI. CONCLUSION

The workshop was a success in terms of collabaorati

organization, coverage of the health facilitieshie region, and
knowledge acquired by the participants. A greatepact is
expected since the regional delegate instructepaaticipants
to replicate this training at their respective teadlistricts
targeting all health facilities. The collaboratiohkey partners
highly contributed to the success of the semindnesé
included Johns Hopkins University, DOVE project, AM. Flgure37 coffee break
SANTE, regional delegation of public health for Adorth
region, participating health districts and healticilfties,
CRTV Far North, CANAL2
At the end of the workshop, the following recommatimhs
were made
o0 The workshops should be organized in the regiorh ei;‘\‘
year and earlier before the usual period of outbriea
ensure that new personnel are well armed and oés off
refreshed to better fight against the outbreak. |
0 The national guide for disease surveillance andecho y
case notification forms should be made availablelto |
health districts. Line listings should be standzedi and

harmonized.

Figure37: coffee break
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