


EXECUTIVE_SUMMARY

Date: June 10, 1983
Project: 631-0009: Practical Training in Health Education
Country: Cameroon

Period of Project: July, 1977 - June, 1982

I. What constraint did this project attempt to relieve?

The project attecmpted te relieve constraints caused by lack
of health knowledge and lack of 2 grass roots strategy to
implewent health activities, which lead to preventable health

problems ultimatelv interfering with the production and development

processeos,

II, What technology did this project promote to relieve
this constraint?

The project proposed a nationally coordinated practical health
education training system and strong community organizations
which would increase the number of health - related development

activities identified and undertaken by rural populations,

.I11I, What technology did the project attempt to replace?

The technology to b> replaced included a scrvice delivery
system obsessed with curative medicine, lack of understanding
of the potential health benefits possible through self-help
and cooperative actions, and reward systems that encouraged

less productive activities to the neglect of more productive ones.



Iv.

V.

Vi,

VII.

Why did project planners believe that intended
beneficiaries would adopt the proposed technology.?
Preliminary project analyses showed that target villagers

were willing to organize for community action and that they
were receptive to medical techniques proposed by training
courses.

What characteristics did the intended beneficiaries
exhibit that had relevance to their adopting the pro-
posed technology?

Beneficiaries had adequate education level to understand training
courses, and they had a village structure within which the

health activities could fit.

What adoption rate has this project achieved in
transferring the proposed technology?

Some of the training targets were not achieved because they
were overambitious. However, village committees were
developed as anticipated and national health education

training system is functional.

Has the project sct forces into motion that will
induce further exploration of the constraint and
improvements to the technical package proposed to
overcome it?

The Ministry of Health is currently planning to use the PTHE
model for other regions of Cameroon and ultimately for the

whole country. They view the model as viable.



VIII,

IX.

X.

‘Do private input suppliers have an incentive to examine
the constraint addressed by the project and to come up
with solutions?

Certainly, private businesses have the opportunity to open pharmacies
to the target areas, in order to provide drugs to support

the medical technology proposed.

What delivery system did the project employ to transfer
technology to intended bencficiaries?

The project formed a national coordinating committee, village
committces, & healih education program in the primary schools,
the training of health personnal using the team concept, and

the training of a member of the health center staff as Itinerant
Agent to fulfill the reles of liaison between the health ceater
and the villages, and of community organizer,

What training techniques did the project use to develop
the delivery system?

The training techniques included visual aids, seminars, conferences,
in-service training, team concep* approach to the training of
health personnel, and practical exercises fbr primary school

children to develop in them a sense of responsibility for their

own health,



XI.

What effoct did the transferred technology havo upon
those impacted by it?

Activity levels for health coomittees and participating villages
actually surpassed ideal levels based on itinerant agent
numbers in the two divisions.

This was true for five of the seven quarters from July 1980

to March 1982 in the Mefou and four of the seven during the
same period in the Kadey.

This indicates that rural populations in the two divisions

were actively responding to community organization efferts.

For levels of activity, performance was quite good.
Consequently, target villagers are now more actively initiating

health-related activities.



PRACTICAL TRAINING IN NEALTH EDUCATION
(631-0009)

Summar

The Practical Training in Health Education Project (PTNE), implemented

from 1978-1982 in Cameroon, was a project aimed at stimulating community
organization in the realm of health. The project, implemcnted by the
University of North Carolina in collaboration with Cameroon's Ministry of
Health, attempted to increase the number of health-related development
activities initiated by rursl populations by developing a nationally co-
ordinated practical training system. This training system was composed of
village, institutional, and national-level structures, which were integrated
by ‘common training themes. Village level structures included village
committe~s, primary school health eduvcation programs, and hcalth center
teams. Institutional level structures included in-service and field
training programs. The national structures included a national cocrdinating
comnittee, a visual ailds production center, seminarus and conferences.

Although the project fell short of targeted outputs for reasons described in
this report, the goal of the PTHE project - to increase the number of health-
related development activities identified and carrled out by rural populations -
was well-served by the village health committee program, glven the extreme
constraint of fleld worker numbers. Numbers ot health related de selopment
activities Increased dramatically in all of the 245 villages contacted by

fleld workers in the two divisions, as did awareness of public healch

problems and local-action solutions,

Also important to note is the fact that the Ministry of Health's Departrment
of Preventative Mediclne was interested enough in the P.T.H.E, model that

they mobilized a large-scale inter-ministerial evaluation of the project,
Although the evaluation has been delayed, it {1lustrates that the MOH views
the community parcticipation approach as replicable in other parts of Cameroon.

Actual outputs achieved included:
1) 21 itinerant agents tralned and ficlded with transportation;
(target was 40).
2) 134 village health committees created of which 60% are active.
(Target was 240, of which 80% were active.)
3) 160 villages working regularly with itinerant agents.
Typical village health committee activitiea {ncluded spring improvements,
pit lacrine construction, community clean-up days, organization of family

pharmacies, nutrision, educatfon, creatfon of village food markets, and 8o of.
(Sce pgu, 13-14 of sammary report,)

In-service tradning actfvitics Included in-gervice training for health per-
sonnel, technlcal assistance to MOH gervice and asalatance to the Min{stries
of Agriculture and Social Affairs in organizing continuing education courses.
(See pps. 14-16 of summary report.)



Pre-service training activities fell quite short of expectations. (See
pgs. 16-17 of summary report.)

Primary school health education included the training of teachers and

the development of a guide to health education iu primary schools,
(Sce pgs. 17-19 of summary report.)

An audio-visual aild center was never developed (See pg. 19 of Summary report.)
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The preparation of the PTHE final report was coordinated by
Eugenia Eng, the Project Assistant Coordinator, and Michael Davies,
the Project Cormunity Organization Technician., Jim Herriugton, the
Project Research Assistant, made significant contributions in data
analysis and discussion of findings. John Hatch, the Project Coordinator;
Guy Steuart, the Project Associate Coordinator; and Paul Seaton, the
Project Adminis<trw ..ve Officer, ecach prepared several sections for this
document. Darryll Candy, “he Chief of Party, and Nancy McCharen, the
Project Training Technician, provided valuable insights through their
written reports to UNC for inclusion in the final report.
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SUMMARY OF RECOMMENDATIONS

Village Community Organization and Development

1.

2.

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.,

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 ot their
supervisors is to support the team approach to service delivery.

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

Nurses-aides should, however, receive basic training in conmunity health
and comrunity organization skillc as part of the nurse:s-aide schocl's
curriculum, =iven tnat this cadre ot health personnel works most consis-
terntly at the village level.

Village committees should not be rorced to comply Wwith 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 patterns, competing priorities from harvest, and multi-ethnicity
must be -~onsidered in community organization work.

Other "pilot" health centers in additional divisions should be estabe-
lished to continue the steady and systematic extension ot community
oriented primary health care rather than a fragmentary and superficial
attempt to cover an entire region or country at once.

Training

T

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 personnel,

Training of supervisory personnel such as the heads of health centers
should include community diagnosis and needs asscssment techniques as
skills they thanselves must understand in order to sufficiently support
the responsibilities of outreach workers.

i



9. Diffusion of PTHE training activities should begin with health personnel
at the ministerial service level and then 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 lervice of the MCH should follow-
up the specific requests from the Assistant Nursing Schools in Abong-
Mbang and !balmayo, OCEAC, CUSS, CESSI, AND MINSAF, and MINAGRI for
terhnicial assistance in organizing basic training for their students,

Schiool Health Education

13, Further experimentation should be carried with the Teacher's Guide in
both the pilot !ivicicns and outside, Any distribution of the GQuide
nust he accormpanied by orientation sesgsions,

14, Diffusion of -he PTHEZ sehool health component should become a4 major re-
sponsibility ot the established MOH-MINEDUC sub-commission to carefully
select additionil pilot schools in other areas of the country where re-
lations between the community personnel are willing to collaborate to
aupport school health education activities,

Future Dcwveloprment of Zffort by the GURC o Iuteyrate Primary Health Care
and Community Develonmoent

15. A structure exists whoue potential has not been tapped-=-the rural co-
operatives {(SOCOODER, CENADEC, CCCOOPED), By their charters they
financed local cermunity projects throush a fund fed by cocoa or coffee
sales, Contacts at all lovels, but especially divisional tevel and
down, ashould be made to encouruge use of co-op fundas for cormunity
health prnjects, auch an stocking village pharmacired,

16, Concerted efforts to {ntroduce a new approach muzt focus Lratning on
the roles ol the upper cadres of personnel firat to steensthen their
ortentation and ability to support the work of° personnel under their
supervision and th activities under their juri-dictien,

17. Tha MO must establish career lines and incentives tor physicians and
nurses to receive public health tratning such that a stop=by-step ro-
placement of clinical specfalists can occur at the mintsterial Division
Hoad lavol to onaure high level support for community oriented primary
health caro,

11









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 Camerocn. 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.” Objectives of the PTHE Project

The ultimate moal of PTHE was to increase the number of health-related
development activities identified and undertaken oy 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 comnunities to meet the needs
in the healthiest wa' possible.

To operationalize these principles and %o achieve the project goal,
PTHE would develop ard implement a nationally coordinated practical health
education training syater wnich responds to the ne-1s of the rural popula-
Fion in the Kadey and Me. u Divisions. For the essential pbarrier to the
realization of improved health status had seldom been the lack of technical
knowledpe among health workers or the cost associated with the application
of this knowledpe. Rather, it had rested with the problems health workers
rad had in identitying effective means for (1) transmitting this knowledge
in a meaningrul way to populations at risk, and (2) stimulating and support-
ing organized, informed 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 ontu the
motives and needs experienced by the people themselves, Citizen action,
rather than initictives 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 pcople they serve, par-
ticularly as these relate to specific health issues and their attitudes
toward change, Therefore, intensive and systematic in-service training
of health workers in the field was necded to redefine their roles toward
a more community-orientec practice of® primary health care. Health personnel
with cupervision and training responsibilities also needed additional train-
ing to provide the critical support to health workera whose focus of acti-
vities have been redirected, Central level hoalth officials with decision-
iaking ond policy-making rosponsibilities needed 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 service delivery. The tiiining 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 cormunity or-
ganizer,

Other 3Services--In-service training of other agency personnel
working towarcs communivy 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.

Fstablishment 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 for further training abroad in health educa=-
tion.

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



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
implementing 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 rrom other services trained, of which at least 8 utilize
training to undertake specific 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 audio-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, which 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 life 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 Project. 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 cf 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 a learning experience for the profiessional as it was for
the villager. In addition to the collection of information on populaticn,
age, number of households, and identification of important persens, the
comunity 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 unde: 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 influeritial 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 +~illage person 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 to increased levels of technical awareness, experience in problem-
solving, and availability of resources, Given these differences, it was
assumed that starting pointc und tasks selected by various villagers would
be varied.



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 help a village explore its
potential for health prcmotion, 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-relianca 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 viliage people, health workers,
school teachers, agricultural agents, governmert administrators, and others
able to contribute %o 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 ard nealth certer neads to te included in PTHE Project activities
during the fourth year provide strorng evidence for the level of enthusiasm
generated. Empirical resulis on the viability of ccmmunity organization
strategies and methods ror eliciting health-related comnunity participation
and action are presented in Section 3.1.

2.2 Health Center 3tafr Development

With a health cervice deminated at the ministeriul level by physiciars
(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 respect a3 those of health professionals,

The ataff development and training task for PTHE was a formidable one.
Its success would depend on consistent, continuous tcam work on the ground,
with suppor. and incentives provided from the top.

{ii1) Itinerant Agent Role

This i3 the critical contral role in the community development approach
to primary health care delivery because front-line community organization
work is tho direct resaponsibility of the itinorant agent. Expreossed 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 villagers 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 a 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 way, the community leader-
ship will be stimulated to encourage villagers to use health
services appropriately.

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 early movement and some success, going later to other
villages that might provide more resistance to accion and to change.

{ii) Health Clenter Role

The first role of health center staff would be to substantively enhance
the community organization component by conducting at ’zast 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 information releovant to priority health problems
of various villages and, of course, thosc that are not using
services,

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



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

The second role of health center staff woutd 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 difficultles, 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 social and cultural factors in health education. This re=-
definition of the focus of lhealth 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 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 previding 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 asscssed by
PTHE prior to the development of each Pro ject-sponsored training activity.
Dui'ing 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 approach to health:center staff development ard the pcactice 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 foundations for the post-PTHE continuance and its diffusion
to the reat of the country. This involved, among othor 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 responsibilitly for PTHE post-
contract continuance and diffusion should be assigned to this
service,

-Ensure through the Ccordinating Committee that appropriate min-
istries, particularly Azriculture and Zducation, be as actively
involved in program operations as possiole 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 Personnel 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. 3Solid 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 Peraonnel at bivisional Level

The expectation 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 betwsen 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-
jcine 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 chiefs
of service.

The work and enthusiasm of health personnel in the pilot divisions, from
the chiefs of preveniive 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 perceived lack of support from high level decision-rakers
was even more frustrating. The inability to adequately respond to village
leaders and hz2alth 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 ia 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-
pecially approoriate 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 reintforce 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
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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. MNonetheless, 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 were:

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

-136 village nealth committees created of which 60% are active (by
Quarterly Evaluation standards).

=160 villac2s werking remularly with itinerant agents (Revised log
frame: 240 YET's of which 809 are rated as active).

Despite this ccnstraint, the divisions were fairly well covered terri-
torially--32 out of 41 sroupements in the Metou and all ten of the cantons
in the Xadey 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 small number of {tinerant agents,

Activity levels ror health comnittees and participating villages act-
ually surpassed ideal levels based on itinerant apent numbers in the two
divisions; this was true for five of the seven quarters 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 efforts. The goal of PTHE--"to increase
the number of health-related development activities identified and carried
out by rural populationa"--was well 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 pharmacies
to nutrition education to creation of village {'ood marketa, Mean acoros,
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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 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 community-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-
ticipation enabled faculty and ctudents to review, and attempt, 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/CESSI, ENISFAY, and Mbalmayo Nurses' Aide School.
CUSS is presently building a field training site just outside Bandongoue
in the Kadey--a good reasons to extend this recommendation of MOH invest-
ment to the Xadey (wihiere 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 from ten pilot schools received 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
Fqucation was created in January 1980 and functioned throughout the develop-
ment of the PTHE program. This Sub-Commission established goals and objec-
tives for health 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 1981/82, 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 beirg observation sheets for classroom lessons taken from the
guide (completed by local evaluation teams made up of health persornel, in-
structors, and village health committee representatives), the other being
a pre-test/post-test instrument for pupil health attitudes and knowledge.
Serarate tests for CE (third and fourth erades) 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- 13 330.28 81,70

35ignificant at the .005 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 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 spbecialists, the A-V producticn center never became functional
during the lif2 of tne Project. A projected date of late October 1982 has
been given for completion of renovation work on the HES office block which
Wwill 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,
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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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Chapter 1

INTRODUCTION

", . . the final positive goal of maintenance of health can only be
achieved by the people themselves through being possessed of adequate
education in and practice of health knowledge." This statement made ;n
1934 by John B. Crant, the pioneer of community-based primary health care,
reflects the profound influence he had had on the health care delivery
system of the People's Republic of China at that time, and continues to
have on world wide efforts to integrate community development and health.
The principles developed by Grant guided the approach used by the Practi-
cal Training in Health Education (PTHE) Project to reduce the debilitating
effects of preventable disease by increasing the ability of community people
themselves to meet their health-related needs without the constant interverna

tion of health personnel.

The more usual approach of stimulating and educating populations at
risk to adopt mcre health promotive behaviors was not producing results
which corresponded to the level of human and financial resources invested.
The missing ingredient was a health care delivery system's inability to
mobilize internal resources of a community and external resources availa-
ble to a community because health workers were not able to graft technical
knowlecdge and skills onto the daily life experienceé and priorities of the
people they served.

For the Government of the United Republic of Cameroon (GURCi, the
PTHE Project represcnted a concerted effort to expend health education
activities to its rural population by re-orienting the work of Ministry of
Health (MOH) personnel at all levels, To accomplish this health orkers
from the individual village to the National Service needed to be trained
to be able to implement specific strategies and methods of health educa-
tion which were community oriented in focus and development oriented in

practice.
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This is the story of the four year Project. The full detailed
description of the activities, methods, and approaches used in PTHE is
presented in this document; The project's findings, analysis, and
interpretation are discussed in asseSsing the degree to which PTHE ful-
filled its original intent in terms of proccess and Qltimate outcones.
Both general and specific recommendations based on the PTHE experience
are made to enable similar efforts in the future to learn from the Pro-
Ject's mistakes and to gain strength fram the Project's successes.

1.1 Objectives of Final Report
The usual purpose of a final report is to provide administrative

closure for a project by documenting what had been planned initially,
what was actually implemented, how well the activities were executed,
and to what degree the cbjectives were met, and by proposing specific
recommendations based on the findings. 7This final report for PTHE, how=-
ever, has been written with an additional purpose in mind. While the
final report's organization and content should meet the normal require-
ments of an administrative document, the particularly strong emphasis
given to the various processes of implementation and evaluation should
serve the useful purpose of a planning document;

Program planners and technicians with a special interz2st in speci-
fic strategies and methods used in the development of community-oriented
primary health care services should find chapters 2 and 3 to be the
most valuable in terms of practical information. Chapter 2 describes in
detail the particular strategies and methods selected for PTHE at the
community level, the direct service level, the supervision and support
level, and the community development level. The overall conceptual frame-
work used in the project provides the rationale for selecting these
strategies and methods. PTHE Project assumptions are explicitly stated
as well, and are assesased in retrospect as to the degree to which they

were-correct,
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Chapter 3 presents and evaluates each Project activity designed
to implement the strategies and methods described in Chapter 2. The
activities discussed are organized by program camponents according to
the population served:

- Village communities
- Health and other agency personnel
Faculty and students of training institutions

Primary school teachers and students
Audio~-visual aid center staff

Quantitative and qualitative evaluation findings are presented
and discussed for each program component in terms of how well the ac-
tivity itself was implemented and the degree to which it contributed to
the effectiveness of the planned strategy.

Chapter 4 focuses on the ccmplex system of PTHE administration
spanning from UNC-Chapel Hill to its field office in Yaounde, to the
MOH, to the USAID mission in Yaounde, to the USAID in Washington, and
to other principal donor agencies. The detailed discussion and analy-
8is of themultifacited roles and responsibilities are presented by
administrative units, while the major management areas of communication,
personnel, and finance, are presented as separate sub-gections. Program
administrators and managers should find Chapter 4 to be a valuable source
of practical information for planning and managing any major program
involving more than one agency. The detailed analysis of the management
system should serve as a case study in organizational deQelopment.

Finally, Chapter 5 offers specific recommendations to the MOH in
termes of the continuation and diffusion of certain PTHE Project stra-
tegies and methods. This final report signifies the end of thc pilot
phase and the beginning of full national prom‘am planning by the MOH
in Cameroon,
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Recommendations are also made to USAID concerning the development of
similar technical assistance projects in Cameroon and in other African

nations.

1.2 Terms Of Reference

It is anticipated that this final report will be of particdlar in-
terest to the MOH and USAID as PTHE Project collaborators and as organi-
zations which have invested an enormous amount of financial and human
resources into its support; Therefore, in the writing of this report,
two terms of reference were kept in mind for sifting and selecting through
the tremendous amount of information, data, findings, docﬁments, and per-
sonal insights accumulated over the past four years. The terms of reference
are the following:

a) Usefulness of the PTHE experience to the MOH for diffusion to other

parts of Cameroon
The decision to choose two very distant and different areas (the
Mefou and Kadey districts) for PTHE Project implementation was based on
the rationale that factors such as ethnicity, population density, socio=-

economic status, geography, degree of isolation from resources, and
occupation, could influence the project outcomes; Through the relatively
wide range of these factors found in the Mefou and Kadey Districts, find=
ings could be compared and contrasted more precisely to answer questions
concerning generalizability and replicability of PTHE strategies and
methods.,

Thus, the discussions and recommendations contained within this
document have been developed to provide the MOH with pertinent data and
mathods for making well-informed décisions about which PTHE strategles
and methods can be effectively diffused, under what conditions, and how.
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Comparisons are explicitely made between the Mefou and Kadey outcomes to
present any significant differences; Ethnographic and demographic factors
are examined, when the data.are avéilable, to explore plausible explanations

for the differences observed.

Unanticipated outcomes, both positive and negati&e, are also included
in the analysis of PTHE strategies and methods; With any pilot project
as intensive in activity and extensi&e in time as PTHE, ﬁnintended side
effects will undoubtedly occur; More often than not, an analysis of un-
anticipated benefits or barriers can proQide valﬁable insight into the
practical aspects of implementing new strategies and methods,

b) Usefulness of the PTHE experience to USAID for replicability in other

African nations
For the purpose of this final report, "replicability in other

African nations" is not meant to imply the precise duplication of PTHE

in its entirety in another country. PTHE represented an attempt, inten-
sively and systematically,to apply an approach to community participation
In primary health care and prevéntive action and to train personnel in the
strategies and methods of such an approach in Cameroon. But there does
emerge from this experience a number of more widely applicable consider-
ations appropriate to the establishment and deQelopment of similar programs
in other African settings.

As a result of this four year experiment, certain strategies and
methods were shown to be more effective than others, with some needing
additional testing in Cameroon and in other countries; The role of USAID
in facilitating, providing support for, and monitoring similar programs
through pilot projects in Africa is a crucial one.
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Fully recognizing that PTHE is not the definitive model in the
community development approach to primary health care delivery, the
final report makes specific references throughout as to how the role
of USAID can be more effective in the development of such a model;

Both the technical and management aspects of collaboration are included
in the analysis and recommendations.
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2,1 continued
Health workers did not understand the potential value of their technical

input into activities focused toward health promotion, underestimated

the potential of villagers to resolve organizational conflicts, and
simply did not know how to stimulate, encourage and guide self-help
efforts at the village level. These were the barriers to be overcome

by PTHE. Some were ones that could be managed through educationand prac-
tical experience while others institutional and quite probably beyond the

reach of PTHE's potential influence for encouraging cooperative action.

The ultimate goal of PTHE was to increase the number of health-

related development activities identified and undertaken by rural por-

ulations. Two basic health education priaciples are implied in this
goal statement. The rirst i3 that community people are capable and
willing to find solutions te problems they themselves believe to have
high priority. The second principle is that the aim of health education
is to assist communities to meet these needs in the healthiest way pos=-

sible.

To operationalice these principles and to achicve the project

goal, PTHE would develop and implement a nationally cocrdinated prac-

tical health ~ducation training system which responds to the needs of

the rural population in the Kadey and Mefou Divisions. The essential

barrier to the realization of improved health status had seldom been
the lack of technical knowledge among health workers or the cost as-
sociated with the application of this knowledge. Rather, it has
rested with the problems health workers had had in identifying effrca-
tive means for (1) transmitting this knowledge in a meaningful way to
populations at risk, and (2) stimulating and supporting organized,
informed citizen action in solving community health problems.
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The Project raised health issues within a community organization

and development framework in which program outputs were grafted onto
the motives and needs experienced by the people themselves. Citizen
action, rather than initiatives imposed by external sources, was the
prime source of change. This approach required an understanding on the
part of the health worker of the values and beliefs of the people they
serve, particularly as these relate to specific health issues and their
attitudes toward change. Therefore, intensive and systematic in-service
training of health workers in the field was needed to redefine their
roles toward a more community-oriented practice of primaryhealth care.
Health personnel with supervisory and training responsibilities also
needed additicnal training to provide critical support to health workers
whose focus of activities have been redirected. Central level health
officials with decision-making and policy-making responsibilities needed
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:

1. THE VILLAGE LEVEL:

Village Committees
- The formation of village committees as a result of community

organization efforts. Through these committees, villagers 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 de-
velopes 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 inte-
grate health education and health promotion into health servico delivery.
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- The training 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 organizer.

Other Services

- In-service training of other agency personnel working towards
community development at the village level, e.g., teachers, agricultural
extension workers, sanitarians, social welfare agents, etc.

2. THE INSTITUTIONAL LEVEL:

- In-service training of faculty from health praining institutions

- Field training from CUSS-CESSI and other health training institu=-
tions students.

3. THE NATIONAL LEVEL:
- Establishment of a visual aids production center.

- Establishment of a national coordinating committee composed of
representatives from other ministries and collaborating agencies to act
as a advisory body to the Ministry of Health concerning the development
of the PTHE Project.

- .rovision of seminars or conferences at least once a year.

- Provision of scholarships for further training abroad in health

education.

These three levels were integrated with one another by consistently
using central themes throughout all training activities and focusing on
specific skills needed for the effective functioning of each level of per-
sonnel., All related agency workers from other ministries were included in
PTHE training sessions to promote greater collaboration. The PTHE Project
assumed that true community development can only be realized through the
integration of all services and resources available to villagers, The MOH
believed that heal:th personnel could effectively act as initiators and co-
ordinators of this integration through the application of practical'health
education strategies and methods.
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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 1s, the selection
of two contrasting districts in terms of sociodemographic and ethno-
graphic characteristics 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 Project.

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

MOH Director of Preventive Medicine: PTHE Project Director

UNC Clinical Assistant 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

UNC Clinical Assistant Professor: PTHE Community Organization
Technician

MOH Assistant Chief of Health
Education Service: PTHE Counterpart for Community
Organization

Technical and administrative support to the PTHE field team were
provided by the UNC home base team in Chapel Hill who were full-time
universitv faculty and staff members. Their positions and percentage
of time commitment with PTHE were the following:



~12-

2.1 continued

Project Coordinator 26%
Associate Project Coordinator ;4%
Assis*tant Project Coordinator 100%

Administrative Officer 100%
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2.2 Project Assumptions
The theoretical foundations and practice principles of community

organization and health education in relation to primary health care
services have a long history of development. Their more visible emer-
gence and recognition today is a result of the failure of more traditi-
onal ..rategies to meet expectations for results from evaluation research,
practice experience, and basic research. The applicability of the fol-
lowing principles and theories to PTHE is clear, but it should be noted
that they are equallv applicable to similar programs in developing as

well as developed countries of the world.

Success in the treatment and prevention of the main communicable

diseases and other health problems of rural Cameroon is to a considerable,
{ndeed critizal, decree dependent on the extent to which the people them-
selves, by their cwn initiative and nealth promotion hehaviors in their
daily private lives. This would include the extent to which tney themselves
deal practical soluticns to environmental hazards such as latrine building
and the protection of water supplies; whether they adopt more hygienicn
methods of infant care ard feeding, following more balanced diets, use me-
dical care servcies more discriminantly, and use professional advice and

services with resgect o pregnancy and delivery.

Thus, while services themselves have a technology to deliver,(e.g.,
immunization or medical care),and while clinical personnel may attempt to
educate and persuade those who do usc such gervices, those clients repre-
sent only a part of the population at risk or in need. Morcover, cich
advice tends to be effective primarily where it rclaces to a more or less
{immediate sensc of urgency by thie client and i3 likely to have little effect
on daily preventive life-styles and behavior. For example, daily habits of
peraonal hygiene, of infant feeding, or of local environmental management
are notoriously incusceptible to perasuasion attempts which are confined
to clinical settings,
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Outreach activities, having considerably greater potential for

efficacy, also have serious constraints. First, the disprcportion be-
tween numbers of health persomnel and the size of catchment populations
is such that universal individual and family contact between worker and
people is simply not possible; Secondly, geographical distances, road
conditions, and lack of transport limit the accessibilitv of local pop-
ulations, particularly in rural areas, to health center staff;

Morever, in attempting to overcome such personnel and logistical
problems, cervices often concentrate on using a variety of mass media
with their typical information - disseminating and compliance exhorting
messages. The results of this are too often disappointing. Usually,
too, matters are not much improved bv combining with the mass media a
variety of didactic teaching methods with small sroups of people, Both
mass media and didactic teaching, as well as the more efficacious group
discussion methods, all of which attempt to reach as manv of the intended
beneficiaries as possible, have a definite place in health prcgrams.
However, they simply do not ccme up to expectations if they are not com-
paents of a broader, more strongly participatory strategy, led by indi-
genous community leadership and care-givers where the momentum is a
function of the needs and motivations felt by the people themselves,

It is clearly apparent in rural areas that human communities con=-
stitute social systems in which the membership La,sqcialized during growth
and development to particular beliefs, perceptions, interpretations, daily
life-styles, and Gays of coping with normative living problems and dealing
with health and survival 1ssues. The community also provides for its
membership, beyond more immediate kin and non-kin networks, a broader sup-
port aystem that exarts in numerous ways 2 continuing influence that
favors compliance with existing life-styles rather than innovation, and
that ensures security and atabllity rather than change.,
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The major influences upon stability and chanee in rural communi-
ties are exerted primarily by those particular members whose roles are

seen and largely accepted as decision-makers, opinion-leaders, advice=-
givers, and models whose influence extends beyond the boundaries of their
own more immediate daily personal networks. EQen within kin-group or-
ganization itself, decision-making roles of the members (father, mother,
grandparents, uncles and aunts, etc.j are differentiated and to consi=-
derable extent determine what is acceptable behavior in the group.

Therefore, health service outreach interventions do not come up ‘to
expectations where:

a) the individual,or even the kin-group, is the exclusive unit of
practice since the nmotivation and capacity to deviate from community
norms is very limited, anc especially if persuasion ccmes from an out-
sider,

b) the focus is primarily or exclusively on teaching the people
at large what are commonly'culturally 511en ideas and practices generated
by "external" health workers.

¢) the inside view and experience of needs and priorities of the
people themselves are merely 'taken account of", but in fact do not be-
come the rnainstay of community health action.

d) the existing leadership, decision-making, advice-giving indi-
viduals and groups indigenous to the community as well as the styles they
customarily use in these roles are not central to program action.
Increasingly then, the community as a social system (not simply a popu-
lation or agsregate) needs to be seen as a particularly important unit
of practice in which the appropriate strategy is to mobilize community
decision-makers to a point where, under their leadership, the community
becomes an active partner in a program. With outreach worker support
and technical assistance, the ultimate aim is for the community to
agaume responsibility for all those aspects in which the behavior and
efforta of the people thanselves arc essential for program success.
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2.3 Logical Framework

The logical framework is primarily a project planning device, but
can also be used to re-examine the original project design as a necessary
prelude to evaluation. It sets the stage for determining and validating
the degree to which project outputs have been produced; whether these'out-
puts have contributed to the achievement of project purposes; and whether
this achievement has made a significant contribution to the higher order
goal. The logical framework can alsc establish the practical limits of re-
sponsibility of project management. Articulating the project planning ass-
umptions in explicit and operational terms should permit a clear separation
between manageable interosts and those factors which appear to be beyond the
control of the project management team. For evaluating the cemree of manage-
rial control, it is necessary to examine the original plaaning assumptions
about the role of external factcers and to validate the hypothesized relation-

ships batween project inputs and outputs.

However, there are three major limitations to the logical framework
methodology for project planning and evaluation. First, it does not ensure
that a project directly addresses the most critical constraints to goal ach-
ievement, or that the project approach is the most effective means for over-
coming those critical constraints unless the planners had explicitly chosen
to explore alternative ways and aoproaches. Secondly, the logical framework
methodology offers no guidance for examining the process of change with regard
to eaquity and the recipients of benefits, such as access to resources, comm-
unity participation in decisicn-making, and fruits from development activities
unless these aspects have been explicitly stated in the project goals or pur-
poses. Thirdly, the methodology provides no guidance on proven strategies and
techniques, cost and feasibility of replication, concentration on key prob-

lem’ areas, and other important technical factors.

The development and use of the logical, framework methodology in the
PTHE Project proved to be a helpful tool for monitoring the progress of pro-
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Jject management in terms of expected inputs from the various donor agencies,
and GURC institutions, and of the Qalidity of operative assumptions. However,
as a technical planning and evaluation tool, the logical framework made mini-

mal contributions to the design and assessment of PTHE strategles and methods,

The most salient explanation for the ineffectiveness of the logical
framework is dervied from the untimely but much needed decision to drastically
revise what the MCH,UNC,and USAID perceived to be a loosely formulated and un-
realistic logical framework. This decision was made after eighteen months of
PTHE Project implementation. Both the original and revised versions are dis~
cussed and analyzed in detaill in the following sub-sections.

While the revised logical framework was a marked improvement for project
management, the nethodology continued to be inappropriate to the tecnnical
planning and evaluation needs of PTHE. The Project's approach and focus were
integrally tied to the process of community participation in making decisions
related to health and development. Indicators of changes in equity and level of
self-determination are critical measures for monitoring and ultimately eval-
uating how well the various PTHE stratezies and methods elicited community part-
icipation. The logical framework essentially did not include process measures
in its definition of inputs, outputs, and validating assumptions. A more in-
depth discussion of the specific strengths and weaknesses of the original and
revised logical frameworks for PTHE follows.

a) The Original PTHE Logical Framework

The original version of the PTHE logical framework was formulated in
Yaounde by the USAID Mission and the MOH (sce appendix). With the exception
of precise detall concerning the conditions of various donor agencies, the
logical framework was finalized with the Project Paper at a meeting held in
Yaounde on October 27,1975, Thus, a full three years would pass before a tech-
nical agsaistance contract would be signed with UNC in June 1978 and the PTHE
field operations would begin in Septehmber 1978.
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Given this difference in time, one could anticipate changes in per-
sonnel and organizational committment. By 1978, eleven of the twenty-two
participants who had attended the important October 1975 meeting were either

no longer in Cameroon or holding different positions. Three key MOH rep-
resentatives - The Director of Preventive Medicine, the Chief of Health Edu-
cation Service, and the Assistant Chief of Health Education Service, had

been reassigned to posts outside of the PTHE program in the intervening per=-
iod. Consequently, PTHE began operating under a logical framework for which
virtually none of the important personnel involved from the MOH, USAID, or
UNC could explain, understand, or justify. Many questions were raise , such
as how certain numbers in the outputs had been calculated, what was precisely
meant by donor agency inputs, and what was the realtionstip between certain
raasures of achievement and their stated means for verification.They were never
addressed until the mid-project evaluation was conducted in March of 1980.

An immediate and most critical discrepancy between the original log-
ical framework and the situation existing in 1978 was the drastically reduced
committment from donor agencies. WHO had entirely withdrawn its resources;
Consequently, faculty support from CUSS and CIDA (Canadian International Dev-
elopment Assistance) was no lenger aQailable. UMICEF began retreating from its
original input of 200 motorcytles, construction materials and audio-visual
materials. OCEAC reduced its contribution as well, For a detailed discussion,
see Sections 3.3 and 4.5. These serious changes in the level of inputs would
undoubtedly alter the level of outputs projected in the original logical frame-
work. Modifications were not initiated formally until March 1980 and prior to
that time PTHE field operations used the UNC Technical Proposal as a planning

document and never referred to the logical framework,

b) Revised PTHE Logical Framework
As a result of the March 1980 mid~-project evaluation, the original log-
ical framework was fully analyzed and assessed for relevancy and usefulness to
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the further development of PTHE. The recommended revisions made by the mid-

project evaluation team and the actual reformulation of the logical framework

by an outside consultant were strongly supported by the MOH, UNC, and the

USAID Mission's Project Development and Evaluation Office. However, the Pro=-
ject Agreement was neve: amended nor ratified officially for reasons which remain
unclear to UNC, Nonetheless, informal agreement among the MOH, USAID, and UNC
that there was no need to continue to evaluate PTHE on the basis of the orig-
inal logical framework, permitted the Project to operate under the revised
version (see Appendix B) for the last two years,

The revised version is unquestionably a more precise and realistic
project planning and evaluation tocl. It does not, however, overcome the in-
herent limitations of ilts methodology as discussed earlier, Tnhe following dis-
cussion focuses on the modifications made and the rationale behind them. Chap=-
ter turee of this final report refers only to the reQised logical framework
in the discussion of PTHE Project outcomes.

Project Goal

Essentially, the originally stated goal was reworded to be more concise

about what was meant by increasing '"the ability of the rural popualtions...
to participate in development activities." The same was done for the assoc-
iated objectively verifiable indicators, which also had been defined in very

broad terms, to more clearly state what i3 to be measured in behavorial terms.
Thus, attainment of the revised project goal, "to increase the number of heaith-
related development activities identified and undertaken by rural populations"
would be measured by the degree to which the "village leadership organizes

to implement programs for health improvement according to local prioritiea”

and the degree to which "villagers increasc the use of specific public services
within the Ministrics of Agriculture, Education, and Social Affairs." A re-

view of annual reports would serve as the means for verification. However,

in the revised logical framework the type of reports are specified and limite
ed to those which are accesaible and contain the information neceded,
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Project Purpose

The originally stated pﬁrpose of PTHE "to develop and implzment a nation=-
ally coordinated practical health edﬁcation tréining-systen which responds
to the needs of rural populations in the Mefou and Kadey districts of Cam-
eroon" was not modif.ed. However, the objectively- verifiable indicators were
revised to more realistically reflect the conditions to be expected, if the
purpose has been achieved. The original indicat.rs had included WHO, CUSS,

and OCEAC training programs to be coordinated by the MOH. Needless to say,
the withdrawal of input from these three organizatinns before PTHE operations
had begun, warranted the elimination of this particular indicator,

The remaining indicators of the Project purpose achievement in the or-
iginal logical framewcrk had the same problem as those at the goal level of
being general and not stated in specific behavorial terms. Thus, the revised end
project status to be expected as an indicator of achievement of purpose would be:

1; An Interagency Coordinating Committee meeting regularly to

review all aspects of the practical health education train-
ing sysatem,

2. PTHE methods (ni:eds assessment, planning, training, design,

active participation, team w rk, traince follow-up) aroe
being utilized by Key services in the MOH;

3; a national plan is implemented for an expanded parctical health

education program in the primary schools;and

4, materials developed by the audio-visual centre are being

distributed nationwide,

The mecans of verification listed for the purpose level in the original
framework had included what appeared to be indicators of-ratherthan methods
foreverifying, {.c¢., "systam of reporting and planning between participating
bodiea" and "hcalth and other sectors workers planning village projects to-
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gether." Additionally, it was rot clear as to which indicator was to be veri-

fied by which means. The revision explicitlyvmatched each means of verification
to its corresponding indicator, and specifically cited the documents and the

methods to be used,

Outguts

The only major modification made in the narrative statement of outputs
expected from PTHE was the addition of an "audio-visual workshop, consatructed,
equipped, and operatioial in Yaounde." Minor changes consisted of attaching
such terms as "effective" and "expended" to make a a-alitive distinction about

expected outputs,

It was, howzver, in geviaing the magnitude of outputs as objcctively
o ——————

variliable 1ndizatirs which had rowired the most time and enercsy. The diff-

lculty was not question of the need for modifrication, becausze the 40, UNC, and
USAID all agreed that the original numbers were overly ambitious. Rather, the
problem was arriving at quantifiable outputs which would be realictic, given

the resources and conditions available, 30 that quality of cutputs would not

be compromized; yet would be convincing numbera for demenstrating the
potential magnitude ol benefits to be received from the PTHE strategies and
methods. Untimately, agreement was reached, and the revised fipures are explaine

cd below:

(L) 40 {ftinerant acgents trained and in the field with means of trans-

portation by June 1982

Tho original cutlput wWaz 120 field level workers which was not cnly
overly ambitiocus, bul quite nearly {mponsible, Glven the number of
government hospttule, developed health centers, and elementary health
centers in the Hadey and Melou Divistens canbined (34) and the very
limited pool of healtl personnel (n tha fileld from which to choosa,
the MOH would only be able to asatn at the maximim to FTHE one {t=
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inerant agent per elementary health gentér, one per devekloped health
center, and two per hospital - for a total of forty field level

health workers,

Additionally, the UNICEF contribution of 206 notorcycles earmarked

for 126 itinerant agents héd been drastically reddced to 26; Thus, given
the obvious need for transportation in performing outreach activities,
the number of field workers had to more reélistically respond to the

number of motorcycles available,

(11) 240 committees established of which 80% are rated as "active"
by June 1982
The original figure of 788 village health committees was based on

100% coverage of towms, villages, and hamlets in the Mefou and Kadey

of 500 and 288 respectively. However, the question of how many comm-
ittees could one itinerant agent be expected to develop and maintain

at an active level o&er time needed to be considered, Based on collect=-
ive experience and insight, the decision was to set a maximum of aix
committees per iti.. ant agent, and of thesc one could expect 80% to

be active (for which a rating scale had been established). Given 40
itinerant agents to be trained by PTHE, the total number of committees
would be 246.

These two indicators of an effective program of ;illage health comm=
ittees implemcnted in the Kadey and Mefou would be verified through a
review of the MOH Health Education SerQice Reports, the Project's own
three month cvaluation reports, monthly reports from itiuerant agents

themselves, and through regular site visits,

(111) 160 Health workers and 30 Peace Corps volunteers effectively

trained and implementing programs of health education in 16 Health
Centers by June 1982
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The magnitude of this output was not changed, bﬁt it was reworded
to iadicate that the focus of work for health personnel and Peace
Corps volunteers would be the de#elopment of health educati.n programs
for the health facilities thgmsel&es which woﬁld support the outreach

program for itinerant agents.

Peace Corps volunteers were intentionélly included in this particu-
lar output because their role in PTHE had been redefined as a resuit
of the mid-project evaluation; Initially, §olunteers were to work as
counterparts to itinerant agents. However, the responsibility of
community organization proved to be problematic cross—culturally

and is discussed in detail in Section 4;5. The MOH, UNC, and Pezxce
Corps strongly supported the mid-project evaluation recommendation
that the volunteer te seen as a member of the health center to ass-
ist personnel in organizing health education activitles and hyg-
iene projects in the helath center or schoolé, and to serve as a

back-up or technical advisor to the itinerant agent when necessary.

(iv) Training materials and designs developed and utilized by PTHE in

4 MOH in-service traininz programs by June 1982

(v) 25 workers from other services trained, of which at least 8
utilize training to undertake rpecific health activities by June 1982
Indicators iv and v had not been included in the original logical
framework 's objectively verifiable indicators of an offective in-

service training program for health and other workers in the Mefou
and Kadey. The addition of these two indicators would more adequately
reflect the scope of work Involved and more accurately measure the
degree to which this output would be realized than the sole indicat-
orof 160 health workers and 30 Peace Copra volunteers,
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(vi) 2 Graduating classes of CUSS and CESSI will have completed
field training in PTHE sites by June 1982

(viii One graduating class of assistant nurses will have completed
field training in PTHE sites by June 1982

(viii) 20 Professors from health training institutions will have receiv-

ed PTHE in-service training by June 1982

Indicators vi,vii,and viii correspond to the output, "program of
practical training for CUSS/CESSI/and other health training instit-
utions operational’, of the reQised logicél framework; This partic-
ular output combined three outputs from the original Qersion which
had anticipated separate training programs for OCEAC mid-level
workers, CUSS student:, and ENISFAY students and faculty,

The corresponding i:..dicators originally set at 100 OCEAC mid-level
nurses, 400 CUSS students, and 16 ENISFAY faculty were based on ass-
umptions made in 1975 which were no longer valid in 1978;OCEAC had
converted from trairning programs of six months to a two year epid-
emiology program with only 20 students entering per year, 8 of whom
would be Cameroonian, CUSS had been expected to collaborate with PTHE
to train 45 fourth year stddents, 26 third year students, and 15
health education students per year. However, a health education dip-
loma program was never established by CUSS and only their fourth
year students in the community medicine track were following a pro-
gram that included field practicums in rural areas. ENISFAY had been
expectrd to alter its program to that of field training for one
group of 15 atudents per month of the academlc year, but never did.
It had also been anticipated that the ENISFAY faculty would attend
five-day seminara offered by PTHE on an annual basis, but internal
difficulties between the MOH and ENISFAY prevented faculty from
participating,
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Given these conditions, it was necessary to decrease the level of

output and state it in terms or' classes rather than in numbers of
students. The realities of nationﬁl attrition,reduced resoﬁrces
from WHO, and other unanticipated but probable changes within the
training institutions themselﬁes warrénted less rigidly stated
outputs.

(ix) Teachers from 8 pilot schools will have received in-service

training by June 1982.

(xi Teachers instruction manual developed -by June 1982

The original indicator of 511 primary school teachers trained had
been based on the total number of teachers in the Mefou (540 teachers
and the Kadey (171 teachers). It nad been expected that PTHE weuld

conduct in-service training for them on a regular basis throughout
the life of the Project. HoweQer, by the time the Project actually
had begun, the Ministry of National Education (MINEDUC) was in the
process of reforming the educational system. Thus, in-serQice train-
ing of teachers at the scale originally proposed by PTHE would have
caused confusion for the MINEDUC which had not yet determined dir-
ection or priorities for the reform. A more confined and intensive
pilot effort yielding well documented information would be much more
useful to the MINEDUC for establishing policy.

The additional output of a teachers,manual was a need expressed by
primary school teachers in the fleld and key MINEDUC officials in
Yaounde,

(x1) Workshop conatructed by Docember 1980

(x11) Audio-visual personnel hired by December 1980, including 1

Peace Corps voluntecer, 1 Cameroonian audio-visual specialist, and

1 Cameroonian Artist
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(xiii) Management System within the Health Education Service in place,
including proceedures for processiqg_requests and reordering supplies.

(xiv) 20 Health education posters/brochures printed and distributed by

June 1982
Indicators xi - xiv correspond to the output of an audio-visual workshop

to be constructed, equipped, and operational {1 Yaounde., Since this out-
put had been omitted from the original logical framework, these indicators
has been added to the revised version.

Inputs:

As discussed earlier, there had been serious reductions in the
level of input from dondr agencies. The logical framework was revised to
accurately reflect what cculd be expectad in terms of personnel, equipment,
facilities, and other commodities from the MOH, USAID, Peace Crops, UNICEF,
and OCEAC. CUSS and WHO were eliminated entirely. The inputs from each
agency were stated in greater detail to reduce émbiguity and the possibile-
ity of conflicting expectations.
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EL_Health Center Staff Development
The term "Staff Development'" rather than "Staff Training" is preferred

because it implicitly recognizes that the efficiency and effectiveness of
personnel is dependent not only on training in the more formal sense but

in a variety of complementary experiences that contribute to the expertise
and increasing sophistication of staff. Thus, the nature of staff supervision
and support, the experience of participation in proper planning and im-
plementation, the accessability of technical assistance as needed, parti-
cipation in conferences, etc., make valuable contributions to staff qual-

'ity and, very importantly, to staff morale.

The role of health center staff in community development is a complex
one, requiring a capacity to face and to manage apparent set-backs, to be
patient in layinyg the necessary groundwork with lccal communities before
expecting to see specific health or health-related outcomes, to be able to
elicit and to respond to needs felt by communities themselves that may often
conflict with health gervice objectives and indeed to facilitate the dev-
elopment of village leadership rather than assume the leadership oneself,

With a health service dominated at the ministerial level by physice-
ians (clinical apecialists - - = rather than public health specialists),
health centers in Cameroon were likely to have orientation toward delivery
of services that {n important respects conflict with the notion that comm-
unities and thelir "lay" leadership might have significant contributions
to make to program and implementation. Qutreach workers failed to under-
stand that in the ficld the views of the communitiecs, if only for very
practical purposes, nced to be treated with at leaat the same respect as

those of health professionalasa.

The staf’” development and training task for PTHE was a formidable one.
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It s success would depend on consistent, continuous team work on the ground,

with support and incentives provided from the top.

(i) Itinerant Agent Role

This is the critical central role in the community development app-
roach to primary health care delivery because front-line community org-
anization work is the direct responsibility of the itinerant agent. Ex-

pressed simply, it was specified that the itinerant agent would be res-
ponsible for the setting up of local "health" committees that would
address the priority issues of sanitation (through latrine construction)

and of potable water (through the protection of water sources).

To leave it at that would clearly be a misleading oversimplification.
Not cnly might it te extraordinarily difficult to grart an external model
(the health committee), onto existing indeginous village organizations and
self-help modes, but the sanitation and water issues might, more of'ten t4an
not, simply not be priorities, even health priorities, in the eyes of the

villagers themselves.

If the purpcse is to facilitate community self-help action (in con-
trast to dependent expectations of health services providing the solutions
and resources), then this might be achieved through a variety of alternatives
demanding careful preliminary diagnostic work. Thus, there may be exiating
organizations concerned with community development established by another
ministry (such as agriculture) or private agency (such as Save The Chiid-
ren) cnto whose present activities, more specifically health-related probl-
ems, could be grafted. Even if health committees as such in numerous villa-
ages scamed more appropriate, there would remain the important task of sec-
uring the interest and involvement of local leadership that would firat need

to be identifiecd, and secondly, would neced the credibility and influence
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among the villagers themselves to not be seen as a puppet group set up by

health service personnel.

If the purpose is to reduce intestinal diseases through better sani-
tation and water as priority needs to be addressed from the hcalth service
viewpoint, it might frequently be necessary to secure the trust and goodwill
of the villagers as well as to provide them with preliminary experience in
successful problem-solving in addressing health-related issues nearer to the
priorities fert by the villagers themsei@és. These might, for example, in-
clude such felt rneeds as first aid expertise in dealing with injuries as in-
fant survival and health, or z;ricultural-related needs in which itinerant

agents would collaborate with agricultural workers.

Thus, the role requires competencies firstly in the social skills
of community organization; secondly, in the elements of health such as
communicable disease control, nutrition, infant care; and thirdly, in the
ability to determine under what circumstances and from which available
source to seek technical assistance. It also requires an ability to relate
and work collaboratively with front-line personnel of other ministries. As
the key link between the health care delivery system and the community,

the itinerant agent rust possess:

1) an ability to feedback to clinical personnel at the health center
information concerning villagers 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 {nfants using

health care services.

2) an equal ability to elicit from clinical personnel relevant infor-
mation for use in community organization such as tho frequency with which

cortain illneases and conditions are diagnoaed and in which villagea.
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3) an ability to establishacollaborative relationship between the

community leadership and cliniclans, by encouraging the clinicians to make
the health center experience particularly rewarding for this group. In
this way, the community leadership will be stimulated to encourage vill-

agers to use health services appropriately.

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
{s more likelihood of early moverent and some success, going later to

other villages that might provide more resistance to action and to change.

(11) Health Center nole

“he nealth center role in BPTHE mignt be scen ag bhaving the follcwing
main contributions:
- ephancement of the cemmunity organization corponent
- substantive enhancement ot clinlcal and NCH poals
through health education {n the health center {t5elf
- proviasion of ullective and instrumental support, and ralintenance

of the moriale and cormitrent of {tinerant agents.

In regard to the first contributicn, substantive enhancenent of the
community organizaticn coapenent should invelwve at least crude epigenio=
logical aralyszes of intaxe to delineate:

C1) Major ond most frequent conditions frezented for treatment and
in which v{1laves septous condittens appear Lo be endesmic, and
which villages are not seeking care, This would provide 1Uinerant
apents with fnformation prelevant o o rioritly Nealtlh protless

of vartcus willages and of coursde hore Lhal are nobl uning serviced,

2) Variationa tn =aternal and child health atatus according to village
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residence.

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

Concerning substantive enhancement of clinical and MCH goals, health
center staff snould involve the more deliberate and systematic inclusion
of behavioral, cocial, and cultural factori elicited in patient hist-
ories, This {nformation would provide the basis on which health education

and care rmay be proved.

The third contribution of health center staff in providing affect-
ive and instrumental support to ltinerant ggeats weuld include the full
involvement and participation of itinerant agents in health center stafrf
meetings and program planning, regular recognition of their achievements,
supportive supervision as they run into difficutlies, and ensuring the av-
allability of more sophisticated technical assistance as needed from time

to time,

Such activities as thege, however, require further understanding and
competencies of clinical personnel concerning the whole community devel-
opment atratery, simple data-analysis and epidemiological methods, and the

significance of =ceial and cultural factors in health education,

{(440) Training Model

A3 mentioned carlter, thias {3 leas a training model than {t i3 a

atarf development model, Development and training atecategles, dcteimined
 a conslderable extent by the nature of community orgonization work aa

describad above, ahould be characterized by:
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(1) Participatory problem-solving rather than didactic methods.

(2) On-site and off-site workshops and a balance of intellectual
learning in discussion settings with experimental work in the
field.

(3) Substantial inclusion of team and inter-personnel complementary

groups and roles,

(4)Learning experience and workshop groups to include where possible,

more than 1 representative of each health center.

{5) Suparviser loarnine to enhance supervision ckills,

(6) Learning ~xperience involving front-line wrkers from all coll=-

aborating ministries and agencies.

(7) Technical acsistance through on-aite follow-up of participania in

workshopa.

(8) Monitoring of overall heaith center activities and personnel rolea
to cnaure th» pervasiveness of personnel developnment aspects
thioughout.
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c. Supervision and Support System
As indicated earlier, the introduction and maintenance of a community

organization component into primary health care services demands, for its
success, a well developed supervision and support system and thi: is rel-
evant at the local level of front-line workers among themselves 1s well as
vertically through the system. Divisional, provincial, and ministerial
level personnel need to take general responsibility for monitoring pro-
gress, providing incentives, ensuring technical assistance availibility,

and appropriate material resources on tap as needs arise.

Clearly too, the progrum ( ot work unless these high maragement
level personnel take the initiative in forcing the paceand do not simply
assume that all is progressing well,unless specific problems are pres-
ented to thenm for solution or assistance. To do this adequately, they must
clearly be committed to the program, backed by a sound knowledge of the
principles involved, and of the practical issues and obstacles in imple-
mentatic: and have realistic expectations of the advancement of intermediate

and ultimate goals.

It is particularly important through the whole life of the PTHE Pro-
Jjact that upper level personnel be continuously concerned and active in
repsect to laying .he foundations for the post-PTHC continuance and its
diffusion to the rest of the country, This involvea, among other things,
a close attention to the roles of counterparts to the project technicians
and to aszuring that key personnel at all levels are acquiring continuous-
lyimproved knowledge and experience in the nature, principle, application,

and effects of community oranization,

To whatever extent the UHC field staf!f has to initiate reporting to
higher manageme . levels, rafsing {asues and problems, and bearing the bure
den of maintaining momentum, prospects for short-term, intermediate, and

cortalnly long-term nucconns e reduced,
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(1) Role of Health Personnel at Divisional Level

The expectation would be that divisional level personnel - the
divisional Chief of Health Services, and especially the Chief of Prev-
entive Medicine and his assistant - would provide an essential link between

hezalth center personnel operatins and the provincial and ministerial
level. If the link is weak, then the chain of initiative is broken.

Therefore, the closest and most careful supervision, support and mon-
itoring need to be conducted at this level. For this reason the Chief of
Preventive Medicine and his ass.stant were officially named PTHE coordi-
nator and supervisor, respectively, in their divisionsa. Supervision of
health centers (as opposed to hospitals) is the responsibility of the

Chief of Preventive Medicine.

(1i) Role of Heal'h oareonnel at Provincial Level

Frovincial level is the largest territorial unit to which the MOH

posts functionaries: the Provincial Delegate, wh. sits atop the hierarchy
of the health infrastructure in the province, and the provincial Preventive
Medicine Section Chief, who supervigen the divisional section chitfs and
provincial services of preventive Medicine. Provinclal level personnel

were not officially named to PTHE rositicns, given that PTHE operataed in
only one division of their provinces, and principally through one acrvs-

{ce of Preventive Medicine which wan the Health Education Service (HES) .

Neverthelesa, solid cooperation and support are needed at thin level,
most capecinlly in the area of personnel nnd materiel; {.,0,, enzuring
adequate ctarfing and supplies, Annual peports from theae provircial health
offtcials are uned by MOH to detormine postings of national nursing school
graduates, translers ol porsennel, and eatablishnent or upgrading of pub-

lic health facilities, Provincial delepgatesn bave primary responaibility
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its chief and staff have the closest possible association and
learning experience with PTHE 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 approp-

riate ministries, particluarly Agriculture and Education, be as
actively involved in program operations as possible and that their
special expertise (e.g. Agriculture's Community Development Div-
ision) be available to him and his own MOH staff.

- insist on being present, indeed making presentations whenever
possible, at training workshops, conferences, and other approp-
riate meetings at the very least, to indicate clearly the seriouse-

ness of the MOH in sponsoring the program.

- take a leadership role in planning the diffusion of project
principles to the rest of the country and in raising associated
issues in all contacts with provincial and diviaional level per=-

sonnel o prepare tham for their ultimate divisional roles.

= ¢naure that the pilot divisiona of the Project i{n the Mefou and
Kadey, through thefr respective headquarcer personnel, are adequate=

ly perforning thelr supervision and support roles.

= enjure that every poszible rezource -Ca sreconian, USAID, or other
internalonal agency - be tapped to zocure in-and-out-of-country traine
ing and expartence (Lolh short-ters and long-term, including degree

progranal ror MOH personnel at all leovels,

({v) Training Modsl
Clearly the {deal situation La when the higher management lovels of
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personnel who are frequently the least knowledgeable about the nature of

PTHE operations, admit their need %o learn and become full participants
in as much personnel development and training activities as possible.
Under usual circumstances, the "training" moder here becomes more ob-

viously a "personnel” development model and needs to include therefore:

1) The use of every opportunity by the PTHE team to brief and ex-
plain the PTHE operations at regular planning review meetings with

divisional, provincial, and ministerial level personnel.

2) The inclusion, in as active and visible a role as possible, of
these personnel in woriishops and conferences and in planning and

evaluating such activities.

3) The provision of literature, consisting of published reports

of similar developments in other countries, particularly of Africa,
that would, over the period of PTHE, indicate unequivocally to such
personnel the generally recognized and appropriatness and feasibility

of the strateyy.

4)Encouragement of the writing and publication of articles concern-
ing the Camcroon program; in each case, no matter what the role of

the UNC ataff in preparation of such publications, the Cameroonian

participanta are the aenior authors.

5) Invitation of zuch personnel, at evary opportunity, to visit and
"{inapect" more succeasful examples of community organization at
local health center lovel,

6) Prouszsure conxtantly for the fullest possible use of avallable
training ronoy (c.g. USALID) w provide short-and-long-term traine
ing, for a,propriate MOH parzonnnal,
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In this respect, since almost all medical personnel at the key

ministerial level are clinical specialists, (obstetricians, gynecolo-
gists, or urologists), opportunity must be taken, includineg coptacts
with the Inspector General and the Ministry to press the need for public
health specialists to be trained and for attractive career prospects to
be open to them,
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International / U.S. Government
USAID

U.S. Peace Corps

OCEAC

WHO

ZAPI - EST

UNICEF

Dutch Volunteer Service

Representatives of all these service and agencies were present at
one or more of the Coordinating Committee meotings, and some sent more
than one delepgate, Approximately forty members were foreign, the Dir-
ector, at the rirst meeting of the Coordinating Committee, howaver, em-
phasized that the Committee cculd be oxpanded without cbligation, and
that it should be us large as ponsible, To a large extent, this nunm-
erous membership was i1ts undoing as a technical advisory council (see
Secticn 4.1b).
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June 1980. The PCV lost interest in community organization activities soon
thereafter, preferring to work on other aspects of PTHE. The itinerant
agent, left to his own, reduced his contact to monthly ones at best in

the eight villages. During the 1982 MOH Overall Evaluation of PTHE, two
of these villages were included in the sample for interview; an oppor-
tunity to study villages'attitudes. In both villages, response during
interviews gave evidence of complete confusion regarding health comm-
ittees. The village health committee to their mind, was composed of,..

the itinerant agent and the PCV. Complaints that the "committee" had-

not returned to meet with them regularly accompanied these views.

By contrast, other comwmunity organization activities in the Kadey
around Ndel€l€ and Bandongoué followed the proposed methodology
more closely. After two years ©f secondary contact with a number of
villages (vhile scruggling to maintain five health cormittees, four of
which lacked enthusiasm), the Ndé181¢ team of 2 IA's and a PCV began
to respond to invitations from other villages, A regular progranm of
health education mectings was set up, and a fruitful collaboration with
MINAGRI's Community Development and the Organization of Dutch Volunteerg
(0DV) was later ecatablished aa these other services targeted the sam
villages tor housing ivprovement and comeunily tarm projects. Success
in the neighboring villuges han revitalized one of the four old comm=~

{ttees,

Bandongoué's participation in PTHE was ahort. The health center
vas integrated into the Project in September 1930, After a fairly
thoraugh study of the sector, commnity vutieach work bevan in edrp-
et including collaboration with an ODY mobile maternal and child
health clinic, Ten comzunities, including a colfee plantation work-
camp, wade up the progran for the gector. Of thase, four villages

have opted for committee structures, the others vork ragularly with
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the health center staff, and their women have organized their own
groups. The form of committee might not exist, but the community
organization process has slowly begun, and action is being taken by

villages.

Bandongoué sector borders on the Batouri sector, opened up in
late 1979. By mid-1982 differences in relative progress in community
organization could not be clearer. Both Ndé1é1& and Bandongoué were
more open to te.hnical consultation than Batouri, and participated in
the CD/PTHE (see Section 3.2) provincial seminar in Moundi early October
1981,

Certainly personalities and intangibles influence success in Comm-
unity Organization work, and problems are not lacking in either Ndél&lé
or Bandongoue. However, the promise of cffective action where sound
methods arce ugsed is obvious in those two sectors, just as the dismal re-
sults of precipitation and lack ot method arc obvious in Batouri sec-

tor, among other places.

In the Mefou, of ten IA'a named to the nine sectors, eight had
been involved in the USAID iunded PITT/OCEAC Project of 1972-1976 and/or
the interin USAID/OCEAC Project, Where all but three of the cleven Kadey
IAY% have had nuraes aide training, only two in the Msfou can say the same,
Cenerally older, and generally set in the pattern designated during the
later daya ot PITT/OCEAC, Mefou IA's wore wuch less open to innovations
in methoda., wu a matter of fact, their work circuita were lictle modif-
ied from the previvas Project, (The peak of 1979 health committees in
the diviaton, betore zotorcycle accidents virtually closed two of the
pecloras, was reached an the PTUL firat quarter of 1991, It wan claimed
in the FTHE Project Paper *hat 43 health cormittees remained from the

pravioun Project in the Mefou,) In all cawmen, Mefou IA's were also re-
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sponsible for leprosy control in their sectors, requiring a work style
which contrasted sharply with that of a health education community

organizer.,

In many ways field staff or home base staff (UNC-CH) did not have
full access to IA's in the field, This limited possibilities for intro=-
ducing new methods and tactics. In-service training sessions and the
annual seminare raised questions and offered possible answers to prob-
lems whose solutions lay in re~thinking community organization tech-
niques presently in use - and this through role plays, case studies, and
problem solving activities. The final group of PCV's in whose training
UNC-CH had much more input, had a positive influence on field activities.
The introduction of the quarterly evaluation forms in 1980 also helped
to bring IA's and their supervisors to think in other terms - not

just pit latrine counts, but in progressive levels of activity.

MOR difficulty in locating resourc:s to assure the presence of
IA's as a permanent cadre in health center staffs frustrated PTHE eff-
orts to develop village outreach workers who were secure about their
role. Despite this, some real progreus was made, not just in physical
outcomes, but also in the communities' levels of participation and

interest in broader compunity issues,

Frequently support problems »ften got in the way of progress to-
ward solving ficld methods ond problems. IA's struggled with irregular
fucl and maintenance service {or their motorcycles which were the ra-
sponaibil ty of the MOH., Such questions took up valuable time during
quarterly evaluation days, The Health Education Service, reasponusible
for community organization activities, was split along lines drawn by

its Chief and Ausiatant Chief, with one becing an advocate of aggrcssive
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approaches to community organization and the other (who actually served

as Project Counterparct) being unconvinced of community organization as

a health education strategy; he was instead fixed on information dissemin-
ation models. Few others in MOH, with two notable exceptions, appeared

to have more than vague 1deas as to what community organization is, and
how it relates to primary health care programs. These exceptions =-- the
Director of Health Services (who as sub-Director of Preventive Medicine
had helped design PTHE) and an Ibadan-graduate health educator assigned

to HES in 1981 -- were kept from fully participating in Project activit-

ies.

Nevertheless, PTHE experience had somewhat changed this situationm,
and is now seen as a precurgor of the MOH National Program of Primary
Health Care, which will be operational in the 1982/1983 fiscal year.

It is interesting to note that the driving force behind primary health
care in Cameroon is this same Director of Health Services (precaently
Technical Advisor to the Minister of Hecalth). Appreciation of PTHE
training and community organization methods often appecared greater
outside the MOH, in MINACRI, the Ministry of Social Affairs, and among

territorial administrative authorities of the pilot arcas.

Through participation in PTHE activitiecs, the Divisional Officers
of the Kadey and Mefou both became etrong supporters of the Project.
This was less true of gub-divisional officers who algo participaced
lesn, although the majority could speak knowledgeably of PTHE activi-
ties in their sub-divisions, and some could (publicly) present healch
education, village-participation~in-promotion-of~health=spceches. On
the MOl evaluation queationnaire, in answer to '"Has the Project con-
tributed to the development of your administrative unit?", the sadey

Divisional Officer and his 2ud assistant circled, "enormously". In the
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Mefou, ''very much" was circled. In all cases, they saw a promising fut-

ure for PTHE type activities,

(ii) Committee Days

Committee Days - '"Journées de Comit&s" - became a regular comm-
unity organization activity of PTHE during the second year of the Pro-
ject,(1979~-1980). Conceiveu by the Soa (Mefou) IA, the idea fell clear=-
ly in line with plans for village level training activities. As organ-
ized during this period, Ccamittee Days served several purposes which
can be judged from a typical program that included speeches from poli-
tical and administrative authorities; an environmental outing (a village
walk-around to study improvements in environmental hygienc); and a prac-
tical demonstration of a village-level project (improvement of a spring
with cement and plastic pipe, and roofing tin, or fabrication of latrine
slabs). Committee Days were organized locally with deliberately limited
central-level participation. In each IA's sector, a very active or promising
village health committee would propose to host a day of health education
activities, inviting representatives of neighboring villages and health
committees. The local health center took responsibility for integrating
appropriate political and administrative authorities, as well as reprcs-
entatives of other technical services, into the day's activities. PTHE
supplied transportation for some participants and construction mater=-

ials for the demonstration projects.

During tne first round of Committee Days, from January to August
1980, twelve were organized with varying technical success. However,
in terms of activating or re-vitalizing local Community Organization
effort, the results were impressive. The presence of local authorities,
divisional and sub-divisional officers, divisional medical officers and
representatives of the MOHU, greatly reinforced the foundation of PTHE
activities, Thewe same officials often participated in the demonstrat-

ions - mixing concrete, transporting gravel, framing slabs - which fur=-
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ther reinforced the impression of active government and party support
of the PTHE effort. Over eighty (80) villages participated in these

Committee Days.

For the Evindissi Committee Day in the Mefou, its organizers re-
ceived a congratulatory letter from the Minister of Public Health,
Spin-off projects, especially spring improvement, were common in neigh-
boring villages in the months immediately following Committee Days,
and demands on the Sanitation Service increased dramatically. CUSS/
CESSI students in field training were able to participate in two Comm-

ittee Days (Oman IIL, April 1980, Andock, January 1982),

The first round of Committee Days, with their political/technical
mix, leaning somewhat more to the political, were to be followed by a
round of leas festive, more didactic Committee Days. Emphasis was to be
less on political mobilization and more on health education and the
tranefer of appropriate technical skilla. Such activities were ready at
a formative stage;monthly VHC representative mcetings were organized at
Essi hospital in order to discuss problems, achievements, and public
health questions; Ngoumou hospital organized village seminars on an
annual basis - with limited PTHE input - bringing together several loc-
al services (Cocoa Development Service, Social Affairs Community Develop-
went) in a village for programs and practic.l demenstrations of nut-
rition, home economics, and environmental hygiene; one-day village
seminars were now and again organized during the CESSI/CUSS field
training. Thesc models demonstarted the viability of such activities.
Collaboration between Community Development Service and PTHE in Ndéléle
sector, (1981-1982) also led to similar village level seminars with great-
er emphasis on food production and community gardeus/farms. This is to

show that local initiative was far from lacking.
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However, the PTHE plans to launch a second round of Committee Days,
as a follow-up to the first round and moving toward, fully locally~
organized activities, were finally abandoned. The period for this new
round had been projected for the firsc half of 1981 - a turbulent period
administratively which saw the departure of the Project Director from
the Ministry (March 1981); his replacement was not officially named Pro-
ject Director until six wecks .ater. Thus, little action could be taken
and the PTHE training funds, controlled by the MOH, were not available
for planned activities. Without the MOH central level support and en-
couragement which were vital to these Committee Days, local initiative

remained essentially isolated,

(iii) Evaluation Days

Quarterly evaluation days, organized at divisional level, were also
a regular activity of the community organization and development compoa-
ent of PTHE. These quarterly meetings brought together IA's, head nurses,
and PCV's from PTHE centers for discussions of problems encountered, poss-
ible solutions, innovative activities, training events and program
planning. Divigional Officers ovr their representatives often partici-
pated in these meetings, 1s did Sanitation and Public Hygiene Service
field workers and staff, Health center tcams workal in groups to dev-
elop quarterly plans for their reapective sectors, with prospects for
collaboration between health centers debated. Administrative problems
were also discussed - and often resolved - at these meetings, which
were chaired by respective divisional health officials. PTHE quarterly
evaluation forms were collected at these mectings and previous rcsults
discussed. As this activity became routine, the reaponsibilitics for
organization and preparation shiftcd more and more to the divisional
health officials with PTHE team personnel offering consultation when
nceded. Evaluation days also received officinl encouragement from the
Minister of Public Health (in early 1981) as an initiative which would

scrve as a model throughout Cameroon fec divisional level asupervision. As
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PTHE has drawn to its close, "Evaluation Days" can become to an in-

creasingly greater extent, "concentration and planning days",

(iv) Cleanest Village Contest

This PTHE activity needs to be placed in the context of GURC in-
itiatives in other sectors in which contests for coffee and cocoa farms,
live-stock raising, family gardens, and school gardens have been instit-
utionalized in Cameroon. Thus, the idea for a contest for PTHE zones -
the cleanest villages - with distribution of prizes as divi:ional-level
ceremonies was an attractive idea, especially to the PTHE counterpart for
community organization, whe was the driving force behind the early con-
test organizational effcrc, The theoretical underpinnings of such a contest
were, to say the least, weak. The change iu behaviors sought by the PTHE
was not likely to be advanced in any leng term fashion by a single con-
test (as opposed to yearly contests through MINAGRI which aim at crop
improvement and higher productinn). Be that as it may, the Cleancst
Villege Conteat was launched in February of 1980 despitce the lact that
its conception and ministerial support remained tentative.By June 1980
conditions for eligibility, the judging process, and a proposal for
prizes were fully defined and circulated with the Dircctor of Preventive
Mdeicine's signature. A scoring system was developed to judge both
villuges and individual compounds (see Appendix D ). 1A's beat the drums
as did divisional level personnel (especially at the Committee Days)
and by September 1980, seven sectors of the Mefou and three ol the Kadey
were candidates, each onc presenting five villages. (competition took
place at four levels: between the two diviaions for the best average vill-
age score; between pectors within the division for the best average villape
score; within gectors for the best village score; and within villages for
the best family compound score.) In November and December 1980, a jury
passed in the candidate villagea - fifty villages, with 1,620 conpounds
Thin jury wan componed of the PTHE Community Orpanization Technician,

a CUSS-trained sanitation technician, and the Agsintant Chief of Prev-
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3.1 Continued

entive Medicine for the respective divisions. For Batouri sector, the
jury was accompanied by the assistant to the sub-divisional administ-
rative officer. Immediate results were rot lacking: of 68 springs in-
spected, 45 had been izproved or protected during the contest period;
a large number of latrines, refuse pits, and animal pens were also built

or improved during this period.

By late December the results had been calculated and were submitt-
ed to The Dircctor of Preventive Medicine. What remained was to purch=-
ase prizes (family pharmacies, construction tools and materials, and
household items for sinitation purposes for che most part), and to or-
ganize ceremonies for proclamation of results and distribution of
prizes. However, support from the Division of Preventive Medicine
flagged at this point. The counterpart for community organization no
longer ac'ively pushed for culmination of the contest. Dates were tenta-
tively set and re-set. The Minister of Health's participation was
solicited. Then, in March of 1981, the Director of Preventive Medicine
was replaced. Mis succeasor had little knowledge of, or sympathy for,
the Contest and initially buried the dossier. U'nder mounting pressure
from various levels, datey were finally set for awards ceremonies, and
prizes were purchased for distribution at the ceremonies by UNC-CH, with
the promise of reimbursement by MOW, The Kadey ceremony in Aupust 1981
waa presided by the Secretary General of Eastern Proviare and wcs high-
lighted on national radio, a broadcast direct from Batouri. The Mefou
ceremony held in September of 1981 at Mfou had the Director of USALD

Mission in Yacunde in attendance.

While all prizen for the Kadey were purchased and distributed,
those for the Mefou, far from numerous, were not, The bulkier prizes
(principally at the village level) remained to be bought and dalivered.
Certificates nigned by the Secretary Ceneral of MOM were distributed
to all winners with the promise of apeedy subwequent dalivery of prizea,

This, howover, wae not the casa. Due to a misunderstanding on the part of



3.1l Continued

the Director of Preventive Medicine, purchzse of the remaining prizes

wag blocked. As the months passed, the disappointment of the winning
committees slowly turned into suspicions that their prizes had been stolen
by IA's. Angry villagers were asked to write directly to the Minister of
Health to voice their complaint, and in March a delegation of Mefou IA's
presented the contest problems, awong others, to the Minister and Sec-
retary General. Prizes were finally purchased in May 1982, 7 months after
the ceremonies, and distributed in carly June. This, needless delay ser-
iously affected IA - Coumittee relationships in these sectors, and cer-
tainly poisoned the air in Project circles. The Diructor of Preventive
Medicine way publicly criticized by the Minister in an MOH "reunion de
concertation” in June 1942 for his interference in the smooth running

of the Contest. After initial enthusiasm for the concept, including
willingneas on the part of both divisional administrative officers to
study posusibilities for future divisional-level conteats, the Cleanest
Village Contest lost most, if not all, of its advocates for future

verasions.

(v) Other

The MOH supplied five (5) Suzuki 100cc motorcycles to IAs in
June of 1981 and financed fuel end maintenance for IA's and PCV's threugh
a monthly indemnity from October 1980 on. UNLCEF provided 20 Suzuki
120cc wotorcycles in 1977, and spare parts for those same bikes in 1979,
By the end of the Project, 5 were beyond repair, 1 was lost, and 3 awaited

rcpairs,
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3.1 continued
b. Outputs
(i) Presentation of Methodologies and Measures

A number of different instruments were employed to assess the per-
formance of PTHE at village level in the village health committee program.
First, a Quarterly Evaluation Report form (see Appendix ) was developed by
UNC/CH as a method of longitudinally measuring changes in the two principal
area of PTHE activity, namely 1) Health center activities (discussed in
Training Component, Outputs section 3.2b(i) and 2) community acticn. Eigh-
teen health centers (9 in the Kadey, 9 in the Mefou) and approximately 160
villages were evaluated through a point system established by the PTHE tech-
nicians (UNC/MOH) based on the Quarterly Evaluation Report forms. Points
were accumulated by villages and health centers through increasing level
of activity or expanding services. NB, The Cuarterly Evalvation Report
form was not institutionalized until the third-quarter . "J-=the begin-

ning of the third year of the Project,.

The community action section of the Quarterly Evaluation Report forn
was desi,ned to reflect the extent to which village populations (those with
committees and thoge without) reaponded to community outreach activities.
Specifically, ccmmunity action ca.egory arcas included presence/absence of :
regular contacts with village elders, analysis of village organization and
power structure, assessment of felt needs, creation of village health com-
mittees, regularity of committee meetings, and heélth-rclatod projects
undertaken and/a completod. The target number of points per village com=-
mittec was 45. In other worda, if a ¢ mmittee cemonstrated fﬁll achieve-
ment in all of tho above categories err the threo-month quarter, 5 point

score of 45 would bo attained.

The second instrment cmployed to assess PTHE impact at village level
was a questionnaire administered to villages, in order to dotermine villag-
ers' porcoptions of their village health committee, A semi-structured
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interview instrument was developed by an evaluation team composed of MOH,
CUSS and UNC members in late 13981, and pre-tested by UNC field in early
1982 (see Appendix F). The interview focussed specifically on 19 vari-
ables addressing respondent knowledge and perceptions of:

(1) the village health committee and its activities (village clean-up
days, improvements of water scurces, health education, latrine
construction, family pharmacies, or other to be specified).

(2) family use of health centers, presence or absence of patient/
group health education and the range of subjects discussed
(personal hygine, diseases, and their prevention, nutrition,
environmental sanitaticn, maternal and child health, others
to be specified).

(3) the extent o which the itinerant agent and/or village health
cemmitteo actually improved living cenditions in the village.

(4) the demce of participation of the respondent in health cormittee
activities (attendance at meetings, participation in work days,
contribution of financial/material resources, and hygiene inspec-

tions).

Forty villages, twenty in each PTHE pilot division, were included in
the survey. All forty had officially organized health committees, and care
was taken to balance the sample with both active and inactive cormittees.
School masters werae seen a3 the best choice of civil servants to administer
the interviews; the Divisional School Inspectors were asked to name intoer-
viewer candidates, two for each of the ten sectors, based on the following
criteria: (a) native apeakeor of dialect of villages to bo surveyed, (b)
familiarity with villages to be surveyed, (c) posting in close proximity
of villages to be surveyed., (For the composition of the sample selected

see Appendix G).
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PTHE technicians then carried out corientation sessions for each team

(Kadey and Mefou) of ten school masters/interviewers to explain the ques-
tionnaire and develop basic interview skills, In each of the sample vil-
lages, five persons were to be interviewed, namely: the village chief,
two village health committee members, and two non-members., At least one
of these five was to be female. Thus each of the twenty school masters was
to interview ten people, in two villages, for a total study population of
200 individuals. In order to facilitate the data analysis procedure, the
interviewers were given two copies of the questionnaire per respondent--
one copy to be ccmpleted during the interview in the field and one upon
which responses would be more neatly copied for eventual submission to the
MOH evaluation team (MOH/CUSS/UNC).

A third evaluaticn methedology was employed by PTHE ‘o assess the
fFersonal characteristics of itinerant agents in relation to his/her achieve-
ments in the implementation of the community organization component of the
Project. As part of the methodology for both predicting the outcome of IA
efforts (in terms of Quarterly Svaluation Report community action scores),
and Itinerant Agent questionnnaire (sce Appendix H) was conceived. Dev-
elopped by UNC/CH and ravised by the UNC fiecld office, the questionnaire
war completed by eighteen IA's in the Kadey and Mefou divisions in Foburary
1982 at quarterly evaluation days. The questionnaire was based on seven
main areas of interest, namely 1) demographic characteristics (age, sex,
marital status, number of children, previous work experience, etc.), 2)
frcqﬁency of help-giving, both professionally and privately (family, legal,
religious health advice, otc.), 3) inability to give help due to lack of
training, lack of time, etc. 4) referral behavior tor the same areas
under help-giviny, 5) helpsecking behavior for these same arecas, 6) social
status (as reflected in membership in organizations, offices held, etc.,
and 7) work load and success rate in Project activities (number of come

munities served, health committecs created and functioning, otc.).
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A total of 61 individual variables were examined and analyzed in con=-

junction with each IA's Quarterly Evaluation Report, Community action
scores for the period third quarter 1980 to first quarter 1982,
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b. Quctputs

(ii Findings

Relative to the logical framework target outputs for the village health

committee program, the following results were achieved:

Logical Framework Target Actual Output

40 itinerant agents trained and 21 itinerant agents trained and
fielded with transportation fielded with transportationl
240 village health committees 136 village health comnittees?
created of which B0X are active created of which 60X are active

(160 villages actively working with IA's)

Mean quarterly scores for village health committees, from the Quarterly
Evaluation community action report, are shown in Figure 1 for each division
for the period 3rd quarter 1980 to lst quarter 1982 (July 1980 to March 1982).
The target score for A committee was set at 45 - a score which indicates
that the coamittee was actively demonstrating integraticn of health promo-
tive skills and knowledge in their activitiea. It is clear from Figure 1
that both the Kadey and Mefou improved in mean quarterly scores for the
eighteen month period under conmsideration. Overall both divisiona inproved
mean scores with the Mefou demonstrating a net change of nearly five points
and the Kadey a net change of alightly more than two points, in comparison
of mean acorcs from the 3rd quarter of 1980 aud the first quarter of 1982
(the beginning and cloaing quarters of the eighteen month period). The point
range for the Mefou reveals a lower limit mean of 31 points and an upper limit
mean of 37.1 pointa, whereas the Kadey demonstrates lens vatiation, with a

lower limit mean of 33 pointa and an upper limit mean of 35.5 points,

1. ,

This total does not include (our IA'a who lett PTHE zones, for various
reasons, during the life of the Project, There were never more than 21 IA's
in the field at any given time,

1n:ia total doeu not include nine (9) committees in the Mvoy Awougou
groupementof Mefou which were organized in 1975-1980 but were no longer wonitor=
ed following the incapacity (motorcycle accident) of the IA in February 1981,
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TABLE 1

Village Population Interview For The Mafou

MEFOU DIVISION

Percent Responding

KADEY DIVISION

Percent Respondin

el bt S 0N O N T LCcI o o o
l. Does the VHC have Village Clean—up Days? 55.0§45.0 | - | - 100 16.0124 .0 | - - 100
2. Does the VHC improve and/or protect water points? 82.0§17.0 | - | ~ 100 87.0§13.0 | - - | 100
3. Does the VHC promote health education? 63.0]37.0-} - | - 100 75.0125.0 | - - 1100
4. Does the VHC promote latrine conctruction? 80.020.0 | - | - 100 93.017.0 - = 100 .
5.Does the VHC encourage family pharmacies? 15.0(85.0 | - | - 100 29.0f71.0 | - - ] 100
~—6f.Does your family frequent a health center? 82.9N1.00! - 2.0 1100 93.0! 6.0 |- l1.01} 100
7. If yes, does the health center offer health education? 78.0i8.0 10.8 4.0 j100 77.0]20.0 2.0]1.0} 100
8, What subjects of health education; Personal Hygiepe? 61.0/18.0 [18.4 3.0 {100 68,01 9.0 R2.0l1.0] 100
9. : Diseases and Prevention? 60.0119.0 (18.4 3.0 j100 52.0]25.0 PR2.0j1. 100
10, : Nutrition 39.0139.0 118.4 4.0 1100 64.0113.0 _P2.0l1.0} 100
11. : Environmenta! Sanitation 48.0J31.0 l18.d 3.0 {100 62.0{15.0 Pp2.0{1.0} 100 .
32, < MCH. educations 39.0]41.0 116.4q 4.0 |100 40.0{37.0 P1.0o|2.0] 100
13. Does the VHC improve village living conditions? 93.0] 6.0 | - 11.0 J100 77.06)21.0 |- 12.0] 100
14. Does the IA help to improve village living conditions? 91.0/, 9.0 - - 100 66.7132 0 - 2.01 100 -
15. Do you participate in VHC activities? gaofvso 1ol - Y100 flor ol 6.0 }—= [3.0] 100
6, If ves, i isti 72,0112.0 116.4Q - 100 88.01 3,0 16.013.0] 100
17. If yes, in human investment (time)? 66.0/18.0 |i6.qQ - 100 89.0] 2.0 }|6.0{3.0] 100
18. If yes, in material investment (resources)? 38.0]46.0 é6.d - 100 37.0154.0 16.013.0] 100
19: If yes, in hygiene inspections? 31,0 54.ﬂ~J15A = 100 480143 .0 16.011 0l 100

NA = Not Applicable

NR = Not Responsible
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Figure 3 and Figure 4 present in graphic detail the breakdown of inter-
viewee responses, according to village chief status and VHC membership by
division. The respondents perception of VHC committee activities (items 1-5)
and respondent's participation in VHC activities (items 15-19)are plotted
as bar graphs representing the percent of positive respomnses given by village
chiefs, village health committee members and non-members; It should be noted
that village chief are not necessarily health coumittee members and therefore

are presented as a separate category of respondent.

The instrument described in section 3.1 b(i) was ugsed to assess seven
main areas of interest concerning Itinerant Agent behavioral and social
characteristics in relation to project implementation and achievement.

Given the large number of variables considered, the questionnaire was probably
ambitious in scope. Yet PTHE considered the assessment of IA characteristics
socially and behaviorally as important factors in predicting future perfor-

mance in achieving project goals and objectives.

However, in preliminary assessments, the IA questionnaire has proven
unsuitable for sophisticated statistical manipulation such as in multiple regression
analysis, Better definition and consideration of variables would enhance

this instrument's predictive power and utility.

Yet several results have been obtained from the IA questionnaire in
relation to areas such as: (1) the frequency of Itinerant Agent help-giving
for situations of sickness/illness, marital problems, family problems,
job information, religious consultation, legal political problems, and
sanitation advice; (.) social status and work experience in the community
and professional field, respectively, and (3) work load and success within
PTHE Project community organization. These are displayed in
Figures 3,4 and 5 as bar graphs depicting mean levels of response by the

eighteen (18) Itinerant Agents in the study.
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Figure 3

Frequency of Positive Responses to Items 1-5 on Population Questionnaire by
Village Chiefs Village h=alth Committee (VHC) Members, and VHC
Non-Meubers in the Mefou and Xadey Divisions.

|/
VE | UF
/. / :
/ = =
. # .
L
L/
/) f
; .
/. &
1 2 3 4 5
<
/1
V'/F‘a ——
4 e b
3l U
. %I
- /E /r 3
4 A 2
’/ A3 A2
: a4
7 13 %
.I/ /*A‘z ’§ .
7 i : X
T e

D Village Chief (Mefou N=20; Kadey N=20)

@ VHC Member (Mefou H=52; Kadey N=52)

1.
VIIC lon-Member (Mcfou NH=48; KadeyN=48)

3.

QUESTIONNAIRE ITEMS (1-5)

Does the VHC ..ave village clean-up days?

Does the VHC improve/protect springs?

Does the VHC promote health education?

Does the VHC promote latrine constiucticn?

Does the VHC encourage family pharmacies?
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Figure 4

Frequency of Positive Responses to Items 15-19 on the Population Questionnaire
by Village Chiefs, Viliage Health Committee (VHC) Members, and VHC Non-
Members within the Mefou and Kadey Divisions.
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ITEMS

15. Do you participate in VHC activities?
16. If yes, in attending meetings?

17. If ves, in human investment?

18. If yes, in mateéial investment?

19. If yes, in hygiene inspections?
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Frequency of Helpgiving by Eighteen (18) Itinerant Agents

Figure 5

Determined by Respcnses on the I.A. Questionnaire.
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Mean Percea t Response

Figure 6

Mean Percent Responses of Eighteen (18)

Itinersat Agents to Questions Concerning
Social Status and Work Experience.

100

80|

60 |

40 |

Fercent
or mcre

Percont
officus
Percent
as an

It

telon-ing to one
orgsnization;

hclding one or more
within their organization:

serving three or more years

Itinerant Agent.

g \N\A\\N
NN\
-

Items

Number of Villages

16

12

Figure 7

Eighteen (18) Itinerant Agents' Responses
to Questlieons Concerning Work Load and Success

in Mean lunbers of Villages.
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3.1 continued
canmittees organized is largely attributed to the freeze on the number

of IA's - they are necessarily parallel curves. Attempts to add new
centers and increase the number of itinerant agents, beginning in mid-
1980,never met with success. MOH did not ever clearly articulate rea-
sons for this; lack of motorcycles was not a problem for late 1980

(4th quarter) onward. What was clear in the field, above all, was that
MOH was not responding to increased demands for community outreach ser-

viceg,

The goal for PTHE - to increase the number of health-related
develomment activities identified and carried out by rural populations -
was well- served by the village health committee program, given the
extreme constraint of field worker numbers. This conclusion is supported
by the findings from Quarterly Evaluaticn Reports and the MCH =valuaticn
{village population) questionnaire. MNumbers of health related develop-
ment activities increased dramatically in all of the 245 villages con-
tacted by field workers in the two divisions, as did awareness of public

health problems and local-action solutions.

Figure 2 depicting the overall community acticn scores for the
two Project divisions during the final two years of PTHE points this out
clearly. Levels of activity in the Mefou were superior to the ideal level
from third quarter 1980 through the first quarter of 1981. However, where
growth should have caitinued subsequently, there was instead stagnation and
slight decline. (This period of stagnation corresponds to the loas of the
Mvog Amougou sector of M'fou through an IA motorcycle accident/incapacity,
and to the post - Cleanest Village Contest deterioration of IA - cammittee
relations in five of the nine Mefou sectors.) By the second quarter of
1981 Mefou IA's were averaging 9 villages (8 committees) in their Work-
load. Levels in the Kadey ramained close to the ideal, starting lower,
but surpassing it during the 4th quarter of l§80 and the lst quarter of
1981, and then increasing along the idecal growth line through the 4th
quarter of 1981. This level of activity started off slightly below the
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ideal during the first quarter of 1982 relative to projected growth. (The
first quarter of the calendar year in the_Kadey brings the coffee and

tobacco harvest preparation - a very difficult time to schedule canmunity
activities.) By the fourth quarter of 1981 Kadey IA's were averaging

workloads of more than 8 village each (6.7 committees). It was expected
that IA's work with a maxdmum of 3ix villages at a time during the first

three years of outreach work.

Thus for levels of activity,.undifferentiated for quality and pro-
cess, performance was quite good - and reflects resgonsivemess on the
part of the rural populations in the two divisions., The volume of work

performed by the IAs is alsn impressive.

UNC technicual assistance was much mere oriented teward the leng
range goal of PTHE, and it therefore cought to strongly emphasize, in
training and in consultations, the necessary comunity organization pro-
cesses, and the quality of the outreach work required to ef'fectively
pursue this goal.. The findings of the evaluation instruments shed lignt
on these processes and clarificd the progress made at village, arcas often

left in the shadow of the pursuit ol quantifiable targets,

Flgure mecan community acticn scores £~ health canmlitteds, depicts
relative progress in the two divisions. Not changes were slightly more
than +2 for the Kadey and nearly +5 for the Mei'ou during the period July
1980 to March 1982. Mean committee scores reflect s:tivity levels in the
Mefou fairly accurately - given that work with committees almost exclusively
defined IA work in the Mefou. For the Kadey Lt {3 a less accurate gouge -
as IAs tended to work with a consideratle number of village which did not

choose to organize formal committeces,

The poak in the Mefou mean ncores (J3rd quarter 1981) correspoinds to
the poriod immediately following the PTHE Front-Lino Agent Seminar of May
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is obvicus from all of this is that villagers in the Kadey were respond-

ing to community organization efforts -- and that Mefou ?®illagers also
continued to respond, especially in sectors where methods were innovative

(Esse) or where new zones were opened (Awae, Evindissi).

Findings fram the Itinerant Agent questionnaire could have completed
the image of community organization work and cammunity organization workers
in PTHE. Lack of predictive value of kthe findings certainly limits what
can be said, on the basis of the questionnaire, about recruitment criteria
for itinerant arcnts. The findings from individual items (figure 5.6 and
7 ) helping-giving, social status, work load -~ help clarify the profile
of the PTHE itinerant agent. Mich more study is needed in this area to
complement personal observations and individual experiences, and such
reseanch chould be carried cut throughout Cameroon, amog community de-
velopment and social affairs field workers as well as among health workers.
This questionnaire, a useful instrument, will however need to be refined

and the data-gathering process more closely monitored.



3.2 Training Component

a. Inputs

The training component of the PTHE Project consisted of in-service
training for health personnel, technicél assistance to MOH services, assist-
ance to the Ministries of Agricnlture and Sociél Affairs in organizing con-
tinuing education coﬁrses, and practicél field tréining experience for CUSS/
CESSI students.

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

-three seminars for frontline agents, representatives of several
ministries, and édministrative aﬁthorities, in Yaounde;

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

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

-technical assistance to the Health Education Service of the MOH
in designing and offering edﬁcétion courses of health educators
and in organiring a nationél conference;

~technical assistance to the Training and Continuing Education
Service of the MOH in designing and offering four provincial con=-
tinuing education courses (Center South, North, West, and thtoral),

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

~technical assistance to the Training Service of the Ministry of
Social Affairs in training rurél animators in Betamba;

-practical field training for three gradﬁating classes of CUSS
and CESSI students.
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A trainer's guide for organizing and implementing continuing educa-

tion courses was developed as a result of the Project's training actlvities.
It is presently available from the MOH in both French and English to be used
by government personnel involQed trith training and continuing education., The
first section of the guide describes the‘plénning process in terms of steps
to be followed in the technicél, logistical, and administrative preparation
of a continuing education course or seminar. A separate caction is given

to evaluation and follow-up of training; How to organize and write the
final report is also included; The finél and lérgest section of the guide
ceonsists of 56 training exercises covering eleven major community health
topics such as community organizétion methods, principles and practices of
public health education, and maternal and child health., These exercises
were specifically designed or adapted for use in Camercon. The large majcr-

ity have been tested throughout the PTHE Project.

(i) Formal Seminars
Three PTHE seminars were conducted on an annual basis and held in

Yaounde; Approximately 80 participants attended each time and approximately
10 trainers were included in each seminar's design and execution. The pur-
pose was to develop and maintain the active support of all cooperating
agencics i- e two pilot areas of the Project. Participaticn from the
ministerial, provincial, divisional, énd.local levels included public admin-
istrators, teachers, health eddcators, health workers, and agricultural
extension agents. They were brought together for five days to gain a fuller
understanding of the PTHE approach, with eéch seminar emphasizing a project

component that was receiving special attention at that time.

The first seminar was held November 1978, after field operations began,
to officially launch the Project. The basic principles of health education
and community participation formed its theme to orient the participants to
the rationale behind PTHE. The second seminar was held a year later and
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focused on the team concept of staff development within the health center

and with other services. Four months after this seminar, intensive work-
shops on staff development for each health center in the Kadey and Mefou
were conducted, The third and final seminér held in May 1981, concentrated
on community organization strategies and methods to be used by frontline
workers, i.e; personnel who provide direct service at the village level such
as teachers, itinerant agents, and agricﬁltﬁral extension workers. While
the Project had been training this level of personnel since the beginning,
the major thrust of field activities for the last two years was on the

village health committee component,

The ‘raining methodology used in these seminars also complemented
PTHE activities in the field, Seminér leaders and facilitators were predomin-
antly drawn from middle and upper-middle level health personnel from the
Kadey and Mefou, who cupport and supervise health center activities, The
May seminar marked the first time that representatives from other ministnries
were involved in the actual design and implementation. By involving them as
seminar training staff in the design and execution of new training techniques,
they would more than likely use or support the Qse of these techniques when
they returned to their posts in the Project area, UNC field staff and their
counterparts trained the trainers to develop and facilitate small group dis-
cussions, role plays, case studies, and structured small group exercises.

The use of a "question box" had also been instituted at these semin-
ars, Throupghout the five days dnyone could anonymously submit a question
or express a concern in writing with the knowledge that ministerial decision
makers would then open tl.e "question box" and respond verbally during a
session on the last day of the seminar; This method was effective and well-
received for overcoming communication barriers in a very centralized and
hierarchical bureaucracy. <fuperficial as it was, the "question box" pro=-
vided the first and only opportunity for open dialogue between policymakers
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and field workers. It was important to the PTHE approach that the defini-
tion of community participation in decision-making was as relevant in the

context of a health infrastructure as it was in a village.

Proceedings from each seminar were compiled, printed, and distri-
buted widely.

(11) Workshops
Two hundred forty MOH personnel and 35 Peace Corps Volunteers were

trained through 20 continuing cducation workshops conducted in the Kadey

and Mefou Divisons.

The training objectives were:

-to prepare hogpital and health center staffs to work as a team
in carrying out a community health program énd to integrate new
activities into their daily work.

-to enable chief nurses of health centers and heads of hospitals
to lead ccimunity health programs in their health facility;

To meet the first objective, a two-day workshop was held in each of
the 18 health centers and hospitals involved with PTHE. The entire staff,
including the Peace Corps Volunteer and the sweeper, participated together
in training sessions aimed at: the use of statistics for planning health
education programs; the establishment of gtaff development activities; im-
proving patient education; dchloping mdtcrnal and child health activities;
and techniques for community mobilization;

Nine workshops in the Kadey were held in March 1980 and nine in the
Mefou in October 1980. Trainers were composed of UNC field staff, their
counterparts, divisional Medical Officers and Chiefs of Preventive Medicine,
and provincial MOH roprcsentati&os. Due to the very limited amount of time
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available to the provincial and divisional health orficials to be away from
their duties, the trainers divided into two teams to conduct the workshops

in two health centers simultaneously, and then formed one large training

team for the hospitals.

These workshops were extremely successful in that they stimulated
several health centers énd hospitals to initiate their own workshops. The
act of bringing together an entire staff for training in which the trainer
came to them was very rovel and well received by trainees and trainers alike.
The expcrience strengthened the confidence of proQincial and divisional
health officials in the training techniques which were new to them as well
as in the importance of continuing edﬁcation for lower level personnel. The
approach of conducting tréining in the health centers rather than the normal
summoning of trainees to come to headquarters offered the health officials
a more efficient uce of their time and resources., Tnat is, their already
overstretched budget for transportation logistically limited their ability
to supervise and support health center percsonnel. The situation was viewed
as one of choosing between an annual inspection tour of personnel and fac-
ilities or reimbursing travel costs for personnel to attend continuing
education activities. However, through the PTHE workshop experience, a

viable option allowing them to perform both functions was demonstrated.

These health center workshops were followed up with two four-day
training sessions for the heads of hospitals and health centers in the Kadey
and Mefou respectively, The first one was held in Batoﬁri in November 1986
and the second took place in Esge in December 1980. The specific éim was
to increase the knowledge and skills of health facility chiefs to:

-reorganize the health center program around the team concept of

staff development,

-collaborate with other agencies;

-plan at least one¢ health education activity;
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~-improve consultation techniques for prenatél and children under

five care.
Again, trainers were drawn from the UNC field staff, their counterparts, and
divisional and provincial health officials.

(iii) Consultation and Technical Assistance
The PTHE Project provided technical assistance to the MOH Training

and Continuing Education Service, and the Health Education Service; to the
MINAGRI Division of Comrinity De&elopment and to the Ministry of Social
Affairs (MINSAF) for their ongoing training activities. The UNC field staff
and counterparts worked closely with the training staff of these services in
the design and implementation of the conferences and workshops for their per=-

sonnel,

With the MOH Training and Continuing Education Service, four, six-
day in-service training workshops were conducted in four provinces: Center
South in May 1980, North .in Aﬁgust 1980, West in April 1982, and Littoral
in June 1982. An average of 70 health personnel attended each of these pro=-
vincial workshops which formed part of the Training Service's mandate to
offer in-service training to every province in the nation with UNICEF fund-
ing. The PTHE counterpart for training is a permanent staff member or the
Training Service; After collaborétion from UNC field stéff for the initial
three workshops, she had sole technicél énd ménagement responsibility for
the fourth one., Not one UNC field staff needed to be present because she

had become fully capable on her own,

PTHE also collaborated with the MOH Health Education Service in
conducting a continﬁing education workshop for health educators in September
1978 and a national health edﬁcation conference in July 1982; The Health
Education Service had also been given the responsibility of coordinating
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with the MINEDUC to organize a national three-day school health conference

in February 1982. The PTHE Project was a member of the planning committee,
presented the pilot school health education program component of the Project
at the conference itself, and provided two speakers from Togo to present

that nation's school health program.

The scale and nature of Health Education Service training events
were much wider than any others involving the PTHE Project. While the read-
ing of papers by high level policymakers and the presenting of resolutions
at the end provided information to the participants, very little attenticn
was given to the acqﬁisition of new skills, Consequently, PTHE input was
most limited in the technical assistance it was able to offer to the Health
Education Service, who nonetheless was cognizant of the Project's training

capabilities through its rarticipa“ion in the PTHE seminars.

Other Ministries who were aware of the Project's ability and willing-
ness to offer training assistance were the MINAGRI and the MINSAF. They
had contact with PTHE as members of the Coordinating Committee and through
informal collaboration in the pilot areas between their workers and health
personnel, The MINAGRI provincial chief for community development in the
East asked PTHE for technical assistance to design, provide material:, and
jointly implement a ten~-day in-service training course for their 21 rural
agents in community health énd community organization. Three PTHE itinerant
agents, the Kadey Assistant Chief of Preventive Medicine, and two PCV's also
attended. It was held in October 1981 in the village of Moundi where the
MINAGRI has built a Center for Community Action and Training.

A similar request came from the MINSAF to collaborate on basic train-
ing for its rural animators. Thirty-fi&e students from all provinces in
Cameroon--some with field experience, some newly recruited--went through the
three month training period in Betamba, and were then fielded for a six
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week practicum (with one site being a PTHE health center). PTHE field staff
participated in this training in December 198l1.

(iv) Visiting Scholars

Four separate Qisits to UNC/Chapel Hill from Cameroonian health
officials had been arranged, While three were primarily for project manage-
ment purposes, all four visits had training aspects specifically planned to
partially compensate for the general lack of public health training among

MOH personnel.

The first visit was made by the Chief of the Health Education Service
in June 1978, who spent two weeks in Chapel Hill with PTHE field staff to
clarify points concerning MOH and UNC roles, It had been hoped that by
exposing him to the orientation of the UNC Department of Health Educétion
through individual conferences with faculty and field visits to on-going
demonstration projects in rural North Carolina, his input to the PTHE
Project would be strengthened. Under his direction, the Health Edﬁcation
Service had been a greater barrier than é vehicle for the Project due to
his admiristrative style, perceptions of priorities, and failure to follow
through with decisions he had helped make (see Section 4;2 for a more de=-

tailed discussion),

The second and third visits from Cameroonian MOH officials occured
in July 1979 when the Assistént Chief of the Health Education Service stayed
for two déys while attending a conference in Chicago and the Director of
Preventive Medicine came specifically to UNC/Chapel Hill for two weeks,
While the justification for their travel was to participate in the selec-
tion of a third field technician, é significant amount of time was also
spent on orienting them to the basic theory and principles of health educa-
tion at UNC, Consultations with faculty and practitioners in the field
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arranged. A departmental seminar was also held for the Director of Preven-

tive Medicine as an open forum of exchange and discussion. An important
result of the visit for him in particular was the realization that condi-
tions and problems of rural health care in the U.S. were quite similar to
those found in Cameroon, He wés able to observe and discuss with American
public health professionals actively working and involved in developing

strategies and methods for solution,

The fourth and final visit from Cameroonian health personnel came
as the result of a compromise between the USAID/Yaounde mission and the
MOH. When it became apparent during the mid-project evaluation that a
long-term degree program in public health for Cameroonians would not be
possible due to the amount of time away from their posts, the compromise
of short-term training in the U.S, for key PTHE-related pergonnel from the
MOH and other key ministries was reached. Four arrived in Chapel ©dill in
August 1981 to spend four months at UNC as visiting scholars and were all
MOH personnel; Two were the PTHE counterparts (of whom one had just re-
signed the position), one was the Chief Medical Officer for Benoue Division,
and one was on the faculty of the School of Nursing in Bamenda. The latter
two had nc prior involvement with PTHE whatsoe&er, which meant that a great

deal of special orientation was needed for them.

The selection of the visiting scholars had been the sole responsi-
bility of the MOH. UNC/Chapel Hill had been informed of who they were and
when they would arrive only two weeks before the fall semester was to begin;
Arrangements were made for their housing, interpretors, course enrollment,
and other basic needs. Each was counseled to determine individual programs
of study based on their previous training, present responsibilities and
interest. Three who spoke very little English were also aﬁditing a special
class in English. Field visits in MNorth Carolina, South' Carolina, Arizona,
and California had also been arranged for them to observe different community-

oriented demonstration programs. Both faculty and graduate students of the
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School of Public Health contributed a great deal of time and effort to
their learning. For a detailed description and evaluation of their program,

see Appendix,

The experience of bringing MOH personnel to the U,S. for short term
training as a replacement for the more comprehensive degree program proved
to be less than acceptable. For not o=ly is the problem of language and
acculturation one that can only be overcome with more time, but the need
for follow-up and support under the guidance of faculty is critical to the
nurturing of new information and direction. The PTHE Project seriously
suffered from the lack of high level MOH decision-makers with a sound back-
ground in pbulic health, Unfortunately, four months at the UNC School of

Public Health was not enough to ensure it,
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b. Outputs
(1) Presentation of Methodology and Measures

Methodologies for assessing PTHE effectiveness in training activities
followed two main strategies, namely, the Quarterly Evaluation Report forms
and the Health Center Inventory from this MOH evaluation. These are used
in addition to comparison of actual outputs with the targets found in the

logical framework.

As described in greater detail in Section 3.1b(i), the Quarterly Evalu=-
ation Report form (see Appendix E) was composed of two sections concerrning
the Health Center activities section, an attempt was made through this in-
strunent to measure health center progreas longitudinally through quarterly
evaluation of specific health center activities, Thece specific areas re-
flect activities deemed certinent to PTHE goals and objectives in relation
to upgrading the existing standards of Kadey and Mefou divisions health
centers, Specifically, these areas included (1) personal training (regular
meetings of the health center staff, continuing education, etc;), (2) in-
dividual patient education, (35 group health evaluation presentation to
patient and community members, (4) maternal and child health seminars and
(5) hygiene and sanitation improvements in and around the health center
facility itself "(latrines available for patients, high sanitary quality of
the latrine, potable water supply for patients, otc.). The number of points
targeted per health center was 45; In other words, if' the health center
demonstrated excellent achievement of the activities listed above over a

three month period, a point score of 45 would be attained.

A second methodology utilized in asscasment of PTHE effect at the
grassroots level was a comparison of PTHE health centers of those in si-

miliar areas not receiving PTHE input. For thig purpose the Health Center

Inventory (sce Appendix 1) was developed by an evaluation team composed of
UNC/CUSS/MOH members and preteated by UNC/Y and MOH., This instrument was
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(11) Findings

Relative to the logical framework target outputs for the in-service

training component of PTHE, the following results were achieved:

Logical Framework

a.

C.

160 health workers and 30
Peace Corps volunteers trained
and implementing health educa-
tion programs in 16 health
centers which are rated as
"active."

Training design and material
developed and used in four
MOR continuing education
seminars.,

25 workers from other service
trained, of which 8 under-
took health acti§ities by

June 1982.

(See Tables 2 and 3)
These figures are based on participant list from the 76 PTHE sponsored

training sessions,

Actual Output

246 health workers and 35 Peace
Corps volunteers trained and

implementing health education

programs in 18 active health

centers.

Training design and material
developed and used in four MOH
provincial seminers, two HES
seminars.

92 workers from other service
participated in PTHE training
sessions, of whom at least 52
undertook health activities by
June 1982;

For MOH personnel, they represent health adminis-

trators, faculty of nursing schools, health outreach workers, and the
clinical staff of 18 health facilities (hospitals and health centers)

affiliated with the Project.

Among the 92 workers from other services

are primary school teachers, school superintendants, ccumunity develop-

ment agents, agricultural extension agents and social workers.
figure does not include the 19 community development agents trained during

(This

the October 1981 Provincial Community Development seminar in Moundi,
Eastern Province; while UNC field had strong input in the design and



Points on Quarterly Evaluation Report

Figure 10

Mean Health Center Activity Scores for Kadey aad Mefou Divisions By Yearly
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operation, the Seminar was sponsored by MINAGRI/CD, and not PTHE).

In terms of sheer numbers, the Project had made 2 significant impact
in training 82% of the health personnel working in the Kadey and Mefou
Divisions. Moreover, each h2alth worker had participated in at least two
separate in-service training activities, exluding the 16 Evaluation Days
and 18 Committee Days held over the four-year period which contained training
aspects. Thus, there was a continual process of reinforcement through in-

service training for MOH personnel as trainees and trainers.

Mean Quarterly Evaluation Report scores for Health Center Activities
by Division are shown in Figure 10 for the period: third quarter 1986
through first quarter 1982. The target number of points per health center
was set at 45, Achievement of this maximum point score would be indica-
tive of a health center demonstrating active involvement in those criteria
deemed pertinent to improvement of existing health standars in the Mefou

and Kadey division health centers.

It is clearly evident from Figure that both the Kadey and Mefou
Divisions improved in mean quarterly scores for the 18 month period under
consideration. Overall both divisions demonstrated positive net change,
8.5 for the Kadey and 5.4 for the Mefou, in point means, between the be-
ginning and end of the study period. The point range for the Kadey re-
veals a lowver limit mean of 28.2 points and an upper limit mean of 36.7
points while the Mefou demonstrated a lower limit wmean of 30 points and

an upper limit mean of 36 points.

Results from the second methodology described above of comparing PTHE
health center activities with similar matched control groups are displayed
in Table 4., The assumption that PTHE health centers would demonstrate



TABLE 4

DIFFERENCE BETWEEN MEANS ON HEALTH CENTER INVENTORY CATEGORIES FOR MEFOU AND KADEY DIVISION HEALTH CENTERS
WITH MATCHED CONTROL DiVISIONS

PTHE Division Number of
Category Control Division Health Centers Mean S.D. t-value df
1. Health Center Mefou 6 35.67 6.62 a
activity Control 10 26.00 5.45 3.01 9.08
Kadey 6 32.17 5.67 c
Control 10 30.06 6.00 0.52 11.18
2. Health Center Mefou 6 15.33 3.56
' : 2.85% 13.42
Community Control 10 9.20 5.01 * *
Action Kadey 6 17.671 | 3.18 .
Control 10 10.70 5.03 3.14 13.08
3. Combined Mefou 6 51.00 | 6.60 .
' : 4.392 12.00
Health Center Control 10 35.10 1.67
Activity and Kadey 6 49.83 | 8.80 N
Community Control 10 41.30 9.88 1.79 11.71
Action

3significant at .01 level two-tailed test,
Dsignificant at .09 level two-tailed test.

cNon—significant.



3.2 continued
higher scores than similar matched control groups on the Health Center

Inventory (HCI). would assume the form:

HO: ul = u2 Where: u1 = mean HCI scores for PTHE
Health Centers and u2 mean HCI scores
Hl: uy # u, for control group Health Centers.

From Table 4, it is clear that on all three categories of the HCI, the
PTHE health centers demonstrated higher mean scores than their control health
centers. In terms of the degree to which the health centers varied, both
divisions of PTHE health centers (N = 125 differed significantly from their
matched control groups (N = 26) at the .01 significance leQel two-tailed test
on the Community Action category. On the combined Health Center and Community
Action category PTHE health centers in the Mefou divisions differed from their
control healtn centers at a higher level of significance (.0l level two-tailed
test) than the Kadey division health centers which differed from their con-~
trol group at a slightly lower level of significance (.09 level two=-tailed
testi.‘ Yet on the whole PTHE health centers are shown to differ significantly

from their matched control groups.

In considering comparisons of health centers within divisions, the
assumption that PTHE health centers would perform equally well, not differ-
ing in overall means from each other, and that the control health centers

would be equally consistent in performance would assume the form:

HO: xl = X, Where:
xl = mean HCI scores for Mefou health
Hl = X Z X, centers;
X, = mean HCI scores for Kadey health
and
— centers;
HO: x3 = x4 Xy = mean HCI scores for Mefou control
. health centers;
’ Ho. X4 4 X,

Xy = mean HCI scores for Kadey control
health centers
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Table 5 displays these comparisons within divisions: project and

control. It is quite apparent that both divisions were internally consis-
tent in terms of mean scores on the Health Center Inventory.



TABLE 5

DIFFERENCE BETWEEN MEANS ON HEALTH CENTER INVENTORY CATEGORIES WITHIN PTHE DIVISION HEALTH CENTERS AND
WITHIN MATCHED CONTROL DIVISIONS

Number of
Categcry Divisions Health Centers Mean S.D, t-value daf
1. Health Center Mefou 6 35.67 5.62 a
Activity Kadey 6 32.17 5.67 0.98 9.71
Control (Mefou) 10 26.00 5.45
Control (Kadey) 10 30.62 6.00
2. Health Center Mefou 6 15;33 3.56
: -1.102 9.96
Community Kadey 6 17.67 3.78
Action Control (Mefou) 10 9.20 5.00 .
3. Combined Health Mefou 6 51.00 6.60
‘ 0.26 9.28
Center Activity Kadey 6 49.83 8.81
and Community Control (Mefou) 10 35.10 7.67 .
Action Control (Kadey) 10 s.30 |9.87 | 13T 16.96

aNon-significant.
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b, Outputs

(iii) Discussion of Qutcomes

The findings relative to logical framework expectations and actual
PTHE output speak by themselves. Impressive as the numbers may be, they are
limited in value as indicators of training effectiveness. The following dis-
cussion of outcomes should answer more critical questions concerning the
degree to which the performance of health workers and other workers involved

through the PTHE training component.

Findings from the Quarterly Evaluation Report mean scores for health
center activities reveal steady progress throughout the period under consid-
eration, and parallel to the regular scheduling of training activities (in-
cluding quarterly evaluation days). The irregular Mefou curve, peaking dur-
ing the second quarter of 1981 and falling slightly in the third quarter
before returning to peak level during the fourth quarter of the same year,
is explainable by two events (and the small sample size - 9 facilities only):
third quarter 1981 saw the departure of the state-registered head nurse from
Mbankomo for CESSI studies, with no replacement, leading to a steep drop in
scores reflecting a limited range a services offered; that same quarter also saw
the death of the Soa head nurse early in the quarter, once again, with no

replacement until the fourth quarter of the year.

The magnitude of the net changes - +8.5 for the Kadey and +5.4 for the
Mefou - is impressive, given the length of period under consideration and
given the physical conditions found in many of these centers. By averaging
36 points or better as means scores, PTHE health center necessarily offered
regularly scheduled staff meetings/development sessions, patient and group
health education with a preventive orientation, and prenatal clinics. Pit
latrines and/or clean water were also available to the client population.
The target score of 45 would represent the addition of well-baby clinics and
better sanitary facilities to the list; in many cases well-baby clinics were
not organized due to the lack of necessary basic equipment, such as scales

and growth charts. Progress in improvement of sanitary facilities was also more
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of a problem, i.e. building latrines or provision of clean water or

creation and use of refuse pits - this was clear from the Health Center
inventory questionnaire. The attitude that state health facilities should
only be upgraded by state employees blocked much village participation

in these efforts; at the same time, health center staff were not generally
enthusiastic about doing this work alone. (In theory, construction companies
who receive contracts for these facilities are to include pit latrines, if
not water catchmept systems with plumbing, in the construction. In practice

this is rarely done.)

The findings of the second methodology - the Health Center inventory -
clarify the progress made relative to other health centers (non-PTHE) in the
same provinces. In Center-South Province, the comparison between Mefou and
the control center in Nyong et So and Nyong et Mfoumou, in the areas of
health center activities, community action, and overall scores, differences
were significant statistically with Mefou PTHE centers clearly outperform-
ing the others. In Eastern province, the Kadey PTHE centers scored signific=
antly higher than the control centers in Lom et Djerem in overall scores and
in community action. Differences in scores for health center activities
were not significant in Eastern province. A major reason for this would be
the presence of the Catholic Relief Service - operated P.L. 480 food distri=-
bution program in all of the control centers in the Lom et Djerem and in
four of_ the PTHE centers in the Kadey. CRS ties 'the food distribution to MCH
and health education programs - which accounts for such good scores in these
areas ( in MCH activities the Lom et Djerem mean score was actually slightly
better than the Kadey PTHE mean). Staff development activity pushes PTHE mean
scores higher (in the arca of health center activities) than the control center

but not sufficiently to be statistically significant.

To put scores in perspective: a maximum score of 50 was possible for
health center activities (Mefou mean %36, Kadey mean 432); a maximum of 25 was

possible for community action (Mefou mean 415, Kadey mean #18) ; thus an overall
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maximum score of 75 (Mefou mean=51, Kadey mean #50). Progress should continue
across the range of activities listed in each of the two domains of health
center activities (staff aevelopment, health education, MCH, and sanitary
facilities) and community action (outreach and collaboration with other ser=-
vices) - there remains room for improvement. But PTHE centers do perform
better than the control centers and without having benefited from material inputs:
PTHE centers were no better stocked in drugs or equipment,nor more fully
staffed, than the other facilities of their respective provinces. The crit-
ical input was PTHE in-service training, which led, in the cases of Mefou,
Esse, Awae, Ngoumou, Ndelele, Bandongoue, Kette, and Boubara, to regularly
scheduled staff development activities organized locally with minimal central
level input. Possibilities for diffusing these types of local training activity
seem excellent if PTHE-type training activities continue at the provincial

and divisional levels.

PTHE training and supervision emphasized all of the aspects of health
center activities used in the Health Center Inventory. While proposing
casual links between a given training session and/or supervision tour and
an imp-ovement in extent and/or quality of service may be, at best, arguable,
the linkage between improvement of PTHE health center performance (both
relative progress over time and in comparison to other health centers) and

training/supervision activities is solid.

Training activities were extremely popular with health personnel,
both trainers and participants, and served as a motivation factor. Interest=-
ingly enough, head nurges from the control centers in the MOH evaluation
often expressed the desire to be included, with their staffs, in PTHE-type
training a-tivities. While statistics are not now available, impressions
from supervisors and head nurses would indicate increasing levels of att-
endance at preventive/promotive health center activitics (health educationm,
MCH) over time in the Project areas as the quality and number of these activities

increased.
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3.3 Training Institutions Component

a, Inputs

PTHE was to play a major role in the field training programs of sev=-
eral training institutions (although the unrealistic target levels set out
in the Project Paper needed to be modified in the revised log frame--see
section 2.3 for discussion). A review of PTHE activities, by institution,

follows,

CUSS/CESSI (University Centre for Health Sciences/Center for Advanced Tra.n-
ing in Nursing)

PTHE's relationship to CUSS/CESSI was initially defined, in part, by
the placement of a CUSS faculty member as Chief of Party. The change in
Chiet of Party made CUSS/CESSI contacts less intimate but not less cordial,
Targeted levels of activity for field training of CUSS/CESSI students in
the Project Paper took little heed of curriculdm, as they included third
year medical students along with fourth year in field training. It is the
fourth year students who study community medicine, and their program in-
cludes a month-long field practicum. CESSI first-year students alsc are
programmed for a month-long field training exercise~-and as discussions
between PTHE and CUSS begen in 1979, the possibility cf combining the CUSS/
CESSI field training placements in PTHE centers in the Mefou becare real,
Before PTHE input, fourth year medical students and fir:t year CESSI students
were placed in various health facilities in the DASP zones in soutnern and
western Cameroon (DASP was a large scale public health project which was to
have operated in five "zones" of Cameroon). Conditions in thege tacilities
were becoming increasingly unsatisfactory for field training, and super=-
vision was very difficult given the wide dispersal of CUSS students, CESSI

faced greater problems in this due to more limited regsources.

It was agreed for PTHE to provide technical and material support to
CUSS and CESSI--~technical support in the orientation and superviaion of the
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on day-long field tours, and onca participated in a PTHE Committee Day at
Oman, near Bikok (April 1980)

Beginning in mid-1980 OCEAC reorganized its training into a two-year
epidemiology program designed fcr state registered nurses. An inaugural
class of 20 stﬁdents began their study in Noﬁcmber 1980; seven of these
students were Cameroounian, the other being Gabecnese, Congolese, and Central
African. OCEAC cequested PTHE assistance in their training, and gave full
responsibility of the heélth educaicion component (three weeks of classes)
to PTYE, Project technicians designcd the component and actually tcok over
the class for that period. This component included develcopment of needs
assessment/community diagnosis skills, the planning and orgénization of health
education and staff development activities, and field work/demonstrations.
OCEAC students responded well Lo the active training methods and practical
orientation of the component. PTHE centres in the Mefou were once again
used as training sites. The course design and activities are now in the
OCEAC liLrary.

ENTSFAY (Naticnal Nursing and Midwifery School of Yaounde)
In the Froject Paper ENISFAY was placed in a very privileged position

ralative to other MOY training institutions. Field training had been antici.
pated to occur each month of the academic year, with groups of 15 students
per month, each composed of a mix of nurses, sanitation techniciars, and mid-
wives. This work plan would have required 2 radical reorganization of tho

ENISFAY curriculum aad calendar--which never took place,

In point of' fact, this privileged position fer ENISFAY reflocted the
particularly positive rolaticnship which existed between the sub-Director
of Proventive Mcdlicine and tho Dircector of EWISFAY at tho same time of the
formulation of tho Project Papor. A change at tho Directorate, which
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coincided with project start-up in 1978, changed this relationship drasti-
cally. Personal antagonism between the new Director of Preventive Medicine

and the Director of ENISFAY replaced the earlier cordial relationship, to
the point that PTHE relations with ENISFAY bérely existed. Attempts at es-
tablishing working relations failed miserably. PTHE sponsored field train-
ing for ENISFAY students never took pléce, nor did the yearly five-day PTHE
seminars for ENISFAY faculty foreseen by the Project Paper. A small number
of EWISFAY faculty did, however, participate in PTHE seminars in 1978, 1979,
and 1981.

In 1981, the National Schocl of Nursing was reorganized, and ENISFAY,
which had truly been in many ways a provincial school as well as a national
one, was absorbed as a part of the National Institution., Nursing, midwifery,
medical technology, and sdnitation technology all became separate schools

of the Institution,

With the change in Preventive Medicine Directors (and therefore PTHE
Project Director) in 1981, ENISFAY interest in PTHE was revived. Both the
nursing and sanitation technician programs expressed interest in PTHE partici-
pation in rield training exercises. Unfortunately scheduling problems ruled
chis out during the final year of the Project--as well as the reluctance on

the par-t of the new Director to commit Project resources beyond June 30, 1982,

Other Institutions
Given the poor relations with ENISFAY, some attempts were made to

establish working relationship with other training institutions under MOH,
most of these remaining tentative until the September 1981 Coordinating
Committee meeting., It was strongly recommended at that meeting that PTHE
contact the MOH training institutions within or associated with the Project
zones, with the objective of organizing field training for students during
the rinal ten months of the Project. Contacts were made with the nurses-aid
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training schools at Mbalmayo and Abong-Mbang and with the nursing schools
at Bertoua and Yaounde (ENISFAY},

Both Bertoua and ENISFAY responded positi@ely, and each designed
proposals, with assistance from UNC field techniciang, for field training
during 1982. In the case of Bertoua, FTHE technicians actually designed a
field training program, and scheduled PTHE participation before the Project
Director canceled the activity in March 1982; ENISFAY's proposal was dis-
missed by the Director since most of the field training would take place
after June 30, 1982. Bertoua and ENISFAY train nﬁrses in two-year programs,
Responses from Mbalmayo and Abong-Mbéng were receiQed too late for considera-

tion.

b, Outputs

PTHE involvement in the basic training of MOH personnel was to focus
on the practical aspects of community health through field practicums for
CUSS, CESSI, and ENISFAY students and continuing education for the faculty
of these institutions. The level of expected outputs from the PTHE projects
for the training institutions component was:

-two graduating classes of CUSS and CESSI will have completed

field training in PTHE sites.

-one class of assistant nurses will have completed field training

in PTHE sites.

-twenty professora3 from health training institutions will have re-

ceived PTHE training.

The actual end of project status achieved was three graduating classes
of CUSS and CESSI completed field training with PTHE, and seven nursing school
faculty members participated in PTHE training activities. This made for a
total of 232 students (66 students in March 1980, 97 students in January 1981,
69 students in January 1982) spending threce weeks in PTHE health centers of
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the Mefou for their supervised community medicine field practicﬁm. Of the
nursing school faculty, six from ENISFAY and one from the Bertoua Nursing
School hal attended the five-day PTHE seminars. In-service training sessions
had not been specifically designed for facﬁlty due to obstacles ulready des-

cribed under "Inputs.,"

For similar reasons, no assistant nurses from ENISFAY received any
form of basic training from PTHE., However, 12 assistant nursing students
from the Bertoua School of Nursing in the Kadey did participate in the in-
service training sessions organized by PTHE in July .9379 for MOH personnel
in the Kadey. Although the students were still undergoing basic training,
the exposure to and an interaction with health workers in the field served

as a positive learning experience for them,

An additional PTHE output which had not been anticipated was three
weeks of basic training for 20 OCEAC students -in April and June 198). At
OCEAC's request UNC field staff and their counterparts took full respon-
sibility for the health education component of their two-year epidemiology

program,

Table 6 represents the total number of students and faculty by
institution who participated in PTHE training over the period of four years.,
It is important to note that of the 264 students, 13 are from Gabon, Congo,
and Central African Republic. It should also be pointed out that students
trained by PTHE represent the future physicians and nurses who will hold
important positions in the MOH infrastructure at the divisional, provincial,
and national levels. The potential for PTHE influence on the re-orientation
of health workers in the field to be more community focused in the delivery
of primary health care will be multiplied through these students as decision-
makers, supervisors, and trainers, Through direct observations and practical
experience in the health centers with clinical staff, itinerant agents, and
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the communities they serve, medical and nursing students gained both know-
ledge and skills needed to eventﬁally initiate and stport commﬁnity par-
ticipation and ¢:tion strategies among health workers under their jurisdic-
tion, The field practicum in PTHE training sites provided the indispensable
field experience to complement classroom discussionsa of community medicine
in fourth year CUSS and first year CESST progréms, and as such was highly
valued by CUSS/CESSI students and participating faculty. There is every
indication that this yearly activity will continue.



TABLE 6

NUMBER OF FACULTY AND STUDENTS FROM TRAINING INSTITUTIONS PARTICIPATING
IN PTHE PROJECT TRAINING FROM SEPTEMBER 1978 - June 1982

Faculty
CUSS 0
CESSI 0
ENISFAY 6
BERTOUA NURSING SCHOOL 1
OCEAC 0
TOTAL 7

#7 were from Cameroon and 13 were from Gabon,

African Republic,

Students
160
T2
0
12
20#

264

Congo, and Central
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3.4 Primary School Component
a. Inputs

The re-orientation of this component of the PTHE is described in

the discussion of the logical framework in Section 2.3. From a teacher-
training corientation this component was transformed into curriculum
development and development of a teacher's guide to health education in
primary schools. The transformation was subsequent to proposals voiced
at the PTHE Interministerial Coordinating Committee meeting of 14 Decem-
ber 1979.

In order to achieve this re-orientation, a National Sub-Commission
for Health Education in Primary Schools was established by the coordina-
ting Committee through active cooperation between MOH and MINEDUC (Direc-
torate of Preventive lMedicine and Directorate of Primary Education re-
spectively). At its first meeting, 29 January 1980 at OCEAC Headquarters,
the Chief of Health Education Service (MOH) and the Chief of Training
Services and Pedagogical Affairs, (MINEDUC) were elected co-presidents.
While membership changed considerably over time, the Sub-Commission main-
tained full representation of both ministries. The following objectives
were set for the Sub-Commission:

(1) establish goals and objectives for health education at the

primary school level,

(2) design a curriculum for health education based on the above

goals and objectives.

(3) develop and test a teacher's guide for primary school health

education.

(4) share the results of Sub-Commission work and experimentation

with relevant services of the national government.

The entire program of the Sub-Commission flowed from these four
objectives. A field tour of three divisions ty a Sub-Commission team in
February 1080 confirmed opinions expressed in the first meeting--that
health education was not given sufficlient time in the weckly program of
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instruction, and that health education, as presently taught, was very

week in its practical side. To complement the field study, the Sub-
commission reviewed health education texts those used in Cameroon as

well as others from Togo, Niger and Zaire.

Working through the month of March, the Sub-Commission developed a
set of objectives, both general and specific, for health education in
primary schools. It was decided, rather than to design a textbook, to
produce a teacher's guide to health education with lesson plans to be
tested in the PTHE Project zones. A program was designed based on them
and subjects to be covered at the various levels. It was also decided,
given the orientation to practical aspects of health education and the
need to adapt instruction as closely as possible to real conditions, to
develop the teacher's guide from the field up. Divisional committees,
composed of MOH and MINEDUC personnel, would generate lesson plans from
the objectives and themes laid out by the national Sub-Commission. The
divisional committee, supplied with documents and working materials,
would establish work teams at each grade level responsible for a set of
lesson plans., It was the responsibility of the national Sub-Commission
to edit the two sets (Kadey and Mefou) or lesson plans into a single

teacher's guide.

At that time, health education was not a separate entity in the
national program of primary education. Health was combined with civics
and the subject was called Hygiene et morale, slotted for 1l-13 hours per
week, broken up into fifteen minute sessions. After discussions with
the Director of Primary Education (MINEDUC), an experimental timetable
was established for the testing of the teacher's guide made up of once-

weekly health education classes--one session of 30 minutes per week in
Cours Preparatoire (CP) (second grade), and sessions of 45 minutes for
Cours Elementaire (CE) (3rd and 4th grades), and Cours Moyen (CM) (fifth
and sixth grades).
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Divisional committees were set up in April 1980 during a field tour

of a Sub-Commission team, and in each division there were orientation ses-
sions to discuss the teacher's guide and the conditions for its testing.
Each divisional committee was composed of eight members, evenly divided
between MOH and MINEDUC personnel, with committee having for co-presidents
the divisional Medical Officer and the divisional School Superintendent.
The committces established working groups for each grade level to write
lesson plans, and also selected pilot schools, four in each division, where
the teacher's guide would be tested. Criteria for pilot schools were

that the school must be a full six grades, be located in the same settle-
ment or in close proximity (less than Skm distant) to a Project health

center, and be associated with an active health committee.

Testing of the teacher's guide in the pilot schools was ideally to
be monitored by teams for each school and composed of health and educa-
tion personnel as well as a representative of the local health committee.
To faciiitate this monitoring, the Sub-Commission designed an observation
form in August 1980 (see Appendix J ). Collected observation forms for
each lesson presented would be sent by the monitoring teams initially to
the divisional committee for comment, and then on to the national sub-

commission in Yaounde each quarter of the academic year.

It was hoped that the testing of the teacher's guide could begin
during the 1980/81 school year, but this proved to be overly ambitious.
Divisional work teams did not complete their lesson plans until early
January 1981 due to a number of factors, including personnel changes in
the intervening period. The national Sub-Commission began its synthesis
of the two sets of lesson plans in mid-Jdanuary 1981. The choice of
organization of the synthesis work was an unfortunate one. The Chief
of Health Education Scrvice preferred an initial synthesis of each level
(CP,CE,CM) by small worl: groups, to be followed by an overall synthesis
to be carried out by an expandad committce.
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By mid-February 1981 the CE and CM lesson plans had been edited into
single draft versions (the CP work team never finished its work).
The expanded synthesis committee then begun to review lessor plans

with the goal of standardizing format and assuring smooth transitions
from level to level. In addition, it completed the unfinished CP les-
sons. This final editing dragged on for months. By September, how-
ever, the final version was mimeographed and ready for distributien.

Three-day orientation sessions for presentation of the teacher's
guide were scheduled in October at Batouri and Mfou with the teaching
staffs from pilot schools and local monitoring team member's participa-
ting. The guide was presented and discussed, a model Jes:son demonstra-
ted as well as active teaching methods, and visual aid workshop organi-
zed. In addition, the testing procedure for the teacher's guide was
discussed fully and practiced. By this time one additional school in
each of the divisions had been named, making a total of 10 pilot

schools.

Representatives from the central level of the MOH, MINEDUC, and
PTHE had planned and conducted these orientation sessions in the divi-
sions. However, the presiding officials were the divisional Chiefs of
Preventive Medicine . and the divisional School Superintendent with the
divisional Territorial Administrative Officers opening and closing the
sessions. ‘their presence and active involvement in the orientation
not only increased the credibility of the PTHE school health component
and underlined the importance of collaboration between personnel from
these two ministries, but also sustained the needed level of partici-
pation from these key individuals throughout the critical experimental
phase,
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While the system of observation sheets had been devised to aid

in any necessary re-editing or revision based on classroom teaching
experience, another method was needed to evaluate the impact of the
teacher's guide and experimental schedule on pupil knowledge and at-
titude about health promotion. A simple true-false questionnaire (20
questions for CE, 30 for CM) was devised for pre-test/post-test com-
parison. This questionnaire and the results of testing are more thor-

oughly discussed in the Outputs Sections.

The Health Education Service was still processing observation
sheets at the close of Project PTHE in June 1982. Responses were
being tabulated on each lesson plan for any eventual re-editing. At
a MNational Conference in School Health Education, organized jointly
by MOH and MINEDUC in Yaounde in late February 19€2, the teacher's
guide was well-received. The Minister of Education spoke favorably
of the guide and its testing in a Cameroon Tribune interview during
the conference. A set of recommendations concerning health education
in schools are part of the rinal report of that conference, still in

press.

(i) Methodology and Measures
To determine the effects of the PTHE school health education
component on a pupil's health attitudes and knowledge, two evaluative

instruments were constructed by UNC/Chapel Hill and finalized by the
Sub-Commission (see Appendix K). At the 3rd and 4th grade
levels the pre-post instrument consisted of 20 true/false questions (14
behavioral, 6 attitudinal) administered by ecach teacher of the pilot
schools to 238 CE students in the Kadey and Mefou Divisions. At the Sth
and 6th grade levels the pre-post instrument was composed of 30 true-
false questions (23 behavioral, 7 attitudinal) administered by each
teac:.er of pilot schools to 315 CM students in the Kadey and Mefou
Division.
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Thus, the total number of respondents from the four grade levels

combined was 553 students.

Four pilot schools participated from each division yielding
a total student population for grade levele 3,4,5, and 6 combined
of approximately 1286. Thus, the sample to which the pre-post true-
false questionnaires were administered represented 43 percent of the
total student population for these eight schools combined.

In all cases the PTHE technicians and representatives from
MINEDUC and MOH provided on-site instructions to teachers who would
administer the questionnaires. Classesfrom each school were selected
at random (if more than one class existed) within the appropriate
grade level (3rd, 4th, 5th or 6th) to receive the pre-post question-
naires. Approximately 20 students were selected in alphatetical order
from each grade level to receive the questionnaire. The rationale
for an alphabetical selection as opposed to a random sample of stu-
dents was to ensure that the same students would respond to both the
pre- and post-questionnaires, thereby praviding graater reliability

of the measurement instrument.

In terms of the process by which the questionnaires were admin-
istered, it was by and large the same throughout the eight schools.
However, within three of the 28 classes partipating, teachers were
found to have influenced students on the pre-test as to how they should
answer particular questions. These three classes were eliminated in
the data analysis of the school health questionnaires as was one other
class which failed to administer the post-questionnaire. Thus, 24
clanses of approximately 20 students each were administered the pre-
and post-questionnaircs yielding a total study population of approxi-
mately 480 indivisuals,
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(ii) Findings

It was hypothesized that once a baseline measure of health
behavior and attitudes was established through the pre-questionnaire,
all students would demonstrate more positive attitudes toward and a
greater knowledge of health promotive behaviors after having completed

7 months of the school health education program. By obtaining the
mean number of correct responses to questions off the pre-and post-
questionnaires, analyses were perf.rmed to determine the significance
of a positive increase in mean correct response (using .05 as the level
of statistical significance). Thus, the tes* of hypotheses would

assume the form:

Ho: uyj= us where u; = mean correct responses to

the pre-questionnaire

:u
B n<]up Up = mean correct responses to the

post-questionnaire

As shown in Tables 7 and 8 a statistically significant
increase (.005 level one-tailed test) in mean correct response was
demonstrated by students at all four grade levels in both the Kadey
and Mefou Divisions.

Further analysis revealed that within divistons (Table 9 )
two schools, Trypano and Mfou, demonstrated significantly positive in-
crease in mean correct responses. This may be explained in part by the
fact that Trypano and Mfou schools are located in semi-urban diastricta
within the Kadey and Mefou divigion, respectively, Semi-urban arcas
would perhaps provide a larger population of atudents exposed to
promotive health attitudes and behavior than in poorer, less wella-

educated rural areas.












results from this study could be construed as being spurious and not
resulting from the treatment effect of the school hez.th program per se,
However, because a control group of schools was requested from MINEDUC
and denied, the present results represent the best data available,

given the administrative and political constraiats present in Cameroon,
of a novel health education program developed for a selection though

representative group of Cameroonian schools.

In addition to the above constraints, and in considering the
short length of time in which the program was implemented and evaluated
(7 months), positive results, however preliminary, indicated a clear

positive movement in health attitudes and knowledge.

The cumulative effect of this positive movement over time, for
example from grades 3 to 6, would enhance and sustain the adoption and
integration of health promotive behavior and attitudes among students
as they progress through school. The overall high post-test scores of
students in all graaes within the pilot schools would also indicate
probable diffusion to other students within the schools would also
be carried by those students receiving the program to their homes,
thua extending the effect of the PTHE achool health program to the
community at large.
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Beyond any such set of results, the experimental teacher's

guide played an important role in the MINEDUC technical sessions

on the national reform of primary education according to two national
Sub-Commission members who were in attendance. The Vice-Minister of
Education, presided over these policy-setting sessions. Copies of
the guide were circulated at the mceting and the experimental pro-
gram, timetable, and lessons were thoroughly discusseéd. The MINEDUC
National Reform Commission subsequently officially opted for 30-
minute health education slots for all three levels, CP - CE ~ CM,
with once weekly sessions for CE and CM and two 15-minute sessions
per week for CP. Furthermore, health education/hygliene would no
longer be combined with civics in the curriculum. The classes would

be devoted entirely to hcalth education.

Questions remain however: What are the possibilities of further
testing of the guide, of eventual translation into English, of a more
finished version with illustrations, of the producticn of a pupil's
text to complete the teacher's guide? Nonetheless, the level of en-
thusiasm amcng primary school teachers, students, parents and MINEDUC
officials remain very high. The fiture of the naticnal Sub-Commission,
created out of PTHE, will be clearcr once the final report of the
National School Health Education Confercrce in published, and its
recommendations officially reviewed by the Minist-ies of Health and of

Education respcctively.

The development of this teacher's guide for health cducation in
primary school benefitted from solid and steady collaboratien bLetween
MOH and MINEDUC perconnel from ficld level up to miniaterial level
and cignified the first time for these two minictries to work together.,
The process also succenafully integrated inputs from MOH, MINEDUC,
USAID, Pcace Corpa and UNC.
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For that alone, it was a very positive experiei ce in Cameroonian

development efforts. Health workers and teachers alike strongly
expressed their desire to continue this collaborative relationship
by attending each other's conferences and workshops in the future.

Where this collabora tion suffered slightly, however, was in
the area of linkage between the school program and the community or-
garization efforts in Project zones. ''idespread, firmly established
attitude s that primary schools are "government' as opposed "community"
structures have blocked progress here--the pilot schools being some-
what exceptional. Contracts tended to be between IA's, PCV's, and
other health staff, rather than between village conmittee members and
school directors/teachers. School health committees, as complemen-
tary structures, to village health committees, have only begun to be
organized -~ and almost exclusively at PTHE pilot schools.

Part of this problem, in conceptual/opsrational terms was un-
warraited coafidence in the roles of local PTA's as catalysts toward
effective linkage between schools and health coinittees, due to in-
terlocking PTA-health committee menbership. PTA's (Associations des
pareats d'elavaes) are not officially racogized by MINEDUC. Their

roles and functions thus ars not well defined and vary widaly. In
addition, PTA's in the Kadey and Mefou renain geaerally at a very low
lavel of developmeat. Given this state of affairs, it &5 clear why

lin%s were not ecasily established.

Boeyond this, IA's, especially in the Mefou, wore raroly comfore
table with achool health aspects of their work load due to sensitivie
ties concerning their own low lovels of formal education. Most gavo
achool health a relatively low priority or where posaible handed ro-
spondibility for it over to PCV'as. MNurgos aldon, gonorally, were more
intereatod and moro offectivo among tho IA's in thia rolo.
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As a tactic in the strategy of community organization in

PTHE, the linkage has solid argument backing it. The problems
encountered were very practical ones at the level of implementation,
Field worker ability aside, lack of supervision/encouragement at di-
visional level (once agéin, with this exception of pilot schools)
weakened local efforts. The best results from school health com-
mittees could be seen in Binguela and Kambele - communities whose
VHC's were not active; In these cases success was due more to
highly motivated teaching staff's than to community participation or
encouragement., It is interesting to speculate how in these special
cases the school health committee could serve as a model and en-
couragement for & moribund village committee.
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3.5 Audio-Visual Center
In the original Project Paper and logical framework, no mention was’
made of an audio-visual aid production (A~V) center. USAID agreed to

supply production materials for such a center, attached to HES, after sub-
sequent talks, and the center was appended to the revised logical frame-
work of 1986 as an output. UNC had no technical role to play in this area.
If ever the A-V center had become functional during the life of PTHE, no
doubt the UNC field team would have worked to harness the center, at least

initially, to Project needs.

On the basis of this addition to the Project, Peace Corps agreed to
provide an A-V specialist to assist HES in the organization and develop-
ment of the center (basically a production workshop), as well as to assist
in the training of Cameroonian personnel who would operate the center after
this initial phase. In point of fact, ‘wo A-V specialist volunteers worked
with PTHE and HES: from April 1978-Mav 1980 and from April 198l-June 1982.
Both worked on receiving and cataloguing materials sent by USAID for the
center, and in addition provided other services to HES as neceds arose,

The first PCV helped design the initial plan for the center.

The first PCV was never assigned a counterpart: the two slots de-
scribed in the rovised log frame--an A-V specialist and an artist/designer--
were never filled by the MOH counterparts during his term of service ard
became onc of the roasons for which he chose not to extend dospite his
oarlier intentions to do so. Af'ter some months of soarch, a second PCV
was recruited as a replacement. He also remained without counterpart for
ten montha. In February 1982, four unskilled clorks were recruited by MOH
and assigned to HES, as trainces for the A~V center. Thin number dwindled
to two by April, and the PCV was given responsibility for their training.
Howover, the PCV terminated his service in June 1942 becauuso of chronically
poor relations with the Chief of HE3 and hia own pesaimism dinvolving pro=-
spacts that tho A=V center would become funct.onal bofore tho ond of his
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tour of service. In short, he felt that he could not effectively serve in

his assigned capacity.

Much of the frustration was due to the slow progress in implementa-
tion by MOH which was interpreted by some persons as lack of support. As
finally devised, the MOH plan for housing the A-V center was to build a
small office on and adjacent to the HES in order to free-up space in the
HES building occupied by the Sanitation and Public Hyglence Service. With
the departure of the Sanitation Service, the HES block would then be reno-
vated along the lines of a dark room and wilk-screening facilities, library
and cataloguing rooms, and storage for materials. This office building was
completed in mid-1981 and shortly thereafter occgpied by Sanitation and
Maternal and Child Health Services. However, upon completion of construc-
tion of the new building, the contractor balked at beginning renovations
of the HES block, claiming that the renovations were not in the construc-
tion contract and thus not included in his bid. Thus, in late 198l another
| call for bids on the renovation work was made. More funds were needed and
the administrative process of committing funds and awarding contracts dragged
for months. In June 1982, work began on the HES renovation for the A=V
center. A projected date of late October 1982 for completion was given.
MOH had funded both the new office space and the renovation out of its
financial participation in PTHE (fiscal 1980-81, 81/82).

Beginning in carly 1979, materialc began arriving in Douala from
USAID--photographic equlpment (film, paper, enlarger, camoras, dark room
equipmen®. ), silk-screening cquipment, poster paper, and art materials--
to be tranusported by MOH to Yaounde. By early 1081, all materials to be
sent in this original order had arrived in Douala, thuu accounting for tho
bulk of the $93,000 material/equipment line in tho PTHE budgot. Unfortun-
ately, duo to delays caused by the pupérwork procoas of gotting the materials
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oﬁt of Douala (and then from Yaounde airport to MOH), some of the ship-
ment was damaged or destroyed, including a shipment of photographic chem-
icals and dyes which were destroyed by fire at the port in Dodala. Mean=-
while in Yaounde, HES had no appropriate place to store the shipment,
Temporary storage space near the Central Pharmacy did not protect material
from heat and humidity (or rain, for that matter); As might be expected,
much of the photography material (film, paper) was beyond expiration date.
Silk-screen dyes had dried out while still stored in their tins. A list
of materials for re-order and as a complement to the original supply order
was written up by the two PCV's, It was decided, prudently, by USAID not
to act on the new order until appropriate storage facilities were avail-
able.

As stated earlier, PTHE had no real technical role to play in the
development of the A-V center. Vehicles from the field office were used
now and again to transport freight from Yaounde airport to MOH, or to
drive HES personnel round the MOH-Customs--Ministry of Finance circuit in
the pursuit of documents. At the May 1981 PTHE seminar, field workers
(IA's, PCV's, CD agents) were polled on their A-V needs and preferences
by the PCV for HES. It was hoped that the results would be used in orient-

ing future A-V production.

The bottom line i3, however, that from 1978 to 1982 and at this
writing no A-V center exists, There is no point in apeaking of its func-
tioning. While personnel have been recrulted for the center, they are
unskilled, and presently no longer have someone to train them. Obviously,
no management system has boen developed for tae A-V center, and only one
poster was produced by tho PCV uaing the materinls and equipment avail-

able to be set up on a temporary basis in his office,



Chapter 4
MANAGEMENT ANALYSIS

4,1 Roles and Responsibilities

a. United States Agency for International Development
i) USAID Technical Roles and Responsibilities

USAID had three important technical responsibilities to the Project.
They were:
1. to procure the 141 person/months of long-term and short-term
technical assistance to the MOH,
2. to advise the MOH Project Director on policy matters.
3. to conduct the mid-project evaluation.
In this section they are dealt with separately.

Technical Assistance

To assist the MOH in implementing the goals and objectives of PTHE,
USAID contracted with the University of North Carolina at Chapel Hill for
long-and short-term technical assistance to the MOH under USAID contract
afr-c-1432 which was signed by USAID and UNC in June 1978. UNC Jrovided
133 montns of long-term technical assistance, and 26 months of short-term
technical assistance for a total of 159 months of technical assistance in
the four year period.

However, USAID/Y had signed the Project Assistance Agreement with
the MOH (FROAG) in July 1977 which named October 1, 1977 as the start date
for Project PTHE. All other donor agencies began project activities on or
about that date, The Pcace Corps had already placed 5 volunteers in the
Kadey as early as March 1977 and by March 1978 the Poace Corpa had placed
12 volurnteers at thoir posta., UNICEF had 1its motorcycles in tho field and
the MOH had already ansigned counterparts to the volunteers, During the
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one-year delay between USAID's signing of the technical assistance por-
tion of the Project, USAID/Y hired a technician through a personal services
contract. Her duties were primarily to maintain lines of communication
between the donor agencies and the Peace Corps and MOH personnel already in
the field, and to provide orientation/technical supervision to the volun-
teers. There were not, during this time, effective links between the MOH
and activities in the two pilot zones since the MOH had not yet named its
project personnel at the ministerial level., The reason was that USAID
had not delivered its promised project funds to the MOH, and did not, until
April, 1979.

UNC's early efforts at providing technical assistance to MOH experi-
enced early instability both in Chapel Hill and in Yaounde. This was due
to the resignation of one of the members of the field party and the some-
what extended period required to bring the field party back to its full
strength. From January 1980 through June 1982, however, the UNC field
party remained stable. See Section 4.3 for more detail.

Policy Advice To Project Director
While the Interministerial Coordinating Committee had the respon-

sibility of advising the Minister of Health on policy matters ragarding

the Project, it never in point of fact, functioned effectively in that role.
USAID was represented on the commiitee, and it was initially expected that
the Committee would be tho mechinism through which USAID technical input

to the MOH would be transmitted.

This rather formal and indirect line of communication could never
have sufficiently responded to Project needa, As the Minister of Health's
deosignated ropresentativo in tho Project, it was tho Project Director who
was the direct link between tho Miniaster, tho Projoct, and USAID. And it
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was in this line that confusion over roles, and reluctance to establish
direct contact, conspired drastically to limit the exploitation of this

means to resolve outstanding policy issues. USAID-Yaounde often preferred
to limit direct communication with the Project Director to standard formal
texts, while seeking to communicate through the UNC field team on immedi-
ate questions in less formal terms. The Project Director, sensing that
direct personal contact with USAID was seemingly not encouraged, also
avoided such contacts except in cases of absolute necessity. Because of
this, the MOH remained only vaguely aware of USAID guidelines and practices,
and very wary of seeking contacts and negotiations to resolve operational
questions, The depth'of these mutual misunderstandings - MOH of USAID,

and USAID of MOH peclicy - was painfully clear during the USAID/MOH negotia-
tions in April 1980 concerning logical framework modifications and admine
istration policy within the Project.

With the arrival of a more experienced Project Manager at HNPO in
January 1981, this situation improved steadily. However, the first two
years of problems in tho domain were difficult to overcome. It was diffi-
cult to dispell Project Director(s)'s perceptions of USAID as a shadowy
and somewhat threatening presence in PTHE communication through dirc¢zt con-
tacts. A botter understanding of USAID policy by Project Directors would
have assured a more workable and productive grantor/grantee rolationship
botween USAID and Project Directorate as well as botween USAID and MOH,
wherein directives would nou liave so often seemed arbitary, unilateral,

and unexpected,

Mid Project Evaluatlion

The rouponaibility of conducting tho mid-project evaluation was that
of USAID/W (AFR/DR) and was coorcinatoed by PTHE's Technical Monitor at
that office.
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The evaluation team was headed by a consultant selected by AFR/DR
who coIlaborated with an MOH designate (from the Directorate of Statistics
and Planning) and a USAID designate (from the organization of Dutch Vol-

unteers).

The evaluation came 6 months priar to the project mid-point and used
data that was at most 12 months old., However, the timing of Lhe evnlua-
tion secmed appropriate, in that it left the MOH, UNC and USAID with a
generous amount of time with which to implement many of the evaluation

recomnendations,

UNC was satisfied that the evaluation was thorough and impartial.

Its summary of recommendations is presented in the Appendix.

Following the evaluation, USAID followed some recomamendations by
amending the UNC contract so that the UNC technicians were no longer
responsible for the accounting of the MOH administercd training funds:
the USAID/Y Project Manager auswaed that reaponsibility. USAID also
assigned a project manager who remained at post for the final two years
of the project. USAID uluo requested UNC to initiate the recommended
socio-anthropological stuldy of the Kadey, However, the recommendation
to revise the logical framework and to amend the project agreament accord-

ingly was nct followed,

(11) USAID Administrative Role & Reaponsipilitiey
Thera were threo UCAID offices inwvolved with the Project throughout

its oxiastance, ‘Thuy wero:
-Cffice of Health, tutrition, and Population/Yaounde
Koy Person--Project Manager

=0ffico of Duvelopment Resources Cur Africa, dashington, D.C,
Koy Persou-- Technical Monitor

«0ffico of Central Contracts, Roslyn, Virginia
Koy Poraon--Contracting Gfficer
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2. UNC had an additional .5 million dollars which, due to the
wording of the contiract, conld not be spent on the activities

the money was intendci to support.

3. The UNC field team needed to begin project implementation and
to spend contract money on the project expcnses.

4. USAID/Y was initially unwilling tu proceed with the amendment
process, velieving that USAID/W wan somehow in errcr, and could
or would correct the mistake immediately.

5. USAID/W requested UNC to submit a new cost proposal in Octoter
1978 for $1, 4 million. UNC did so within two weeks and follow-
ing initial review of the new proposal by USAID/W-contracts,
there was a cocnler ..ce in Washington which was attended by the
USAID/W Techuical Monitor, the USAID/Y Mission Director, and UNC
represuntatives, The new propocal was quickly accepted in prin-
cipal, tut it was not until Murch 1979 that USAID modified UNC's
contract proposal with a budget of $1.42 million,

It was during this start-up period (June 1978-April 1979) that the
USAD/Y Mission Director necessarily slayed a strong and supportive admin-
i.trative role with the preiect, workan:; closcly with all parties to get

the project uunduiaay,

This ecarl. involvement by USAID/Y consured considerably more USAID
staff time thon had been anticinated in the project paper; and resulted
in USAID's playing a much strongur role both in policy and in management
than had been forseen, at least until the mid-project evaluation had been
completed. The early months of the projrct saw a pxeat doal of conflict
between the parties, as might be oxpce od, while négotintions botwoen
Chapel Hill, Yaounde, and Washington dragged on endlessly. But whilo
thero was conf ict, there was also very closo interaction., The rensult was
that three disparate organizations - USAID, UNC, and GURC learned to work
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together screwhat, For example, USAID permitted a considerable amount of

travel during the project's early months. The MOH Project Director and
the Chief of the Health Education Service all visited Chapel Hill within
the firat year of the Project and UllC's Campus Coordinator, Associate
Coordinator, and Administrative Officer visited Yaounde. UNC's Chief of
Party was able to visit the Office of Central Contracts and AFR/DR.

The visits gave all parties a much keener understanding of both the re-

sources and constraints of each other.

The Office of Development Resources' administrative role in the pro-
Ject, if any, was not apparen* to UNC. However, the AFR/DR technical
monitor's office is the repository of all projcct reports, and during
the project life, AFR/DR's technical monitor was always accessible to
UNC. He of'ten provided the campus office with useful administrative
advice, and at all timea demonstrated helpful interost and concern over

project activities.

The Office of Central Contracta had the .esponsibility of enforcing
USAID regulationa. Throughout the project, all requests for travel, con-
sultation, and porsonnel changes required written authorization from this
office. This offlce, like AFR/DR, was uszually responsive and helpful to

UNC's requests, onco a clear, mutual understanding of roles was cstablished.,

(1i1) Comments

UNC has noever clearly undorstood the reason behind the dolays in
project implementation dizcunsed in the Administrative section, and 50
without thixs intormation {t would bLe unfair to atate that the delayed
implamentation i a defictoncy on the part of USAID. 1t should, hewover,
bo understood in the begtnning, all of PTHE Project funda Wero erroneously
uncluded o the UNC contract. The effect of thiz on the MOH's relationahip
with USAID has not been evaluated but {t did cause an undue amount of eamph-

aasia on monoy in the boglinning,
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marks in this subject of responsiveness, but the situation in PTHE changed

little despite much discussion of these problems at quarterly evaluation

meetings and at national seminars.
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shortage and to home-field communication problems. Bi-annual and annual

reports were required as well as projected work plans, The effort to in-
corporate strong home office input into these reports initially produced

delays in submission. The delays were subsequentliy eliminated.

"Relations with cooperating country nationals" is also an area of
evaluation in the CPER form; in both reports superior ratings were received,
UNC field did indeed establish and maintain exceedinzly good relations,
despite often difficult conditions, with MOH and other departmens of GURC.

The above discussion corcerned UNC field office roles and respon-
sibilities vis-a-vis MOH, USAID and other GURC departments., But internal
administration of the field office also deserves attention, and is needed

to complete the picture of {ield onerations,

UNC field office was to be the operational arm of UNC in Yaounde
responsible for documentation, for daily operations, for clerical and log-
istical support of field activities, and for management of UNC resources
locally. The field office saw more than its share of office management
problems. Inexperience and incompetence of the clerk/typist and booK=-
keeper initially hired caused serious problems in the efficient running
of the office. Correspondance, documentation, and accounts suffered the
worst for this. Beginning with the third year of PTHE, much more competent
staff were on board. It should be noted that local hire never surpassed
seven in number, including watchmen.. Overall, during the life of PTHE
office performance was satisfactory at best, with a long period of medio-

crity.

In the area of vehicle maintenance (PTHE was supplied with two Toyota
Landcruisers and one Renault R-12) performance was superior, Mechanical
difficulties were relatively raro; both Toyota's logged over 100,000 km
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each, and the R-12 over 65,000 km. Driver performance was also commendable

especially in view of the often horrendous road conditions.

Working relations between UNC field and UNC/Chapel Hill suffered for
communication problems. Delays in correspondence were often discouragingly
long--often three weeks merely for transit. A system of bi-weekly telephone
calls could never replace close analysis of documents and question, followed
by written comment and reactions. Worst of all, the MOH office for PTHE had
no telephone--making the calls even more inconvenient and time consuming.
Beyond this the field office never could develop the effective planning
capacity to work well within the constraints of such delays and necessarily
longer lead times. This limited the degree to which UNC/Chapel Hill could
contribute timely technical input. The Contractor Performince Evaluation
Report of December 1981 tended to criticize the home office solely for thic
deficiencv. In point of fact, blame must te equally chared where it is
Justified,

d, UNC/Chapel Hill Home Base Team
The University of North Carolina School of Public Health, through
the Department of Health Education, was to be responsible for recruit-

ing, hiring, and supervising project technicians in the field. UNC/Chapel
Hill was also to provide professional and administrative support to them,
including provision of short-term professional consultation, for achieving

PTHE project goal and objectivesa,
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The UNC/Chapel Hill core personnel were a Project Coordinator, an
Associate Project Coordinator, an Assistant troject Coordinator, and an
Administrative Officer. The Coordinators were faculty members of the
Department of Health Education and the Administrative Officer was a Univ-

ersity staff member,

(i) Technical Roles and Responsibilities
As the PTHE contract university, UNC/Chapel Hill was accountable

for the quality and effectiveness of field operations in developing a
nationally coordinated training system of practical health education res-
ponding to the needs of rural populations. Thererore, the overall tech-
nical role of UNC/Chapel Hill was to supervise and support the activities
of its field technicians based in Cameroon. Specifically, UNC/Chapel Hill
was to:

-develop and maintain the appropriate activities of the UNC Depart-
ment of Health Education in support of the Project and the field
staff in Camerocn.

-anticipate needs and respond to technical requests from the field
staff,

-elicit contributions from UNC faculty and assume responsibility for
its timely transmisaion to the field staff,

-agsist in the design of training, community organization, and evalu-
ation activities.

~-coordinate visits made to UNC by PTHE field staff, Camecroonian offi=-
cials, and others associated with the Project.

-provide on-site consultation from UNC/Chapel Hill home base staff
and other profecssionals when assistance, support, and routine close
contact were indicated by PTHE needs in the field.
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The Assistant Project Coordinator had full-time responsibilities,

whereas the Project Coordinator and Associate Project Coordinator pro-

vided a minumum of 42% of their time to this Project. Her role was to
manage and coordinate the daily work of all staff attached to the Project.
In addition to the specific technical activitieuy cited above, she was to:

-coordinate the review of all correspondence from the field starf
and ensure both immediate acknowledgement and substantive response
at the earliest date possible,

-supervise the maintenance of maps, charts, and graphs for monitor-
ing the continuous progress of the PTHE toward projected short and
long term objectives,

-send relevant publications, conference proceedings, and documents
related to health education priorities and actions to the field
staff.

-oversce and coordinate preparation, timing, content, and distribu-
tion of all formal reports required of PTHE.

-maintain relations and ccntact with other international development
projects in the Chapel Hill area and th U.S. with special reference
to programs of service, demonstraticns, training, and research in
Africa.

Throughout the four years of the PTHE Project, the UNC home base staff
met together as a team on a weekly basis giving full attention to the pro-
gress and needs of the Project. Correspondence and phone calls from the
team were discussed in detail with eachi staff member offering further in-
sight or cuggestions to be relayed to the field, Specific requests for
technical and management assistance were accorded particular importance
during these meetings by outlining specific actions to be taken during the
wock to cnsure an adequate response by mail or in the noxt phone call to
Yaounde., Quite often the requests from the finld required contacting other
faculty membera in the Department of Health Education or on the wider UNC
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canpus for professional consultation. Having readily available access to
this pool of expertise was a definite advantage for the UNC home base team

in providing technical support to PTHE. Moreover, each member of the UNC/
Chapel Hill project steff brought to PTHE a personal network of international
health and development contacts that collectively spanned worldwide--from

the Peace Corps in Washington to the MOH in Togo, from the School of' Public
Health in Ibadan to WHO in Geneva, from the Nursing School in Moncton

Canada o the University of the West Indies, It was not unusual for those
sources to be tapped generously and gratuitously in providing technical
support of the highest quality possible to PTHE field operations.

Professional journals, texts, manuals and reporta were systematically
reviewed for relevant technical material to be sent to the field staff. The
home base office also had some documents translated into French or multi-
copied for immedia“e use in PTHE training segsions. Similar services were
performed in Chapel Hill for official PTHE reports tc be submitted in French
and English to USAID and MOH.

Being an academic training institution, UNC/Chapel Hill also saw the
value of the PTHE Project as a learning experience for academicians, pract-
itioners, and students with a special interest in international health and
development. Graduate students in health education have worked as PTHE
Project research assistants with funding provided by the Scnool of Public
Health throughout the four year period. The strategles and methods used
in PTHE have been prosented and discussed in relevant courses offered by
the School of Public Health. Analysis of the PPTHE experience have been
presented at professional conferences. An intensive four-weck ashort course
for health officials from English and French speaking Africian countries
has becn developed and offerwd on an annual basis an a direct result of
the PTHE Project experience. In short, the UNC/Chapel Hill home baso staff
had expanded their technical role and rosponaibilities beyond the limitations
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of the contract agreement to not only bring attention to the signific-

ance of a pilot project, but also to stimulate new ideas and feedback for
strengthening the quality and effectiveness of UNC technical assist-

ance,

Five faculty members from UNC/Chapel Hill provided direct consulta-
tion to the PTHE Project in Cameroon, upon requests from the field staff,
the MOH and USAID/Yaounde. Servicecr from three outside consultants were
also requested by the field and filled by UNC/Chapel Hill. The temporary
duties included an ethnographic study of the Kadey, development of the
school healtn conponent, the design of an evaluation scheme, and the de-

velopment of health center workshops (see Section 4.3 for a detailed list.)

These short-term techniczl contributions fulfilled rsrojiact needs in
most cases, and adequately in all. The presence of new faces with fresh
ideas and energy was revitalizing for the PTHE staff and counterparts who
through the intensity of the daily operations needed additional perspectives
and feedback on the Project as a whole., The benefit to UNC faculty members
of observing field activities and meeting with key MOH personnel was obvicus

when they returned and continued to make productive contributions,

(11) Administrative Role and Responsibilities
UNC/Chapel Hill had full responsibility for personnel and financial
necds of the UNC/Yaounde field office as well as the honie base office. How-

ever all persgsonnel activities, actions, and expenditures initiated by the
campus team required concurrence from USAID ard the University. For the
Project Administrative Officer this mecant preparing and sending two sets
of documenta needing authorization from two administrative systems each
with its own pace, language, and requirementa for prior approval from the
other, Masterful planning and coordination were frequently neceussary to
roceive mutual concurrcnce on time, In addition to thin responsibility,
the Project Administrative Officer waa to:
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-handle all logistical and administrative arrangements for contract

related travel.

-process monthly expenditure reports for project staff.

-establish a financial and personnel management information system
between the UNC/Yaounde and UNC/Chapel Hill offices.

-gupervise the UNC/Chapel Hill secretary.

-provide administrative and management support to UNC/Yaounde thruugh
on-site visits as indicated by need in the field.

-process all documents related to Project Personnel, matters includ-

ing, staff research assistants, and consultants.

The flexibility of the Administrative Off'icer who was capable and
willing to travel to the Yaounde rield office for extended periods was a
key factor in resolving communication and management problems between USATD,
MOH, and UNC.

A system of weekly phone calls between Chapel Hill and Yaounde wWas
established during the first two years of the Projecct and then reduced to
bi-weekly calls for the last two years. Thesce callg would occur directly
after the home base staff meetings co that the field technicians could have
direct communication with each UNC project member in Chapel Hill., Rarely
would the calls be less than 45 minutes in duration to sut'ficiently co-
ordinate technical, management, and personal inputs from project staff in
Yaounde and Chapel Hill. Issues dealt with ranged from requests for office
supplies and short-term counsultation to the reosolution of communication
conflicts and the choice of health education methods to be implemented,

The functioning of' project support stat'f in Chapel Hill had its advan-
tages and disadvantages. Distance from ficld operation: was an obvious
problem in that close working relationships with the MOH and USAID/Yaounde
woro difficult to develop; and the ability to reupond quickly to project
related nceds, while greatly improved through regular telephone communication,
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was still less than desirable. The advancages, however, more than struck

the balance. The recognized role and responsibilities of UNC in PTHE placed
the home base staff in a particularly effective position to negotiate or
discuss PTHE issues with high level decision-makers in the MOH and USAID
infrastructure. The act of sending a letter, making a phone call, or
traveling from Chapel Hill to address specific project related questions
ascribed higher priority and greater urgency to the action needed. This

leverage was not of'ten used to avoid its abuse.

Additionally, when UNC home basc staff did visit field operations
their distance from the daily pressurv: and demands of the Project enabled
them to observe subtleties in the execution of and conditions surrounding
PTHE strategics and methceds, These differences often would have important
influence on the outccues., Feeding these observa“ions back to the field
technicians and their counterparts and subsequently redesigning groject
activities accordingly proved to be extremely beneficial to field opera-

tions.

Finally, but not least important, being an integral part of a major
university and school of public health, the home base staff had access to
a wealth of resources in providing technical and administrative support
to tr2 Project. Libraries, computers, fiscal management and clerical ser-
vices, biostatisticians, epidemiologists, soc.l and behavioral scientists,
medical and public health profossionals, and other international health
projects on campus were available to and tapped by the PTHE home base team.

(1ii) Comments
UlIC/Chapel Hill suffered from two major deficiencies when the Project

began in 1978 which were to constrain project inputs for ncarly two years,
The first was communication problems between UNC/Chapol Hill and three USAID
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offices: AFR/Development Resources in Washington, Contracts Office in

Washington, and USAID/Yaounde. This led to an eleven month delay in
releasing funds from the UNC contract to USAID/Yaounde for training pro-
gram expenditures, and thereby requiring the PTHE field technician for
training to divert 10-35% of her time in disbursing the monies for training
and maintaining a fleet of motorcycles. There was also a significant three
month delay involved in notifying UNC/Chapel Hill of the rejection of a
candidate proposed for field technician for community organization and

a one and a half. month delay in notifying acceptance of the school's second
candidate. This obvious gap in personnel meant the loss of important tech-
nical assistance in developing community organization strategies and methods

for PTHE,

The second major weakness of UNC/Chapel Hill was an inadequate file
of qualified technicians for r'rancophone Africa. With the mutually agreed
upon resignations of the Chief of Party and the Assistant Project Cocrdin-
ator, both within the first seven months of field operations, a signific-
ant amount of time was spent in recruitment, This led to the need for one
of the field techniclans %o assume the responsibilities of Acting Chief
of Party wity minimal attention given to her original role. Tne UNC/Chapel
Hill Project Administrative Officer was sent to Yaourde for six weeks to
assist her which in turn stretched to resources of the home base office

given the absence of an Assistant Project Coordinator,

A Health and Training Specialist was hired on a half-time basis to
fulfill the coordinating function at UNC/Chapel Hill until an Asgsistant
Project Coordinator was hired in September 1980. The cause in delay was
due in part to the inadequate file of qualified candidates, however, re-
sponszgility can also be round in the early confusion between USAID/Washing-
ton and USAID/Yaounde concerning the budget. USAID/Yaounde objected to the
approved agreement botween UNC and USAID/Washington to sub-contract the
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services of the Assistant Coordinator who had extensive prior experience

in Cameroon and other French spaaking African nations, but was a full-time
employce of the Research Triangle Institute in North Carolina (See Section
4.3). It ha¢ been expected that he would play a major role as thc anchor
of the home base team with the most direct experience and knowledge of
Cameroon. The 1oss of his input in August 1978 was serious set-back for

UNC home base operations. Resruiting a replacement was further hampered

by renegotiations between USAID/Washington and USAID/Yaounde concerning

the project runds granted to the MOH as specified in the Project Agree-
ment but which had been included in the contract award to UNC by oversight
(See Section 4.4). Consequently, UNC could not recruit ard hire an Assist-

ant Coordinator in good faith until these negotiations were finalized.

UNC/Chapel Hill did develop an enlarged resume f'ile of persons qua-
lified to work in French speaking countries as technicians and adminis-
trators. It has been continually updated and as of January 1980, the field
staff and home base staff remained at full and consistent capacity. A
pool of short-term consultants were also readily identified from this file.
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a. Communicaticn among USAID, MOH, UNC
Each of' the three major agencies with a principal investment in

PTHE is a separate bureaucracy with a complex communication system of
its own. The task of grafting PTHE communication needs onto these
three existing systems became a preoccupation for the management team
throughout the life of the Project. The precezding discussion in
Section 4.1 on the roles and responaibilities of each organization
addresses management questions of who i3 accountable for what How-
ever, it is the question of how it i3 to be communicated, by whom, to

whom, and when which is treated in this section.

Figure displays in diagram form the various lines of communi-
cation, the nature of the cemmunication, and its frequency between
principal 2THL Project parties. This dlagrian was developed Ly tne mid-
project evaluation team in direct response to a scope of work question:
"Assess project communication petween/among UNC Chapel Hill, UNC field

team, AID/Washington, AID/Yaounde, INOH, Pcace Corps, and other donors,"

UsalD/Washington's AFR/Development Rescurce Office had direct
links with PTHE home base team; while UNC's Contracts Office in Chapel
Hill had direct links cith USAID Contracts Of'fice; and the USAID Mis-
siona Health Nutriticn and Population Cffice (HNPO) in Yaounde had
direct links with AFR/DR {n Washington. The communication to and
from USAID/Washington dealt solely with contract administration and
approval of orders such as travel authorizations and budget transafers,
Telcphone calla and cables were the predominan. means uzed. On sev-
eral occasions UNC/Chapel Hill intervened in the communication between
the USAID/Yaounde and USAID/Washington by informing one or tho other
office that a cabled authorization had not been received or hud not

been acnt,
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At times the Project Manager would inform the HNPO Chief of the UNC
field staff's reaction or the Chief of Party would directly speak
with the HNPO Chief; A well planned mechanism in which the HNPO,
UNC/Yaounde, and the MCi Division of Preventive Medicine would meet

regularly together to discuss tl. nrogress of PTHE was never esta-
blished. The mid-project evalue- .on tcam had strongly recomended
that such a group m=et monthly as a cooirdinating sub-committee of cri-

tical donor agencies. Jshe idca was supported only by UNC.

The field staff's relationship with the MOH was the strongest and
most positive ameng all the possible linkages formed during the Project.
The PTHE team approach bringing UNC and MOH perscnnel to;ether as coun=-
ter sarts was a major recson for the relative ease and openness of com-
mucication, Within *the MOH or-anizational lines the PTHE Project was
considered by the {irst Director of Preventive Medicine to be directly
under his division as a separate service among the existing six he
supervised. Written PTHE p ogmress reports were submitted directly to
the Dircctor and PTHE was officially represented at internal MOH
meetinza by the Cameroonian counterpart for community orzunization who
was alro the Assistant Chief of the Health Education Service, altnough
his ccmmitment to and understanding of PTHE was too weak to entrust
him with this role, ci* the Director of Preventive Medicine himself who

was also Project Director.

However, whuen the Director of Preventive Medicine was changed in
1981, his replacement no longer considered PTHE as a separate service
but rather an integral component of the Health Education Service. The
intent was to better facilitate the transition of PTHE responsibilities
from the UNC and USAID to the MOH which would have been an effective
strategy, if the counterparta and activities of PTHE had been
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originally concentrated within the Health Education Service. However,

this was not the case due to some serious barriers Aascribed in greater
detail under "comments". The result of this change was less direct
communication from the UNC field staff to the new Director of Preven-
tive Medicine and less effective representation of PTHE Project pro-
gress to the MOH in general, and to the Minister of Health who had been

newly named in 1980,

Communicatioh petween UNC/Yaounde and its home office in Chapel
Hill was initially hampered by a time lag of ten to fourteen days for
mail. A system of weekly tmns-atlantic phone calls was instituted in
late 1979 which greatly improved the situation until technical pro=-
blems with telephone cables in Yaounde eliminated the UNC/Yaounde
office phone. Nonetheless, bi-weekly pnone calls were placed to make
requests for technical bazk-up from Chapel Hill, to give progress re-
ports on PTHE activities, to plan site visits from UNC consultants,
to clarify managems=nt issues, and to coordinate financial accounting
matters. It was the responsibility of tie Assistant Coordinator in
Chapel Hill to fulfill the liaison role between UNC/Yaounde and
UNC/Chapel Hill by responding to requests from the field, monitoring
the progress of the Project, and providing technical assistance in
the field when the need arose.

UNC/Chapel Hill directly communicated with USAID/Washington
and its field staff frequently; On rare occasions would the MOH
receive a phone call cr correspondence from UNC/Chapel Hill., The
operating principle of communication for UNC/Chapel Hill was that
USAID/Maunington would adeguately inform USAID/Yaounde and that
UNC/Yaounde would adequately inform the MOH of decisidns, actions,
and suggestions made in Chapel Hill.
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For those cases in which the communication svystem did not function
as expected, UNC/Chapel Hill did-méke direct contact with the MOH
and USAID/Yaounde.

UNC/Chapel.Hill dii not have directlinks to other donor agencies
such as UNICEF and the Peace Corps. Only the MOH and UNC/Yaounde com-
municated with them to negotiate their various contributions to PTHE.
This "missing link" in the system created a very real weakness for the

Project and is discussed-under "Comments".

The MOH had communication lines with all the principal PTHE Proj-
ect parties except USAID/Washington. As stated earlier, it.was the
Division of Preventive Medicine which handled all matters for the MOH
concerning PTHE. The rationale for placing the Project within this
Division, rather than within the Division of Health Services, was be=
cause PTHE activities would be more prevention oriented than curative,
However, in the contract agreement between USAID and the MOH, the PTHE
conterpart for training was to be assigned for the MOH Service for
Training and Continuing Education which is under the Division of Ser-
vices. Of the training institutions participating in PTHE, CUSS and
CESSI are under the MINEDUC, ENISFAY is under the MOH Division of
Health Services, and OCEAC ia a separate international institution
with no government-related status. Thus, it was essential for the Pro-

ject that the Division of Preventive Medicine maintain open communication
with these key parties which are outside of its ot'ficial jurisdiction.
The Corrdinating Committee, chaired by the Director of Preventive Med-
icine, was one mechanism established by PTHE to bring together all the
participating governmertal and non-governmental agencies every six months.
Aside from these meetings, there was no other formal means for the Di-
vision of Preventive medicine to communicate on a regular basis with the

primary and secondapy contributing agencies.
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b. Comments

It needs to be recognized that the complexdty of the communica-
tion system just described is not unique to the PTHE Project. While
technological advances have significantly reduced problems of distance
and access, they do not overcome the communication barriers of conflic-
ting decision-making styles of conflicting perceptions of priority.
Given any effort on the scale of PTHE requiring collaboration from sev-
eral large organizations, there are bound to be barriers and breakdowns
in communication. Some can be avoided or reduced while other cannot.
The following communication constraints experienced by PTHE fall under

both categories.,

The single most significant difficulty, which could have been
2asily remedied, was the awkward and uncomfortable role tha' the
UNC/Yaounde field staff, was forced to play as an intermediary for USAID=-
MOH communications. The PTHE field staff had made a conscious policy to
never conduct project activities or make decisions affecting PTHE with-
out the physical presence and full participation of an MOH representative.
This was very important to the process of institutionalizing the Project
into the MOH. However, the pressure from USAID/Yuzcunde to only meet with
the UNC field staff, either prior to a meeting with the full MOH and UNC
Project staff or for the UNC staff alone to discuss the matter further
with the MOH, undermined to some degree the PTHE aim of developing MOH
ownership. The result was that key MOH personnel including the Director
of Preventive Medicine, the Chief of the Health Education Service, and
the PTHE counterpart for community organization believed that UNC field
staff were indeed USAID representatives who acted and spoke on behalf of
the Agency. In an effort to counterbalance their image to MOH on one hand
and to demonstrate their concern to USAID on the other, the field staff
frequently took an advocacy stance on behalf of the MOH in their
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communication role of intermediary; From USAID/Yaounde HNPO's perspec-
tive the UNC/Yaounde staff were not only ineffective as a communication
1ink to the MOH, they were not to be trusted, Consequently, relations

between HNPO staff and UNC staff were strained and cautious throughout

the first three years of the Project. With the arrival of a new HNPO

Chief, communication did improve but not enough to overcome the set pre=

cedent.

Monthly meetings of the HNPO Chief, the Project llanager, the Dir-
ector of Preventive Medicine, and the Chief of Project as a critical
decision making body recommended by the mid-project evaluation team would
have been a major step toward improving communication. However, by this
point neither USAID nor the MOH considered it to be of high priority.
MEDCAM, an even larger technical assistanze project, was being negotiated
between the two organizations at this time and the procedure was not going
well (MEDCAM was ultimately rejected by the government of Cameroon), 1In
retrospect, if these monthly meetings had Leen instituted when PTHE field
operations had begun in 1978, this commuication problem could have been
minimized if ..ot totallv avoided.

Another constraint which could have been reduced concerns the un-
satisfactory level of communication with athei donor agencies, specifically
UNICEF and the Peace Corps. The only direct points of contact for them
were with the MOH and the UNC/Yaounde staff. The one formal mechanium
available to them for PTHE involvement was the Coordinating Committee
which only met every six months, Both the Peace Corps and UNICEF did
express their dissatisfaction with their level of involvement to the mid-

project evaluation team.
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As agencies making critical contributions to PTHE in terms of motor-

cycles, spare parts, and personnel there needed to be direct and on-going
communication with them from USAID/Yaounde and UNC/Chapel Hill; Placing
the responsibility of nexzotiating input from other donor agencies on the
MOH and UNC/Yaounde,who needed to concentrate on project implementation,was

unreasoriable and unfeasible.

With sound evidence that donor agencies were no longer able to honor
their original commitments, USAID and UNC did not establish a procedure for
renegoiating new commitments as soon as possible. As a result; the UNC
field staft and the MOH were placed in the position of going to the donor
agencles "with hat in hand" as project planning and implementation progres-
sed., They were essentially successful in gaining commitment from the Peace
Corps in part due to°personal relationships between the staff memvers, out

were not able to receive more than 20 of the 200 motorcycles from UNICEF.

It is doubtful whether the formation of a Denor Agcncy Subcommittee
to the larger Coordinating Committee would have sufficientlv alleviated the
communication problem. As a task force for monitoring the usefulness of
agency input to PTHE activities, it would have been helpful. As an arena
for negotiating agreements, it would have been inappropriate for the level
of decision-making that would be required. The HNPO Chief and the UNC/Chapel
Hill Project Coordinator, who weld be the key people neceded, did not nor-
mally attend Coordinating Committec meetings. Moreover, the Coordinating
Committee itself did not prove to be as effective and efficient as had
been hoped. Ita -ole was to be that of an advisory body to the PTHE Pro-
ject but in actuality functioned as a group of hlgh level decision-makers
who were called together to receive progress reports on PTHE activities.
For an analysis of the Coordinating Committee see Section 4.lb, Roles and
Responsaibilities of the MOH,
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A barrier which could not have been anticipated or resolved was the
internal MOH conflict inherited by PTHE from its direct affiliation with

a Director of Preventive Medicine. As a matter of historical grievances,

competition, and perscnal differences, the Project's first Director of
Preventive Medicine did not communicate well, if at all, with the Direc-
tor of Health Services, the Chief of the Health Education Service, or the
Director of ENISFAY. thilethe Director himself was very suppoitive and
interested in the Project's village level activities, he was extremely
reticent about integrating PTHE into these agencies or services with which
he had an adversarial relationship. This situation essentially paralyzed
PTHE developmen* at the training institution level and slowed down its

pace at the village level for the first 2} years.

Witk the change in Directors came a corresponding change in PTHE=
MOH relationships. Former focs became distant friends and former frisnds
were no longer affiliated with PTHE. The most blatant example was the
resignation of the Assistant Chief of the Health Education Service as the
PTHE counterpart for communlty crganization. The nev Director and the
Chief of the Health Education Service preferred having the entire Service
rather than a specific individual assigned as the counterpart. These
changec in orientation and relationship made it very difficult for UNC to
establish a working communication system with the MOH afte- having invested
2} years in developing one which was radically altered. Nonetheless, it
was accomplished, which was evidenced by the public support given to the
PTHE approach ty the past and present Ministers of Health. The most ef-
fective link for keeping the Minister informed was through the PTHE counter-
mrt for training.

Logistical and technical barriers to communication were the absence
of an office phone for the UNC/Yaounde field staff and the absence of an
Assistant Coordinator in Chapel Hill for the first two years of the Pro-
Ject,
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Concerning the first obstacle, the UNC field staff spent an unnecessary

amount of time and energy negotiating the use of agency phcnes or wait-
ing for calls from Chapel Hill to come through. Moreover, UNC/Chapel
Hill could only contact its field staff directly through prearranked
times or by leaving messawes with other parties. It was exiremely fru-
strating when immediate action or response was meeded,

Not having a full-time Assistant Coordinator in Chapel Hill to act
as a liaison between field staff and their home officc at the time when
field operations nad to get off the ground made for a choppy start. (see
section 4.3) Compounded by the fact that the key USAID/Yaounde and MOH
personnel who had any knowledze about PTHE werer longer accessible, the
field staff received minimal technical support during its first year of
operation. Duspite an Associate Coordinator, an Administrative Officer and
two outside consultants to Yaounde, no single person was actually respon-
sible for monitoring the day-to-day activities until September 1930.
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This section reviews the Project's history of personnel manage-
ment focussing on USAID, UNC, and MOH separately.

USAID's responsibilities in the area of Personnel Management were:
(i) to assign a USAID direct hire employee to the position of
project manager of PTHE within the HNPO of USAID/Yaounde mission
(ii) to assemble the mid-project evaluation team and assign duties
to it.
(iii) to approve/disapprove the assignment, nomination and salary of
UNC long- and short-term technicians.

The MOH's responsibilities in the area of personnel management were:

(i) to assign a person to the position of Project Director who would
implement and coordinate the project and who would have diract
supervisory responsibility for the UNC technical staff,

(1i) to authorize health workers in the pilot division to participate
in project activities and to assign "itinerant agents" at the
health cen“er level to implement PTHE community organization act-

ivities,

UNC's responsibilities in the area of personnel management were to:

(1) provide long-term technical assistance to PTHE by hiring project
staff with USAID approval, and to provide logistical support to
a threc~person field team which was to be based in Cameroon.

(1i) provide long-term technical assistance to PTHE with a UNC campus
staf{ which would make the considerable resources of the Univ-
ersity available for technical backstopping to the field team.

(1ii) provide short-term technical assistcnce as needed.

a, USAID
USAID assigned four different project managers during the first two
years to PTHE, let alone intermittent acting project managers. There were
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three HNPO chiefs, none of whom overlapped in time with his predeces-
sor. Instability of USAID staff assigned to PTHE was a major impediment

to cooperative and consistent project management among the three critical

organizations. Technical direction and progress were too frequently hame-
pered by the absence of key USAID decision-makers and the need fto orient

them to project needs.

USAID staff continuity was at its Qery weakest in the first year
of project implementation. The USAID/HNPO chief who had been respon-
sible for bringing PTHE into existence left Yaounde in August 1978 for
another assignment. There was no one to replace him until July 1979.
During the same period there were three project managers, none of whom
was willing to assume a leadersunip role. In Méy 1979, the PTHE project
manager relinquished USAID's responsibility for approving/disapproving
UNC's nominations for field party perscnnel, Instead, it was given to the
MOH Project Director, who traveled to Chapel Hill in June 1979 to select
the candidate for a vacant field position. After the MOH Project Director
had made his choice, the new HNPO chief came on board at USAID and asserted
that USAID would not approve .he Project Director's choice. USAID/Yaounde
delayed communicating that decision for a painful four months. There can
be no doubt that the relationship between USAID and the MOH had been need-
lessly damaged.

In addition to the high rate of staff turn-over and lack of overlap,
there was the diverse orientation and expectations of each USAID staff
assigned to the Project. They tended to use projects in other countries
with which they were familiar as a frame of reference. One manager
appeared convinced that PTHE was essentially a latrine building project,
another saw it primarily as an introduction to family plinning while an-

other saw it as a nationwide training project. As a result, the UNC field



-171-

4,3 continued
team spent a considerable amount of time away from technical responsibilities,

orienting USAID to the Project.

The responsibility for assembling the mid-project eﬁaluation team
was given to three parties, with USAID/Y retaining the édthority to approve/
disapprove its composition., AFR/DR was asked in November 1979 to identify
an external source to lead the mid-project evaluation and nominated a can-
didate almost immediately. MOH and USAID/Y each were fto select a team
member. There followed approximately four months when UNC, the MOH and
AFR/DR believed that the cvaluation was imminent but virtually no action
occurred during this period. The reasons for the delay remained unclear
to UNC.

Whereas it was USAID/Y's responsibility to authorize UNC's nomina-
tions ot long and short term technicians for PTHE, it was the office of
Central Contracts' responsibility to approve/disapprove the technicians'
salaries which had been proposed by UNC. USAIDA Central Contracts did
disapprove proposed salaries for all three UNC technicians due to differ-
ences in criteria used for determining salary levels for university fac-
ulty appointments. This resulted in a long appeal process while the tech-

nicians were actually at work,

USAID's formal process for approving long and short term assistance
involved the following steps:

Formal initiation was always proposed to the office of Central Con-
tracts by UNC Central Administration. USAID Central Contracts requested
AFR/DR's approval first, then transmitted UNC's request to USAID/Y by
cable, which would respond to USAID/W by cable, USAID/W would in turn

gend a letter to UNC authorizing the proposed technical assistance.
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Eventually UNC and USAID/Y developed a costly though satisfactory
means of shortening the time required for the approval process by trans-

atlantic telephone calls. In maintaining telephone communication with the
mission, both UNC and the Mission could provide each other with enough in-
. formation to know the status of the request., Usually two calls were re-
quired. The first was to let USATD/Y know that a request was coming. The
second was for UNC to know the cable number of USAID/Y's response., 1In

most cases UNC had to use this information to assist USAID/W in locating
the cable. Due to regulations, USAID/Y could not transmit a cable directly
to UNC.

b. MOH
Any discussion of personnel management on the MOH side must take

into account the wider number of considerations present in MOH actions;

it would be overly optimistic to expect a national bureaucracy to act ale-
ways in favor of Project needs in two divisions (of 44)., However, mobility
ot personnel in and out of PTHE, aunc in and out of central posts, was cer-
tainly far greater than anticipated. Onc of the assumptions of the revised
logical tramework (boxes c4-no.3) is "Project personnel will be maintained

in their posts."

Given the decentralization policy of GURC, and other individual career
factors, this assumption could rot be easily maintained at field level,
especially in health center head nurse positions, llowever, as one riges in
the hierarchy, more central level influence can be exerted to maintain MOH
personnel in post, if indeed there is a will to exert such influence, Sta-
bility in the key posts--Project Director, counterparts divisional coordi-
nators and supervisors, and itinerant agentg--was neccasary to help assure
"Project continuity and accountability, both in administrative and paychol-
logical terms, Four years of a pilot project requirce a level of commitment

which personnel turnover can rapidly erodo.
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The rate of turn-over within MOH was by no means a secret when the

PP was written. Thus, besides a ministerial commitment to keep key project
personnel in place, a ministerial letter was circulated in early 1978, to
provincial and divisional level off'icials requesting that transfers of per-
sonnel out of Project areas be eliminated except in cases of extreme neces-
sity during the lit'e of the Project. Despite this, and due to several fact-
'ors, MOH Project personnel changed significantly during years 1978-82,

. Central Level

The Director of' Preventive Medicine was changed in March 1981, which
meant that PTHE also changed Project Directors, Little time was allotted
to a smooth transition, ond this guaranteed a lons dormant period before
Project activitics cculd be cranked back up to acceptable levels. In July
1681 the Tinancral ascictant to the Director was recalled to the tirnistry
of Finance; once again the transition was less than smooth, with accounts
remaining tangled until October 1981 when an orficial replacemend was named.,
Neither ol the replacements held strong commitments to PTHE, and both faced

problems in other areas of the Preventive Medicine Directorate.

In many ways the queation of counterparts--the MOH technicianse--
suffered from another problem of widely diffeving perceeptions.  MOH tech-
nicians are not apoken of as "counterparta" {n official Project documents;
USAID/Yaounde puched for this role definition as a means to guarantee
Project 1integration into relevant MOH cervices., Within MOH these poaitions
(only two of' which were cver tilled) were seen rather a: slots for a whole
set of' exceptional opportuniticn--for rield work, increased income, and
further training overseas--and thus, positions closely tied to oxiating
patronage systems.  MOH did not name counterparts offictally to the Pro-
Ject until January 1979 (due tn part to delays in the d{aburgsement of USAID
funds to MOH). Since that timo three difforent pees'e occupled the traine-
ing techntcian slot, The community organisation technician slot was virtue

ally unoccupied during the fiaal yoar of the Project, Tho reaitpnation of
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Intinerant agents were the only field-level person. 31 to be con-

sidered "Project" personnel by MOH, despite the crucial role in Project

activities played by head nurses, Therefore, there was not much fluctua-
tion in the ranks of IA's, especially following the Service note of Dec-
ember 1979 naning 18 IA's. Eventually four more were (unofficially) added
to the Kadey in 1981. One IA from the Kedey succeeded in gaining admitt-
ance to the sanitation technician's schooi in Yoounde (FWISKFAY) and so was

replaced at the same time as the new IA's were named,

Head nurses changed quite a bit more often--of “he elghtleen PTHE
centers/hospitalé,fourteen saw changes during the life of the ?roject, ten

of these involving transfers.

Questions of gupervision and support cystems ara discussed elsewhera
in this report. However, another problen of perscnm:l management newver
quiﬁe resolved concernling incentives to remain in ¢THE posts. In a bureau-
cracy that grants rewards to seniority and through sur-.ess in protes:ional
competition (needed for further training and thu tor advancemenc), there
wag little to hold personnel in place besides the ; raaise of on-the-upot
in-service training (not used in calculating level off technicity fov
advancement) and increased job satisfaction., Tnerc are not insigniiicant
rewards, tut often become light in the balance rel:tive to lecaticonal ad-
vantages of other posts or a return to school. wnly among itinercat agents

did a strong eaprit de corps dovelop, and thin was not traly due Lo MOH

efforts,

Difficulties in holding key personnel in place are conalderable=-
witness the regular changea at USAID/Taounde in PTHE pro,oct managers,
Bayond thlin, morale igrontivog--congratulat ury letters at the very least--
wore ¢y.eedingly litile used, and a near total absence of materinl incentives,

by MOH in its management of Projuct peraciiiol,
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c. UNC

With the singular exception of UNC's nomination of a community
organization technician to replace the position vacated by Dr. Céndy
(who became Chief of Party) USAID/Y was always supportive of UNC's nomina-
tion to fill or change field staff positions. UNC requested and received,
without delay, permission to _hange the first Chief of Party, and to move
the former community organizing technician to Chief of Party. As the
recruitment and hiring organization, UNC did, however, encounter diffic-
ulities in receiving USAID/W approval for proposed salaries. It should
be noted, however, that USAID/W did eventually approve salaries that were

approximately what UNC had proposed.

The UNC long-term technicians were all hired as full time members
of the faculty of the University., Thus, in proposing salaries to USAID/W,
the technicians' salaries had already been approved by the Chairman of the
Department of Health Education, the Dean of the School of Public Health,
the Chancellor of the University of North Carolina, and the Board of
Trusteces of the University of North Carolina. As a large state agency,
UNC/CH, in other words, has well-developed guidelines which are used in es-
tablishing salaries and additionally has watch dog regulations imposed on
it both by the state of North Carolinaand by the US Department of Health
and Human Services. Even so, USAID counterproponed salaries for the com-
munity Organization Technician which wae less than a secretary's salary at
UNC (515,000), When USAID revised the Chief of Party position to specify
that the qualification for the position included the degree of Medical
Doctor, it counterproposed a salary for that position which was clearly
unacceptable for what an M,D, should expect. In appealing USAID/W's salary
proposals the UNC staff felt that UNC waa being treated as if it was a small

consulting firm instcad of a large, financially conservative state agency.



-177=-

4.3 continued
USAID's contract with UNC listed the following key positions on
campus for PTHE: Campus Coordiaator and Assistant Campus Coordinator.

When the Campus Project Coordinator made his initial visit to
Cameroon (June 25, 1978) he was advised that the key person named in the
contract, an Adjunct Assistant Professor of UNC/Ch, could not occupy the
position of Assistant Coordinator. The reason given was that ar an
employee of the Research Triangle Institute of Research Triangle Park, NC,
he was actually working with the Project through a subcontract ietween
RTI and UNC. USAID/Y felt that the cost of that subcontract was excessive.
Thus, UNC was essentially without an Assistant Coordinator from the very
beginning, even though USAID/W had already approved, in writing, every
detail of that subcontract. In supporting USAID/Y's stated, although
unwritten, decision, UNC ran into difficulties with USAID/Contracts immedi-
ately as USAID/Contracts was extremely reluctant to approve the nullifica-

tion of a contract which that office had negotiated.

UNC could not immediately recruit and hire a replacement for Assist-
ant Coordinator because at the same time that USAID/Y had disapproved the
RTI subcontract, USAID/Contracts was requiring UNC to renegotiate the
entire budget. AS UNC no longer knew the amount of money which would
eventually become available, it was unable to make the salary commitment
required to fund the position. Instead, UNC committed the time of the
Chairman of the Department of Health Education to PTHE, using the title
Associate Campus Coordinator, and was not able to consider a replacement
for Assistant Coordinator until UNC had an approved budget, which was not
until April 1979,

During the period June 1978 through April 1979, the PTHE home base
staff spent a total of 2.25 months in Yaounde to support the field team
in spite of the fact that campus personnel resources had become severly

strained.
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anthropologist be hired as the Assistant, Coordinator., Upon agreement {rom
all parties, UNC asked USAID/W to amend the contract. With the decision
for Dr. Candy to become Chief of Party, the position to be filled became

that of Community Organization Technician.

The Director identified a candidate to be well-suited for the position
of Community Organization Technician. UNC agreed with the Project Director's
decision because UNC believed that USAID actually had given the Director

the authority to select the field personnel with whom he would be working.

I point of fact, USAID was willing to overlook the Project paper's
specifications for Chief of Party and approved UNC's nomination. However,
USAID was not willing to approve the Project Director's choice for Community
Organization Technician. It should be noted that there wds a staff change
at USAID/Y during this process such that the USAID/Y Project Manager who
authorized the Project Director's trip in the first place was not the per-

son who had to approve/disapprove the Project Director's choice,

USAID's decision to reject the nomination was very slow in coming.

No one knew what decision was to be reached for four noaths.

UNC entered a second world wide search and bevan interviewing can-
didates in November 1979. The Community Organicatica .echnician was in
terviewed in November 1979 and nominated. USALD approvai Jid not come
until one month after that. He was in the field and working in January
1980,

From January 1980, the UNC field party remained stable and was gen-
erally regarded as a highly effective team.

As in all USAID contracts, short-term like long-term technical
assistance requires both Mission aporoval and USAID/Central Contract:
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approval, This system of approvals is time consuming and cumbersome.

Because USAID/Contracts apparently never disapproved any UNC request which
had been approved by the Mission, there does not appear to be any reason
for these two sets of appirovals other than the fact that the regulation
exists. In every case, UNC had to enter into direct telephone communica-
tion with the USAID Mission to facilitate the approval process. It would
have been highly desirable if the USAID Mission had been permitted to
communicate officially with UNC. The School of Public Health has its own
telex as does the USAID/Y. Both agencies could have had rapid printed
word exchanges but were, instead, required to always use Washington as an
intermediary in spite of the fact that Washington's actual role was mini-
mal. The management of short-term technical assistance was complicated,
and it was in trying to implement them.that UNC and USAID/Y would have

benefited from direct communication.

UNC's short term Technical Assistance, were as follows, with comments

comments on each.

Joan Fiator 11/79 - 1/80 School Health.

An employee of the Transcentury Corporation, Fiator is an
American, already in residence in Camerocon, Implementation
required UNC to execute a subcontract with the Transcentury
Corporatioun, needing detailed approval by Washington and
Yaounde. Comnunication tlirough channels was inadequate for
effective implementation. Cables from Washington to Yaounde
often omitted critical information,

Marilyn Westphal 11/76 - 3/80. TDY Replacement for Medevac'd
Technician. An employee of the Peace Corps (Washington),
Waestphal was seconded to UNC through an Interagency Personnel
Agreement, an incredibly complex document which had never be-
fore been scen by USAID/Washington. UNC had total familiarity
with agreements of this sort,
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H. Jack Geiger 12/79. Overview.
The Arthur C. Logan Professor of Community Medicine at City
University of New York, Dr. Geiger was the founder of the
Community Health Center Movement in the United States and is
the senior authority in Commﬁnity Health in the U.S. academic
community. His visit was for the purpose of strengthening
PTHE concepts among the various interested parties in Yaounde.

Eugenia Eng 1/80 - 4/80. School Health
A UNC employee who had worked with PTHE from the beginning.
Eng's TA was implemented efficiently. She developed the school
health component with the MOH, MINEDUC, and PTHE Project Staff.

Karen Gridley 5/13/80 - 7/12-80. Planning.
A consultant, Gridley's TA was implemented smoothly. Her assist-
ance was to work with UNC, MOH and USAID as an external source
to revise the logical framework and help develop Project plans
for the last two years.

Tony Whitehead 1/1/81 - 2/28/81, Ethnographic Survey.
Whitehead, an anthropologist on the faculty of HEED, UNC/Ch,
was sent to Cameroon to conduct an ethnographic study of two
sectors of the Kadey. This study had been proposed by UNC in
March 1978 but was not given full MOH/USAID support until the
mid-project evaluation had also identified the study as an
urgent need--both for PTHE and for the proposed MEDCAM Project.
Communities studied were Timangolo (Gbaya/Haura~Fulani/Bororo)
and Blendissola (Kaka Ngbwako). A report was produced by the
team who carried out the field work.

Preston Schiller 8/1/81 - 8/31/81, Internal Evaluation,
The PP calls for MOH to develop its own system of evaluation
and Schiller, like Eng and Whitehead, was part of the UNC campus
team. Schiller assisted MOH to develop this capability, The
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consultation was planned in advance but USAID/Y gave MOH very

short notice causing a slight delay in the naming of the counter-
part. Schiller's report was somewhat delayed but was considered
valuable,

Engenia Eng 10/3/8L - 10/25/81. School Health.
As Project Assistant Coordinator general oversight and con-
ducted in-service teachier training and orientation for field
testing the schcol health curriculum in 10 pilot schools.

Babazou Sumboou 8/82. Sch:sl Health

Anani Draie; 8/82. School Health
Messrs. Simboou and Dreire, of the Togolese Ministry of Educa-
tion were provided tu tie School Health Conference by UNC as
speakers. The Director of the MOH Health Education Service

made the request to UNC.

In addition to the above specific consultation, John W, Hatch (co-
ordinator) and Guy W. Steuart (Associate Coordinator and Chairman) pro-

"vided general over-sight and guidence visits as follows:

Hatch 6/25/78 - 7/31/78
3/24/80 -~ 4/3/80
4/20/82 - 5/1/82
Steuart 1/10/79 - 1/23/19
10/22/80 - 11/7/80
4/4/82 - 4/12/81
5/1/82 - 5/5/82

The field team often. stated that there was a need for a fourth tech-
nician to provide administration. UNC sent the Project Administrator, Paul
Seaton, to Yaounde when tne need was critical during the periods 5/9/79 -
7/9/79; 11/14/79 - 12/14/79 and 5/8/82 - 6/3/82.



~183-

4.4 Financial Management and Accountability

a. Ministry of Health

The USAID grant of approximately $600,000 to the MOH for training
did not materialize until April, 1979, and the MOH was uneble to utilize
its grant money until September, 1979; It was not until March, 1980,
that the MOH had the responsibility of accoﬁnting for its own grant. Never
in the life of the Project did USAID and the MOH work out a mutually sat-
isfactory way of disbursing, expending or account for grant funds.

1. During the first year (September, 1978 through September, 1979),
the MOH used money which had been advanced to it by UNC (non-USAID} funds.
The central administrative offices at the University of North Carolina was
understandably highly reluctant to do this and did so each time only after
lengthy negotiations with UNC's home base staff who transferred the funds
to the UNC field team who were required to be personally accountable until
the money was returned to UNC after close after-the-fact examination by the
USAID/Y comptroller; In disbursing these non-USAID funds for MOH activities,
the UNC team could only do so on a worse-possible scenario basis and were
required to spend much of their time during a training cycle sitting
at a table and counting out money to participants, The UNC tech-
nicians twice requested the UNC Administrative Officer to travel to Yaounde
to assist them and to explain UNC's discomfort over the situation which
existed. There were several occasions when UNC absolutely refused to
any more state revenues to Yaounde and the technicians acquired loans from

Cameroonian banks to finance Project training activities.

2. When the USAID grant to the MOH finally appeared, in April 1979,
the MOH Project Director had been so affected by tiie technicians' nervous-
ness over money, ant at the same time so dependent upon their handling it,
taat he refused to disburse funds unless it was in a commercial bank account
which required a UNC technician's co-signature; This effectively relieved
MOH of accountability. However, the UNC Administratiou quickly rcalized
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that if one of its employees had signatory power over a GURC bank account,
UNC had the ultimate responsibility., Thus, if USAID did question MOH ex-
penditures WSAID could easily collect an MOH disallowance from a U.S. ine-
stitution, In March, 1986, the UNC Administration ordered the Chief of
Party to remove her authority from that bank account, leaving the MOH
Project Director personally accountable; On the other hand, USAID would
not permit the grant money to be handled by the MOH's existing financial
structure. In late 1980, a solution was worked out. The grant funds re-
mained in a commercial bank account signed jointly by the Project Director
and the Director of Studies, Planning and Statistics of the MOH;

b. University of North Carolina
The University of North Carolina at Chapel Hill is the largest re-

cipient of research grants and contracts in the Southeastern U.S. as well

as being a major USAID contractor; Tt has a well-established system of
contract management. When UNC signed the PTHE contract, the University
assigned one of its state administrators who was specialized in USAID
contracts to the Project to provide financial and administrative manage-
ment. A University contractor to the USAID has a standardized set of USAID
regulations called "Cost Reinbursement Contract with an Educational Institu-
tion" (AID 1420-23a) which establishes USAID policy very clearly.

All campus based activities were financed routinely throﬁgh the
existing UNC system and reported as expenses to Washington throﬁgh the
standardized practice of grant reporting; No UNC expenditures are ever
examined, except by internal audit, until after the end of a project when
they are examined by auditors of the Department of Health and Human Ser-
vices. The constraints that a reputable USAID contractor must impose upon
jtself under an after-the-fact system of accountability are ext?gmely rigid

and conservative.
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More than half of the UNC grant of $1.455 million was expended in
Cameroon, Money was transferred by telex from North Carolina to a com-

mercial bank account in Yaounde which had been established uner the name
"University of North Carolina - Project PTHE." Through guidelines from
the UNC Administrator, the money was used to support the following costs:

1, housing and utilities

2. furnishings

3. salaries and fringe for local hire

4; fuel and maintenance of vehicles

5. office supplies

6. communications

The funds, when spent, were returned to UNC in the form of paid re-
ceipts (in CFA) which were accounted for and stored in Chapel Hill.

It would have been desirable, particularly from the field team's
point of view, if USAID/Y could héve at least approved the field expendi=-
tures which were reported, on a monthly basis, before the paid receipts
were returned to Chapel Hill. Instead, Chapel Hill had to report the

total of these expenditures back to Yaounde in dollars.

Because the field technicians were responsible for over $700,doo
to a state agency, and not trained in financial management or contract
administration, they required considerable support and guidance from the
UNC Project Administrative Officer who spent a total of 3 1/2 months in
Yaounde over the four years of the Project. It would have been more desir-
able perhaps, if USAID rather than UNC, could have provided the technicians
with logistical support, Logistical support from a state university 9,000

miles distant becomes quite complicated.



-186-

4.4 continued

After initial, and expected, start up problems, a system developed
between UNC and its field staff of t'inancial reporting. The only insol-
uble problem was that of unreliable mail. All financial reports to Chapel
Hill were photocopies and often illegible. The UNC Administrator made his
final trip to Yaounde in May, 1982, to collect the original receipts, also
to conduct a complate audit of transactions over the life of the Project to
reconcile differences with AID/Y/MOH doror agencies and to Project financial
obligations associated with winding down, and to report the exgenses on the

illegible photocopies through the UNC system,
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a. UNICEF

UNICEF input, according to the original logical framework, was to be
200 motorcycles, an unspecified amodnt of construction material, and visual
aids. However, at a meeting of PTHE/UNICEF in March, 1979, certain condi-
tions to UNICEF participation became clear. UNICEF operates in Cameroon
through an agreement with GURC, it argued, and thus could not cormit mater-
ials to PTHE specifically, but only through MOH. MOH was to submit an over-
all 1ist of projects and needs in a given fiscal year upon whica UNICEF
could establish its level of participation i.e. a national plan of action
was needed in which PTEE needs could be placed. At that meeting, it was
also stated by UNICEF that previous correspondence referring to a contri-
bution of 200 motorcycles was "informatiornal" and dic not constitute a com=-
mitment on UNICES's part., A number of conaitions =t b2 met by M35 in orcer
for UNIZS: to coasider further contributicns includec an sction plan for PTHZ
1979/80, an evaluaticn of previous activities, better coordination with other
services, and adequate personnel in the field, Beyond this March 1979 meet-
ing, the areas of UNICEF participatiorn. evolved somewhat differently, and

needs separate discussion,

Motorcycles: Twenty SUZUKI 120 cc motorcycles arrived in lJouala in
late January, 1977; about half of these were distributed in July, 1977, to
IA's and PCV's in the Kadey. The remainder were distributed to IA's and
PCV's in both the Mefou and Kédey in April, 1978, coinciding with the arrival
of a second group of PC volunteers., Reqdests for more motorcycles went un-
answered until at the March 1979, meeting., UNICEF set out the following
conditions for provision of motorcycles:

1) the number requested mﬁst be justified,

2) the make/model of motorcycles requested must be justified.

3) a list of necded acceasories (helmets, spare parts, pumps, etc.)

must be establishod;

Previous Puge Blank
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their time between health center and community outreach activities. Health

center activities would include not only patient and group health education
sessions, but also staff development activities, The experience of PCV's in
Mbankomo and Esse had shown rich possibilities for staff development programs
at health centers and hospitals, working in close association with the head
nurse/doctor. It was, in fact, this last link which had failed to solidly
ground the PTHE training strategy in the divisions: national and divisional
level seminars, and even health-center workshops had to be be followed up

by regular locally organized training activities at health facilities for
their staffes.

With the arrival of the third and final group of volunteers in July

1980, the reorientation began in earnest, with UNC field technicians and the

nyr . 3 Ead 1 s VAR ey 1 ~ M. q - - -
20 lazder doinc much oF <he design of the training. oS complemented thelr

<)

earlier technical training sescions conducted in Chapel Hijl--for the first
time PCV's destined for PTHE service in Cameroon were able to discuss the
Project and learn about it from UNC during stateside training. Once fielded
(September, 1980), these ten PCV's (including 2 sanitation specialists, one
"for each division) performed much more closely to Project design. Mfou,
Bandangoue and Awae especially séw their PTHE programs expanded and their
effectiveness greatly impro§ed--not just in community outreach, but in the

range of health center activities.,

The classic conflicts of Peace Corps service-~the short duration of
participation relative to Project life, the need for job satisfaction within
that short term as opposed to longer term goals--need not be discussed here.
It is important to note that among donmor égencies, Peace Corps ret its com-
mitments and often went beyond them--helping with logistics at national
seminars, supplying health education materials and visual aids, and aiding
in supervision. And volunteer pepformance generally received high marks from

supervisors, colleagues, and villagers.



Chapter 5

Recommendations

5.1 Recommendations to The Ministry of Health

1t appears that the MOH has a range of choices in regard to contin-

uation and extension of PTHE strategies and methods, It could continue

the Project at present levels of effort while continuing to refine strat-
egies and methodologies. It may wish to identify the more successful comp-
onents in terms of potential health benefits and replicate these on a broad-
er basis. The Ministry may also consider revising some PTHE stratzagies based
on input from its own evaluation of the Project. As the report of the MOH
evaluation is not presently available, and its recommendations are not
known, there are a number of recommendaticns which UNC technical assistance

from Chapel Hill and from the field, would propose.

They are presented here and are organized under two major headings.
The first set of recommendations are related to the diffusion of PTHE strat-
egies and methods to other parts of the Cameroon, and are categorized by
Project components. The second set of recommendations concerns the future
development of efforts by the GURC to integrate primary health care and

commnity development.

a. Improvement and Extension of PTHE Activities To Other Parts of Cameroon

Village Community Organization and Development

1. Committee Days should be continued in the Mefou and Kadey as well as in-
troduced into all other divisions where village committees are intended to

produce health-realted ocutcomes.

2, Evaluation Days should be continued in the Kadey and Mefou as well as in-

troduced to all other divisions where the role of health workers is to be-
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come more community oriented in practice and the role of their supervisors

is to support the team approach to service delivery.

3. The support of the GURC needs to be demonstrated by official texts con-
cerning the itinerant agent role: a job description and per diem to cover
over-nights related to outreach activities, and means of tramsport. Fuel
needs to be provided to the divisional Chiefs of Preventive Medicine to

enable them to make the essential support and supervision.

4. The recruitment of itinerant agents from the ranks of nurses-aides should
be fu :ther examined by selecting indiv.duals from geveral health persomnnel
cadres to ful fill this critical role to systematically monitor differences in

performance before making a policy.

5. Murses-aides should, however, receive basic training in community
health and commnity organization skills as part of the nurses-aide school's
curriculum, given that this cadre of health personnel works most consistently

at the village level.

6. Village committees should not be forced to comply with a set of predeter-
mined criteria for how it is to be structured and what its activities are to
address. Flexibility in terms of existing decision-making and leadership
patterns, competing priorities from harvest, and multi-ethnicity must be

considered in community organization work.

7. Existing PTHE health centers in the Kadey and Mefou should be continued
and further strengthened with personnel and finances to maintain the momentum

of staff development and cornmunity outreach.

8. Other "pilot"health centers in additional divisions should be established

to continue the steady and systematic extension of community oriented primary
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health care rather than a fragmentary and superficial attempt to cover an entire

reglion or country at once,

9. The selection of new 'pilot' health centers should be based on the
degree to which adequate tangible resources, support, and supervision can

be provided to the staff, and particularly, to the itinerant agent.

10. A monthly report feedback system should be further developed if the
practice of monthly reports by itinerant agents is to be maintained and

extended to other divisicns.

11. The use of a quarterly ckecklist from which points can be calculat-

ed as a tool for monitoring and assessing progress in terms of health
center activities and community action. It is easily filled-out by health
workers, require minimal levels of formal education, and data analysis ase-
umes the most basic arithmetic skills., Its use, however, should be com-
plemented with Evaluartion Days to fully exploit its value as a planning

and feedtack instrument for the health workers.

12. The use of mobylettes, such as Peugeot 154, seems best for itinerant

agent work, relative to questions of cost, security, and ease of repair,

13. As a follow-up to the National Seminar of July 1982, divisional Chiefs
of Preventive Medicine should conduct surveys of their division to identify
what is already being done in terms of community organization before dec-
iding how best to integrate this strategy into the outreach efforts of

health and other scrvices.

Training
14. The trainers guide,developed through PTHE,should be further tested
and cxpanded in the field by the MOH Training and Continuing Education
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Service to develop training plans with specific objectives for each level

of health personnel.

15. Training of supervisory personnel such as the heads of health centers
should ‘include commnity diagnosis and needs assessment techniques as
skills they themselves must understand in order to sufficiently support

the responsibilities of outreach workers.,

16. The training techniques introduced through PTHE such as role play, case
study, small group discussion, and structured exercise should be continually
used in in-service training activities for all levels to expose trainees

and trainers alike to more active and learner-~-centered methodologies.

17. Diffusion of PTHE training activities shoulcd begin with health per-
sonnel at the ministerial service level and then the divisional level in the
field to ensure greater participation in and support for redefining the

role and responsibilities of health center staff.

18. The MOH should initiate and encourage other ministries to collaborate
on in-service training sessions by inviting their personnel to participate
as trainers and trainees. The MINAGRI and MINEDUC should receive special
attention to streagthen the already established collaborative relationship

with the MOH.

Training Institutions

19. MOH should continue to invest in the Mefou Division Health centers to

maintain appropriate field training sites for students.

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

school,
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21. The Training and Continuing Education Service of the MOH should follow-
up the specific requests from the Assistant Mursing School in Abong-Mbang and
Mbalmayo for technical assistance in organizing field training for their

students.

22. The Training and Continuing Education Service should continue .ccllabor-
ation with CUSS and CESSI, and the MINSAF Rural Animator Training Service for

their students' field training.

23, The Training and Continuing Education Service and the Health Education
Service should continue collaboratingwith OCEAC in the development of its

health education component for the 2-year epidemiology program.

School Health Education

24. Further experimentation should be carried with the Teacher's Guide in
both the pilot divions and outside. Any distribution of the Guide wust be

accompanied by orientation sessioms.

25. The A-V production center at HES, once operational,should establish vis-
ual aids for primary school classroom use as a high priority, with subjeccs to

be taken from the Teacher's Guide outline.

26. Yearly sessions, at the beginning of each school year at divisional and/or
sub-divisional levels, should be organized for existing pilot schools to im=-
prove school health education methodology, giving special emphasis to re=

lations between the school and the community and the school health committee.

27. Diffusion of the PTHE school health component should become a major re-
sponsibility of the established MOH-MINEDUC sub-commission to carefully
select additional pilot achools in other areas of the country where relations
between the community personnel are willing to collaborate to support

school health education activities.
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b, Future Development o Effort by The GURC to Integrate Primary Health

Care and Communitv Development

28, The Cameroon people are rich in traditions and known for stromg
family units, mutual aid societies, and youth and women's organizations. These
units should be studied for their potential contribution to the reduction

of morbidity and mortality related to preventable disease.

29, A structure exists whose potential has not been tapped -- the rural co-
operatives (SOCOODER, CENADEC, SOCOOPED). By their charters they financed
local community projects thiough a fund fed by cocoa or coffee sales. Con-
tacts at all levels, but especially divisional level and down, should be
made to encourage use of co-op funds for community health projects,

such as stocking village pharmacies.

30, Presently overlooked, but of increasing importance, are the number of
retired health workers -- from ward servants to nurse - residing in rural
areas. They potentially are a positive force for community health action, and
in many cases could be particularly useful in establishing and monitoring

village pharmiacies or networks of family pharmacies.

31. Efforts should continue to encourage closer association of village health
or development committees with their local primary schools. Paotential bene-
fits despite stubborn problems are great, in improving school environment and
in putting health education into practice., This could be best accomplished

through sub-divisional level campaigns.

32. Given the range of field workers in action at village and sub-divisional
levels (MOH, MINAGRI, MINSAF, MINEDUC), MOH technical input for CD and MINSAF
training is essential, just as CD trainers would be useful for the nurses aide

community health program.
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33. Intermediate goals and outputs intrinsic to the community organization
process must be delineated in future program designs to ensure that health
workers are not under pressure to produce outcomes which lack basic comm-

unity support, understanding, and committment.

34. The MOH must establish career lines and incentives for physicians and
nurses to receive public health training such that a step-by-step replacement
of clinical specialists can occur at the ministerial Division Head level to

ensure high level support for community oriented primary health care.

35. CUSS and CESSI should give serious comsideration t> the establishment
of a public health degree program to train health education specialists and

physicians in public health.

36. In-country resources such as the University and the General Delegation
for Technical and Scientific Research should be encouraged to contribute

to the design of programs to integrace community health development.

37. Continuing education must receive a high priority to maintain optimum
levels of staff development, and particularly awong frontline workers, with
regularly scheduled village seminars a necessity. These could be organized

by MOH in collaboration with the MINAGRI training centers.

18. Concerted efforts to introduce a new approach must focus training on the
roles of the upper cadres of personnel first to strengthen their orientation
and ability to support the work of personnel under their supervision and

the activities under their jurisdiction.
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5.2 Recommendations to USAID

Development projects often concentrate on a specific quantifiable
objective, such as growing 25% more wheat or constructing fifty wells
and ten schools, to the neglect of developing skills essential not only to
the immediate project but to increasing the capacity of people to schieve
self-reliance. Such skill development is central to the process of community
organization and development as a strategy of health education. Several

recommendations follow from this line.

1. USAID should collect and analyze research findings from all its demon~
stration projects to determine those characteristics that seem most

strongly related to success in such programs.

2, To increase returns from diminishing external resources, USAID should
consider the potential for developmeat which exists within traditional
helping svstems such as fanily sroups, wemen's crzanizaticns, and mutual

aid so:letles,

3. Experimentation with several approaches to the same objective is justi-
fied, with projects of smaller scale, in order to develop a body of experience

to guide progran design and assistance.

4, Primary health care project designs should ensure a thorough introduct-
ory phase of training, seminars, and experiences for high level MOH personnel
with special focus on those individuals who will carry primary responsibility
as well as those who will play complementary support roles in program
development and management. Community organization and health education

principles related to primary health care must be the central themes,

5. Subsequent to this, a phased introduction to the project approach should

begin at the lower ministerial pevels, such as Chiefs of Service and beiow,
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to establish a strong cadre of decision makers who will constitute a critical
mass of technical managers and trainers or whom future program development

will depend.

6. Intensive training of personnel in the field should focus on carefully sel-
ected and strategically placed pilot areas to serve as a central focus for fur-
ther diffusion, and as training centers for students and new personnel assigned

to the pilot areas.

7. Project Agreements with host countries should stipulate requirements
for close coordination of efforts among all ministries relevant to community
development and health, and thereby overcoming crganizational precedence

of territoriality and duplication of efforts.

8. While the notion of host country counterparts to project technicians is a
sound means for ensuring integration, the design of particular services
rather than individuals should more effectively allow for personnel changes

and the diffusion of new knowledge and competencies.

9. The selection of pilot centers within pilot areas should be the focus of
project activities rather than the entire zone to allow for more intensive

work for more precise monitoring.

10,preparatory 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 pro-

ject design to occur 12 months prior to the end of technical assistance.



CHAPTER 6
CONCLUSION

And so concludes the story of PTHE from the UNC point of view, While
the bilateral technical éssistance has officially ended, the theories and
principles which guided the Project remain strong in presence and intact in
practice. At times, PTHE was humbled by the complexities involved in on-
site application of these theories and principles, however, the experience
has proved to be a move in the direction that must be taken if the people of
the United Republic of Cameroon are to experience significant improvements

in health status in the future,

The Project has shown that 2 major barrier to the success of community
oriented primary health care delivery rests in the seemingly simplistic
techinical apzroach which degends on less apparent, tut very complex and
sophisticated, strategies anc methods. Yealth care providers the world over
acknowledge the value of good nutrition, good ygiene, and clean water.
Since the dawning of civilization, people have been concerned with the im-
plementation of practices they believe to be essential for survival, Yet
given this desire for good health and the presence of qualified techniciars
who understand the relationship between health, diet, hygliene, and water,
why then is it necessary to de?elop special programs or projects to s“imulate
and encourage collective and individual behavior change?

"We tell them, but they won't listen" has been reiterated time and
time agéin by health professionals. Wny they don't listen is indeed a dif-
ficult question. And while the answers are likely to be as varied and
complex as the respondents themselves, they are the central core of a pro=-
Jject like PTHE,

Tt was clear to UNC and to those in the MOH who originally dosigned
PTHE that in spite of differences in beliefs, habits, and behaviors found
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gave unselfishly of their time and energy to improve the humarn condition.

We also wish -0 acknowledge their contribﬁtion to oﬁr own personal comfort
and professional growth and exverience. The opportﬁnity to héve worked with
other ministries has been to our advant&ge és well énd we are impressed with
their commitment to national development and their openness to innovative
ideas. Most of 2ll, the sheer reality of the willingness and ability of

the human community to strive for their own betterment was proven once

again by the enthusiastic response from the people of the Kadey and Mefou
Divisions to the PTHE challenge to become involved. The ¢ssential compon-

ents required for health-related development are alive and well in Cameroon.
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List of Names

Ministry of Health
Minister of Health:

Projector Director:
(Director of Preventive Medicine)

Chief, Health Education Service:

Assistant Chief, Health Ecucation Service
(& Counterpartfsor Community Organization)

Chief, Sanitation & Public
Hygiene Service

Director of Health Services:
Chief, Training and Continuing

Education Services:

Counterpart for Training:

Director of ENISFAY:

Appendix A

Dr.
Dr.

br.

Dr.

Mr.
DPr.

P. Fokam Kamga

. A. Eteme Oloa

J. R. M'Bakob

P. C. Mafiamba

Elias Joe

Edmond Ndjikeu

Samuel Ngalle Edimoh

. Jean Ngoka

Francis Ntuba

Simon Atangana

Ignace Tchoumba
Ephrem Mba

Miss Emily Nkwanyuo

Mr.

Jean Charles Ngombo

Madame Lucienne M'Bam

Madame Damaris Mounloum



List of Names continued
Provincial Delegates: Central-South
East

Provincial Chief, Preventive Central South
Medicine and Public Hygiene
Service: East

Preventive Medicine Section Chief':
Kagey:

Mefou:

Ministry of National Education
Vice Minister

Director of Primary Education

Chief of Training Service and
Pedagogical Affairs:

University Center for Health Sciences
Asasistant Director
Chief of Public Health Unit
Professor of Comuunity Medicine

Dr.
Dr.

Dr.
Dr.
Dr.
Dr.

Dr.
Dr.
Dr.

Mr,
Dr.

Mr.
Nr.

Denis Bomba Nkol'o,
Daniel Mcuchili

Emmanuel Tchekanda
Owona Esscmba
Emmanuel Dame
Emmanuel Tchekanda

Pierre Nkopchieu
Emmanuel Dame

Pierre Onna

. Luzien Meonthe

"artin Med joto

Afane Ela

. Dorothy Njeuma

Joseph Ndzino
Beling Koumba

Wilfred Ntoko

Dan N. Lantum

Thanas Nchinda



List of Names continued
Center for Advanced Nursing Training
Director:

Comuunity Medicine Lecturer:

Ministry of Agriculture
Camunity Development Directorate

Director
Chief of Training Service

Provincial Section Chief,
Eastern Province

Ministry of Social Affairs

Director of Rural Animaticn Program,
Chief of Training Service

International Organizations
World Health Organizatiomm
Representative

UNICEF
Program Coordinators

OCEAC
Secretary General

Training Director

Ms, Alice Collamb
Ms. Myriam Jato

Mr. Andrew Ndonyi
Mr. Martin Lontouo
Mr. Jean Marie Minkoulou

Mr, Janvier Bouoto

Mrs. Henriette Mvondo

Dr. Robert Dackey

Dr. Georg Quincke

Mr. Ian Hopwood
Ms. Kathia Fisch
Mrs, Angeline Songamali

Dr. Louis Sentihles

Dr. Pierre Eozenou



List of Names continued
USAID

USAID/Yaownde

Mission Director:

Chief, HNPO:

Project Manager:

USAID/AFR/DR
Technical:

UNC
UNC Field Officer/Yaounde

Chief of Party:

Technician for Community Organization:

Technician for Training:

Mr.
Mr.

Dr.
Dr.
Mr,
Ms.
Ms.

Nr.,

Mrl
Mr.

Pr.
Dr.

Dr.
Mr.

James Williams
Ronald Levin

Albert Hemn
Richard Brown
Ray Martin

Richard Thornton
Eilene Oidwine

. Doug Palmer

Erma Kerst (Acting)

Ray Martin

Russ Anderson
Sid Chambers

Ethel Martens (9/785/79)
Darryll Candy (5/79-6/82)

Darryll Candy (9/78-5/79)
M{chael Davies (1/30-6-82)
Nancy McCharen (9/78-6/82)
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UNC Campus Based Team

Campus Coordinator:
Associate Campus Coordinator:
Assistant Campus Coordinator:

Health Training Specialist:
Anthropology Specialist:
Evaluation Specialist:

Commﬁnity Orgenization Specialist:
Community Organization Specialist:
Adnministrative Officer:

Research Assistant:

Mr.

John W. Hatch (6/78-9/82)

qu W. Steuart (6/78-9/82)
Raymond Isely (6/78-8/78)
Eugenia Eng (4/80-9/82)
Eugenia Eng (6/78-4/80)

Tony Whitehead

Godfrey Hochbaum

Alan Steckler

L.eonard Dawson

Paul Seaton (10/78-9/82)
Robert Costantino (4/79-8/81)
Jemes Herrington (5/81-9/82)
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APPENDIX D

CLEANEST VILLAGE CONTEST JUDGING SHEET







/2

4, Enclos pour tétes (excluant les volailles)
Cette famille a des bétes

Ies bAtes sont dans un enclos

N.B, : §'il y a des bétes en liberté (hors de l'enclos),
enlever 5 points du total.

5: Proprete gererale de la concession (Un point pour chaque
repanse positive)
<. Maison crepie
2. Maisen peinte
3. Cour ¢*broussée
4. Cours balayée

5. Cour débarrassée d'animaux errants (sauf volailles)

TOTAL

Total des points de la concession

(Moins S p. r les bétes errantes)

TOTAL

DATE

Noms des membres du jury :




FICEE [E NOTATION - SOURCE D'EAU

localisation d= 1la source

Nem du village

Céntre de Santé

Marquer un (1) point pour chaque réponse positive.

1. Source Amfnagfe (Date d'anfnagement
2. Aminagfe avec des matériaux définitifs

3. Rigole de protecticn présente et nettoyée

4. Rigole d'évacuation présente et nettoyée

5. Un minimum de 5 litres d'eau coulant du tuyau par minute

rd
3

6. Accés 3 la source rnattoyée

'y

DATE
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QUARTEFLY EVALUATION FORM










IIx. LIAIQON

ler nois 2% mois 32 pois

faty
1. Comit& est en contcct avec les respon-
sables des serviccs ou orgenismas
suivents | ,/ ' /
a. K (’ /5 + 5 % '3\3 -4 \
b. | (a + b d'B) 21
c. (\Aﬂnﬂb‘ Dood A et P ud .av-u-g:-u-l o2 3
d, &M X ALttt - )
v
e.
2. Les services et orgznisces suivan:s
particioent aux activités du Comité
2 x
a. % C‘Z/, L ¢ {3 o -‘) J 2
b. ” ‘
c. /M Lok & Lo A W n
U
a.
3, Les autres Contres de Santy suivants,
particinent 2ux ac=ivités du PTHE +
a. |
b. l
.. ~ |
d. |
. ‘. f.
!

H. B. 8 * Reoplir une eutre ¢{che pour chacun das

Ligvan {)'.,.t‘ Anrdad eIl

~ontre de Santé.

;t,,cﬂ_.WM,\w«-.v-*'



APPENDIX F

MOH VILLAGER CUZSTIONNAIRE




QUESTIONNAIRE Numadzo M2

LA POPULATION

[T owt /7 M
Département Village Z)‘j'amgzicm de village __
[Jnon [ F

1) Est=ce qu'il y a un comité de santé dans votre village ? [j oui D non
Si oul, est-ce que vous 8tes membre du comité D oui Unon
Si oui, depuis combien do temps existe~t-il, ce comité de santé ?

D_ un an [_7 deux ans L_/ trois ans D plus de trois ans

Si oul, que fait ce comité ? (N.B. l'enqu8teur cochera la (les) réponse (s)
donnée(s) ).

Journées de propreté D
Aménagement deg points d'eau /[ /
Education sanitaire D
Construction de latrines D
Pharmagcies familialeg /

/
e

Autres {3 précisar)

2) Estece qu'il y avait une journée de comitéa dans votre secteur (zone) // out

Si oud, dans quel village ? Ob ? (NB l'enquéteur cochera la réponse L/ aon

donnée)
KADEY MEFOU
Ngoulemeckong U Dzouzok 0
Dongali 7 Andock /]
Kambélé Chantier D Nkolmending E
Alouma U Autro D —

Dimako [j
Oundjiki ),

Autre D




S{ oui, que faiteon au.cours-de-cette journée de comités ?
(NB l'enquéteur cochera 12 (les) réponse(s) donnée(s))

séance d'éduzation sanitaire D
aménagement d un point d'eau D
construction d'une dalle de latrine D
distribution dec médicaments D
autres U a préciser

3) Est-ce que votre village 2 pariucipé dans le Concours du Village le mieux agszini ?
[_,7 cui L:? non
Si oul, est-ce que vous méme, vous avez participé au Concours pour le
prix de la meillerre concession ? /j oui D non

4) ¥ aatil un centre de santé que votre famille frdquente ? / /ol / /non
&i oud, lequel ?
8§ oul, y a-t-il des séances d'éducaton panitaire A zo centre de santé ?
[/ oul D ~un
81 oui, quels sujcts sont discuiés 7 (NB 1' aqulteur cochera la (les) répon-
se(s) donnée(s))
l'hygitne corpo-cile
les mzladies et lzus proteciion

la nutrition
1'hygitne du milleu
la P. M. I,

QQQuT

Autre (2 préciper)

5) Est-cc que le comité de santé alde A améliorer les conditions de vie dans

yotre villa ? —
° ge L)/ eud [/ nea

6) Eat-ce quo l'agent ‘tinéran’ aldr ) améliorer lag conditions de 4is dars
wwevillage 7~ -~ /



7) Eet-ce que vous participiez aux activités du comité de santé ?
D oui D non

Si oui, quelle est votre participation ? (N.B, l'enquéteur cochera la (les)
réponse(s) donnée(s))

assistance aux réunions /*/  participation active / /
(investissement humain)

participation matérielle _/:7 ‘inspection d'hygitne D

autre-(2 préciser)




APPENDIX G

VILLAGES INCLUDED IN SAMPLE




VILLAGES A ENQUETER

(questionnaire - chefs de villages et population)

KADEY (20)

Bendongoué

Bandongoué
Daliguéné S.A.K.
Dimako II
Zembélé

Betouri

Dimako

Anod

Kolkélé

Kambélé Chantier

Ketté

Bosgsia
Nambora
Ndambi
Oundjild

Mbang

Djampiel
Kosso
Molabo
Moloundou

Na@s16

Binga
Soue
Alouma
Yola

MEFOU (20)
Awae

Awae I
Ebolewa
Mewoudou
Mvolo

Esge

Esse village
Nkolombonde I
Nsgimi

Ebolnkok

Evindigsi

Abang-Mindi
Andock
Nkolmekok
Ntouessong [

Mfou

Obout A
Béguélé
Dzouzok
Mevon

Ngoumou

Nkongzok I
Nkongmeyos I
Ebolbourn I
Nkongbibega

« Enqulte A mener par 10 maftras d'école dans chaque départecment (2 par centre)

. Echantillon : Kadey : 20 villages (2 centror x 4 villages)
Méfou : 20 villages (5 centres x 1 villages)
5 villagcois/village (chef + 2 membroes du comité dont une
femme o{ possiblo at 2 qui ne sont pas membros)

a 200 réponacs



- - APPENDIX H

ITINZRANT ASENT QUESTICHNAIRE




I. Itfnerant Agent Questionnaire

A. Personal Data:

< Hame AME  Nels M. ividwel

. Sex M

1
2
3, How old are you ? 0
4

. Are you married ? X Yes No Othor
If yes, how many wives do vou have ? 2 (#4)

§. Does your wifc (s) work cutside the hame ? Yes _+ HNo fi¢ag
If yes, what type of work outside the home does your wife do ?

Wife 4/ 1 (longest marriace) —
Wife #¢ 2 —

Wife /4 3
Wifeffg 4

6. How many children do you have ? :(Z

7. Wnat religion ao you bclong to? Cadalc
8. What ethnic group (or tribe) do you belong to? € TereA
9, What {s your family (or lincage or clan) nzme? ¢/

10. ¥here do you live most of the time, that {s, what {s your address 7
@\ wox

11. Do you live somo other place some of the time? ¢t Yes Me
Other
If yes, where 1s that? M@aveirwes [ (F ot farm Brsek)

12. How long have you 1ived in €. vox ? | T ydans

13, Where did you qrow un? MUYIADcuMow O
N
14. How many years of formal school do you hawa? |73 (9“""‘ T .

15. What other kinds of training do you have? For example, nursing, 'irat

aid, otc.
’
‘ an ade Cir\.vl‘h- Y
haa\n cdratim, L et cLcnC

Thymdr smte



16,

17.°

Haw long bave yow haom an utde coigaest? (#¢ yoars cor
in months 1f less than 2 viees:

What other types of-work did vou dc before becoming an aide soignr-,
and how long did you work at each occupation? T onarawy >3n—-t

CCCUPATION LENGTH OF TIME

3. Social Support

18.

19.

On ranple often come to you for advice and help?

,_,I Yes No Other

If ves, what type nf advice and/nr help o pecole cm2 tn yeu €17
Of those items gnat penple come teo viu for halp, rank them aceor- ' n?
to which cne you are consultad for most freauently.

a, sickness ofl 111ness 2
b. rirital cr courtshio prrblems e
c. ‘amily proble-s G
d. job informtien or help <
e. reliafcus crasultaticn (:_{

f. leqal or political help/informaticn

q. other (specif, and rank.) ganiXokina 1

About how many times per week do pacple come to you for advica or heln?
(Circla apprepriate number.)

a. less than one time per week
b. ona tn twn times per week
c. threc to frur times ner week

() five to v times per week

@. six to soven times par week
f. ecight tc nine times per weok
g. ten or more times oer weak
h. other



20, What kind of nenpla come to ynu for help?

a. Men? __ _x Yes - No Other
b, Wemen? _ 4 Yes No Other
¢. Do (zthnic aroup) come to yonu for help?

L Yes Ne | Other

(Ask for each ethnic areip.) ETEneA  oly sl Gy

In the IA's home comunity and the region he or she serves

D, Do (nccupaticnal oroup) come to you for help? /J
Yes T Other

(Ask for 2ach occcupational arcup in IA's home area and the regicn soryadt,)

21. Why do you think neople ceme tn ycu for advice and help? ,{

22. Have thore bean timas that vou feel that you can't be of much
help when ycu are asked?

Yas ‘ _b___?.’n ther
14 ves, what type ~f hein ~r advice 2nd why?

(Bas2d cn answer to ¢4 18 a)
Preblem \hy

a. sicknoss or 111ness
b, mnarital cr crurtshin preblems

c. family nroblems

i

d. Jjob infrrmaticn/help
e. religicus consultation
f. leanl cr pnlitical help/information ~———————

q. other (spacify)






c. KEbeork fss~ciatirns

25. Give th2 names of craanizatioas or aqrrurs that you belona tn, the criteria necessary to

get int) this croud or associaticr, what nffice do you hold in this crganization, and where
do most of the mambers reside?

Moee of grrur txmborehin criteria office held Residence of Membership
tTA pe—X :‘ f.‘.‘,..i conmanler B \ ke
/ e i. * G‘FQK

Saing? Ju.‘..t\']

- s Ko




D. Itinarant Agent Activities

26. How 1rng have yo~u been an itinerant agent? (o (in years, ~r
months cr less than 2 years.)

27. What communities An yru serve as an {tincrant agent?

Bikok X

NKO(M\G\.
N Lo\ms e 1T

Alery

EWugeu Memyou
Omar. ¥
MVbadsuviaes L
(Cou Voo
Abvong






$) C\«:,..}.;- H“‘“[c"
l-) 0 ™o ﬁ

D Mosdesrws 1

%) rewlban
9)  Awws 1

|1{|L-/75
,o/n.lq-S

e? /lb/??
28 {1

24 [« {?S

$FET



APPENDIX I

HEALTH CENTER INVENTORY FORM




FICHE D'INFORMATION DES CENTRES

DE SANTE/HOPITAUX

Centre da santé/hopital Dept. de -

Nomn du Chef de Centre Grada

Nombre total de nersonnel

Nombre total de personnel ayant particioé
dans un séminaire ou racyclage dans le
cadre du Projet PTHE

Vom et fonction de la prrsonne
qui remplit ce questionnaire date

Nous vous prions do réoondre M toutcs leas cucstions. Pour la plupar:
de ces questions, les révonses posscibles sont données ; 11 suffit de cocher
(avec un 1:27) la réponse approorife pour votre centre/hdpital. Pour d'autres
suestions, nous voudriona plus de nrécisions : vous verrez la oplace réservée
2 ces précisions. Vos riponscs devraient étre bacdes sur les activités des
derniers six moin (depuls Septembre 1981)

ScoaanG o — 4 - 2
ACTIVITES DU CENTRE DE SANTE/HOPITAL

1., Réunions de travail

A) Les réunions de travail, dans votra centre, sont-elles orgsnisfes :
une folo/trineatre l__7z une fols/cols L::72 toutes les deux senainas L__72
chaque sezaine i__72 da texps en teope i~_71 jacais 1::7({

B) Y a ~t-il un compte rendu rédigé pour ces réunions de travail ?

toujours /[ /2 do tezps en tecps [ /] jamals L::7g5

2, Pormation permanente du personnel

A) Y a t-11 des séancur de recyclage orpanisées 3 1'intention de votre persnnzel
dans votra centre ?
une fols/an /_ /1 une foia/six nois /T4 unz foia/trimeatre VAL
une fois/ooin 1::72 une fois/ecmalne 1::72_ jamaia 1::753

B) Ouals asujets sont traités au cours do cas séances do recyclage ?
sujots cliniques / /1 santé cormunautaire [ /2
techniques d'éducation sanitaire /~ /2 autre (2 préciaer)l::7'1

. - —













création des champs collectifs A

campagnes contre la divagation des bltes domestiques 1::71

construction des foyers communautaires /74
aménagements des points d'eau 1

autres (2 préciser,

1 Wea\l  ecanrve ackivirier M Sl SO
st v n‘\’v7 193, 2N PN j::-,\?‘i oy I

25
ol FongX st s
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APPENDIX J

d






4°) Vocabulaire

A. Le vocabulaire etait-il adapté au nlveau de compréhension
de la‘classe ? /~ 7 oul /7 non

B. Si non, quels &taient les mots 3 changer ou A ¢liminer ?

C. Faites des suggestions

59) Quel est le moyen de contrdle utilis® par le maltre ?

Démonstration Pratiaue

Interrocation o»ale
-

6°) Est-ce cgue la legon Atait cemprise par les Aldves ?
/=7 Trés Zien /7 Bien /T 7 Assec Bien /™7 Non
T S ————— —— S——

Justifiez votre réponse.

7°) Participation des é&1l8ves
/7 7 Trds active /7 Active

7/ Passive /= 7 Nulle

B°) Le but de cette legon Stait-il atteint ?
/— 7 oul /7 non

Justifiez votre r/iponnde



http:Entret!.en

9°) Durfe de la legon : Minutes

: quelles sont 8t€ les sources d'informa
tion pour la préparation de la legen ?

tn

10°) A DEMANDER AU MAITR

11°) Remarques et Suggestions du Maltre

12°) Remargques et Suggestions de l'Observateur :

Signature de l'COtcervateur
Erseipnant /7 7

Infirmicor /777

ct

Agent itindran

7

Czrps de la Paix /[ /

'3

(99
| &4

e

3} 2.

Velons

o

Memhre du comits de sants { 7

Autre (3 préciser)
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APPENDIX M

SUMMARY OF RECOMMENDATICNS FROM

THE PTHE MID-PROJECT EVALUATION- REPORT



APPENDIX M

SUMMARY OF RECOMMENDATIONS FROM

THE PTHE MID-PRCJECT EVALUATION REPORT




Recommendations

1. That the PTHE Project place top priority on three inter-related
outputs: the Village Health Committee Program; the Program of
Recyclage for Health and Other Workers; and the Program for the
Health Sector Institutions, in order to create a viable field
training experience in the Kadey and Mefou for future classes of
students from CUSS, ENISFAY and OCEAC.

2. That the Ministry of Health commit, on a progressive basis
over a two-year period of time, the fiscal resources necessary
for maintaining the following acpects of the PTHE program:

- the existing Village Health Committee Program in the Kadey
and Mefou districts (including vehicle and supervisory support)

- the program of Practical Field Training with CUSS, OCEAC and
ENISTAY, et. al.

3. Regarding the PTHE Field Level Program:

a) that the PTHFE Project implement the concept of the "Rayon
d'Action" (Action Zone) in which itinerant agents and volunteers
serve as catalysts for health promotion. This concept creates an
enphasis on quality and intensity of contact and interaction within
a more concentrated area than outlined bty the quantitative focus
of the original project paper.

b) that a core of specific health education functicns - as definad
by che PTEEZ Team (UNC/¥CH) - required of itinerant agents and Peace
Corps Volunteers. In addition to these activities, individuals can
negotiate with their supervisors to initiate other projects responding
to village and health center nereds.

4, Regarding AID-donated, liOH-administzcred training funds:

a) that che MCH kecp account of all expenditures for training
activities provided under the PTHE project and submit the necessary
vouchers/documentation to USAID/Y.

b) that USAID continue .o approve use of these training funds
for payment of per diom and honoraria at the present GURC rate for
the duration of AID's participaticn. (Exceptions noted in Special
Remarks Secticn on Per Diem)

¢) that the USAID/Y Project Manager monitor/verify MOH
accounting of project expenditures, aud that this responsibility
be reucved from the UNC technical staff,



5. That the PTHE Project Team (UNC/Y; UNC/CH; MOH) prepare an
up~dated evaluation plan for USAID review (preferably using the
"logical framework') taking into consideration:

- The revised and new outputs/indicators proposed in this
report;

- PTHE field experiences to date;

- Preparation of learning objectives for each level of student
health personnel in the proposed field training programs.

6. That tha PTHE Team (UNC/MOH) davelop a viable long-term vehicle
support system for the Village Health Committee Program, integrated
into the Ministry of Health and based on suggestions made in this
report regarding:

- UNICEF donations of vehicles; parts; training of a mechanic;
and/or

- a system for financing purchases of motorcycles/ mobilettes
by itinerant agents;

- use of MOH-allocated funds for construction of a garage
for repair of motorcycles in the Mefou.

7. That the Ministry of Health designate one additional technical
countarpart, preferably from the MOE Training Divisiocn or Rural
Madicine Divisien, who can devote 30-63% 0f time to the PTHE
project activities.

8. That the MOH, Peace Corps, USAID/Y and UNC attempt to maintain
continuity of personnel specifically traired/designated to work
within the framework of the PTHE project for its duratiom.

9. Regarding lines of commmications and designated roles of
major donor agencies:

a) That USAID/Y cecasult with the °7HE team (UNC/MOR collective)
prior to mailing correspondence affeciirg the PTHE Project to
the Ministry of Health.

b) That MOH, USAID/Y and UNC reach agreement .cga.ding lines
of communication and roles and respracibilicies outlined in
this document on pp. and in Appendix D.

10. Regarding improved coordination of PTHE prcject:
a) Formation of a coordinating sub-committee of critical

donor agenciles (UNICEF, Peace Corps, USAID/Y-Project Manager,
Chiaf of Project, and one MOH representative from the PTHE team)

i1


http:50-60".of

to meet every month regarding PTHE project plans, execution
and evaluation. Findings and problems raised are to be
presented to the formal coordinating committee.

b) Presentation of PTHE Project sissues and reports, as
appropriate, before the existing MOH intra-ministerial coordination
committee in order to promote horizontal flow of information.

¢) To promote vertical flow of information within the MOH and
other related ministries:

- Tours be made of the project areas approximately every
2 months by PTHE technicians, other participating denor
agencies, and relaccea sarvices/ministries.

- Information discussicns be haeld approximately

every 30 days with administrative officials by PTHE

team members, ‘ncluding field level perscnnel. (Especially
since the role of préfets and sous-préfets is one of
overall coordination of sectcral involvement.)

11. That the Ministry of Health provide an acccunting to USAID/Y of
MOH funds allocated and disbursad for the PTEE project for the

GURC fiscal year 1979/80, as well as for each fiscal ycur through the
remainder of the project period.

12, That an in-house evaluation of the status of the P
the Hezlth Secter Insczituticns be scheduled for Decemde
USAID, TUC and MCH. 3ased ca eveliusntica resulrs, ceasideraticn

be given tc extension of the UNC centract in order tc ensure that
one or two graduating classes from CUSS, ENISFAY and OCEAC, ets al.
have experience with the PTHE Precject in the Mefou or the Kadey.

13. That menies originally allocated (approximatcly $95,000) for
upper level herlth cuucaticn training and/or conferences be used to
{mplement the Program of Practical Training Workshops for Mildle
and Upper Level Health Personnel iavolved in the PTHE Project.
(Refer to output No. 8)

14, Regarding desclepment work in the Kadey:

a) that the PTHE Project maintain ccumimity organization efforts
in the Kadey, drawing especially on the expertise uf the new

and experiencod. UNC Community Organizatien techniclan, as part

of a process for gathering nceded information about the peoples
of the region. We refer the PTHE tochnicians to the theoretical
discussion of the problems in the Spncial Remarks Section.

44



b) that prior to initiating further development activities
in the Kadey (e.g. such as MEDCAM), USAID implement a socio-
anthropological study of the area in order to:

- understand the socio-anthropological factors contri-
buting to the current status of underdevelopment, and

- help develop strategies for achieving success of
projects. :

15. That MEDCAM project planners review this eveluation report and
plan future integration of the PTHE-trained "itinmerant agents" into
the MEDCA!! program, particularly in the Kadey districts where the
programs will eventually overlap. Experienced itinerant agents could
help develop community organizations and cculd trzin and/or supervise
the residential village health worker envisioned by MEDCAM.

16. That the organizations designated take the following actions
essential tc the operation of the Audio-Visual Workshop:

a) MOH: 1immediate hiring, assignment or transfer of an audio-
visual technician and an artisg; ccntinue construction on the
b:1lding site designated.

b) Paace Corps: placement ~f 2 new PCV with appropriate
qualificacions, as dacermined by Pezca Ccrps.

¢) Hinistry cf Finance: investigation of more efficient
precurement of audio-visual materials and supplies through
customs duty waivers.

17, That use of donated construction materials be lJimited, and that
they be used only for public facilities (i.e. schools, health centers,
etc) for which work will be provided by local icitiative. That U.S.
Embassy Self-Help funds be utilized only if they can be channeled
more directly through local Camerocnizn community organizations.

iv



PROGRAM EVALUATION SUMMARY (PES): PART II

13, SWEARY

The Practical Training in Health Education Project is behind
schedule in relation to the original project purpose. The wid-term
evaluatlon team assesses the causes for this as follows:

- The original project design wes cverly ambitious, particularly
in etteopting to integrate health education curricula into village
gschools on a national basis. This objective alome could constitute
a four (4) year project;

- Unforeseen persunnel problems, particularly change of UNC
Chief of Project in the first year and delay in replacing the UNC
Cormunity Development Techmnicianj

- Problems of ccomunication and differences in project
conceptualizacion among USAID, the contract agency (UNC) and the
Ministry cf Bealth (MOH};

- Inadequate administrative support within the prcject
for training activities 2nd for logistical support of the Village
Health Cormittee Program.

Despite early set-bucks, the existing UNC/V0R field team has
iznificant progress toward aschieving specific ead of project
ives, 25 follous:

- TFormation of an cperational coordinating committee composed
of the donor organizaticms, relatad agencies and miristries, and
integrated into the MOH administrative structure for the project.

- Inclusion of MOE health persodnel at all levels (naticénal,
provincial, departmental and district) in planning PTHE activities
and in training of personmel in both the Mefou and Kadey districts.

- Training acrivities benefitting significant numbers of
health persomnel at all levels, including the devnlopment of a
new cadre: the itinerant agent.

- Develcpment of viable health education field training sites
in the Mefou for future classes of students from CUSS, ENISFAY and
OCEAC.



