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SUMMARY OF RECOMMENDATIONS 

Village Community Organization and Development 

1. Commit teo Days 3hould be continued in the Mefou and Kadey as well as 
introduced into all other divi!Jion!:l whero village corrmittees are in­
tended to produce health-related outcome~. 

2. Evaluation Days should be continued in th~ Kadey and Mefou as well as 
introduced to all other divisions where the role of health workers is 
to become mOI't) communi ty oriented in practice and the role Of' their 
supervisors is to support the team approach to service delivery. 

3. The recruitroon t of itinerant agent!) from the ranks of nurses-aides 
should be further examine' by selcc ting individuals fro.n soveral health 
personnel cadre~ to fulfill this critical role to syslematically mon-
i tor differences in performance before r.1aking a poli('~ 

4. Nurse!3-aide!3 should, hmwver, receive basic tr~ining 11 con:munity health 
rmd c~r.C'1unl ty or3ani::a tion skilb .13 pal't of tile nurso::-aide schocl's 
curr-L:ulum, .:.;i ven tnat th1::l c<1dre of ~eJl th pcr30nnel works ::10!lt consis­
ter.tly .lt tile village 10vel. 

5. Village com.'TlitteO!l should not be forced to comply with a !Jet of predeter­
mined criteria for how it is to be structured and what its activitic8 aro 
to addr~s3. Floxibility in tcnn!3 of exi!3ting deci!3ion-making a.'1d leader­
ship patterns, competing prioritifJ!) from har'le!3t, and multi-othnicity 
must bo ':on!3idered in community or'ganization work. 

6. Other "pilot" he:1lth center!) in additional divi!3ions should be estab­
lished to continue the steady and sY3tematic exten!Jion of corranunity 
oriented primary health care rather than a t'ratrlentary and superficial 
attempt to cover an entire region or country at once. 

Training 

7. The trainers guide, developed through PTHE, should be further tested 3nd 
expanded in the field by the MOH Training <lnd Continuing Education Service 
to develup training plan!) with specific objective!] for each level of 
health per~onnel. 

8. Training of ~upervl~ory per~onnel ~uch a~ the head!] of health centers 
9hould include communi ty di..1L~O!l1s and neod!] as!Je9srnont technique!) 0:3 

:Jki 11s they than!le 1 ve!] mU!l t under!.) tand in o('dor to !Juffic ien tly :Jupport 
the re!Jpon!Jibilitie!J of outreach workors. 
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9. Diffusion of PTHE training activities should begin with health personnel 
at the ministerial service level and tilen the divisional level in the 
field to ensure greater participation in and support for redefining the 
role and responsibilities of health conter staff. 

Training In!:ili tutiO!l!1 

10. HOII !:illould conti nuc to invest in the 11efou Division Health centers to 
maintain appropriate field training !lites for students. 

11. MOIi ::ihould dc::..ii-".lto a qunlified trainer to wor!( wi th nursing schools' 
dircctors and facul tic!) to design feasiblo field training progr'£l!l'lS for 
each school. 

12. The Tl'ainillC amI Continuing Educa tion :"~()I''JicL' or lhe :·!OH :;tlould follow­
up the 3p~cific requests from the A!.Isi3tant tlursing Schools in Abong­
Mbang and :·lbal::-..lYo, OCSAC, CUSS, C!::SSI, Arm !-lWSAF, and HWAGRI for 
ter:hnicinl a!l~jbtance in or'gJ.ni:int~ ba!.ic trainin,:,; for their students. 

SChool He3l th SducJ.tion 

13. rurt:.r.f;r' ('xr.·~I'i:-,:cnt3t.ion ~llOlllJ bt..· c3rr'ied wi th the TC3cher's Guide 1n 
bOt:1 th(~ ;nl,)t ~i-:.!:;iC:I:l )r.d Qut:;:de. AII:/ Ji~tr'ibution or the Gu!.d'J 
r:JU!l t tit) ,K r: C :',rnn ied bi o!'i Cl: '.:1 t. ~ 0:: :Je ~::: :011!l • 

14. DirCu~i'Jn ')1' ·.!l'~ l"j'IE~ :1r::;0,)1 1l'~:ll'_il c:)r:ll)t)ncnt :ihollld becor..o ..1 ::-.ilJor I'e­
:lpon!Jibil i ty 01' the ,~:;t.:lbli~l:('d :·:Oli-i1I:ICOlX :~ub-comr.li~!3ion to car..,rully 
solect additlOlnl pilot ::chooLl in OU~I~r' are~l:; of thL' country whero ro­
lation!> bct'rleen thn cor:1.r.;unity rer']or.lH,l 31'C willinl!; to collaborato to 
!luppor't :Jc11001 L'Jal ttl • .!JuC:lllOn .:lcli 'Ii '.ic!.l. 

Future DC'/elop~.onl .)1' :~r!'Or't '.:.y tblJ (;l:i\C " Int"Ii':I~e ,'r'im:wy !it!J.llh Caro 
and Communl ty DeveloD~'~:1t 

15. A :Jlr'uctul'l.l eXl:.J t.:.l who:;t' pot.:ntLll t::I:1 not b':I..'n tappel.1--tl1c rural co-
opel'J. t 1 'Ie:; (::':OCOOlJEIl, CE!JAOEC, ~OC(iOI'ED 1 • By t l1e 1 r ch.1.r tcr:l they 
CinJnc.~d IO",ll r~l;r::'I\mHy proJect:; t1l1'O\!,.:l: :1 f r.ll)(l fed by (,:r)<:OIl 01' ,=offec 
:Jale!l. Cont;.!r;t:J:lt 311 lOVi~l:J, t.lllt i~:';I)()(~1,\11y d1v1:;ional 10':cl ilnd 
down, ~hou1(1 b(! mach' to er.co~lI':jF:'t· u:;o of co-op fW1J:J fOI~ cOI:tnuni ty 
lIonltl1 rr'f)Jt~et:;, :JUctl .!:l :.;tockint: '1illal-:c ph;II~:1:1Cl(,:J. 

16. Conc(!t't ( .... 1 IJ f l'tw l:J to in tI'olluco ;\ rww :1 ppr'ouc 11 :::11:) t f(Jeu ~.I 1.1',11 n! Il~ on 
tho rol e:l 01 Ult~ uprx'l' c;HJr','!.l of pl'l'!ltml1tll r j I':' t v) ~lll'!lIl~t1lPll tile 1 r 
ol'ienlcllinll and abll1 t.y to ~lllPI'()I"_ tllo wOI'kQiper,'wnrwl LJll(kr tlleir 
!JlJfK'I",i:;ioll dllt! II, .• lc!i'lit1I'!l uncll)/' U11'ir JUI'!:--d1ct1c'l1. 

17. 1'1-') :-101i t:1U:Jt p:}tlbli!!1l C.1I'f.!1~I' 111~t':1 ;tnd l11Ct'ntl'JI':1 1'0r' pIlY:llC11111:l .md 
nur!JO!J to l'l:ce!vo pubUc /:t)ulth '_ra1nl11r~ :lllCIi thal a :lltJp-bY-:lt.!p ('0-
placemtJnt of' c1 illiCJl :lpocial bt:l ClU1 occur' al till tnlni~t()I'1ul Dlv1:s10n 
Hoad lovol to on:Hlro l1ifl)1 lov"l :1UPPOI't fOl' cor:rnun1ty oriontcl1 ~H'lmary 
hoalth caro. 
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18. CUSS and CESSI should give •• rlou. con.ld.ratlon to tho •• tabllshment of 
a publlo h.alth d.gre. program to train h.alth education .p.clalists .nd 
physician. In public hoalth. 

19. Int.rm.diat. goal. snd output. intrln.ic to tho community organization 
proc ... ltU.t b. dolin'ated in future program d.,igna to .naure that 
h.alth work.r. are not und~r pre •• ur. to produc. outcOlDO' Which lack 
ba.ic commun~ty .upport, und.r.tanding, snd commitcont, 

R.commondationa to USAID 

29· 

21. 

22. 

2J , 

Primary ho4Ith cor. project d •• iana .hould .nour. a thorough Introductory 
pha80 or traininl5, so!:inar:l, and oxperlence~ tor high level MaH personnel 
with .pocial focus on tho •• individuah who will carry pri ... ry r.spon­
.Ibility .. woll o. tho .. who will play comploment ... y .upport rol •• In 
program d.v.lopmont and m"'801:Iont. CoImDunlty organizat1on and h.alth 
education principle. r.lated to prilDlry h'alth c .... mu.t b. tho c.ntral 
them,,::s. 

Subs.qu.nt to this , • pha •• d Introduction to the proj.ct approsch .hould 
b.gin at tho lower mini.ter101 levels, .uch a. Chief. of Service and be­
low, to •• tobllsh •• trong cadre of docl.lon ~ok.r. who will conctltut. 
a critical ma:., ot technical manager:s and trainers on whom future pro­
'ir'a.":1 c!o':,lop:i)On':. \1111 depend. 

Project A;rce~en~= with hoc~ cou~trlo, 5~~u14 :stipulato roqulrocont5 (or 
close coordination ot ertorte amen! all oin!strlo5 relevant to community 
dev.lop"'" t and t..alth, and thoreby ovorcomiog orpnl.at1onal prec.donco 
01' torrltorlallty and duplication of .ffort •• 

lihllo tho notion or ho.t country counterports to projoet tochnlclona i. 
a .ound moan. for onouring Intogrotion, tho d •• lgn of porticular •• rvic •• 
rath.r than individual •• hould more offoetively allow for porsonnel chong •• 
• nd tho diffu.lon of new knowlodge and compotenele •• 

24. The •• lection or pilot c.nt.r. within pilot Ire ... hould be tho focus or 
proj.et Ictivitl •• rlth.r than tho .ntlre :ona to allow for more Inlon­
.iv. work for moro precl •• monltorins. 

25. Pr.porotory training and oriontetion of mlddl. l.vel health poroonnel, 
.uch .. provincial Ind divl.lonal lovol hoalth offlcl&1o, In ncn-pilot 
oro .. to ... umo dll'fualon rol .. arter USAID rundlng c ...... hould be 
.tlpulated in tho project d •• lgn to occur 12 montho prior to tho ond or 
tochnlcal ao.l.tanc •• 

IIi 
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Ch.pt.r 1 

INTRODUCTION 

1. 1 IlAck!!!'OuM 

On October 21, 1915, • mo. tin, v ••• alled and pre.idod by tho Cameroon 
Mini.try oC Hoalth (HOH) to (inali:o the Practical Trainin, in H.alth Educ.­
tion (PnIE) Proj.ct Pnp.r. Twenty-two r.pro •• ntativ •• oC tho propo •• d donor 
.gonci •• Cor tho Proj_ct attended (HOH, USAID, UNICEF, P •• c. Cerp., WHO, 
Canadi.n Intorn.tional Dov.lopment A •• i.tanco--CIDA, Univ.r.ity C.ntor Cor 
H.alth SCi.nc •• --CUSS, and CeordiDatin, Agency Cor tho Fisht Ag.in.t End.mic 
D! •••••• in Contr.l A(rica--DCCAC). In Docember 1976, tho Cinal ver.ion 
of tho Projoct P.per va. di.tributed by tho USAIDlYacundo Chi.f of tho H.alth 
«u .. itlon, and Population OCric. U!lIPO). Th. PTHE Project Asroo""nt botwoon 
USAID and the Cev.rr~nt of tho United R.public o( Cameroon (CURC) va •• igood 
on July II, 1977. Tho Univ.r.ity of tlorth Carolina (UIIC), SChool oC Public 
H.alth'. D.partmont oC H.alth Education v .. contract.d in Juno 1918 to pro­
vido four yoar. of tochnical a •• iatonc. to tho Project, and Ciold operotion. 
b.gon in Scptoobor 197a. 

Tho I"ilIE ProJOCt roprooonted the I\'OH'. conc.r ted offort to oxpand health 
oducation Ictivitio. to tho ontiro populltion, and •• pocially the .. livln5 
in rural Ire... To accocplhh thi., the HOH n .. ded peraoM.l trai ... d at .v.ry 
l . vel, C ..... the individual viUlgo to the nltionll oorvic., who would be able 
to imploment .pecific otrotl&i" and ... thod. of holl th educ.tion vhich wore 
community ori.nt.d in focUl and dov.lopment orionted in proctic •• 

Th. PTHE ProJICt operated ••• p.rt of tho day- to-doy .ctivitio. of 
tho 1101( undor tho Divilion of Prlventive Hodiclno. 'Il',o PTHE ProjICt to ... 
Via coapo.ed oC threo UIIC prof ... ionll health education opeciallato and Woo 
HOlt cliniotorial lovel health profonionll. vho wor. boo.d in Yocundo to ini­
tilto end l:IOftitor IU Proj.et rollted letlviti .. In tho (!old. Tho PTHE t .... 
ao=b.ra \IOro: 

XOH Oirec or or Pr.',ent h. Hodlc1no 
UNC Clinical Alli.tlnt pror .. ... 
UIIC CUnlcll A •• i.tant Pror ... or 
HOH Starf Homb.r of Train!ns and 

Centinuins Educltlon !trvlc. 
~IC Ol lnlell A •• I.tont Pror ••• or 

HOlt Aulatent Chiof or Hn1th 
Edue.tlon SOrvic. 

1 

PTHe ProJ.et Director 
PTHE Chi.r or Party 
PnIE Tralnllli Tochnielan 

PnfE Counterpart ror Troinln, 
PTHE Coc=unity Orsanl:otlon 

Technician 

PTHE Counterpart Cor Coaaunlty 
Or 1\&11111 tion 
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Technical and administrative support to the PTHE field team were pro­
vided by the UNC home base team in Chapel Hill who were full-time university 
faculty and staff members. Their positions and percentage of time commit­
ment with PTHE were the following: 

Project Coordinator 20% 
Associate Project Coordinator 14% 
Assistant Project Coordinator 100% 
Administrative Officer 100% 

The four year collaboration among the MOH, USAID, and UNC has been 
described, analyzed, and docwoonted in an extensive final report written 
by UNC. This is a summary of that report prepared for the USAID Mission 
to the United Republic of Cameroon. The i.ntent of the sUIlUTlary report is 
to share the findings and recommendations resulting from the PT~E Project 
with a ~iJer audience. Reference is made to the final report more complete 
and detailed information. 

l.~ Objectives of the ?THE Project 

The ultimate ~oal of PTHE was to increase the number of health-related 
development activities identified and undertaken by rural populations. Two 
basic health educotion principles are implied in this goal statement. The 
t irst is that communi I:y people are capable and ~-lilling to find solutions to 
oroblc::ls they themselves believe to hel'Te high priority. The second principle 
is the :11:1 of !iC3lth . dllcati'Jn is to assist communities to meet the needs 
in the l1c:.tl::.hiest '.Ia'· p0!33ibl.~. 

To operationo.lize thc:::lc principles and :'0 acmeve the project goal, 
PTHE would cevelop ar.d ir.ml·;:nent a nation311y coordinated practical heal th 
education trnininp; syster wnich rC!Jponds to the n(',-is of the rural popula­
tion in the Kadey 3nd M~, u Divisions. ~or the essential barrier to the 
realiz.ation ot' improved health st.:ltus had seldom been the lack of technical 
knowled~e amon~ health workers or the cost associ.:lted with the application 
of this knowll'dr,e. P..:lther, it n.:ld rested with the problems health ~.Jorkers 
!".ad h.:lo in idcntil'J'hg t~rf(>cti '/C means for' (I) tr'ansmit ting this knowledge 
in a m03r:ingr"ll 'tlay to populations at risk, and (2) stimulating and support­
ing orgQ.:1iz.cd, inr'ol'rni~d cj ':-iz.cn action in solving community health problems. 

The Pl'ojec t would l'aiso health i!3sues wi thin a community organization 
and development. fl'alDcworl< in Hhich program outputs ,wre grafted ontv the 
!native!) nntl rlt'od~; experionc,~d by the people themselves. Citizen action, 
r:lth-:-r tlmn ini t.ic. ':i ve3 irnpo!led by external sources, was the prime source 
or chnnp;c. Thi.:) ,:lppro,1cll ',-lould requj r'c Lm understanding on the part of 
the health worker or tho VGlu~~ and belief3 of the people they ~erve, par­
ticularly a~ the:;c l'o~ate to !Jpecif'ic l1c3lth i:J!llle!J and their attitudes 
toward chall~(>. Tlwl'ot'oro, intcn:Jive [l'lll ~y~tcmi1tic in-service training 
of heal th Ho!'lwr:l in tll«! riolJ 'tIi13 r~oe(k(j to redefino their roles toward 
a more comrnunitY-0l'ientn(' Pl'ClCtico of' pr'i'n:.try h(~J.lth caro. Health personnol 
witll :.:upnr'vbirH. :lnd t:l'nining 1"):1p(m:Jibili ti'~~; 3130 needed additional train­
inp, to prov1dp til" Cl'tUC:ll :JuPI)()rt to health wc,r'kors whoso focll!] of acti­
vitio:} hrwo t.H·en r'edil'ectcti. C'~nLr'al lovd hoal\'l official[1 with deci!Jion­
I.'nkill~ (IntI policy-making rO:Jpon::Jibili tios neodod to participate in training 
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as well to coordinate and guide the direction of pre-service and in-service 
training occurring in training institutions and in the field. To accomplish 
these Project ends, a three-tiered system of training had been designed and 
implemented: 

A. THE VILLAGE LEVEL 

Village Committees--The formation of village committees as a result 
or community organization efforts. Through these commit tees, vil­
lagers prioritize felt needs, assess available resources, and find 
their own solutions. 

Primary Schools--The introduction of a health education program 
into the primary school which places emphasis on application rather 
than theory and develops in school children a sense of responsibility 
for their own health through in-service training of school teachers 
and curriculum development. 

Health Center--The training of health personnel using the team 
concept to integrate health education and health promotion into 
health ser'lice delivery. The tl·.lining of a member of the health 
center staff as Itinerant Agent to fulfill the roles of liaison 
between the health center and the villages, and of COMmunity or­
ganizer. 

Other Services--In-service training of other agency personnel 
wor!<ing tawarcs communi r.y development at the village 1(: vel , e.g., 
teachers, agricul tural ex t, ,nsion 'tlorkers, sani tarians, social 
welfare agents, etc. 

B. THE INSTIT!JTIO~~AL LEVEL 

In-service training of faculty from h~alth.training institutions 
(particularly those in Bertoua 3nd Yaounde). 

Field training for CUSS-CESSI and other health training institu­
tions s tuden ts • 

C. THE llA TIOilAL LE'!EL 

Establishrr.ent of a visual aids production center. 

r:stablishment of J. national coordinating committee composed of re­
presentatives from other ministries and collaborating agencies to 
act as an ad'/isory body to the Ministry of Health concerning the 
development of the PTHE Project. 

Provision of seminars or conferences at least once a year. 

Provision of scholarships for further training abroad in health educa­
tion. 

These three levels were integrated with one another consistently using 
central themes throughout all training activities and focusing on specific 



skills needed for the effective functioning of each level of personnel (see 
Chapter 2). All related agency workers from other ministries were included 
in PTHE training sessions to promote greater collaboration. The PTHE Project 
assumed that the community development can only be realized through the in­
tegration of all services and resources available to villagers. The MOH be­
lieved that health personnel could effectively act as initiators and coordina­
tors of this integration through the application of practical health educa­
tion strategies and methods. 

Expected PTHE Project outputs to be used as objectively verifiable in­
dicators of project achievement in the pilot areas of the Kadey and Mefou 
Districts are th~ following: 

40 itinerant agents trained and in the field with means of transporta­
tion by June 1982. 

240 village conunittees established, of which 80% are rated as "active" 
by June 1982. 

160 health ~orkers and 30 Peace Corps volunteers trained and effectively 
implemen~~ing programs of health education in 16 health centers by 
. .iune 1982. 

Training materia13 and design developed and utilized by PTHE in four 
MOH in-service training programs by June 1982. 

25 workers from other services trained, of which at least 8 utilize 
traininG to un8er:a~e s~ecific health activities by June 1982. 

2 graduatin6 classes of CUSS and CESSI will have completed field train­
ing in the PTHE sites by June 1982. 

1 graduating class of assistant nurses will have completed training in 
PTHE sites by June 1982. 

20 professors from health training institutions will have received in­
service training by June 1982. 

Teachers from 8 pilot schools will have received in-service training 
by June 1982. 

Teachers' instruction manual developed by June 1982. 

Audio-Visual Workshop constructed by December 1980.' 

Audio-visual p8rsonnel hired by December 1980, including one Peace 
Corps Volunteer, one Cameroonian audio-visual ~pecialist, and one 
Cameroonian artist. 

Management system within the Health Education Servico in place, in­
cluding procedur'es for processing request.'J and reordering supplies. 



20 health education posters/brochures printed and distributed by 
June 1982. 

These outputs are stated within the revised logical framework for the PTHE 
Project, whicr. is attached as an appendix and described in detail in the 
final report. 
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The use of the Kadey and Mefou Districts as pilot areas for the Project 
was a conscious strategy for diffusion. That is, the selection of two con­
trasting districts in terms of sociodemographic and ethnographic character .. 
is tics as well as degree of access to resources would allow for the testing 
of PTHE strategies and methods under a range of conditions. The results 
would then provide valuable information to the MOH for making decisions about 
where and how to extend PTHE activities after the life of the Proj~ct. 



Chapter 2 

GENERAL FINDINGS 

2.1 Commuity Participation and Action 

The strategies used were based on the perceptions that transmitting 
essential technical knowledge in a meaningful way to populations at risk 
and stimulating and supporting organized informed d tizen action would be 
the major challenges presented by the Projec\;. It was felt that practical 
health education strategies and methods !hould include opportunities for 
professionals to "rediscover" the theori('s of disea!Je causation held by 
village :>eople and to learn of their perception of heaHh~ its relative 
priority in their lives, and the roles they sa.1 themselves playing in 
health promotion projects. 

Community diagnosis was our essential phase in the development of 
operational plans for each village. As defined in PTHE, community diag­
nosis was as much n learning ~xperience for the professional as it was for 
the villager. In addition to the collection of informat.ion on population, 
age, number of hou3eholds, and identification of important per~c~~, the 
community diagnosi.s ·..Ias riesigned to provide the l.tinerant agent with knoVl­
ledge of patterns of ,:omrnunity coo?erc:tlon and collective action within 
the community. It was.considered essential to analyze the social struc­
tures of the vi llnge, its leader:lhi p pat tel'ns ana ne tworks of communica­
tion as well a3 the dynamics of intra-community cooperation and conflict. 
Ar. undelstanding of a village's past successe~ and failures in collective 
action · .... as enccuraged in that collecting a natural history of such events 
would often identify influential persons and provide insight into patter~s 
of cooperation and conflict. 

Thus, the community diagnosis was a particularly important m~thod 
for health workers to implement. As an unobtrusive t.echnique for under­
standing how a community functions, it was perceiv?d to be closer to the 
usual style of tran!Jmitting information and ~ould additionally have tho 
advantage of placing the ':HIage per~on in the expcr't role 3t a point of 
early contact in his/her relationship with tho health work~r. 

Conducting needs a!Jsessments as well as community diagnosis were 
considered to be on-going activities an it wan anticipated that internal 
dynamics as well as notions of health I.eeds would continually change in 
response to increased levels of technical awaroness, exporienco in problem­
solving, and availability of resourcc~. Given these differencos, it was 
as~umed that starting point~ dnd ta~ks selected by various villager~ would 
bo varied. 

6 
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According to the original strategy, needs would be determined through 
interactions among villagers and in concert with the itinerant agent, tech­
nical resource persons, and others who might nelp a village explore its 
potential for health pr~mvtion. The only constraints envisioned were that 
the task actually selected be achievable within a reasonable time frame, 
and that it be related to health. 

The development of skills ess~ntial to enhancing self-relianc~ were 
viewed as being of greater importance thnn the actual tasks selected as a 
village's first work project because eventual success of the ~odel would 
be dependent on the community's ability to organize, work cooperatively, 
define tasks, carry out objectives, use technical resources in planning, 
and mobilize broader participation. Carrying out these tasks with as high 
a degree of local autonomy as practical rather than having tasks assigned 
by staff workers was perceived as the best approach for achieving project 
'lbjectives. The village health commi tt':e or other designated village gl'OUpS 
able to carry out the tasks of technical knuwledge enhancement and who could 
conduct cooperative health related development activities would become the 
catalyst for blending the resources of the village people, health workers, 
school teachers, agricultural agents, governme~t adminjstrators, and others 
able to contribute ~o health promotion. 

Villagers, it i.nerant agents, health center staff, and otller front-line 
workers were ve~y responsive to the applicatlon of community organi7ation 
strategies in prim::lry health care. The numerous r~quests from vjllage 
leaders and health cer.t~r hcsds to :e included :n PTH~ Project activities 
during the fourth y~ar provide Jtror.g evidence for the level of enthusiasm 
generated. ~pir!~~l resul:s on the '/iabilitj of ccmmunity orga~ization 
strOitegies ar.d m.;thods for eliciting health-related cOOllnunity participation 
and action are prc~ented in Section 3.1. 

2.2 Heal th Center Stafl Development 

~Uth a heal 1,h ::erv:co :icr:linatod at the ::lini.~t.erLl level by physicians 
(clinical specialists--rat~ler than public health specialists), health centors 
in Cameroon had an orientation toward delivery of services that in important 
respects conflicted with the llotion that communities arid their "lay" leader­
~hip might have significant contributions to ~1kc to program and implementa­
tion. Olltreach workers failed to understand that in the fiold the views of 
the communities, if only for very practical purposes, need to be troated with 
at loast the same r~spect a3 those of health professionals. 

The ;Jtaff development und training task for I'TIIE was a fonnidllblo ono. 
Its !luccess would depend on con!listent, continuous toam work on the gl10und, 
with !lupporl. ,:md incontivo:) provided from the top. 

(ii) Itinerant ARent Role 

Thb is ~ho critical contral role in the community dovelopment approach 
to primary health care deliv~ry because front-line community organization 
work i:l tho direct rO!lpon.3ibility of the itinornnt agont. Expro:l!led !limply, 
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it was specified that the itinerant agent would be responsible for the set­
ting up of local "health" committees that would address the priority issues 
identified by the villagers themselves. Thus, the role requires competen­
cies firstly in the social skills of community organization; secondly, in 
the elements of health such as communicable disease control, nutrition, in­
fant care; and thirdly, in th~ ability to determine under what circumstances 
and from which available source to seek technical assistance. It also re­
quires an ability to relate and work collaboratively with front-line per­
sonnel of other ministries. As the key link between the health care delivery 
system and the community, the itinerant agent must possess: 

(1) An ability to feedback to clinical personnel at the health center, 
information concerning vill?gers beliefs, attitudes, priorities, 
even local idiom that will be of most potential use in clinical 
work in relating both with the sick and with the pregnant women 
and mothers of infants using health care services. 

(2) An equal ability to elicit from clinical personnel relevant in 
formation for use in ~ommunity organization such as the fre­
quency with which certain illnesses and conditions are diag­
nosed and in which vil!aGes. 

(3) All ability to establish D. collaborative relationship between 
the co~~unity leadership and cliniCians, by encouragi~g the 
clinicians to make the health center ~xperience particularly 
rewarding for ttis group. I:1 this ',.iJ.j, the communi ty Iflader­
'3hip ,,.ill be 3ti::lul:ited to cr.courJ,:;e ',illagcrs to usc h~alth 
service~ appr~pria:ely . 

. ~inally, the itinerant agent ~ole requires a capacity to ~ake a work 
plan that doe~ not follow the mechanical routine of giving a number of 
villages equal time as it were, but which rather invests effort where there 
is more likelibood of early I:lovement and some ~uC'cess, going later to other 
villages that might provide more resistance to accion and to change. 

(il) Health Center Role 

The first role of health cent~r staff would be to substantively enhance 
tho community organization component by conducting at ~aast crude epidemi­
ological analyse~ of intake to delineate: 

(1) Major and mont frequnn", conditions presented for trentmont and 
in which village~ ~J(:riGus condition!] appear to be endemic, and 
which villages are not secking care. This would provide itine­
rant agenUl with informlll.ion rcl':!vant to priority health problcm:) 
of various villages ano, of courne, those thllt are not uuing 
sorvices. 

(2) Variations in maternal and child heallh :ltatu:l accol'ding to village 
residenco. 



(3) Special attention to community leadership as. gate-keepers and 
influencers of village beliefs and attitudes. 
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The second role of health center staff would be to substantively en­
hance clinical and MOH goals by involving the more deliberate and systema­
tic inclusion of behavioral, social, and cultural factors elicited in 
patient histories. The information would provide the basis on which health 
education and care may be proved. 

The third role of health center staff would be to provide affective 
and instrumental support to itinerant agents by including the full involve­
ment wld partiCipation of itinerant agents in health center staff meetings 
and program planning, regular recognition of their achievements, supportive 
supervi!!ion as they run into difficulties, and ensuring the availability of 
more sophisticated technical assi~tance as needed from time to time. 

Such activities as these, however, require further understanding and 
competencies 01 clinical personnel con~~rning the whole community develop­
ment strategy, simple data analysis and epidemiological methods, and the 
significance of so~ial and cultural factors in health education. This re­
definition of the focus of health center activities was well-received by 
the personnel who w~re feeling the frustrations of patients returning time 
and ti~e again with the same cases of preventable illness and at the same 
time, not having adequate equipment or medication to treat them. Health 
workers providing direct care ..... ere found to be very open to learn new skills 
which would enable them to use thp.ir tiu9 and existing resources more effec­
ti·/ely and efficlenLly. For ~.;hile their basic training had prepared them 
well for the clinical aspects of t:heir wock, health center personnel had 
very little understanding of the social and cultural influences on health­
related behavior change. Moreover, continuing education activities were 
seldom offered to this level of personnel as a means for providing care,lr 
incentives and additional skills to meet tr.e realities of their situation 
in the field. 

The in-service tr3ini~g needs of health center staff were assussed by 
PTHE prior to tho development of each Project-spons')red training activity. 
Dll,'ing the four years the nrod!] expressed were overwhelmingly along the lines 
of how to motivate people to prevent illness, to use services appropriately, 
and to comply \-lith r.lCdical l'egimens. Thus, the P'rijE orientation toward the 
team appl'oach to health' center staff development arId tho p('actice of com­
munity-odented primary he.'lltll care woro percoived by health workers to be 
extremely relevant to thoir needs. 

2.3 Supervision and Support Sy~tem 

It was particularly important through the whole life of the PTHE Project 
that upper level pcr::Jonnol be continuously concorned and activo in respect 
to laying the foundations f(Jr tho post-PTllE continuanco nnd its d1ffu:Jion 
to tho res t of tho country. Thi'l invol voo, among othor things, close B t ten­
tian ~ tho rolc~ of counterpart~ to tho projc~t techniCians and Bssuring 
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that key personnel at all levels are acquiring continuously improved know­
ledge and experience in the nature, principle, application, and effects of 
community organization. 

Role of Health Peronne1 at Ministerial Level 

Hithin the MOH, the ':THE Project was placed under the direction of the 
Division of Preventive ~Iedicine. The director of this divi"sion was then 
the Project Director of PTHE, and it was expected that he would: 

-Work in close relationship with the Director of Health Services 
to ensure fully integrated PTHE operations on the ground at the 
local i~alth center level. 

-Be constantly working to integrate PTHE principles and practice 
into the overall work of his own Directorate which is particu­
larly appropriate to the use of community organizntion as a 
major component in developing more effective programs than are 
currently operating. 

-Ensure that the Health Education S~rvice is as closely involved as 
possible since it would seem that responsibility for PTHE post­
contract continuance and diffusion should be assigned to this 
service. 

-Ensure through the Ccord::1atir.g Corrmittee that appropriate min­
istries, pa"t'.cularly Agriculture and r;ducation, be as actively 
invol':ed in ;Jl'OgrJ.':l operCJ.tions 3.S posslole and that their special 
expertise be available to him and his own twIOH staff. 

-Take a leadership role in planning the diffusion of project prin­
ciples to the r'ost of the country and in raising associated issues 
in all contacts with provincial and divisional level personnel to 
prepare the~ for their ultimate divisional roles. 

Role of Health Perso~~el at Provincial Level 

Provincial level is the largest territorial unit to which the MOH 
posts functionaries: the Proviucial Delegate, who sits atop the hierarchy 
of the health infrastructure in the prOVince, and the provincial Prp.ventive 
Medicino Section Chief, to/ho 3upervisos the divisional ~ection chiefs and 
provincial servico~ of Preventive Medicine. Solid cooperation and support 
are needed at this lovel, most especially in tbe area of personnel and ma­
terial; i.e., ensuring adequate staffing and supplies in tho PTHE pilot 
divb1ons. 

Rolo of Health Personnel 3t Uivisional Level 

The oxpectution would be that divisional lovol porsonnol--the divisional 
Chief of Health Servicos, and especially tho Chief of Preventivo Medicine 
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and his assistant--wou1d provide an essential link between health center 
personnel operations and the provincial and ministerial level. Therefore, 
the closest and most careful supervision, s'Jpport and monitoring needed to 
be conducted at this level. For this reason, the Chief of Preventive Med­
icine and his assistant were officially named PTHE coordinator and super­
visor, respectively. in their divisons. 

Almost all of the health personnel placed in key Project related super­
visory positions are clinical specialists, particularly those at the minis­
terial 1evei. Their orientation to public health principles and practice 
was found to be weak re1ati'le to the expectations of Project technicians. 
Consequently, ministerial commitment to PTHE strategies and methods was 
compromised by the lack of under~tanding of generic health education and 
community organization theory among the majority of MOH directors and chiefs 
of service. 

The work and enthusiasm of heal th personnel in the pi'lot divisions, from 
the chiefs of preventive medicine to the itinerant agents, were often con­
fused by the mixed messages they were receiving from the ministerial levels, 
who emphasized outputs, and from the Project technicians, who emphasized 
process outcomes. For those health workers who grew committed to the applica­
tion of the community organization process in ensuring village participation 
and action, the per-:eived lack of ~upport fpom high level decision-r..akers 
was even more frustrating. The inability to adequately respond to village 
leaders and health center staff initiating requests to participate in PTHE 
activities was truly a misse~ opportunity for Project expansion and dif­
fusion. 

In the final analYSis, a strong support and supervision system was 
not developed during the life of the Project. 

2.4 Inte9"ated Health and Community Development 

PTUE envisioned involving senior and mid-level personnel from other 
~linistries ~n scheduled training activities in-country as well as inter­
nationally. It Has fel t that Ministries who!:le ongoing operations might 
be easily expanded to include heal th pl'omotion would provide special op­
portunities for achievement of Project goals with but limited additional 
input from PTHE. The Ministrie!:l of Education and Agriculture seemed es­
pecially appropriate for this type of cooperation. Curriculum development 
in educational institutions re~ponsib1e for training teachers, nurses, 
agricultural agent3, physicians and sanitarians was especially emphasized 
as a Project priority. Graduates of these institutions, it was reasoned, 
would soon be in service throughout the nation and many of them would be 
involved in developl,;ent ac'civity. 

Therefore, tho Proj~ct established an Interministcria1 Coordinating 
Committee to ~articipate in the development of PTHE policy as woll as to 
integrate and reinforce the efforts of variou~ front line workers responsible 
for development at the vil1ago level. Approximately forty representatives 
of all these services and agencies attended the bi-annual meetings. To a 
large extent, this numerous membership was its undoing as a technical 
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advisory body. The Coordinating Committee was never able to function be­
yond the bounds of receiving progness reports from Project staff. 

However, PTHE field activities for front-line workers did emphasize 
the integration of health and community development by involving other 
ministry workers in trai~ing as trainers and trainees, by including inte~'­
ation strategies in training designs, and by offering technical assistance 
to other agencies in the design and implementation of training for their 
students. Uonetheless, the full potential of cooperative ventures was not 
realized due in part to the MOH tendency toward choosing its own personnel 
when decisions were made in regard to numbers of participants. 



Chapter 3 

RESULTS AND RECOMMENDATIONS CONCERNING THE DIFFUSION OF 
PTHE PROJECT STRATEGIES AND METHODS 

3.1 Village Community Organization and Development 

As initially conceived, this component was extremely amb1tiou~ in its 
targeted outputs--in four years every human settlement in the two pilot 
divisions was to be orga~ized into health committees through a mass pro­
gram of community organization with nearly 250 field workers in the front 
line. The number of field workers became a major constraint in the achieve­
ment of targeted goa13. Actual outputs were: 

-21 itiner3nt agents trained and fielded witll transportation (Revised 
log fr3me: ~O lA's trained ane fielded with transportation). 

-136 vil13ge r.e:llth comittees created of which 60% are activo (by 
Quarterly Evaluation standards). 

-160 vi1l3~~::; · .... crl<ir . .; r~.:ul:1rlJ· 'Ii ttl i :ir.enr,t 1gent::; (!"1c'lised log 
f:,,3r.l~: 2.'.G 'iE·"::'J of :~hi,=l1 30:: arQ t':.lt0d ,-,!J1ctivO). 

Despite this constraint, the divi~ion~ were fairly well covered terri­
torially--:>2 out of :'1 .:-roupement:> in the t'efou and lill ten of the cantons 
in tho Kadey had at least one health co~nitteo among their villag0~, with 
245 villages contacted during tho life of the Project covoring a popula­
tion of over 50,000 (~efou: 130village~, 20,500 inhabitants; Kadey: 115 
villages, 32,800 inhabitant3). Tho extent of field work was groater than 
could nonnally be ')xpect.oj fl'orn 3uch 3 !Jr.1all numb'Jr of i tinor~mt .]~:ents. 

Activity lewd:; l'or health corr:,itteos iJnd particip.1tinb vill:lt:::c!J act­
ually surpa!Jzod idcal level!. bascd on itinerant a/-,:ent numb.~r!1 in tho two 
division!); thi:J wa:, trun for five of tho 30ven 'luart.er!1 from July 1980 to 
March 1982 in th'! ~~efl)u and four of tho !lovon during tho :wme poriod in tho 
Kadoy. (Levcl oC activity de~,et'minct! by Quarterly Evaluation rf'porL !lcaro!).) 
Thi!l indicate:. th.:lt rural population:) in the two divi!Jon!l w,we acLiv,)ly r'o­
spondinp: to cOr.1Tluni ty org:l!Iization f!ffort!l. The t:Olll of PTIIE __ ftto incrf~n!)o 

tho number of hp..Jl th-rolnted developm1mt ac ti vi tiC:l identified and carried 
out by rural population!1"--wa!1 woll !J"rv~c1. Fur level!! of .Jctlvlty, undif­
forontiated fOI' ClUJli ty and proen!)!!, porfonnancn 'ria!! !lui tI} p'ood. 

VIlC Clctlvltio~J 1','1n/-,:f~d fror.1 :1pI'inp; impI'oVf~rne!lt:J .Jnll pit latl'1no con­
struction to cOrrlnunity clean-up daY!l to organi~~ation of family pharmaciuo 
to nutrition education to croation of vI1lagu food mnrkot3. Monn ~corQo, 

13 
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again from the Quarterly Ev.lu.tion report., for VHC'. in the Mefou and 
K.dey •• w net change. of +2 ror the K.dey .nd +5 for the MOfou during the 
period July 1980 to March 1982. An incre •• e of two points in the mean 
.core could indic.t. on •• ddition.l vill.ge-lev.l project fer committee 
E!£ quarter. While field erfort. nev.r achi.ved the re.ul of 80% of VHC'. 
earning "active" status, it should be noted that in order to be considered 
.ctiv., a VHC, in .ddition to completing a proce •• of community diegno.is 
and needs assossment, and creating a coamittee structure, would meet re­
gularly and undertake .nd/or complete health-related project. in ev.ry 
quarterly period of ita existence. 

Problems were never lacking admini.tratively and logi.tically. While 
field perfonnence we. actually quit. good, field worker. continued to work 
under dU'ficult condition. with Httle efr.ctive MeH .upport .t the Dir­
ectorate level. Logi.tic.l ,upport tor .upervi.or and itinerant work was 
often lacking. But PTHE has aucc •• d.d in making MOH offici.1o .war. of 
community organization aa a health education strategy, and PTHE 1s now aeen 
a. a precur.or to the Nation.l Program of Prim.ry H.alth Care. 

PTHE community organiz.tion activiti •• , 'uch •• Committ .. o.y •• nd 
Ouarterly Evaluation Days, received strong encourasement trom the Minister 
of Health and were gr •• tly .ppr.ciated by divi.ion.l-l.vel .dmini.trator •• 
Committee Days wero devoloped from an early proposal of • Mercu itinerant 
. gent. During Committ .. o.y., .everal vill.ge health committ ••• would .end 
r.pre.ent.tive. to a model neighboring vill.ge tor. full d.y of he.lth 
education activities, includins an envi ronmental outing and a practical 
demon:Jtratlon of a '/l11age ... lovel project. Quarterly Evaluation Days, organ .. 
ized at di'/151onal le'lel. brought togother lA'" head nur,e5, and pev' , 
rrcm PTHE contor, ror di5cu551on5 or probleC5 encountered, po"iblo ,olu­
tio~. innovative activities. traIning event5 and program planning. Tho 
n.tion.l Program of Primary H •• lth C.re will likely integr.t. th •••• cti­
viti •• into it. looal programs, ju.t a. vill.ge health committ ... remain 
• fixture in the PHC .trategy. 

Where .ound comunity or,;aniz.tion method. w.re impl.manted, PTHE 
field .ctivitie. produced .olid village he.lth committee .tructure. com­
po.ed of vill.ge •• ble to di.cu •• their public he.lth problem. and .bl. 
to t.ka .ction. to .ll.vi.te, if not to .olv., tho .. problems. 

But much more flexibility in community organization work i. n.c •••• ry 
for village le •• l progr .... --and tMs can be effectively promoted thr"ullh 
r.fr •• her coura •• tor both fi.ld work.r •• nd superviaora. It i. tho 
of • health committ .. which i •• ought, anO'iiot merely the tOr'1ll. 
tion .hould continuo with .tructur •• ad.pted to local conditione. 
preDsure ror number, or coanittOOI should be restrainud. A more accurate 
gouge of progre.s would be the number of vill.ge. toking up health-rel.ted 
.ctivitie •• 

3.2 In-50rvic. Tr.inins 

Tho In-Sorvic, Training component of PTHE con.i.ted or in-earvic. train­
ing for h •• lth peraonnol,technical .a.i.tanco to MeH •• rvico and ••• i.tanco 
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to tho Hintotri •• of Asr'iculturo and Social Affai .. in orpni'ing continu­
tng education cour50~ . 

In tho four ye .... of UNC tachnical as.i.tance to tho !«lit the PTHE 
Project has organizod: 

-throe s.minars for front-line agent., r.pre •• ntatives of s.veral 
mini5trles, and administrative authorities, 1n Ya~undoi 

-two continuing .ducation cour .. , for h.ad. of .ubdivi.ional ho.pitals 
and health center. 1n the Hefou and Kadoy Divi.ions; 

-ori.ntation •••• ion. in tho Hefou .nd the Kad.y tor 18 h.alth c.nter 
te~ composed ot hoad nurseD (or docter:!;) I itinerant agenh and 
Peace Corps volunteers; 

- t.hnical a •• i.t.nc. to the H.alth Education S.rvic. of the !«lit in 
deaigning and off.ring aducation cour ••• for h.alth educatora and 
• national conference; 

-t.chnical ... i.tanc. to tho Training and Continuing Education S.r­
vice of the ~~It in d •• igning and off.ring four provinci>! continu­
ing education cour ... (C.nt.r South, North, Wast, and Littoralll 

-t.chnical ... istonc. to the Co_nity Developeent Servic. (HItIAORI l 
1n orgonl:1ng a continuing education course (or rural development 
(l!enh 1n Noundl , Eo;tt Pro'tinc:o; 

-technical a •• l.tanc. to the Training Service of tho Hini.try o( Social 
Affair. in training rural ani.,.tora in Iletlmb •• 

Rolative to tho logical fr .... work targot output, the following results 
,urpaD~d tho #tatod o~tputD: 

-240 hoal:h wor' .... and 35 Fo.co Corp ..... lunto ... trained and implo­
monting health education prosr'AOa in 18 activ. health con ra. In 
the fiold. 82~ of the h.alth per,onnol working in tho piloL divi,ion 
participated in in-.orvice trunins. (Ro·,t ood 101 fr .... : 160 hO' 1th 
workor. and 3D FCV ' . trained. act viti .. i n 16 hoalth contor •• I 

-traininl do>ign and ... torial dovolopod and u.od in four HOII provinchl 
>ominar> , two HES .. ,.inar. . (Rovi .. d 101 framo, dODi," and ... toriola 
dovelopod for four tlOlI .. mina .. . l 

-92 worko .. froco other IOrvico, participltod in FTHE traininl. ,oaolona, 
of "hot:I at 10 .. t 52 undortook health activit"> by Jun. 1982. (fto­
viood la, framo: 25 workor> (rom other ,orvic .. trainod, or _ 8 
undortook hoalth ~ctlvltioo.I 

Evaluation of FTHE health c.ntll' perforunco over time--a rof1.etion 
of traininl off.ctivenooo-.produc.d lho .. rolultl' for the period July 1980 
to Horch 1982,. both dlvUlona .howod not po>ith. ehangoa in lcer .. on Quar­
tor1y Evaluation. roperto-- .a.5 for the Kadoy, ., .4 ror the Hotou in moan 
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scores. (:1ean scores for the divisions rose to 36 and 36.7 respectively. 
Target score was 45.) A comparison of health center performance between 
PTHE canters and tho~e of neighboring divisions (based on a health center 
in'lcnt.ory complet.ed by head nurses and doctor~ 1n early 1982) revealed 
statistically signiCicantly higher mean scor •• Cor PTHE centers, hath in 
community action scores and 1n overall performance. ?THE centers generally 
offered Swider range of service both inside and outs~ 'je of the health center. 
(Mean .core.: Kadey! 50, Lom et Djerem =41; HeCou ! 51, Nyong at So-Nyong 
at Hfoumou !. 3S; out of a maximum score of' 7.,.) 

fTHE centers outperformed control centers without having benefited from 
increased material inputs: PTHE centers were no better stocked 1n drugs 
or equipment, nor more fully starred, than the control facilities in their 
respective provinces. 

Training activities were extremely popular with health personnel, both 
trainers and partiCipants, and served beyond service upgrading as a motiva­
tion Cactor. 

'A product of thi. cooponent, and potentially a major contribution to 
NOH training activities , is a Traioer's Guide developed during the four 
years of the Project. It is now available, in French and in English, from 
r-:OH for use by personnol involved in training and continuing education. 
The guide 1s set in ordor according to a step by step process of organiz­
ing a continuing education seminar i.e. the technical, logistical and admin­
istrative preparation of a seminar. Its principal section consists of 56 
t ra.1nlng a:tl'/ltie, covering eleven major community health topics; nearly 
all of theso ~ctivitles have been tested during ~he PTHE Project, and ~e~ . 
dosigned or adapted for use in Cameroon. 

3.3 Pre-Servico Training 

PTHE activitios if! thh area nover reached tho ambitious levels Bot 
out in tho Project Paper--target number. which wore .eemingly .et in 
ignorance or curricul~n and calendar considorations. Howovor, in its four 
yoar. of operation, PTHE training .aw tho Collowing lovol. of participation 
from C.culty and .tudont. or training institution.: 

Faculty Student. 

CUSS 0 160 
OWl 0 72 
ENISFAY 6 0 
BERTOUA IIURSltlO SCHOOL 7 12 
OCEAC ~ 20' -

'IOTAL 7 2610 

'7 (rom Camoroon, 13 (rom albon, Pooplo'. Ropublic of 
Conso. and C.A.R. 

~I 
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-three graduating classes of CUSS/CESSI participated in practical 
training in PTHE sites. (Revised log frame: two graduating classes 
of CUSS/CESSI) 

-twelve assistant nurses (from Bertoua) participated in field training 
in PTHE sites. (Revised log frame: one graduating class of assistant 
nurses) 

-seven faculty members of health training institutions participated 
in PTHE.training activities. (Revised log frame: twenty faculty 
members) 

These figures include fourth year medical students (CUSS), first year ad­
vanced nurses (CESSI), epidemiology students (OCEAC), and assistant nurses 
(Bertoua). For CUSS/CESSI training centered on a month-long field practi­
cum, yearly; for OCEAC, three weeks of classroom and field work in health 
education; for Bertoua, participation by students in PTHE in-service train­
ing sessions in :he Kadey (July 1979). ENISFAY faculty participated in PTHE 
seminars in Yaour.de i~ 1978, 1979, and 1981. 

The potential for PTHE influence on the re-orientation of health workers 
in the field to be more comrnuni ty-focussed will be multiplied through these 
students--who as future physicians and nurses will hold positions in the MOH 
infrastructure at the divisional, provincial, and national levels, as trainers, 
supervisors, and decision-makers. Through direct observation and practical 
experience in PTEE health centers, students gained knowledge and skills needed 
to initia:e ar.d sup~or~ co~unity action strateges. Classr00m/seminar par­
ticip.1tior: c:12.blec.: :·o.c~ltj· o.r.d ::tL:dent3 to ;~Eni.:;w, and attempt, ;nor'e active, 
practical trai~ing methods to be incorporated into their work. This commit­
ment to a community heaJ.th philosophy, and to a style of training which 
emphasizes practical exercises, active participation, and real life situa­
~ions must be maintained. Thus, it is highly recommended that MOH continue 
to invest in the i·!efou division center oJ to maintain appropriate tra:!.ning 
sites for students--CUSS/CESSI, ENISFAY, and :v1balmayo Nurses' Aide School. 
CUSS is presently building a field training site just outside Bandongoue 
in the Kadey --a goor: reasor:s to ex tend this rQcommenda tion of MOH ioves t-
:nent to the Kadoy (where Bertoua nursing school \-lOuld also benefit). 

To ensure that nursing school students also benefit from effective 
field training, MOH should designate someone to work full time with nursing 
school diractors and faculty to design feasible programs for each school 
based on local conditions. 

3.4 Primary School Health EdUcation 

J\ re-oricntation of this component, from teacher training to curri­
culum development, was proposed by the PTHE Interministerial Co-ordinating 
Committee in December 1979. The following outputs were those achieved by 
Project end: 

-Teacher!:) from ten pilot schools received in-service training. (Re­
vised log frame: teachers from oight pilot schools to roceive in­
~orvico training) 
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-A teacher's guide to heal th educa tion in primary schools was developed 
and tested. (Revised log frame: teacher's guide developed by June 
1982) 

In order to pursue the objectives of this component effectively, an 
Interministerial (MOHIMINEDUC) Sub-Commission for Primary School Health 
Eoucation was created in January 1980 and functioned throughout the develop­
ment of the PTHE program. :his Sub-Commission established goals and objec­
tives for health education at the primary school level (both general objec­
ti v,s and specific ones for grade levels) and genera ted a framework of themes 
out of which lesson plans could be developed. Rather than writing lesson. 
plans at central level, work groups at divisional levels (Mefou and Kadey), 
composed of both health and education personnel, wrote up lessons plans on 
the line of the themes proposed by the Sub-Commission. These lesson plans, 
two sets of them (Mefou and Kadey) were then edited into a single teacher's 
guide by an editorial board made up of Sub-Commission members and a represen­
tative of the MINEDUC National Inspectorate. 

During the academic year 1981/82, the guide was tested in ten pilot 
primary schools (five in each division). Teachers and directors of these 
schools had attended orientation sessions organized by PTHE to introduce 
the guides and to demonstrate the active instructional methods promoted by 
the guide. Two methods of evaluation were utilized during the test period-­
one of them beir.g observation sheets for classroom lessons taken from the 
guide (completed by local evaluation teams made up of health personnel, in­
structors, and village health cOlTllTIittee representatives), the other being 
a pre-test./~ost-test instr'..l...:ent for pupil health attitudes and knowledge. 
Se::aratc ':c~':::; f8r CS (':hird 3.:;d four-th gr';!,des) ::.::.d 0..1 (fifth and sixth 
5rades) were adminis t.ered with the folloHing test resul ts : 

Difference between means of Correct Responses 011 a Health Question­
naire administered to 3r~, 4th, 5th, and 6th grade :tudents. 

Test 

Pre-

Post-

Test 

Pre-

Post-

Nwnber 
of Classes 

11 

11 

Number 
of Classe~ 

13 

13 

Kadey Division 

Mean 

278.81 

318.27 

SD 

105.95 

123.61 

Mefou Division 

Mean SD 

306.61 77 .67 

330.38 81.70 

t-Value df 

-3.97 10 

t-Value df 

-5.41 a 12 

aSignificant at the .OO~ level for one-tajled test. 
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Results, from a single year of instruction, are impressive. Beyond this 
index of success, other developments point out the very positive effects 
of this program. A National Conference on Health Education in Schools was 
organized jointly by HOH/MINEDUC in February 1982 for which the PTHE teacher' '.s 
guide was central to discussion. Preliminary results from the test of the 
guide and its experimental timetable (separating hygiene from morale in 
the primary school program of instruction, expanding hygiene to practical 
health education, and consolidating instruction into single weekly sess~ons 
of 30 to 45 minutes by grade level) encouraged the MINEDUC Commission on 
National Reform of Primary education to adopt a similar program as the 
national standard. 

This component of PTHE demonstrated the rich possibilities of inter­
ministerial efforts in the domain of public health; MOH/MINEDUC collabor­
ation was effective from village primary schcol level to divis:.onal level 
to ministerial level. 

3.5 Audio-Visual Aid Center 

In the original Project Paper, no mention is made of an audio-visual 
aid production center; USAID agreed to supply production materials for 
such a center, attached to HES, after subsequent talks, and the center was 
appended as an output to the revised logical framework of 1980. UNC/CH had 
no technical role to play in this area. 

Despitl' 1:.1-.8 ,icL';et'j of large stocks of material and the presence of 
bro PC A-'J sp(3cialists, tt:o 1\-'1 producticn center never became functional 
dUr'i.ng the li:'·? of cr:c ?roJect. A pro,jected date of late October 1982 has 
been given f~r completion of renovation work on the HES office block which 
will eventually house the center. 

Once the. center is functional, it is recommended that (1) results 
from a survey of A-V needs and preference done at the May 1982 PTHE sem-
inar be taken into consideration for establishing priorities of '1roduc-
tion, and (2) that the Primary School Health Education program be a primary 
focus for A-V production, '.-Igh subjects taken from the experimentC'.l Teacher" s 
Guide. 
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Chapter 4 

• CONCLUSION 

The Project has shown that a major barrier to the success of com­
munity oriented primary heaJth care delivery rests in the seemingly 
simplistic technical approach which depends on less apparent, but very 
complex and sophisticated, strategies and methods. Health care provid­
ers the world over acknowledge the value of good nutrition, good hygiene, 
and clean water. Since the dawning of civilization, people have been 
concerned with the implementation of practices they believe to be essen­
tial for survival. Yet given this desire for good health and the pres­
ence of qualified technicians who und~rstand the relationship between 
health, diet, hygiene, and water, why then is it necessary to develop 
special programs or projects to stimulate and encourage cGllective and 
individual behavior change'! 

J. t was clear to UNC anfj to those .in the :·10H who oriL'inally designed 
PTHE that in spite of differences in beliefs, habits, and behaviors found 
among various h~~an societies, th8re ar~ indeed generic principles that 
\'ihen ri:;orously and :1E;nsitively appliC!d will in ti'TIe r;roduce health bene­
ficial chCl.'1e;:::. ::-, ''';0..) f;~i'tl',<2I' ~ll·~wn thai:. in.:'Jig.i-'}t:3 gained fran the PTHE 
experience in the Kadey ::mj l'!efou Divisions would prove useful to health 
planners and technicians in other parts of Cameroon and in other African 
nations where attempts are being made to reorient service delivery to be 
more responsive to people. The details of program design would, of course, 
be varied according to the unique characteristics and conditions of each 
local si tua tion . 

It was the task ot' PTIIE to transmi t these selec ted generic princi­
ples of developnen t and behavior change to the peopl~ ..>f two area::> of ~ 
nation. This was accanpli::>hed, for the data clearly indicated an increase 
in the number of health-related development activiti~s identified and un­
dertaken by the villagers themselves. By the close of the Project, the 
level of village enthusia31J was high and the number of reqllests initiated 
by villagn leaders to participate in PTHE outreach activities provided 
enough evidence of people's responsiveness to the strategies and mcthods 
used. 

However, it wns in the area 'ot' developing nn adeqlJa to !3Upport and 
supervision system for these workers that ?TilE was unable to achieve. 
From all indications the major barrier was that high level docision 
makers in the r~OH en whom the Project depended never clearly understood 
the theories and principles of canmunity organizatioll and health educa­
tion. In thc final analysis PTHE should have' begun field operatiooo by 
focusing <l'l this level ('I' personnel through more in ten::!i vc and 3pecinlly 
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designed training efforts to ensure the degree of orientation and com­
mitmEnt needed from than. 

\ole also knO'.·J that organizational boundaries within and between gov­
ernment agencies coupled \·:ith those or international donor agencies can 
often become barriers to achieving the very objectives they most wish to 
reach. Therefore, instructural changes need to be seriously considp.red 
for distributing p~rticipation and ownership in primary health carp. more 
equitably among ministries, divisions, and services concerned with com­
munity develor-ment. 'lPrY sjgnificant lessens have been learned fran the 
PTHE experienc~ in terms of personnel management, financial managanent, 

"'lnd canmunic3ticn :{tl'uctur-= d~ important factor'3 in the dp.velopnent pro­
cess. In-d.;pth ~m;).lysis of hoW they influenced the process and direction 
of the Project is di8CUJ~pd in the full final report. 

As Project technicians and coordinators, we strongly encourage 
the continuaticn of the PT:iE approach within the HOH even if resources 
constraints d i':tntc: :1 reduction in efforts. It has always been our 
intent ~hat MOH decision-makers should view the PTHE experience as an 
experie~ental one capable of 6cnerating understandings that will be 
useful for increasing tile effectiveness of exi.::ting primary health care 
effol'ts :.ithin :he :-li:1istry. He did not discover a formula for universal 
succes~ ~or do :~ b~liovo that there is likely to be one which would re­
main successful without continuous ~odification to m~et the demands of 
~han5ing ~ono~ic and Jc:i3l r~alities. 
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