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PROJECT DESIGN FOR
REPRODUCTIVE HEALTH PROGRAM
CAMEROON

I. OBJECTIVE

The Regional Development Office (RDO) Health, Nutrition and
Population Officer, Dr. Henn, in Yaounde requested two
project design technicians to assist in the preparation of a
project paper for a reproductive health program in the
United Republic of Cameroon. The project paper was to be
based on a Project Identification Document (PID) (Appendix C)
which had been discussed with Dr. Mafiamba, the Technical
Advisor to the Ministry of Health (MOH), and Dr. Nasah,
Chief of OB/GYN of CUSS (Centre Universitaire des Services
Sanitaires). The PID proposed to establish 50 fertility
management service centers throughout Cameroon in Department
level hospitals (40 Departments and 10 additional centers in
densely populated areas). These centers were to replicate a
combined high risk family planning and infertility clinic
established by CUSS in Yaounde.

II. FEASIBILITY OF THE ASSIGNMENT

It was not feasible to achieve jthe objective as stated
above. An Interministerial meeting, held to present the PID
.and explain the purpose of the consultancy, concluded that
the approach outlined in the PID was unacceptable in its
present form to the Government of the United Republic of
Cameroon (GURC). The purported reasons for its unaccep-
tability were: 1) The magnitude of the project was too
great. 2) It appeared to place too much emphasis on family
planning. 3) It was based on a model (Dr. Nasah's high-
.risk child spacing/infertility management clinic) which was
not officially recognized nor fully evaluated. 4) Its
objectives could not be related to any current government
health or population policy.

The consultants were requested to develop a project concept
which would be: 1) more modest; 2) demonstrational in

purpose; 3) flexible; and 4) which would stress health
education.

III. ACCOMPLISHMENTS

A new projéct concept was proposed which integrated préventive



maternal health services at the health center level, high
risk obstetric and gynecological care at Departmental and
provincial hospital level, infertility management, gonorrhea
control, child spacing, and famlly health education within
an overall program objective of improving the health of
women of child bearing age. The objective of the project
was to establish pilot programs in each province in order to
develop regional strategies for improving maternal health.

This project proposal (or concept) (Appendix F) differed
slightly from the original PID in tha$; 1) it more explicit-
ly stated maternal health as its 1ong-range goal; 2) it
specifically referred to child spac1ng as a voluntary ac-
tivity and as a means of improving maternal health; 3) it
aimed at the development of programs that would take into
account regional differences, rather than aiming at the
replication of the CUSS "experiment", which was itself in

an initial stage of development; 4) it specified a more
elaborate family health education program at the community
level; and 5) it added gonorrhea control as a major program
component in dealing with infertility problems. In short,
it placed the concept of reproductive health squarely in the
context of maternal health.

IV. BACKGROUND TO PROJECT DESIGN FEASIBILITY

At the time this consultancy began, there was every reason
to expect a favorable GURC response to the PID and a popula-
tion-oriented program in general. In 1970, the GURC for-
mally permitted family planning to be included in the
medical curriculum. Dr. Henn and Dr. Nasah had attended a
world populatlon conference to present papers on fertility
‘programs in Cameroon. This was interpreted as a tacit

GURC acknowledgement of population programming as a viable
concept in Cameroon. Dr. Henn had been holding discussions
with Dr. Mafiamba, Technical Advisor to the MOH, about the
reproductive health program, and Dr. Henn proceeded with the
arrangements for project design and the Interministerial
meeting on the basis of the latter's encouragement. This
included the drafting of a letter from the Minister of
Health to AID indicating interest in programming possi-
bilities in the area of infertility.

In addition to the productive relationships evolving between
the RDO and the GURC in regard to the reproductive health
project, there was, as well, progressive growth and interest
in family planning and child spacing activities among private
and public health institutions. The National Women's Organi-
zation has been actively seeking U.S. assistance to expand



its family planning activites, and USAID has placed this
organization's representative, Dr. Ngango, in contact with
several private organizations, such as Pathfinder. The
Women's Division of the Ministry of Agriculture is interested
in starting some extension programs directed toward women
which would involve child spacing education. (This in-
formation was obtained from the CARE representative who is
developing a program in conjunction with the Community
Development Division of the MOA). Many of the Departunental
and provincial hospitals provided contraceptive services on
demand, including sterilization.

V. DETAILS OF THE ASSIGNMENT AND DISCUSSION

The consultant first met with Dr. Henn for an initial briefing
regarding the PID and the status of discussion with the Govern-
ment of the United Republic of Cameroon on the reproductive
health project. Dr. Henn informed us that an offical re-
quest from the Ministry of Economic Affairs and Planning for

the project design technicians was forthcoming. Until

it was issued we would be introduced as AID consultants

doing a feasibility study for a reproductive health program.
(The request did not come through)

The consultants were subsequently introduced to Dr. Mafiamba,
Technical Advisor to the MOH, Dr. Minkanda, Director of MCH
Services, and Dr. Nasah, Chief of OB/GYN, CUSS, whose in-
fertility, highrisk and child spacing clinic was the model
for the PID. An Interministerial meeting was scheduled to
introduce the PID and discuss plans for designing the project.

Prior to this meeting, the consultants spent a week visiting
hospitals and health centers in Francophone and Anglophone
provinces to discuss infertility problems and family planning
activities with medical officers and health personnel at

these institutions. At some provincial and Departmental
hospitals, there appeared to be an attempt to perform some
fairly sophisticated diagnosis and treatement of infertility
though the results were poor. However, as there were no
statistics, impressions varied as to the degree of infertility.
There was also considerable variation in impressions as

to the extent of family planning activities, and the demand

for and acceptability of family planning in these areas. There
was, however, general agreement that gonorrhea was at an
epidemic level and the major cause of infertility, and that
treatment for gonorrhea, when available, was often prohibitively
expensive. (See Appendix B for further details.)

An Interministerial meeting was held on March 1, under the
auspices of the Ministry of Planning. Attending were re=
presentatives of the Ministry of Health, Ministry of Social



Affairs and AID (Dr. Henn and Douglas Palmer). Dr. Nasah as
well as other CUSS officials were absent. Dr. Henn de-
scribed the project as proposed in the PID, and then invited
comments from Ministry representatives. The representative
of the Ministry of Social Affairs took the initiative and
criticized the project proposal as inconsistent with Presi-
dent Ahidjo's statements regarding family planning. This
position was supported by the other Cameroonian officials.
They contended that there was too much emphasis on family
planning (90% of the PID); that 50 Department hospitals
constituted too vast an undertaking, and thus was incon-
sistent with the government policy of evolutionary change;
that it did not take account of the current demographic
research, particularly the World Fertility Survey, the
results of which had to precede a population policy; that
there was no provision for public education; and, that the
CUSS model was not applicable to all of Cameroon. (See
Appendix E.)

Four criteria were then offered as necessary in developing a
reproductive health project: 1) It had to be a modest
pilot project, perhaps only one center per province. 2) It
had to emphasize health education. 3) It had to take into
account regional and ethnic variations in health problems
and resources. 4) It had to be susceptible to modification
by policies that might result from the data collected in the
World Fertility Survey and in other studies.

Several reasons are adduced for the equivocal response by
the members of the Interministerial meeting to the PID.
Although their reaction was unanticipated and disappointing,
it did not imply a rejection of GURC interest in developing
‘a population-oriented program in conjunction with AID. The
consultants interpret the meeting as an occasion to air and
resolve several outstanding inter-organizational issues
which largely concerned prospective institutional management
of this project. This presumption is based on the objections
raised at the meeting and on subsequent discussions with
participants following this meeting, as well as with Dr.
Monekosso who did not attend this meeting.

One of the principle issues of contention concerned the
major role assigned to CUSS in administering the project.
Dr. Monekosso confirmed the general indications emerging
from the meeting that relations between the MOH and CUSS
have been less than congenial during the last twc years, be-
cause of the apparent leadership CUSS has been assuming in
the field of health development, and, in particular, because
of a dispute over the jurisdiction of the new teaching



hospital, which still remains unopened except for the
outpatient wing into which CUSS has moved its high-risk
obstetric and family planning clinic.

Related to this general rivalry between CUSS and the MOH is
the fact that the project appeared to be structured on the
CUSS program and closely identified with one individual,

‘Dr. Nasah. As Dr, Mafiamba is also engaged in research
regarding the epidemiology and etiology of infertility, and
as the PID appeared to give priority to Dr. Nasah's research
interests, Dr. Mafiamba may have used this occasion to
indicate his feelings regarding the exclusive reliance on
CUSS in the area of research. Similarly, the basis for Dr.
Ngango's objections may have reflected her institutional
interest (the National Women's Organization and the Ministry
of Social Affairs) which did not appear to be met in the
context of the PID.

The French translation of the PID (See Appendix D), which
was the working document for the meeting, used terms regarding
family planning which connoted involuntary limitation of
births rather than voluntary child spacing. An issue was
made of the word "controle" particularly in regard to the
budget allocation of $100,000.00 for contraceptives. Dr.
Mafiamba, for example, asserted that the English version was
acceptable particularly in its explicit statement of the
program objective; i.e. "improvement of maternal and child
health through the reduction of health problems associated
with reproduction" (See face sheet of PID). He claimed this
objective was not evident in the French version.

‘'The "French" issue may be a reflection of the Francophone-
Anglophone rivalry in Cameroon. In this case language may
have been used as a pretext for raising objections to or
misinterpreting the intent of the document as part of the
more general conflict between Anglophone CUSS and Francophone
MOH. Although the first comment on the second document
submitted to the MOH concerned the French version's linquistic
barbarisms, the document was acceptable; i.e. considerations
of style replaced considerations of language once the CUSS
role was formally minimized.

Following this meeting, it was decided that the consultants
should attempt to obtain maximum Cameroonian participation
in any further elaboration of the project paper; that they
should work primarily through the MOH rather than CUSS; and
that their primary contact should be Dr. Mafiamba, as he was
the MOH representative most familiar with the project.
However, in a meeting with him the next day to review the
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implications of the Interministerial meeting and to suggest

that he take charge in organizing Cameroonian participation,
the consultants were told that henceforth they would have to
deal with the Director of Public Health, Dr. Atangana. They
went directly to his office, where they encountered another

obstacle.

Dr. Atangana informed them that he was not officially ap-
prised of the project (although he had bsen invited to the
Interministerial meeting, and had apparently been sent a

copy of the PID), and that he could not pursue the matter
until he received instructions from the Minister of Health.
It was his opinion that in introducing this project, protocol
had not been observed. However, he agreed to meet with the
consultants the next day to discuss the matter further.

The next morning the consultatns gave him a copy of the PID,
which he rejected as being unacceptable to the MOH, and
inconsistent with the current U.S. international population
policy (as enunciated by President Carter in an address to
the United Nations) which he read aloud. He refused to
call an MOH meeting to discuss this project until he re-
ceived a new project proposal. However, in discussing the
general objectives of a project regarding reproductive
health which would be acceptable, he asserted that such a
project would be acceptable if placed within the general
framework of maternal and child health and if child spacing
activities were clearly indicated as voluntary. Further
discussion with Dr. Monekosso, Director of CUSS, supported
this view. Dr. Monekosso also suggested mention of CUSS be
left out.

‘On the basis of these discussions, the consultants developed

a "new" project concept which incorporated maternal health

as the primary objective. It is conceived of as a demonstration
project to develop long-term strategies for comprehensive
programs that will improve the health of women of child-

bearing age. It takes into account regional variation by

aiming at identifying and testing the most effective combinations
and balances of possible preventive and curative services

for each region. The project places stronger emphasis on

family health education, particularly in relation to gonorrhea
control, as one way of reducing the prevalance of infertility.
The project is based on the MCH center rather than on the
Departmental hospital, though the latter, as well as provincial
hospitals, are involved as secondary and tertiary care referral
institutions. It avoids all mention of CUSS, giving respon-
sibility to the MOH for development and administration. Other-
wise it includes all the elements of the original PID; i.e.,



infertility management, contraceptive serwvices, and training
and research. In total, we envision that there will still
be about 50 health facilities involved in this project,
though at least half will be MCH centers.

A major change concerns technical assistance. As the emphasis
of this project is now mainly on operational research. (i.e.,
the development of regional maternal health program strate-
‘gies), and as MCH, health education, and gonorrhea control
constitute major component activities, experts in health plan-
ning and administration, public health nursing, and communicable
disease control have been suggested as project technicians.

An OB/GYN specialist would only be required on a short term
basis to introduce new techniques or technology applicable

to infertility management.

A provisional list of basic equipment and medications was also
identified. Expenditures for contraceptives were sharply re-
duced for two reasons. The original budget of $100,000 was
criticized as excessive and indicative of the family planning
objectives of the PID; it was emphasized that child spacing
could just as well be accomplished by encouraging traditional
practice of long-term post-partum abstinence. In regard to
condoms for use in gonorrhea control, many officials find
this idea amusing and further effort will be needed to
convince them that this is a potentially effective use of
contraceptives on a mass scale to combat infertility problems
caused by gonorrhea.

The new project concept was submitted to Dr. Atangana after
being reviewed and approved by the RDO staff. On March 15
the consultants met with Dr. Atangana, and on March 16 they
‘particpated in a meeting of MOH officials, chaired by Dr.
Atangana. Dr. Nasah was present at this meeting. The
result of these meetings was that the new project concept
vvas found to be acceptable and that it formed the basis for
diccussing the details of a project.

The project principles were reaffirmed in a second Interministerial
meeting which followed on March 17. Dr. Nasah was also present

at this meeting. Furthermore, Dr. Minkanda, Director of MCH
Services, MOH, made the principal presentation of the pro-

ject at the Interministerial meeting. The Ministry of

Social Affairs (MSA) representative asserted that since many

of the project elements overlap with MSA objectives, the

latter should be involved as well in its implementation.

The representative of the Ministry of Economic Affairs and ‘
Planning suggested that coordination with other GURC organizations
and Ministries should be sought in developing and implementing

the project.



JIn view of these suggestions regarding development and
implementation, Dr. Henn proposed that Cameroon officials
take responsibility in developing the project paper. They
agreed and indicated their eagerness to do just this. Dr.
Henn proposes to give the MOH copies of the detailed project
description, technical analysis, implementation plan, and
evaluation plan, which the consultants prepared on the basis
‘of the project proposal, to use as a model so that the
project can be developed according to the AID format. (See
Appendix G.) Dr. Henn plans to wait until May 1978 to see
what progress the MOH will make before reassuming a more
active managerial role in this project.

VI. CONCLUSIONS

This consultancy resulted in the first official consideration
of the reproductive health project by GURC representatives.
The events described above were indicative of the GURC's
continued interest in the general project concept and of
their intent to participate in the design of the project.
There was essentially no inconsistency in the GURC's position
between the opening and closing Interministerial meetings.
The first meeting was a necessary step in the project design
as it provided necessary clarification in regard to the
feasible magnitude of the project and its institutional
setting. The second document prepared by the consultants
constituted a modification of the original PID reflecting

the GURC's input into the design process. Maximizing GURC
input in the development of the reproductive health project
has been the goal of the RDO and will continue to be the

goal in further stages of project design.

This consultancy facilitated the development of the project
by refining the framework and terminology of the original
PID into a project proposal acceptable in principle to all
potential participants in the project. The consultancy
further served to move the development of the project from
the initial stage of informal discussion to a necessary
intermediary stage of formal definition of purpose prior to
the technical design phase.



PERSONS CONTACTED

AID

Mr. J. Koehring, RDO

Dr. A. Henn, Chief, Health, Nutrition and Population
Mr. D. Palmer, Health Development Officer

Harvard-CUSS

Dr. G. Chamberlin, Chief of Party
Dr. J. Naponick, Ob-Gyn

Ms. S. Colgate, Nurse/Midwife

Downstate'
Ms. Lise Cousenau, Africa Representative

CUSS

Dr. G. Monekosso, Director

Dr. B. Nasah, Chief, Ob-Gyn

Dr. D. Lantum, Coordinator, Public Health Unit.
Dr. T. Nchnida, Staff, Public Health Unit

Mrs. Monekosso, Nurse/Midwife

Ministry of Public Health

Dr. 5. Atangana, Director of Public Health
Dr. P, Mafiamba, Technical Advisor

Dr. M. Minkanda, Chief, MCH Services

(For regional personnel see Appendix B)

Ministry of Social Affairs
. Ngango, Chief, Demographic and Women's Division

Ministry of Economic Affairs and Planning
D, P. Mandeng, Chief, Human Resources Division

Ministry of Education

Mr. M. ¥cﬁegﬁo, Chief, Training

WHO !

'EFT R. Dackey, Regional Representative

CARE
ﬁr.‘E} Franklin, Country Director

Catholic Relief Services
Ms C. KeTlerher, Country Director

Appendix A

Names of chiefs of departments and other MOH staff attending 16. March meeting

at MOH will be obtainable from minutes. of that meeting.:

! (Appendix B
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SUMMARY NOTES OF PRINCIPAL MEETINGS

This summary of meetings held during this consultancy will use
the following format: Date, Participants, Purpose and major
points made or raised during disclussions.

Feb. 21 Dr. Henn, RDO, and Douglas Palmer, USAID. Briefing
on project background.

Discussion:

l) 'CUSS represented GURC's de facto family planning
project.

2) Next step is to get the GURC to invite AID to
participate in national family planning program.

3) MOH approved invitation to design project, but
consultants will be introduced as doing feasi-
bility study until official request is received.

4) Interministerial meeting scheduled for March 3
under auspices of Ministry of Econimic Affairs and
Planning (MOPlan) which is sending out invitations
to Ministry of Health (MOH), Ministry of Education
(MOE) Ministry of Social Affairs (MSA) and CUSS.

5) Design objectives: to replicate work of Dr. B.
Nasah at Central Hospital and CUSS:; i.e. to
develop a network of infertility management, high
risk pregnancy, and family planning clinics to
which equipment and contraceptives will be pro-
vided, and to initiate regular series of training
courses in these areas. (See PID for details.)



Feb.

22

6)

7)

8)

9)

-11 -

Dr. Monekosso, Director of CUSS suggested project
be administered under MOH instead of CUSS.

Dr. John Naponick, Ob-Gyn. Harvard-CUSS, suggested
as potential project coordinator.

Project Design Objectives:

a) National level: development of record/
reporting system, continuing inservice
education, publications, research.

b) Provincial level: development of training
centers.

c) Departmental level: replication of National
level activities using CUSS graduates.

Project paper deadlines and division of respon-
sibilities: design technicians to write: Detailed
Description, Technical Analysis, Financial Analy-
sis and Plan, Administration, Implementation Plan,
and relevant annexes--curriculum guidelines,
equipment list, research protocols, publication
format.

Dr. Mafiamba, Technical Advisor to MOH; Dr. Minkanda,
Chief, MCH, MOH; Dr. Henn, Douglas Palmer. Introduce
design technicians.

Discussions:

1)

2)

3)

4)

MOH representatives briefed on purpose of project,
design objectives, and planned series of site
visits to departmental hospitals staffed by CUSS
graduates.

Priority of infertility vs. fertility in project
development. Henn explained project must relate
to African needs in all areas of reproduction.

MOH questioned the official status of Dr. Nasah's
project, and feasibility of family planning in
rural areas.

Presentation of project proposal to Interminis-
terial meeting: Dr. Mafiamba suggested presen-
tation be made by Dr. Henn and Dr. Nasah.



Feb.

Feb.

Feb.

Feb.

22

23
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Dr. Nasah, Dr. Henn, Douglas Palmer. Briefing on
selection of site visits.

Discussion:

1) Selection of departmental hospitals in South-west,
West, North West (Anglophone) provinces, and
Littoral (Francophone) province.

2) Dr. Nasah discussed project objectives at National
Provincial, and Departmental levels; problems and
inefficienecy in managing services in provinces;
preference at this time for training only doctors
for the project; identification of male and female
infertility problems; research on pregnancy
wastage, age of menarchy, local practices related
to sex, and birth, and male infertility (ex.,
baseline data on normal semen); need for standard-
ized records and data collection systems.

3) Dr. Nasah mentioned need to support infant welfare
programs, but Henn said that should be wart of
Meicam project, rather than of reproductive
health.

Visit to CUSS annes at Efouloulan Mvolye. Mrs.
Monehosso, midwife; Susan Colgate, midwife, Harvard/
Cuss.

Discussion:

1) CUSS student training program in rural family
health; work with Village Health Committees;
research on malaria in pregnant women being
carried out by Dr. G. Martins, (CUSS).

2) Difficulties in coordinating activities of CUSS
annex with adjacent MOH health center in view of
the fact that patients use both facilities for
same services; problems in referral system between
annex and CUSS high-risk clinic.

24~-28 Site Visits. Consultants accompanied by

24

Douglas Palmer and Dr. Naponick. To review situation
in departmental hospitals vis-a-vis requirements for
infertility and family planning programs.

South West Province, Mbue. Dr. A. B. Yongbang, MOH
Provincial Representative.



Feb.

Feb.

24

25
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Discussion:

1)

2)

3)

4)

Infertility: Dr. Yongbang estimate 20% of Ob-Gyn
patients come for infertility complaints, of which
80% are due to pelvic infection, mainly gonorrhea;
20-30 isolated cases attributed to male infertility.

Uses standard methods of diagnoses and treatment:
tubal insuflation, HSG, hydro-tubation, tubo-
plasty.

Noted emergence of resistant strains of gonorrhea
owing to incomplete therapy because of high cost
of drugs; considers gonorrhea to be of epidemic
proportions.

Contraception: on demand and by medical indica-
tion in government hospitals; demand is under 5%
of patient load, though there may be hidden demand
in very young age group, mainly high school age
girls, among whom there is also high incidence of
criminal abortion and mortality from induced
(criminal) abortions.

Tiko Health Center. Mrs. Amoniba, Nurse Midwife.
Center provides routine prenatal care, has 20 bed
maternity, CRS suppnorted preschool nutrition program.
Very little equipment, or drugs available in prophar-
macy (run by municipality).

Discussion:

1)

2)

3)

Infertility: cases always referred to provincial
hospital. Calls g.c. "general condition."

Contraception: always referred to provincial
hospital.

Referrals: system doesn't work as many patients
go instead to private hospitals or doctors. In

general, patients with problems tend to by pass

MCH level as latter has to refer so manv because
it lacks druas and basic diagnostic equipment.

Littoral Province. Nkongsomba Departmental Hospital.
Dr. Embe (Cooperation Francaise).
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Feb.

25

27
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Discussion:

1)

2)

Infertility: Only about 2% of Ob-Gyn patients
come for infertility complaints, mainly due to
gonorrhea; diagnoses and treatement by tubal
insuflation, HSG, and tuboplastv and antibiotics
(which are vprohibitively expensive -- 2000-3000
CFA ($8-12) per complete treatment). Generally
poor results from treatment.

Family Planning: Negligible demand.

West Province. Bafang Departmental Hospital. Dr.
Menube, CUSS graduate.

Discussion:

1)

2)

Resident Ob-Gyn was on vacation. Dr. Menube had
only vaque idea regarding infertility voroblem;
estimated 10% Ob-Gyn cases came for infertility
complaints, mostly women with tubal occlusion and
a few men with oligo - or azospermia (Lab reported
6 or 7 abnormal sperm counts in last 6 months) .
Diagnoses by HSG, Basal Body Temperature, sper-
magram; treats by antibiotics and surgery -=- with
poor results.

Contracepntion: No services; thinks cases referred
to larger hospital in Baffoussam; knew of less
than 20 demands and pessimistic about popular
acceptance except among educated.

North-West Province. Bamenda Provincial Hospital.

Mr. J. Nchamukong, Director General; Miss. Geh, Chief
Nurse, Ob-Gyn; Dr. Epanty, staff physician and lecturer
in family planning at Nursing School; Dr. Nana, Tech-
nical Advisor.

Discussion:

1) Mr. Nchamukong noted difficulties in getting
equipment and drugs from MOH.

2) Miss Geh did not see much infertility, referred
demands for contraceptives to doctors; noted about
2 to 3 medically indicated sterilizations per
month.

3) Dr. Epanty, (Masters in Community Medicine from
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Feb.

4)

27

27
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Liverpool) is teaching a course in family planning to
graduating nurses; 5 in class; stresses patient edu-
cation role of nurse/nurse midwife. Infertility: 3 or
4 out of the 500 patients seen per month, usually due
to gonorrhea, rarely to T.B.

Dr. Nana (Univ. of Pittsburg): Infertility: one third
of Ob-Gyn patients come for infertility complaints,
mainly owing to gonorrhea; most will go from doctor to
doctor is not satisfied with treatment. Family Plan-
ning: not too great a demad; suggested spacing program
could be located in MCH centers under medical super-
vision of )b-Gyn departments of referral hospitals.

Bafoot. Presbyterian Health Center.
Discussion:

Family Planning: Contraceptive services started in
1976; so far 89 patient records, mostly from 1977; many
dron outs, and manv who come just for information.

Bamenda. Dr. Fuching (Obgyn, Italy MOH provincial
representative.

Discussion:

1) Infertility: great problem in the area among men
and women; among women, 30% due to T.B.; among
men, 40/49 had abnormal sperm counts. Diagnoses
by insuflation, HSB, spermagram. Treats:

a) males with antibiotics, antiinflamatories,
argenine, Vitamin A and E, progesterone;

b) females with antibiotics, tuboplasty; results
"very, very poor." Suggests headway in pre-
vention could be made by keeping "free girls"
in area under g.c. surveillance program.

2) Contraception: hospitals and private doctors
provide IUD, pills, tubal ligation, but unsure of
level of demand.

3) Research is difficult, as most laboratory analysis
has to be done in Europe.
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4) Sees various possibilities in establishing in-
fertility family planning progxrams, both in MCH
centers and through mobile clinic; major problem
is organization.

Tnterministerial Meeting, Ministry of Planning. Mr. P.
Mandeng, Chief, Human Resources Development, MOPlan;
MOH: Dr. Minkanda, MOH; Dr. Nganqgo, Chief, Demographic
and Women's Division, Ministry of Social Affairs; Lise
Cousenous, Downstate representative (formerly Har-
vard/cuss midwife), Dr. Henn, Douglas Palmer, US AID.
Absent: All CUSS representatives, and five other
invitees from MOH and MOPlan (see AID reauest for
meeting).

Discussion:

1) Dr. Henn presented Reproductive Health project
proposal (usina French translation of PTD) then
invited commentary and reactions from GURC re-
presentatives.

2) GURC Reaction: After much discussion largely
initiated by Dr. Ngango, MSAa, representatives
rejected the PID proiect concent for the following
reasons:

a) too much emphasis on family planning;

b) government policy on porulation must await
results of various survey and studies cur-
rently underway;

c) CUSS project has not been fully evaluated and
is not an official activity:

d) the proposed project is of too great a
magnitude and inconsistent with government's
policy of gradual evolution.

3) GURC representative assured us they were not
opposed to the project in principle, but that a
possible project would have to meet certain
criteria:

a) more modest dimensions, possibly a demon-
stration project on provincial level but
refuses to commit themselves to how many
provinces;
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b) project would have to emphasize family health
education at community level;

c) project would have to be flexible to adapt to
regional variations in health problems and
resources;

d) project would have to be sufficiently flex-
ible to respond to new population or health
policies that government might promulgate
after survey results have been evaluated.

4) Much of their reluctance was couched in terms of
not wanting to propose or support a program of #
controverial nature, to their superiors, or to
commit themselves to a project that might suffer a
reverse if subsequently found to be inconsistent
with government policy.

5) Dr. Henn offered to send consultants home, but
GURC asked consultants to stay on, continue their
site visits, and present new proposal based on
observations and comments made durinag the meeting.

6) Second meeting scheduled for March 17.

Dr. Henn, Douaclas Palmer. Review of Interministerial

meeting. and strategies for continuing consultancy.

Discussion:

1) Henceforth the approach would ke to maximize input

2)

3)

from GURC in develovment of this project; request
GURC representative to participate in writing
proiject Project description.

Decided it would be inoprortune at the moment to
seek Dr. Nasah's assistance; instead, avproach Dr.
Mafiamba, a principal contact in MOH, to assume or
delegate responsibility.

The project could be limited to seven provinical
hospitals, would not necessarily have to include
family planning activites but would have related
to reproductivity so as to be fundable under Title
X.
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4) Aim for a March 10 deadline for project paper.

Demographv and Women's Promotion Division, MSA. Dr.
Ngango, MSA, Douglas Palmer. Exploration of reactions
to Interministerial meeting.

Discussion:

1) Dr. Ngango stressed meeting should not be inter-
preted as discouraging to program efforts, but
that, as there was no official government policy,
there was no basis for a large scale project.

2) Project limited to seven centers might be ac-
ceptable. These could replicate CUSS model; thus
it was not necessary to redefine project; however,
health education should be included as major
component.

MOH. Dr. Mafiamba, Douglas Palmer. Explore reaction to
and implications of interministerial meeting, and
request him to coordinate vpro-ect design efforts.

Discussion:

1) Mafiamba stressed need to limit program to pilot
dimensions, possiblv to seven centers in some key
towns, giving priority to Ob-Gyn activities.

2) Given variation of reproductive nroblems in
different reaions, CUSS model of a fertility
center would not be appropriate to all provinces.

3) Family plannina micht be acceptable in the context
of high-risk pregnancy management, and education
could apply to prevention of criminal abortions.

4} Objection to French version of PID was it's 90%
emphasis on family planning; emphasis must be on
non-family planning aspects.

5) Possible acceptable context would be for program
objectives to clearlvy relate to maternal and child
health, in general, and to the improvement of
maternal health in particular.

6) Suggested meeting with Dr. Nasah and Dr. Minkanda
for further discussion about proiject details, but
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insisted that we go through the office of the
Director of Public Health, Dr. Atangana, to
arrange meetings.

MOH. Dr. Atangana, Douglas Palmer. Arrange meetings
with MOH and other officials to elaborate progject
details.

Discussion:

1)

2)

Dr. Atangana was concerned that protocol had not
been followed in introducing project proposal;
since he was not officially involved in this
project, he would need instructions from Minister
of Health before he could procede further in this
matter.

Asked us to return 3/3 for further discussion.

MOH. Dr. Atangana, Douglas Palmer. Arrange
meetings with MOH and other officials to develop
project paper.

Discussion.

1)

2)

3)

4)

Received us cordially; read aloud entire Carter
address to UN on U.S. role in international

population programs, underlining passages which
voiced U.S. readiness to support local policies.

Read French version of PID and asserted it was
not in accordance with GURC policies as implica-
tions of family panning component was birth
control.

Restated need for further instruction from Min-
ister of Health before he could do anything, but
suggested new project proposal be submitted based
on recommendations of Inter-Ministeral meeting,
which he would then circulate among his department
heads for their reactions.

Meeting with other MOH officials could be arrange
subsequently.
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USAID. John Koehring, RDO, Douglas Palmer.
Review of project status.

Discussion:

1) Decided it was advisable to continue to work
within the framework of the MOH, in anti-
cipation of eventual CUSS/MOH coordination of
activites.

2) Strategy devised was to continue as had been
planned; i..e., present Dr. Atangana with a
new project concept, unofficially as a draft,
after approval by AID staff.

Site visit to National Women's Organization's
Social center to observe and discuss health
activities; courtecy calls and discussion with,
CARE, CRS and WHO representatives.

CUSS. Dr. Monekosso, Douglas Palmer. Discuss
current status of project design.

Discussion:

1) Advised Dr. Monokosso on results of Inter-
ministerial meeting and criteria for project
acceptability.

2) Monokesso suggested project have a wider
family health orientation, focussing on care
of pregnant women and neo~-nates; project
should not include mention of CUSS as a model
or integral part of program; except,

1) if project includes post graduate
training in reproductive physiology, to
use CUSS as research and teaching back-
up for MOH, or

2) to use CUSS staff on an individual
consultant basis for the project; agreed
to necessity of scaling down project to
pilot dimensions.

MOH. Dr. Atangana, Douglas Palmer. Submission of
draft of new project proposal.

Discussion:
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Dr. Atangana skimmed document and indicated
he though it would be viable; said he would
distribute copies in English and French to
MOH department chiefs, and arrange meeting
for following week.

MOH. Dr. Atangana, Dr. Henn, Douglas Palmer.
Review of New Project Proposal (Avant Projet), and

discussion of project details.

Discussion:

1)

2)

3)

4)

Dr. Atangana accepted project concept without
changes, and, specifically, the integration
of child spacing and reproductive health
within the overall context of a maternal
health program; the project would be un-
dertaken by the MOH, with inputs from other
government organizations (UCSS as well);
project would be based on the health center
with linkages to departmental and provincial
hospitals by referral system; project would
start in first year in Central-South and
Eastern provinces, and then expand every six
months to tow other pairs of contrasting
provinces.

Basic components would be strengthening
maternal health services at health centers,
highrisk obsterics, gonorrhea control,
infertility management, child spacing, and
family health educatinn.

Pilot model for each province would be
either;

a) based on a sample population of 25,000
and the health facilities serving this
population, or

b) on three separate health centers, linked
to three departmental hospitals, and
then to the provincial hospital.

Technical assistance team would include
health services planning and administration
specialist, public health advisor in communi-
cable diseases control and public health
nurse; and several short term consultants
among which an Ob-Gyn specialist would be
included.



Mar. 16

March 17.

- 22 -

MOH, Dr. Atangana, Chiefs of MOH Departments,
Dr. Henn Douglas Palmer. Presentation and Dis-
cussion of the Avant Project.

Discussion:

1) Although the GURC policy is pro-natalist
providing contraceptive services would be
legal as long as the emphasis is on maternal
health rather than on family planning.

2) Maternal health in which the focus is on
women of child bearing age rather than on the
broader maternal-child couple was a viable
and realistic program objective.

3) Management and operational objectives of the
pilot project concept were acceptable in view
fact that current MCH Centers and referral
systems were not functioning effectively.

4) Project could start and expand as agreed in
meeting on March 15.

5) Equipment and pharmaceutical needs would have
to be considered in light of long-term
problems of standardization and maintenance.

6) Long-term implications of the project would
have to be determined.

) Technical assistance needs would have to be
reviewed and clarified.

8) Conclusions and recommendations of the
meeting would be forwarded to the Minister of
Health.

9) MOH representatives would summarize results
of this meeting and make presentation of the
of the Avant Project at The Interministerial
meeting on March 17.

Interministerial Meeting, Under Auspices of

Ministry of Economic Affairs and Planning. Dr.

Mandeng, MOPlan; Dr. Meyono, Chief of Services for

External Agreements, MOPlan; Dr. Minkanda, MOH;

Dr. Ngango, MSA; Mr. Tchegho, MOE; Dr. Nasah,
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CUSS; Lise Cousenau, lownstate; Dr. Henn, Douglas
Palmer Fritz Gilbert, USAID Review of Project
proposal status based on recommendations of first
Interministerial meeting.

Discussion:

1)

2)

3)

Dr. Minkanda summarized conclusions of MOH
meeting: Avant Project accorded with MOH and
national policy, took account of regional
aifferences. Objective of maternal health
and health of women of child-bearing age was
realistic and feasible; program could be
integrated into MOH administrative structure:
details would be worked out in development
phase.

Discussion which followed raised questions of
interministerial cooperation as well as
involvement of national research organization
(ONRS) in project; possibilities of using
qualified Cameroonians for technical ex-
pertise; need for standardization and main-
tenance of equipment.

Meeting concluded: project concept is
acceptable and viable, and Cameroonians will
be responsible for project design. E

USAID dr. Henn, Douglas Palmer. Review of
future strategy.

Discussion:

1) USAID will wait until May 1978 to see what
steps GURC takes in project design.

2) USAID will provide GURC/MOH with copy of
project description, technical analysis and
administrative and evaluation plans developed
by design technicians based on Avant Project
as model to follow in their design efforts.

3) If their are no results by May 1978, USAID
will reconvene conference to assess progress.

4) USAID will maximize opportunities for this

p;oject to be completely developed by GURC.
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SUMFARY OT THE PROBLIL:

Haternal and child health continue to be adversely affected in Camecroon
by problems associated with reproduction. The cffects of unregulated

“too many childr-z too fast®,

fortility oa health, usually related to
are compounded in Camero~t by the problems associated with infertility.
The latter problems are pecceived as priority issues by the Cameroonians.

This project, will be designed to deal with all problems of fertility,

responding dirszcetly to the cxpressed needs of the people of Cameroon.

Cameroon has a population approaching 7.5 miliion (1976 Census results
are expected soon) with a growth ratc of Z.17% pcr year. IFew areas of
Cameroon demonstrate the effects of population prissure and the Govern-~
ment of Camesroon <ocs not feel that population growth poses an immediate
problem. On the other hand, the government doec recognize the importance
of making it possible for parents to determmine the sizs and spacingy of
their families and is participating in the provision of full family plan-

ting services at the national hiospital.

Involuntary subfertility and infertility is a problem which is seen with
*unusually high frequency in several centrzl African countries, A 1675 WHO
study in Camcroon showed a 167 incidence of primary sterility. Ia most
IB/GYS outpatient facilities in Central Africa a sizeable proportion of
patients have requesteﬁ infertility services but few clinics are equipped

to deal with problems of reduced fertility or infertility.
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THE 4.1.80. FDSPOLISE

Working with the Ministry of Health and the OB/GYN Division of the CUSS
medical school, this project will provice training and commodity

support to selected nealth facilitles in Cameroon. The rsroject will
provide short-term faculty support for training Cameroonian health
workers ir the idontification of high risk wmothers and the provision of
fertility managerent services. This training «ill be done at regular
intervals tkroughout the 1ife of the project and will focus om fertility
management techniques reproductive counselling, health education and
fertility research. Commodity support will le darectly related to the
provision of fertility management servicuc and will include diagnostic
and therapeutic equipuent, contraceptive materials and educational
materials., Approximately 50 refarral health facilities will bhe aided
dircct through this project although the influence of the project will be
felt throughout Camercon as these facilities develop outrecach relationshipe

with the peripheral faciliclas they support.

DESCRIPTICK OF TIE PROJECT

Under the ditection of the chief of OI/GYW at the CUSS medical school and
the chief of OB/OYH at tie uational hospital fameroom is developing a
system of maternal and child health scrvices throughout the country which
utilizas a standardiz.d appreach to sexvices and reporting. This project
will help develop, at health facilities in each department and in the urban

arcas, fertility managcement services to deal with problems of reproduction.
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Specifically the health workers of the selected facilities will be
provided with training in fertility management dirscted at handling
problens of infertility, subfertility for family rlanning. Although
the patients will include all women desirous of services, a special
effort will be madz ton identify anc serve high risk mothers.

Initial training will bte for 2-3 wezks and will be conducted at
several regional training sites throughout the country. This

training will be followed by in-service training using a seminar or
workshcp format whereby health workars are brought together three or
four times anmmal’:c ™ - project will place ore fuili-time technician
in the field tc work under the direction of the Director of CB/GYN at
the Central Hospital. Ee will coordinate the short-term consultation,
curriculum developmert, administrative support and commodity procure-
ment for the project. The specific nature of the training, the
identification of training sites and traineés, and the definition of
commodity requirements aud research goals will be developed during the

design phase of the project.

ESTIMATED PROJECT CUTPUTS

1. Development of centrally coordinated system of fertility manage-
ment services.

2. Establishment of 5C fertility management services center throughout
Cameroon.
a. Training of physicians and middle level health workers.

b. Zquipment support.
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3. Development of active fertility research programs.

ESTIMATED PEOJECT LNPUTS

1. Tcne~term technical assistance (3 P. Yaars) $ 359,700
2. Short-term consultation (36 . Yonths) 400,000

3. Trainiag Costs

a. Per Diem (157 x 8 x 7 x 1) 199,900

b. Tranmsportation (150 x 8 x 11) 12,000

¢, IDducational materials 59,000

4. Equipment (medical/surgical) 109,100
5. Vehicle (1 Toyota Land Cruiser-Type) 15,000
6, Contraceotive Commedities 105,000
TOTAL 4 1,135,000

AAJCP. ASSUMPTICNS

The major assumption relating to this oroject ie that the unwritten policy
of the Government of Camaroon toward family planning has vrogressed far
enough to permit Cameroon and A.I.D. to collaborate on a fertility management
services project which deals with both infertility and child spacing.

Another assumption, which is well-supported in pilot proifects, is that there
will be a strong demand for the services offered by the fertility management

centers.
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It 1s also assumed that services deldivered through the project will have

a benaficial effect upon the health status of women and chiléren in

Cameroon.

RZLATED ACTIVITIES

I.5. has 2njaged in sporadic training of Cameroonian health workers in

3

family planning techaiques and has contributed substantially to demographic
and maternal and child health training, »ut this praject will be the first
which responds to the Camerconian priority of nddressing the problem of
subfertility., Tamily plamning cervices ave currently weing supported by
A.I.D. at the CUSS maternity at the Cemfral Fospital, aAfter the services
are developed by this project at the 52 target centers, the impact of this
project will be further expanded arough the health workers trainad in tiie
A,I.D. CUSS and MEDCAM projects. In additfon, A.I.". and other donors are

contributing to a Vorld Fertility Suivey study of famerooun.

REALISTIC ALIZEGATIVIE

This project utilizes the approach of developing fanily planning services .
in the context of comprehensive fertility management saervices, This coutext
permits the project to respond directly to the priority prcblems of sub-
fertility. Alternative approaches which dezit solely with contraceptive
services would have little change of recelving opeu support from the

Cameroon Government at this tima.
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DIRECT BENEFICIARIZES

The beneficiaries of this project will be the women of Cameroon who
receive fertility management services including, inter alia, subfertility

therapy, contraception and education/counselling.

SPREAD EFFECT

As fertility management services are developed at the SO referral facilities,
demand for thesa scrvices is expected to increase. The health workers at
these centers will train colleagues at periphcral facilities to deliver

sarvices, thiz spreading the reach of the project to the village levels.

DEVELOPMENT OF PRGJECT

Two months of design services will be requirad for full definition of this
project. Ideally the two designers would ha a population technician
capable of desigrning the training programs necded in fertility management,
and a populztion project Jdesign officer familiar with identification of

project personnal, commodity and managemant ncods.

POLICY ISSUES

A. The establishment of a family planning or population policy by Cameroon
will be advanced through direct participation in this project although this
project does not confine, or aven concentrate, its services or the problems

of excess fertility.
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B. The use of Title ¥ funds to address the entirc spectrum of fertility-
related problemsz in Cameroon will represent a naw AID polipy to make its
use of PHA/POP rasources more responsive to the perceived needs of the

recipiencs.
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RESUME DU PROBLEME

La santé de la mére et de 1l'enfant continue # @tre contrecarrée au
Cameroun par des problémes en rapport avec la reproduction. Les effets
sur la santé d'une fécondité non contrdlée, et qui sont habituellement
1iés au probléme "trop d'enfants trop vite", sont associ&s au Cameroun
avec les problémes de la stérilité. Ces derniers sont considérés par
les Camerounais comme des problémes prioritaires. Ce projet sera congu
pour s‘adresser 3 tous les problémes de la fécondité répondant directe-

ment aux besoins exprimés par la population du Cameroun.

Le Cameroun a une population approximative de 7,5 millions d’habitants
avec un taux d'accroissement de 2,1% par an. Peu de regions au Cameroun
montrent les effets d'une pression de la population et le Gouvernement
ne pense pas que l'accroissement de la population pose un probléme
immédiat. D'un autre cdté le Gouvernement reconnalt qu'il est important
de s'efforcer de donner aux parents la possibiliti@ de décider de 1'im-
portance de leur famille et de 1'espacement da leurs enfants et il
participe d@ la prestation de services complets de planning familial &

1°hopital national.

La stérilité et la sous-fécondité sont des problémes que 1'on rencontre
trés fréquemment dans plusieurs pays d'Afrique Centrale. Une &tude
effectude au Cameroun en 1976 par 170MS a trouvé une incidence de 167
pour la stdrilité primaire. Dans la plupart des dispensaires d’obstetri-
gynécologie en Afrique Centrale une importantc proportion des malades

a demandé des traitements de 1°'inf&condité mais peu de cliniques sont
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dquipdes pour pouvoir traiter les problémes de 1'infécondité ou de la

fécondité insuffisante.

LA SOLUTION PRCPOSEE PAR L'USAID

En travaillant avec le Ministére de la Santé et la Section d'Obstetri-
Gynécologie du CUSS. cz projet offrira une formation et un soutien
matériel 3 des dispensaires selccrionnés du Cameroun. Le projet fournira
un soutien pédagogique & court-terme pour enscigner aux agents de

santé camerounais la fagon d'identificr les méros & risque €levé ainsi
que la prestation de services de coatrSle de la fécondité, Cette for-
mation sera donnée 3 intcrvalles régulicrs pendant la lurée du projet,
elle insistcra particulilrement sur las techniques dz contrdle de la
fécondité, les conmseils en natiére d2 reproduction, 1‘'@ducation pour la
santé et la recherche. Le soutien mat@ricl sera 1i3 directement a

la prestation de services de contrdle de la fécondité et comprendra
1'&quipement pour les diagnestices ot les soins, l'&guipcment pour la
dontraception ot l'&quipemcnt éducatif. T%nviron 57 dispensaires
d'orientation recevront une ride dirncte dans l. cadre da ce projet mais
cependant son influence se fera sontir dans tout le Camcroun a masure
que ces dispensaires &tabliront des relations avee les centres periphé-

riques qu'ils encadrent.

DESCRIPTION DU PROJET

Sous l1la dircction du chef de la Section d'Obstetri-Gynécologie du CUSS

et celle du chef de la méue section de 1'hOpital national, le Cameroun
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pet en place un systéme de sarvice de santé maternelle ot infantile
bans tout le pays. Cc systéme utiiise des methodes éqandardiséeg de
prestations de services et de rapports. Ze¢ projet aidera 3 étnblié dans
les dispensaires de chaque dépértement et dans ceux des zonés urbaines

des services de contrSle d¢ la fécondité s'adressant aux problémes de

la reproduction.

En particuller les agents de santé des infrastructures choisies ;ecevfont
unc forpation pour le contrdle de la fécondité visant 3 solqtionner,}es
problémes de la stérilité@, de la sous-fécondité et du planning familial.
Malgré le fait que les malades compreondront toutes les fermes désireuscs
de bénéficier de ces services, un effort particulier sera fait pour

identifier et traiter les grossesscs d risque éleva.

La formation initiale durera deux 3 trois semainies*' et se déroulera
dans plusieurs sites régionaux de formation dans tout le pays. Cette
formation sera suivie dfune formation pratique sous forme de seminaire
ou de stage oil les agents de santé seront rZunis trois ou quatre fois

par an.

Le projet utilisera un expert & plein temps sur place traQaillén; sous

la direction du Directeur de la Section d'Obstétri-Gyndcologie 3
1’H6p;ta1 Cenfral. Il coordonnera les comseillers 3 court—éerme,
T&tetlissenent Au programme d'étude, le soutien adminis;ratif et 1l'acqui-

sition des matériels et fournitures du projet.

La naturc spécifique de la formation, 1'identification des sites de:

formation et des stagiaires et la détermination des matériels et des
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objectifs de la recherche seront précisés pendant 1°’&tape de conception

du projet.

REALISATIONS PREVUES DANS LE CADRE DU PROJET

1, Mise en place d'un systéme centralisé de services de contrdle de
la fécondité.

2. Etablissement de 50 centres dans tout le Cameroun.
a. Formation des médecins et des agents de santé intermédiaires.
b. Soutien matériel.

3. Développement de programmes actifs de recherche sur la fécondité.

ESTIMATION DES APPORIS

1. Assistance Technique 3 long-terme

(3 ans/homme) $ 350,000
2. Consultation & court-terme

(36 mois/homme) 400.000

3. Frais de formation

a. Entretien (150 x 8 x 7 x 12) 108,600

b. Transports {150 x 8 x 10) 12.000

% c. Matériel pidagogique 50.000
4. Equipement (médical/chirurgical) 102.000
5. Véhicule (1 Toyota Land Cruiser)} 15.000
6. Fournitures contraceptives 100,000
TOTAL $ 1.135,000
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HYPOTHESES DE BASE

Lihypothése de base se rapportant d ce projet est que la pdlitique

non écrite du Gouverncment du Cameroun en cc qui concerne le planning
fanilial s’est suffisamment développée pour permettre au Cameroun et

& 1'USAID de collaborer dans un projet de contrdle de la fécondité
s’adressant 4 la fois 3 la stérilité et 1°cspacement das naissances.
Une autre hypothd@se, qui est fortement appuyée par les proiets pilotes,;
est qu’il y aura une forte demande pour les services offerts dans les
centres de contrdle de la fécondité. OJn présume également que las

services offerts dans le cadre du projet auront un effat bHénéfique sur

1'8tat de santé matarnelle et infantile au Cameroun.

ACTIVITES CONNEZXES

L'USAID a participé 3 la formation sporadique d'agents de santé Camerounais
dans les techniques du planning familial et elle a contritué de fagon
importante 3 la formation démographique et & la santé matornelle et
infantile, mais ce projet sera le premier repondant 3 la nécessité
primordiale au Cameroun de résoudre lc probllme de la sous;fécondité.

Les services de planning familial sont actuellament supportds par 1'USAID

3 la Maternité du CUS: & 1'H3pital Central, «Quand ces services auront

été mis en place par le projet dans les 50 centres visés, 1l'impact du
projet sera encore diffus? par les agents de santé formés par les

projets AID CUSS et 'MEDCAM, En outre, 1'AID et d’autres donateurs

contribuent 3 une &tude au Cameroun effectuée par 1'Enquéte Mondiale

sur Fécondité (World Fertility Survey).
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ALTERNATIVES REALISTES

Ce projet utilise la méthode de mise en place de services de planning
familial dans le contexte de services complets de contrdle de la
fécondité. Cc contexte permet au projet de répondre dircctement aux
problémes prioritaires de la cous-fécondité. D7autrcs alternatives qui
8 occupaient uniquement de scervices contraceptifs auraient peu de chance

de recevoir 17appui officiel du Governement du Cameroun en ce moment.

BEMEFICIAIRES DIDECTS

Les bénéficiaires de ce projct scront les Camerounaises qui profiteront
dec services de contrdls dz la fécondité comprenant entra autres, le
traitement de la sous-fécondité, la contraception airsi que des

enseignements ot des conseils.

EFFETS DE DIFFUSIOH

A mesure que des services de contrdlec de.la fécondité scroat mis en
place dans les 50 structures choisies, on prévoit qu:o la demande pour
ces services augmentera. Les agents de sant@ de ces centres formeront
leurs colligues des structures périphériques, &talant la portée du

projet jusqu’au niveau des villages.

MISE EN OEUVRE DU PROJET

I1 faudra deux mois de conception pour parvenir & la pleine définition

de ce projet. Il serait souhaitable que les deux experts de conception
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soit un démographe capable d'&laborer les programrmes de formation
nécessaires au contrdle de la fécondité et un responsable de la
conception des projets de démographie familier avec l'identification

des besoins en personnel, en matériel et en gestion.

PROBLEMES D'ORIENTATION

A. L'établissement d'une politique démographique ou de planning fami-
1ial par le Cameroun sera hitée grice i sa participation directe au
projet, bien que ce dernier ne limite pas, ou ne concentre méme pas, ses

services sur les problémes de la fécondité excessive.

B. L'utilisation des fonds du Titre X pour répondre 3 toute la gamme
des problémes en rapport avec la fécondité au Cameroun représentera
une nouvelle politique de 1'AID tendant i une utilisation des resources

PHA/POP répondant mieux aux besoins des bénéficiaires.
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APPENDIX E
Ministére de I'Economie - 42 - Ministry of Economic Affairs
et du Plan and Planning
DB /Mmep/pwmﬂ- yaounds, 1o 03 T1ARG 1578
- ’ Yaounde, the

Le Ministre de I'Economie et du Plan
The Minister of Economic Affairs and Planning

& M. onsieur. le Docteur MITCHELL Joseph R.
to Mr‘Bureau Régional de 1'US-AID pour 1l'Afrique
Centrale -~ YAOUNDE -~

Objet : Réunion sur le
projet Santé de la Reproduction.

Monsieur,

Suite 2 la réunion du 2 mars 1978 dont le compte-rendu ci-joint,

J'ai 1'honneur de vous demander de bien vouloir assister ala
féunion de synthdse qui aura lieu le 17 mars 1978 dans la salle de
Conférences de mon Département, 32me étage & 9 heures précises.

Je vous prie d'agréer, Monsieur, 1'expression de ma considération

distinguée./~
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A
MTNISTERE DE L'ECONOMIE ET DU PLAN REPUBLIQUE UNIE I CAMEROUN
Paix - Travall - Patrie

S E—————

DIRECTION DE LA PLANIFICATION

DIVISION DES RESSOURCES HUMAINES

A ——

COMPTE-RENDU IS LA REUNION DU 2 MARS 12'@ SUR LE PROJET SANTE DE IA

REPRODUCTION.

L'an mil neuf cent soixante dix hult et le deux mars s'eat tenue dans la
salle des conférences du Ministire de 1'Economlie et du Plan une rdunion présidée
par Monsieur MANDENG Patrice, Chef de Division des Ressources Humaines, welative
& la Mission de Messieurs Joseph MITCHELL et Saul HELFENBEIN experts consultants

dans le cadre du projet santé de la Reproduction.
Participaient & cette réunion :

- MM Dr. MITCHELL Joseph R. design expert (US - AID)

HEIFENBEIN Saul design expert
Dr. HENN Albert E. Chef de la Division Santé, Nutrition et

Démographie (US - AID)

« Mlle COUSINEAU Lise Représentante Régionale de Warenstate Medical
Center School of Family Planning.

« Mune Dr. NGONGO OTTOU Chef de Service de la Section démosraphiqug

Cécile au Minister: des Affaires Soclales

'- M1 Dr. MAFIAMBA P. C. Conseiller Technique au Ministdre de la

Santé Publique
Dr. MINKONDA Mathieu Sous<Directeur de la Médecine Hospitaliére

et Ruralewp.i.

Chef de Scrvice de la Santé Maternelle et
Infantile au Ministére de la Santé Publique.

Ia séance est levée & 9 h 30,

Le Président de séance, aprés avolr souhaité la bienvenue & Messiecurs

MITCHELL et HELFENBEIN, souligne que cette réunion de prise ds contact doit
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pemsettre 3 1'US-AID de présenter l'oblst de la Misslon des dsux oonsultants.

Le Docteur HENN informe 1’assistance que le projet sur la santé de la repro-
duction est différent des autres projets finaneés par 1'US-AID dans le domzine du
planning familial, Comme Son nom 1'indique, 1l s'agit d'améliorer les conditions
sanitaires de la reproduction de la populatlion. Aussi ce projet doit-il trouver
des solutions sur les probldmes de la sous-fécondité, de la stérilité, de 1'espa-
cement des naissances et de 1'éducation sanitaire des populations. Il précise
que ce projet se repose sur les travaux menés actucllement 3 1'HB8pital Central
de Yaound$ dans la section d'obstretl-gynécologie et tend & généraliser cette
expérience au niveau national.

Ensuite 11 analyse les différents niveaux d'intervention du projet. Au .
niveau national, il est prévu de traiter des problémes de gestion, de la collecte
des donndes seclo-sanitaires, de la formation du personnel et de 1'éducation
des malades. Au niveau régional l'accent sera mis sur la formation du personnel
et L'éducation des populations.

Aprés avolr donné une vue de l'apport de 1'US-AID en personnel et en équi-~
pement dans ce projet, le Docteur HENN présente l'objet de la visitc des deux
consultants appelds & préparer le document du projet.

Ia discussion qui a sulvi a porté essentiellement sur :
a) 1'opportunité de ce projet,
b) la taille du projet.

Les représentants des départements minisiériels ont exprimé certaines réser-
ves sur ce projet. Ils ont tout d'abord constaté que les termes de réfépence du
projet en frangals étalent en contradiction avec la version anglaise qui prend
mieux en considération le soucl du Gouvernement en la matidre. Aussi a-t-1l été

recommandé de n'utiliser que cette derniére version.

Les participants ont été unanimes de reconnaltre que les problémes qui font
1'objet du projet concernent en particulier les Ministéres : de la santé publique,
des Affaires Soclales, de 1'Education Nationale, de la Jeunesse et des Sports,
de 1'Eecnomle et du Plan et 1'0Office National de la Recherche Selentifique et
Technique (ONAREST). Aussi a-t-1l €té recommandé que ce projet solt élaboré en
étroite collaboration avec ces départements.

VAT
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Ensuite, la discussion a porté sur 1'opportunité de ce projet. Différents repré-
sentants ministériels ont exprimé beaucoup de réserve quant 2 1'opportunité de la
réalisation de ce projet au moment oli leurs départements ne disposent pas encore
des pésultats des grandes enquites en cours dont la connaissance est nécessaire en
vue de la généralisation possible au niveau national de 1'exp¥rience de Yaoundd.
Plusieurs orateurs ont fait valoir que leur département étalt en train d'étudler
les possibilités de présenter 3 1'appréciation du Gouvernement un plan cohérent
en cette matidre. Ils ont insisté sur la nécessité de donner A ce projet une dimen-
sion suseeptible de lul permettre par un simple ajustement de s'insérer rapldement
dans un tel plan. Aussi ont-1ls tenu 3 souligner que compte tenu de ces facteurs, le
projet devrait insister sur 1a formation des formateurs et sur la formation soclo-
sanitaire de la populaticn.

En ce qui concerne la taille de ce proJet, les participants sont tombés
d'accord que le projet devralt dans une premidre phase englober seuls les hopitaux
provinciaux. Son expansion devralt Atre envisagée aprés un certain temps compte
tenu de l'expérience obtenue & ce niveau. A cet ézard, les particlpants ont souli-
gné qu'une généralisation de 1'expérience de 1'HOpital Centr=l.de Yaoundé en la
matidre est problimatique aussi longtemps qu'on n'a pas une évaluation de cette
expérience. Par aillcurs, le Docteur HEMN a atiri l'attention des participants sur
le fait que cette premiére phase ne devralt pas 2tpe trés longue compte tenu du dé-
lal de trois ans pour lequel le financement de ce projet est assuré et des difficultés
pour obtenir un nouvel accord de Washington.

Les participonts ont vivement souhalté que les deux econsultants prennent en
compte les cbservatdons faltes de part et d'autre dans 1'élaboration de 1'avant-
projJet.

En résumé le projet a été retenu sous péserve qu'il ait une dimension modes-
te et insiste en particulier sur 1a formation des formateurs et sur 1'éducation

soclo-sanitaire des populatdons.

La réunion de synthése est prévue pour le 17 Mars 1978./-
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I. Iutroduction

The Government of the United Pepublic of Cameroon recognizes the provision
of maternal and child health as one of its principal objectives in rhe

. developnent of national health services. This project proposes ¢ support
and reinforce the realization of these ohjectives by strengtheri:..
existing services which aim at ensuring the health and vell-bei:, £ women
of child=bearing age. t will support a broad spectrum of integr-..d ser-
vices throught its emphasis on the processes of family formation eud

parenthood.

Although this project does not provide services directly to pre~-gchool age
children, protzction of maternal health before, during and after child
birth will have positive implications for the health of infants, nursing

children and young siblings.

A. Health FTroblems of Womern of Child-bearing Age

The normal process of child-bearing for Cameroonian women is complicatad

by a hard-to-senarate set of interacting social, epidemiological and cthera-
peutic factors whicl have led to concern akout the high incidence of in-
fertility, subfertility, induced aporrions snd .-efnancy wostage, reneated
exposure to venereal infecirion anl it= fuplsc nfs fyzctpaat, and insufficient

services .3 du. ! .tk highh clnl o cFataoec o,

\

There are several major demog:ipnic aat epideci:T-giral slulles either in

progress or being rlanned which aim at defininc these problems further,
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Although the development of a national health program to tackle the
complexity of these proglems must await the evaluation of the results of
these studies, the development of existing services to deal with the gen-
eral nature of these problems will provide the Government with a more
affective infrastructure capable of implementing specific health programs

vwhen they arz launched by the Government.

For the purpose of planaing and implementing health programs for women

of child~bearing age, it must be recognized that, firstly, there are a
variety of disease causes and vectors and, seccndly, that any prograa
must take into account regiomal and ethnic variability. Thus, any program
must be multifaceted in its approach and sufficiently flexible to permit

a variety of alternative approaches in dealing with many configurations of
health pfoblems that face this vulnerable group of the population in the

different regions of Cameroon.

B. Program Elements

. The more basic elements of a program dealing with these problems are the

following:

1. Further research s necessary to determine the variety of causal factors

and the regional and ethnic variations.

2. One ¢f the princip2l fantots Low, ~lam! 7o “oi-e o 4s rhat of gono-
coccal inizetiun, pPAaArciiudury TN TOME. oL shTevive te caild: hearing
ages., Diugnostic am. tial.aue | TUCEIN vioa . ot ot andandized in order
to avoid the emerponcs % ca3receni strafvs 12 s Wo.lotorgaaisms and to

prevent secondary crucequen.l. .. Zaf:eii
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3, Imnediate measurcs should be undertaken to deal with the problems of
real or perceived infertility. which can derive from a variety of sources.
This will nccessitate improving diagnostic methods and providing adeguate
and effective treatment. At the same timo, mass campaigns to reduca the
prevalence of © vonercal infoction and general health zducation to pravent

reinfection will L¢ necessary.

4. Health sirvices should meet minfrun prenatal, dzliv.ry and oacnatal

aeds at the .aternal and child health (/ICH) level. Improved high risk
obstetric and gynecological care should be available at departmental and

provincial hospitals.

In view of the varicty of measuras that can be undertaken to tackle the
varietv of causal factors, strategizs need to be developed to daternmine
which are most effective from a pravencive, educational and clinical point
of view, which arz needed in the different regions of the country, and

which are, in the long run, most cost effective.

Cc, Problems in Dulivers

In addition, ther: arc several problems related to the delivery of health
services. These will have to be taken into consideration in the implementa-

tion of Lealth prosrams for this sector of the population.

1. Zost of care

The cost, for axamnle, of one complete treatment for -raonrhnea varies from
2000 in some arcas to 3040 CFA ir others v .eue nedliiaticns arc often only

available in private ph-triccies or chrougsa patent weircine vendors. In
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rany areas and for meny of the risk group, this cost may bhe prohibitive, so
thac those who seeck treatment may often not be aBle to nffbfﬁ‘ﬁrescribed

3 i

medications, or may be able to afford only part of the treatment.

2. ZIartial or Incomnlete Traatment

This problem 18 relaced to the cost of care and to the fact Ehat most people
penerally tend to stoy talking medications as soon as thev feel better or
their symptors disappear. Pcople who cannot afford prescribed medications
oftcn resort to local cures, vhich may te incffective or harmful. Several
vrhysicians hava otserved the emergence of resistant strains of gonococcus,

which they attribute to the problem of incomplatz curcs.

3. Competition for the Infertile Couple

In most communitics thern arc modern and traditional doctors who compete
for the infertile couple. Ponular and medical definitions of infertiiity
vary, People vith subfertility problems will consult with many doctors in
seeking a favorablo prognosis, often resulting in great cost 'to than.

Furthermore, crronecus procedures may worsen their problems.

4. Caseload/menpoucr

Available mcdicel and paramedical personncl generally have & full case

load of patieats. The introduction of(ﬁcw, or the improvaucent of existing,
services will tend to increase the number of aaonle ving the health
facilitice, Iu <uo abgonce of increased numhers ci perscnnel, sorvices

ana tasks will have to be reorganized o uun axisiing versonnel affectively
and ecfficiently, so that ocher acalth survicze will. nor be adversely

affactad.
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we b oew

established in each of the saven provinces cn a progressive basis. Pro-
vincial progran activities vill make use of *existing infrastructure and
personnel at the "CH, dezartmental and provincial hospital. levels. The
project will make use of infrastructure arvi ~ersonnel at the naticnal

level.

" Each nrovince program will covar a populatton of 25,200 pecplc. Ic will
nake use of the health facilities and bealkh personnel orovideng services

to this population,

The provincial nrograms will be devaloped in the following manner-

1. “hey will hegin with an initial survey to determine the principal
reproductive and related health problems aifecting women of child-bearinp
ages. A survay tecam will select the program area based on their findings.
This site or sites will be the focus of health education, diagnosis and
treatment of ponorrhea on an individual or nass basis, and the improvement

of 1Ch services.

2. These sitns will be linked to the nearest devartnental hospital and
then tc the provineisi hospital by a referral system to insure adequate
diagnosis and treatment of high risk rregnancies and cases of primary and

secondary infertility.

3. The pilot activities will determin: L'.e ~cs: attaciive wavs of dealing
with problenms of induced ahorriors, aud oi i.cosidin: contracaptives to

women who wigh o avoid “nwvanted pregnancies ot snace tircir children, and

to parents who have ulrexdy veaened thaic Jdesived farily olze,

4. Each program will test a cuwbinauion ci service modalities.
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a. Health education

The program will select various health vorkers at the cormunity level,

who will be trained to nrovade public and individual health education.

They will uae a variety of simple educational materials tha: will be

developed for ezch ared.

Health education will emphasize ways of encouraging women to use ICH services
H

and to atten? high' risk clinics.

Health educators will be taught to respond to and to counsel wemen vho

seek advice nn spacing pregnancies or avoiding unwanted pregnancies.

llealth educators will be taught to respond to and counsel wonen or couples

who seek advise or. the treatment of primary or secondary infertility.

Health education will emphasize the protection cf women of child bearing
age against venereal infection, including early diagnosis and the necessity
of complete treatment as well as the necessity to guard against reinfection.
These education activities will Le carried out in various ways tc ensure

- the wicdest and noct direct contact with the groups at risik. Health
education will also be provided to the male nopulation, who are part of

the epidemiolegical and social problen.

b. Praventive Medicine

This comporcnt of the pilot projects will lin' up wita existing vencreal
disease control nrourans. It will grovida diapvnet’s nnd treatment
facilities, nnd medications for a continuens ceatrol wregrar. This will

be directed primnrily against gonorrheal inf-ction. Various control
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procedures will be testzd in order to diagnose, curc, and bring under

surveillance aajor sourcas of infection awong m2le and female inhabitants

of the pilot areas.

c. Organization of Heslth Delivery Services

Training will be provaded for various levaels and types of health personnecl.
émphasis will be placed on clinical, educational and menagement nceds of
comprahensive health service for women of child-bearing apes. The provin-
cial progranms will determine the mojor training ncsds and service roles
for each type of personnel, based on the available manpower in the region,
and on the cxpectad case loads. Clinical aspects of training will include
but not be limited to diagnostic and treatment procizdures for infection,
primary and szacondary infertility both among nen and women, and high risk

pregnancies and dzliveries.

Education trailning will ianclude, but nct be limited to, counseling and
motivational techniques for public and individual health zducation. Crgan-
izational training will include, but not bt limited to, the organization

‘of health services at local, depsrtmental and provincinl levels, utilizations
of manpower, distribution of cquipment and podlcations, record leeping, and -
data collection. (Sce appendix II for suepested details for training

curriculun objectives.)

d. Research

An important ¢l amont of each program will L tac <d -tificetion of research
problems in order to provide soclal and enid-srulogizal data uceded to

engure that the major problems have beun cceur:tely identified and that the
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rost effective means have been deployed to solve tizm.

Research activities will include, but not ke linmited to, cosuses of
infertility among vouen anld men, effective healtl: educationcl and aoti-
vational techniques, anl traditional methods of treatment for venereal

infection and primary and seoondary infortility.

The results of the research activitics will bz incerporated into the

implementation of the provincial programs.

e. Cquipment and *edication

Appropriate equipment will be provided to zach level of health service
involved in the project. Eguipnent tvill includo both nonconsummatle and
consumible conmodirzies (sev Appendix I.). ha latter will be supplied in

sufficient guzntity to last during the life of the project.

MCH centers will receive equirnent and nedications to upgrade their anta-

natsl, delivzry and nostnatal szrvices.

.Health services involved in ven:real diseasc control will receive diagnostic

and treatment aguipment to establish a progranm for gonorrheal treatment.

Dilagnostic equiynent and treatmont modalitics wiil be provided to depart-
mental and provincial hospitals to upsracdz throeiv capabilities for dealing
wvith high rick prognaoncies ond deliveries anu to improve gynacological

and laborstorv scrvicaes to d4i~gnosc and t+raac cascs of orimary and sccondary

infertility ~wwng = n and woner.
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Medications will include basic preventice and therapeutic pharmaceu-
ticals start for anteunatal, delivery and post-partum care, high risk
pregnancies, as well as for the treatment of primary and secondary
infertility. Included among the medications will be selected contra-
ceptives, which will be available for women and men who wish to avoid
unwanted pregnancies, space pregnancies, and for parents who have
already reached their desired family size. Fducational equipment and

materials will be supplied to health educators.

I¥. Admninistration of the Project

This proiect will be administered under the auspices of the Ministry
of Health (MOH). linistry officials will determine which division
will manage the project and the manner of coordinationm,if more than
one division is involved. Similar determinations will be made at the
provincial level. The MCH will be responsible for coordinating the
sequence of pilot activities, selecting program sites and personnel;
and distributing and maintaining equipment and medicatioms. The MOH
. will also be responsible for coordinating research activities, and

analyzing and evaluating results.

7. End of Project Status

At the end of the projcct the fclleowirg wiil bo achieved:
1. Each region will have developed =n effective strategy for the
delivery of a variaty of clinical, sruventzv:, .nd educational services

dealing with heslth problems of women of child-beariry age. These strategies
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will reflect the individuai characteristics of the reglon regarding
primary and secondary infertility, unvanted pregnancies, gororrheal
infection and the possiktilities of organizing effective health
services.

2. Training, health education, and organizational requirements will
have been tested. Roles for various health workers in multifaceted

' strategies will have been determined. Basic health educational
materials will have been developed and tested. These achievements will
provide the MOH with a broad spectrum of experience for selecting and
expanding the most effective meaus of dealing with the health problems
of this group on a national scale.

3. Experience in the organization and management of multifazeled
health delivery sysrem will be of utility in desigring programs to
reach other vulnerable groups in the population, such as pre-school
children. This experience can either be brought to bezr concurrently
as the pilot activities develop, or after they are completed and evaluated.
4. Preventive measures and health education programs related to family
formation and parenthood will be linked to basic health services at the
MCH center level, and primary and secondary infertility diagnesis and
treatment at the departmental and provincial hospital levels.

5. Regular, continuing research programs into the variety of aspects
related to the health programs of women uf child-bearing ages will have
been started. The results will supplement pnst, present and projected

scudies needod to formulate aad evelve & aataunal health policy.
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Vi. Relationship of Inputs to Cutputs to Achieve Purpose

1. Training of health workers and educators in the context of a
team approach to the delivery of comprehensive and integrated
services embracing both curative and preventive modalities will
result in the more efficient use of each type and level of
persoanel; and, in general, the more efficlent use of existing
health facilities.

2. Health education will provide the important element of motiva-
tion for the acceptanc: of preventive health measures. It will
also reinforce those measurcs by reducing the likelikood of re-
infection, making women aware of alternatives to induced abortions
in order to avold unwanted pregnancies, and by encouraging both mcen
and women to seek early diagnosis for venereal infection and to
follew a complete course of trcatment. Appropriate counselling by
various health workers in cases of primary and secondary infertility
will prevent misunderstandings about thc nature of the problem and
the prognosis.

3, Equipment and medicatious will meke it possible to carry out
large scale preventive progranrs against gonorrheaz, improve and
exoand antenatal dzlivery and postpartum services at MCH centers
and to upgrade the safety 2s nell as ipsreasc caseloads in the diag-
nos1s and trcatment of high risk pregnancies and of primary and

sccondary infertility at departmental and rronvincial hospitals.,
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health problems of women of child-bearing age,

Research will provide answers to inmediate questioms about

that will have

direct implications for the health dclivery system.

Estimated Projected Irnputs for Froject Implemcntation

Surmary Budget

1. Long term technical assistance:

Health services planning specialist 3 yrs.
Public Health Advisor 3 yrs.
Public Health nursc/educator 3 yrs.
Total veo ou oo cos

2. Short term consultants -~ 14 person month
Lab. Technician 4 person month
6bstetrician-Gynecologist 6 person month
Statistician 2 person month
Epidemioclogist 2 pzrson month
Total ves coe cer N

3. Research
Training *1.. ves ves ces

5. HYealth Education laterials... .

6. Equipmentc*?.. “re vee cen

7. Pharmaceuticals *2.,.. ‘s . .

5« Vehicles (three) ... ce .
Total o e oo

+1 Sece Appendix II for suggested details regarding training curriculum
objectives,

-2

pharmaceuticals)
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% 500,600.00

154,00C. 00

100,%00.00
75,000.C0

£9,000.00
154,000.00
220, G0 .00

45,000.00

1,323,000.00

(See Appendix I for suggested details and functions of equipment and
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APPEILTZ T:  BASIC IZQTINIGENT
. “« s 9
me b oplle

4. BASIC MCH KIT

&

1 - Sphygmomanometer see see ot ces ces $ 37.50

12

1 - Cphthamoscope/Ctoscope ces e coe veo 155.00
2 - Stethoscopes cos cee ene vee oo 40,06
- Vaginal Specula - assorted ... ces ‘e ves 110.00

1 - Gyn exam table vee ces P vee cos 20C.00
1 - Lamp-goose neck coe aes ces cos . 35.00
1 - Stool sos e  see ces ces 4C.00
1 - Microscope ~ artificial or natural light ... o 1,000,00
1 - Centrifuge - urine/hematocrit . cee ve 400.00
1 - Scale with height e aea ees ves e 100.00
1 - Fetoscope e ces ces o ee e 23.C0
1 - Specialists Bag vos vee e e ves 48.00
2,138.50

B. BASIC OBSTETRICS AND GYNECOLCGY KIT

1 - Sphygmomanometer . cee  aee ces ces $ 37.50
1 - Ophthalmoscope/otoscope o wee ces ces 155.00
2 - 3tethoscone coe . ces .o vos 40,00
24 - Vaginal specula - assorted ... cen ces e 220.00
1 - GYW exam table oo coo coo oo ‘o 200.00
1 - Lamp - Goose leck cee e e oo o 35.c0
1 - Stool ees e e eos ces 40,00
1 - Microscope - artificial or natural light ... ces 1,000.00
1 - Centrifuge ~ Hewmatocrit or uriue ... v ves 400.00
1 - Scale with height vee ces ven oo .o 100.G0
1 - FetOscone ces N ...' ves cose 23.00
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C.

1 - SpeCicliSt Bag K K] K]
1 - Uterine socund-malleablc, graduated in
1 - Endometrial biopsy curatte ves

1 - Endocervical biopsy curette ...

1 - Cervical Biopsy forceps vee
1 - Single tooth tenaculum v
1 - Ring Forceps ces coe
1 - Forceps holder . ves
1 - Imstrument pan, swall ... oo
2 - Bowls, large, stainiess e
1 - Insufflation canula ... ‘e
3 - Acorns for canule veo ves
2 - Dacron tape measures ... e
1l - Ring cutter see ces vas

12 - Boxes of microhematocrit tubes...

BASIC RESEARCH KIT

1 - Basic Obstetrics and Gynecology

1 - llew self~contained laparoscope

1 - Colposcope vase cas ‘e

1 - Cryosurzical ... ‘e e

1 = Incubator ces ‘e e

1 -~ Uterine sound-uallealle, grodustcd i .
1 -~ Endometrial tiopsy curcttec Ve

1 - Endocervical bilopsy curettc ...

1 - Cerviczl biopsy forceps .o
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20.00
100.00
100.00
100.00
35.CC
20.00
10,00
13.00
35.00
30.00
7.00
15.00

20.00

90.00

v2,853.50

2,898.50C
2,500.00
1,5CC.00
700.00
800.00
20.00
100.00
10C.00
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1 - Singlec tooth tenaculum ... vee ves $ 35.00
1 - Ring forceps vee ses vos ‘e 20,60
1 - Forceps holder ... coe vos cea 1G.00
1l ~ Instrument pan, small e . ‘oo 13.00
2 - Bowls, large, stainless steel .es . 35.00
1 - Insufflation canula ... ... “ed coe 30.00
3 - Acorns for cannula ... ... vos oo 7.00
2 - Key skin biopsy punches, § mm cee aee 30.00
24 - Vaginal Specula, assorted .o vee __220.00
$9,123,50

D. BASIC RESEARCH KIT - MNATIORAL LEVEL
1 -Basic research kit-provincial lavel e $ 9,123.50
1 - Hormone laboratory-Radioimmunoassay e 14,000.00
23,123.50

E. FUNCTIONS OF THE BASIC KITS

KMcl Kit

This kit will allow personnel to perform basic prenztal procedures:
history, physical, blood urine, stool examinations.

Obstetric and Gynocological kit

Screening for infertility, anamia, uvcirury tract infections, zZonorrhea
control, intestinal parasitos zand neor losns.
Infertility: Cervical mucue for ferning, spermatazoa spinn-
barkeit, endomctrial biopsy, tubal insufflation.
Neoplasm; Pap smears, btiopsies of cervix and/or endocervix

Infections: Omears and microscopic «xaminations of material
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BASIC RESEARCZ KIT: Provincial Level

High risk problems and further evaluation of patients during treat-
ment.

Infertility: LlLaparoscopy, Hysterosalpingogram, Tuboplasty
jeoplasms: Colposcopy and directed biopsies, endocervical
biopsies, conization and hysterectomies, cryosurgery
Infections: Culturing capabilities including sensitivities

Anemias: Microscopic examiration of the blood and bonemarrow,

hemoglobin eiectrophoresis.

BASIC RESTARCH XIT: National level

Horxmonal evaluation will be added to the aforementionzd studies.

YEDICATIONS
Penicillin - complete dose for gonorrhea ... e

In & population of 25,000, the risk
group will be 17,000 and the target
grous will be 25%: (4,25C x 7 -29,750
at § 2/dose x 2)

Tetracycline - complete dose for gonorrhea ces
This will be for those with resistant
disease and allergies to penicillin

Clomiphene sulfate e coas vee ‘es
Iron - FeS04 vos cen “re ces
Folic Acid ses .o o cos
Chloroquine ‘e ves v e
Contraceptives ‘e vas con ves
Germacides for instruments cee ces .
Other ces ves ‘e vos
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Appendix II: Topics to be Considered in Developing Curriculum $bjectives

For Trainine and Refrasher Courses

1. Varying cultural definiticns of matecnal heslth problems

a. #ultiparity, fertility K infertility, high risk prepnauncies
b. Intervals between onset of sexual relations and pregnancies

¢. Opacing of children for personal, famnily and health reasons

2, Regional and cthnical variation in health problems

a., Infertility and subfertility; relative importance of causes and
vectors
b. Methods of dealing with unwanted pregnancies

c. Differences in health services: facilities, manpower

3. Project administration
a. Adjustment to indivudual conditions of each province
b. Integration with other programs and research grojects
c. lew areas of research
d. Adjustment to avolution of a national health volicy
e. Integration of different levels of health services, and different

levels of health personnel.

4. Diagnosis

a. Lvaluation of current methods

b, Introduction of new diajgnostic systems such is a new self-contained
laparoscope, colposcope, horrional assays

¢. Establishment of ponorrhea diarnecstic centers or mchile teams to

support existing facilities to chart incidencsz, resistance and
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treatment results

d. Function and needs of lalioratories

Prophylaxis

a. Identification of organisms
b. Identification of reservoirs
¢. Identification of vectors

d. Hethéds of control

Treatment

a. Evaluation of current methods
k. Problems in continuity of treatment
¢, Cost and effectiveness

d. lew formc of treatment
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March 13, 1978

DRAFT :DPALMER: jo

DETAILED DESCRIPTION OF THE PROJECT

A. INTRODUCTION

In addressing the problem of improving maternal health, this project
will be predicated on the assumption that the protection of the health
of this group depends on three interlocking areas of program activity:
preventive medicine, obstetrical and gynecological services, and health
education. The relationship of these activities to each other, the ser-
vices that are provided within each area of activity, and the contribu-

tion that each makes to maternal health are depicted in the conceptual

model presented below:

a3 193"
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First the conceptual model will be explained. Followina this cxplanation,

the project will be described as it relates to this model.

b. THE CONCEPTUAL MODEL

Fach circle represents a domain of health activities. The area of
the circles enclosed by the {nterscction ¢f two adjacent circles repregents
complementary aspects of both comains of activity. The boundaries that
enclose the central triangular portion of this basic health activities,
represent the outcomes of each complementary set of services. The
central triangular regi°§ represents maternal health, which is a
result of the combined outccmes oﬁ the three pairs of complementary
services.

Thus if one heglns with the intersection of obstetrical and
gynecologlcal activities and preventive medicine activities, one observes
that the services im zach area which complement each other are MCH
gare in the case of preventive medicine, and high risk pregnancy manage-
ment in the case of ohgtetrical nynccolouica1 services. The outcome
of these two complementary services is appropriate medical supervisiong
for the women during the antegxaeeﬂ;pattum, {ntrapartum and postpartum
phases of partruition.

If we turn to the intersection of preventive medicine and health
education, we find that the tvo complementary services are communicabie
discase control and family health education. The outcome of these two
services 1s physical fitness of women.

Proceding to the intersecticn of health education and obstetical and

gynecology, one sees that the two complementary services are child spacing
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and econtrol of primary and secondary infertility problems. The outcome
of these two rervices is a bigth degired by bath parents,

Using this conceptual model, we have identified the principal
factors that lead to good maternal health. TFor the purposes of program
development, this model permits ns to identlfy L) the most appropriate
sarvices areas in which inputs are needed to achieve the poal of maternal
health, and, 2) the relationship of these inputs to that goal, through

the desired anteomes of each service,

C. THE PROJECT 1N RELATTON TO THE CONCEPTUAL MODEL

This project will be concerned with each o? the three main areas of
health sorvice outcomes by previding inpnts into each of the complementary
gets of servicee. The project will have as its objective éde support and
development of the six services identified in the model. It will attempt
to determine the appropriate constituents of each service area for the
different regicns of Cameroon, yis-a-vis the epidemilogical and social,
causes of the health nroblems of women of child bearing ages, and the
available resources in each area to deal with these problems. The project
will support each service area in order o achieve the outcomes necessary
for the protection of maternal health.

1) To promote the possibilities of providing adequate medical super-
vision, equipment, pharmaccutical and management support tlll be given
to MCH services to increase thelr capabilities in providing health care
for normal anterpartum, intrapartum and postpartum women, and to
obtstetric-gynecological servicas In departmental and provincilal hospitals,
so that women with high risk ohstetric problems can be cared for safely

and efficiently.
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2) In order to improve the possibilities of keeping women both
entering and within the child bearing ages free of disease affecting
conception, this oprogram will nrovide inputs into developing active
communicable disease contral programs, aspacially against gonorrhea,
Concurrently the project will support educational efforts that aim
at increasing awarceness thout prohylaxis and othar anpects of family
health related to reproduction.

3) In order to increase the possibilities for all parents to
achieve their desired number of h4wth and to avoid unwanted pregnanciles,
this project will provide iaputs into facilities capable of dealing
with problems of primary and secondarv infertilitv, and of permitting

parents to have children when rhevy want ta by using elfective child

apacing techniques,

D. THE MAGNITUDE OF THE PROJECT

During the 1ife of this ﬁroject, pilot programs will be set up in
each of the seven provinces. The Ministry nf Health in collaboration
vith other participating goverament agencies will selects the sites.
Selection criterla will include; 1) the incidence of maternal mortality
and movbldity; 2) incldence and pravaierce of gonorrhea; 3) the
prelevance of primary and secondary infertility; and, 4) the demand
for child spacing services. Current and past data accumulated aé
provincial and departmental hospitals will be analysed before selecting
the sites. As accurate complete statistics do not exist (one of the
objectives of this project is to obtain them), it will be necessary
to base the choice of sites on reasonable presumptions regarding the

severity of these health indices.
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Fach pllot program will serve a target population of 25,000 persons,
either in rural or urban areas, depending on both an assessment of the
health problems and the availability of health services. Fach program
willl involve three MCH centers, 1 departmental hospital and one provin-
cial hospital. This will mean a total of 18 nurse and nurse midwives,
per province at ;he MCH level; and 3-4 doctors, and 15 nurse midwives at
the hospital level per province. TIniaddition, 6~8 personnel per pilot
program will be seconded from the Preventive Medicine Departments for
the gonorrhea control pregrams. .

Thus, during the life of the project 126 nurse and nurse midwives
will be retrained to provide more efficient MCH and elmentar? high risk
care, child spacing counseiliug and services, and gonorrhe; diagnosis
and treatments; 75 nurses/nurse midwives at the hospital level will
be retained in the same area; 21-28 physicians will receive refresher
courses in high risk pregancy énd delivery management and primary and
secondary infertilitycase management; and 42-56 preventive medicine

department persennel will be tralned in mass control programs for

gonorrhea, i.e. screening, treatment, survelllance and orevention; and 175
perscens from comnunity heaith programs will be trained for the family
health education program.

E. PROJECT INPUTS AMD ACTIVITIES

The specific inputs into rhe health,serviges and activities
R XA AT AR R AW KAV HHEARAANES. are described telow:

1) 1he organization of health services

The project will provide organizational and managerial input into
ecach of the services areas through the services of three technical

experts in health services management, public health and communicable
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disonse control, and In maternal child health care and education. These
will be supplemented by other consultants throughout the 1life of the
project. These technicilans will be reponsible for planning and deve-
loping strategles for each region as to the most effective utilization
of the various health services relation to health conditions, and
available resources.

Following a régional survey of the extent, distribution and nature
of health problems,land an assessment of health facilities, determination
will be made as toéE%é most effective allccation of services and tasks
in each area,/%%gnﬁééree of responsibility for diagnostic, therapeutic
and preventive measures within each health facility and by each level
of health worker for high risk eare primarv and secondary fefgility
management, child spacing and communicable disease (gonorrhea) control.

Concurrent with cfforts to develop standardized procedures to ensure
quality care by qualified personnel, pronject techniciang will: consider
the most efficacious distribution of tasks within a framework of interre-
Jated levals of health activities. The fnllowing schewatlc diagrame
represent an organizational madel of technical elements of the health
gervices under consideration as they relate to each other. These
interrelationships will be the facus of developing management systems.

In general, this management model for health services will serve as ’

the basis for 1) establishing the pilot projeects in each area, and

b) for determining the requisite balance batween the various services

to nechleve the eureomes needed to ensure maternal health.  This management

plan reflects the principal srrvices areas identified in the conceptual

model.
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levels of FIGURE 1
Contact PREVENTIVE MEDICINE UEALTH EDUCATION OBSTETRICS & GYNECOLOGY

. ICE DISEASE CONTROL FAMILY HEALTH CHILD SPACING FERTILITY HICH~-RISK
Kesearch & * Continuing education to instiructors for Hormonal studies Hormonal studies
Teaching training and refresher courses
Lertiary Continuing education for all workers at

secoadary g

cJiinary

3asic antcpartum care
treatment of anemia
Wersal deliveries
treatment of midlaria

Trecatwent of resist-
ant cascs

Basic inmunizations
Malaria prophylaxis
Treatment of simple
infections-urine,
brouchitis
Treatment of intes-
tinal parasites

the provincial level
flormone manipulation
Surgery as needed

Continuing cducation of the staff
Reinforcement of teaching at.the

local level surgery as necded

Reasons- for the
spacing *

Waste disposal
potable water

nutrition Methods of spacing

hygelne (avoid aliortion)

Utilize the health Protect against the
facilities consequencas of

promniscuity

Laparoscopy, ‘biopsy,

treat infections, surgery

Evaluate & follow-

up or refer to a lowe
level with guidelines
Treatment-lledical or
surgical

Evaluate and follow-

Treat infections, culture pp or refer to upper

infections, tubal insuffla
tion, hysterosalpingograph

Ymears for gonorrhea,
trichomonas, monilia

Cervical mucus for:
sperm, ferning,spinn-
barkeit

treatment of pelvic in-
fections , including
gonorrhea

uidelines

;;r level with the

Initial evaluation-
and referral to the
departmental level
Follow-up with the
guidelines from the |
upper levels y
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2) The training of healt! personnel

Training both in the form of new course and refresher course will
ten an important element n{ the proiect. The ohjective of the tralning
courses will be a) to Introduce new technology, b) sharpen existing
ckills and knowledge, c¢) prepare nev cadres of personnel or teach current
cadres new set 96 tasks, and, d) tn develop health care teams, so that
the different areas and 'evels of health services can he effectively
coordinated,

Short term roefresher courses will he offered to physicians and
and nurses, ct nurse-midwives., The training courses will last two
weeks'. The first week will be devoted to didactic clinlcal material,
the demonstr:tion of new tecknology, and the orgamization of health
services and managerent systems.

This cotrse will stress the allocatlon of task in each of the
services, the prevention of g&gorheal infection, high risk pregnancy
management, primary and secondary infertility management, and child
spacing counselling and sevvice.

This course will be organized in rhe form of a problem oriented

worl:shop so that participants can discuss theoretical issues in relation

to specific problems found in their regions.

.

The second week will he devoted to introducing results of the

workshops, and in utilizing the newv technologies under the supervision

4

of technical experts and instructors.
The training coursee will be folloued by inservice refresher

sctivities. After the first training program, all others which are
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FICURE 1
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'

All of the deliverivs wil take place at the MCH level unless dictated
by the guidelines set up by the projecc. All high-risk patients do not have
to be delivered in the hegpitals, uenerally the following will be referred to
the hospitals: multiple cestatior, abno:mal preseatations, third trimester '
bleeding, severe anemias(¥gh lcss than 60%), Infertility cases with any other
high-risk feature, active malaria, heart discase, elevated blood pressure, -

failed progress in labor for over 1-1/2 iour.
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orpantzed prior to phas.ny in 1 new regional pilot project will serve
as refreshar rourses for personnel af previoun projects. The latter
i1l only attend the first weck. Their presence durinpthe initlal
problem oriented workshons will make it possible to share valuable
expericnce and to propreassively discnss the project goals from a

national perspective.

1) UEgraaing MCH and Obstetical and Cynecological services

It is anticipated that 21 MCU centars (three per region), seven
departmental hospitals 'l scven regional hospitals will receive basic
equipment to enable them to urgrade thair services. This equipment
will he sufficient to serve expnected increases sgigent loads, so that
other services are not und.ily taved. "asic drugswill be brovided
as well, and systems developed to ensure that they aré distributed at
cost proportional to prrchasing power of the expected clientel.

Cost will be adjusted for each region. Guldelines will be developed
to ensure standardized prescription, and records will be carefully
kept to determine ovevall nceds ner mmit pepulation in the region

of the pilnt program.

As part of its management objeciives, this project will test an

alternative tec the curren® problem of insufficient pharmaceutical

by/
supply and high medication costs/making each unit self-sufficient and
by making them responsiblc for the wanapement of their own supplies.

The projet will sunply the health faciliries in each of the pilot

p
areas with a start-up ~upnly for one year., Tn the iollowing yeaiﬁ

this supply will be ruiduced by a cevtain percentage of the projected

needs. e project beaith facilities will be resvonsible for buying
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drome with thelvr owm foads, The provineial phavmacy Il buy directly
from the Contral pharmacy while lower Tevel nnlts wake theilr purchases
from the provincial pharmacy. The drugs will be sold at cost price.
The MOH pharmaceutical hudpet +i11 he used as a subnidy to make up
the difference between the Impcrct cost and cost to the clientel of
the MCIU centers and referril hospltals, and to cover the adminlstrative
coats of storage and transportation.

Maintenance of equloment will he a second major focus in the
.management systems developed for the prolect. Each provincial hospital
will establish a small repair and spare-parts unit. Operating expenses
will come from two sources: subsidies from the MOH equipment budget
and madest feoa for sercices.

4) Development of Family "ealth Cducation

The health educatlon of the project will consist of a general
health education nrogram to he carried out at the comnunity level.

Each pillot project will train a team of 25 health educators or animators
whe will be responsible for a) reinfnrcing the educational component
of the gonorrhea preventinn ~raogram: b) providing basic family and
reproductive health edication to the popurlation through formal and
informal means; and c¢) previding counselling to parents as to the
services available for nrohlems of primary and secondary infertility,
unwanted pregnancies, and :hild spacing.

The choice of health educators will bhe dictated by the oun-going
health education activities in the region, the printipal health problems,
and availahle manpower. "henever pcssible, efforts will be made to
integrate family health cducation with cther development oriented programs,

particularly those which focus on improving the social and economic
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cratus of women,

The health cduzaticn teams will vork under the surervision of nearby
M0 ecenter personnel. Part of their activities will be concemned with
following high risk presnant wumon to assure atrendance at designated
ligh risk elinics, and to serve as health extension apents in providing
kome health care for women with repreductive health problems, particularly
regarding contiéuitv of creatmont.

The training of heaith educatows will he carried out separately,
as it is exvected that more time wil’ he required for both the selection
of camlidates and implementation of training ccoursas, The heclilth edu-

"

aators will bo trained al tha MOV canters for a period of not less than

.
-

a4 month by proiccr staft Frem vhe 0N ! ether rrpanivations with

{ related health aud communit: developrent activities.

5) Development of fonorrhca Centsnl Trogpram

Me phasse of the pravent v melicine component of the program will
congist of upgrading and cxpondine hoyoic MO0 secviees, ay idlsrugsed above.
The sarand 7111 Fecus an duvelopine aae tezting the efficary »f public
health oricnted vonorrhea coat-ol procrams in eack of the pilot areas,
as gonorrien n1s been docignare ] the erlncipal cavse of primary and
secondary infartility. The major thimst of this component will be
a) public eduncation and avareness aregrams and b) actlve screening,
cage finding, and rtreatwent .,

Mol:ile information nri’'a will wroavide hich intensilty coverage

of the pilot arras. These 'nits will inform the public of the danger
[ i
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of wntreated nfocrion, the nced for treatment, and the availability
of services and means of proventing reinfection. These public inforx-
mation campaigns will he reinforced by house-to-house visits and other
informal contacts by the teams of health educators, A system of
follow-up and survelllance of peorle nnder treatment will be developed.
A data collection system to evaluate the rate nf reinfegtion; and
incidence of gororrhea w1l be instituted. -
Tn addltion, QCH center will he equipped with diagnostic Ragkaxiukiemw
-and treatment wodalities and personnel will ba trained to do smears,
wet-mounts, cultures and treatment of infectlons.
he/ -
These activities will/ceoordinated with health education activities
and counselling services given at all health facilities invelved in

¢
the pilot programs.

6) lLesearch

Vhile Jdirect intecvention can be ﬁade tn the medical problems
surroutdine indivilual cases of primary and szcondary infertility, the
formilation of a national health and nopulation pelicy vegarding this
demographic and social phenomenon requires more extensive research into
its causes, distribution and consesquences. The expected geographical
and ethnle variations of this prebiem may lead to a mosailc of individual
policies reflecting its regional characteristics and .intensivities
Henece this project will support research acrivities Lln each pilot area.

The basic research protocol will follow the mgdel currently being
used by the MOl in the Tastem provinee, as recommeaded by the National
Task Torce on Infertility. These studies will defline the eéidemiology
of infertility and test hypotheses concerning its etiology. Couples

from communities presuned to have nigh rates of infertlity and couples
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from con -rol communitio: will be classified according to their fertility
ctntus based on previous pregnancy outcomes. Tnfertile -ouples and a
sample o fertlle couples will have clinical aund laborat.ry examinations
to define the causes of infertility.

Thus, a common research design, using common definit lons and procedures
will make it pnssible to undertake n comprehensive, comp irative study
of the infertility problem in Cameroon. Tn addition the study will
supplement current collaborative efforts aimed at defining the epide-

61 gy of this problem In sub-saharan Africa.

Tn additlon, separite studies as needs and problems arise will be
undertaken. Possible arcas of research include a) ant.biotic resistance
of gonorrhea, b) genital tubereculosis, c¢) treatment of tubal occlusion,
d) evaluation and treatment of oligospermia, ¢) studles 1€ the effects of
traditional medicine on gonorrhea, and other problems re.ated to the

preventive and educaticnal aspects of reglunal programs.
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Part 3

o 0hCl HHEAL ANALYSTS W M PROAECT

The appron:iateness of rniy project for immediate implementation ig
examined ‘rom its 1) prosramming acceptibility in addvessing health problems
‘md 2) feasibility in revard to Lhe range of services which are envisioned

In these oroprang,
ggngrammiwg‘gggégttbl}i&x

I, This project covers rpe tetal range of reproductive problems that are
related tc both the physical and sccial tealth of wenen of child-bearing

age. Specifically, it recogrnizes servi.-es dealing with primary and secondary
infertility as one of the priveipal componerts of healthldelivery systen
aimed at protecting maternal health: this is a partiecularly important ser-
vice for Africa where infertility is increasingly being recognized as a

major health problem.

Altbough the true nature of the protiem has not yet bheen fully evaluated,
several studies suggest that Africun ¢runtries have an zbnormally high
percentage of Infertile «cuples, sometimes twice that of couples in Europe

or North America. Recent work by Afvican gynecologists in Kenya, Zaire,
Tanzania and Cameroon s “eginning to reveal the full extent of this patho~
physlological and social problem., Thev urge the immediate development of
liealth services to denl tith preblems of sexnallv transmissable diseases,
mainly gonorrhea, vhich is rzarded by many as che principal cause of
infertility in Africa. Thay also cdvecata developing diagnostic and treatment
centers which provide appropriate car.. and counselling for parents who would

otherwise be 1llkely to suffcr énormcus expense and psychological (and sometimes

physical oracals in seeking 1 cuve tor their infertility proble@. Some



doctors are convinced that onl: the tip of the iceberg has been revealed and
ot infertility and related fertllity wastage represent a significant human
problem that should rank high among the priorities of national development

“  camsemmtn o

planning.

The problem of infertility is also evident in Camercon. A WHO study, in 1974,
nf the Bastern prevince roncluded that the level of primary infertility (i.e.,
a woman who has never conceived despite cohabitation and exposure to pregnancy
for a period of two years) is 157 and that the level of secondary infertility
(i.e:, the voman has previously conceived but 1s subsequently unable to con-
ceive) was 26%, "which is high for an arca where birth controls as such are
not practiced" (WHO, Falaha, 1975). The study fouvnd a definite correlation
between infertility and gonorrhea, as well as a possible relatjonship betveen
infertility and thyroid gland deficicrer.  Among the principal facts to
emerge was that infertility was accompaunied by considerable emotional anguish
for women. Dcctors in many areas of Cameroon confirm the large number of
womer. secking treatment for infertility. Although causes are often psycholog-
'icnl, or a functicn of particular cultural cencept of fertility expectations,
it is recognized that there is a problem, which may be even greater than
supposed. Moreover, while muny prob able causes cxist (ovarian, tubal and
cervical) the general consensus is that the most common cause of infertility

is tubal occulusion due to pelvic infection, mainly gonorrhea.

2. The second feature which makes this project appropriate for Africa and
Cameroon is the inclusion of the concept of child spacing within the overall
(8

context of maternal health and as a part of general program enabling parents

to achieve desired family size. Child spacing has traditiocnally been a
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normal practice in African culture, often supported by prohibition against
cohabitation for a pericd of two years following a birth -~- a period which
allows the mother to devote full attention to the nursing infant, The
problem which many African women face today is that traditional supports for
abgstention during the critical nursing period are declining. As a result,
they are exposed to conception, though pregnancies are unwanted., Girls in
secondary schools suffer similar consequences of unwanted pregnancies.

Both often resort to induced abortions, many of which result in maternal
death’ as well as Infertility. Recent studies have f ocused attention on

the problem of criminal abortion in Cameroon, and a national commission

has been formed to investigate its extent.

As 1t has also been recognized that infant mortality often results from

the physical condition of mothers who have been weakened by’venereal disease,
overwork and other deleterlous family and environmental conditions,

the traditional practice of child spacing can be regarded as a critical link
in the protection of both the mother and child., A child spaecing program
would, therefore, he acceptable in the light of the total health and social
environment of the Cameroonian women. Thi: .~ viewed as one among many
ways (as suggested by the conceptual model of this program) of insuring
maternal health, and as part of a general program for achileving desired

family size.

Technical Feasibility

The technical feasibility of the project for immediate implementation will
be considered from two points of view: 1) the existence of an adequate

infrastructure in most parts of the country to carry out pilot programs ailmed

- 82 =



v
-y -
R 5 as = e S
ve talaten pagional o a4 e cElERawl .
ik e A Lt T 3k
1) ot L SRt At e oo P L + -
i L iy | R e S g | 5EC B e L x -
" LI . o wtemesmm e NS
. 5
o ’ - R o
: : . ' '
. . x e : e o e I
ey - el i LG P T Y e .-
- e~ s LT e e st e
: o - LI - - - ents a. = -
. o : - d'e 2 = - - " . P— . s e =@ - - - -
’ B S s i sy e s g Bln ; S
. o Lol arelley e gl iy i -
- . - - - & & car . . - = H] . -
SraWanipr Tty iea i 1 e cens} menteemite a7 2 5
S AR LIS ) 1 R ot R - B e
- < s - T ae Y (e 2. = sy | o ek T i N
: T Sl o H .- ha S SR ‘ SN
- . R A e M et e T
e ) ] J . vha . - ) S .
H i - I . - 3 - e -
. : - SR LI -
i e s m ki ey FaT =5 . . %
o e e oy £17 Frianre e S e By SEE M ey . e
T . s ——— . e o= e - ; .
- i S e o > :
i 5 - vy nmm se = ie ey R AT Fa = Wb
H X . = z 3 o s : P . =
- . . o = lrew S~ R e s - ot %
et = LN - + PO T R Sy
e e | e = -y - - .
v ' e e F...-.l 2 il ._\.n, | B . -

Taderoenatera by measzozent and zdnis

- . ’ - S
iy ST - phy ] de =21 mqmte 1oy bom Ny -
=il s wend {2 ab i it bR o a ZaaR eDailil C : s

AT T ttape sean ] mamaa 4 T ad m e

=ae e o e b e dme mbme =il

- St

\ - Ta e mimismamea

aw R B

gy . .

# . i e letelilel .. 'y ayam ramm el vel cee
( Haifils] Koot apah e paTe oa tho pecrlsicn ox .

—=dat oL

du e ) sl

.1 l"‘l"lf.".".'l_':y :{_‘nf I, £ 5 WS

et A |

eurzak enzacdly To valeini s

= P L R T P

- B3 =




o care Ll enmamined. At the present, there Is a cudrie of tralned chbatetrician~-

D.

gynecologists in Cameroon, whe ave proviging high risk cave. 1faay ccanlicaie
obsretiicai and gynernolezical probloms are also managed by general practlicicrers

and surgeions in previncial hospltals.  The medical scheel is graduating

apero=imately °5 physicians annually, -tho ave being posted in rural azd

urban health facilitles In the provinces, so that the cadre of qualified

personnel will increase by nore than 100 during the iife of this project.

l" (]

In addirion, the medical schocl nlans to nrovide snecialist traindiag in

obstetrics and gynecology for curreat gereral practiciomers, im regard
to which, the tralning component of this project is vieved as a passible

preliminary input.

The clinical work of these physicians also includes rany procedureq related

11

ts

to primary and secondary infertility including diagnosis ana troatment ol
pelvic infections, evaluation of semen, evaluation of the tubol factnr
(insufflation and hysterosalpingogzam), trecatment of tubal ractor
(hydroinsufflatlen and tuloplas ty), and treatment of oligogrourda (rroccsterens
and amino acids). Thaue procedutes are heiag cariied -mlt decplie inovilicleat

ancillary technical services, such as laboratory and IJ-ray

The existence of trained cadre already providing thrse services, gerves as

a basis of developing primary and seccndary fertility management program

as part of integrated maternal health activities. Existing services can ce
substantially improved by #he introducing simple technological and prodedural
advances and by standardizing dlagnostic and treatment technlcues. Tarce
inputs will enhance the safety uand prognosis of the procedures, as well as
provide means of dealing with the expected increase of other cypes of

aynecological problems that larger case loads of paticnts seeking rreatcont

will likely present. - 84 -



The technelogical inputs laclude i) a new and incxpensive "self-containcd"

laparoscope, 11} colpescope and ili) cryosurgical equipnent.

i) Laparonenpe

The nev lataroscope is reduced in size and hondling ease. The lizht sowre2

Ls Lattery onerited, which solves the power probicm. The techniguz o)
"diract-vision-entry" will allow for the use of filtered voom air, elininactng
the need for carbon dioxide with its problems »f supply and physicloglcal
complications., The "direct-vision~entry" vill also eliminate the cerplicaticas
and tigks arising frem current Invasive Jlagnostic techalgues, [LIcer o

brinf coursze in its use, this instrument can be ntillzed safely and izmodlictelis

at the provincial level. TItc use will result in reduction of risly orowntlions

ct
T
3
[N
(&3
XN
3
{1
tr
'
o]
H

]
for gynecological evaluatlen, Another important featrure isc taa
ment provides a means of performing tubal ligation for a patizal wao T3
medical problems or who wisbes to avoild unvanted pregrancies after attaining

her desized familv size. o o.

ii) Colnoscone
This dnstviment will be used to manage the groving mmber of gynseslolizal

idertif?
aSTaore vemen uue ha 2zaled

i)

malicnancies which are expected tec bo
services., Part of the improvement in maternal health will recult fren
screening women for nevplasms. The colposcope is aimed primarily at cervical
cancer; o} it can also be used to evaluate lesions of the vagina, vuiva cnl
oral cavity. 1Ii allows for directed bicpsies and the evaluaticn of les'ocs
vhich cannot be evaluated by direct vision, HMoze over, ‘early diagmosis

and treatment of neoplasm will preserve fertility. Tihds iastruaent ill,
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in addition, ainimize hazirdeus diaguestic surgieal proceduras thos onn o
o Bkt L | LS

111) Cxycesnrglcal Eauipment

Thisz eguisment will also He utilizad Eo “rcat bentgn wpdé eacsiy aoswozi. 0
lecdons at lesr cest.

2. Exdcting wodels and/vs i wxias Pov sulesvated matenral gerviens, heal:s

aduecation, 7.D. contrel, ard research

the other asgect which cusporis che technieal feanihilacy of thiz mzojecs

i3 2j klle exigtornce of an expavitenzal srvsrsoiuniva ;:‘-ﬁrzﬂ;:; meaEines il e
e idd  healtn, ebilid spacing cad prinary and Secendas: arezedldir coivad

b)Y the est:ablUlstmens of Y.D. ciiniecs in soveral auler citiocs, ¢) tha fuag-

!
uration oi geveral najor healih educative promcavs, and S d) the foaionen o

nf tegoarch projects to determine the cnvses of IZnlectilisy,

a)  The aexpzcimental clini

szuvices uas bhesn la operatio
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child-snacine assistance e women who wish to aveld upwanted crezncnciles.

and secondary infertility in both women z2nd husbands. Thi'ls clinie

demonstratad, on the one hand, the rfeasibility of esiabliching such Juteswuild

servicas, and on the cother, the exersing demond in the »opulation oz

ccmprehensive raternal care faci
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of the country. These programs can serve 38 medels, and theilr workers

as rasources in realizing the objectives ol the health education

activities of this project.

ALTERMATIVE APPROACIES

As a result cf thesa considerations, it is nzcessary to place
the problems of reproductive health within the context of overall
materaal health, A program with only a singl: focus, such as child

spanting, weuld not he wviable everiwhers, as tha repreductive puoblacs

differ conziderably [rom tegion %o region. 1In vhe case oi Cameroon
S ; & ’

the need for child spacinz ls inentricably related to the problems

of primary and seccadary infertility, ond both are only one
of the neccessary configurarion of services to protect thé health
of women of child bearing age. SiTilarly, since maternal health
problems evhibit regional variacion in kind anddagree, the appro-

oackaxe can only be selected by tasting what

ariate pregramming g 7

composition of services is nesdad for each region., Tiis any project
which ernhasized the delivary of »nly one particular sarvice, suct
as child spacing, or infertility control, etc., would not be effective

in itself, nor universally appiicable given the social and epide-

miological variations in maternal and reproductive health problems’

in Cameroon.
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CONCLUSTONS BASED ON THE TECHNICAL ANALYSTS

This analysis has considered the feasibility of this project

from two perspectives; 1) the necessity of approaching the problems

of reproductive health from a program addressing the entire range

of maternal health problems, and, 2) the capabilities of the Came-

roonian health services to manage the development of such progr;ms.

Tn view of the above analysis the following conclusions are drawn

as to current the appropriateness and viability of this project:

1) 1t accords with the government' s long term objectives

2)

3

of improving maternal an& child health.

o

it supports the government's objective of developing popu-
’£

tion pnlicies to meet the reproductive situation in each of

the major geographic and ethnic reglons of the country; and,

it colncides with the Ministry of Health level of technical

capabilities, i.e. infrastructure, medical manpower, and

coordinative and management skills, to carry out multiple

pllot projects in addresaing the formulation of regional

and, ultimately national, population policies.

ENVIRONMENTAL IMPACT

There will not be any major environmental impact as a resulf of this

“ .
project, other than the anticipated improvement in the health of the target

populations.

As this project is concerned with developing long-term regional .

maternal health program strategles, the ultimate environmental impact will

depend/

upon

the consequences of these strategies. However, since maternal health and



the question of reproduction are viewed as integral concerns, it

1s expected that environmental problems resulting from any impact
improvements in maternal health will have on the various ecological
systems will be considered 1n the process of elaborating the health

service strategies.
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PART IV IMPLEMENTATION PLANNING

A, ADMINISTRATIVE ARRANGEMENTS

Overview

&he Minister of Health of Cameroon will assume primary administrative
responsibility for this project. The Minister of Health will delegate
responaibility for the execution of the project to a special Project
Directo;iwﬁo wili work in conjunction with appropriate department V
and services of the MOH which will include but not be limited to the
Directorate of Hospitals, Directorate of Preventive Medicine and Central
Pharmacy. The Project Director will coordinate the overall imélemen-
tation of the project through the érovincial health officers and csunter;
part departments. In oxder to provide for a broad speétrﬁé‘of intexr-
gectoral technical input and support for the execution oé the-projgct,
and interséctoral advisory committee will be established. The fr;ject
Director will be responsiﬁlenqu over all management for the delivery
of the proposed health services. The Director will be assisted by
a support staff which include persons responsible for the preventive
medicine, health education, and obstetrics and bynecology.

The project will be staffed by three full time AID sponsored
technicians‘and three part time consultants, who will function as
counterparts to the Project Director and his support staff. The AID
sponsored technicians will be provided through a contract with a U:S.
based university or other contract institution, or thrgugh personnel
gservice contrict. The contract team will be responsible to AID for

technical inputs into the project and will report directly to their

counterparts needs.

-

3

R '
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B. SPECIFIC PROJECT ADMINISTRATIVE RESPONSIBILITIES

Minister of Health u

The Minister of Health or his designated representative will
assume overall responsibility for establishing policies‘regarding

project activity. The specific responsibilities include:
’ ¢
1. Assuring the coordination and liaison auwong project participants,

' »I‘ ,

‘including other Cameroonian Ministries. ‘ '

. ' ba\ ]
2. Planning, convening meetings of the coordinating committee

" and serve as staff to the coordinating committee. |
3. .Assigning a representative of the Ministry of Health as

.Project Director.
4 . ; il

4, Negotiating Project Agreemerits with relevant participants;

? L
5. Arranging for perilodic MOH Project Progress Reports,

s )
’ \ \ s

Coordinating Committee

The Coordinating Committee will have the principal responsibility

d { ad 4

of advising the MOH on intersectoral cooperation in this project. This,

v g //

coordinating committee, through;its president,,a representative of the

MOH, reports directly to the Minister 05 Health. The specific respon-

slbilities include"

+ ) + r
¢ . ’ < v
PR
' . !

1. MEeting periodically to identify areas of intersectoral support.
;Z.h gecommendating means of providing intersectoral support‘to
' pilotvprojects.
3. Providing supervision and administrative support to Project
technicians from respective sectors. - \ “.
4. Providing input for the development of project design strategies.
5. Assuring that appropriate personnel in participant Ministries

are fully informed regarding the maternal health project.
- 92 -



6.

Project Director

-3-

Organize sub-committees as needed for the project.

i

The Project Director will be a staff person designated by the

Minister of Health to implement and coordinate the project, and will

'have direct supervisory responsibility for the project technician

gtaff,
1.

.

4o

The apecif}c responsibilities includes '
Supervising the implementation of the Maternal Health project
activities in manner conststant with policies estabiished ﬁy

the Minister of Health. '
‘Providing leadership to the project staff in planning, designing,
and evaluating project activities.

Asguring that required MOH administrative procedures are followed.

Providing administrative liason between the Maternal Health:

LT

. project and the existing administrative structure in the pilot

6.

zones.,
Assuring that required MOH project records are maintained and
that necfled project reports are prepared.

Acting as President of the Coordinating Committee,

Chief of Party (AID Technical Assistance Team)

The chief of the AID technical assistance team will be one of thgee

AID-financed technicians, whose nomination must be approved by the Miniatry

of Health and USAID., As counterpart of the Project Dirqgtor, the Chief

of the Technical Assistance Team will be responsible for coordinating'

the technical input in accordance with the objectives of the input as

stated in the pcoject paper. The specific responsibilities include:

- 93 -



1.

i
Assisting the Project Director with the planning, design,
evaluation of project activities.
Implementing project activities in accordance with policies
established by the Minister of Health and the;Coordinatiﬁg
Committee.
Contributing substantial technical expertise to the.teaching
and research activities of the project.
Providiné‘supervision and administrative support to other
project technicians.
Providing liaison between the contracting organization and
the project.
Freparing necessary projecﬂ:reports including those.documents
required as part of the AID contract process.
Assisting the Project Director with liaison activipies regarding

the Coordinating Committee, by serving as the non-voting

committee executive director.

U.S. Contract Institution

The U.S. contract institution 1in cooperation with the MOH will

assume administrative responsibility for the logistic and support of

the AID-sponsored techniclans staff and related project training

activities.i The specific responsibilities include:

1.
2,
3.
4,

LY

Rg;ruiting, selection, and dismissal of project technician staff.
Providing logisticgl and technical backstopping for the technician staff
Providing short-term technical assistance to tie project when required.
Handling the logistical support for participant training activities

including payment of travel, per dirm and tuition.
- 94 -



Other Project Technicians

The other Maternal Health Project technicians will be directly
responsible to the Chief of the Technical Assistance Team. They will

function primarily in a technical capacity,

C. MANAGEMENT CAPACITY OF PROJECT ORGANIZATION

-

) This project will be administered and managed by MOH personmnel,
However, multiple technical and personnel inputs will be forthcoming
in otdgr to make maximum use of all available personnel and facilities
at all levels of the project implementation. The MOH is in'the process
of demonstrating its capacity to manage programs with miltifdceted

inputs in the Practical Training in Health Education Projéct as well‘

as its ability to promote intersectoral coordination in thé iﬁpIEméd-
tation of health programs. Oﬁhgg sectors as well, such as Social
Affairs, Education and Agricultﬁre, who are in the process of
developing programs and building up management expertise in relation
to education and the promotion of health and well being of women,

have also demonstrated capacity in management skills and intersectoral
cooperation,

An additional consideration regarding the management of thislp:ojecc
is the capability of the U.S. institution selected to provide the project
technicians, The demonstration of management skills in the management
or implementatfon of international health programs in é;veloping

countries will be an essential criteria in theilr selection, In view of
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the numerous approaches entering Into the design of effective health
delivery service, it 1s essential that contract organization staff
demonstrate ability in the management of the multiple components that

will be involved in the achievement of the objectives .of this project.

D. AID. INVOLVEMENT

Additional ATD staff commitments will not be required to complete
the organizational atructure required for the implementation of this

project. (see figure 1).

PROJECT ORGANOGRAME

(Figure 1)

3

MINISTER OF HEALTH

INTERSECTORAL COORDINATING
COMMITTEE

COORDTNATING COMMITEE

L3
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VD CONTROL PMI STAFF SPECIALIST
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Additional details regarding AID's roll in evaluating this project are

discussed in the evaluation plan (see section).

JOB DESCRIPTION

Chief of Technical Asgistance Team

- A. General

The Chief of the Technlcal Assistance team with in the organizational
and mamagemeni structure of tne project ha; been described in the previous
se;;ion. In general, the Chief of Technical Assistance team will be

responsible for the overall management of technical inputs in the clini-

cal, preventive ard educational components of the project.

B. Specific
The Chief of Technical Assistance team will be the senio; technician

and counterpart to the Project Director. As senior technician, fﬁe‘
Chief of Party will work Qithin“the framework of the organizational
structure established for the administration of the project. Technical
responsibilities will dinclude designing and evaluating management aystems
for integrated rural and urban health care delivery systems. The Chief
of Party will participate in the training programs, both in the deve-
lopment of curriculum and syllabus and in teaching, and will assist
the Project Director and provincial level officials in designing,_igple-
menting ane evaluating delivery of integrated health education, 0G/GYN
and preventive medical service for the target populatign in the project
sites. The specific responsibilities include but are not limited to:

1. Provide administrative and technical supervision to technical staff.
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2. Assume major responsibility planning and evaluation of project
activities.

3. Provide technical assistance in the development of research
activities.

4, Provide teaching assistance.

5. Prepare management and operational manuals.

6. Prepare reauired program reports.

7. Providg,other related program assistance as required.

C. Qualifications

The Chief of Party should have a doctoral degree in health services
administration, and a minimum of three years related experieace, related
to thé planning, implementation a?d development of maternal child heslth
services in international health programs. Additional.ski}is in pianning,
supervising and evaluating research programs are necessary. Verbal
fluency in French at a minimum Foreign Service Institute lévél,of 3 and

a facility in writing at.a minimum professional level are essential.

e
]

In addition to these academic and professional credentials, the Chief of
Party should have leadership ability which can be exerced within the context
of the national development policies of the the Government of the United

Republic of Cameroon.

PUBLIC HFALTH NURSE-MIDWIFE

A. General

This project technician working under the superv}sion of the Chief of
Party and in cooperation with a Cameroonian counterpart, will be responsible
for upgrading MCH and uigh-risk services, training health educators and

integrating all health educational components at the community level.
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B. Specific

1.

6.

7.

Responsible for design and evaluation of education curriculum

for health educators.

Provide direct teaching assistance in trainiﬁg programs'for
health educators.

Provide direct assistance in child spacing for MCH. and high-risk
services:

Agssist éhe Chief of Party in the management and organization .

of the integrated preventive, cura£ive and educational components

of the project.

Provide direct assistance in setting up management systems for

logistic and administrative requirements of the health services,
Y

Prepare necessary project reports when required.
L4

Provide other related program assistance as require&:

C. Qualifications

The candidate should have é MPH with a minimum of 4 years experience

in the development of ‘maternal child health programs in developing countries,

preferably in Africa. [Experience should include training nurses and nurse-

midwives in managing routine and high-risk pregrancies and deliveries, child

spacing and health education services. Fluency in French is essential

at a minimum Foreign Service Institute level of 3.
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PUBLIC HEALTH ADVISOR IN COMMUNICABLE DISEASE CONTROL

A. General

Under the supervision of the Chief of Party, this technician willnhe
responsible for stregthening and/or developing communicalbe disease
-control program, principally dealing with gonorrheal infection. This

technician will assume responsibilities for logistic, communication and

?

management aspects of mass campaign to identify source, to treat, and to

reduce incidence of infection.

B. Specific

1. Reponsible for planning and gvaluation of control programs in
conjunction with other project components.

2. Provide direct teaching and inservice supevision tw control staff.

% .

3. Provide direct assistance in program implementation includiné data
gathering analysis and re??rting.

4, Assist the Chief of Par;y with overall program planning, evaluation
and research activities,

5. Provide necessary project reports when rrquired.,

6. DProvide other reclated program assistance as required,

C. Qualifications

The candidate should have an MPH in epidemiology with experience'iﬂ
managing communicable disease programs, specifically veneral disease.
Esperience should include casefiding, prohylaxis, research, community
awareness and communication programs. Several years experience in
developing countries, preferably in Africa is desiraable. Verbal fluency

in French is essential at a minimum Foreign Service Institute level of 3,
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SHORT TERM SPECIALIST CONSULTANCY (Obstetricianf Gynecologist)

A. General

The OB/GYN speclalist will be responsible for teaching new techniques
and introducing new technology to Camerennian counterparts. This
technician will be responsible for planning and evaluating shoft tery

refresher courses in maternal health in collaboration with’ other project

technicians and their counterparts.

B.* Qualifications

This specialist should be at least a diplomate of the American Board
of Obstetrics and Gynecology, or the equivalent. This specialist should
have several years teaching experiénce in developing cnuntries and possess

a verbal fluency in French at a Foreign Service Institute fével of 3.

LABORATORY TECHNICIAN

A. General

This technician will be responsible for setting up laboratory facilities
at the National level and for demonstrating the use of the equipment to
counterpart personnel, This technlcian will be responsible to the Chief
of Party and will work in collaboration with other project techniciags

and theli; counterparts.

B. Qualifications

The laboratory technician should be a U.S. Certif}ed Medical Technologist,
or the equivalent, with experience in radioimmuossay techniques. <The
technician sould have some experience in developing countries, and have

verbal fluency at a minimum Foreign Service Institute level of 3.
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STATISTICIAN

A. General

This technician will be responsible for designing data collection, and
reporting systems to be used for the planning and evafuation of érovinﬂial
activities. This technicial will be responsible to the Chief of Party. |

and will work in collaboration with other techniciaps and their counterparts.

B. Qualifications

This technician should have an MPH in blostatistics or epidemiology,
with some experience in developing information systems for.health servicé§
management and evaluation in developing countries. This technician should
have a Qerbal fluency in French at a minimum Foreign Service Institute

level of 3.

EPIDEMILOGIéT/ANTHROPOLOGIST
A. ’‘wxneral |

These technicianswill be responsible for identifying and developing
" research designs related to health and social problems arising in the
process of implementing regional projects. These technicians will be
responsible to the Chief of Party and work in collaboration with other

project technicians and Eheir counterparts,

B. Qualifications

These techniclans should have at least a Masters level degree in their
. {
respective flelds, with experience in carrying out research programs in
developing countries. These techniclans should have verbai fluency 4n

French at a minimum Foreign Language Institute level of 3,
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IMPLEMENTATION PLAN

The Ministry of Health of Cameroon will be the agency directing thig
project as outliped in figure 1 (organograme). The AID technical aseistance
input will be provided primarily through contract with an American
institution snch as a university school of public health or a private
contractor. Additional project input will be provided by ther particiﬁanta
through the Coordinating Committee established by the Ministry of Heelth

for that purpose.

. The U.S. based contracting institution will be responsible for the
on-going daily management of the project including the recruitment of
personnel, maintenance of ligistical support and participant tralning
expenses, such as travel, per diem and tuition., It is essential that
the project be managed by one institution with full agreemeﬁ%'and
commitment to work within the organization structure already develope&l
for the project.

The roles of each of‘thepprincipal project participants can be

summarized as follows:

MINISTRY OF HEALTH: Overall project direction and the provision of

Ministry of Health personnel for training.
AID: Primary resource for long and short term technical assistance.

OTHER MINISTRIES OF CAMEROON: Technical assistance for ministry related

aspect of the project.
A more detailed description of each participant's role has been included

in the project description.

2N
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Part 4
C. EVALUATION

INTRODUCTION

The principal objective of this project 1s to Eest combirations
of varilous-health services in each region of the country so that effee-
tive~-cost conscious strategies can be developed which will reflect the
particular configuration of health problems and available resources of .
each region. On the basis of this objective the evaluation methodoloé&
will have to measure several parameters. |
l. The effectiveness of inputs in upgrading the health services.
2. The effectiveness of each particular service ’

3. The relative impact of each service dealing with one or more
of the principle maternal health problems.

METHODOLOGY

The exact methodology for the process of evaluation will have to be
developed as the project is.catried out. However, by referring to the
conceptual model which underlies the development of this project,it is
possible to indicate specific factors which will have to be taken under
consideration in any evaluation.

An examination of the conceptual model shows that maternal health
can be viewed as a product of outcome of specific combination of services.
Thus, this suggests that overall status of matermal health éan bé.implicigly;
deduced by measuring the c&ncerned outcomes; and each outcome can be
assessed in terms of the relative contribution of the%services which
produce it.

Thus, for each indicated outcome, the following measures are suggested

because it is possible to quantify them if good records are maintained.



2=
at the services. (Incidently, this will he a tést of the record system
developed). ;
Although it can be argued that in reality each iof the designated

outcomes is a result of the influence of all health services and |
other soclal and economic factors not included in the mod?l, this
should not have too substantive effect for this evaluation, since

the objective 1s not to find cause and effect relationships but

rather to point to the most likely service needs which will lead

to better maternal health.
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INDICATORS: FOR OUTCOME

The following are the suggested indications for outcomes of
each pair of complementary services.

I. Appropriate Medical Supervision

1. The increase in utilization as a function of upgrading MCH gervices.
2, The ability to manage high risk problems at the MCH.level as .
a functioﬁ of guidelines.
* 3. Success in screening cases that must be managed at the depa;?-
mental or provincial levels as a function of improving the léieISJ
4+ The number of patlents removed from the high risk categéry as
a function of improving the levels of care.
5. Decreased perinatal mortality among the high risk déliveries.

6. Decreased maternal mortality among high risk deli;eries.

II. Desired Births

1. Fewer cases of infertility secondary to pelvic Infection.

2, Fewer cases of complications of provoked abortions.

3. Intervals between subsequent children as a function of
effective child spacing.

4. More couples requesting methods in order to avoid exceediﬁg

| desired family size as a function of family health educaﬁi&ﬁ.

5. Fewer number of patients with infertility secondary to pelvic
infection in patients 15 and under.

6. The number of positive therapeutic results aftér correction'

for normal conception patterns.

7. Change in the age specific fertility rate in age group with.

high prevalence of primary and secondary infertility indicators
will have to be developed to evaluate the relative impact of

~child spacing services on desired birth.



III. Physical Fitness

1. Increasing number of women visiting for gonorrheal infecéioné;

2. Decreasing reinfection rate as a function of infofﬁa;ion
avareness campaigns.

3. Women who have gonorrhea with the first pregnancy do'ngt have it .

with subsequent pregnancies.

The above indicators will be used to determine the relative impact

of the two complemantary services via-a-vis the desired outcome.

This ;i1]1 enable decisions to be made regarding the most effect%ve

balance in these services in relat;on to the total objective of

insuring maternal health.

It is important to underline that the function of this p;ojecr is to

identify the most effective inputs the Ministry of Health c;n‘mfke: A

as to services needed for the protection of maternal health and the health: of.
women of child bearing age in E:neral, with the realization that

multiple inputs from all the developmental sectors are required to

actually achleve satisfactory maternal health.

BASE LINE DATA

Since a precise quantifiable evaluation will be sought, it will ‘be

necessary to have adequate baseline data prior to commencing the’
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project. This data will have to include 1)an 2ssessment of the current level of
utilization and services provided by each of the health facilities
to be involved in the various regional projects and%)basic data
concerning the health status of women of child bearing age in
relation to reproductive performance. Since the population to be
covered in the pilot project is relatively small, it will be
feasible to do sample studles of health and reproductive performance
to supplement avallable statistics. In addition, it 1is expected
that each pilot program will be precceded by the Ministry of Health
research program on the epidemiology and etiology of infertilitf.

Since these research projects provide for the collection of basic
demographic and clinical data, they will provide major iﬁpuéjinto

the development of baseline information.

In addition to the evaluatlon of the health services as they diréccly
relate to their associated outcomes, other administrative and mana-
gement aspects related to the de;elopment of these services will

also be evaluated. They will provide necessary information about

the essential feasibility as well as constraints to be expected

in implementing the strategies that result from the pilot project.

EVALUATION PLAN

This maternal health project will be evaluated both internally and
externally at various intervals during its life, Interngl evaluation
will be the responsibility of the Project Director, the technical
assistance team and other administrative bodies involved in the project.

External evaluation will be conducted by AID at midterm and at project

termination in collaboration with the other participants. Other AID
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evaluations will be consistant with AID policy.

Part of the evaluation process will consist of monthly and quarterly
progress reports which will bhe prepared by technical 'assistance: technical
assistance teams for submission to the Project Director. The monthly
reports will briefly describe the status of each of the prpject activities,
the up-to-date inputs, the problems, proposed solutions and anticipated
activities duriné the following reporting period. The quarterly prograss
report will summarize and analyze the manthly reports and, in addition,
provide a full financial summary.

Ihe progress reports will focus on 1) the development and impiementation
of the training courses, 2) the success with which new teclinology is
Introduced and subsequently employed, 3) the managemeét iﬁaébations in

(4
drug supply and equipment maintenance, 4) and target group's utiliza-

tion of MCH centers and hospitals,afterthqz/aiguupped and suppiied with
drugs, 5) activities of healtﬁ‘educators and gonorrheal control program,
and, 6) relevant data from the various services inc uding child spacing
and Infertility management.

Reports will also discuss the extent to which the various health services
are being coordinated and integrated internally and with other health
development-oriented programs in thelr regions. The reports will also
describe inputs from other sectoral sources, and assess the extent to
which existing models or experimental efforts at integrating different
aspects of health services are relevant to other regions, and to the long=:

term operational goals of this project.
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It 13 recognize that many of the abdéve content areas in the progress
report will reflect subjective judgements. Therefore, in order to
be able to objectify several of the important elements,several indicators
are recommended for the various project activities.

1. Training courses

Pre-and post-exams results should be analyzed. All materials
produced at the workshop will be compiled appended and assessed.
New technology introduced will be evaluated periodically by course
instructors as to quality,frequency,and the purposes regarding its
use. New tasks introduced at MCH or hospital levels will'be simifarly
evaluated. One indicator of effective task performance at the desi-
gnated service level will be the ngmber of inservice refrecher coufses
needed to insure that personnel maintain a minimum acceptable standard
of performance.

2. Health Education

In assessing the health educators, the project will assess such
aspects as recruitment, activities followlng training, i.e. the number
of formal and informal contacts, duration of perseverance, number of

for
women referred to MCH centers/ high risk care, infertility mana-

and child spacing,
gemen:_/and number of women and men referred to gonorrhea control
service,

3. Preventive Medicine

Aspects of the gonorrhea control program which will be considered
in evaluating management, organization and effectiveness will be the
extent of active case finding, number of complete trea%ments, propor-
tion of reinfections, popular acceptance of the service, public awareness

of the danger of VD and ways of preventing gonorrhea,

- 110 -~



EVALUATION OF PROJECT COSTS

Since one of the elements in determining the most effec;ive regional

and the operational requirements for a
strategies in protecting maternal health/will be the cost effectivensss
national health and population program -

of the various project activities, it is essantial that the evdiuation
include indicators of cost effectiveness. Costeffectiveness must
relate not only to the actual implementation of services but also to

the resources that will be required to put the strategies into effect.

The specific indicators of cost effectiveness with regard to developmént
and operational costs will be developed during the life of the project.

However, the cost effective analysis methodology will have to consider

the total cost in relation to both the individual activities as well

as to the desired outcomes, namelf, appropriate medical supervision,
’ o

physical fitness and desired birth, as they relate to the

L4

protection of maternal health, Tt will be necessary to insure consisg-

tancy in using data from different domains of activity in oxder to

sustain valid conclusions.

D. CONDITIONS, COVENANTS AND NEGOTTATING STATUS

There are no special host country actions which must be taken prior
to the execution of the Project Agreement. Additionally, there are

no special conditions or covenants proposed for the Project Agreement.
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