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EXECUTIVE SUMMARY 

A. PURPOSE OF THE ASSESSMENT: 

USAID/Cameroon plans to terminate its bilateral development assistance program in Cameroon by
the end of 1994. In order to assess the impact and document the legacy of its health and population
portfolio, the Mission contracted two consultants to document progress in achieving the broad health
objectives of USAID's (1987-1994) Country Development Strategy Statement, assess the 
sustainability of major achievements, and identify important lessons learned. The assessment
included an extensive review of project and Ministry of Public Health (MOPH) documents,
interviews with MOPH and donor representatives, focus-group discussions at all levels of the health 
system, and site visits to six of Cameroon's ten provinces. 

B. BASELINE HEALTH SITUATION IN THE LATE 1980'S: 

In the late 1980's, Cameroon's economic crisis began to have a major impact on the functioning
of its primary health care (PHC) system. As a result of the economic downturn, the budget for 
rural health care was cut by 50 percent and health facilities lost most of their operating budgets.
The supply of medications to rural facilities virtually ceased. Health center utilization dramatically
declined. As a result, the health system ceased to function in a coordinated, effective fashion. 

C. FINDINGS OF THE ASSESSMENT: 

To address the serious problems in the health system, the MOPH, assisted by USAID and other 
major health donors, developed a new health delivery strategy called the Reorientation of Primary
Health Care (RPHC) to emphasize decentralized planning, community co-management of health 
facilities, and community co-financing of health services. By 1990, USAID began to reformulate 
all USAID-funded health projects to bring them in line with the RPHC and its integrated, systems
development approach. 

By choosing an integrated health systems approach to health in Cameroon, and by implementing
projects to assist the MOPH in making the transition from selective primary health care to RPHC,
USAID has probably had a much greater, wider and permanent impact on health in Cameroon than 
if it had maintained a selective or narrowly focused approach for its projects. 

USAID-funded projects, like the Maternal Child Health/Child Survival (MCH/CS I) and Reform 
of Health Delivery System (RHDS) projects, have provided a conceptual, policy, and 
implementation framework for the application of RPHC. The implementation of the MCH/CS U
(SESA II)project (through A.I.D. or other donor support) should permit Cameroon to achieve an 
integrated, sustainable health development system before the year 2000. 
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USAID's non-traditional, integrated health systems strategic approach to development has supported: 

* 	 cost-effective delivery of child survival interventions, e.g., immunizations;
* a rapid expansion of access to important services such as family planning;

" a model to begin integration of public and private sector health systems;

* 	 a mechanism for recurrent cost financing for non-salaried health services; and 
* 	 a mechanism to address longstanding problems, such as the fuding of control measures 

in the early phases of epidemics. 

Each of these effects are illustrated in relevant sections of this paper. 

D. 	COjCLUION: 

Despite the relatively young age of its health and population portfolio (major programs begun 1988­
1991), USAID and the MOPH have made remarkable progress in the development of innovative 
approaches in health and population development. Given the declining economic situation in 
Cameroon since 1986, these accomplishments are even more remarkable. 

By taking an active role in policy dialogue and development with the MOPH, USAID helped shape
Cameroon's reorientation of primary health care (RPHC). 

By choosing an integrated health systems approach to health in Cameroon, USAID has designed or 
reformulated its projects within the framework of developing integrated health sys.-ms. 

By using drug supply and cost recovery support components as catalysts for establishing a 
sustainable integrated health system, USAID has perfected a strategy which could be replicated in 
other provinces and/or countries. 

By integrating disease control programs for onchocerciasis and schistosomiasis into primary health 
care, USAID has demonstrated that it is possible to address priority diseases without losing the 
focus on developing integrated health systems. 

By recognizing the need for a mix of donor support in developing integrated health systems, USAID 
has become a key player in helping the MOPH define and coordinate the full spectrum of assistance 
required to develop an integrated health system. 

The lessons learned by USAID/Cameroon in community participation, management systems, and 
service provision may have a particular relevance to the reorientation of child survival programs in 
other African countries. There is a high level of interest by USAID's Africa Bureau and other 
Missions, therefore, in USAID/Cameroon's health systems development approach. 
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SUMMARY OF IMPACT
 

Health impact is traditionally measured through indicators such as infant, child and/or maternalmortality rates, total fertility rate, and HIV infection prevalence rates. In general, these indicatorschange very slowly over time. The measurement of health impact indicators rates is a very difficultand costly process requiring large population-based surveys with rigorous methodologies that can,in themselves, disrupt the development and operation of a health care system. In many countries,like Cameroon, interpretation of any change in mortality rates has to take into account a fluctuatingepidemiology and a rapidly changing socio-economic situation. In such an environment a lack ofchange in mortality levels does not necessarily indicate that the health care provided isinappropriate. In fact, effective health interventions may simply prevent an increase in mortality
rates during a declining socio-economic period. 

Although mortality reduction is an implicit aim of any health care system, it is not usually theprimary objective perceived by the community when compared with the immediate need for careand relief of suffering. This is particularly true when the primary demand on the services is to dealwith problems that are not major causes of death. 

Most pimary health care projects are not intended to test the efficacy of program interventions, butto make tried-and-proven interventions accessible to and utilized by communities in order r.. ,,wea positive impact on health status. The intermediate variables of primary health care, accessibility
and utilization, directly influence the health status of children and can effectively be used to monitor 
programs. 

USAID-funded projects in Cameroon have concentrated on identifying intermediate variables anddata sources to measure the accessibility and utilization of PHC services as logical precursors toachieving sustainable health system development and health impact. While USAID's health andpopulation programs are relatively young, they are nevertheless demonstrating promising increases 
in access and utilization indicators: 

* population access to primary health care increased from 0% in 1990 to 33% in 1993.;0 %of women enrolled in prenatal care rose from less than 20% to 60% in Far North province;* %of children seen in well child care increased from less than 20% to 90% in South province;a 	 vaccination coverage rose to 46% for reoriented health centers in Adamoua province compared
to 27% for the province as a whole;

* the number of family planning service sites increased from 50 to 217 since 1991;0 	couple years of contraceptive protection almost doubled since 1991 (from 50,000 to 90,000);
* condoms sales increased from 2.1 million in 1991 to 5.7 million in 1993; and
 
-
 condom sale per capita has increased from .17 in 1990 to .46 in 1993. 

From 1984-1987, the Health Constraints for Rural Production (HCRP) for schistosomiasis controlwas the only bilateral health project funded by USAID in 	Cameroon. Field implementation ofRPHC through the Maternal Child Health/Child :urvival (SESA) I Project and the Reform of theHealth Delivery System (RHDS) Project did not effectively begin until 1991. Support for AIDScontrol began in 1989, while comprehensive support fcc family planning started in 1991. These 
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projects represented initial implementation phases aimed at laying the foundation of the RPHC, and 
were planned to be continued into the next decade. 

The worsening economic crisis has underscored the importance of this long-term approach to 
implementing the RPHC. The crisis has affected the implementation of the program: 

" 	 by decreasing people's ability to pay for health services, resulting in lower than 
expected utilization of health services and reducing cost recovery revenues; 

" 	 by further reducing that portion of the MOPH's budget which is available for non­
salaried recurrent costs of health facilities and offices, making these recurrent costs 
almost entirely borne by the population through cost recovery; 

" 	 by reducing the GRC's ability to regularly pay salaries of public servants which has 
eroded the performance of MOPH personnel at health facilities/offices; and 

" 	 by diminishing the financial viability of private sector facilities which collaborate with 
the MOPH in providing health care to the population. 

The chief accomplishments USAID-funded projects, especially SESA and RHDS, include: 

* 	 assisting the MOPH in designing the RPHC and establishing the policy framework in 
which to implement it; 

" 	 developing high quality training materials (adopted by other donors) to begin 
implementation of the RPHC; 

" 	 further developing important aspects of RPHC including delimitation of health areas, 
provincial Health Management Information Systems (HMIS), and a model for health 
supervision; 

" 	 developing provincial medical supply system (CAPPs) to provide essential drugs and 
medical supplies to health facilities, and to cover the essential, non-salaried, recurrent costs 
of health management systems and services; 

* 	 decentralization of medical supply logistics, health information, health care budgeting, and 
training to the provincial level; deconcentration of supervision to the health district level; 

" 	 establishing functioning community co-managed and co-financed health centers providin 
basic health services, and achieving the coverage objective for these projects (30% of tht 
populations of three provinces); and 

* 	 helping to establish a pilot health district in Meiganga. 

The major limitations of the RPHC program to date include: 

* 	 the slow start developing pilot health districts. As a result, decentralization of mani 
elements has not descended below the provincial level; 
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" 	 problems encountered in fostering genuine community participation in the diverse 
communities which represent the three provinces; 

" 	 the late start in building public and private collaboration in provision of basic health 
services and management of health districts; and 

• 	 little progress in improving the MOPH's personnel management system. 

SESA II was designed in late 1992 to address these deficiencies, and to build on, expand and 
reinforce the health system sustainability. SESA I and RHDS provided the conceptual, policy, and 
implementation framework for the application of the RPHC reform program in the three targeted
provinces. SESA II was to create more functional health districts, enhance public-private sector 
collaboration, and expand basic health care coverage to the remainder of the population (1994­
1996). The decision to close USAID/Cameroon meant that SESA II could not be continued. The 
implementation of SESA II (through A.I.D. or other donor support in the future) would permit
Cameroon to achieve an integrated, sustainable health development system before the year 2000. 
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SUMMARY OF LESSONS LEARNED
 

o By choosing an integrated health systems approach to health inCameroon, and by implementing
projects to assist the MOPH in making the transition from selective primary health care to RPHC,
USAID has probably had a much greater, wider and permanent impact on health inCameroon than
if it had maintained a selective or narrowly focused approach for its projects. 

o Coordination of donor agencies inCameroon has been facilitated by the RPHC policy to defineresponsibilities for planning and management at each level of the integrated health system. The
integrated health system has provided a mechanism for coordinating the comparative advantages of 
donor programs. 

o Itisnecessary to plan for a mix of donor support indeveloping integrated health systems. Mostdonor agencies are unable, or unwilling, to provide the full spectrum of assistance required to
develop integrated health systems. 

o Even with aclear national policy for RPHC, there isa continuing need for marketing the conceptof integrated health systems to donor/partner agencies. We should never underestimate the tendencyfor donors, especially with pressure from headquarters, to "verticalize" their assistance and projects. 

o Implementation of decentralization should begin at the system level that has the capacity forplanning, management and supervision over the functions to be decentralized. While health districts 
are to be the operational unit for decentralized planning and management in Cameroon, the
weakness of government infrastructure and personnel at this level made it necessary to begin
decentralization by concentrating systems building at the provincial level. 

o The absence of functional health districts to serve as replicable models for nationaldecentralization can become an obstacle to getting decentralization moving at that level. Priority
should be given to developing model health districts where a minimal effort is needed, e.g., in a
district with a completely functional referral hospital. 

o The capacity of local NGOs (non-governmental organizations) to manage district referralhospitals and to participate in, or even completely manage, district health services is a potential
resource which isjust now being seriously explored. Given the current economic situation inCameroon, there is a need to maximize the use of existing, limited health infrastructure and 
resources by actively pursuing greater public/church coordination. 

o While model health districts are being developed, it has been politically important to develop aninterim strategy to expand access to primary health care services, especially dccess to essential
medicines. This has been essential in Cameroon to maintain program credibility, to increase the
confidence of the population, and to expand the acceptance of cost recovery. 

o The creation of a vertical national health intervention program (such as schistosomiasis control)is important to launch a specific disease control program, especially for developing and testing
effective interventions, adoption of a national strategy and establishing a training/supervision
capacity. However, following general acceptance of the intervention, emphasis should be placed ondecentralizing and merging responsibility for planning, management, training, supervision, Health 
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Management Information System (HMIS) and logistics to regions and health districts, and 
completely integrating the intervention as a health center and outreach activity. 

O A vertical approach may be necessary in the early stages of establishing a family planning 
program in order to achieve faster progress. This is because the health care system has to be 
functional and decentralized before family planning can be integrated into it. However, the creation 
of centralized systems and structures may become obstacles to integration at a later stage, and may
be difficult to dismantle. 

o Disease control programs which are committed to developing integrated health systems can be 
an entry point for increasing access to limited services; establishing principles of co-management
and co-financing; and creating community enthusiasm for primary health care. 

o Before a drug supply and cost recovery system is initiated, it is necessary to calculate and
determine its costs - including the marginal recurrent costs involved in operating and sustaining such 
a system. 

o Capacity building at the provincial level to establish provincial to health center support systems
for drug supply may be necessary to get an integrated health system started, especially in a situaion 
where districts are non-existent or very weak. One support component, such as the logistics/drug
supply system, may well serve as a catalyst for getting an integrated system moving. However, the 
"twin engines" of RPHC (drug supply and cost recoveiy) should not become so emphasized that 
other support components lag far behind. 

o The delivery of endemic and epidemic disease control commodities (Oral Rehydration Solution
(ORS), ivermectin, Hematuria detection strips, and praziquantel (Biltricide)) can be effectively
accomplished as part of an integrated drug supply system. Establishment of a separate logistics
supply system should be avoided except where an integrated system is not yet in place. 

o 	Integrating epidemic disease control drugs with a revolving drug supply: 
- avoids expiration of drugs/supplies stocked specifically for an epidemic; 
- provides a system to automatically restock drugs; 
- provides a mechanism for health centers to deal with indigent care; and 
- generates funds for outbreak investigation and immediate response to an epidemic

before external assistance is mobilized. 

o Because the need for information is common to all programs and directorates, and because the
control of information can be extremely powerful, the development of a National Health 
Management Information System needs to be a consensus-building process. There is a distinct 
advantage in developing a National HMIS through a high level committee structure that can: 

- establish a neutral secretariat and environment for discussions; 
- include representation of all concerned and interested agencies, and 
- facilitate dialogue with partner agencies which might not be otherwise possible. 

o An HMIS should place greater emphasis on non-comp'iterized local (health center and health
district) analysis and feedback of data during supervision visits, than it does on computerized
feedback from a provincial or national level. Otherwise, the tendency will be for health center 
nurses to equate the HMIS with computer-generated graphics and provincial-generated decision­
making. 
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o Supervision needs to include a strong training component that promotes and rewards problem­
solving at the health center level. This is a form of action-oriented operations research which also
reinforces tie role of the supervisor as someone who comes to teach, rather than simply to inspect. 

o Coordination of supervision of NGO-managed health facilities health .ervices as part of a health 
district should be negotiated at the district and provincial levels. Coordination can be facilitated by
making a clear distinction betwe .n administrative supervision (which remains the responsibility of
the NGO) and technical supervision (which is the responsibility of the health district supervisor). 

o Service policy and protocols [for family planning], if too stringent in establishing conditions
prior to provision of a method (such as age and parity, frequency of follow-up visits etc.), can 
impose unnecessary medical barriers, and detract from the true purpose of such policy and 
protocols. 

o Community development is a continuing process, and does not stop with the establishment of 
health committees (COSA's). Health district and health center personnel need training specific to 
problem-solving, community development, and adult education in order to function as facilitators 
for community development. However, unless such training is linked to increased resources and 
compensation, the results will probably be short-lived. 

o Mechanisms, other than participation in health committees (COSA), must be found in Cameroon
to invo!ve women in the planning and management of health centers and outreach programs. 

o Projects should not hesitate to work with and through existing local church NGO structures,
assuming they are financially sound, even if they do not conform entirely to the MOPH principles
of co-financing and co-management. 

o Disease specific interventions can succeed only if they build on community awareness concerning
the disease. Where popular perceptions appear to remain unfocused, concerted efforts are needed 
to develop awareness, e.g., primary school health education. 

o IEC is a broad activity which needs to be linked to all support components and program
interventions, just like supervision, evaluation and training. This is particularly important for child 
survival programs which are being reoriented to create an integrated health system including
community participation. 

o Priority should be given to the counselling aspect of family planning services. Awareness and
availability of family planning sevices alone are often not enough to make the individual accept a 
family planning method. Family planning training should include awareness of social-cultural 
barriers, and rumors about contraceptive methods. 

o A social marketing program cannot stand alcne but, needs complqmentary activities such al 
counselling and targeted IEC activities. 
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I. INTRODUCTION 

A. PURPOSE OF THE ASSESSMENT 

The United States Agency for International Development (USAID/Cameroon) plans to terminate itsbilateral development assistance program in Cameroon by the end of 1994. In order to assess theimpact and document the legacy of its health and population portfolio, the Mission has contracted
for this assessment to: 

• 	 document the progress in achieving the broad health objectives of USAID's Couiltry
Development Strategy Statement (CDSS) ;

* assess the potential for long-term impact of these programs;

* 
 assess the sustainabiity of program achievements; and

* 
 identify the lessons learned and elements worth replicating. 

B. ASSESSMENT TEAM AND METHODOLOGY 

USAID contracted with two independent consultants to conduct this assessment. Both consultantshad previous experience in the evaluation and design of health and population projects in Cameroon.Ms. Man-Ming Hung conducted the assessments of the family planning and AIDS-related projects.Dr. Franklin C. Baer examined primary health care and disease control projects, and served aseditor of the final report. The evaluators were asked to: 

" 	 assess the effectiveness of the major programs which USAID financed from 1987 to 1994to (1) help design and implement the Ministry of Public Health's (MOPH's) Reorientationof Primary Health Care (RPHC) program, and (2) to integrate priority disease preventionand maternal child health (MCH) interventions into the RPHC program; 

" 	 review the effectiveness of targeted disease prevention and maternal child health (MCH)projects redesigned to complement the RPHC program; and 

* assess the impact of the major USAID-supported policy reform efforts. 

These activities were achieved by an extensive review of project and MOPH documents; byinterviews with at the key project and MOPH personnel; and by visits and interviews at provincial,district and health center levels in six of the ten provinces of Cameroon. 

C. ORGANIZATION OF THE REPORT 

Chapter IIdescribes the 1987 baseline situation and health sector environment. An overview of thehealth portfolio is then presented with discussion of the transition from child survival to reorientedprimary health care. A conceptual model for an integratid health sy'stem is presented as aframework for discussion of program interventions, support components and system levels. 

Chapter III comprises the assessment the health portfolio projects which, for 	 purposes ofpresentation, have been grouped into four sections - primary health care, disease control, family
planning and HIV/AIDS. 
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II.BACKGROUND
 

A. BASELINE SITUATION 

1. Plateauing Health and Development in Africa 

A 1986 issue of the journal Social Science and Medicine examined why health and development
has plateaued, or is declining, in many African countries. Concerns raised in the introduction 
entitled "Health Revolution in Africa?" were that: 

1) Decentralizationand community involvement have been too slow;
 

2) Conflictexists between top-down and bottom-up approaches;
 

3) Vested interests in status quo protecisverticalprograms;
 

4) Policy decisionsare often suggestedfrom outside the health system;
 

5) Conjlct between high vs. appropriatetechnology;
 

6) Women and communities have not been empowered to make decisions;
 

7) Improvements arepiecemeal without coherent integration;
 

8) There is a lack of monitoring and adequateinformation system;
 

9) A preoccupationexists with recurrentemergencies & not new approaches;
 

10) Few successes exist in high level intersectoralcoordination;
 

11) Training is seldom used as a development iool;
 

12) Incentives to work are often inadequate;
 

13) High populationgrowth ratesare acceptedwith complacency; and 

14) Universitiesseldom play an innovative role inprimary health care.1 

Almost all of these problems were present in Cameroon's health system in 1987 when USAID began 
a significant expansion of its health portfolio - from one disease control project, for schistosomiasis, 
into a balanced portfolio of projects including primary health care, endemic and epidemic disease 
control, AIDS and family planning. In the process USAID has helped the MOPH to address, 
directly or indirectly, many priority issues: 

* PHC projects which include community participation as a key to decentralization; 
* disease control projects which transcend vested interests in vertical programs;
* family planning initiatives to deal with high population growth rates; 
* epidemic disease control strategies to deal with recurrent emergencies;
• dialogue which leads to the emergence of policy decisions from within.the system; 
* a health management information system for local momtoring and decision-making;
* endemic disease control which balances high and appropriate technology; and 
* a coherent strategy for program integration and health system development. 
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2. Health Sector Status in Late 1980's 

During Cameroon's growth years (1960-1985), the GRC allocated as much as 6 percent of the
national budget to the health sector which permitted the funding of drugs, personnel, and many of
the critical recurrent costs of delivering rural health services. During this period infant mortality
declined steadily from approximately 150 per 1000 live births to less than 90 per 1000 by 1986. 

However, as aresult of the country's economic downturn, the MOPH budget has registered sharpdeclines since 1986, dropping from ahigh of 26.76 billion FCFA in 1986/87 to 22.76 billion FCFA
in 1990/91. Prior to the economic crisis, in excess of 30 percent of the health budget was allocated
to the rural health services (subdivision level hospitals, health centers, and village health posts).
In 1988, because of the worsening economic crisis, the budget for rural health care was cut by 50
percent and health facilities lost most of their operating budgets. The supply of medications to rural
facilities, already inadequate, virtually ceased. Utilization of health facilities dramatically
decreased. As a result, primary health care and rural health services had ceased to function in a
coordinated, effective fashion in the country. 

The weaknesses of the public health system in the late 1980's were manifest in low coverage rates
for preventive services. The proportion of children fully vaccinated had reached a plateau of 30percent in 1986. A national vaccination campaign raised the coverage to 64 percent in 1987.
However, since this mass campaign was aone-time event and could not be sustained, coverage soon
dropped thereafter. The 1990 national vaccination coverage survey found that at one year of age
measles coverage was 29 percent and DPT III (Diphtheria, Pertussis, and Tetanus) vaccine coverage 
was 40 percent. 

During the late 1980's oral rehydration therapy was not well accepted by medical and paramedical
personnel, ORS (oral rehydration solutions) use in health facilities was uncommon, and anti­diarrheals were often prescribed to treat diarrhea. In addition, home use of any type of oral
rehydration therapy was low. The National Control of Diarrheal Disease Program was created in 
1988. 

Family planning services were available only in large urban areas in Cameroon. Long-known as 
a pro-natalist country, there was no National Population Policy and no MOPH policy on the
integration of family planning into public sector health facilities. The contraceptive prevalence ratefor modem methods was between 2% (1978, National Fertility Survey) and 4% (1991Demographic and Health Survey). The proportion of women knowing of a modern contraceptive
method was between 29% and 63% .during the two surveys. In the late 1980's, contraceptive
services were offered in less than 10 facilities, mostly protestant hospitals and ahandful of parastatal
and private-for profit clinics. 

The National AIDS Control Program and the National Condom Social Marketing Program were
both launched in 1988. Prior to these programs, the blood supply was essentially unprotected
against HIV contamination, and AIDS education activities were limited. There was little consumer
demand for or use of condoms either as a way to prevent sexually-transmitted diseases (STD's) or 
to avoid unwanted pregnancies. 

Onchocerciasis and schistosomiasis were prevalent diseases in the country but no proven cost­
effective treatment or health education programs were available to affected rural populations. 
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In general, the operations of the national health system in the late 1980's were as follows:2 

Primary health care (PHC: The National PHC program consisted of community health posts staffed 
by community health workers. According to a survey conducted in 1989 by the MOPH, these posts 
were functionihg poorly because community health workers did not have the training, skill level, 
or resources to effectively provide preventive or curative services. In addition, because there were 
no effective links or supervision between the PHC posts and MOPH health facilities, the attrition 
rate of community health workers was high. 

Rural Public Health SLrvices: Rural health services were hampered by the lack of essential drugs, 
laboratory equipment and reagents and other expendable supplies. The lack of community-managed 
or private pharmacies in rural areas limited the availability of pharmaceuticals to the inadequate 
supplies of free drugs furnished to MOPH facilities. (These supplies were essentially terminated 
by 1991). A "time-motion" study conducted in two provinces in 1989 indicated that 70% of health 
center workers' time was unproductive due to lack of clients and activities.3 Clinical practices were 
characterized by the prescription of inappropriate medications, over-medication, little follow-up of 
illnesses, and lack of coordination of the various services offered at health facilities. There was no 
working logistic system to deliver the supplies which were available to health facilities. Because 
there was no delimitation of health service areas, health facilities had no defined population to serve 
and health personnel were unresponsive to local needs. Preventive programs such as childhood 
immunizations, ORT, nutrition monitoring and promotion, family planning, and pre- and post-natal 
care were absent from many health centers. The little supervision that existed in the health system 
was hampered by the lack of supervision guidelines and protocols, little follow-up of findings, and 
inappropriate attitudes on the part of supervisors. The net result was a rural health system in the 
late 1980s which was non-functional. 

Medical Referral System: The medical referral system lacked guidelines for identification of at-risk 
patients and there was no follow-up or feedback on referred patients. In addition, reference 
facilities lacked laboratory, surgical, radiology and other equipment required to permit quality 
secondary care to be delivered. Due to a lack of confidence in primary health care centers, patients
often bypassed these structures and utilized hospitals as dispensaries in the belief that these facilities 
were more likely to have drugs and other supplies. 

Health Information System: The national health information system was functioning poorly. Data 
was incomplete and of low quality and its analysis was rudimentary. The system had six required 
forms (a monthly health facility activities report, a weekly health facility infectious disease report, 
a monthly divisional epidemiologic report, and monthly health facility reports on 
leprosy/tuberculosis, trypanosomiasis, and vaccinations). Moreover, additional forms were required 
by various donor projects. In North-West province 24 forms were theoretically completed and sent 
to the central MOPH. As a result, little data was analyzed, fed back to health facilities, or used 
for decision-making at any level. 

Public/Private Sector Coordination: Cameroonian private health providers include church hospitals
and clinics, employee-based health facilities, and some for-profit clinics and hospitals in large urban 
areas. The private sector provides about 20 to 30 percent of the health coverage of the population. 
Despite the severe financial constraints facing the public health sector in the late 1980's, little 
attention was focused on the integration of these resources into the national health care system. As 
a result, there was duplication of services (e.g., some religious and public health facilities next to 
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each other), there were no consistent medical standards and procedures, and there was rio plan toeffectively address underserved areas with available resources from the public and private sectors. 

Cost Recory: In a law enacted in 1961, the GRC authorized fees for services at all publichospitals in the country. Except for a small portion retained by practicing physicians for profit­sharing, all revenues collected as a result of this law had to be remitted to the national treasury.Thus, none of these funds were available to fund operating costs at hospitals or to improve services.
Public health facilities were not authorized to sell drugs. As a result, no cost recovery revenues 
were available to finance health care. 

DDenralization: In the late 1980's, Cameroon's public health system was a very centralizedoperation. Indications of this centralization were that: 

* budgets were developed and allocated centrally by the national MOPH directorates based 
on their own perceptions of the needs of the rural areas; 

0 health planning was centralized at the national MOPH with little planning done at the 
provincial, divisional, and subdivisional levels; 

• cost recovery revenues were sent back to the treasury, not retained locally; and 

* available drugs for the puolic sector were shipped to health facilities based on estimates of 
needs determined at the central level. 

As a result of the economic crisis and its resulting effect on the health system, the reductions in 
infant and child mortality rates achieved in earlier decades were not sustained. 

B. USAID HEALTH AND POPULATION STRATEGY 

1. Relationship to the CDSS and DFA
 

The basic goal for the 1990- 1994 USAID Country Development Strategy Statement (CDSS) 
was 
to assist the GRC to return to a position of sustained, broad-based economic growth. To achieve
this goal USAID established three objectives: 

" develop a market-oriented private sector that can flourish;

" increase the efficiency of the public sector; and
 
" reduce the over extended role of the GRC.
 

Within the health sector, the CDSS targeted its interventions' towards: 

" an improved rural program with increased emphasis on cost recovery;
" establishing family planning programs based on efficiency and affordabiility;
" redressing the urban/rural imbalance in health services delivery by expanding rural health 

initiatives;
" shifting the responsibility of providing certain health services to the private sector, e.g.,

liberalization of the input and distribution of pharmaceuticals." 
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These objectives were also within the framework of the Development Fund for Africa (DFA) Action 
Plan for fiscal year 1989-1991 which stresses the need for cost recovery mechanisms in the health 
sector and also calls for the integration of child survival services in PHC programs. The DFA 
emphasizes cost recovery in order to promote the long-term financial sustainability of health 
programs. Integration of services is stressed to improve cost effectiveness. 

All of USAID's health projects have been designed or reoriented with respect to these objectives, 
and with an overall strategic objective to uicrease access to and use of financially sustainable, 
effective and efficient primary health care. As a result USAID-funded health projects generally 
include component activities to: 

a increase financial sustainability in the health sector by implementing comprehensive cost 
recovery measures; 

mimprove health system efficiency by delivering integrated preventive, promotive and curative 
services; strengthening the link between the primary and reference care; improving supervision 
and health information management; and assuring better coordination between public and 
private sector health facilities; 

n improve the effectiveness of health services by assuring the local availability of essential 
medicines; and delivery of key maternal child health/family planning services in every health 
center and hospital in the country; and 

mprogressively privatizing the procurement and distribution of pharmaceuticals and medical 
supplies, and privatizing the health cost recovery system. 

2. Overview of USA ID Programs, 1987-1994 

The projects which have composed the USAID health portfolio from 1987-1994 are presented in 
Table 1. Information is provided about the project contractor/implementing agency, funding level, 
duration and major objective of each project.' 
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Table 1
 
USAID Health and Population Projects, 1987-1994
 

Total I a 9
 
Ptoject Name Coin UIAID 7 1 3 4 Meo Objectiv .
 

I1 I I Al* ll llU
 

MCH/CS 1: Maternal Child HIID 11,500 Develop RPHC mgt systems
Health/Child Survival:SESA I provinces, districts, health center 

MCH/CS I: Maternal Child RFP 1,500 9 Expand health districts &health 
Health/Child Survival:SESAII cancelled 7 centers to incresse PHC access 

RHDS: Reform of Health SAVE & 2,600 Introduce RPHC into 4 divisions 
Delivery System CARE of Far North province 

TAACS: Technical Assistance CDC 300 Develop the National Health 
for AIDS and Child Survival Management Info. System 

HCRP I : Health Constraints rULANE 8,133 £ Schisto research, training,
to Rural Production (Phase 1) 4 mapping and control 

HCRP H: Health Constraints TULANE 650 Field test schisto control 
to Rural Production (Phase I1) integration into RPHC 

IDP: lvermectin Distribution IEF 423 Develop RPHC integrated mode! 
Program to distribute ivermectin 

CDD: Control of Diarrheal PRITECH 895 Improve diarrheal case mgmt and 
Diseases integrate into RPHC 

DDM: Data for Decision CDC 100 9 Increase capacity to detect, 
Making 5 confirm and respond to epidemics 

FHil: Family Health Initiatives AID/Pop 1,200 Formulate and implement family 
CAs planning activities/promotion 

NFHP: National Family AID/Pop 8.050 9 Integrate child spacing/maternal
Health Project CAs 6 health into public private facilitia 

AIDSTECH/AIDSCAP: FHI. 1.200 	 Plan and implement prograzes to 
combat the spread of HIV/AIDS 

TOTAL 37v5511 

Notes: HCRP I began in 1984. Project Activity Completion Dates (PACDs) 
for SESA II, NFHP and DDM were respectively 1997. 1996 & 1995. 
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3. Transition from Child Survival to Reoriented Primary Health Care 

In 1989 the MOPH and USAID concluded that the problems hampering the national health program 
were also adversely affecting the implementation of its MCH/CS I project (referred to as SESA I 
within this document). The population's lack of confidence in the health system and the resulting 
low utilization of MOPH health facilities severely undermined the successful implementation of the 
key child survival interventions planned under the project. Specifically, the project's centralized, 
vertical approach needed to be replaced by -a decentralized, integrated strat-.gy focused on 
improvement of health systems and community involvement in the management of health care. In 
addition, the lack of national budgetary funds available for rural health meant that the cost recovery 
component of the project needed to be expanded beyond the resupply of drugs to include the 
funding of some of the recurrent costs associated with the delivery of PHC services. 

Based on this assessment, and the reviews ofother donor-funded PHC projects, the MOPH devised 
a new PHC strategy, called Reorientation of Primary Health Care (RPHC) 6 to emphasize 
decentralized planning, community co-management of health facilities, and community co-financing 
of health services. Each province is to be orginized into health districts to supervise and support 
health centers co-managed by community health committees. Each health center is to have a 
pharmacy and cost recovery mechanism to permit funding of important recurrent costs ofthe RPHC 
program. 

RPHC is based on the premise that the Cameroon government does not presently have, nor will it 
have in the near future, sufficient budgetary resources to finance health care services. The cost 
recovery approach divides the costs of health care between the government and the population. The 
MOPH is to funi health workers' salaries, pre-service training, and other inputs which are currently 
provided. Local communities are to fund the key non-salaried recurrent costs associated with the 
delivery of PHC services. In addition, the health system will be made less costly and more efficient 
by improved health management systems. 

With its emphasis on community financing, integration of PHC services, and revolving fund 
essential drug pharmacies, the RPHC directly addresses the major problems affecting Cameroon's 
health sector. The RPHC is the cornerstone of the MOPH's overall health sector strategy. In 1990 
USAID and the MOPH began to reformulate all USAID-funded projects to bring them in line with 
RPHC. The RPHC provided USAID with a mechanism to coordinate its health and population 
portfolio, focus its projects on developing sustainable health systems, and forge closer donor 
collaboration. 

USAID's integrated health systems approach to development has encouraged: 

* cost-effective delivery of child survival interventions, e.g., immunizations; 
" a rapid expansion of important services such as family planning;­
" a model to begin integration of public and private sector health systems; 
" a mechanism for recurrent cost financing for non-salaried health services; and 
" a mechanism to address longstanding problems, such as the funding of control measures 

in the early phases of epidemics. 

See sections III B-E of this report for illustrations of these poin:s. 

http:strat-.gy
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C. A CONCEPTUAL FRAMEWORK FOR AN INTEGRATED HEALTH SYSTEM 
In an article entitled "Building the Infrastructure for Primary Health Care: an Overview of Verticaland Integrated Approaches," authors Smith and Bryant concluded that: 

district health systems based on primary health care provide an excellent practical modelfor health development, including an appropriate health system infrastructure. Within thismodel the concerns with accelerating the application of known and effective technologiesand the concerns with strengthening of community involvement and intersectoral actionfor health are both accommodated. The district health system provides a realistic settingfor dialogue and planning involving both professionals and non-professionals concerned
with health and social development.' 

Aconceptual framework for the integrated health system proposed by the authors is shown in FigureI as adapted from a World Health Organtzation (WHO) technical report. This framework includesa matrix of program interventions, support components and community participation at several
system levels: 

- home and family *community
•health center •district 
"regional - national 

Program interventions are health activities selected in consultation with the community. Whilecertain priority diseases will certainly be common to all communities (e.g., malaria, diarrhea, acuterespiratory infection, and malnutrition), others may vary because of geographical or culturaldifferences (e.g., schistosomiasis and onchocerciasis). Program interventions are represented in themodel by, but not limited to, the eight essential components of primary health care as established 
at the 1978 Alma-Ata PHC conference: 

"water & sanitation * immunizations
• nutrition • maternal child health & family planning
*essential medicines - health education 
•curative care - disease control 

Support components are systems to facilitate and support the delivery of program interventions.Examples of major support components are: 

- planning & management - logistics and facilities
 
Sfirmancial sustainability - information
 

*health education - community development 
-research . training and supervision 

The goal of Cameroon's RPHC strategy is to create such an integrated health system. Thisassessment report uses, therefore, the above framework as a reference point for examining howUSAID's health portfolio has contributed to developing integrated health systems. 
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Figure 1
 
Conceptual Framework for an Integrated Health System
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While there may be general agreement on the components of an integrated health system, there are 
usually quite differing views about how to create such as system. Should the health development 
process be top-down, bottom-up or middle-out? What should be the operational unit for organizing
the management of PHC?. Should health districts be developed before, after or at the same time as 
the provincial support systems'? Which support components or program interventions might serve 
as catalysts for system development? 

Selective PHC and Child Survival projects emphasized oral rehydration therapy (ORT) and 
immunizations as the "twin engines" to develop PHC systems, but there is a growing consensus that 
this strategy has only been a qualified success. A recent 1993 proposal for a revision of A.I.D.'s 
Child Survival strategy for Africa recommended that: 

There is growing consensus that while immunization and ORT efforts were very
successful during the 1980's, coverage levels have now plateaued or are even 
decreasing. Child survival interventions cannot be sustained without afunctioning 
health system. More attention must be given to reinforcing the support components
of integrated health systems. Each level (national, regional, and district) of an 
integrated health system must include subsystems to support the health 
interventions.2 

By choosing an integrated health systems approach to health in Cameroon, and by implementing 
projects to assist the MOPH in making the transition from selective primary health care to RPHC, 
USAID has probably had a much greater, wider and permanent impact on health in Cameroon than 
if it had maintained a selective or narrowly focused approach for its projects. 

USAID/Cameroon's embracing of the RPHC strategy in 1989 appears, therefore, to be receiving
increasing support both in Africa and in the United Staws. For example, USAID/Malawi, based in 
part on Cameroon's experience, is now "refocusing" its large PHC project to emphasize systems 
development at the district level. The lessons learned documented through this health assessment 
may have a particular relevance to the reorientation of child survival programs in other African 
countries. For this reason there is a high level of interest by USAID's Africa Bureau and other 
Missions in USAID/Cameroon's health systems development approach. 
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III. ASSESSMENT OF HEALTH SECTOR PROGRAMS 

A. OVERVIEW OF PROGRAM IMPACT 

1. Long-Term Impact Indicators 

Health impact is traditionally measured through indicators such as infant, child and/or maternalmortality rates. Impact in the population sector for family planning programs is generally measuredthrough the total fertility rate. AIDS control programs are assessed through measurement of HIVinfection prevalence rates. Table 2 provides the most recent, albeit rather limited, information forthese indicators in Cameroon. The next planned measurement is programmed for the 1997 national 
census. 

Table 2 
Long-Term Health Impact Indicators for Cameroon 

INDICATOR 1970 1987"7 '0W1990,:. 3 
Infant Mortality

(Infant deaths per 1,000 live births) 
126 

(WB) 
88 

(Census) 
80 

(WB) 
64 

(WB) 

Child Mortality
(Child deaths per 1,000 live births) 

155 
(Census) 

127 
(WB) 

Maternal Mortality 
(Maternal deaths per 100.000 births) 

420 
(Census) 

Total Fertility
(Number of live births) 5.8 

(DHS) 
HIV Infection 

%infected of sexually-active population 
.5 

Sources: Census=National Census projections; DHS=Demographic and Health Survey; WB=World Bank 

Ingeneral, these indicators change very slowly over time. Mortality rates usually change graduallyin response to sustained health development efforts coupled with favorable economic progress andincreases in literacy and primary education. Family planning services can require more than tenyears of sustained donor support before reducing the total fertility rate, e.g., Kenya. Finally,because of the long incubation period for AIDS, control programs need to be functioning for manyyears before an effect can begin to be seen on national HIV infection rates'. 

Without exception, the measurement of health impact indicators rates is a very difficult and costlyprocess requiring large population-based surveys with rigorous methodologies that can, inthemselves, disrupt the development and operation of a health care system. For example, to havean 80% chance of observing a 20% reduction in child mortality, with a significance level of 5%,requires an observation of 4216 child-years each year ­all this assuming that epidemiologicalvariables remains stable, and that other fluctuations (other than those induced by the health care 
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system) are random. In many countries, like Cameroon, interpretation of any change in mortalityrates has to take into account a fluctuating epidemiology and a rapidly changing socio-economicsituation. In such an environment a lack of change in mortality levels does not necessarily indicatethat the health care provided is inappropriate. In fact, effective health interventions may simplyprevent an increase in mortality rates during a declining socio-economic period. 

Although mortality reduction is an implicit aim of any health care system, it is not usually the
primary objective perceived by the community and by health workers. 

Aquantitative reduction in mortality levels is an abstract concept, when compared
with the immediate needfor care and relief ofsuffering. This is particularly truewhen the major demand on the services is to deal with problems that are notmajorcauses ofdeath. Focusing exclusively on mortality reduction could lead thehealth workers to lose sight of these other equally important aspects of their workandjeopardize theflexible response to demand which is essential if the service is 
to be, and remain, acceptable. 0 

Most primary health care projects are not intended to test the efficacy of program interventions, butto make tried-and-proven interventions accessible to and utilized by communities in order to havea positive impact on health status. Monitoring and evaluation indicators should be selected,therefore, to measure these program effects and characteristics. If the program scores well of theseintermediate variables, child survival and development chances will be better than without them. 

There is considerable support in the health literature for this approach: 

There is too much attention for health impact in the evaluation of PHCprograinmes. The empirical lack of successful impact evaluations in the last 10 
years necessitates a reconsideration of the value of health impact as a statedobjective of PHC interventions. The current state of knowledge on determinantsof chilk survival and development allows the identification ofa set ofintermediate
variables which directly influence health status of children and can be considered 
as simple programme outputs. This simplification ofevaluations will open the wayfor more and equitable community participation and understandable evaluation." 

2. Intermediate Impact Variables 

USAID-funded projects in Cameroon have concentrated on identifying intermediate variables anddata sources to measure the accessibility and utilization of PHC services as logical precursors toachieving health impact. While USAID's health and population programs are relatively young, theyare nevertheless demonstrating promising increases in access and utilization indicators. 

Primary health care must first become accessible, available and affordable, ie., the population liveswithin reasonable access to a dispensary with essential medicines and preventives services. This isgenerally measured by calculating the percent of the population living within the health area of a
functional health center. 

Figure 2 illustrates the actual and projected increases in population access to functional co-financedand co-managed health centers for the three USAID-assisted provinces. Functional health centers 
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provided availability of essential drugs, curative care, vaccinations, health education and outreach 
services. Population access to essential medicines and curative care increased from essentially 0% 
in 1990 to 33% in 1993. 

Figure 2
Increasing Access to Primary Health Care in Three Provinces of Cameroon 

(showing percent of population with access to reoriented health centers) 
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SESA 11 was designed in late 1992 as the second phase of RPHC implementation in which
functional health districts would be created, public-private sector collaboration would be enhanced,
and basic health care coverage would be expanded to the remainder of the population (1994-1996).
The decision to close USAID/Cameroon meant that SESA 11 could not be implemented. 

To be effective, primary health care interventions must not only become accessible, but 
subsequently be utilized by the population. Utilization is measured routinely as part of a health 
management information system (HMIS). Since the launch of the RPHC program in 1991, new 
community co-financed and co-managed health facilities assisted by USAID-funded projects have 
demonstrated important increases the number of women enrolled in prenatal care and number of 
child benefitting from well child care (see Table 3.) 
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Table 3 
Enrollment in Prenatal and Well Child Care Programs 

Inditor Province. Estimated Sept 

Percentage of pregnant South 20 54 
women who enroll in Adamaoua 20 46 
prenatal care Far North 20 60 

Percentage of children under South 20 90 
5years benefitting from Adamaoua 20 51 
well child care Far North 20 50 

•= baseline percentages are estimated but err on the "igh" side 
* *=Source: Provincial Health Management Information System 

A more precise measurement of utilization can be made through periodic population-based coverage 
surveys. A vaccination coverage survey, financed by UNICEF, was conducted for the Mayo Sava
division of the Far North province in February 1993 by OCEAC (Organisation de Coordination
Pour La Lutte Contre Les Endemies en Afrique Centrale). This survey included 30 clusters of 7 
children 12 to 23 months of age. Results for Mayo-Sava Division (see Figure 3) show significant
progress for most vaccinations when compared to the 1984 coverage in Mayo-Sava Division and 
to the 1990 coverage for the Far North Province as a whole. 

Figure 3 
Vaccination Coverage in Mayo Sava Division of Far North Province 

(showing percentage of children vaccinated for selected immunizations) 
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Comparable results in increasing vaccination coverage have been achieved in the Adamoua province.The vaccination coverage in co-financed, co-managed health areas (46%) was significantly higherthan the provincial rates of (27%). In the South province the co-financed, co-managed health centershad avaccination covey age of 36% while the provincial rate was only 14% (see section 1.8 Program
Interventions). 

Family planning services have also demonstrated significant improvements in both access andutilization. The number of family planning service sites increased from 50 to 217 since 1991, whilethe estimated number of couple years of protection has almost doubled in less than three years (see
Table 4) 

Table 4Access to Family Planning and Couple Years of Protection 

Indicator SePt Sept. Sept..Mu b 
__________ -1991~ 19 193 99 

Number of Family Planning 50 75 151 217 
Service Sites 

Couple Years of Protection 
(CYPs) 

50,000 65,000 85,000 90,000 

The AIDS coidrol program has also demonstrated important increases in access and utilization, i.e.,number of condoms sold. Table 5 indicates that the number of condom service delivery pointsincreased to 6570 by 1993, that almost 6 million condoms were sold through social marketingduring fiscal year 1993, and that condom sale per capita has nearly tripled since 1990. 

Table 5Access to and Utilization of Condoms for AIDS Prevention 

Indicator FY ......... 
1990 1991 19293 

Number of condom service No data No data 5050 6750
delivery points available available 

Number of condoms sold 2,100,000 3,100,000 4,600,000 5,700,000
through social marketing 

Condom sale per capita .17 .25 .41 .46 
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3. Future Prospects for RPHC 

From 1984-1987, the Health Constraints for Rural Production (HCRP) for schistosomiasis control 
was the only bilateral health project funded by USAID in Cameroon. Field implementation of 
RPHC through the Maternal Child Health/Child Survival (SESA) I Project and the Reform of the 
Health Delivery System (RHDS) Project did not effectively begin until 1991. Support for AIDS 
control began in 1989, while comprehensive support for family planning started in 1991. These
projects represented initial implementation phases aimed at laying the foundation of the RPHC, and 
were planned to be continued into the next decade. 

The worsening economic crisis has underscored the importance of this long-term approach
implementing the RPHC. The crisis has affected the implementation of the program: 

to 

" 	 by decreasing people's ability to pay for health services, resulting in lower than 
expected utilization of health services and reducing cost recovery revenues; 

" by further reducing that portion of the MOPH's budget which is available for non­
salaried recurrent costs of health facilities and offices, making these costs almost 
entirely borne by the population through cost recovery; 

* 	 by reducing the GRC's ability to regularly pay salaries of public servants which has 
eroded the performance of MOPH personnel at health facilities/offices; and 

" by diminishing the financial viability of private sector facilities which collaborate with 
the MOPH in providing health care to the population. 2 

The chief accomplishments USAID-funded projects, especially SESA and RHDS, include: 

• 	 assisting the MOPH in designing the RPHC and establishing the policy framework in 
which to implement it; 

" 	 developing high quality training materials (adopted by other donors) to begin 
implementation of the RPHC; 

" further developing important aspects of RPHC including delimitation of health areas,
provincial Health Management Information Systems (HMIS), and a model for health 
supervision; 

" 	 developing provincial medical supply systems (CAPPs) to provide essential drugs and 
medical supplies to health facilities, and to cover the essential, non-salaried, recurrent costs 
of health management systems and services; 

" 	 decentralization of medical supply logistics, health information, health care budgeting, and 
training to the provincial level; deconcentration of supervision to the health district level; 

" 	 establishing functioning community co-maniged and co-financed health centers providing
basic health services, and achieving the coverage objective for these projects (30% of the 
populations of three provinces); and 
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0 helping to establish a pilot health district in Meiganga. 

The major limitations of the RPHC program to date include: 

" 	 the slow start developing pilot health districts. As a result, decentralization of many
elements has not descended below the provincial level; 

" 	 problems encountered in fostering genuine community participation in the diverse 
communities which represent the three provinces; 

" the late start in building public and private collaboration in provision of basic health 
services and management of health districts; and 

" little progress in improving the MOPH's personnel management system. 

These deficiencies were to be addressed by the SESA IIproject, which was to build on, expand andreinforce the sustainability of SESA I's accomplishments. SESA I and RHDS, provided aconceptual, policy, and implementation framework for the application of the RPHC reform programin the three targeted provinces. The implementation SESA II(through A.I.D. or other donor supportin the future) would permit Cameroon to achieve an integrated, sustainable health development
system before the year 2000. 

B. PRIMARY HEALTH CARE 

1. 	 Maternal Child Health and Child Survival I Project (MCH/CS I) 

MCH/CS 1 (1987-1993) is more commonly known as the SESA project. The objective of SESA was to assist the MOPH to strengthen Cameroon's existing health system and to improve healthservices to women and children in South and Adamaoua provinces. SESA's original strategy wasbased on the centrally-managed delivery of five key maternal child health and child survivalinterventions - immunizations, diarrheal disease control, nutrition growth monitoring, child spacingand malaria treatment. A revolving drug fund was to be established to assure regular supplies ofdrugs. Management, logistics, and supervision systems (funded by the MOPH budget) were to be
developed to support delivery of interventions. 

A major reorientation of SESA took place in 1989 to bring in it line with the MOPH's RPHCstrategy. Key activities of SESA which have strengthened support components for an integrated
health system are discussed below. 

1.1 Policy Development 

With the active support of USAID/SESA and other major health donor PHC projects, the MOPHinitiated healti sector reform beginning in 1989, several years after the onset ofthe country's severe
economic crisis. Health sector reform has proven to be a long process involving operationsresearch, policy formulation, and implementation of pilot programs. USAID support ofhealth sectorreform included funding of operations research to test new cost recovery and health management 
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systems; participation and funding of policy formulation seminars; hiring of local experts to help
draft legal texts; targeted short-term TA; and funding of special initiatives such as pilot health 
districts. The major elements of the health sector reform program are now in place. These include: 

a) Drug Financing Law of 1990 

In 1990, the National Assembly passed legislation authorizing public health facilities to establish 
community-managed revolving fund drugstores in which all receipts are retained locally. This 
important legislation provides the legal basis for USAID and other donors to develop sustainable 
medical supply systems under PHC projects. This measure was adopted after several years of pilot 
testing of community-managed revolving-fund pharmacies at health centers. Testing demonstrted 
that community health and health management committees could effectively manage cost recovery 
revenues; community administrators could administer small drug stores if overseen by community 
health committees and MOPH personnel; and that the population had the willingness and ability 
to pay for essential medications. This law was originally opposed by some private pharmacists who 
wanted to retain the monopolies of their urban-based pharmacies and wished to restrict the sale of 
drugs, even at the community level, to formally-trained pharmacists. This opposition was overcome 
when field experience demonstrated the substantial improvement in the quality of services at health 
centers as a result of the availability of essential drugs and the positive reaction of local populations 
to the new program. 

b) Formal Adoption of RPHC as MOPH Health Policy 

The RPHC was developed in 1989 and pilot tested in four provinces for several years. At first, the 
RPHC was viewed as the strategy of the Directorate of Preventive and Rural Health, USAID, and 
GTZ (German Technical Cooperation), the major designers and implementors of the new program.
After the potential value of the community co-financed and co-managed model was clearly
demonstrated in pilot health areas, other donors and MOPH central directorates became interested 
in the approach. Successful pilot programs of the RPHC also convinced the Minister of Public 
Health to officially support the program. In 1992, the Minister was ready to authorize the RPHC 
as official MOPH health policy and to include it as an integral part of larger policy statements on 
the health sector. 

c) 1992 Hospital Financing Law: 

In 1961, the MOPH authorized the collection of fees for services (e.g., hospitalizations, deliveries, 
surgical procedures, etc.) at public hospitals. However, except for a portion of the revenues 
dispensed to consulting physicians for profit-sharing, all revenues had to be sent directly to the 
national treasury. This arrangement did not permit these revenues to contribute to the financing of 
operating costs at hospitals. 

When local retention of service fees at hospitals was proposed, the Ministry of Finance opposed the 
idea because of its effect on overall government revenues. In 1992, the SESA project conducted 
a study of a pilot cost recovery program in a large public hospital which demonstrated that retention 
of a portion of service fees by the hospital coupled with improved financial management could 
actually increase the overall revenues sent back to the treasury. The results of this study, strong
donor lobbying for reform, and MOPH discussions with the Ministry of Finance resulted in a new 
hospital financing law in 1992. This law permits public hospitals to retain 50% of their revenues 
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from fees for services. This legislation will provide hospitals access to significant revenues whichcan be utilized to maintain equipment and infrastructure; purchase supplies; train staff; extendprofit-sharing to non-physicians; and to fund other operating costs. 

d) Statutes forEstablishing Non-Profit Health As&_oi-tions: 
At the beginning of the RPHC program, community health committees were established based ona text signed by the Minister of Public Health. However, there were no standard operatingprocedures for these committees and they had no legal status with local administrative authorities.As a result, the health committees had no legal right to collect and manage funds and participate
in the management of health centers. 

To address this problem, the MOPH worked with the USAID/SESA and the GTZ PHC projects todraft model statutes to establish the legal framework for a pyramid of non-profit community healthand health management committees at the levels of the health center, district, and province.these statutes, health committees can request lagal 
With 

status from the Provincial Governor and beformally created under the GRC's 1990 law of association. 

e) Policy Reform Process:
 

USAID/SESA and GTZ were 
the principal donors assisting the MOPH in policy formulation.Without exception, these policy reforms were made possible by the successful field experiences inpilot zones. Texts were drafted with the active assistance of the major donors and went through aseries of reviews and revisions prior to adoption. The success of policy reform was also directlyrelated to the economic crisis and its effect on the health sector. The MOPH realized that withoutpolicy reform, public health facilities could not provide effective services to its population. 

1.2 Establishing of a Broad Donor Coalition in Support of the RPHC 
By recognizing the need for a mix of donor support in developing integrated health systems, USAIDplayed a leading role among donors in policy dialogue with the MOPH to define and coordinate thefull spectrum of assistance required to develop integrated health system.an The design of theRPHC, its implementation in pilot areas, and the initiation of health policy reform, in particular,has helped the MOPH to establish and control a broad donor coalition to implement the RPHC 
nationwide. 

USAID and the GTZ's PHC projecis were leaders in promoting strong donor coordination insupport of the MOPH health reform program. At present, all major health donors actively supportthe RPHC and donor funding is available to implement the program in significant parts of all tenprovinces. Effective donor collaboration has been demonstrated in the sharing of training materials,HMIS and supervision instruments, and in development of pilot health districts. 

USAID and the MOPH have learned that it is necessary to plan for a mix of donor support indeveloping integrated health systems, because no single donor has the resources or the mandate toprovide all inputs necessary to fully implement RPHC. Most donor agencies are not able, or notwilling, to provide the full spectrum of assistance required to develop integrated health systems. Forexample, donors who are primarily interested in supporting health center and community outreach 
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activities usually have less interest in providing major rehabilitation or equipment to referral 
hospitals. However, donor agencies and their projects have officially committed themselves to 
supporting the creation of an integrated health system even if their assistance is only to one or two 
support components or program interventions of the system. This helps to prevent a "veilicalization" 
of components and projects, and facilitate their integration into the system as a whole. 

1.3 Planning and Management 

The health district was selected to be the operational unit for RPHC in Cameroon. This corresponds
to the experience of other countries in Africa who have found that: 

a cost-effective "package' of services - comprising curative, preventive and 
promotive care - can be extended to rural, peri-urban and even urban residents 
in theform of district-based health care, featuring a district hospital, a network 
of health centers, and prominent community involvement.ia 

Initially, the MOPH intended that health districts would correspond to administrative sub-divisions 
(arrondissements). However, this proved to be too small as some sub-divisions had catchment 
(target) populations of less than 10,000 people and the development costs for 220 districts could not 
be justified. 

In 1992, the MOPH, in large part based on the problems encountered by SESA's attempts to 
establish health districts at the sub-division level, decided that the geographical definition of the 
boundaries of health districts need not adhere strictly to administrative boundaries. The chief criteria 
for delimiting health districts has now become population size and movement; existing health 
infrastructure (including those of non-governmental organizations (NGOs)); and ease/cost of 
supervision and referral. This is just one example of how the SESA project and USAID have 
assisted the MOPH in formulating and/or refining health policies. 

Unfortunately, the lack of any functioning health districts to serve as a replicable model is still a
handicap to achieving decentralization at the district level. Following several national conferences 
which attempted to define the parameters and operational guidelines for districts, the MOPH 
encouraged each project to create at least one functional health district. SESA is now striving to get
several health districts started, but really needs the additional years of GRC and project support,
planned for under SESA II, to assure that the development process is sustainable. 

SESA and the MOPH have learned that decentralization to health districts remains largely theoretical 
unless there are working models. SESA II proposes that priority be given to developing model 
health districts where the least amount of project effort is needed, e.g., in a district with a
completely functional referral hospital, even though this might not always seem equitable. The 
development of functional health districts would provide the GRC with models on which to build 
a sustainable, effective, and efficient national primary health care system. This could be one of the 
most important contributions of USAID-funded projects. 

http:involvement.ia
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David Korten in a 1987 article entitled "Third generation NGO strategies: a key to people-centereddevelopment," proposed three types of NGO development strategies: 

" a first generation which focuses on relief and hospital-based curative care;" a second generation which moves from the hospital into community development and
preventive medicine; and 

" a third generation which collaborates with national and international efforts to develop
and manage health systems." 

NGOs in Cameroon could make important contributions in developing, implementing, and sustainingintegrated health systems. The inclusion of host country (NGOs), especially those running churchhospitals, in the management of health districts and health centers has already opened a dialogue
which could lead to: 

" a more cost-effective use of existing infrastructures;
* relieve the MOPH of some fimancial and administrative burdens;
• improve community participation; 
* enhance resource management;
* and encourage more international health assistance provided through NGOs. 

SESA is currently assisting in negotiations with two well-functioning church hospitals to serve asdistrict referral hospitals and to participate in the supervision of the district health services. SESAhas learned that the coordination of supervision of NGO-managed health facilities health servicesas part of a health district is best negotiated at the district and/or provincial levels. Coordination ofsupervision can be facilitated by making a clear distinction between administrative supervision(which remains the responsibility of the NGO) and technical supervision (which is the responsibility
of the health district supervisor). 

SESA has also learned that capacity building at the provincial lever to establish provincial to healthcenter support systems, e.g., HMIS and drug supply, may be necessary to get an integrated healthsystem started, especially in a situation where districts are non-existent or very weak. One supportcomponent, such as the logistics/drug supply system, may well serve as a catalyst to develop anintegrated system. However, the "twin engines" of RPHC (drug supply and cost recovery), shouldnot be emphasized so much that other support components lag far behind. It is important toconstantly remind the population and health personnel that PEC is much more than drugs and cost 
recovery. 

Provincial capacity building should not hinder the development of decentralized health districts. Thecreation of a strong and functional CAPP inevitably reinforces a health center to provincialdependency. To avoid permanent institutionalization at the provincial level, there needs to be anestablished strategy to decentralize the support components to the district level. Project andprovincial personnel need to be the outlookon for opportunities to strengthen districts, e.g.,provincial training of health center personnel should include health district supervisors. 

1.4 Cost Recovery and Co-financing 

If the "twin engines" of Child Survival in the 1980's were immunizations and oral rehydrationtherapy, the "twin engines" of RPHC are cost :ecovery and drug supply logistics. Prior to the 
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RPHC policy, pharmaceuticals were imported for MOPH facilities through a state owned monopoly
called the Office Nationale de Pharmaceutique (ONAPHARM), but when the MOPH could not pay
its bills to ONAPHARM, this source of medicines languished. 

A 1990 Cameroonian law permits MOPH facilities to "recover the costs related to the sale of 
generic medicines." After encountering many problems of poor management in trying to set up 
numerous decentralized depots, SESA decided to establish Provincial Pharmaceutical Supply Centers 
(CAPPs) based on a system already established by GTZ in the Northwest province. The CAPP 
serves as the primary pharmaceutical wholesaler for retail sales of generic essential drugs and 
medical supplies in MOPH facilities. 
The SESA project completed a thorough calculation of all the recurrent costs to be supported by cost 
recovery before initiating the drug supply system." This was essential in order to calculate mark-ups
to recover not only the full cost of medicines and the recurrent costs of the drug supply system, but 
also to set aside a percentage of funds for local operating costs of the health center, and contribute 
to a Provincial Health Fund Lo Fiane speciai helit -rojcs within the province. Such a study is 
also important to convince partner agencies to agree to fund the start-up operating costs for the 
system. 

The SESA project has contributed extensively in this effort with the results that: 

o 	72% of health center recurrent costs are now covered by fee 
revenues in co-f'namced health centers of the Meiganga district 
(Adamaoua province); and 

o 	69% of the health district recurrent costs are covered by recurrent 
fees. 16 

Inaddition, a large proportion of non-salaried, recurrent costs of the provincial management system 
are funded through cost recovery. This is one of SESA's most significant achievements in 
developing a sustainable integrated health system. 

The CAPP maintains financial records to separate the balances in retained earnings by each health 
facility. Although effective control rests with the CAPP, health facilities are kept informed about 
their positive or negative accumulation of funds. The stricter financial controls established by the 
CAPP have greatly reduced the loss of funds through poor management. Decentralized, local 
management of drug funds resulted in losses of around 12,800,000 FCFA during the 1991-1992 
period. During 1993-1994, the restructuring of the provincial depot with stronger provincial control 
of finances reduced losses to less than 40,000 FCFA. From the outset, losses have remained below 
the supplemental 5 % margin on sales included in the CAPP budget to cover such losses. 

SESA also found that linking user fees to improved.quality of care was important to stimulate 
utilization of the health centers. A study comparing co-financed/improved, health centers with 
control health centers results indicated that the percentage of sick people seeking care at co-financed 
health centers was significantly greater than in the control areas (see Table 6). 
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Table 6
Percentage of Sick People Seeking Health Care 

at Co-financed and Control Health Centers 

Oct. 1990 June1991 Oct.1991 

Control 45% 38% 38% 

Co-financed 44% 48% 52% 

This study concluded that: 

travel and time costs involved in seeking alternative sources of care are high;when good quality drugs became available at the local health center, the fee
chargedfor care and treatment represented an effective reduction in the price of care and thus utilization rose. Moreover, contrary to previous studies which havefound that the poorest segment of the population is most hurt by user fees, thisstudyfound the probability of the poorest segment of the population seeking careincreases at a rate proportionately greater than the rest of the population. Sincethe poor are most responsive to price changes, they appear to be benefildngfrom
local availability of drugs more than others.1 

Without on-site assistance from technical experts, the drug supply and cost recovery systems arenow working quite effectively, although there are still minor planning and management adjustmentsto be made to improve efficiency. Perhaps the best testimony comes from the local populations.They are quick to point out that before the co-financed system was implemented dispensaries werevirtually devoid of medicines, but that now there are always medicines available. 

1.5 Health Management Information System (HMIS): 

In order to coordinate partner agencies who were developing their own information systems theMOPH decided that the responsibility for developing the prototypes for the various sub-systems ofthe National HMIS would be shared among different groups. SESA's responsibility was to workon the health district reporting system. SESA has done a commendable job in developing both themanagement and informational components of an integrated HMIS. 

SESA devoted considerable effort in developing management guide for health centers whicha
includes technical guidelines for each aspect of primary health care."a The loose-leaf format adoptedfor this manual makes it easy to update and to integrate other components as they are developed.USAID has requested each of its projects to develop guidelines to be included as part of this
manual, e.g., family planning, CDD, and schistosomiasis. 

On the information side, SESA developed a software system to simplify and streamline the entry,analysis and feedback of information. This software will probably be adopted for the National 
HMIS. 
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SESA has recognized, however, that computerization of a HMIS is not an end in itself, but simply
a means to help programs monitor and achieve their.objectives. SESA designed its HMIS to bepopulation-based, flexible, user friendly, and action oriented. 9 The system is unified; linked tosupervision; encourages decisions based on pre-determined indicator levels; permits information tocirculate rapidly, and corresponds to available national resources.' More emphasis is placed on non­computerized local (health center and health district) analysis than on computerized feedback fromthe provincial level. SESA introduced a poster/graphing system for monthly manual graphing of key
indicators at the health center, and for use as a supervision tool.21 

1.6 Community Participation 

According to the MOPH the key elements of the Reorientation of PHC are: 

" community participation with a view to promoting self-reliance vis-A-vis solutions to its 
health problems;

" affirmation of the close link between health and development; and* respect for human rights such as the right to be informed and that of individual integrity
including free will." 

Conmnunity participation goes hand-in-hand with decentralization. A basic principle ofdecentralization is defining a geographical area within which the health center will be responsiblefor organizing the health services of the catchment population including curative, preventive andpromotive care. However, accountability must go along with responsibility: 

When hospitalstaffand otherperipheralhealth workers aremade accountabletodistant ministriesof health.., lapses are likely to occur. Itis therefore essential
that health services be made accountable to the communities they serve. Toachieve this a devolution of authority through decentralization is essential.Regional and district level health committees extending all the way through tovillage health committees can not only ensure community involvement in health
matters but also help to make constraintsand shortcomings better known.a 

Cameroon's RPHC and USAID-funded projects have directly supported these principles by helpingto establish a legal framework for a pyramid of non-profit health associations at the health area,district and provincial, levels. These associations will have responsibility for managing the cost 
recovery funds generated by co-financed and co-managed health facilities.' 

The RPHC calls for community participation in the planning, managing, and financing nf health care. Reoriented health facilities are to charge for services and to have a dispensary stocked withessential medicines which will be sold by prescription to the community. The health centers areto be co-managed by health committees (COSA's) composed of local health personnel andcommunity representatives. Each COSA is to have a management sub-committee to monitor boththe pharmacy stock/security and the utilization of cost recovery funds. A similar arrangement is
proposed for the health district committee (COSADI). 

Co-financing has been defined by the MOPH as the sharing of the costs by the state budget, externalaid and community-generated user fees. Co-management is the sharing of the management of health 
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services by health personnel and the community. The objectives of the co-financing/co-management 
strategy are to: 

" finance the non-salaried recurrent costs of health services;
• institutionalize social dialogue and paitnerships between the community and health 

personnel; and 
" improve the effectiveness and efficiency of health services by using community knowledge

and technical know-how to enhance human development and community self-reliance.' 

In this context, COSA's are expected to undertake an inventory of the health problems of the
community and develop a plan for dealing with the problems. COSA members are also expectedto promote community participation outreach and disease prevention activities. 

The results, to date, in organizing COSA's have been mixed. Health officials held sensitizationmeetings with communities in the health areas chosen to be in the first wave of the reoriented PHC 
program. COSA's and COGEs were established. Some community members of COSA's thought,however, they would have influence over the composition and pricing of the stock of medicines inthe pharmacy. When their ideas were not immediately accepted, or they did not get certain benefits
for their service, a number resigned from the COSA's or just stopped participating in meetings.2 

SESA has found that community development is a continuing process, and does not stop with theestablishment of health management committees. Health district and health center personnel need 
more training in problem-solving, community development, and adult education in order to function 
as facilitators for community development. However, unless such training is followed by access toresources for implementation, regular supervision, and increased compensation/motivation, the
results will probably be short-lived. 

SESA conducted numerous focus group discussions to learn about community and service providerperceptions of the RPHC policy, health care preferences, and thoughts on community participation.
This information was used as a basis for a workshop on provincial IEC (Information, Education,and Communication) action plans and messages to promote RPHC and community participation. 

While the IEC efforts of SESA I have concentrated on promoting community development related 
to the co-management and co-financing of health centers, one of the important lessons learned in 
the process is that: 

IEC cannot "belong' to any one central directorate in the same spirit that
supervision, evaluation and training do not. This is particularly relevant given the
evolution of the projectfom a classic childsurvival project to the current design
with an emphasis on sub-systems in support of health care delivery including
community participation. zz 

1.7 The Involvement of Women in RPHC 

The officially stated goal of the SESA project is "to contribute to the improvement of the health
status of the people of Cameroon, particularly women and children.' Clearly, the primarybeneficiaries of SESA activities have been women and children. Since they are the most vulnerable 
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to health problems; they are the most frequent visitors to health centers. They also gain the mostfrom outreach programs. The challenge for SESA, and other PHC projects, has been to ensure that: 

o health facilities deliver a high level of health care to women and children;o women and children are able to avail themselves of the care provided; ando women have a voice in the planning and implementation of health center and outreach 
programs. 

The SESA project has succeeded in the first two points, as evidenced by increased participation inprenatal and well baby care services. However, the involvement of women in the planning andmanagement of PHC services has not progressed very far. Women, the principal targets of SESAI1,are rarely represented on the COSA's. Even when represented, they generally do not take anactive part in discussions. In most of the cultural settings in Cameroon, joint men-women groupsor meetings are the exception. In the Adamaoua and Far North provinces, the prevailing Muslimreligion is a serious obstacle to meaningful involvement of women in decision-making. 

Mechanisms, other than participation in health committees (COSA's), must be found in Cameroonto involve women in the planning and management of health centers and outreach programs. SESA11 proposed, and budgeted resources for, specific ideas on to achievehow greater women's
involvement by: 

- forming a women's health advisory committee in addition to the COSA;
- encouraging the formation of a women's groups to discuss current health questions;
- funding community micro-projects planned and managed by women; and- arranging for women's focus group discussions and providing reports thereon to COSA'sand to health officers at local, district, and province level. 

Without the impetus of a SESA II project (or another donor/project who has a keen interest inwomen and development) the prospect for greater involvement of women in the management ofPHC services will simply remain a long-term objective. Cultural barriers to involvement of womenin community affairs remains a serious, systematic problem in these areas. 

1.8 Program Interventions (see also Disease Control Projects) 
One of the criticisms of the integrated systems approach is that it "dilutes" the impact of programinterventions and results in lower coverage rates for specific activities, e.g., measles vaccinationcoverage. Intensives vaccination campaigns in increased1986-1987 vaccination coveragedramatically throughout Cameroon, but was not sustained.,$ 

A similar situation was documented in Senegal and found that intensive campaigns conducted from1986-1989 were not sustained, interfered with other health service activities, and possessed sometechnical deficiencies related to the managerial characteristics of an intensive campaign. The studyrecommended a "reorientation of health policy that advocates district management and theadministrative as well as operational integration of vertical programs".29 

This is effectively what the RPHC strategy attempts to do and what SESA is helping to develop byassuring that a certain percentage of receipts from sale of medicines is designated to maintain thecold chain and to support immunization activities. SESA estimates that the fixed strategy and 

http:programs".29
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outreach activities from co-financed health centers are able to provide complete vaccination coverage
at a cost of 946 FCFA per child as compared to a cost of 1,620 FCFA if the program depended on

° a mobile team strategy. 

Preliminary results from SESA indicate that the RPHC strategy is making a difference. Acomparison between vaccination coverage in co-financed health areas and the overall provincialvaccination rate demonstrates a significant difference (see Table 7). Using measles coverage rates
(which are usually the lowest), SESA found a 46% rate for co-financed health centers in Adamoua
province compared to a provincial rate of 27%. In the South province co-financed centers had a rateof 36% compared to a provincial rate of 14%. As a result of functioning cost recovery, health 
management information, and supervision systems, these substantial increases in vaccination 
coverage should be sustainable. 

Table 7

Comparison Between Measles Vaccination Coverage


in Co-financed Health Areas and Overall Provincial Rates
 
Province &Orallprovincial Measles vaccination 

measles vaccination 
coverage 

coverage in co­
financed health areas 

South 27% 46% 

Adamaoua 14% 36% 

2. The Reform of Health Delivery System (RHDS) 

In August 1990 USAID approved a three year $2.6 million operational program grant (OPG) to

Save the Children Federation (SAVE) and CARE International (CARE) to "strengthen the capacities

of both community, public and private health services in the delivery of primary health care tomothers and children in the Far North province of Cameroon." The goal of the Reform of theHealth Delivery System (RHDS) project was to reduce ov...-all child and maternal mortality in fourdepartments of the Far North by developing the program areas of five child survival interventions,
health care financing, health planning services delivery, and program management and coordination. 

The project was redesigned in 1991 to bring it in line with the RPHC policy. Like SESA I, the
project's centralized, vertical approach was replaced by a decentralized, integrated strategy focused 
on improvement of health systems and community involvement in the management of health care.In addition, the decreasing MOPH budget available for rural health meant that the cost recovery
component of the project was significantly expanded. 

RIHDS got off to a slow start. This was due to changes in key project personnel; poor coordination
between SAVE and CARE; a project revision to align it with RPHC; the lack of a clear definitionof health districts; confusion and delay in the procurement of medicines; one cholera and two 
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meningitis epidemics; and the lack of an MOPH delegate for most of 1992. RHDS was able,
however, to resolve- most of these problems and the first wave of community co-managed and 
co-financed health centers under the project opened in September 1992. According to the project
external evaluation, the difference in quality/quantity of PHC activities between co-financed/co­
managed and non-assisted health centers was dramatic." 

The RHDS project has cleurly demonstrated that international Private Voluntary Organizations
(PVOs), like SAVE and CARE, have the capability to implement the RPHC program. The 
following project accomplishments by RHDS are particularly relevant to the development ofsupport 
components for an integrated health system: 

2.1 Planning and Management 

The RHDS project emphasized health system development at the health center level, and was not 
specifically intended to develop health districts. This fact, coupled with the lack of a clear definition 
of health district by the MOPH, and with SAVE's and CARE's lack of experience in developing
integrated health systems, meant that RHDS achieved little progress in creating functional health 
districts. However, all 30 of the planned co-managed, co-financed health centers were assisted by
RHDS. The direct contact and supervision by RHDS of health centers, though justified under the 
circumstances, created the impression that these health centers were part of a SAVE or CARE 
program, rather than part of a health district system. Both SAVE and CARE have now succeeded 
in transferring responsibility for supervision to MOPH district managers. 

2.2 Coordination of Partner Agencies 

The original design of RHDS called for the creation of a consortium of primary health care agencies
called CAISP (Cellule d'Appui aux Initiatives des Santd Publique). CAISP was to assist the 
Provincial Health Delegation in the training of personnel, collaboration among partners (public and 
private), and designing/implementing a standardized health information system. RHDS did establish 
aCAISP office administered by a CAISP director and two deputy directors. This format, which was
dominated by SAVE and CARE, made other potential partner agencies hesitant to participate. When 
CAISP came to be perceived as a second provincial delegation, it was wisely discontinued and
replaced with a commission urider the provincial delegate. Various sub-committees of this 
commission have been formed when necessary to deal with specific topics, e.g., HMIS, supervision
protocols and provincial pharmacy. Effective donor/MPH collaboration has resulted in the 
development of a provincial moxdical supply system to be opened officially in April 1994. 

2.3 Drug Supply and Cost Recovery 

Because of difficulties in its initial supply of drugs under the operational program grant, SAVE set 
up a small depot using "matching" private funds to procure some drugs through GTZ's CIAME 
(Centre for the Procurement of Essential Drugs) in order to supply its centers pending the start-up
of the Far North Provincial Center for Supply of Essential Medicines. 

A.I.D. handbook regulations require central AIDIW procurement of pharmaceuticals through a 
combination of U.S. suppliers and UNICEF/Copenhagen. Even under the most favorable conditions, 
an order takes one year to complete. AID/W Office of Procurement needs to identify ways to 
streamline and/or decentralize these procedures to permit overseas missions to procure essential 
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drugs in a more expeditious fashion, particularly given the crucial role that the availability of
medicines plays in systems development and cost recovery. 

2.4 Training and Supervision 

RHDS did a good job in providing the basic training required in the principles of primary health 
care, co-financing and co-management. Training from three days to two weeks was provided forthe health center chief nurse, the nurse-aide, the members of the health committee and health center 
management committee. The effectiveness of this training was demonstrated in that: 

o all centers had a maps of their health areas showing villages and outreach points;o all centers had village maps showing household position and number;o all centers had a monthly schedules for health center and outreach activities;o all centers were completing and submitting monthly HMIS reports;
0 some centers had graphs to monitor the level of activity; ando some centers had job descriptions or an organigram of health center personnel. 

Supervision visits were, however, rarely used as opportunities for in-service training. Supervisionwas perceived as supervision/control rither than as supervision/training. RHDS project personnel
placed more emphasis on training seminars and not enough on training during supervision, buteventually learned that it is not always necessary to organize a training seminar to initiate a new
idea, e.g. teaching nurses to graph health indicators. 

While this might seem as a more time-consuming process, as opposed to teaching everyone at the 
same time, it has several distinct advantages. First it saves money by reducing the number of
training seminars. Second, it develops the role and self-worth of the supervisor as someone who comes to teach, rather than simply to inspect. Third, supervision/training increases the opportunity
for dialogue that can uncover additional problems and solutions. 

Supervisory protocols, developed by RHDS, which should have streamlined supervision, actuallymade it more complex. The forms attempted to capture an excessive amount of informatiou, andin the process buried key findings in a morass of trivia. For example, in assessing the cleanlinessof the facility, the supervisor had to note the presence or absence of every piece of cleaningequipment. As one health center nurse stated, the supervisor already knows the answer to most of
the questions and could have completed the form without visiting the center. RHDS recognized thisweakness and, through the provincial sub-committee for supervision, revised protocols to monitor 
some aspects once or twice per year,.and to develop supervision-by-exception protocols to identify
deviations from generally accepted norms. 

2.5 HMIS and Family Registration 

Most health centers assisted by RHDS completed a family census of their health service area. Data 
on each family were recorded on a family card (fiche familiale). However, such cards were notupdated on a regular basis. In cases, the COSA, which was supposed to obtain data onsome 
births, deaths, immigration awl emigration, was unwilling to perform this task without some form
of compensation. The question is whether this potentially useful system is consistent with existinghealth center resources and level of sophistication. There may also be easier and less labor-intensive 
ways of accomplishing some of these same functions. 
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2.6 Community Participation 

RHDS successfully transmitted the concepts of co-financing and co-management to healthcommittees (COSA) and health center management committees (COGE). Community dialogue .(sensitization) about RPHC was initiated around existing health centers with more than 90% of thepopulation. However, when asked to define primary health care, one COSA president stated thatthe nurse should respond to such a technical question. However, when the same person was askedto define "REO" (Reorientation of Primary Health Care) he immediately began expounding on theprinciples of co-financing and co-management. RHDS quickly recognized the need to emphasize that"REO" is much more than drugs and cost recovery. Getting COSA and COGE to focus onvaccination coverage, village sanitation, health center renovation, and water supply as part of"REO" may also help COSA members gain greater satisfaction in their work. 

Outreach activities (strategies avancdes) are generally perceived by the population and the healthworkers as decentralized opportunities for vaccination. These activities are an excellent starting pointfor outreach, but RHDS should encourage (and reward) those nurses who expand into other

community based activities such as village sanitation and/or any long-term development activity.
 

3. Technical Assistance Advisor for AIDS and Child Survival (TAACS) 

TAACS is not really a project, but rather a mechanism managed through the Centers for Disease

Control (CDC) to provide long-term technical assistance to USAID Missions for AIDS and Child
Survival. In the case of Cameroon, the TAACS advisor was asked to concentrate his efforts in the
development of the National Health Management Information System (HMIS). 

Originally, the National HMIS was the responsibility of the DEPS (Directorate for Evaluation andPlanning Services), but it soon became clear that the need for information is common to allprograms and directorates. Because the control of information can also be extremely powerful,
development of the National HMIS by DEPS alone was 

the 
not acceptable to the other MOPHdirectorates, nor to the numerous partner agencies that were independently developing their own 

information systems. 

The solution was to create a sub-committee for HMIS under the national PHC committee. Thesecretariat of the sub-committee, situated somewhat above the directorates in the MOPH hierarchy,served as the nucleus for the development of the National HMIS. 32 The TAACS advisor became,therefore, a chief advisor to the sub-committee. The advantage of developing a National HMIS
through this structure was that it established a neutral secretariat and environment for discussions;included representation from all concerned and interested agencies; and facilitated a dialogue with 
partner agencies which otherwise might not have been possible. 

In order to coordinate partner agencies that were developing their own information systems, it wasdecided that the responsibility for developing the prototypes for the various sub-systems of theNational HMIS would be shared among different groups - health center/area (GTZ), hospital anddistrict health services (SESA) and the provincial (French Assistance Cooperation- FAC). Thisprocess avoided the design of a theoretical and overly complicated system at the national level. Thepre-testing of the prototypes proposed was conducted by the sub-committee, under the direction of 
the TAACS advisor. 3 
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All the sub-systems of the NHMIS have not yet been cci pleted, but the health center and healthdistrict systems have been developed, pre-tested, and are ready for production and diffusion during1994. They are already in use in USAID-assisted provinces. It is noteworthy, that this work wascompleted without benefit of a dedicated donor project, and represented what can be accomplished,
albeit slowly, with good donor coordination. 

4. Lessons learned 

Health Development: 

0 By choosing an integrated health systems approach to health in Cameroon, and by implementingprojects to assist the MOPH in making the transition from selective primary health care to RPHC,USAID has probably had a much greater, wider and permanent impact on health in Cameroon than
if it had maintained a selective or narrowly focused approach for its projects. 

Donor Coordination: 

o Even with a clear national policy for RPHC, there is a continuing need for marketing the conceptof integrated health systems to donor/partner agencies. We should never underestimate the tendencyfor donors, especially with pressure from headquarters, to "verticalize" their assistance and projects.The substantial advantages of integrated health programs, such as USAID's, should be widely
disseminated to new donors in the sector. 

o Coordination of donor agencies in Cameroon has been facilitated by the RPHC policy to defineresponsibilities for planning and management at each level of the integrated health system. Theintegrated health system has provided a mechanism for coordinating the comparative advantages of
donor programs. 

o It is necessary to plan for a mix of donor supp. 1 in developing integrated health systems. Mostdonor agencies are unable, or unwilling, to provide the full spectrum of assistance required todevelop integrated health systems. For example, donors that are primarily interested in supportinghealth center and community outreach activities usually have less interest in providing major
rehabilitation or equipment to referral hospitals. 

o Donor agencies and their projects need to officially commit themselves to supporting the creationof an integrated health system, as in Cameroon, even if their assistance is only to one or twosupport components or program interventions of the system. This helps to prevent a verticalizationof components and projects, and to facilitate their integration into the system as a whole. 

Planning and Management: 

O Implementation of decentralization should begin at the system level that has the capacity forplanning, management and supervision over the functions to be decentralized. While health districts are to be the operational unit for decentralized planning and management in Cameroon, theweakness of government infrastructure and personnel at this level made it necessary to begindecentralization by concentrating systems building at the provincial level. 
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0 The process of defining geographical boundaries of health districts should not promoteadministrative boundaries; rather accessible and equitable PHC. Defining boundaries by population
size and movement, existing health infrastructure (including that of NGOs), ease and cost ofsupervision and referral, and infrastructure to accommodate personnel should be the principal
criteria for delimiting health districts. The definition of such boundaries should be kept as flexible
and as locally-focused as possible until successful working models for districts are well established. 

o The absence of functional health districts to serve as replicable models for national
decentralization can become an obstacle to "getting decentralization moving at that level. Each
province is now striving to develop one functionallreplicable health district. Priority should be given
to developing model health districts where a minimal effort is needed, e.g., in a district with a 
completely functional referral hospital. 

o The capacity of local NGOs (non-governmental organizations) to manage district referralhospitals aad to participate in, or even completely manage, district health services is a potential
resource which is just now being seriously explored. Given the current economic situation in
Cameroon, there is a need to maximize the use of existing, limited health infrastructure and 
resources by actively pursuing greater public/church coordination. 

o While model health districts are being developed, it has been politically important to develop aninterim strategy to expand access to primary health care services, especially access to essential
medicines. This has been essential to maintain program credibility, to increase the confidence of the
population, and to expand the acceptance of cost recovery. 

Training and Supervision: 

o Direct contact and supervision of health centers by a donor-funded project can create theimpression that these health centers are part of a donor program, rather than part of a health district 
or provincial system. Projects need to make a concerted effort to develop and respect the hierarchy
of supervision of health centers by health districts. 

0 Supervision needs to include a strong training component that promotes and rewards problem­
solving at the health center level. This is a form of action-oriented operations research which alsoreinforces the role of the supervisor as someone who comes to teach, rather than simply to inspect. 

o Supervision protocols should streamline supervision, not make it overly complex and repetitious.Some aspects, e.g., building infrastructure, might be checked only once or twice per year, while
others might focus on identifying dei'iations from generally accepted norms. 

o Coordination of supervision of NGO-managed health facilities health services as part of a healthdistrict should be negotiated at the district and provincial levels. Coordination can be facilitated by
making a clear distinction between administrative sipervision (which remains the responsibility of
the NGO) and technical supervision (which is the responsibility of the health district supervisor). 
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Drug Supply and Cost Recovery: 

o Before a drug supply and cost recovery system is initiated, it is necessary to calculate and
determine its costs - including the marginal recurrent costs involved in operating and sustaining such 
a system. 

O Capacity building at the provincial level to establish provincial to health center support systems
for drug supply may be necessary to get an integrated health system started, especially in a situation
where districts are non-existent or very weak. One support component, such as the logistics/drug
supply system, may well serve as a catalyst for getting an integrated system moving. However, the
"twin engines" of RPHC (drug supply and cost recovery) should not become so emphasized that
other support components lag far behind. It is important to constantly remind the population and
health personnel that PHC is much more than drugs and cost recovery. 

o Capacity building at the provincial level, with provincial to health district support can become 
an obstacle to developing decentralized health districts. To avoid permanent institutionalization at
the provincial level, a strategy is needed to decentralize support component to the district level. 
Project and provincial personnel need to be on the outlook for opportunities to strengthen districts, 
e.g., provincial training of health center personnel should include health district supervisors. 

o Inthe absence of an established functional supply line, a "mini-depot" supply system managed
by a PVO (as SAVE did in the Far North province) can be a good interim mechanism for providing
health centers with medicines. 

o There is an inherent danger in cost recovery that the drug supply system can become sopredominant that the success or failure of PHC is measured only in terms of positive or negative
balance sheets, rather than in utilization of services or decreasing morbidity. 

o AID/W Office of Procurement needs to identify ways to streamline and/or decentralize these
procedures to permit overseas missions to procure essential drugs in a more expeditious fashion,
particularly given the crucial role that the availability of medicines plays in systems development
and cost recovery. 

Community Participation and IEC: 

o Community development is a continuing process, and does not stop with the establishment of
COSA's. Health district and health center personnel need training specific to problem-solving,
community development, and adult education in order to function as facilitators for community
development. However, unless such training is linked to increased resources and compensation, the
results will probably be short-lived. 

o Motivation (monetary and non-monetary) needs to occur with a minimal feed-back delay. Health
centers and COSA's become discouraged if they have to wait a long period for the compensation 
system to be implemented. 

o The form of community participation in health services, such z COSA's and provincial funds,
will vary depending upon local cultural factors. 
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o Projects should not hesitate to work with and through existing local church NGO structures,assuming they are financially sound, even if they do not conform entirely to the MOPH principlesof co-financing and co-management. 

o IEC is a broad activity which needs to be linked to all support components and programinterventions, just like supervision, evaluation and training. This is particularly important for childsurvival programs which are being reoriented to create integrated an health system includingcommunity participation. 

o Mechanisms, other than participation in health committees (COSA), must be found in Cameroonto involve women in the planning and management of health centers and outreach programs, such 
as: 

: 
forming a women's health advisory committee in addition to the COSA;* encouraging the formation of a women's groups to discuss current health questions;" funding community micro-projects planned and managed by women; and
" 
 arranging for women's focus group discussions and providing reports thereon to COSA's
and to health officers at local, district, and province level. 

Health Management Information Systems (HMIS): 

o Because the need for information is common to all programs and directorates, and because thecontrol of information can be extremely powerful, the development of a National HealthManagement Information System needs to be a consensus-building process. There is a distinctadvantage in developing a National HMIS through a high level committee structure that can:• establish a neutral secretariat and environment for discussions;* include representation of all concerned and interested agencies, and* facilitate dialogue with partner agencies which might not be otherwise possible. 

o Computerization of a HMIS should not be an end in itself, but simply a meansprograms to that helpsmonitor and achieve their objectives. Such systems should be population-based,flexible, user-friendly, and action-oriented. They should be unified; linked to supervision; encouragedecisions based on pre-determined indicator levels; permit information to circulate rapidly, and
reflect available national resources. 

o An HMIS should place greater emphasis on non-computerized local (health center and healthdistrict) analysis and feedback of data during supervision visits, than it does on computerizedfeedback from a provincial or national level. Otherwise, the tendency will be for health centernurses to equate the HMIS with computer-generated graphics and provincial-generated decision­making. SESA's health center poster, specifically designW for monthly graphing of key indicators,and used as a supervision tool, is useful in this regard. 

o Even though HMIS data may be entered directly into a computer at the provincial level, thehealth district should be the front-line support system for data collection, analysis and feedback tohealth centers. Provinci I analysis and production of computer graphics should go first to the healthdistrict supervisor, rather directly to health centers. 
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O The decentralized development and testing of a provincial HMIS is a necessary step in the 
preparation of a national HMIS. Special attention needs to be made to structure the HMIS forms 
for the convenience of the health providers who are collecting the information. 

O The National HMIS should consist of a "triage" of information from local or provincial HMIS's 
which is deemed essential for national planning. Indicators should be carefully selected for each 
level, as was done in Cameroon. A National HMIS should not simply be the sum total of 
information collected at all levels of the health system. 

O The family registration system (establishing a health center "fiche' for each family which lists 
all family members) is a costly, labor intensive system which is difficult to maintain and use 
effectively. While it could be a valuable tool for the planning and delivery of health services, e.g., 
serve as a tickler file for the immunization program or for chronic illnesses such as TB, there are 
often easier and less labor-intensive ways of accomplishing these functions. 

5. Prospects for sustainability 

When considering prospects for sustainability, it is necessary to examine the prospects for both 
management and financial sustainability. The USAID-funded PHC projects in Cameroon have made 
excellent progress in creating the managerial capacity to sustain an integrated health system, and 
in developing the financial potential to cover most recurrent costs using in-country resources. 

The drug supply and cost recovery systems, which have provided the momentum for RPHC, were 
designed to become completely functional as part of a four year process. The CAPPs have now been 
functional for about two years, and can be considered sustainable, i.e. they will continue even in 
the absence of USAID-funding. In addition, the almost 100 co-financed and co-managed health 
facilities (providing 30% health care coverage for three provinces) may also be considered 
financially and managerially sustainable. However, given the unplanned early termination of USAID 
investment, the Mission should strive to identify mechanisms for continued technical assistance to 
optimize the chances for sustainability. 

However, while the foundation for an integrated health system has been laid at the provincial level, 
initiatives at the health district level are just beginning to show some measurable progress. Several 
more years of effort will be required to establish functional/replicable health districts in the three 
provinces assisted by USAID. Given the now-established capacity at the provincial level, it should 
be possible to continue the existing momentum by providing assistance through follow-on regional 
or central funding. 

C. DISEASE CONTROL PROJECTS 

1. Health Constraints to Rural Production (HCRP) 

Phase I of HCRP (1984-1990), managed the Tulane University, began in 1984, and for several 
years was the only bilateral health project funded by USAID in Cameroon. The objective was to 
develop a schistosomiasis reseaich center in Yaounde that would serve Francophone West and 
Central Africa. The project also included training of a Cameroonian cadre to map the epidemiology 
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of schistosomiasis and to develop a control manual. While almost all of the project objectives were 
met. 4 Howe!ver, due to the economic crisis, the research center is only partially sustainable. 

Phase IIof HCRP (1990-1993), also managed by Tulane University, was designed as a follow-on 
activity to assist the MOPH in develop and test an affordable model for the control of 
schistosomiasis in highly endemic areas. Specifically, HCRP II was to develop and integrate 
effective health education, treatment, cost recovery and control strategies for schistosomiasis into 
RPHC. Project findings and achievements in these areas included: 

" 	 Student knowledge of schistosomiasis' infection route rose from 11 to 72%; 
• 	 Schistosomiasis prevalence was reduced by 67% in the four test villages;
• 	 Infection rates in snail control villages were slightly lower than in test villages; 
* 	 Cost recovery for lab tests and treatment was established and integrated; 
• 	 Cost recovery for snail control was not considered very feasible; and 
" 	 Sustainability of health education was deemed possible if integrated into the health district 

supervision system." 

One of the chief outputs of HCRP is a manual, Schistosomiasis Control in Cameroon', which 
outlines the procedures and the costs of integrating schistosomiasis control into community
co-financed and co-managed health centers. The manual also includes a generic plan for the 
integration of schistosomiasis control into primary health care. The MOPH is now designing a 
national schistosomiasis control strategy based on the model developed by HCRP. The integration 
of schistosomiasis control within the RPHC program is a low-cost, effective method to address an 
important public health problem. 

2. Ivermectin Distribution Program (IDP) 

The Cameroon River Blindness (Ivermectin Distribution) Program (IPD) was a three-year project
implemented by the International Eye Foundation (IEF) in collaboration with USAID, MOPH, the 
River Blindness Foundation (RBF), Tulane University, and Merck & Co. which donated the 
ivermectin. The purpose of the project was to assess the feasibility of using U.S.-based private
voluntary organizations (PVOs) to strengthen the instititional capacity of indigenous health 
institutions in Dja and Lobo Division of South province to provide cost-effective and sustainable 
delivery of ivermectin for the control of onchocerciasis. 

Project activities and accomplishments included: 
• intensive/rapid assessments to.establish the endemicity of onchocerciasis; 
" KAP (Knowledge, Attitude & Practice) surveys leading to the design, testing and delivery 

of IEC materials;
 
" development of the delivery protocol for tracking project progress;
 
" treatment of 17,800 persons during first round ivermectin distribution; and
 
* 	 training/supervision of more than 100 health personnel in MOPH facilities. 

The project estimated that the cost per person treated would vary from 596 FCFA through a mobile 
team distribution approach, to 287 FCFA by community-based distribution, to 71 FCFA by passive
distribution from a fixed health facility." Because of a concern for long-term program sustainability 
and the decision to integrate ivermectin distribution into RPHC, the project adopted the passive 
distribution approach. This approach emphasizes clinic-based ivermectin distribution; the sale of 
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ivennectin at community pharmacies; health education on onchocerciasis at the health center and
during community IEC sessions; and amending PHC supervision and information systems to include 
data on onchocerciasis. 

The weakness of the passive/fixed approach is that coverage rates tend to be much lower than might
have been attained with a more costly mobile team approach. The mid-term evaluation agreed,
however, that this was the most pragmatic approach and found that Cameroon's integration of
ivermectin delivery into the primary health care system is unique in the history of onchocerciasis.n
They concluded that the inherent cost-effectiveness of this model will contribute to a program that 
is both sustainable and replicable. 

3. Control of Diarrheal Diseases (CDD) 

Since 1988, USAID has supported the National Control of Diarrheal Diseases (CDD) Programthrough a sub-project of the AID/W managed Technology for Primary Health Care II (PRITECH
I) Project. The project purpose was to assist the MOPH to plan and implement CDD programs so as to increase the effectiveness of diarrheal case management by health care providers and parents.
Specifically, the project included objectives for training, KAP research, IEC design and pre-testing,
ORS distribution, establishment of ORT units, and launching of breastfeeding activities. 

PRITECH completed all of its objectives satisfactorily.39 In collaboration with SESA I, PRITECH 
developed a CDD curriculum for service providers working in community co-financed and
co-managed health facilities. PRITECH has also worked closely with SESA I and other PHC
projects to design supervision protocols and health information indicators to be used in integrated
PHC supervision and health information systems. 

PRITECH played a leading role in bringing the National Control of Diarrheal Diseases Program
(NCDDP) in line with RPHC. As a result of RPHC, CDD planning and management is to be
decentralized to the provincial and health district levels. PRITECH helped revise the objectives of
NCDDP in 1992 to change it form a CDD implementation organization to more of a consultative
and policy body. Responsibility for CDD service delivery, supervision, provision of ORS, and the
collection of CDD information is now the responsibility of the provincial-based PHC programs. The
result of this effort is the availability of CDD activities and ORS in over 250 health centers and the
absence of harmful anti-diarrheal drugs. The prospects for sustainability are very good. 

4. Data for Decision Making (DDM) 

Responses by the MOPH to outbreals of meningitis, cholera and yellow fever were historically
ineffective in northern Cameroon. In 1992, at the request of the MOPH and USAID, CDC provided
technical assistance to train health officers in Northern Cameroon in epidemic preparedness. These
steps included positioning of vaccine buffer stocks, improved meningitis surveillance, and 
determination of epidemic threshold rates for use in deciding when to vaccinate. In early March
1993, district health officers effectively used detailed epidemiologic data to detect and respond to 
new outbreaks of meningitis. According to the MOPH, a large scale epidemic was definitely
avoided, and epidemic preparedness training is often cited by the MOPH has an example of training
that can make a difference in lives saved. 

http:satisfactorily.39
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In order to further improve and institutionalize epidemic preparedness in Northern Cameroon,USAID contracted a long-term project (1993-1995)1o with Data for Decision Making (DDM)Project. The goal of DDM/Cameroon is to increase the capacity of the Cameroon MOPH andcollaborating NGOs to effectively detect, confirm and respond to epidemics of meningitis, choleraand yellow fever in the North and Far North provinces. 

The integration of epidemic preparedness with RPHC has also been achieved. This consists of (1)clearing defining specific epidemic response actions for each level in the health system; (2) inclusionof epidemic disease reporting as part of the health center monthly reports; and (3) integratingepidemic disease control drugs with the provincial revolving drug supply. The latter strategy is thekey to sustainability because it: 

" avoids expiration of drugs/supplies stocked specifically for an epidemic;" provides a system to automatically restock drugs;• provides a mechanism for health centers to deal with indigent care; and" generates funds for outbreak investigation and immediate response to an epidemic beforeexternal assistance is mobilized; 

5. Lessons learned 

InteurationwithPHC: 

o The creation of a vertical national health intervention program (such as NCDDP orSchistosomiasis Control) is important to launch a specific disease control program, especially fordeveloping and testing effective interventions, adoption of a national strategy and establishing atraining/supervision/HMIS capacity. However, following general acceptance of the intervention,emphasis should be placed on decentralizing and merging responsibility for planning, management,training, supervision, HMIS and logistics to regions and health districts, and completely integratingthe intervention as a health center and outreach activity. 

o Integration of disease control programs into RPHC was facilitated by the fact that these programsexisted under the national Directorate of Preventive Medicine rather than as independent units. 
o Planning for integration needs to begin before active distribution of drugs begins, e.g.,ivermectin. Quantitative indicators need to be developed to enable project managers to assessprogress in the process of integration. Every component of the intervention needs to be designed,with the aim of complete integration before the end of the project. 
o Generalizing project specific accomplishments and strategies into a generic guide for integrationof the disease control program into integrated health system is oile of the most valuable end productsof such projects, (c.f., Schistosomiasei Controlin Cameroon manual). 

o Disease control programs which are committed to developing integrated health systems can bean entry point for increasing access to limited services; for establishing principles ofco-managementand co-financing; and for creating community enthusiasm for primary health care. 
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Systems Strengthening: 

O The delivery of disease control interventions can be accomplished in functional health facilitieswhich are financially viable and are supported by regular supervision, continuing education, supply
line. etc. Cameroon's RPHC provides such a framework. 

o The delivery of endemic and epidemic disease control commodities (ORS, Ivermectin, Hematutia
detection strips, and praziquantel (Biltricide)) can be effectively accoimplished as part of an
integrated drug supply system. Establishment of a separate logistics supply system should be
avoided except where an integrated system is not yet in place. Assuring the use of essential
medicines, and discouraging the use of inappropriate drugs, e.g., anti-diarrheal drugs, can be 
greatly facilitated through a secure supply line. 

o Integrating epidemic disease control drugs with a revolving drug supply:
• avoids expiration of drugs/supplies stocked specifically for an epidemic;

" provides a system to automatically restock drugs;

* 	 provides a mechanism for health centers to deal with indigent care; and
" 	 generates funds for outbreak investigation and immediate response to an epidemic before 

external assistance is mobilized. 

o 	Large scale epidemics can be avoided or controlled by relatively simple, low-cost epidemicpreparedness measures. These include positioning of vaccine buffer stocks, improved meningitis
surveillance, and determination of epidemic threshold rates for use in deciding when to vaccinate. 

Community Participation: 

0 Disease specific interventions can succeed only if they build on community awareness concerning
the disease. Where popular perceptions appear to remain unfocused, concerted efforts are needed 
to develop awareness, e.g., primary school health education. 

6. Prospects for Sustainability 

The MOPH and USAID receive high marks in reorienting and integrating disease control programs
into RPHC. While this approach has currently resulted in temporarily lower coverage rates than
might be expected by a more vertical program, it appears to be the most pragmatic approach
available in terms of cost-effectiveness, sustainability and replicability.

In the case of schistosomiasis control and ivermectin distribution, these programs were implemented
only in pilot areas. In these instances, existing provincial PHC systems may need to provide sometechnical assistance and trouble shooting over the next few years to replicate the integration of these
control programs in other endemic areas of Cameroon. 
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D. AIDS 

I. Baseline Situation in 1987 
Cameroon is fortunate to be a relatively low-prevalence country for HIV infection. The sero­prevalence rate among sexually active population in urban areas was estimated about 2% in 1993.41The first AIDS case was reported in 1985. The first studies completed in between 1984 and 1987found between 0 to 0.5 %sero-prevalence rate among the adult population in various scattered areas,with a 4% sero-prevalence rate in Douala and 2.7% in Yaounde among commercial sex workers(CSW). Other sexually transmitted diseases have been recognized as a serious problem in Cameroonfor a long time. Condoms were available only in pharmacies at prices that were unaffordable formost and were not widely used. Sentinel surveillance (monitoring of activities in a few selectedhealth facilities), which began in 1988, indicated that the epidemic was increasing steadily amongdifferent populations. Timely intervention was needed to slow and eventually halt the spread of theepidemic before it reached catastrophic proportions (as it has in neighboring countries). 

In 1987, there was no strategy nor national program to combat the spread of HIV infection. In1988, the Government of Cameroon, alarmed by the epidemic proportions of the disease in othercountries in the region, established a multi-sectorial National AIDS Committee to develop a strategyfor the prevention of HIV/AIDS. Subsequently, an AIDS Control Unit was established at theMOPH which is responsible for the planning, coordinating, monitoring and evaluation of AIDScontrol activities. 
1988 

Two five-year Medium-Term Plans were since established, the first for the period- 1992, and (after a comprehensive
The Medium-Term review in 1993) the second for the period 1994 - 1998.Plans defined and prioritized problems,strategies and activities, as well as the use of resources. 

and defined planned objectives,
Multi-donor support is being provided inthe implementation of these plans. 

2. AIDSTECH and AIDSCAP 
USAID's assistance in AIDS control wasproject AIDSTECH, from September 1987 

implemented througb buy-ins to the centrally-funded- September 1992. Thisfrom October -. s followed by AIDSCAP,1992 to the present. Assistance for condom social marketing was also providedthrough several grants from centrally-funded projects. The activities under these two projects weredesigned to fit within the Medium Term Plan and to address the needs of the country. 
Under AIDSTECH, USAID's assistance focused on two of the objectives of the first Medium TermPlan, i.e., to: 

• reduce the sexual transmission of HIV; and* reduce the transmission of HIV through the blood supply. 
USAID also supported the three main strategies of the project, i.e., to: 

• health promotion, IEC, and social marketing of condoms);
* 
 reduction of risks from blood transfusions; and* psycho-social management of AIDS patients, sero-positives and their families. 
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The follow-on phase of USAID assistance in the AIDS sector through the AIDSCAP project, the 
focus was narrowed to support the strategy of health promotion (IEC, social marketing of condoms),
and the reduction of sexually transmitted diseases. As the main mode of transmission is through
heterosexual activity and account for 90% of the AIDS cases, this refocusing increased the effective 
use of resources. The two activities of condom social marketing and IEC are complementary to one 
another: IEC and marketing campaigns stimulate the demand for condoms, and the social marketing 
program ensures a wide availability of condoms to meet the demand. 

Therefore, the assistance provided the means to continue IEC activities with the commercial sex 
workers (CSWs), and expanded IEC activities to include other groups, namely university students 
and the military. Two PVOs, CARE International and Save the Children Federation, received grants
from the AIDSCAP Project to carry out AIDS education projects targeting youth and other high-risk 
groups in the East and Far North provinces. AIDSCAP continues to provide logistical support for 
sentinel surveillance, but it has ceased to provide reagents for blood testing, and has stopped
providing support for quality assurance of blood transfusions, and counselling at health facilities. 

The major outputs achieved under AIDSTECH and AIDSCAP are listed in Table 8. 

Table 8
 
Major Outputs of AIDSTECH and AIDSCAP
 

IProject Activity AIDSTECH Accompliahmwat AIDSCAP AccomplimmotaJ from 1989 to 1991 	 1991 topremt 

IEC targeting CSWs 	 Reported condom use increased from 46% to 164 CSW, 70 university student 
73% in the past week among CSWs sampled; peer educators active in 
and from 54% to 75% among male bar providing AIDS prevention
patrons; 80 CSW peer educators active in education; CSWs sold 2.2 
Yaound6 and Douala; CSWs sold 1.1 million million condoms. 
condoms. 

Condom social 4.6 million condoms sold from Oct 89 to 10.7 million condoms sold from
marketing Sept 91 with 24% of sales by CSW Oct 91-Sept 93, with 19% of 

salespersons. sales by CSW sales persons. 

Sentinel surveillance 	 Surveillance activities initiated in Yaound6, Sentinel surveillance activities 
Douala, Bertoua & Garoua with sentinel on-going, with regular reports 
groups regularly tested, compiled & published annually. 

Social marketing of Surveys conducted to collect baseline Pilot project launched in May
STD treatment kits surveillance azid KAP data. 93. 1,321 kits sold by Dec 93. 

Quality assurance for Provincial supervisors and lab technicians not continued under AIDSCAP 
HIV testing trained; proficiency and validation testing 

conducted. 

Strengthening of 100 health personnel trained for prevention not continued under AIDSCAP 
AIDS Prevention counselling to 2,280 persons and long-term
Counselling Services supportive counselling to 118 persons. 

Computer modeling of Demographic, behavioral & STD data On-going

the AIDS epidemic gathered/compiled. 2 epidemiologists trained.
 

Developing an HIV Clinical testing phase conducted On-going

diagnostic test
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It should be noted that other donors, including the GTZ, WHO and French Cooperation, have also
contributed to the sentinel surveillance, blood safety and counseling activities. Other donors have 
funded a range of activities which, taken together, have contributed to the accomplishments of the 
National AIDS Control Program. 

The Government of Cameroon is to be commended for its commitment to combatting AIDS.
It initiated programs such as condom social marketing program and AIDS education program
in schools - programs which other governments in the region have been slow to adopt. 

Bringing about sexual behavioral change is a slow process and there will be a time lapse before the 
sero-prevalence rate plateaus or decreases. Sentinel surveillance data from five sites showed
increases in HIV infection rates among pregnant women attending pre-natal clinics except in 
Yaoundd, where the rate remained stable from 1992 to 1993. Sero-prevalence surveys have found
that the rates among CSWs to have also stabilized in Douala and Yaoundd between 1992 and 1993. 
In addition, sentinel surveillance data showed syphilis rates to be decreasing. Although encouraging,
it may be too soon to draw conclusioas about the trend in HIV infection rates. Continued sentinel 
surveillance should give a clearer picture of where the AIDS epidemic is heading in Cameroon. 

While program success, therefore, cannot be measured using sero-prevalence rates at this time, it 
can be measured by the increase in condom use among the target groups. Condom use is the si~e 
most effective means to prevent the spread of AIDS and STDs. It may be concluded that the 
program has had a considerable impact on condom use, as evidenced by the sales figures, and on 
condom use among the targeted high-risk groups. The social marketing program has the second 
highest per capita condom sales in Africa. Around 17.8 million (including free samples) condoms 
have been sold since the program began in October 89, and sales figures have been climbing
exponentially (See Figure 4). Two of the CSW peer educators have become wholesalers of
condoms. It is expected that condom use will continue to rise, and as a result, the rate of HIV
infections and STDs will decrease. Recent studies have also shown an impressive increase in the 
knowledge of AIDS among the population. 

Figure 4 
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The program has also improved the capability of the MOPH to moutor the disease through sentinel 
surveillance, improve- blood safety, and counselling services in health facilities. The assistance 
provided was timely and having acquired the technical capability to carry out these activities, other 
donors are prepared to continue financial support to the MOPH. 

A centrally-funded experimental project in the marketing of STD treatment kits in the universities 
has not met with much success so far. The low sales figures may be due to a price set too high
(5000 FCFA); the limited outlets available through the university and military health clinics; and 
the lack of a promotion campaign. Expansion of this program to permit sales of the kits through
pharmacies has been impeded by the lack of progress in obtaining MOPH approval due to a 
disagreement on the antibiotics to be included in the kit. The sale price of the kit now must also 
be revised due to the FCFA devaluation. This may take it out of the reach of many STD sufferers. 
Nevertheless, this experimental project has the potential to develop into a cost-effective strategy to 
combat STDS in Africa and is being considered for replication in the region. 

The first phase of the program under AIDSTECH was too diversified, with nine activities of which 
four are research and development activities. Some of these activities require a great deal of 
specialized technical input from outside, and MOPH personnel with technical expertise became over­
extended. Therefore, for the second phase under AIDSCAP, it was decided to reduce the number 
of activities and focus on three strategies. 

The Quality Assurance activity helped to improve the safety of the blood supply for transfusions. 
However, the training has not led to significant improvement in hygiene and safety practices by
laboratory technicians. More on-site training and supervision are required. This activity will be 
continued by the French (FAC) and German (GTZ) aid programs. 

All activities in the AIDS sector, except condom social marketing and two new projects with 
international PVOs, were implemented by the MOPH with the assistance of project staff (non-civil 
servants hired under the project) who are housed in the Ministry. Each activity was managed by 
a MOPH official. Under the AIDSTECH Project, there was only one project staff member, the 
project coordinator. Implementation progress of some of the activities was slow as MOPH project 
managers were not full-time on the project and were often unable to dedicate the time needed. 
Under the AIDSCAP phase, therefore, project staffing was increased to nine. Activities requiring
specialized technical expertise should reside in the MOPH, but the IEC activities could perhaps be 
housed elsewhere, ideally with host country NGOs. 

As with most MOPH programs, the project managerial level is staffed almost exclusively by men. 
As the beneficiaries of some of the activities such as the IEC activity targeting CSWs are women,
they can benefit from greater involvement of women in project management and coordination. 

3. Lessons Learned 

Ldtbally: 

o Focus the program on fewer cost-effective interventions as under the AIDSCAP Project. The 
absorptive capacity of the MOPH should be taken into consideration in program design. 

o Greater involvement of NGOs in the IEC activities can ease the management burden at the 
MOPH and speed up implementation. 
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in Condom Social Mkel.ng­

o A regional strategy using sales agents based in each province to assist the local wholesalers inmarketing and promotion is more successful in increasing sales. 
o Care should be taken in the selection of distributors and avoid a monopoly distributor. Establishtrademark rights so that the brand names are controlled. 

o Publicity using mass media should not associate use of condoms with high-risk groups such asCSWs and truck drivers. 

O A social marketing program cannot stand alone but needs complementary activities such ascounselling and targeted IEC activities.
 
O Isolated rural areas which cannot easily be reached through a private distribution network, can
 
be served, as AIDSCAP has done, through grants to NGOs.
 
in IEC Activities Tareting Hi'h-risk Group%:
 

O Individual counselling using peer educators is a successful approach in the promotion of low-risk

behavior.
 

o Motivation for the peer educators has to be provided to avoid high attrition rates.
be provided through stipends and It should not
financial gains but through recognition for their efforts andpayment in-kind. Only those who are concerned with the safety of their community would then beinterested in participating. 

4. Prospects for Sustainability 

4.1 Condom Social Marketing Program 
A rule of thumb used in pricing policy in social marketing programs is the index of 1%of the percapita GNP (Gross National Product) for a year's supply of 100. The T Prudence" brand of
condoms in Cameroon is priced at below this index at around 0.5% before the FCFA devaluation.
It is currently sold at 4 for 50 FCFA or 12.5 FCFA ( about $0.02). The current cost per condomdelivered by PSI (Population Services International) is $0.11 plus unit cost including freight of$0.06, bringing the total cost to $0.17. Given the recent introduction ofcondoms and the economiccrisis, it would be unwise to increase prices at this stage of the program, and -itis clear that theprogram, like all social marketing programs, is not sustainable without subsidized condoms for sometime to come. Experience from the well-established
Bangladesh showed 

condom social marketing program ina significant decrease in sales when prices were increased.' A comparativestudy of 24 condom social marketing programs concluded that condom prices must be kept low fora successful program that will maximize condom use and prevalence, and that an ideal price isprobably 0.5% on the per capita income scale or below.' Any price increases in the future mustbe made gradually and cautiously, and take into account the actual buying power of the intended 
beneficiary. 

USAID is currently the only donor providing support for the condom social marketing program inCameroon. Maintaining or increasing the present level of input is necessary to expand the program 
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to meet the country's needs. In addition, inputs from other donors are required to diversify the 
financing. 

The marketing and distribution systems for condom social marketing have been set up and are 
functioning. It is envisaged that PSI will assist in the creation of a local NGO which will eventually 
take over the marketing operations of the program at a lower cost. This move will ensure a certain 
degree of sustainability, as the expertise becomes institutionalized locally. The local NGO can 
become a viable organization by winning contracts for implementing the program. 

The condom social marketing program has been replicated in many countries in the region, and has 
met with success in the COte d'lvoire and Ghana (among others). The program in Cameroon is 
therefore replicable in countries with comparable levels of income and commercial distribution 
networks. 

4.2 IEC Activities targeting High-risk Groups 

A movement is under way to create an association of CSWs and its statutes are being formulated. 
If successful, the CSW's can then organize to help themselves, and might eventually take over the 
IEC activity. This is the best way to assure that the program is sustained after the end of donor 
assistance. The CSW leaders will need some assistance to organize themselves, and to provide 
leadership and support to the peer educators. Contributions to the association by the members and 
other interested parties can be used to continue the IEC activities, and train new peer educators to 
replace those who leave. 

There is a high attrition rate among the CSW peer educators. Only a quarter of the CSW peer 
educators recruited during the first phase of the project (under AIDSTECH) have remained in the 
program. In December 1993, half of the forty recruited at the beginning of the second phase (under 
AIDSCAP) in Douala had to be replaced with new recruits. The high attrition rate is partly due to 
the mobile nature of the CSW's and partly due to dissatisfaction with financial gains from 
participating in the program. The CSW's currently receive an allocation for transport and profit 
from the sale of condoms. Their share of the condom market, however, has seen a sharp decline 
since the rapid expansion of the social marketing program and the increase in the number of outlets. 
They need to be given moral encouragement to remain in the program. Efforts are needed to make 
them see the non-financial gains they can obtain from the decrease in their community's exposure 
to HIV/AIDS. One such means of motivation and recognition is through in-kind payment by the 
MOPH, which could provide the peer eoucators with free medical consultations. 

The program is highly replicable. Some initial investment is necessary to-provide training and 
organization of the activities, but there are no recurrent costs. 

The long-term impact of the AIDS prevention program is obvious. There has been a dramatic 
increase in the knowledge of HIV/AIDS and the use of condoms by high-risk groups and in high­
risk encounters (with irregular partners). By reducing the transmission of the virus in this high-risk 
group and high-risk encounters, the spread of the disease can be effectively slowed. Once the use 
of condoms is adopted, the practice will likely remain as long as there is a risk of AIDS and STDS. 
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E. FAMILY PLANNING 

1. Family Health Initiatives 11 and National Family Health Project (NFHP) 

From the mid- 1970's on, USAID made judicious use of centrally-funded population projects to 
respond to specific requests of assistance from both the public and private sectors covering a wide 
spectrum of activities. These activities prepared the.groundwork for later expansion in the sector. 
In August 1988, using the mechanism of the regional Family Health Initiatives II Project, USAID 
auihorized $1.2 million for population activities that provided the 'bridge' to the five-year bilateral 
National Family Health Project (NFHP) which was authorized in August 1991. Both projects used 
'buy-ins' to centrally-funded projects to implement the activities, with a Personal Services 
Contractor to coordinate and manage the projects at the Mission. This modality for project 
implementation was necessary because of the limited funding available for the population program. 

The Family Health Initiatives II project financed activities in the following areas: policy 
development, training, information, education and communication (IEC), data collection and 
analysis, and service delivery. The NFHP continues activities in the same areas, but with a much 
higher level of input and increased support for service delivery to meet the program's needs as it 
continues. 

The NFHP is at approximately at its mid-point and a mid-term evaluation would normally be carried 
out at this time. The activities are mid-way in their implementation, some were accelerated while 
others have been put on hold in view of the premature termination of the project. As there was no 
evaluation of the FH IIactivities, the program has not benefitted from ar.. previous formal review. 
Hence, this assessment of project progress has to be put in this context. 

The many activities under the national family planning program work towards increasing the 
accessibility of family planning services and stimulating the demand for them. Emphasis is placed 
on the delivery of quality services as an integral part of health services, and establishing the systems 
to support these services. USAID has been the major donor in this sector, and without its 
contribution the national family planning program would not exist. 

The major outputs are summarized in Table 9. As most of the activities begun under the FHI II 
Project are continued under the NFHP, the two projects are considered as one entity. 

As a prerequisite to the expansion of family planning, the policy climate had to be converted from 
a hostile to a favorable one. USAID, UNFPA and the World Bank have worked together to support 
awareness-raising activities aimed at policy and decision makers, and development of a National 
Population Policy which was adopted in 1992. The Policy- signifies the Government's 
acknowledgement of the problem of rapid population growth and its commitment to make available 
family planning information and services to the entire population. The NFHP has supported the 
dissemination of this policy at the provincial level. 

Another prerequisite to the expansion of family planning is acceptance by the target population. 
To this end, research has been conducted to determine the knowledge, attitudes and beliefs 
concerning family planning, based on which messages were developed. The awareness of family 
planning was raised through mass media campaigns, distribution of IEC materials, identification 
of family planning service sites by the public, and promotion by health and community workers. 
A recent evaluation survey of the IEC program found that knowledge levels were high and the 
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among the majority of the respondents."attitudes towards family planning were favorable 

However, rumors and concerns about the safety of modern contraceptive methods persist.
 

Table 9
 
Major Outputs of FHI 11 and NFHP Projects
 

Project Activity Cooperating I F.111 and Natiomal Family Health Project 
AgeacyIR&D Projects I Accompliahmesta 

Service Delivery 	 JSI/Family Planning CYPs increased from 30,000 in 1990 to 
Service Expansion & approximately 90,000 in 1993. 
Technical Support 217 sites providing family planning services (2/3 of 

target for FY 1997). 

In-service 	 INTRAH/Family Two clinical training curricula and an IEC training 
training 	 Planning Training for curriculum developed for family planning training for 

Paramedical, Auxiliary health personnel. 
& Community 450 service providers trained in-country (1/3 of 

target).*Personnel 

Pre-service JHPIEGO/Training in Reproductive health curricula developed for the
 
training Reproductive Health University Medical Faculty, CESSI and nursing
 

schools.
 

Policy 	 Futures National Population Policy adopted in 1992. 
development Group/OPTIONS 	 MCH/family planning service policy and standards, and 

family planning service protocols developed, adopted 
and disseminated. 

Data collection IRD/Demographic & Demographic & Health Survey completed. Results 
& analysis Health Surveys II disseminated 

IEC JHU/Population Developed logo, billboards, family planning clinic 
Communication Services signs, IEC materials & messages, mass media programs. 

50 health and community workers trained in IEC. 

Social marketing PSI License obtained in March 1994 to distribute oral 
of contraceptives contraceptives 

Breastfeeding Wellstart/Expanded National Breastfeeding Policy formulated. 
promotion Program of In-service training curriculum for health and community

Breastfeeding Promotioti workers developed. 

including those given in-service training by JHPIEGO and SEATS 

There is now a functional family planning service delivery system through both the public and 
private sectors: 

" 	 service providers have been trained at the reference hospital and health center levels; 
* 	 a wide range of contraceptive methods, including voluntary surgical contraception (VSC) 

are now available in the major hospitals and MCH centers, hormonal and barrier methods 
are available in the rural health centers; 

" 	 the availability of long-term surgical methods (mini-laparotomy and Norplant) is being 
expanded and made accessible; 



49 
USAID/Cameroon: Assessment of Health and Population Assistance 

• 	 contraceptives logistics and distribution system has been set up and low-cost contraceptives 
are available in the service sites;

" group education and individual counselling are being provided in the service sites. 

Reliable demographic data and baseline data on contraceptive use have been collected through the1987 National Census and the National Demographic and Health Survey. These activities provideinformation that is essential for planning and evaluation of development activities. 

Tremendous progress in the area of training has been made in a relatively short period. Thedevelopment of the two family planning clinical training curricula, and the service policy andstandards and protocol, are important milestones as they have standardized family planning trainingand service delivery in the country. These in turn, help to ensure quality family planning services.The same training curricula are now used nation wide and have been accepted by other donors to 
use in programs that they assist. 

The assistance provided by INTRAH created an in-country training capacity through the trainingof trainers. Using the standardized curricula, a team of 14 national trainers and 20 provincialtrainers are now able to conduct family planning clinical training with minimal outside assistance. 

The pre-service reproductive health training curricula, developed with USAID assistance, arebeginning to be officially incorporated into the curricula of the medical faculty and nursing schools.In the future pre-service training will ensure that health workers graduate with competency infamily planning skills, and eventually eliminate the need for in-service family planning training.This activity also introduced new and better pedagogic methods and approaches to the teaching staff
of these schools. 

The 	National Family Planning Program (NFHP) began as a "vertical program," implemented bythe Directorate of Family and Mental Health, which was created in 1989 to handle all familyplanning activities. The Directorate is responsible for implementing the NFHP; formulating servicepolicy and standards; planning and organizing training; receiving and distributing contraceptives,clinic equipment and supplies; supervising service providers; collecting and compiling servicestatistics; and managing the funds generated by the sale of contraceptives. Women are increasinglyinvolved in training in the program and are actively involved at the service provider level. 

The family planning program is being integrated into the primary health care system. Training ofhealth workers from the health centers in the system has begun in the USAID, GTZ and UNICEF­assisted PHC zones. Training of health center service providers will continue in the provinces usingdistrict training teams rather than provincial or central level training teams. The trainers will alsobe the supervisors. The National Training Team will act as resource persons. 

The contraceptive logistic system and warehouse will be dismantled, and the function will be takenover by the Centre for the Procurement of Essential Drugs (CIAME) willwhich handlecontraceptives and clinical supplies as part of the essential drug supply system. CLAME will supplythe 	provincial drug depots (CAPPs). In turn, the 	CAPPS will supply the health centers and
hospitals. 

Supervision will no longer be carried out by DFMH personnel, but by District PHC supervisors aspart of their regular supervision of the health center, and 	by provincial supervisors who willsupervise the district hospitals or health centers. This does not eliminate the need for DFMH 
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personnel to make regular visits to the field for monitoring and evaluation of the program, and for 
other programmatic purposes. 

The health management information system (HMIS) will incorporate family planning service 
statistics into the monthly activity reporting form which will replace the current separate family
planning reporting forms. The compilation of family elanning service statistics will still be carried 
out by DFMH staff at the central level. 

The private sector service delivery will follow more or less the public sector model, except that 
supervision will be carried out by the supervisors in their own systems. 

Despite the progress in policy development, training and IEC, the technical assistance provided by
the main RD/POP cooperating agency in the development of service delivery was weak. As a 
result, progress in systems development was slower than expected. 

The service sites, such as the urban-based MCH centers (centre de protection maternelle et infantile 
or PMI) and maternities, which are not presently part of the PHC system present a temporary
problem in the plan for integrating family planning services. These centers serve the urban 
population, which represent a large proportion of the case-load. It was not clear in the project
design how these centers could become integrated into the PHC system, since they do not function 
like community co-managed and co-financed centers and no plan has been developed to establish 
the necessary systems. The MCH centers in existing PHC zones are being converted to district 
hospitals and integrated into the PHC system. There are plans under the World Bank Project to 
convert the MCH centers in Yaoundd and Douala into urban PHC centers, but interim supervision,
logistics and information systems still need to be developed. 

Regarding the private sector, the project has focused its efforts to date in integrating family planning
information and services into approximately 43 church-supported health facilities. The development
of activities in the private for-profit sector involving clinics of large businesses and parastatal entities
did not take place during this first half of the NFHP (except for the Cameroon Development
Corporation and Caisse Nationale de Prdvoyance Sociale). Plans for these activities have been 
made, but insufficient time is left to implement them. 

The management information system is problematic. The collection and compilation of service 
statistics is slow and reporting is often incomplete. Up-to-date service statistics are not available
and no feed-back is being provided to the reporting sites. Information is not being analyzed in a 
timely fashion or used for management and planning purposes. Family planning service statistics 
are being integrated into the National Health Management Information System currently under 
development, and this should resolve many of these problems. Communication channels between 
the DFMH (Directorate of Family and Mental Health) and the National HMIS Committee need to 
be established to ensure a good flow of information. 

The large number of new sites offering family planning services have considerably increased the 
number of family planning acceptors. Family planning has enhanced the status of women by
providing them with the freedom of choice in the matter of child-bearing, and improving their 
health and welfare. However, demand for family planning is still low. The service sites are 
currently under-utilized and many of the sites outside of the major urban centers have low client 
case-loads. Service providers need to take a more aggressive approach in providing family
planning IEC and individual counselling to potential clients attending the pre-natal, post-partum and 
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infant clinics. Due to lack of personnel and space, family planning services are not available on 
a daily basis in some of the major centers. 

The maternal and child care aspects of the integrated MCH and family planning program have notbeen yet addressed. A training curriculum for maternal care has oeen developed but requires re­writing to address training needs of the personnel. This curriculum will form a complementary partto the family planning training curriculum. It should be revised to also include an up-date on infantand child care, so that future training will be truly integrated and eliminate the need for verticaltraining programs in immunizations, diarrheal disease control, breastfeeding, etc. 

Overall, USAID successfully coordinated the process of institutionalizing family planning into thenational primary health care system by assuring the collaborative development of medical standardsand curriculums; sponsoring important integration seminars and meetings; assuring full integrationof contraceptives into the essential drug program; and working with other donors to plan theintegration of family planning into provincial PHC systems. 

2. Lessons Learned 

in Planning and Management: 

O A vertical approach may be necessary in the early stages of establishing a family planningprogram in order to achieve faster progress. This is because the health care system has to befunctional and decentralized before family planning can be integrated into it. However, the creationof centralized systems and structures may become obstacles to integration at a later stage, and may
be difficult to dismantle. 

o USAID-funded cooperating agencies (CA's) in the population sector have specialized mandatesand experience in working in family planning. They are not always responsive to the needs of thenational program nor do they provide the assistance necessary for integration. A resident technicalassistance team which draws on specific expertise from CA's can provide stronger technical support.However, this approach would require significantly greater bilateral resources. 

o Management skills training needed to be provided to the MOPH/DFMH management personnelearly on, and a team spirit cultivated to avoid poor management styles and communications 
problems. 

o Priority should be given to the counselling aspect of family planning services. Awareness andavailability of family planning services alone are often not enough to make the individual accept afamily planning method. The counselling component in-training need to be expanded, and morepersonnel other than clinical personnel (social workers, community development workers, etc.)should be given training in counselling to provide support to clinical services. The training shouldinclude awareness of social-cultural barriers, and rumors about contraceptive methods. 

o Male attitudes and beliefs are an important obstacle to the acceptance of family planning.Awareness-raising activities targeting men removecan this obstacle, as shown by a Northwest
province operations research study using male opinion leaders. 
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in Training and Supervision: 

o The two-week basic family planning training course is too short and too intensive to enabletrainees to acquire the necessary competency level of skills. Additional on-the-job training is
required after the initial training. This can best be provided by the direct supervisors. 

o Emphasis on technical supervision is needed to improve the performance of service personnel. 

O Service policy and protocols, if too stringent in establishing conditions prior to provision of amethod (such as age and parity, frequency of follow-up visits etc.), can impose unnecessary medical 
barriers, and detract from the true purpose of such policy and protocols. 

3. Prospects for Sustainability 

Major donor input was required to establish the program, conduct training and set up systems. It
will still be required for some time to come, in order to expand the program nation-wide. Theinstitutionalization of training capability, and the move to integrate family planning into the
reoriented PHC system, will help ensure the sustainability of the program. Once established, family
planning service delivery can be sustained provided that contraceptive supply can continue. Unlikeessential drugs, however, the demand for family planning is still very elastic, and an increase in
price will undoubtedly lead to a fall in demand given the limited purchasing power of the target
population. 

Assuming that the private sector can determine its own pricing policy for contraceptives and
services, the prospect for sustainability of family planning service delivery in the private, non-for­
profit sector is also good. The private sector has to take personnel costs into account, and it must 
charge higher prices in order to keep the family planning services viable. 

As it is only in the early stages of implementation, the success of the integrated model of the
Cameroon family planning program has yet to be proven. It may suffer from the substantial cut­
backs in USAID support. Nevertheless, its chances of success seem good, and its sustainability
prospects appear much greater than a asvertical program. Other donors such GTZ, FAC,
UNICEF, and World Bank are adopting the USAID model and are taking steps to integrate
family planning into their PHC programs. This is an important development which bodes 
well for sustainability. 

Other African countries could benefit from Cameroon's integrated model of family planning service
provision. Tangible benefits are more cost effective delivery of information and services;
elimination of parallel logistics, information, and other management systems; potential for higher
quality services due to availability of consumable supplies, small equipment, and forms in integrated
supply systems; and the potential for rapid expansion of services by introducing family planning in 
fully functional health facilities. 

In the long-term, the stimulation of demand for family planning and the institutionalization of the
capability to provide services in both the public and private sectors will lead to a continuous
increase in contraceptive prevalence. USAID's assistance to Cameroon's family planning program
should lead to a decrease in the fertility rate, and bring population growth rate down to one that will 
be more consistent with national economic growth and productivity. 
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