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SUMMARY OF RECOMMENDATIONS

Village Community Crganization and Development

1, Committee Days should be continued in the Mefou and Kadey as well as
introduced into all other divisions where village committees are in-
tended to produce health-related outcomes,

2. Evaluation Days should be continued in the Kadey and Mefou as well as
introduced to all other divisions where the role of health workers is
to become more community oriented in practice and the role of their
supervisors is to support the team approach to service delivery.

3. The recruitment of itinerant agents from the ranks of nurses-aides
should be further examine® by selecting individuals fron several health
personnel cadres to fulfill this critical role to systematically mon-
itor differences in porformance before making a polic:

4, Nurses-aides should, however, receive basic training in community health
and coreaunity organization skillc as part of the nursei-aido schocl's
curriculum, <iven tnat this cadre ot health personnel works most consis-
tently at the village level,

5. Village committees should not be rorced to comply with a set of predeter=
mined criteria for how it is to be structured and whatits activities are
to address, Flexibility in terms of existing decision-making and leader-
ship patterna, competing priorities from harvest, and multi-ethnicity
must be considered in community organization work.

6. Other "pilot" health centers in additional divisions should be e¢stabe
lished to continue the steady and systematic extension of' community
oriented primary health care rather than a fragmnentary and superficial
attempt to cover an entire region or country at once.

Training

7. The trainers guide, developed through PTHE, should be further tested and
expanded in the field by the MOH Training and Continuing Education Service
to develup training plans with specific objectives for cach level of
health perasonnel,

8. Training of cupervizsory personnel such as the heads of health centers
should include community diagnosis and needs assessment tochniques as
skills they thamselves must understand in order to sufficiently support
the responaibilities of outreach workers,
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9, Diffusionof PTHE training activities should begin with health personnel
at the ministerial service level and thien the divisional level in the
field to ensure greater participation in and support for redefining the
role and responsibilities of health center staff,

Training Institutions

10. MOH should continue to invest in the Mefou Division Health centers to
maintain appropriate field training sites for students.

11, MOH should designate a qualified trainer to work with nursing schools'
directors and faculties to design feasible field training programs for
each school.

12, The Training and Continuing Education Jervice of the MCH should follow=-
up the specific requests from the Assistant Nursing Schools in Abonge-
Mbang and Mbalmayo, OCEAC, CUSS, CHSSI, AND MINSAF, and MINAGRI for
technicial assistance in organizing basic training for their students,

School Health Education

13. Further experimentation should be carried with the Teacher's Guide in
bothr the pilot livicicny and outside,. Any distribution of the Guide
must he accormpanied by orientation sessionsg,

14, Diffusion of =he PUHE school health component should become a major re-
gponsibility of the establisbed FHOH-MINEDUC sub-commission to carefully
select additionitl pilot zchools in other arecas of the country whern re=-
lations between the community reragonnel are willing to collaborate to
support school health education activities,

Future Dcvelopment of Zffort by the GURC o Inteyrate frimary Health Care
and Community Develonment

15, A structure exists whose potential has not been tapped-=the rural co-
operatives (SOCOODER, CENADEC, COCCOPED)., By their charters they
financed local cermunity projects throush o fund fed by cocon or coffee
sales, Contacts at all levels, but especially divistonal tovel and
down, should be made to encourape uze of co-op funda for cormunity
liealth prnjects, asuch an stocking village pharmacies,

16, Concerted offorts to lntroduce a new approach muzt focus tratning on
the roles ol the upper cadres of personnel irat to strengthen their
orientation and ability to aupport the work of personnel under their
supervision and the activities under their juri-dicticon,

17, 7Tta MOL must eatablish career lines and incentives tor physicians and
nurses to recelve public beoalth training such that a stop=by-step ra-
placement of clinical apecialists can occur at the mintaterial Division
Hoad lovol to onaure high level support for cormunity orionted primary
health caro,

11



18,

19,

CUSS and CESSI should give serious consideration to the establishment of
a public health degree program to train health education specialists and
physicians in public health,

Intermediate goals and outputs intrinsic to the community organization
process rust be delineated in future program designs to ensure that
health workers are not under pressure to produce outcomes which lack
basic community support, understanding, and commitment,

Recommendations to USAID

20,

21,

"o
]

23,

24,

25,

Primary heaXth care project designs should ensure a thorough introductory
phase of %training, seminars, and experiences for high level MOH personnel
with special focus on those individuals who will carry primary respon=-
sibility as well as those who will play complementary support rolea in
program development and management, Community organization and health
education principles related to primary health care must be the central
themes,

Subsequent %o this, a phased introduction to the project approach should
begin at the lower ministerial levels, such as Chiefs of Service and be=-
low, to eatablish a strong cadre of decision makers who will constitute
a critical mass of technical managers and trainers on whom future pro-
sram devalopment will depend,

Project Azreements with host countries should stipulate requirements for
close coordination of efforts ameng all ministries relevant to community
development and health, and thereby overcoming organizational precedence
of' territoriality and duplicaticn of efforts,

While the notion of host cocuntry counterparts to project technicians is

a sound means for ensuring integration, the design of particular services
rather than individuala should more effectively allow for personnel changes
and the diffusion of new knowledge and competencies,

The selection of pilot centers within pilot areas should be the focus of
project activities rather than the entire zone to allow for more inten-
aive work for more precise monitoring.

Proparatory training and orientation of middle level health personnel,
such as provincial and divisional level health officials, in non-pilot
areas to assume diffusion roles after USAID funding ceases should be
stipulated in the project design to occur 12 months prior to the end of
technical assistance,




Chapter 1
INTRODUCTION

1.1 Backaround

On October 27, 1975, a meeting was called and presided by the Cameroon
Ministry of Health (MOH) to finalize the Practical Training in Health Educa-~
tion (PTHE) Project Prper, Twenty-two representatives of the proposed donor
agencies for the Projuct attended (MOH, USAID, UNICEF, Peace Corps, WHO,
Canadian International Development Asaistance--CIDA, University Center for
Health Sciences--CUSS, and Coordinating Agency for the Fight Against Endemic
Diseases in Central Africa--OCEAC)., In December 1976, the final veraion
of the Project Paper was diatributed by the USAID/Yaounde Chief of the Health
Nutrition, and Population Office (HNPO), The PTHE Project Agreement between
USAID and the Covernment of the United Republic of Cameroon (GURC) was signed
on July 11, 1977. The University of North Carolina (UNC), School of Public
Health's Department of Health Education was contracted in June 1978 tO pro=-
vide four years of technical assistance to the Project, and field operations
began in September 1978,

The PTHE Project represented the NOH's concerted effort to expand health
education activities to the entire population, and especially those living
in rural areas., To accomplish this, the MOH needed personnel trained at every
lavel, from the individual village to the natiopal service, who would be able
to implement specific atrateglies and methods of health education which were
community oriented in rfocus and development oriented in practice,

The PTHE Project operated as a part of the day-to-day activities of
the MOH under the Division of Preventive Medicine, The PTHE Project tean
was composed of three UNC profesaional health education specialists and three
MOH ministerial level health professionals who were based in Yaounde to ini-
tiate and monitor all Project related activities in the field. The PTHE team
mombers were:

MOH Director of Preventive Medicine PTHE Project Director

UNC Clinical Asaistant Professor PTHE Chief of Party
UNC Clinical Assistant Professor PTHE Training Technician
MOH Staff Member of Training and
Continuing Education Service PTHE Counterpart for Training
NC Clinical Asaistant Professor PTHE Community Organization
Technician
MOH Assistant Chief of Health
Education Service PTHE Countarpart for Comsunity
Organization




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 documented 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 intent of the summary report is
to share the findings and recommendations resulting from the PTHE Project
with a wider audience. Reference is made to the final report more complete
and detailed information.

1.” Ohjectives of the PTHE Project

The ultimate goal of PTHE was to increase the number of health-related
development activities identiried and undertaken by rural populations, Two
basic health education principles are implied in this goal statement. The
first is that communi‘ty people are capable and willing to find solutions to
oroblems they themselves believe to have high priority., The second principle
is the aim of health «ducation is to assist communities to meet the needs
in the heualthiest wa' possible.

To operationalize these principles and -o achieve the project goal,
PTHE would develop and implement a nationally coordinated practical health
education training syater wnich responds to the ne~1s of the rural popula-
tion in the Kadey and Me. u Divisions. For the essential barrier to the
rcalization ot improved health status had seldom been the lack of technical
knowledge among health workers or the cost associated with the application
of this knowledge, Rather, it had rested with the problems health workers
had had {n identitying offective means for (1) transmitting this knowledge
in a meaningrul way to populations at risk, and (2) stimulating and support-
ing organized, inrormed citizen action in solving community health problems,

The Project would raise health issues within a community organization
and development framework in which program outputs were grafted onte the
motives and needs experienced by the people themselves, Citizen action,
rathor than initic<tives imposed by external sources, was the prime source
of change. This approach would require an understanding on the part of
the health worker of the values and beliefs of the pecople they serve, par-
ticularly as these relute to specific health issues and their attitudes
toward change, Theretore, intenaive aiad systematic in-service training
of health workers in the field was needed to redefine their roles toward
a more community-oriented practice of' primary health care. Health personnel
with cupervision and training reaponsibilities alaso needed additional train-
ing to provide the critical support to health workera whose focus of acti-
vitles bhave been redirected, Central lovel health officialsa with decision-
waking and policy-making rosponasibilities neceded to participate in training



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
of community organization efforts, Through these committees, 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 serwvice delivery. The tir-aining 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,

Qther Services--In-service training of other agency personnel
working towards comnunivy development at the village lcvel, e.g.,
teachers, agricultural ext.nsion workers, sanitarians, social
welfare agents, etc,

B, THE INSTITUTIONAL LEVEL

In-service training of faculty from health training institutions
(particularly those in Bertoua and Yaounde).

Field training for CUSS~CESSI and other health training institu-
tions students.

C. THE MATIONAL LEVEL

Establishment of a visual aids production center.

[stablishment of a national coordinating committee composed of re-
presentatives from other ministries and collaborating agencies to
act as an advisory 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 {or 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 the following:

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

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

160 health workers and 30 Peace Corps volunteers trained and effectively
implement:ing programs of health education in 16 health centers by
June 1982,

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

25 workers r'rom other services trained, of which at least 8 utilize
training to undertake speciric health activities by June 1982,

2 graduating 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 personnel hired by December 1980, including one Peace
Corps Volunteer, one Cameroonian audic-visual specialist, and one

Cameroonian artist,

Management system within the Health Education Service in place, in-
cluding procedures for processing requests 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
Froject, whick is attached as an appendix and described in detail in the

final report,

The use of the Kadey and Mefou Districts as pilot areas for the Project
was a conscious strategy tor diffusion., That is, the selection of two con-
trasting districts in terms of sociodemographic and ethnographic character..
istics 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 1life of the Project.



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 meaningtul way to populations at risk
and stimulating and supporting organized informed «itizen action would be
the major challenges presented by the Projecl.. It was felt that practical
health education strategies and methods :hould include opportunities for
professionals to "rediscover" the theories of disease causation held by
village neople and to learn of their perception of health, its relative
priority in their lives, and the roles they saw 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 a2 learning experience for the professional as it was for
the villager. In addition to the collection of information on populaticn,
age, number of households, and identification of important perscns, the
comnunity diagnosis was designed to provide the itinerant agent with know-
ledge of patterns of community cooperztion and collective action within
the community, t was.considered essential to analyze the social struc-
tures of the village, its leadership patterns ana networks of communica-
tion as well as the dynamics of intra-community cooperation and conflict.
Ar undei standing of a village's past successeu and failures in collective
action was enccuraged in that collecting a natural history of such events
would often identify influential persons and provide insight into patterns
of cooperation and conflict,

Thus, the community diagnosis was a particularly important method
for health workers to implement. As an unobtrusive technique for under-
standing how a community functions, it was perceivad to be closer to the
usual style of transmitting information and would additionally have the
advantage of placing the village pers=on in the expert role at a point of
early contact in his/her relationship with the health worker.

Conducting needs assessments as well as community diagnosis were
considered to be on-going activities as it was anticipated that internal
dynamics as well as notions of health r.eeds would continually change in
response Lo increased levels of technical awareness, experience in problem=-
solving, and availability of resources, Given these differences, it was
assumed that gtarting pointc und tasks selected by various villagers would
be varied,



According to the original strategy, needs would te determined through
interactions among villagers and in concert with the itinerant agent, tech-
nical resource persons, and others who might help a village explore its
potential for health prcmetion. 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 essential to enhancing self-reliance were
viewed as being of greater importance than the actual tasks selected as a
village's first work project because eventual success of the model 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
nbjectives., The village health committce or other designated village groups
able to carry out the tasks of technical kncwledge enhancement and who could
conduct cooperative health related development activities would become the
catalyst for blending the resources of the villiage people, health workers,
school teachers, agricultural agents, governmert adminjistrators, and others
able to contribute *to health promotion.

Villagers, itinerant agents, health center staff, and other front-line
workers were very responsive to tne application of community organiration
strategies in primary health care, The numerous requests from village
leaders and nealth center neads to te included In PTEER Project activities
during the fourth year provide strong evidence for the level of enthusiasm
generated., Empirical results on the viability of ccmmunity organization
strategies and methods ror eliciting health-related commnunity participation
and action are presented in Section 3.1.

2.2 Health Center 3tafr Levelopment

With a health cervice deminated at the ministeriil level by physicians
(clinical specialists--rather than public health specialists), health centers
in Cameroon had an orientation toward delivery of services that in important
respects conflicted with the notion that communities and their "lay" leader=-
ship might have significant contributions to make to program and implementa-
tion. Outreach workers failed to understand that in the field the views of
the communities, if only for very practical purposes, need to be treated with
at least the same reapect a3 those of health professionals,

The staff development and training task for PTHE was a formidable one.
Its success would depend on conaistent, continuous team work on the ground,
with suppor. and incontives provided from the top,

(i1) Itinerant Agent Role

This {3 the critical central role in the community development approach
to primary health care delivery because front-line community organization
work is tho direct roaponsibility of the itinerant agent. Expreased simply,



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 the 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 villogers 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 community organization such as the fre-
quency with which certain illnesses and conditions are diag-
nosed and in which villages.

(3) An ability to establish 2 collaborative relationship between
the community leadership and clinicians, by encouraging the
clinicians to make the health center ~xperience particularly
rewarding for this grour., In this wuay, the community leader-
ship will be stimulated to encouraze villagers to use health
services appropria*tely.

Finally, the itinerant agent role requires a capacity to make a work
plan that does 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 likelihood of ecarly movement and some success, going later to other
villages that might provide more resistance to accion and to change.

{(i1) Health Center Role

The first role of health centur staff would be to substantively enhance
the community organization component by conducting at !aast crude epidemi-
ological analyses of intake to delineate:

{1) Major and most frequen® conditions presented for treatment and
in which villages sericus conditions appear to be endemic, and
which villages are not seeking care, This would provide itine=-
rant agents with informat.ion relevant to priority health problems
of various villages and, of courae, those that are not using
gervices,

(2) Variations in maternal and child health status according to village
rosidence.



(3) Special attention to community leadership as gate-keepers and
influencers of village beliefs and attitudes.

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 and participation of itinerant agents in health center staff meetings
and program planning, regular recognition of their achievements, supportive
supervision as they run into difficulties, and ensuring the availability of
more sophisticated technical assistance as needed from time to time.

Such activities as these, however, require further understanding and
competencies ot clinical personnel concerning the whole community develop-
ment strategy, simple data analysis and epidemiological methods, and the
significance of sozial and cultural factors in health education. This re-
definition of the focus of liealth center activities was well-received by
the personnel who were feeling the frustrations of patients returning time
and time 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 were found to be very open to learn new skills
which would enable them to use their tine and existing resources more effec-
tively and efficiently. For while their basic training had prepared them
well for the clinical aspects of their work, health center persomnnel 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 precviding care:r
incentives and additional skills to meet the realities of their situation
in the field.

The in-service training needs of health center staff were asscased by
PTHE prior to the development of each Project-sponsored training activity.
Duiring the four years the needs expressed were overwhelmingly along the lines
of how to motivate people to prevent illness, to use services appropriately,
and to comply with medical regimens. Thus, the PTHE orientation toward the
team apprroach to health'center staff development ard the pcractice of com-
munity-oriented primary health care were perceived by health workers to be
extremely relevant to their needs.

2.3 Supervision and Support System

It was particularly important through the whole life of the PTHE Project
that upper level personnel be continuously concerned and active in respect
to laying the foundationa fur the post-PTHE continuance and its diffusion
to the rest of the country. This involved, among other things, close atten-
tion tc the roles of counterparts to the project technicians and assuring



10

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 Peronnel at Ministerial Level

Within the MOH, the PTHE Project was placed under the direction of the
Division of Preventive Medicine. The director of this divIsion 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 nealth 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 ol community organization as a
major component in developing more effective programs than are
currently operating.

=Ensure that the Health Education Service 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 Coordinating Committee that appropriate min-
istries, particularly Agriculture and Zducation, be as actively
involved in program operations 3s possiple and that their special
expertise be available to him and his own MOH staff.

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

Role of Health Persornel at Provincial Level

Provincial level is the largest territorial unit to which the MOH
posts functionaries: the Provincial Delegate, who sits atop the hierarchy
of the health infrastructure in the province, and the provincial Preventive
Medicine Section Chief, who supervises the divisional =section chiefs and
provincial services of Preventive Medicine, Solid cooperation and support
are needed at this level, most especially in the area of personnel and ma-
terial; i.e., ensuring adequate staffing and supplies in the PTHE pilot
divisions.

Role of Health Personnel at bivisional Level

The expectution would be that divisional level personnel--the divisional
Chief of Health Services, and especially the Chief of Preventive Medicine
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and his assistant--would provide.an essential link between health center
personnel operations and the provincial and ministerial level, Therefore,
the closest and most careful supervision, support 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 levei. Their orientation to public health principles and practice
was found to be weak relative to the expectations of Project technicians.
Consequently, ministerial commitment to PTHE strategies and methods was
compromised by the lack of understanding of generic health education and
community organization theory among the majority of MOH directors and chief's
of service.

The work and enthusiasm of health personnel in the pilot 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, rtor those health workers who grew committed to the applica-
tion of the community organization process in ensuring village participation
and action, the perceived lack of support firom high level decision-nakers
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 missed cpportunity 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 Integrated Health and Community Development

PTHE envisioned involving senior and mid-level personnel from other
Ministries in scheduled training activities in-country as well as inter=
nationally, It was felt that Ministries whose ongoing operations might
be easily expanded to include health promotion would provide special op-
portunities for achievement of Project goals with but limited additional
input from PTHE., The Ministries of Education and Agriculture seemed es-
peclally appropriate for this type of cooperation. Curriculum development
in educational institutions responsible for training teachers, nurses,
agricultural agents, 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 developwent activity,

Therefore, the Project established an Interministerial Coordinating
Committee to narticipate in the development of PTHE policy as well as to
integrate and reinforce the efforts of various front line workers responsible
for development at the village 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



12

advisory body. The Coordinating Committee was never able to function be-
yond the bounds of receiving progress 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 training as trainers and trainees, by including integr-
ation strategies in training designs, and by offering technical assistance
to other agencies in the design and implementation of training for their
students. Honetheless, 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 ambitious in its
targeted outputs--in four years every human settlement in the two pilot
divisions was to be orgarized 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 goals. Actual outputs werec:

-21 itinerant agents trained and fielded with transportation (Revised
log frame: 40 1A's trained and fielded with transportation).

=136 village realth committees created of which 60% are active (by
Quarterly £valuation standards).

=160 villacos working remularly with itinerant agents (Revised log
frama: 240 VET's of which 30 are rated as active),

Despite this ccnstraint, the divisions were fairly well covered terri-
torially--32 out of 41 eroupements in the Met'ou and all ten of the cantons
in the Kadey had at least one health committee among their villages, with
245 villages contacted during the lif'e of the Project covering a popula-
tion of over 50,000 (Mefou: 130 villages, 20,500 inhabitants; Kadey: 115
villages, 32,800 inhabitanta), The extent of field work was greater than
could normally be expected from such a gmall numbar of {tinerant agents.,

Activity levels ror health comnmittees and participating villages act-
ually surpassed ideal levels based on itinerant agent numbers in the two
divisions; this was true for five of the seven quartera from July 1980 to
March 1982 in the Mefou and four of the seven during the same period in the
Kadey. (Level of activity determined by Quarterly Evaluation report scores,)
This indicates that rural populations in the two divisons were actively re-
sponding to community organization ~fforts. The goal of PTHE-~-"to increase
the number of health-related development activitien identified and carried
out by rural populationa"--was woll served., For levels of activity, undifa-
forentiated for quality and proceas, performance was quite good.

VHC activities ranged from apring improvements and pit latrine con-

atruction to community clean-up days to organization of family pharmacivs
to nutrition education to creation of villapge food markota., Moan acorns,

13
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again from the Quarterly Evaluation reports, for VHC's in the Mefou and
Kadey saw net changes of +2 for the Kadey and +5 for the Mefou during the
period July 1980 to March 1982, An increase of two points in the mean
score could indicate one additional village-level project per committee
per quarter, While field efforts never achieved the result of 80% of VHC's
earning "active'" status, it should be noted that in order to be considered
active, a YHC, in addition to completing a process of community diagnosis
and needs assessment, and creating a committee structure, would meet re=-
gularly and undertake and/or complete health-related projects in every
quarterly period of its existence,

Problems were never lacking administratively and logistically. While
field performance was actually quite good, field workers continued to work
under dit'ficult conditions with little effective MOH support at the Dir=-
ectorate level, Logistical support for supervisor and itinerant work was
often lacking, But PTHE has succeeded in making MOH officials aware of
community organization as a health education strategy, and PTHE is now seen
as a precursor to the National Program of Primary Health Care.

PTHE community organization activities, such as Committee Days and
Quarterly Evaluation Days, received strong encouragement from the Minister
of Health and were greatly appreciated by divisional-level administrators,
Committee Days were developed from an early proposal of a Mefou itinerant
agent, During Committee Days, several village health committees would send
representatives to a model neighboring village for a full day of health
education activities, including an environmental outing and a practical
demonstration of a village-level project, Quarterly Evaluation Days, organ-
ized at divisional level, brought together IA's, head nurses, and PCV's
from PTHE centers for discussions of problems encountered, possible solu-
tiona, innovative activities, training events and program planning, The
National Program of Primary Health Care will likely integrate these acti-
vities into its local programs, just as village health committees remain
a fixture in the PHC atrategy.

Where sound community organization methods were implemented, PTHE
field activities produced solid village health committee structures com-
posed of villages able to discusz their public health problems and able
to take actions to alleviate, if not to solve, those problems,

But much more flexibility in community organization work is necessary
for village level programs--and this can be effectively promoted through
refresher courses for both field workers and supervisora, It is the function
of a health committee which is sought, and not merely the form, Experimenta-
tion should continue with structures adapted to local conditions, Thus
preassure for numbers of committees should be restrained, A more accurate
gauge of progress would be the number of villages taking up health-related
activitiea,

3.2 In-Service Training

The In-Service Training component of PTHE consisted of in-service train-
ing for health peraonnel, technical assiastance to MOH service and assistance
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to the Ministries of Agriculture and Social Affairs in organizing continu-
ing education courses.

In the four years of UNC technical assistance to the MOH the PTHE
Project has organized:

-three seminars for front-line agents, representatives of several
ministries, and administrative authorities, in Yaounde;

-two continuing education courses for heads of subdivisional hospitals
and health centers in the Mefou and Kadey Divisions;

-orientation sessions in the Horoﬁ and the Kadey for 18 health center
teams composed of head nurses (or doctors), itinerant agents and
Peace Corps volunteers;

-tehnical assistance to the Health Education Service of the MOH in
designing and offering education courses for health educators and
a national conference;

-technical assistance to the Training and Continuing Education Ser-
vice of the MOH in deaigning and offering four provincial continu-
ing education courses (Center South, North, West, and Littoral);

-technical assistance to the Community Development Service (MINAGRI)
in organizing a continuing education course for rural development
agents in Moundi, East Province;

-=techinical assistance to the Training Service of the Ministry of Social
Affairs in training rural animators in Betamba,

Relative to the logical framework target output, the following results
surpassed the stated outputs:

=240 health werkers and 35 Peace Corps volunteers trained and imple-
menting health education programs in 18 active health centirs, In
the field, 82% of the health peraonnel working in the pilo. division
participated in in-service training, (Revised log frame: 160 heslth
workera and 30 PCV'a trained, activities !+ 16 health centers,.)

-~training design and material developed and used in four MOH provincial
seminars, two HES seminars. (Revised log frame: design and materials
developed for four MOH seminars,)

=92 workers from other services participated in PTHE training sessions,
of whonm at least 52 undertook health activities by June 1982, (Re-
vised log frame: 25 workers from other services trained, of whoa 8
undertook health activities,)

Evaluation of PTHE health centdi® performance over time--a reflection
of training effectiveness-~produced these resulta: for the period July 1980
to March 1982,.both diviaions showed net positive changes in acores on Quar=
terly Evaluations reports-- +8.5 for the Kadey, +5.4 for the Mefou in mean
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scores, (Mean scores for the divisions rose to 36 and 36.7 respectively.
Target score was 45.) A comparison of health center performance between
PTHE centers and those of neighboring divisions (based on a health center
inventory completed by head nurses and doctors in early 1982) revealed
statistically significantly higher mean scores for PTHE centers, both in
community action scores and in overall performance, PTHE centers generally
offered awider range of service both inside and outs’de of the health center.,
(Mean scores: Kadey 2 50, Lom et Djerem =41 Mefou 2 51, Nyong et So-Nyong
et Mfoumou 2:35; out of a maximum score of 75.)

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

Training activities were extremely popular with health personnel, both
trainers and participants, and served heyond service upgrading as a motiva-
tion factor,

* A product of this component, and potentially a major contribution to
MOH training activities, is a Trainer's Guide developed during the four
vears of the Project, It is now available, in French and in English, from
MOH for use by personnel involved in training and continuing education,
The guide is set in order 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
training activities covering eleven major community health topics; nearly
all of these activities have been tested during the PTHE Project, and were
designed or adapted for use in Cameroon,

3.3 Pre-Service Training

PTHE activities in this area never reached the ambitious levels set
out in the Project Paper--target numbers which were seemingly set in
ignorance of curriculun and calendar considerations, However, in its four
years of operation, PTHE training saw the following levels of participation
from feculty and students of training institutions:

Facultx Students
cuUsSs 0 160
CESSI 0 72
ENISFAY 6 0
BERTOUA NURSING SCHOOL 7 12
OCEAC 9 20"
TOTAL 7 264

*7 from Cameroon, 13 from Gabon, Prople's Republic of
Congo, and C,A.R,
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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)

~-gseven 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 the Kadey (July 1979). ENISFAY faculty participated in PTHE
seminars in Yaounde in 1978, 1979, and 1981,

The potential for PTHE influence on the re-orientation of health workers
in the field to be more commuunity-~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 PTEL health centers, students gained knowledge and skills needed
to initiate and support community action strateges. Classronm/seminar par-
ticipatien enabled Iaculiy and ctudents to review, and attempti, more active,
practical training methods to be incorporated into their work, This commit-
ment to a community health philosophy, and to a style of training which
emphasizes practical exercises, active participation, and real life situa-
tions must be maintained., Thus, it is highly recommended that MOH continue
to invest in the Mefou division centers to maintain appropriate training
sites for students--CUSS/CESST, ENISFAY, and Mbalmayo Nurses' Aide School.
CUSS is presently building a field training site Jjust outside Bandongoue
in the Kadey--a2 goocd reasors to extend this recommendation of MOH invest-
ment to the Kadey (where Bertoua nursing school would 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 directors and faculty to design feasible programs for each school
based on local conditions.

3.4 Primary Schcol Health Education

A re-orientation 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:

~Teachers trom ten pilot schools rececived in-service training; (Re=
vised log frame: teachers from eight pilot schools to receive in-
servico training)
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-A teacher's guide to health education 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 (MOH/MINEDUC) Sub-Commission for Primary School Health
Education was created in January 1980 and functioned throughout the develop-
ment of the PTHE program., This Sub-Commission established goals and objec-
tives for lLealth education at the primary school level (both general objec-
tiv.s and specific ones for grade levels) and generated 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 1981/32, 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 being observation sheets for classroom lessons taken from the
guide (completed by local evaluation teams made up of health persornnel, in-
structors, and village health committee representatives), the other being
a pre-test/post-fest instrument for pupil health attitudes and knowledge.
Serarate tests for CE fthird and fourth grades) and CM (fifth and sixth
Zrades) were administered with the following test results:

Difference between means of Correct Responses on a Health Question-
naire administered to 3rd, 4th, 5th, and 6th grade ctudents,

Kadey Division

Number
Test of Classes Mean SD t-Value df
Pre- 1 278.81  105.95
-3097 10
Post- 11 318.27 123.61
Mefou Division
Number
Test of Classes Mean SD t-Value df
Pre- 13 306,61 77.67
-5.412 12
Post- 13 330.38 81,70

85ignificant at the .00% level for one-tailed 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 MCH/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 sessjons
of 30 to 45 minutes by grade level) encouraged the MINEDUC Commission on
National Reform of Primary tducation 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 divisional 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.

Despite the delivery or large stocks of material and the presence of
two PC A~V specialists, the A=V producticn center never became functional
during the li e of tne Project. A projected date of late October 1982 has
been given for 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 nroduc-
tion, and (2) that the Primary School Health Education program be a primary
focus for A-V production, with subjects taken from the experimental Teacher's
Guide,



[

Chapter 4

- CONCLUSION

The Project has shown that a major barrier to the success of cam-
munity oriented primary health 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 understand the relationship between
health, diet, hygiene, and water, why then is it necessary to develop
special programs or projects to stimulate and encourage ccllective and
individual behavior change?

It was clear to UNC and to those in the MMOH who ori.,inally designed
PTHE that in spite of differences in beliefs, habits, and behaviors found
among various human societies, there are indeed generic principles that
when risorously and sensitively applizd will in time produce health bene-
ficial changs. 16 was furtiicr Known that insights gained fram the PTHE
experience in the Kadey and Mefou 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 conditiong of each
local situation.

It was the task of PTHE to transmit these selected generic princi-
ples of development and behavior change to the people of two areas of a
nation. This was accanplished, for the data clearly indicated an increase
in the number of health-related development activities identified and un-
dertaken by the villagers themselves. By the close of the Project, the
level of village enthusiaam was high and the number of requests initiated
by village leaders to participate in PTHE outreach activities provided
enough evidence of people's responsiveness to the strategies and methods
used.

However, it was in the area of' developing an adequate support and
supervision system for these workers that PTHE was unable to achieve.
Framn all indications the major barrier was that high level decision
makers in the MOH <1 whom the Project depended never clearly understood
the theories and principles of cammunity organization and health educa-
tion. In the final analysis PTHE should have begun field operationg by
focusing o this level of personnel through more intensive and apecially
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designed training efforts to ensure the degree of orientation and cam-
mitment needed from them.

We also know that organizational boundariuvs within and between gov-
ernment agencies coupled with those of international donor agencies can
often became barriers to achieving the very objectives they most wish to
reach. Therefore, instructural changes need to be seriously considered
for distributing participation and ownership in primary health care more
equitably among ministries, divisions, and services concerned with com-
munity develomment. Very significant lessons have been learned fram the
PTHE experience in terms cf personnel management, financial management,
‘and communicatica structure as important factors in the development pro-
cess. In-depth analysis of how they influenced the process and direction
of the Project is discussed in the full final report.

As Project technicians and coordinators, we strongly encourage
the continuaticn of the PTHE approach within the MOH even if resources
constraints dictate a reduction in 2fforts., It has always been our
intent that MOH decision-makers should view the PTHE experience as an
experiemental one capable of generating understandings that will be
useful for increasing the erfectiveness of exicting primary health care
efforts within the Ministry. UWe did not discover a formula for universal
success ror do ve believe that there is likely to be one which would re-
main successful without continuous modification to meet the demands of

chanzing econcnic and sccial realities.,
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