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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 the 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 project concept was proposed which integrated preventive
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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 family 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 that; 1) it more explicit­
ly stated maternal health as its long-range goal; 2) it
 
specifically referred to child spacing 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 population 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
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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 Departnental

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 Ministryof 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 attemptto 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
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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
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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
 

http:100,000.00
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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 been 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.,
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infertility management, contraceptive services, 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 strate­gies), and as MCH, health education, and gonorrhea control

constitute major component activities, experts in health plan­ning 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 re­duced 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
 
,-as found to be acceptable and that it formed the basis for
discussing 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 pro­ject 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.
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,Inview 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 GVRC'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.
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PERSONS CONTACTED 

AID 
VF. 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
 
D-rG. 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. s. 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
 
Dr. C. Ngango, Chief, Demographic and Women's Division
 

Ministr, of Economic Affairs and Planning
 
Dr. P. Mandeng, Chief, Human Resources Division
 

Ministry of Education
 
Mr. M.Tchegho, Chief, Training
 

WHO :I
 
1r-. R. Dackey. Regional Representative
 

CARE
 
r-E. Franklin, Country Director 

Catholic Relief Services
 
Ms. C. Kellerher, Country Director
 

Names of chiefs of departments and other MOH staff attending 16.Marci meeting
 
at MOH will be obtainable from minutes.of that meeting.,' (Appendix B)/
 

http:minutes.of
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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 discussions.
 

Feb. 	21 Dr. Henn, RDO, and Douglas Palmer, USAID. Briefinq
 

on project background.
 

Discussion:
 

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

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

3) 	 MOR 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.)
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6) 	 Dr. Monekosso, Director of CUSS suggested project
 
be administered under MOH instead of CUSS.
 

71 
 Dr. John Naponick, Ob-Gyn. Harvard-CUSS, suggested
 
as potential project coordinator.
 

8) 	 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.
 

9) 	 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.
 

Feb. 22 	 Dr. Mafiamba, Technical Advisor to MOH; Dr. Minkanda,
 
Chief, MCH, MOH; Dr. Henn, Douqlas Palmer. Introduce
 
desiqn technicians.
 

Discussions:
 

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

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

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

4) 	 Presentation of project proposal to Interminis­
terial meeting: Dr. Mafiamba suggested presen­
tation be made by Dr. Henn and Dr. Nasah.
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Feb. 22 	 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, aqe of menarchy, local Dractices 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 Part of
 
Meccam project, rather than of reproductive
 
health.
 

Feb. 23 	 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.
 

Feb. 24-28 Site Visits. Consultants accompanied by
 
Douglas Palmer and Dr. Naponick. To review situation
 
in departmental hospitals vis-a-vis requirements for
 
infertility and family planning programs.
 

Feb. 24 	 South West Province, Mbue. Dr. A. B. Yongbang, MOH
 
Provincial Representative.
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Feb. 24 


Feb. 25 


Discussion:
 

1) 	 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.
 

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

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

4) 	 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 supported preschool nutrition program.
 
Very little equipment, or drugs available in prophar­
macy (run by municipality).
 

Discussion:
 

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

2) 	 Contraception: always referred to provincial
 
hospital.
 

3) 	 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 drugs and basic diagnostic equipment.
 

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

Only about 2% of Ob-Gyn patients
1) 	 Infertility: 

come for infertility complaints, mainly due to
 
gonorrhea; diagnoses and treatement by tubal
 
insuflation, HSG, and tuboplastv and antibiotics
 
(which are prohibitively expensive -- 2000-3000
 

CFA ($8-12) per complete treatment). Generally
 
poor results from treatment.
 

2) 	 Family Planning: Negligible demand.
 

Feb. 25 	 West Province. Bafang Departmental Hospital. Dr.
 

Menube, CUSS graduate.
 

Discussion:
 

1) 	 Resident Ob-Gyn was on vacation. Dr. Menube had
 

only vaque idea reqardinq infertility problem;
 
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).
 
Diaqnoses by HSG, Basal Body Temperature, sper­
magram; treats by antibiotics and surgery -- with
 

poor results.
 

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

Bamenda Provincial Hospital.
Feb. 27 	 North-West Province. 

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.
 

Miss 	Geh did not see much infertility, referred
2) 

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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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.
 

4) 	 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. Familv Plan­
ning: not too great a demad; suqgested spacing program
 
could be located in MCH centers under medical super­
vision of )b-Gyn departments of referral hospitals.
 

Feb. 	27 Bafoot. Presbyterian Health Center.
 

Discussion:
 

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

Feb. 27 	 Bamenda. Dr. ruching (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,
 
arqenine, 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 programs, both in MCH
 

centers and through mobile clinic; major problem
 

is orqanization.
 

Mr. P.
 
4ar. 	1 Interministerial Meeting, Ministry of Planning. 


Mandeng, Chief, Human Resources Development, MOPlan;
 
Dr. Nganqo, Chief, Demographic
MOH: Dr. Minkanda, MOH; 


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 (usinq French translation of PTD) then
 

invitpd commentary and reactions from GURC re­

presentatives.
 

2) 	 GURC Reaction: After much discussion largely
 

initiated by Dr. Ngango, MSA, representatives
 
rejected the PID Droiect conceot for the following
 
reasons:
 

a) 	 too much emphasis on family planninq;
 

b) 	 government policy on population must await
 

results of various survey and studies cur­
rently underway;
 

CUSS 	project has not been fully evaluated and
c) 

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 ii
 
controverial nature, to their superiors, or to
 
commit themselves to a Droiect that might suffer a
 
reverse if subsequently found to be inconsistent
 
with aovernment 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 durin the meeting.
 

6) 	 Second meeting scheduled for March 17.
 

Mar. 1 	 Dr. Henn, Doualas Palmer. Review of Interministarial
 
meeting. and strategies for continuing consultancy.
 

Discussion:
 

1) 	 Henceforth the approach would be to maximize input
 
from GURC in development of this project; request
 
GURC representative to participate in writing
 
project Project description.
 

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

3) 	 The project could be limited to seven provinical
 
hospitals, would not necessarily have to include
 
familv 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.
 

Dr.
Mar. 	2 Demography and Women's promotion Division, MSA. 

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 covernment 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.
 

Explore reaction to
Mar. 2 	 MOH. Dr. Mafiamba, Douglas Palmer. 

and implications of interministerial meeting, and
 

request him to coordinate Project design efforts.
 

Discussion:
 

1) 	 Mafiamba stressed need to limit program to pilot
 
dimensions, possibly to seven centers in some key
 

towns, qiving priority to Ob-Gyn activities.
 

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

3) 	 Family plannina micht be acceDtable 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 clearly 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 project details, hut
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insisted that we go through the office of the
 
Director of Public Health, Dr. Atangana, to
 
arrange meetings.
 

Mar. 2 	 MOH. Dr. Atangana, Douglas Palmer. Arrange meetings
 
with MOH and other officials to elaborate progject
 
details.
 

Discussion:
 

1) 	 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.
2) 


Mar. 3. 	 MOH. Dr. Atangana, Douglas Palmer. Arrange
 
meetings with MOH and other officials to develop
 
project paper.
 

Discussion.
 

1) 	 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
2) 

not in accordance with*GURC policies as implica­
tions of family panning component was birth
 
control.
 

3) 	 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.
 

4) 	 Meeting with other MOH officials could be arrange
 
subsequently.
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Mar. 6 	 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.
 

Mar. 6 	 Site visit to National Women's Organization's
 
Social center to observe and discuss health
 
activities; courtesy calls and discussion with,
 
CARE, CRS and WHO representatives.
 

Mar. 7 	 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.
 

Mar. 10 	 MOH. Dr. Atangana, Douglas Palmer. Submission of
 
draft of new project proposal.
 

Discussion:
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1) 	 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.
 

Mar. 15 	 MOH. Dr. Atangana, Dr. Henn, Douglas Palmer.
 
Review of New Project Proposal (Avant Projet), and
 
discussion of project details.
 

Discussion:
 

1) 	 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.
 

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

3) 	 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.
 

4) 	 Technical assistance team would include
 
health services planning and administra.tion
 
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.
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Mar. 16 	 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.
 

7) 	 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.
 

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, Downstate; Dr. Henn, Douglas

Palmer Fritz Gilbert, SAID Review of Project

proposal status based on recommendations of first
 
Interministerial meeting.
 

Discussion:
 

1) 	 Dr. Minkanda summarized conclusions of MOH
 
meeting: Avant Project accorded with MOH and
 
national policy, took account of regional

cifferences. 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.
 

2) 	 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.
 

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

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 desrgnefforts.
 

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

4) 	 USAID will maximize opportunities for this
project to be completely developed by GURC.
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Sm :A.Y or THE PROILL 

Maternal and child health continue to be adversely affected in Cameroon
 

by problems associated -withreproduction. The effects of unregulated
 

fertility on health, usually related to "too many children too fast;
 

are compounded ir, Camero-t by the problems associated with infertility. 

The latter prob:lems are perceived as priority issues by the CamerooniLans. 

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

responding dirr-ctly to the c..-rLseed needs of the people of Cameroon. 

Cameroon han a population approachin3 7.5 million (1976 Census results
 

c
are expected soon) with a growth ratc: of r year. Few areas of 

Cameroon demonstrate the effects of population prtzssure and the Govern­

ment of Cameroon 4ocs not feel that population growth posGs an frnediate 

problem. On the other hand, the government doe- recognize the importance 

of making it possible fo parents to determine the size" and spacing of 

their families and is participating in the provision of full family plan­

ning services at the national hospital. 

Involuntary subfertility and infertility is a problem which is seen with 

unusually high frequency in several central African countries. A 1976 WHO 

study in Cameroon showed a 16% incidence of primary sterility. Ia most 

OB/GYN outpatient facilities in Central Afica a sizeable proportion of 

patients have requested infertility services but few clinics are equipped 

to deal with problems of reduced fertility or infertility. 
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71-E. A. I . "..SPOI!Sz 

Working with the Ministry of Health and the OB/GYN Division of the CUES 

medical school; this project will proviLe training and comiu..odity 

support to selected health facilities in Caneroon. The project vill 

provide short-.term faculty support for training Cameroonian health
 

workers ir th: identification of high risk :..others and the provision of 

fertility margz*ent services. This training will be done at regular 

the life of the project and will focus on fertilityintervals throughout 

health education andmanagement techniques reproductive counselling, 

fertility research. Connodity support will Le d3rectly related to the 

provision of fertility management servicuc and will include diagnostic 

and therapeutic equipment, contraceptive materials and educational
 

materials. Approximately 50 referral health facilities will be aided 

direct through this project although the influence of the project will be
 

felt throughout Cameroon as these facilities develop outreach relationships 

with the peripheral facilir-±es they support. 

DESCRIPTIOU OF THE PROJECT 

Under the dihection of the chief of QIs/GYN at the CUSS medical school and 

Cameroon is developing athe chief of OB/.GY!- at the tational hospital 

system of maternal and child health services throughout the country which 

This projectutilizes a standardiz.ad aproach to sirvices and reporting. 

will help develop, at health facilities in each department and in the urban
 

to deal with problcms of reproduction.areas, fertility management services 

http:standardiz.ad
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Specifically the health worker3 of the selected facilities will be
 

provided with training in fertility management directed at handling
 

problems of infertility, subfertility for family planning. Although
 

the patients will include all women desirous of services, a special
 

effort will be made to identify ant serve high risk mothers.
 

Initial training will be for 2-3 weeks and will be conducted at
 

several regional trairing sites throughout the country. This 

training will be followed by in-service training usiri, a seminar or 

workshop format whereby health workers are brought together three or
 

four times anrjta.?' " project will place oie full-time technician 

in the field tc work under the direction of the Director of OB/GY4 at 

the Central Hospital. Re will coordinate the short-term consultation,
 

curriculum development, adminisl:rative support and commodity procure­

ment for the roject. The specific nature of the training, the 

identification of training sites and trainees, and the definition of 

commodity require-munts aud research goals will be developed during the 

design phase of the project.
 

ESTIIATED PROJECT OUTPUTS
 

1. 	 Development of centrally coordinated system of fertility manage­

ment services. 

2. 	Establishment of 50 fertility management services center throughout
 

Cameroon. 

a. 	 Training of physicians and middle level health workers. 

b. 	Equipment support.
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3. Development of active fertility research pro.rnms.
 

ESTIM!ATED PROJECT INJPUTS 

1. Lcne-term technical assistance (3 P. Years) $ 350,000 

2. Short-term consultation (36 ?. Months) 400,000
 

3. Training Costs 

a. Per Diem (15 x 8 x 7 x 12 1019,000 

b. Transportation (150 x 8 x I) 122000
 

c. Educational materials 50,000
 

4. Equipment (medical/surgical) 100,000
 

5. Vehicle (1 Toyota Land Cruiser-Type) 15,000 

6. Contracetive Commodities 100,000
 

TOTAL $ 1,135,000 

!IAJOR ASSUMPTIONS 

The m.ajor assumition relating to this nroject ii that the unwritten policy 

of the Government of Cameroon toward family planning has progressed 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 projects, is that there
 

will be a strong demand for the services offered by the fertility management
 

centers.
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It is also assumed that services delivered through the project will have
 

children in a beneficial effect upon the health status oE women and 

Cameroon.
 

RELATED ACTIVITIES
 

A.ID. has engaged in sporadic training of Cameroonian health workers in 

family planning techniques and has contributed substantially to demograhic 

the firstand maternal and child health training, but this project will be 

which responds to the Cameroonian priority of addressing the problem of 

cervices are currently oeing supported bysubfartility. Family planning 

A.I.D. at the CUSS maternitv at the Cemtral Hosital. After the services 

are developed by this project at the 5" target centers, t.1,e impact of this 

project will be further expanded through the health workers trained in the 

A.I.D. CUSS and !DCM projects. In addition, A.12 ' . and other donors are 

contributing to a orld Fertility Survey study of Cameroon. 

RE-ALISTIC ALIE2R;A171S 

This project utilizes the approach of developing family plannn- services 

This context
in the context of comprehensive fertility management services. 


permits the project to respond directly to the priority problems of sub­

solely with contraceptivefertility. Alternative approaches which dealt 

services would have little change of receiving open support from the 

Cameroon Government at this time. 
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DIRECT BENEFICIARIES
 

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 50 referral facilities,
 

demand for these scrvices is expected to increase. The health workers at
 

these centers will train colleagues at peripheral facilities to deliver
 

services, this spreading the reach of the project to the village levels.
 

DEVELOPM-ITT O' PROJECT 

Two months of design services will be required for full definition of this
 

project. Iceally. the two designers would be a population technician
 

capable of designing the training programs needed in fertility management,
 

and a population project design officer familiar with identification of
 

project personnl, commodity and management rcads.
 

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 even concentrate, its services or the problems
 

of excess fertility.
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B. The use of Title X funds to address tha entire spectrum of fertility­

related problems in Cameroon 7111 represent a new AID policy to make its
 

use of PHA/POP resources more responsive to the perceived needs of the
 

recipieni's.
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RESMIE DU PROBLEE
 

La sante de la mare et de lenfant continue A tre contrecarrie au
 

Cameroun par des problames en rapport avec la reproduction. Les effets
 

sur la sante d'une ficonditi non contr6lie, et qui sont habituellement
 

lies au problime "trop denfants trop vite", sont associfs au Cameroun
 

avec les problimes de la stiriliti. Ces derniers sont considfr6s par
 

les Camerounais comme des problames prioritaires. Ce projet sera congu
 

pour sladresser 9 tous les problames de la f6conditi r~pondant directe­

ment aux besoins exprimfs par la population du Cameroun.
 

Le Cameroun a une population approximative de 7,5 millions d'habitants
 

avec un taux d'accroissement de 2,i% par an. Peu de regions au Cameroun
 

montrent les effets d'une pression de la population et le Couvernement
 

ne pense pas que l~accroissement de la population pose un problame
 

immidiat. D'un autre cot6 le Gouvernement reconnalt qu'il est important
 

de s'efforcer de donner aux parents la possibilitg de decider de l'im­

portance do leur famille et de l'espacement de leurs enfants et il
 

participe 5 la prestation do services complets de planning familial a
 

1'h6pital national. 

La stirilite et la sous-f~condi.te sont des problames que 	'on rencontre
 

Une etude
trAs friquemment dans plusieurs pays d'Afrique Centrale. 


effectuke au Cameroun en 1976 par 1IIS a trouv4 une incidence de 16%
 

pour la stdrilitf primaire. Dans la plupart des dispensaires d'obstetri­

gynecologie en Afrique Centrale une importantc proportion 	des malades
 

a demands des traitements de lVinffconditf mais peu de cliniques sont
 

http:sous-f~condi.te


6quipees pour pouvoir traiter le problames de l'inficondit& ou de la
 

ficonditi insuffisante.
 

LA SOLUTION PROPOSEE PAP.L'USAID
 

En travAillant avec le Ministare de la Santd at la Section d'Obstetri-


Gynicologie du CUSS, ca projet offrira une formation et un soutien
 

matriel a des dispensaires selccrionngs du Cameroun. Le projet fournira
 

un soutien pfdagogique A court-terme pour enseigner aux agents de
 

sante camerounais la fagon d'identificr les mares A risque glevi ainsi
 

que la prestation do services de contr-le de la ficonditi. Cette for­

mation sara donnfe A intcrvallas rdguliars pendant la durie du projet,
 

llce insistcra particuliarement our las techniques d2 contr6le de la
 

f~conditf, les conseils an writiare de reproduction, l'6ducation pour la
 

santi et la recherche. Le soutien mat~rial sera 1i- directement a
 

la prestation do services do contrJae do la ffcondiri et comprendra
 

l'quipement pour les diagnostics at les soins, !'6quipament pour la
 

dontraception ot l'quipemcnt 6ducatif. Environ 5^ dispensaires
 

d'orientation recevront une ride dirocte dans I" cadre de cc projet mais
 

cepondant son influence so fera sontir dans tout le Cameroun A masure
 

qua ces dispensaires 5tabliront des relations avec les centres periphd­

riques qu'ils encadrent.
 

DESCRIPTION DU PROJET
 

Sous la direction du chef de la Section d'Obstetri-Gyngcologie du CUSS
 

et celle du chef de la m^Iae section do l'h8opital national, le Cameroun
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met en place un systame de service de sante maternalle at infantile
 

dans tout le pays. Cc syst~me utillse des mathodes standardisfes de
 

prestations de services et do rapports. Co projet aidera A ftablir dans 

les dispensaires de chaque dipartenent et dans ceux des zones urbaines
 

des services de contr8le de Is f~conditi s'adressant aux probl~mes de
 

la reproduction.
 

En particulier les agents de sante des infrastructures choisies recevront 

una formation pour le contr6le de la f~conditf visant A solutionner les 

problames do la stirilitf, do la sous-fgconditg et du planning familial. 

algre le fait que les malades comprondront toutes les fernmes d~sireuscs
 

do b~nfificiar de ces services, un effort particulier sera fait pour
 

identifier et traiter les grossesses A risque flev.
 

La formation initiale durera deux a trois semaizles' et se deroulera 

dans plusieurs sites rfgionaux de formation dans tout le pays. Cette 

formation sera suivie d1une formation pratique sous forme de seminaire 

ou de stage oa les agents do santd seront r~unis trois ou quatre fois 

par an. 

Le projet utilisera un expert a plain temps sur place travaillant sous 

la direction du Directeur de la Section d'Obstftri-Gyn~cologie ' 

l'Hopital Central. Ii coordonnera les conseillers a court-terme, 

lftehlissement du programme d& tude, le soutien administratif et l'acqui­

sition des matriels et fournitures du projet. 

La nature spcifique do la formation l'identification des sites de 

formation et des stagiaires at la dftermination des materiels et des 
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objectifs de la recherche seront pr~cis~s pendant l27tape de conception 

du projet. 

REALISATIOIS PprEVIES DIMIS LE CADRE DU PROJET 

1. Ilise en place d'un syst&me centralisi de services de contr8le de
 

la ficonditg.
 

2. Etablissement de 50 centres dans tout le Cameroun. 

a. Formation des m~decins et des agents de santa interunddiaires. 

b. Soutien mat5riel.
 

3. Dgveloppement de programmes actifs de recherche sur la f~condit6.
 

ESTIMATION DES APPORTS
 

1. Assistance Technique A long-terme 

(3ans/homme) $ 350.000 

2. Consultation A court-terme
 

(36 mois/homme) 400.000 

3. Frais de formation 

a. Entretien (150 x 8 x 7 x 12) 108.000 

b. Transports (150 x 8 x 10) 12.000 

c. Materiel padagogique 50.000 

4, Equipemant (mddical/chirurgical) 100.000 

5. Vehicule (1 Toyota Land Cruiser) 15.000 

6. Fournitures contraceptives 100.000 

TOTAL $ 1.135.000 
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HYPOTHESES DE BASE 

Lhypothese de base se rapportant a ce projet est qua la pdlitique 

non dcrite du Gouvernoment du Cameroun an cc qui concerne le planning 

familial slest suffisanment d~veloppee pour permr-ttre au Cameroun et 

A lUSAID de collaborer dans un projet de contrel± de la f~conditg 

s~adressant A la fois A la stdrilit6 at lcspacement dos naissances. 

Une autre hypothase, qui eat fortement appuyde par lea projets pilotes, 

est qu'il y aura une forte demande pour les services offerts dans les 

centres de contr6le de la f6condit6. On presume 6galement qua les 

services offarts dans le cadre du projet auront un effat b~ndfique sur 

l'6tat de santg maternelle et infantile au Cameroun. 

ACTIVITES COITNEIS
 

L'USAID a participf a la formation sporadique d'agents de sant6 Camerounais
 

darns les techniques du planning familial et ella a contribu6 de faqon
 

importante A la formation dcmographique et & la santg matarnalle et
 

infantile, mais ce projet sara le premier repondant a la nficessit6
 

primordiale au Cameroun de rfsoudre le problame de la sous-f6conditg. 

Les services de planning familial sont actuellnent supportfs par 1 USAID 

A la Maternitd du CUSS A l1180pital Central, Quand ces services auront 

6t' mis en place par le projet dans les 50 centres visgs, 1'impact du 

projet sera encore diffus5 par 10s agents de santg forms par les 

projets AID CUSS et ?!BDCA1 . En outra, iAID et d'autres donateurs 

contribuent A une Stude au Cameroun effectu~e par l'Enquete Mondiale 

sur Ffconditf (World Fertility Survey). 
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ALTERNATNES REALISTES 

Ce projet utilise la m6thode de mise en place do services de planning
 

familial dans le contexte de services complets de contr~le de la
 

Cc contexte permet au projet do ripondre directement aux
f~condit6. 


problZmes prioritaires de la sous-fScondit6. D'autrzs alternatives qui
 

s'occupaient uniquement do services contraceptifs auraient peu de chance
 

de recevoir lappui officiel du Governement du Cameroun en ce moment.
 

BENEFICIAIPRS DIP.CTS 

Les bfn~ficiaires de ce projet scront les Camerounaises qui profiteront
 

des services de controle da la f~condit6 comprenant entre autres, le
 

traitement de la sous-ffconditi, !a contraception ainsi que des
 

enseignements et des conseils.
 

EFFETS DE DIFFTUSIOJ
 

A mesurc que des services de controla de.la f~condit6 scront mis en
 

place dans les 50 structures choisies, on pr9voit qua la demande pour
 

Les agents de sant6 de ces centres formeront
ces services augmentera. 


leurs collgues des structures pgriph~riques, Atalant la porte du
 

projet jusqu'au niveau des villages,
 

MISE EN OETJVRE DU PROJET
 

II faudra deux mois de conception pour parvenir A la pleine d~finition
 

de ce projet. Ii serait souhaitable que les deux experts de conception
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soit un d~mographe capable d'ilaborer les programnes de formation
 

nicessaires au contr8le de la ficondit& et un responsable de la
 

conception des projets de dimographie familier avec Vlidentification
 

des besoins en personnel, en materiel et en gestion.
 

PROBLEES D'ORIENTATION
 

A. L'6tablissement d'une politique dimographique ou de planning fami­

lial par le Cameroun sera h-t~e grebe ' sa participation directe 
au
 

ou ne concentre mme pas, ses
 projet, bien que ce dernier ne limite pas. 


services sur les problames de la ffconditf excessive.
 

B. L'utilisation des fonds du Titre X pour r~pondre A 
toute la gamme
 

des probl~mes en rapport avec la f6conditf au Cameroun 
reprisentera
 

une utilisation des resources
 une nouvelle politique de I2AID tendant a 

PHA/POP repondant mieux aux besoins des ben~ficiaires. 
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Ministite do I'Economie - 42 - Ministry of Economic Affairs 
and Planninget du Plan 

,.o:.,.'-I
 
/MNPpYaound6, I* 3Z(~17 

V--7Yaoundethe 

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

Docteur MITCHLL ,Jose.h R.a M. onsieur le 
to Mr.Bureau Rdgional de 1'US-AID pour i'Afrique 

Centrale - YAOUNDE -


Objet : Rdunion sur le
 
projet Santd de la Reproduction.
 

Monsieur,
 

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

J'ai 1'honneur de vous demander de bien vouloir assister A la
 

idunion de synth&se qui aura lieu le 17 mars 1978 dans la salle de
 

Confdrences de mon Ddpartement, 3&me dtage h 9 heures prdcises.
 

Je vous prie d'agrder, Monsieur, l'expression de ma considdration
 

distingude./­

t ar d6ilatdionli taire G.& ral 

Louis,-Claude NYA.SA 
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MTHMWE E L'ECONOMIE ET DU PLAN REFLIQUE UNIE DU CAMEROUN 
Paix - Travail - Patrie 

DIRECTION DE IA PLANIFICATION 

DIVISION DES RESSOURCES HUMAINES
 

COP'IE-RENDU TZ IA EUNION W!2 MARS 1978 SUR LE PROJET SANTE DE IA 

REPRODUCTION. 

L'an mil neuf cent soixante dix huit et le deux mars gs'est tenue dans la 

salle des confdrences du Minlst~re de 1'Economie et du Plan une rdunin prdsidde 

par Monsieur MANDEG Patrice, Chef de Division des Ressources Humaines, relative 

& la Mission de .Messieurs Joseph MITCHELL et Saul E experts consultants 

dans le cadre du projet santd de la Reproduction. 

Partocipalent & cette rd'union : 

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

1EIVEBEIN Saul design expert 

Dr. HEM Albert E. Chef de la Division Sant, Nutrition et 

Ddmographie (US - AID) 

-Mlle COJSINEAU Lise Reprdsentante R~gionale de Warenstate Medical 

Center School of Family Planning. 

Mne Dr. NGONGO OTTOU Chef de Service de la Section d4mographique 

Cdcile 	 au Ministere des Affaires Sociales
 

- M Dr. MAMBA P. C. Conseiller Technique au inistbre de la 

Santd Publique
 

Dr. MINKONDA Mathieu Sous-Directeur de la Mddecine Hspitali~re 

et RuraleP.i. 

Chef de Sorvioe de la Santd Maternelle et 

Infantile au Ministbre de la Santi Publique. 

Ta adance eat levee & 9 h 30. 

Le Prdsident de sdance, aprbs avoir souhaitd la bienvenue h Messieurs
 

MITCELL et HEENBEIN, souligne que cette rdunion de prise de contact doit 

0-0/0-0
 



I 'US-AID do prdsenter I 'objet de la Mission des detm oonsultants.pe1piettre b 

Le Docteur HENN inform. I'assistance que le projet sur la santd de la repro­

dans le domalne duduction est diffdrent des autres projets financs par 1'US-AID 

plarmnns familial. Comme con nom 1 'indique, il s'alit d'amdliorer les conditions 

ce projet doit-il trouversanitaires de la reproduction de la population. Aussi 

des solutions sur les problkmes de la sous-fdoonditd, de la stirilitd, de l'espa­

cement des naissances et de 1'education sanitaire des populations. II prdcise 

quo ce projet se repose su' les travaux mends aotuellement B l'Hpital Central 

de Yaound6 dans la section d'obstreti-gyndcolo ie et tend &gdndraliser cette 

expdrience au niveau national. 

Ensuite il analyse les diffdrents niveaux d'intervention du projet. Au 

niveau national, il est provu do traiter des problmes de gestion, de la collecte 

et de l' ducationdes donndes seelo-sanitaires, de 	la formation du personnel 

'accent sera mis sur la formation du personneldes malades. Au niveau rdgional 

et Z'1ducation des populations. 

Aprbs avoir donn4 une vue de 1'apport de 1'US-AID en personnel et en -qui. 

pement dana ce projet, le Docteur HENN pr4sente l'objet de la visito des deuz 

consultants appel4s & prdparer le document du projet. 

La discussion qu± a suivi a portd essentiellnmant sur :
 

a) l'opportunitd de ce projet,
 

b) la taille du projet.
 

Los repr~sentants des d~partements ministriels ont exprimd certaines rdser. 

yes sur ce projet. fls ont tout d'abord constatd que les termes de rifdrence du 

projet en frangais 4talent en contradiction aveo la version anglaise qui prend 

en la mati±re. Aussi a-t-il dtdmieux en considdration le souci du Gouvernement 

recomandd de n'utiliser que cette dernibre version. 

Les participants ont dtd unanimes de reconnatre que les problmes qui font 

l'objet du projet concernnt en particulier les Ministbres : do la santd publique, 

des Affaires Sociales, de 1 'Education Nationale, de la Jeunesse et des Sports, 

et du Plan et l'Office National de la Recherche Scientifique etdo 1'Eeonomie 


Technique (OHAREST). Aussi a-t-il t4 recommandd que ce projet soit dlabord en
 

troite collaboration avec ces d6partements.
 

A A 



Ensuite, la discussion a port6 sur 1 opportunit6 de ce projet. Diffdrents reprd­

ont exprimd beaucoup de rdserve quant b 1'opportunit6 de la
sentants ministdriels 

oii leurs d6partements ne disposent pas encore
rdalisation de ce projet au moment 

en cours dont la connajssance est nicessaire en
des rdsultats des randes enquftes 

au niveau national de 1 exphrienoe de Yaoundd. 
vue de la Sindralisation possible 

Plusieurs orateurs ont fait valoir que leur d6partement 6tait en train d'6tudLer 

un plan cohdrent
lea possibilitds de prdsenter b l'apprdciation du Gouvernement 

en oette matibre. Ila ant insistd sur la ndcessitd de donmer ?L ce projet une dimen­

permettre par un simple ajustement de slinsdrer rapidement
sion susceptible de lui 

ces faoteurs, le 
dans un tel plan. Aussi ont-ils tenu h soulilgner que compte tenu de 

projet devrait insister sur la formation des formateurs et sur la formation socio­

sanitafre de la population. 

ce projet, les participants sent tombds
En ce qui concerne la taille de 

une premibre phase nglober seuls lea hSpitaux
d'accord que le projet devralt dans 


un certain temps compte

provinciaux. Son expansion devrait ltre envisagde aprbs 


B ce niveau. A cet dgard, lea participants ont souli­
tenu de lexpdrience obtenue 


YaoundS en la
 
gad qu'une gEnd alisation de 1'experience de 1'Hapital Cenirl -de 


une dvaluation de cette
 
matibre est problbmatique 	aussi longtemps qu'on n'a pas 


le Docteur HEM a attir'A l'attention des participants sur
 
expdrienco. Par aillours, 


tr~s longue compte tenu du dd­
le fait que cetze premibre phase ne devrait pas 'tre 

projet est assuri et des difficultds 
lal de trois ans powr lequel le financement de cc 


pour obtenir un nouvel accord de Washington.
 

en
qua lee deux consultants prennent
Los participants ont vivement souhait4 

l'avant­
observations faites de part et d'autre dans l'6laboration de 

compte lee 

projet.
 

t6 retenu sous reserve qu'il ait une dimension modes-

En rdsumd i projet a 

sur la formation des formateurs et sur l'dducation 
te et insists en particulier 


sooio-salitaire des populations.
 

1978./-
La rdunion de synthbse est prdvue pour le 17 Mars 
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I. Introduction 

The Government of the United Pepublic or Cameroon recognizes the prov4Jsion 

of maternal and child health as one of its principal objectives in -he 

This .roject proposes t- jupportdevhlopnent of national health services. 


and reinforce the realization of these objectives by strengthen:..,
 

existing services which aim at ensuring the health and well-bei.," f women 

It will support a broad apectrum of integr-..,I ser­of child-bearing age. 


vices throught its emphasis on the processes of family formation ad
 

parenthood.
 

Although this project does not provide services directly to pre-school age
 

children, protection 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 Froblens of Women of Child-bearing Age
 

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

by a hard-to-separate set of interacting social, epidemiological and rbera­

peutic factors which have led to concern about the high incidence of in­

fertility, subfertility, induced abortton- ,:: eFu;cy wi-stage, repeated 

exposure to venereal infe.tiou inr.' " ".-P .'.:rt and insufficient-- .-.t 

serice., '. dt., : .. ' l': ,,*L3r .. . . 

There are several major demog.-.%pric ana- e', l"..i! .,:.i2.('s either in 

progress or being Planned which aim at defitvnS 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
 

effective infrastructure capable of implementing specific health programs
 

when they are launched by the Government.
 

For the purpose of planning and implementing health programs for Tomen
 

of child-bearing age, it must be recognized that, fittly, there are a
 

variety of disease causes and vectors and, secondly, that any program
 

must take into account regional and ethnic variability. Thus, any program
 

must be multifaceted in its approach and sufficiently flexible to permit
 

a variety of alte-rnative approaches in dealing with many configurations of
 

health problems that face this vulnerable group of the population in the
 

different regions of Caneroon.
 

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 vatistion3.
 

2. One cf the Yrinclpl a t.'A. " "' " l 1.s *hatof gono­

coccal inLL2(,t:.ur, rLi ,o : ai"iutlervit,, eechild..-bearing 

ages. Diagnostic An. e.i. % .L:: , .(J dazrLzed in order 

to avoid the eiergouice oe. -- cvnt strz,'.t t.. i :...orgaAisms and to 

prevent secondary c.%equ, .cx . ,, 
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to deal ith the problems 	of neasurcs should 	be undertaken3. Immediate 

real or perceived infertility, which can derive from a variet7 of 
sources.
 

This will necassitate improving diagnontic methods 
and providing adequate
 

- At the same 	time. mass camp.iSns to reduce the
 and effectiv treatment. 


health education to prevent
prevalence of • v--nereai infection and general 

reinfection will lie necessary.
 

min4 .:wi prenatal, d;.!iv,:ry and 1.pscnatal
4. 	 Health seri-icas should meet 

child health (,ICH) level. Improved high risk
neds at the iaternal and 

at departmentalbbstetric and 	 gynecological care should be available and 

provincial hospitals.
 

of th6 variety of measures that can be undertaken to tackle the
In view 

variety of causal factors. strategl.s need to be developed 
to determine
 

which are most 	effective from a preventive, educational and clinical point 

are needed in ti- different regions of the country, and
of view, which 

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

C.V Problems in 	 Bit-'very 

to 	 of
In addition, thore are several probl-ms related the delivery health 

to be taken into considcration in the implamenta­
servic,is. These will have 


tion of health programs for this sector of the Population.
 

1. Cost of care 

The cost, for example, of one complete treatment fo: r,-norrhea 
varies from 

2000 in some areas to 300 CIA ir others 1,e.e d--_aior~s ara often only 

" -hroufa PAtpnC LleqhcLne vendors. Inprivate ri (,zavailable in 	 (zrrt 
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many areas and for many of the risk group, this cost may be prohibitive, so
 

that those who seek treatment may often not be able to afford prescribed
 

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

2. Partial or Incomplete Treatmenut
 

This problem in relared to the cost of care and to the fact that most people
 

gaerally tend to stoy taking medications as soon as they feel better or
 

their symptoc-s disappear. People who cannot afford prescribed medications
 

often resort to local cures, which may be ineffective or harmful. Several
 

physicians hava observed the emergence of resistant strains of gonococcus,
 

which they attribute to the problem of incomplati curcs. 

3. Competition for the Infertile Couple
 

In most communities thera are modern and traditional doctors who compete
 

for the infertile couple. Popular and medical definitions of infertility
 

vary. People vith subfertility problems will consult with many doctors in
 

seeking a favorable prognosis, often resulting in great cost to then.
 

Furthermore, erroneous procedures may worsen their problems.
 

4. Caseload/manpowfer
 

Available medical and paramedical personnel generallyt have a full case 

load of patients. The introduction of nw, or the imprcvement of eisting, 

services will tend to increase the number of n- orl2 '-ing the health 

faciliti t, i:L :,u absence of increased num'e*rs r-. -erscnncl, sorvices 

and tasks Nill have to be reorgan.zed to ujn ing, personnel effectively 

and efficiently, so that other health s-rviLeC wAl:. n:r be adversely 

affected. 
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the provinces a progressive basis. Pro­established in each of 	 saven cn 

%Yili make uoe of'exis"ing infrastructure andvincial program activities 

personnel at the M"0, departmental and provincial hospital levels. The 

project will nake use of infrastructure arni -ersonnel at the national 

level.
 

Each province program will cover a population of 25,000 peoplc, Cc will 

make use of the health facilities and healt.h personnel provideng services 

to this population. 

The provincial .rograms will be developed in the following manner­

an initial ourvey to determine the principal1. Tey will hegin with 

reproductive and related health problems affecting women 	of child-bearing
 

ages. P. survey team will. select the proaraii area based on their findings. 

This site or sites will be the Rocus of health education, diagnosis 
and 

of gonorrhea on an individual or mass basis, and the improvementtreatmont 


of E.iservices.
 

2. 	 These sites will be linked to the nearest deipartmental hospital and 

insure adequatethen to the provincial hospital by a referral system to 

diagnosis and treatment of high risk pregnancies and casea of primary and 

secondary infertility. 

3. The pilot activities ,.-ill detcrmin. l.'.e %cf. e![>r1'v ways of dealing 

with PJroblemits of iniuced a1-.orriors, a.ndt of .. oidin:-. ,onLraceptives to 

women who wishto avoid%'.invart-d pregnam.cie3 ' ":ac'. th.Air childr'n, and 

to parents ,ho have u!ready 'eac:ied Lhalc ,.esied ',ily size. 

4. Each progrini svil test 	a cui.bir%:ion of iervice odalities, 
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. ealth education 

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

who will be crained to provide public and individual health education.
 

They will une a variety of simple educational materials that will be 

developed for each area.
 

Health education will emphasize ways of encouraging women to use 1.CH services 

and to attend high risk clinics. 

Health educators will be taught Lo respond to and to counsel women who
 

seek advice on spacing pregnancies or avoiding unwanted pregnancies.
 

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

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

Health education wiill emphasize the protection of 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 be carried out in various ways to ensure
 

-the widest and moct direct contact with the groups at risk. Health
 

education will also be provided to the rsle ropulation, who are part of
 

the epidemiological and social problem..
 

b. Preventive ?'edjc:ne 

This compor.(.73t of thc pilot projects wil2 Iin': up w te e::lcting venereal 

disease control nrotrans, It will provi.4a d.;a ,r.o t",ca'nd treatment 

facilities, ind mcdicDtions for a continu,',s ccatroi rcgrnr. This will 

be directed primnrily against aonorrbeal nf-cttion. Various control
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procedures will be teated in order to diagnose, cure, and bring under
 

surveillance -uajor aourcas of infe.ction among male and female inhabitanta
 

of the pilot areas.
 

c. Organization of Health Delivery Services 

Training will be pro,,ided for various levels and types of health personnel. 

Emphasis will be placed on clinical, educational and management needs of
 

comprahensive health service for women of child-bearing ages. The provin­

cial programs will determine the major training needs and service roles
 

for each type of personnel, based on the availablc manpower in the region,
 

and on the expected case loads. Clinical aspects of training will include
 

but not be limited to diagnostic and treatment procedures for infection,
 

primary and sacondary infertility both aimong men and wonen, and high risk
 

pregnancies and deliveries.
 

Education training will include, but not be linited to, counseling and
 

motivational techniques for public and individual hualth education. Organ.­

izational training ill include, but not be limited to, the organization
 

of health services at local, departmental ind provirclt levels, utilizations
 

of manpower, distribution of equipment and acd!cations, record keapina, and­

data collection. (See appendix Ii for suggested details for training
 

curriculum objectives.)
 

d. Research
 

zAn important cllrent of each program will o.iL - .- tficotion of re3earch 

problems in order to provide soc!al and eii 'l'~a 1 data iit.eded to 

ensure that the mnjor problems have buun accur:tely identified and that the 
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most effective means have been deployed to solve them. 

'Researchactivities will include, but not 1.e limited to, coauses of
 

infertility among wowen and men, effective healti educational and ,Ioti­

vational techniques, anrd traditional methods of tkeatment for venereal
 

infection and primary and scoondary infertility.
 

The results of the research activit.tes ill be incorporated into tbe
 

implementation of the provincial programs.
 

e. Equipment and "-'edication 

Appropriate equipment will be provided to each level of health service 

involved in the project. Equiprient xill include both nonconsuri-mable and 

consumable conmodiries (set; Appendix I.). The latter will be supplied in 

sufficient qcantity to last during the life of the project.
 

14CH centers will receive equipment and vedications to upgrade their anta­

natal, delivery and nostnatal services, 

-Health serv±ces involved in ven-real disease control will receive diagnostic 

and treatment equipment to establish a program for gonorrheal treatment.
 

Diagnostic equipuent and treatt.i.nt Modalities VUl be providcL to depart­

mental and provincial hospitals to upprade ti--ir capabilities for dealing
 

with high risk pregnancies and dellver:s an- to ir.prove gynacological 

and laborr-t'ory serviccs to diLn-os: and -. : -is3c of orimary and secondary 

infertility ni-on, r.n ind womcr, 

- 55 ­

http:treatt.i.nt


Medications will include basic preventice and therapeutic pharmaceu­

ticals start for antenatal, delivery and post-partum care, high risk 

pregnancies, as well as for the treatr±ent 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. Educational equipment and
 

materials will be supplied to health educators.
 

IV. 	 Administration of the Project 

This project will be administered under the auspices of the Ministry 

of Health (140H). Ministry officials will determine which division 

will manage the project atd the manner of coordinationif more than 

one division is involved. Similar determinations will be made at the
 

provincial level. The MOH will be responsible for coordinating the
 

sequence of pilot activities, selecting program sites and personnel,
 

and distributing and maintaining equipment and medications. The MOH
 

will also be responsible for coordinating research activities, and
 

analyzing and evaluating results.
 

V. End of Project Status
 

As, the end of the projcct the fcllowi-L. wiil La achieved:
 

1. Each region will have developed an effaLtive strategy for the
 

delivery of a variety of clinical, ru-,,t v :.nd educational services
 

dealing with heinlth problems of women of chi) .- bear r.e age. These strategies 
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will reflect the individual characteristics of the region regarding 

primary and secondary infertility, unwanted pregnancies, gonorrheal 

infection and the possibilities of organizing effective health
 

services.
 

2. Training, health education, and organizational requirements will 

have been tested. Roles for various health workers in mulLifAcated 

strategies will have been determined. Basic health educational 

materials will have been developed and tested. These achievements will 

provide the IOH with a broad spectrum of experience for selecting and 

Pxpanding the most effective means of dealing with the health problems
 

of this group on a national scale.
 

3. Experience in the organization and management of multifazeted 

health delivery system will be of utility in designing prograrts to 

reach other vulnerable groups in the population, such as pre-scbool 

children. This experience can either be brought to bear concurrently
 

as the pfilot activities develop, or after they are completed and evaluated.
 

4. Preventive measures and health education progams related to family 

formation and parenthood will be linked to basic health bervices at the 

xCX center level, and primary and secondary infertility diagncsis 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-buiring ages will have 

been started. The results will supplement past, present and projected 

scLdles needad to formulate and evclvw . iit.Lunal health policy. 
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iTi.Relationship of Inputs to Outputs to Achieve Purpose
 

health -4ork.ers and educators in the context of a1. Training of 

team approacb 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 

2. Health education will provide tise important 

persoanel, and, in general, the more efficient use of existing 

health facilities. 

element of motiva-

It will
tion for the acceptance of preventive health measures. 

also reinforce those measures by reducing the likelihood of re­

infection, making woven aware of alternatives to induced abortions 

in order to avoid unwanted pregnancies, and by encouraging both men
 

and women to seek early diagnosis for venereal infection and to 

follow a complete course of treatment. Appropriate counselling by
 

various health workers in cases of primary and secondary infertility
 

will prevent misunderstandings about the nature of the problem and
 

the prognosis.
 

3. Equipment and medications will.make it possible to carry out
 

large scale preventive progra's against gonorrhea, improve and
 

ernand antenatal dlivery and postpartum services at MCI 
centers 

3s ",ell as ircr.ase raseloads in the diag­and to upgrade the safety 

nosis and treat-ment of high risk pregnancies and of primary and 

secondary infertility at dcepartmental an's r io-incial hospitals. 
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4. Research will provide answers to 	immediate questions about
 

health problems of women of child-bearing apa, that will have 

direct implications for the health dclivery system.
 

i. Estimated Projected Inputs for Project Implcmentation 

Summary Budget
 

1. Long term technical assistance:
 

Health services planning specialist 3 yrs.
 

Public Health Advisor 	 3 yrs.
 

Public Health nurz./aducator 3 yrs.
 

Total ..... 500,000.00
 

2. Short term consultants- 14 person month
 

Lab. Technician 4 person month
 

Obstetrician-Gynecologist 6 person month
 

Statistician 2 person month
 

Epidemiologist 2 parson month
 

... 	 154,00C.00Total ... ... ... ... 

3. 	Research 100,-00.00 

... ... 00.004. 	Training -. ... ... 

5.. Health Education Iaterials... ... ... cO,O00.00 

... ... ... 154,000.06. 	Equipment 2 .. ... 

7. Pharmaceuticals ... ... 2 

45,000.00Z.. Vehicles (three) ..... 

... ! ,3:23,000.0O Total ... ... ..... 

1 	See Appendix II for suggcsted detaiL regarding training curriculum
 
objectives.
 

-2 (See Appendix I for suggested details and functions of equipment and 

pharmac cut icals) 
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A. BASIC MCPI KIT 

... 37.50... ...... ...1 - Sphygmomanometer 


... 155.00 ... ... ...1 - Ophthamoscope/Otoscope 

... 40.00...... ......2 - Stethoscopes 


... 10.00..
Vaginal Specula - assorted ... ...12 ­

200.00... ...... ...I - Gyn exam table ... 

... 35.00...... .....
1 - Lamp-goose neck 


... 40.00...... t. .
1 - Stool 

... ... 1,000.00
1 - Microscope - artificial or natural light 

... 400.00......
1 - Centrifuge - urine/hematocrit 


... ... 100.00
 ...
...1 - Scale with height ... 


... 23.00
...... ......1 - Fetoscope 

... 48.00...... ......1 - Specialists Eag 

2,188.50 

KITB. 	 BASIC OBSTETRICS A!lD GYNECOLOGY 

... ... + 37.50 ... ... ...1 - Sphygmomanometer 

... 155.00.........1 - Ophthalmoscope/otoscope 

... 40.00...... ......2- Stethoscope 


220.00... ...
24 - Vaginal specula - assorted ... 	 ... 

... ... 200.00 
... 	 ...1 - GY! exam table ... 

... 35.00 ... ... ...1 - Lamp - Goose Neck ... 

... 40.00......... ...1 - Stool 

... ... 1,000.00
1 - Microscope - Artificial or natural light 

... 400.00 
1 - Centrifuge - Heiratocrit or urine ... ... 

... ... ... 100.00 ...
1 - Scale with height ... 


... 23.00t. a.... ...
1 - FetOscope 
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1 - Specialist Bag ... ... ... ... ... $ 48.00 

1 - Uterine sound-malleable, graduated in cm ... 20.00 

1 - Endometrial biopsy curctte ... ... ... 100.00 

1 - Endocervical biopsy curette ... ... ... 100.00 

1 - Cervical Biopsy forceps ... ... ... 100.00 

1 - Single tooth tenaculum ... .. ... 35.00 

1 - Ring Forceps ... ... 20.00 

1 - Forceps holder ... ... 10.00 

1 - Instrument pan, smaall ... ... ... 18.00 

2 - Bowls, large, stainless ... ... ... 35.00 

1 - Insufflation canula ... ... ... ... 30.00 

3 - Acorns for canula ... ... ... ... 7.00 

2 - Dacron tape measures ... ... ... ... 15.00 

1 - Ring cutter ... ... ... ... ... 20.00 

12 - Boxes of microhematocrit tubes... ... 90.00 

2,a93.50 

C. BASIC RESEARCH KIT 

1 -Basic Obstetrics and Gynecology ... ... 2,898.50 

1 - flew self-contained laparoscope ... ... 2,500.00 

1 - Colposcope ... ... .. ... ... 1,500.00 

1 - Cryosurgical ... ... ... ... ... 700.00 

1 - Incubator ... ... . ... ... 800.00 

1 -Uterine sound-nall eaLir- gbz:cd L .lo, ... 20.00 

1 - Endometrial biopsy curctto ... ... ... 100.00 

1 ""Endocervical biopsy curettc ... ... ... 100.00 

1 - Cervical biopsy forceps .. ... ... 100.00 
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1 - Single tooth tenaculum ... ... .. $ 35.00 

1 - Ring forceps ... ... ... ... 20.0 

1 - Forceps holder ... ... ... ... 10.00
 

1 -	 Instrument pan, small ... ... ... 18.00 

2 - Bowls, large, stainless steel ... ... 35.00 

Insufflation canula ...1 - ... ... 30.00 

3 - Acorns for cannula ... ... ... ... 7.00 

2 - Key skin biopsy punches, 6 mm ... ... 30.00 

24 	- Vaginal Specula, assorted .. ... 220.00 

$ 9,123.50 

D. 	 BASIC RESEARCH KIT - KhTIONAL LEVEL 

1 -Basic research kit-provincial level $ 9,123.50 

1 - Hormone laboratory-Radioimmunoassay ... 14,000.00 

$23,123.50
 

E. FUNCTIONS OF THE BASIC KITS 

RC1I.Kit 

This kit will allow personnel to perform basic prenatal procedures:
 

history, physical, blood urine, stool examinations.
 

Obstetric and Gynocological kit
 

Screening for infertility, anemia, u'ii:ry trai.t infections, gonorrhea
 

control, intestinal parasites and ncorlcmtns.
 

Infertility; Cervical mucus fcr furnlng, spcrmatazoa spinn­

barkeit, endomctrial biopsy, tubal insufflation.
 

Neoplasm; Pap smears, biopsies of cervix and/or endocervix 

Infections" Smears and microscopic examinations of material 
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iv.-

BASIC RESEARC. KIT Provincial Level 

High risk problems and further evaluation of patients during treat­

ment, 

Infertility: Laparoscopy, Hysterosalpingogram, Tuboplasty 

Neoplasms: Colposcopy and directed biopsies, endocervical 

biopsies, conization and hysterectomies, cryosurgery
 

Infections: Culturing capabilities including sensitivities
 

Anemias: Microscopic examination of the blood and bonemarrow,
 

hemoglobin electrophoresis.
 

BASIC PESEARCH .IT: National level
 

Hormonal evaluation will be added to the aforementioned studies.
 

17DICATIONS 

Penicillin - complete dose for gonorrhea ... ... $ 119.000.00 

In a population of 25,000, the risk
 
group will be 17,00" and the target
 
group will be 25%: (4,25C x 7 -29,750
 
at $ 2/dose x 2)
 

Tetracycline - complete dose for gonorrhea ... 30.000.00 
This will be for those with resistant 
disease and allergies to penicillin 

Clomiphene sulfate ... ... ... ... 500.00 

Iron - FeSO 4 ... ... ... 25,000.00 

Folic Acid ... ... . ... 12,500.00 

Chloroquine ... ... ... ... 25,000.00 

Contraceptives ... ... ... ... 2,500.00 

Germacides for instruments ... 1,000.00 

Other ... ... ... ... 4,500.00 

220,000.00 
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Appendix II' Topics to "e Considered in Developing Curriculum Objectives 

For Training and Refresher Courseo
 

1. 	Varying cultural definitions of mate'nal health problems 

a. 	Hultiparity, fertility, infertility , high risk pregnancies
 

b. 	 Intervals between onset of sexual relationo and pregnancies 

c. 	Spacing of children for personal, family and health reasons
 

2. 	Regional and ethnical variation in health problems
 

a. 	Infertility and subfertility relative importance of causes and
 

vectors
 

b. 	Methods of dealine with unwanted pregnancies
 

c. 	Differences in health services: facilities, manpover
 

3. 	Project administration 

a. 	Adjustment to indivudual conditions of each province
 

b. 	integration with other programs and research projects
 

c. 	New areas of research
 

d. 	Adjustment to evolution of a national health policy
 

e. 	Integration of different levels of health services, and different
 

levels of health personnel,
 

4. 	Diagnosis
 

a. 	Evaluation of current methods
 

b. 	Introduction of new diagnostic systems such As a new self-contained
 

laparoscope, colposcope, horional assays 

c. 	Establishment of gonorrhea diarnostic centers or mobile teams to 

support existing facilities to chart incidence, resistance and 
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treatment results
 

d. Function and needs of laboratories
 

5. Prophylaxis
 

a. Identification of organisms
 

b. Identification of reservoirs
 

c. Identification of vectors
 

d. Methods of control
 

6. Treatment
 

a. Evaluation of current methods
 

b. Problems in continuity of treatment
 

c. Cost and effectiveness
 

d. !ew formo 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: 

1I 

r 

A 10 

%JJ 

010l~............
..
.... 




1 this explanation,wl 1. be explained. FollowingFirst the conceptual model 

this model.
 
will be described as it relates to 
the pro.ject 

b. THE CONCEPTUAL MODEL 

The area ofactivities.
Each circle represents a domain of health 

circles representscf two adjacentthc tntersectionthe circles enclosed by 

The boundaries that
 
complementary aspects of both domains 

of activity. 


triangular portion of this basic health 
activities,
 

enclose the centra] 


The
 
represent the outcomes of each complementary 

set of services. 


ahealth, which isrepreasents maternal
central triangular re~iot 

of the three pairs of complementary
result of the combined outcomes 

services.
 

of obstetrical
Thus if one begins with the intersection and 

gynecological activities and preventive 
medicine activities, one observes 

in _ach area which complement each other are MCH 
that the services 

risk pregnancy manage­
aare in the case of preventive medicine, 

and high 

outcome 
the of ohstetrical gynecological ,services. The 

ment in case 

appropriate medical supervision,
 
of these two complementary sp--rvices i 


during the a nte -partum, intrapartum and postpartum

for the women 

phases of partruition.
 

If we turn to the intersection of preventive 
medicine and health
 

communicable
 
Ei.nd that the two complementary services 

are 

education, we 


The outcome of these two
health education.
disease control and family 


fitngs women.
,ervices is physical ot 

educat:ion and obstetical andof healthto the intvrsr-cticnProceding 

are child spacing
that the two complementary services

gynecology, one sees 
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nd ,-ontrnl of primary and secondary infertility problems. The outcome 

,Of tilt-o two -:rvi.r'4.. Is a hiri h dos ired by both parcnt,'. 

Using this conceptual model, we have identified the principal 

factors that lead to good maternal heaLth. For the purposes of program 

permits its to identify I) the most appropriatedevelopment, this model 

needed to arhi c the goal of maternal:nrvcno; areas In which innuts are 

health, and, 2) the relationship of these inputs to that goal, through 

the desired outcomes of each service. 

C.THE PROJECT IN RELATTON TO THE CONCEPTUAL MODEL 

This project will be concerned with each o' the three main areas of 

health service outcromes by prevldLng inpnts into each of the complementary 

Se:; of sicrv[,:,'.. ',1,t, pro]vrt wtlI huvo as i oit'h1 o] .tv the support and 

development of the si:c services identified in the model. It will attempt 

to determine the appropriate constituents of each service area for the 

different regions of Cameroon, Vis-a-vis the epidemilogical and social, 

causes of the health nrobleis oF women of child bearing ages, and the 

deal with these problems. The projectavailab.e resources in each area to 

achieve the outcomes necessarywill support each service area in order to 

for the protection of maternal hlealth.
 

1) To promote the possibilities oL providing adequate medical super­

vision.,equipment, pharmaceutical and management support Trill be given
 

to MCH services to increase their capabilities in providing health care
 

for normal anterpartum, intramirtum.and postpartum women, and to
 

departmental and provincial hospitals,
obtstetric-gynecological services in 


so that women with high risk obstetric problems can be cared for safely
 

and efficiently.
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2) In order to improve the possibilities of keeping women both
 

ontering and within the child bearing ages free of disease affecting
 

conception, this program will nrovide inputs into developing active
 

communicable disease control programs, especially against gonorrhea.
 

Concurrently the project will support educational efforts that aim
 

at increasing awareness diout prol.ylaxi: ind other anpects of family 

health related to reproduction.
 

3) In order to increase the possibilities for all parents to
 

and to avoid unuanted pregnancies,a'chieve their desired number of birth 

provide innuts into facilities capable of dealingthis project will 

with problems of primary and seconda-y infertility, and of 
permitting 

when i-hev want to by using erfoctive childparents to hive children 

'ipacin g to'chi pi,;. 

D. THE MGNITUDE OF TbE PROJECT 

During the life of this project, pilot programs will be set 
up in
 

in collaborationeach of the seven provinces. The Ministry of Health 

with other participating government agencies will selects the sites. 

mortality
Selection criteria ,:ill LnclUdiu; 1) the .ncidence of maternal 


oF gonorrhea; 3) the
and morbidity; 2) Inct,lhnce and prevallece 

prelevance o( primary and secondary infertility; and, 4) the 
demand
 

Current and past data accumulated at
 for child spacing services. 


provincial and departmental hospitals will1 be analysed before 
selecting
 

the sites. As accurate complete statistics do not exist (one of the
 

it will be necessary
objectives of this project is to obtain them), 


to base the choice of sites on reasonable presumptions regarding 
the
 

severity of these health Indices.
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Each pilot prograin will servo a target population of 25,000 persons, 

or urban areas, depending on both an assessment of the
either in rural 


health problems and the ,valahbility of health services. Fch program 

will involve three MCH centers, 1 departmental hospital and one provin­

mean a total of 18 nurse and nurse midwiies,
cial hospital. This will 


per province at the MCH level; and 3-4' doctors, and 15 nurse midwives at
 

the hospital level per province. Intaddition, 6-8 personnel per pilot
 

program will be seconded from the Preventive Medicine Departments for
 

the gonorrhea control programs.
 

Thus, during the life of the project 126 nurse and nurse midwives
 

will be retcainedto provide more efficient MC7I and elmentary high risk 

care, child spacing counselling and services, a.d gonorrhea 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 pregancv and delivery management and primary and
 

secondary infertilitycase management; and 42-56 preventive medicine
 

mass control programs fordepartment pprt;onenel will le tratned in 

gonorrhea, i.e. screening, treatwent, surveillance and 
prevention; and 175
 

the family
 
persons from comn-unitv healith programs will be 

trained fr 


health education program.
 

E. PROJECT INPUTS AND WTIVITIES
 

The specific inputs into -be health.services and activities
 

are described below: 

1) The organization of health services 

The project will provide organizational and managerial input into 

the services of three technicaleach of the services areas through 

experts in health services management, public he-ilth and communicable 

- 70 ­



-6­

control, and In maternal child bealth care and education. Thesedlsease 

,
will be supplemented by other consultant throughout the life of the 

roject. These technicians will be reponsible for plaining and deve­

to the most effective utilizationloping strategies for each region as 


of the various health services relation to health conditions,and
 

available resources.
 

Following a regional survey of the extent, distribution and nature
 

of hpalth problems, and an assessment of health facilities, determination
 

1)/ 
will be made as to/the most effective allocation of services and tasks
 

and 2) 1 

in each area,/the degree of responsibility for diagnostic, therapeutic
 

and preventive measures within each health facility and by each level
 

of health worker for high rask rare primarv ind secondary fertility 

management, child spacing and communicable disease (gonorrhea) control.
 

Concurrent with efforts to develop standardized procedures to ensure
 

quality care by qualified personnel, project technicians will, consider
 

the most efficacious distribution of tasks within a framework of interre-


Jated levels of health activiLies. The following schematic diagram 

represent an organizational rodel of technical elements of the health 

These
services tinder consideration as they relate to each other. 


interrelationships will be the focus of developing management systems.
 

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

the basis for i) establishing thli iliot projects in each area, and 

b) for determining the requisite balance between the various services 

to :ich Leve the Otiretit ,,es nned f o1 , in.:tir,, mat-(rna heal th. Tlhis l IMLL,11(ft 

the principal srrvtces areas ientified in the conceptualplan reflects 

model.
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levels of 

Contact 

Research & 

Teaching 


fertiary 


Secoary 


'iitbary 


PREVENTIVE MEDICINE 
Nct: DISEASE CONTROL 

Treatment of resist-


ant cases 


3asic antqpartum care Basic Immunizations 

treatment cof anemia Malaria prophylaxis 

Normal deliveries Treatment of simple 

treatment of milaria infections-urine, 


bronchitis 

Treatment of intes-

tinal parasites 


FIGURE I
 
iIEALTH EDUCATION 

FAFILLY HEALTH HIlLD SPACING 

Continuing education to instructors for 

training and refresher courses
 

Continuing education for all workers at 

the provincial level 


Hormione manipulation 

Surgery as needed 


Continuing Lducation of the staff 


Reinforcement of teachIng atithe 

local level surgery as needed 


Waste disposal Reasons-for the 

potable water spacingt 

nutrition Methods of spacing 

hygeine (avoid abortlon) 

Utilize the health Protect against the 


facilities consequences of 

promiscuity 


OBSTETRICS & GYNECOLOGY 
FERTILITY HIGH-RISK 

Hormonal studies 	 Hormonal studies
 

Laparoscopy,'blopsy, Evaluate & follow­
treat infections, surgery up or refer to a loww .4
 

level with guidelines 0O
 
Treatment-liedical or
 
surgical I
 

* Evaluate and follow-

Treat Infection$, culture 1up or refer to upper
 
infections, tubal insufflajor level with the
 
tion, hysterosalpingograph)4uidellnes
 

Smears for gonorrhea, Initial evaluation­
trichomonas, monilia and referral to the
 

departmental level
 
Cervical mucus for:
 
sperm, ferning.spinn- Follow-up with the
 
barkeit 	 guidelines from the.
 

upper levels
 
treatment of pelvic in­

fections , including
 
gonorrhea
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2) The tre4itof : rsoIn 

both in the form of new course and refresher course willTraining 

The oblective of the trainingben an important element nC the prolect. 


courses will be a) to introduce new technology, b) sharpen existing 

skills and knowledge, c) prcpnre not: cadres of personnel or teach current 

cadres new set of taqks, and, d) to develop health care teams, so that 

service.s can 'e effectivelyt.he different areas and lcvcls of health 

coordinated. 

Short term refresher courses will he offered to physicians and 

and nurses, cr nurse-midwv.ves. The training courses will last two
 

weeks. The first week w41.l be devoted to didnctiz clinical vaterial,
 

the demonstr tion of new technology, and the organization of health
 

services and manngerent systems. 

This coi rse will stress the allocation of task in each of the 

services, the prevention of gonorheal infection, high risk pregnancy 

management, Frimary and secondary infertility management, and child 

spacing counselling and qervice. 

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

workshop 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 netv technologies under the supervision 

of technical experts and instructors.
 

rho training courses will he folLoued by inservice refresher 

activities. After the first training program, all others which are 
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FLOW SHEET AHIGH-RISK 

MC ................ F....- p wini ;UIDELINES
 

1 II 
I / 

IEFERRAL , 

I ­

1EXR7TlSPTI ----- - /--- UDLNS.11.-PW1 
POIN --


I ' I 

I / /d 

UEPAR'I14ENTAL IIOSPITAL, .... OO-P-IHeTEI 

1N[TTAL SCREENIN(G 

I -

0 t,- / ... - *-TREA5 NT-MEDICAL/,SURGICAL 
I ///#/ 

I / 
I 7 

I - , 

PROVINCIAL HOSPITAL------------- FOLLOIJLP 
INITTAIJ SCREENIN(; 

Al o Il (J jeis wltk iieattj, llvl nesdcae 

--------------- SITRiEAT! EHT-MEDICAL/SUJRGICAL 

All of the de~iveti,,s whl take plive .at the, NC!! level unless dictated 

by the guidel.ines -,L I) hy 1.he projVcC. All high-risk patients do not have 
OineralJy the following will be referred toto be delivered in ti.e hrs' JtalF. 


the hospitals: multiple cestatior, ahn,".rial presentations, third trimester "
 

bleeding, severe anemias(lgb less than 60%), Infertility cases with any othei t 

high-risk feature, active malaria, heart disease, elevated blood presgure, 

failed progress in labor for over 1-1/2 ijour. 
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organied prior ro phias,fig in "inew regional 1,lot project will serve 

as refresher ' ur'e.3 for personnel of nrcvioiln projects. The latter 

wtill. only .tt-end the firs-1 week. T h i r prosnoute Ittr Liithe i.nfit-al 

problemi oriented workshons wll makl.- it-pocsihlc to share valuable 

i'nperience and to pror...ssively discuss the project goals from a 

national perspective. 

3) Upgrading MCII and Obqtetical and Gynecological services 

It is anticipated that 21 ?Cl1centers (t.hree per region), seven 

departmental hospitals inil suv-on regional hospitals will receive basic 

equipment to enable then to ingrade -h.-.Ur servties. This equipment 
in/ 

will be sufficient to serve !':nectedincrease- Ttient loads, so that 

other services are not nn!!.:Ly a':ed. "asic drui,:wiUl be provided 

as well, and systems developed to ensutre "hat they are distributed at 

cost proportional to p,,rchasing po-.Yer of the expected clientel.
 

Cost will be adjusted for each regior.. Guidelines will be developed
 

to ensure qtandardized prescription, and records will be carefully 

kept to determine overi.lt -eds nor , it pepulation in the region 

of the pilot program.
 

As part o its managemert oblece:ives, this project will test an 

alternative to the eurren. prnblam of insufficient pharmaceutical 

supply and high medication rost.rmaking each unit self-sufficient and 

by making them responsiblh for the iranu'nmnent nf their own supplies. 

The projet wilL suuplv the health failities in each of the pilot 

area wiLh a sLart-ip '.ipn! y for ,,, year. Tn the LoJ.nwing years 

this supply will be ruluced by a ce'tain percentage of the projected 

needs. "le Droject 1hca~t' Facilitir.s will be resnonsible for buying 
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t ,-11 fie, 1 11it.df11,,. ll .It )llt . nrir IneI al lha rnh, ,,* v: I1 bII),y d r . t Iy 

from rhe Cf nf r:n t pharmnav ,0 I I, l wer I %1u,1. 1in Lts ,nke their purchases 

from the provincial pharmacy. "Medrugs will be sold at cost price. 

'ihe MOI1 phormaccutical lhtidgot ,i he utsedl as a subr-idy to make up 

the difference between the impcrt cost and cost to the clientel of 

the MCII center. ind referril hosptt.ilt,, and ro rover the adminstrative 

costs of storage and transporLation.
 

Maintenance oC eqtrn ont wll be :i second major focus in the 

management syntenis developed for the o:oJe t. Each provincial hospital 

will establish a small repair and spare-parts unit. Operating expenses 

will come from two sourcen: subsidies from the MOH equipment budget 

:ind ,node.,;r F-oq for sq r,,Icc,'. 

4) Development of Fa:mily 'lealtih Education 

The health educatLon of the project will consist of a general
 

health education nrogram to b'e carried out at the community level. 

Each pilot project will train a team of 25 health educators or animators 

who will be responsible for a) reinforcing the educational component 

of the gonorrhea prevetion nrogra-,n" b) providing basic family and 

reproductive health eduCation ro the pptlation through formal and 

informal means; and c) pronidLng counselling to parents as to the 

services available for orol.llus of primary and secondary infertility, 

unwanted pregnancies, and thild spacLng. 

The choice of health educators will be dictated by the on-going 

health education activities in the region, the principal health problems, 

and available manpouer. T'henever pcssible, efforts will be made to 

integrate family health education with other development oriented programs, 

particularly those which focus on imnroving the social and economic 
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The heal 0t te)an :ork tho stirrvision of nearbyII -t%'tic:nunder 

'WIT center personnel. Pnrt of tlic r activities ali1.! ba concerned with 

foliowing hLgh risk pre-nnt wurie.n to a,;sure attendance at designated 

1,, gh risk c i ni cs, an'! to s,.r'o :. i eal 01 e 'tension a;wents in providing 

home health care for wome:o with r p-cd'-tirtve health problems, particularly 

regarding continuity, of treatme_nt. 

The trai'iing of hea;.th educator;.' wiLI be carried out separately, 

as it is exsex-ted that M.nrc t-II,'e 41'ie .required for both the selection 

of iwplemetarinnfo:anfiat'e c.ursas. health:il t.rn ining Thie edu­

,:itors will trained at: tl-e .Mf'l centers For a periJoe of not less than 

,i month by pro!,'C t FtXaf!-... ". e in.'. oth :r ,r?.ir ations with 

rel.nteI heal th :itc1d communit'" ,lv, or)..-oe t :a1cti.viti.w 

5 ) Dev1opment of (_onorrlh a".. Pro_ra 

(-ne p -,,',r hr pv , . rmponen t F t:he pro5.ram will. 

consist of tm.grad[n) and ,xpolidfnf h Ti "Ir ,rixe',;, I, dl-rcussod above. 

The second wLi. fo,','3 on ::c oi' , tn ,f te effia.n7 public 

hcti th oric-tntod qonorrhea c(,at-,'L pr).. ramt1s Ui eni.h oF the pilot areas, 

as gonorrheo :i'i: been t'' 11,wtt' ,. r nipnl ra.:ie of primary and 

secondary infertility. 'The maior tir,ist cE this component will be 

a) public education and avareners ntcgraws and b) active screening, 

case findin;,,, a,ind :r(, tV-it 

Molile infornation ,mi ,; wi. ., crivide high intensity coverage 

oF the pilot airras. Tle.5e 'nits ,21 i.nrform the public of tle danger 
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or, inr.reiat,1 Lnft,€rion, the noci for rreaitmnt, and the availability
 

of services .11d means "oCprvr.wnt.ng ro-lnfoctiron. Theso public infor­

matlon campaiggs will. he roIrforcad by house-to-house visits and other 

informal contacts by tlh t:in,:T of hoalth cducators. A sy..tem of 

follow-up and siirveillanc! ol peope ,itridcr treatment will be developed. 

A data collection system to evaluate the rate of reinfection,, and 

incidence of gonorrheat;1.1 he initituted. 

d.ignostic FbtgikxX±HtanVTn addition, MCH cento," wil. he equlopu, witfi 

-and treatment modalities and personnel will be trained to do smears, 

wet-mounts, cultnres and treqtment of infections.
b,-'l 

These activities wll/coor'inated with health ec'ucation activities 

and counselling servicen 4ven at all health facilities involved in 

the pilot proqrams. 

6) research 

While ,direct inte-vention can bi made "n the medical problems 

and s-econdary infertility, thesurroundln- indivilual eases of primary 

formlxtion o a nat ionit health and .noptlaition policy regarding this 

demographic and social phenomenon requires more extensive research into 

its causes, distribution and conseqtuences. The expected geographical 

of this problem may lead to a mosaic of individualand ethnic variations 

policies rerlecting its regional char:cteristics and intensivities 

Hence this pioject will spport research activities in each pilot area. 

The basic research protocol will follow the model currently being 

Used by the ~()II in the East,,rn provInce, as recommended by the National 

studies will. define the epidemiologyTask Force on Tnfertility. 'hese 

Couples

of infertility and test hypotheses concerning its etiology. 

to have high ratus of infertility and couplesfrom communities prestrned 
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their fertility
will he cLa:sif.ed according, to-from con *rol onnimunLtb 

based on previons ptegnancy oitcomei. Tnfertile .ouples and a 
staLus 

' will have clinical and laborat.,ry examinations 
o a couplmssample [rtlie 

causes of infertility.to define the 

a common research 	design, using common 
definitLons and procedures
 

Thus, 


will make it possible to undertake 
n comprehensive, comp trative study
 

Tn addition the study will
 
of the infertility problem in Cameroon. 


supplement current collaborative efforts 
aimed at defining the epide­

m. 	 -gy of this problem In sub-saharan Africa. 

as needs and problems arise will be 
Tn addition, separite stidies 

a) ant.biotic resistanceof research includePossible areasundertaken. 

c) treatment of tubal occlusion,
tuberctlosis,of gonorrhea, b) 	 genital 

treatment of oligospermla, e) stitdlos )f the effects of 
d) evaluation and 


and other problems re.ated to the
 
on gonorrhen,traditional medicine 


aspects of regional programs.
and educatioT1alpreventive 
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 APPENDIX G2
 

3
Part 

it. II..(:I |ICAI, ,t I .' Tll' POTi.I' 

The ppron:laLeneba of rilis project for immec iate implementation is
 
Pxamined "rom its 
L) prrvammiug acceptibility in addressing health problems 
•' , 2) Ie isihb! ity in re,,nird tu Lhe ranpk- of servi -es which are envisioned 

Irn thenc .lro..rnns. 

Progranuni',IAcr.'gp, i:] t 

I. This project covers rie total range of reproductive problems that are
 

related to both the physical and qoclal health 
of wrin.en of child-bearing
 

age. Specificaljy, it 
 rco .nizes servi,:es dealing with primary and secondary 

intoirility n- n', of thn priti' Ipal ,'omponentq of .- health delivery system
 

aimed at protu,:tJng mLtoral health. 
 This is a particularly important ser­

vice for Africa where infertility is Increasingly being recognized as a
 

major health problem.
 

Although the t-,r nature of the problem has not yet been fully evaluated,
 

several studie-, .tqugr,,t tl'at Afr-4con r. tintrlec 
 have ;4n abnortally high
 

percentage of infertile , ruples, somut imes twice 
 that of couples in Europe
 
or Nort America. Rvo'en. tcork by Afrfvan 
gynerolgi ts in Kenya, Zaire,
 

Tanzania and Cameroon 
 is 1'eginning to reveal the full extent of this patho­

physiological 
 and social prblem. Tl-ev urge the immediate development of 

]ealth services to deal ,:Ith pr(:brms of se..tia]lv transmissable diseases, 

mainly gonorrhea, which Is ':garded, by many as the principal cause of 

infertility in Africa. lhe3y also rdvr:catc developing diagnostic and treatment 

centers which provide appropr'ate car.. and counselling for parents who would 

otherwise be likely to su.ftfr enurmcus expense and psychological (and sometimes 

physical orauals In seeking 1 cure tor their infertlity probleq. Some 



doctors are convinced that enl, the tip of the iceberg has been revealed and 

th it infertility arid relate,! fertlity wastage rcpresent a significant human 

rank high among the priorities of national developmentproblem that shouJd 

planning.
 

The problem of infertility is also evident in Cameroon. A WHO study, in 1974, 

of the Eastern province 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 16% and that the level of secondary infertility
 

(i.e., the woman has previously conceived biit is subsequently unable to con­

ceive) was 26%, "which is high for an area where birth controls as such are 

The study found a definite correlation
not practiced" (!-11O, Falaha, 1975). 


between infertility and gonorrhea, as well as a possible relatfonship between
 

i[nfortillity and thyroid gland d,'fiL: t'. Among the principal facts to 

emerge was that infertLlity was accompanied by considerable emotional anguish 

for women. Dcctors in many areas of Cameroon confirm the large number of 

women seeking treatment for infertility. Although causes are often psycholog­

ical, or a function of partlculnr ctilturaJ rencept of fertility expectations, 

it is recognized that there is a problem, which may be even greater than
 

supposed. Moreover, while many prob able rauses exist (ovarian, tubal and 

cervical) the genv.ral consenswmis Is that 'he most common cause of infertility 

is tubal occulusion due to pelvic infection, mainly gonorrhea.
 

2. e second feature whicb makes this project appropriate for Africa and
 

Cameroon is the inclusion of the concept of child spacing within the overall
Ir, 

context of maternal health and :is a part of general program enabling parents 

to achieve desired family si7e. Child spacing has traditionally been a 
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normal practice in African culture, often supported by prohibition against
 

cohabitation for a period 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 trnditional supports for
 

abstention 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 focused attention on
 

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

has been formed to investigate its extent.
 

As it has also been recognized that infant mortality often resuhts from 

the physical condition of mothers who have been weakened by venereal disease,
 

overwork and other deleterious 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 spacing program
 

would, therefore, he acceptable in the light oC the total health and social
 

environment of the Cameroonian women. TIL' L.'- 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 achieving 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 aimed
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uf care Ls c::,mined. At the presont, l2er'! I; a .re of trained ohi:tetriciar.­

grnecologist in Cameroon, who are provi-jing high risk core. 'Pairn cc-!ic..ted 

ob,- rotiL.cai and gyner.ological problms are !lso managed by General procticicers 

and irgeions in prcvincial hospitn1s. 'M.,c medical school is grnduatinu 

ap.:rn.:imately 25 physicians :nnually, -T11 a: being postcd in rural anJ 

urban health facilities In the provinces, so ihat the cadre of qualified 

personnel ill increase by more than ICO during the life of this project. 

Xn addi~ion, the medical schol plans t0 -Cro n indL ecnalittrain 


obstetrics and gynecology fr current general practitionero, iz rc-rd
 

to which, the training component of this project is v1-e'..ed as a pqssible
 

preliminary input.
 

The clinical work of these physicians also includes rany procedures related 

to prfiay- and secondary infertility including diagnosis and treatmen: of 

pelvic infections, ev:luation of selen, evaluation of tha tub,11 factor 

(insufflation and hysterosalpingogzram), treatment of tubal Zactor 

(hydroinsufflation and tuboplas:y) , and treo-tmernz of . os,--... f::-tere 

and amino acids). T e prnceduzes are beiog car ie, '=i. dc.,:_i- :iinicien 

ancillary technical services, such as laboratory and :-ray fac_._Ii eo.
 

The existence of trained cadre already providing those services, serves as
 

a basis of devloping prinary and secondary fertility management program
 

as part of integrated maternal health activities. Existing services can be 

substantially improved by he introducing simple technological and prodedural 

advances and by standardizing diagnostic and treatment tchniques. Ti,:ze
 

inputs will enhance the safety and prognosis of the procedures, as w-cll as
 

provide means of dealing with the expected increase of other rypes of
 

gynecological problems that larger case loads of patients seeking trentzcnt
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The technological inputs Lnclude 1) n neCw :ind inexpensiVe "self-contain,.d" 

laparoscope, ii) colposcope and iii) cryosurgical equipment. 

i) Laparco~pe 

The new la-aroscope is reduced in size and handling ease. The 1_ h n -rc-a 

Ls Iiteyoper.ited, whichi solves the To),:er PrOD"XII. The( teclaniciv c'* 

"di:ect-vision-entry" will allow for the use of filtered room air, eli na.tr, 

the need for carbon dioxide with tts problems of supply and physiolozical 

complications. The "direct-vision-entry" uill also eliminnte the cc14caticnq 

and] rior s nrisnsin frcm current !nvasfve. ._o',t e tJch-.>oce. ._er 

brief course in its use, this instrument can be ntilized safely and :..._,. 

at the )rovincial level. It, use will result in reduction or r•---.7 

for gynecological evaluntlcn. Pnother important fea-ure is LS't tis ir U 

ment provides a meens of performing tuba! ligation for a pa:i n', " 

medical problems or who wislies to avoid unanted pregnancies after attailn-ng 

her desired family size. 

ii"' Cob-eCole 

This *tnst.iiment will be used to manage the growing nmber of £sneCC.o)iZai 

Maliinancies which are e::pected tc b --0df. rycmen u-, :Lie ai. 

services. Part of the Improvement in naternal health w4ll re.u1l frci 

screening women for neoplasms. The calposcope is ai-ned primarily at cervical
 

cancer; -lit can also be used to evaluate lesions of the vagina, '1tva Cn-1 

oral cavity. It. allows for directed biopsies and the evaluation o- l.oc.s 

which cannot be evaluated by direct vision. Mo:e over, laarly diagnosIs 

and treatment of neoplasr.will preserve fertility. This instrunnt ;:71l, 
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2. 	 Ex'.:it-in.- modeir a~rid/:.- r,-L it-c:;1S fo,: i t d m r: -2.z: :, " 

*,'Incation, '7:D. control1, and resea.recb 

T ot:her as !t: %hit.li vltt'rjrt l: - : tc .i., 	 :C;-±123­' 

C~ Id :~r.zI2ra d~'Y Th -!hi eIf I: ,r-.. S-	 ... 

o-f 	 reseatrch projec~ts t~o dnterwine '-he enu.:;c- of _.erttj; 

-I) 	 ThLe iliic nrovicllr'.; I-gh-fkc:'eit ELJsacnrdfi1:.; 

s:'~c~ In o~eaiIn m(oun.!dc, ncE 1272.::z c2.in- iL-- 'ez 

S -,~Cll Crn tucz. ilr e avc", 	 a: !)(i'.s 1_-r::1K11O Cltn 

chi-ld-spacips assistanlce to women %*:ho wish to avoiLd urnnted 

Obstetridian/gynecologists dingrtose and attem~pt to treat cases of pz:rmnry 

and secondary infertility in both imoen and hushbm-As. Trh:ts cI ~c hi,­

dcinonstratee, on the one hLad, the f1easibili.' of establl-Ihirz- nuch :m 

!er',izs, and on the other, the~ emterg-,n, demand in hp o o fo: 

CCn1Drehensi-:e rtatomai care faciliiZes;. 
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!7Ib ) i'MT-t tjh n: r~.in;.za C.f;71-

-- t' . . L.a . L.a.rn I ii.13. to s'. tI, i 1: 

-:-,nn: of Infe2~tility ':~bmItscau-3es, and r.'hct!-cr i:11 ry-"J*_',b 

ro17,cis from progrnC7 wasta'i', a k-rh h rai'r31,toi1,:- a 

In.1t.n34,?r- : 

d) GAtnra hea'lt h and ' .0'L-n1~ 

VD.'Lncw7"(;:2 %anbecrre 7..-ir r -:,)2 t-mn,,r -*L;. T~~~ 

7enl':41 4,1 ~~ -1 O I:. U, 1;~~ -: -, 2.L -07 

villa- !Ymo who:n cas becom~e .2 mnv leaes' 4miprotr.- .' 

wr-lfarrq. SeverZal T.S. voluntary .agencies (CARE, CRS for c~~~e 

ir- s o rtin, similar health and corvit!unity de',.,elornmnr orionted 

e'ii,,-cation orojects uinder the auspices of the ZMN- and llinist-y o 

A',rtcltura. Thv's n cadre of healrci e:;tcension a--nts wor*,-'*n, a't 

the conm-mnity level eithc-r eW: or ,.7il1 he fori.d in m~ost rodorz 
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serve modet3, and their workersof the country. lhese programs can as 

as risoures "In realizing the objectives nf the health education 

activiti.3 of this project. 

ALTERNATI'P7 APPpnACTTFS 

placeAs a result of thesa considerations, it is netcessary to 

health within the conte:xt of overallthe problems of reproductive 

as child

maternal health. A progrnm with only a singla focus, such 

7e a.rth2 rc.prcuctivc-..pa, ncg, o.culd not be C....her a, 


to region. In c.he case of Cameroon,
differ considerably from re,ion 

the need for child s-pncing Is ine:tricably related to the problc­

-nd both are only one aspect
of primary and secondary infertility, 

of the necessary configuration of sirvices to protect the health 

of women of child bearing age. '5ilarly, since maternal health 

regional variation in kind anddegree, the appro­
problems e-,diibit 

only be selected by testing what 
.riate programming package can 


rtegion. .h'is any project

composition of services is nee<ed for each 

o r c, l 
. ... .... oF 

:ero .....
.1;hich e.mnhasized the d ,.... -ly one partizulir %t~ch 

would not be effective as child spacing, or infertility control, etc., 


in itself, nor universally applicable given the social 
and epide­

miological variations in maternal and reproductive 
health problems'
 

in Cameroon. 
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CONCLUSIONS BASED ON THE TECHNICAL ANALYSIS
 

This analysis has considered the feasibility oi 
this project
 

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

addressin$ the entire range
of reproductive health from a program 


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

roonian health services to manage the development 
of such programs.
 

In view of the above analysis the following conclusions 
are drawn
 

to current the appropriateness and viability 
of this project:
 

as 


long term objectives
1) it accords with the government' s 


of improving maternal and child health.
 

2) it supports the government's objective 
of developing popu­

tion policies to meet the reproductive situation 
in each of
 

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

3) ;t coincides with ihe'Ministry of Health level 
of technical 

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

coordinative and management skills, to carry out multiple
 

pilot projlocts Lniddressing the ForimiltIOn of regional 

and, ultimately national, population policies.
 

IACT
ENVIRONMENTAL 


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

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

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


maternal health program strategies, the ultimate environmental impact will
 

since maternal health andupon 
of these strategies. However,

depend/the consequences 



the question of reproduction are viewed as integral concerns% it
 

is expected that environmental problems resulting from any impact 

improvements in maternal health will have on the various ecological
 

systems will be considered in the process of elaborating the health
 

service strategies. 
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PART IV IMPLEMENTATION PLANING
 

A. ADMINISTRATIVE ARRANGEMENTS 

Overview
 

assume primary administrativeThe Minister of Health of Cameroon will 

The Minister of Health will delegateresponsibility for this project. 


responsibility for the execution of the project to a special Project
 

Director,who will work in conjunction with appropriate department
 

and services of the MOH which will include but not be limited to 
the
 

Directorate of Hospitals, Directorate of Preventive Medicine and 
Central
 

The Project Director will coordinate the overall implemen-Pharmacy. 

rovincial health officers and counter­tation of the project through the . . 1. 

In order to provide for a broad spectrum of inter­part departments. 

0 

technical input and support for the execution of the project,
sectora 


The Project
and intersectoral advisory committee will be established. 


Director will be responsible .,fW' 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
 

The AID
 counterparts to the Project Director and his support staff. 


sponsored technicians will be provided through a contract with a 
U.S.
 

based university or ether contract institution, or through personnel
 

The contract timam will be responsible to AID forservice contract. 


technical inputs into the project and will report directly to their
 

counterparts needs.
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B. 	SPECIFIC PROJECT ADMINISTRATIVE RESPONSIBILITIES
 

Minister of Health
 

The Minister of Health or his designated representative will
 

assume overall responsibility for establishing policiesi regarding
 

project activity. The specific responsibilities include:
 

1. 	 Assuring the coordination and liaison among project participants,, 

'including other Cameroonian Ministries.
 

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. 	Negotiating Project Agreemes with relevant participants.
 

5. 	Arranging for periodic MOH Project Progress Reports.
 

Coordinating Committee 

The Coordinating Committee will have the principal responsibility
 

of advising the'MOH on intersec'toral cooperation in 'this project. This
 

coordinating committee,.throughlits president, a representative of the
 

MOH, reports directly 'to the, Minister,o ' Health. The specific.,, 'respon­

sibilities include:, 

1. Meeting periodically to identify areas of intersectoral support.,
 

2, Recommendating means of providing intersectoral support to
 

pilot projects. 

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. 
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6. 	 Organize sub-comittees as needed for the project. 

Project Director 

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 

staff. The specific responsibilities include:
 

1. Supervising the implementation of the Maternal Health project 

activities in manner consistant with policies established by
 

the Minister of Health.
 

2. Providing leadership to the project staff in planning, designing,
 

and evaluating project activities.
 

3. 	Assuring that required MOR administrative procedures are followed.
 

4. 	 Providing administrative liason between the Maternal Health: 

project and the existing administrative structure in the pilot
 
.4. 

zones.
 

5. 	Assuring that required MOH project records are maintained and
 

that needed project reports are prepared.
 

6. 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 ihree
 

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

of Health and USAID. As counterpart of the Project Dire.tor, 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:
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1. 	Assisting the Project Director with the planning, design,
 

evaluation of project activities.
 

2. 	Implementing project activities in accordance with policies
 

established by the Minister of Health and the Coordinatig
 

Committee.
 

3. 	Contributing substantial technical expertise to the teaching
 

and research activities of the project.
 

4. 	Providing supervision and administrative support to other
 

project technicians.
 

5. 	Providing liaison between the contracting organization and
 

the project.
 

6. 	Preparing necessary projece reports including those.documents
 

required as part of the AID contract process.
 

7. 	Assisting the Project Director with liaison activities regarding
 

the Coordinating Committee, by serving as the non-voting
 

committee executive director.
 

U.S. Contract Institution
 

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

assume administrative responsibility for the logistic and support of
 

the AID-sponsored technicians staff and related project training
 

activities., The specific responsibilities include:
 

1. 	Recruiting, selection, and dismissal of project technician staff.
 

2. 	Providing logistical and technical backstopping for the technician staff
 

3. 	Providing short-term technical assistance to the project when required.
 

4. 	Handling the logistical support for participant training activities
 

including payment of travel, per dimm and tuition.
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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 MOE personnel.
 

However, multiple technical and personnel inputs will be forthcoming
 

in order to make maximum use of all available personnel and facflities
 

at all levels of the project implementation. The MOH is in the process
 

of demonstrating its capacity to manage programs with mdltifceted
 

inputs in the Practical Training in Health Education ProJect as well
 

as its ability to promote intersectoral coordination in the Implemen­

tation of health programs.' OtheT secto rs as well, such as Social
 

Affairs, Education and Agriculture, 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 this poject
 

is the capability of the U.S. institution selected to provide the project
 

technicians. The demonstration of management skills in the management
 

or implementation of international health programs in developing
 

countries will be an essential criteria in their selection. In view of
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the numerous appronches entering Into the design of effective health
 

delivery service, it is 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 pr6ject.
 

D. AID.INVOLVEMENT
 

Additional AID staff commitments will not be required to complete
 

the organizatlonn1 qtructure required for the Implementation of this
 

project. (see figure 1).
 

PROJECT ORGANOGRAME
 

(Figure 1)
 

MINISTER OF HEALTH
 

INTERSECTORAL COORDINATING _ _ COORDINATING CONMhITEE 
COMMITTEE 

PROJECT .DIRECTOR
 

: TECHNICAL ASSISTANCE
 

PROVINCIAL HEALTH OFFICE 

CDMP OFFICER DIRECTOR OF HOSPITALS
 

: PROVINCIAL HOSPITAL OB/GYN.HEAD
 

DEPARTMENTAL HOSPITAL G.P. OR OB/GYN
 
VD CONTROL PMI STAFF SPECIALIST
 
OFFICER
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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 Assistance Team
 

A. 	General
 

The Chief of the Technical Assistance team with in the organizational
 

and management structure of tre project has been described in the previous
 

section. In general, the Chief of Technical Assistance team will be
 

responsible for the overall management of technical inputs in the clini­

cal, preventive add educational components of the project.
 

B. 	Specific
 

The Chief of Technical Assistance team will be the senior technician
 

and 	 counterpart to the Project Director. As senior technician, the 

Chief of Party will work within-'the framework of the organizational
 

structure established for the administration of the project. Technical
 

responsibilities will -include designing and evaluating management systems
 

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, imple­

menting ane evaluating delivery of integrated health education, OG/GYN
 

and 	preventive medical service for the target population 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. 	Provide.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 experience, related
 

to the planning, implementation and development of maternal child health
 

services in international health programs. Additional.skil.s in planning,
 

Verbal
supervising and evaluating research programs are necessary. 


fluency in French at a minimum Foreign Service Institute level of 3 and
 

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

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 HEALTH NURSE-MIDWIFE
 

A. General
 

This pcoject technician working under the supervision of the Chief of
 

Party and in cooperation with a Cameroonian counterpart, will be responsible
 

for upgrading MCH and high-risk services, training health educators and
 

integrating all health educational components at the community level.
 

- 98 ­



B. 	Specific
 

1. 	Responsible for design and evaluation of education curriculum
 

for health educators.
 

2. 	Provide direct teaching assistance in training programs for
 

health educators.
 

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

services.
 

4. 	Assist the Chief of Party in the management and organization
 

of the integrated preventive, curative and educational components
 

of the project.
 

5. 	Provide direct assistance in setting up management systems for
 

logistic and administrative requirements of the health services.
 

6. 	Prepare necessary project reports when required.
 

7. 	Provide other related program assistance as requireda.
 

C. 	Qualifications
 

The candidate should have a 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 pregnancies 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 will.,be
 

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 evaluation of control programs in
 

conjunction with other project components.
 

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

3. 	Provide direct assistance in program implementation including data
 

gathering analysis and reporting.
 

4. Assist the Chief of Party with overall program planning, evaluation
 

and research activities.
 

5. 	Provide necesnary project reports when rnqtired.
 

6. 	Provide other related program assistance as required.
 

C. 	Qualifications
 

The candidate should have an MPH in epidemiology with experience in
 

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 desirsable. Verbal fluency
 

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

A. 	General
 

The OB/GYN specialist will be responsible for teaching new techniques
 

and introducing new technology to Camereonian counterparts. This
 

technician will be responsible for planning and evaluating shoft term
 

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 experence in developing countries and possess
 

a verbal fluency in French at a Foreign Service Institute Vevel 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 technician will be responsible to the Chief 

of Party and will work in collaboration with other project technicians 

and their counterparts. 

B. 	Qualifications
 

The laboratory technician should be a U.S. Certified 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 evaluation of provnal 

activities. 
This technicial will be responsible to the Chief of Party.
 

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

B. 	Qualifications
 

This technician should have an MPH in biostatistics or epidemiology,
 

with some experience in developing information systems for health service's
 

management and evaluation in developing countries. 
This technician should
 

have a verbal fluency in French at a 
minimum Foreign Service Institute
 

level of 3.
 

EPIDEMILOGIST/AlTHROPOLOGIST
 

A. 	1 neral
 

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 their counterparts.
 

B. 	Qualifications
 

These technicians should have at least a 
Masters level degree in their
 

respective fields, with experience in carrying out research programs in
 

developing countries. These technicians should have verbal fluency 
L
 

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 this 

The AID technical assistance
figure 1 (organograme).project as outlined in 

an American 
input will be provided primarily through contract with 

or a privateschool of public healtha universityinstitution such as 

Additional project input will be 
provided by other participants 

contractor. 

through the Coordinating Committee 
established by the Ministry of Health
 

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 training
 

It is essential that
 
expenses, such as travel, per diem ind 

tuition. 


the project be managed by one institution 
with full agreement and
 

commitment to work within the organization 
structure already developed"
 

for the project.
 

The roles of each of the,.pincipal project 
participants can be
 

follows:
summarized as 


Overall project direction and the provision 
of
 

MINISTRY OF HEALTH: 

Ministry of Health personnel for training. 

AID: Primary resource for long and short 
term technical assistance. 

Technical assistance for ministry related 
OTHER MINISTRIES OF CAMEROON: 


aspect of the project.
 

A more detailed description of each participant's 
role has been included
 

in the project description.
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Part 4
 
C. 	EVALUATION
 

INTRtODUCTION
 

The 	principal objective of this project is to test combinations
 

of various health services In each region of the country so that effec­

tive-cost conscious strategies can be developed which will reflect the
 

particular configuration of health problems and available resources of
 

each region. O the basis of this objective the evaluation methodology 

will have to measure several parameters.
 

1. The effectiveness of inputs iz 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 ba
 

developed as the project is cvried out. However, by referring to the
 

conceptual model which underlies the development of this projectit 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 maternal health can be implicitly, 

deduced by measuring the concerned 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. 
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at the secvices. (Incidently, this will be a tbst of the record system
 

developed).
 

Although it can be argued that in reality each of the designated
 

outcomes is a result of the influence of all health services and
 

other socLal and economic factors not included in the model, this 

should not have too substantive effect for this evaluation, since
 

the objective is 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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INbICATORS FOR OUTCOME
 

The following are the suggested indications for outcomes of
 

each pair of complementary services.
 

I. Appropriate Medical Supervisiom
 

1. The increase in utilization as a function of upgrading MCH services.
 

2. The ability to manage high risk problems at the MCH level as
 

a function of guidelines.
 

3. Success in screening cases that must be managed at the depart­

mental or provincial levels as a function of improving the levelsd
 

4. The number of patients removed from the high risk category as
 

a function of improving thenlevels of care.
 

5. Decreased perinatal mortality among the high risk ddliveries.
 
V 

6. Decreased maternal mortality among high risk deliveries.
 

I. Desired Birth3
 

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 exceeding
 

desired family size as a function of family health educaiioi.
 

5. Fewer number of patients with infertility secondary to pelvic
 

infection in patients 15 and under.
 

6. The number of positive therapeutic results after 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. 
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III. Physical Fitness
 

1. Increasing number of women visiting for gonorrheal infections;
 

2. Decreasing reinfection rate as a function of information
 

awareness campaigns.
 

3. Women who have gonorrhea with the first pregnancy do-not 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 will enable decisions to be made regarding the most effective 

balance in these services in relation to the total objective of
 

insuring maternal health. 

It is important to underline that the function of this project is to
 

identify the most effective inputs the Ministry of Health can make.,
 

as to services needed for the protection of maternal health and the health of.
 

women of child bearing age ii general, with the realization that
 

multiple inputs from all the developmental sectors are required to
 

actually achieve satisfactory maternal health.
 

BASE LINE DATA 

Since a precise quantifiable evaluation will be sought, itwill be 

necessary to have adequate baseline data prior to commencing the' 
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project. 
 This data will have to include I)anassessment of the current level of
 

utilization and services provided by each of the health facilities 

to be involved in the various regional projects andIasic 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 studies of health and reproductive performance
 

to supplement available statistics. In addition, it is expected 

that each pilot program will be preceeded by the Ministry of Health
 

research program on the epidemiology and etiology of infertility.
 

Since these research projects provide for the collection of basic
 

demographic and clinical data, they will provide major input into
 

the development of baseline information.
 

In addition to the evaluation of the health services as 
they directly
 

relate 
to their associated outcomes, other administrative and mana­

gement aspects related to the development 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. Internal 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 rollaboration with the other participants. Other AID
 



- 109 ­

-4­

evaluations will be consistant with AID policy.
 

Part of the evaluation process will consist of monthly and quarterly
 

progress reports which will be 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 project activities,
 

the up-to-date inputs, the problems, proposed solutions and anticipated
 

activities during the following reporting period. The quarterly progress
 

report will summarize and analyze the mnnthly reports and, in addition,
 

provide a full financial summary.
 

The progress reports will focus =n 
 1) the development an4 implementation
 

of the training courses, 
 2) the success with which new technology is
 

introduced and subsequently employed, 3) the management inn6vations in
 

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

are
t4 on of MCI centers and hospltals.after thry/ equipped and supplied with 

drugs, 5) activities of healtif'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 their 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 is recognize that many of the ab6ve 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 similarly
 

evaluated. One indicator of effective task performance at the desi­

gnated service level will be the number of inservice refreaher 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, activ1ties following training, i.e. the number
 

of formal and informal contact,duration of perseverance, number of
 
for 

women referred to MCH centers/ high risk care, infertility mana­
and child spacing,


gemeat/ 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 treatments, propor­

tion of reLnfections, popular acceptance of the service, public awareness
 

of the danger of VD and ways of preventing gonorrhea.
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EVALUATION OF PROJECT COSTS
 

Since one of the elements in determining the most effective regional
 
and the operational requirements for a
 

strategies in protecting maternal healtb/will be the cost effectiveness
 
national health and population program
 

of the various project activities, it is essential that the evdluation
 

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 development 

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, namely, appropriate medical supervision, 

physical fitness and desired birth, as they relate to the 

protection of maternal health. It will be necessary to insure consis­

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

sustain valid conclusions.
 

D. CONDITIONS, COVENANTS AND NEGOTIATING 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.
 

- ill ­


