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EXECUTIVE SUMMARY
 

Date; June 10, 1983 

Project: 631-0009: Practical Training in Health Education 

Countr.y: Cameroon 

Period of Project: July, 1977 - June, 1982 

I. What constraint did this project attempt to relieve?
 

The project attempted tk. relieve constraints caused by lack
 

of health knowledge and lack of a grass roots strategy to
 

implement health activities, which lead to preventable health
 

problems ultimately interfering with the production and development
 

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,
 

AIlI. What technology did the project attempt to replace?
 

The technology to bi replaced included a service delivery 

system obsessed with curative medicine, lack of understanding 

of the potential health benefits possible through self-help 

and cooperative actions, and reward systemn that encouraged 

less productive activities to the neglect of more productive ones.
 



IV. 	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.
 

V. 	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.
 

VI. 	 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.
 

VII. 	Has the project set 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 regionls of Cameroon and ultimately for the 

whole country. They view the model as viable. 



- 3-


VIII. 
'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
 

:he medical technology proposed.
 

IX. 	 What delivery system did the project employ to transfer
technology to intended beneficiaries? 

The project formed a national coordinating committee, villa~e
 
co.....ce, 
 a he,1ILh 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 rcles of liaison between the health center

and the villages, and of community organizer.
 

X. 
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.
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XI. 	What effoct did the transferred technology havo upon
 

those.impacted by it?
 

ktivity levels for health committees 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 responditing to community organization effcrts.
 

For levels of activity, performance was quite good.
 

Consequently, target villagers are now more actively initiating
 

health-related activities.
 



EDUCATIONPRACTICAL TRAINING IN HEALTH 

(631-0009)
 

Summary
 

Education Project (PTIIE), implementedThe Practical Training in Health 

from 1978-1982 in Cameroon, was a project aimed at stimulating community
 

The project, implemented by the
organization in the realm of health. 


University of North Carolina in collaboration with Cameroon's Ministry of
 

Health, attempted ta increase the number of health-related development 

activities initiated by rurol populations by developing a nationally co­

ordinated practical training systtem. This training system was composed of 

village, institutional, and national-level structures, which were integrated 

by 'common training themes. Village level structures included village 

primary school health education programs, and health centercommtte-s, 
included in-service and fieldteams. Institutional level structures 

included a national coerdinatilng
training programs. The national structures 

committee, a visual aids production center, seminaru and conferences.
 

Although he project fell short of targeted outputs for reasons described in 

- to increase the number of health­this report, the goal of the PTHE project 
activities identified and carried out by rural populations ­

related devk:lopment 
given the extreme was well-served by the village health committee program, 

numbers:. Numbers ot health related dcielopmentconstralilL of field worker 
in of contacted byactivities increa:-ed dramatically all the 245 villages 

field worker.; in the two divisions, a; did awareness of public health 

problem.:; and loca]-act ion folutil0:1;. 

ht- fact that the Ministry of Health's DepartmentAlso I .portLwt to note i:; 

of Preventative edicine was interested enough in the P.T.II.E. model that
 

they mobilized a large-scale inter-ministerial evaluation of the project.
 

Although the evaluation has been delayed, it illustrates that the MOl views
 
parts of Cameroon.the community participation approach an replicable in other 

Actual outputs achieved included: 

1) 21 itinerant agents triined and fiulded with transportat~on; 

(target was 40).
 

2) 136 village health committees created of which 60% are activu. 

(Target was 240, of which 80% were active.) 

3) 160 villages working regularly with itinerant agents. 

Typical village health committee activities Included spring improvements, 

pit Intrine con:;truction, community c!ean-up days, orgnnization of family
 
markets, and so on.
phar',acie., nutri'.lon, educwtfon, crat ion of village food 

(See pga. 13-14 of -owmmary report.) 

In-service tral iing activitle!: Included in-service training for health per­
• to MO1 service and ansistance to the Ministriessonnel, technical asiatnc 

courSe,of Agriculture and Social Affa irs in organizing continuing education 

(See pgG. 14-16 of sunmary report.) 
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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 
it, primary schools.the development of a guide to health education 

(See pgs. 17-19 of summary report.) 

(See pg. 19 of summary report.)An ajdio-visual aid center was never developed 
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The preparation of the PTHE final report was coordinated by 

Eugenia En6, the Project Assistant Coordinator, and Michael Davies, 

the Project Ccmmunity Organization Technician. Jim Herrington, the 

Project Research Assistant, made significant contributions in data 

analysis and di,;cussion of finding2. John Hatch, the Project Coordinator; 
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SUMMARY OF RECOMMENDATIONS
 

Village Community Organization and Development
 

as
1. 	Committee Days should be continued in the Mefou and Kadey as well 


introduced into all other divisions where village comnittees are in­

tended to produce health-related outcomes.
 

in thc Kadey and Mefou as well as
2. 	Evaluation Days should be continued 

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.
 

3. 	The recruitment of itinerant agents from the ranks of nurses-aides
 

should be further examine* by selecting individuals fron several health
 

personnel cadres to fulfill this critical role to systematically mon­

itor differences in performance before making a polic,
 

co munity health
4. 	Nurses-aides should, however, receive basic training ii 


and cormunity organization skills as part of the nurse:,-aide schocl's
 

curriculum, xiven tnat this cadre of health personnel works most consis­

tently at the village level.
 

5. 	Village cormmitteos 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 leader­

ship patterns, competing priorities from harvest, and multi-ethnicity
 

must be considered in community organization work.
 

6. Other "pilot" health centers in additional divisions should be estab­
lished to continue the steady and systematic extension of community 

oriented primary health care rather than a fragmentary and superficial 

attempt to cover an entire region or country at once. 

Training
 

7. 	The trainers guide, developed through PTHE, should be further tested and 
expanded in the field by the MOH Training and Continuing Education Service 

to develup training plans with specific objectives for each level of
 
health personnel.
 

8. 	Training of supervisory personnel such as the heads of health centers 
should include community diagnosis and needs assessment techniques as 

skills they thnselves must understand in order to sufficiently support 
the 	responsibilities of outreach workers.
 

i 



9. 	 Diffusionof 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. 	 MOHI should designate a qualified trainer to wor!t with nursing schools'
 

directors and faculties to design feasible field training programs for
 

each school.
 

12. 	 The Training and Continuing Education 7e'vice of the :11iC should follow­
up the specific requests from the Assistant Nursing Schools in Abong-
Mbang and Xbalmayo, OCEAC, CUSS, CESSI, AND MIISAF, and MINAGRI for 
technicial assi:tance in organizing basic training for their students. 

School Health Education 

13. 	 Further exr-nrimen tation should be carried with the Teacher's Guide in 
both the :)1,)L .i :2: ic:sr and outsde. Any distribution of the Guide 
must bo :ic,_:.p:mncd by orier?.$:t _o2 sej...n. 

14. Difus i )f P- c),MJonellt 1;hould becore a major re­)I' h01h 
sponsibility of ;he e:;tabliohed :..CH-MINEDUC :;ub-commission to carefully 
select additionil pilot ,;chools1 in other areas of thc country where re­
lations between the com.unity rersonnel are willing to collaborate to 
support school health e'Jucatlon activities. 

'v:te Halth CareFuture Dcvelo-..mnt A' ::'fort by the 'rlmar " ieaC 
and Community rDv'e 1orernlt 

potcntial 'hat not bcen tapped--the rural co­15. 	 A structure exiLstj who:;,, 
operatives (SOCOODER, CEN1ADEC, "CCOOPlED). By their charters they 
financed !oc,t lUtcm,11nty project: throm,:h a :'ind fed by ,ocoa or, coffee 
sales. Contats at all levels, but, .,c.. ly divisional Lu:l and 
down, should be made to ,nco rage u:s of co--op und:j for community 
health projects, such an stocking viIlKige pharmac es. 

16. 	 Concert,. of!rIo't'i to in t roduco i now approac hI muint. l'ocu1 tralnlng on 
the roles of the up:er cadr,,i of' por:;onnel 'ir:it to :ftrtgth'Ien their 
orlentation and abilllty to suppurt the worik -oer:-sonnol under thoir 

Stupe vi:; ion and t1,- act lvi ti,; unier the ir ,tI.'1.-d i ct lIn. 

17. 	 T,j '1O1 mu:t eibt:abli h c lite:,:n lnd I ucent 2.ye for phy:nIclan.n aind 
nursu:i to recIve public h'oalth tralinin :uch that a step-by-.t,!p re­
place"ment of clinical npeciallsts can occur at th, mininterial Divi:1ion 
Head levol to onnure hi~i levol .upport for coimunity oriented primary 
health care. 

ti
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Chapter I 

tINTRODUCTION 

1.1 Backgrund 

On October 27, 1975, a meeting was called and presided by the Cameroon 
Ministry or Health (MO0H) to finalize the Practical Training in Health Educa­
tion (ME11) Project Pa'per. Twenty-two representatives or the propose donor 
agencies for the Projwct attended (NON, U35kw, NICEF0 Peace Corps, WHO, 
Canadian Internationul Development Asaistamc-CIDA University Center for 
Health Scecs-U3 and Coordiua~ng Agency for 6; Fight Against Eicemic 
Diseases in Cetral Atrica-CEAC) * In December 1976, the final version 
of the Project Paper was distributed by the USAZD/Taoude Chief of the Health 
Nutrition, and Population Office (10110). The 11113 Project Agreement betwoen 
USAnh and the Oovenuent of the United Republic of Cameroon (01330) was signed 
on July 11, 1977. The University of North Carolina (1311), School of Public 
Health's Department of Heslth Education was contracted in June 1978 to Pro­
vide four years of technical assistance to the Project, and field operations 
began in Saptember 1978. 

The PTHE Project represented the MRl's concerted effort to expeand health 
education activities to the, entire population, ad espealy thoe living
in rural areas., To accomplish this, the lIOH needed person: el trained at every 
level, from the individual village to the national service,i who would be able 
to implement speific strategies anm methods of health education which were 
comnity oriented in focu and development oriented in practce. 

The P1113 Project operated as a part of the day-to-day activities of 
the 2401 under the Division of' Prevetiv Medicine. The PTHE Project team 
was composed of' three 1311 professional health education specialists and thre 
MOHl ministerial level health professionals who were based in Ywaoid to mni­
tiats and monitor all Project related activities in the field. The 11113 teem 
members weret 

IMOH Director or Prevtentive Medicine PTHB Project Director 
1311 Clinical Assistant Professor 11113 Chief of Party
UNC1 Clinical Assistant Professor PIKE Training 1TcW&ican 
MOHt Staf Memiber of Training and 

Continuing Education Service 11113 Counterpart for Training
UNC1 11113 Ccainity OrganizationClinical Assistant Professor 

Technician
 
MOH Assistant Chief of Htealth
 

Education Service P111 amwtrpat for Coemunity
 

4 
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Technical and administrative support to the PTHE field team were pro­

vided by the UNC home base team in Chapel Hill who were full-time 
university
 

faculty and staff members. Their positions and percentage of time commit­

ment with PTHE were the following:
 

Project Coordinator 20%
 

Associate Project Coordinator 14%
 

Assistant Project Coordinator 100%
 
100%
Administrative Officer 


The four year collaboration among the MOH, USAID, and UNC 
has been
 

described, analyzed, and documented in an extensive final report written
 

This is a summary of that report prepared for the USAID Mission
by UNC. 

The intent of the summary report is
 to the United Republic of Cameroon. 


to share the findings and recommendations resulting from the 
PTHE Project
 

to the final report more complete
with a wider audience. Reference is made 


and detailed information.
 

1.? Objectives of the ?THE Project
 

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

by rural populations. Two

development activities identified and undertaken 

basic health education principles are implied in this goal statement. 
The
 

first is that community people are capable and willing to find 
solutions to
 

The second principle
oroblems they themselves believe to have high priority. 


is the aim of health - dication is to assist communities to meet the needs
 

in the healthiest ,;a-- possible.
 

to achieve the project goal,
To operationalize these principles and 


would develop and imlement a nationally coordinated practical 
health


PTHE 
the rural popula­responds to the no-Is of
education training syster wnich 

the

tion in the Kadey and 1e. u Divisions. For the essential barrier to 


realization ot' improved health status had seldom been the lack of technical
 

the cost associated with the application
knowledge among health workers or 

it nad rested with the problems health workers
of this knowleige. Rather, 


effective means for (1) transmitting this knowledge
.had had in identil'yi:g 
in a meaningful way to populations at risk, and (2) stimulating and support­

in solving community health problems.
ing organized, informed citizen action 

a community organizationThe Project would raise health issues within 


and development frainework in which program outputs iere grafted ontL the
 

neds experienced by the people themselves. Citizen action,motives and 
source

rath?r than initiatives imposed by external sources, was the prime 

of change. Thi's approach would require an understanding on the part of 

the health worker of the values and beliefs of the people they serve, par­
issues and their attitudes
ticularly as these relate to specific health 

toward change. Threfore, intensive a id systematic in-service training
 

in the field was needed to redefine their roles toward
of health workers 
of primary health care. Health personnela more communlty-oricntW practice 

with suporvinlor, and t-raining renponibilities also needed additional train­
of acti­

ing to provid, th, critical oupport to health wc rkers whose focus 
officials with decision­vities have boen redirected. C,,ntral level hoal1' 


oaking and policy-making rosponibilitios needed to participate in training
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as well to coordinate and guide the direction of pre-service and 
in-service
 

training occurring in training institutions and in the field. To accomplish
 

these Project ends, a three-tiered system of training had been designed and
 

implemented:
 

A. THE VILLAGE LEVEL
 

Village Committees--The formation of village committees as a result
 
Through these committees, vil­of community organization efforts. 


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 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 or­

ganizer.
 

Other Services--In-service training of other agency personnel
 

working towards co niuniry development at the village level, e.g.,
 

teachers, agricultural extnsion workers, sanitarians, social
 

welfare agents, etc.
 

B. THE INSTITUTIONAL LEVEL
 

In-service training of faculty from hoalth.training institutions
 

(particularly those in Bertoua and Yaounde).
 

Field training for CUSS-CESSI and other health training institu­

tions students.
 

C. THE NIATIONAL LEVEL 

Establishment of a visual aids production center.
 

Establishment of a national coordinating committee composed of re­

presentatives from other ministries and collaborating agencies to
 

the Ministry of Health concerning the
act as an advisory body to 

development of the PTHE Project.
 

Provision of seminars or conferences at least once a year.
 

Provision of scholarships for further training abroad in health educa­

tion.
 

These three levels were integrated with one another consistently using
 

central themes throughout all training activities and focusing on specific
 



skills needed for the effective functioning of each level of personnel (see
 
Chapter 2). All related agency workers from other ministries were included
 
in PTHE training sessions to promote greater collaboration. The PTHE Project
 
assumed that the community development can only be realized through the in­

tegration of all services and resources available to villagers. The MOH be­
lieved that health personnel could effectively act as initiators and coordina­

tors of this integration through the application of practical health educa­
tion strategies and methods.
 

Expected PTHE Project outputs to be used as objectively verifiable in­
dicators of project achievement in the pilot areas of the Kadey and Mefou
 
Districts are 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
 
implemen;ing programs of health education in 16 health centers by
 
June 1982.
 

Training material3 and design developed and utilized by PTHE in four
 
MOH in-service training programs by June 1982.
 

25 workers from other services trained, of which at least 8 utilize
 
training to unzertake 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
 
Project, 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 for 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 meaningful way to populations at risk
 
and stimulating and supporting organized informed citizen 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 of health, its relative
 
priority in their lives, and the roles they saw themselves playing in
 
health promotion projects.
 

Community diagnosis was our essential phase in the development of 

operational plans for each village. As defined in PTHE, community diag­
nosis was as much a learning experience for the professional as it was for 
the villager. In addition to the collection of information on population, 
age, number of households, and identification of important persons, the 
community diagnosis was designed to provide the itinerant agent with know­
ledge of patterns of community cooperation and collective action within 
the community. It was.considered essential to analyze the social struc­
tures of the village, its leadership patter'ns ano networks of communica­
tion as well as the dynamics of intra-community cooperation and conflict.
 
An undeLstanding of a village's past successes and failures in collective
 
action was enccuraged in that collecting a natura] history of such events
 
would often identify influential persons and provide insight into patterns
 
of cooperation and conflict.
 

Thus, the community diagnosis was a particularly important method
 
for health workers to implement. As an unobtrusive technique for under­
standing how a community functions, it was perceived 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 t.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 points and tasks selected by various villagers would
 
be varied.
 

6 
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According to the original strategy, needs would be determined through
 

interactions among villagers and in concert with the itinerant agent, tech­

nical resource persons, and others who might 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-reliance were
 

viewed as being of greater importance than the actual tasks selected as a
 

village's first work project because eventual success of the model would
 

be dependent on the community's ability to organize, work cooperatively,
 

define tasks, carry out objectives, use technical resources in planning,
 

and mobilize broader participation. Carrying out these tasks with as high
 

a degree of local autonomy as practical rather than having tasks assigned
 

by staff workers was perceived as the best approach for achieving project
 

objectives. 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 village people, health workers,
 
school teachers, agricultural agents, government administrators, and others
 

able to contribute to health promotion.
 

Villagers, itinerant agents, health center staff, and other front-line
 

workers were very responsive to the application of community organi7ation
 
The numerous requests from village
strategies in primary health care. 


leaders and health center heads to be included -n PTHE Project activities
 

during the fourth year provide strong evidence for the level of enthusiasm
 
the viability of ccmmunity organization
generated. Empirical results on 


strategies and mvthods for eliciting health-related coaununity participation
 

and action are presented in Section 3.1.
 

2.2 Health Center Staff Development
 

With a health cervice dcrinated at the ministerial level by physicians
 

(clinical specialists--rather than public health specialists), health centers
 

in Cameroon had an orientation toward delivery of services that in important
 

respects conflicted with the notion that communities and their "lay" leader­

ohip 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 as those of health professionals.
 

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

(ii) Itinerant Agent Role
 

This is the critical central role in the community development approach
 

to primary health care delivery because front-line community organization
 

work is the direct responsibility of the itinerant agent. Expressed simply,
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it was specified that the itinerant agent would be responsible for the set­

ting up of local "health" committees that would address the priority issues 

identified by the villagers themselves. Thus, the role requires competen­

cies firstly in the social skills of community organization; secondly, in 

the elements of health such as communicable disease control, nutrition, in­

fant care; and thirdly, in tht 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) A, 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 group. In this way, the community leader­

ship will be stLimulated 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
 

it were, but which rather invests effort where there
villages equal time as 

is more likelihood of early movement and some success, going later to other
 

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

(ii)Health Center Role
 

The first role of health cente-r staff would be to substantively enhance
 
aeast crude epidemi­the community organization component by conducting at 


ological analyses of intake to delineate:
 

(1) Major and most frequent conditions presented for treatment and
 

in which villages serious conditions appear to be endemic, and 
which villages are not seeking care. This would provide itine­
rant agents with information relevant to priority health problems 

of various villages and, of course, those that are not using 
services.
 

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


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

The second role of health center staff wouid be to substantively en­
hance clinical and MOH goals by involving the more deliberate and systema­
tic inclusion of behavioral, social, and cultural factors elicited in
 
patient histories. The information would provide the basis on which health
 
education and care may be proved.
 

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

Such activities as these, however, require further understanding and
 
competencies ot clinical personnel contorning 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 health center activities was well-received by 
the personnel who wcre 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 tiu:ie and existing resources more effec­
tively and efficaenLly. 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 providing care-ir 
incentives and additional skills to meet the realities of their situation 
in the field.
 

The in-service training needs of health center staff were assussed by
 
?THE prior to the development of each Project-sponsored training activity.
 
During 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 arid the practice of com­

by health workers to bemunity-oriented primary health care were perceived 
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 rest of the country. Thii involved, among other things, close atten­
ti6n tc the roles of counterparts to the project technicians and assuring 
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that key personnel at all levels are acquiring continuously improved know­

ledge and experience in the nature, principle, application, and effects of
 

community organization.
 

Role of Health 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 divfsion 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 health center' level.
 

-Be constantly working to integrate PTHE principles and practice
 

into the overall work of his own Directorate which is particu­
larly appropriate to the use of community organization as a
 

are 
currently operating. 
major component in developing more effective programs than 

-Ensure that the Health Education Service is as closely involved as
 

possible since it would seem that responsibility for PTHE post­

contract continuance and diffusion should be assigned to this
 

service.
 

-Ensure through the Ccordinating Committee that appropriate min­

istries, pa-t"cularly A-riculture and Education, be as actively
 

involved in progran 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. Solid cooperation and support 
are needed at this level, most especially in the area of personnel and ma­

terial; i.e., ensuring adequate staffing and supplies in the PTHE pilot 

divisions.
 

Role of Health Personnel at Divisional 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 between health center
 
personnel operations and the provincial and ministerial level. Therefore,
 
the closest and most careful supervision, support and monitoring needed to
 

be conducted at this level. For this reason, the Chief of Preventive Med­

icine and his assistant were officially named PTHE coordinator and super­

visor, respectively, in their divisons.
 

Almost all of the health personnel placed in key Project related super­

visory positions are clinical specialists, particularly those at the minis­

terial level. 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 preventive medicine to the itinerant agents, were often con­

fused by the mixed messages they were receiving from the ministerial levels,
 
who emphasized outputs, and from the Project technicians, who emphasized
 

process outcomes. For those health workers who grew committed to the applica­

tion of' the community organization process in ensuring village participation
 
and action, the perceived lack of support from high level decision-makers
 

was even more frustrating. The inability to adequately respond to village
 

leaders and health center staff initiating requests to participate in PTHE
 

activities was truly a missed opportunity for Project expansion and dif­
fusion.
 

In the final analysis, a strong support and supervision system was
 

not developed during the life of the Project.
 

2.4 Integrated Health and Community Development
 

PTHE envisioned involving senior and mid-level personnel from other
 

Ministries In scheduled training activities in-country as well as inter­
nationally. It was felt that Ministries whose ongoing operations might
 

be easily expanded to include health promotion would provide special op­

portunities for achievement of Project goals with but limited additional
 
input from PTHE. The Ministries of Education and Agriculture seemed es­
pecially appropriate for this type of cooperation. Curriculum development
 
in educational institutions responsible for training teachers, nurses,
 

agricultural agents, physicians and sanitarians was especially emphasized
 
as a Project priority. Graduates of these institutions, it was reasoned,
 
would soon be in service throughout the nation and many of them would be
 
involved in developi.,ent activity.
 

Therefore, the Project established an Interministerial Coordinating
 

Committee to participate in the development of PTHE policy as well as to
 

integrate and reinforce the efforts of various front line workers responsible
 
for development at the village level. Approximately forty representatives
 

of all these services and agencies attended the bi-annual meetings. To a
 
large extent, this numerous membership was its undoing as a technical
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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. Nonetheless, the full potential of cooperative ventures was not
 
personnelrealized due in part to the MOH tendency toward choosing its own 

numbers of participants.when decisions were made in regard to 
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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 organized inTl- alth 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 lA's trained and fielded with transportation).
 

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

-160 villa-s wcrkirn. re ilarly with itinerant agents (Revised log 
frane: 2"0' VEC' of ;hich 30". are rated a: active). 

Despite this constraint, the divisions were fairly well covered terri­
torially--32 out of 41 -roupements in the Vefou and all ten of the cantons 
in the Kadey had at least one health committee among their villages, with 
245 villages contacted during the life of the Project covering a popula­

tion of over 50,000 (Mefou: 130 villages, 20,500 inhabitants; Kadey: 115 
villages, 32,800 inhabitant:). The extent of field work was greater than 
could normally be expectu from such a small number of itinerant agents. 

Activity levels i'or health comm.ittees and participating villages act­
ually surpassed ideal levels based on itinerant agent numbers In the two 
divisions; this was true for five of the seven quarters from July 1980 to 
March 1982 in the Mefou and four of the seven during the name period in the 
Kadey. (Level of activity determined by Quarterly Evaluation report scores.) 
This indicaten that rural population.s in the two divisons wore activly re­
spondinF to corrnunity organization efforts. The goal of 1PTHE--"to increase 
the number of health-related development activitien identified and carried 
out by rural populations"--was well served. For levels of activity, undif­
ferentiated for quality and process, performance was quite good. 

V11C activitie rang,;d from npring improvement:) and pit latrino con­
struction to comnunity clean-up days to organization of family pharmaciens 
to nutrition education to creation of village food markets. Moan scores,
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again fromi the Quarterly Evaluation reports, for VHQ's in' the Mefou and 
*. Kadey. saw net changes of +2'for the Kadey and .+ for the Mefou during the 

period July 1980 toMrh1982. 'An increase'of two points'~in the mean 
score could indicate one additional village-level project or!committee 
Lgr quarter.* While field efforts never' achieved the resultot 80 f A' 
earning "active" status, it should be noted that in order' to be considered 
active, a 'IHC, in addition to completing a' process of community diagnosis

* . 

and needs assessment, and creating a committee structureal would'meet re­
gularly and undertake and/or complete health-related projects in every 
quarterly period of its existence. 

ti 7 .While~'-Pobemrole3 ere-nevr a kin ainitati ely -nd 
field performance was actually quite good, field workers continued to work 

at the Dir­under dit'ficult conditions with little effective MOH support 
wasectorate level. Logistical support for supervisor and itinerant work 

often lacking. But ?THE has succeeded in making MOH officials aware of 
community organization as a health education strategy, and flUE is now seen 
as a precursor to the National Program of Primary Health Care. 

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

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

But much more flexibility in community -organization workc is necessary 
for 	village level programs--and this can be effectively promoted through 
refresher courses for both field workers and supervisors. It is the function 
of a 	health committee which is sought, ani"Sot merely the form. Experiment 
tion 	should continue with structures adapted to local conditions. Thus 
pressure for numbers of committees should be restrained. Amore accurate 
gaUge Of progres swould be the number of villages taking up health-related 
activities, 

3.2 	 In-Service Training 

The In-Service Training component of rTH consisted of in-service train­
ing 	for health personnel, technical assistance to MOH service and assistance 
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(Mean scores for thedivisions rose to 36 and 36.7 respectively.scores. 

A comparison of- health center performance betweenTarget score was 45,) 


PTHE centers and those of 'neighboring divisions (based on a health center
 
by head nurses and doctors in early 1982) revealedinventory completed 

mean scores for PTHE centers, both instatistically significantly higher 

.omnnity ac tion scores -and, inoverallperformance -'- PTHEEcenters generally,
 

outs . de of the health center.offered awider range of service both inside and 
(Mean scores: Kadey 1 50, Loin et Dierei '61.-Mefou &51, Nyong et So-Nyong 
et Mfoumou 1:35; out of a maximum, score of 7. 

?THE centers outperformed control centers without having benefited from 
were no better stocked in drugsincreased material inputs: PTHE centers 

the control facilities in theiror equipment, nor more fully staffed, than 
respective provinces. 

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

A product of this component, and potentially a major contribution to 
MOH training activities, is a Trainer's Guide developed during the four 
years of the Project. It is now available, in French and in English, from 
MOH for use by personnel involved in training and continuing education. 
The guide is set in order according to a step by step process of organiz­
ing a continuing education seminar i.e. the technical, logistical and admin­
istrative preparation of a seminar. Its principal section consists of 56 
training activities covering eleven major community health topics; nearly 

wereall of these activities have been tested during the ?THE Project, and 
designed or adapted for use in Cameroon. 

3.3 Pro-Service Training 

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

Faculty Students 

cuss 
CESSI 
ENISFAX 
BIRTOUA 
OCEAC 

NURSING SCHOOL 

0 
0 
6 
7 
0 

160 
72 
0 

12 
200 

TOTAL 7 264 

#7 from Cameroon, 13 from Gabon, People's Republic of 
Congo, and C.A.R. 
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-three graduating classes of CUSS/CESSI participated in practical
 
training in PTHE sites.(Revised log frame: two graduating classes
 
of CUSS/CESSI)
 

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

-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
 
sem-inars 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 comunity-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 PTHE health centers, students gained knowledge and skills needed 
to initiate and support comr-unity action strateges. Classroom/seminar par­
ticiation enabled aculty and :tudento to eview, 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 Xefou division center.; 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 Kadey (where Bertoua nursing school would also benefit).
 

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

3.4 Primary School 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
service training) 
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-Ateacher Is guide to health education in primary schools 
was developed
 

teacher's guide developed by June
 and tested. (Revised log frame: 


1982)
 

pursue the objectives of this component effectively, 
an
 

In order to 


Interministerial (MOH/MINEDUC) Sub-Commission for 
Primary School Health
 

Eaucation was created in January 1980 and functioned 
throughout the develop­

ment of the PTHE program. This Sub-Commission established goals and objec­

(both general objec­
tives for health education at the primary school 

level 


tiv~s and specific ones for grade levels) and generated 
a framework of themes
 

Rather than writing lesson.
 out of which lesson plans could be developed. 


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,
 

then edited into a single teacher's
 two sets of them (Mefou and Kadey) were 

guide by an editorial board made up of Sub-Commission members and a represen­

tative of the MINEDUC National Inspectorate. 

tested in ten pilot
During the academic year 1981/82, the guide was 

Teachers and directors of these
(five in each division).
primary schools 


schools had attended orientation sessions organized 
by PTHE to introduce
 

guides and to demonstrate the active instructional methods promoted by
the 

the guide. Two methods of evaluation were utilized during the 

test period-­

one of them being observation sheets for classroom 
lessons taken from the
 

guide (completed by local evaluation teams made up 
of health personnel, in­

structors, and village health committee representatives), 
the other being
 

for pupil health attitudes and knowledge.
 a pre-test/post-test instruent 

Secarato tcz-s' for CE (4hIV' And -'nourth -ades) and C7 (fifth and sixth 

grades) were administered with the following test 
results: 

of Correct Responses on a Health Question-
Difference between means 


naire administered to 3rd, 4th, 5th, and 6th grade students.
 

Kadey Division
 

Number
 

Test of Classes Mean SD t-Value df 

Pre- 11 278.81 105.95 
-3.97 10 

Post- 11 318.27 123.61 

Mefou Division
 

Number
 
SD t-Value df
Test of Classes Mean 


306.61 77.67
Pre- 13 

-5.41 a 12 

330.38 81.70
Post- 13 


aSignificant at the .005 level for one-tailed test.
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Results, from a single year of instruction, are impressive. Beyond this
 

index of success, other developments point out the very positive effects
 

of this program. A National Conference on Health Education in Schools was
 

organized jointly by MOH/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 sessions
 

of 30 to 45 minutes by grade level) encouraged the MINEDUC Commission on
 

National Reform of Primary Education to adopt a similar program as the
 

national standard.
 

This component of PTHE demonstrated the rich possibilities of inter­

ministerial efforts in the domain of public health; MOH/MINEDUC collabor­

ation was effective from village primary school 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 deliery of large stocks of material and the presence of 

two PC A-V specialists, the A-V producticn center never became functional 

during the li'e of rne Froject. A projected date of late October 1982 has 

been given fir completion of renovation work on the HES office block which 

will eventually house the center. 

Once the center is functional, it is recommended that (1) results
 

from a survey of A-V needs and preference done at the May 1982 PTHE sem­

inar be taken into consideration for establishing priorities of nroduc­

tion, and (2) that the Primary School Health Education program be a primary
 

focus for A-V production, with subjects taken from the experimenta.l Teacher's
 

Guide.
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CONCLUSION
 

The Project has shown that a major barrier to the success of com­
munity oriented primary heal th care delivery rests in the seemingly
 
simplistic technical approach which depends cn 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 co stimulate and encourage ccllective and
 
individual behavior change? 

It was clear to UNC and to those in the :IOH who originally designed
 
PTHE that in spite of differences in beliefs, habits, and behaviors found 
among various human societies, there are indeed generic principles that 
when rig-orously an sensitively applied will in time produce health bene­
ficial chan , it as fw't cr kna.n thaL insights gained from the ?THE 
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 conditions of each 
local situation. 

It was the task of' PTHIE to transmit these selected generic princi­
ples of development and behavior change to the people of two areas of a 
nation. This was acccnplished, 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 enthusiasm was high and the number of requests initiated 
by villag' 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 PTEIE was unable to achieve. 
Fran all indications the major barrier was that high level decision 
makers in the MOH cn whom the Project depended never clearly understood 
the theories and principles of community organization and health educa­
tion. In the final analysis PTHE should have begun field operations by 
focusing on this levcl o' personnel through more intensive and specially 
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designed training efforts to ensure the degree of orientation and can­
mitment needed from them. 

We also know that organizational boundarius within and between gov­

ernment agencies coupled with those of international donor agencies can 

often become 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 develorenent. Very significant lessons have been learned from the 

PTHE experience in terms of personnel management, financial managenent, 
"rnd ccxmunicaticn ,,tructure as important factors in the development pro­

cess. In-depth analysis of how they influenced the process and direction 
of the Project is discujsd 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 efforts. 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 effectiveness of exizting primary health care 

efforts within the Ministry. We did not discover a formula for universal 
success nor do .;e believe that there is likely to be one which would re­
main successful without continuous modification to meet the demands of 

ehaning economic and 3.=ial 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 in
 

1934 by John B. Grant, the pioneer of conmunity-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 interven­

tion of health personnel. 

The more usual approach of stimulating and educatirg populations at
 

risk to adopt more health promotive behaviors was not producing results
 

which corresponded to the level of hunan 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
 

knowledge and skills onto the daily life experiences and priorities of the 

people they served.
 

For the Government of the United Republic of Cameroon (GURC), the 

PTHE Project represented a concerted effort to expend health education 

activities to its rural population by re-orienting the work uf Ministry of 

Health (MOH) personnel at all levels. To accomplish this health irkers 

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 arid development oriented in 

practice. -1­
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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 pcoject's findings, analysis, and
 

interpretation are discussed in assessing the degree to which PTHE ful­

filled its original intent in terms of process and ultimate outcomes. 

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 from 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 objectives were met, and by proposing specific
 

recommendations based on the findings. This 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 inter3st 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 assessed in retrospect as to the degree to which they
 

were- correct. 
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1.1 continued
 

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 components 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 complex 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

sis of the multifacited roles and responsibilities are presented by 

administrative units, while the major management areas of communication, 

personnel, and finance, are presented as separate sub-sections. 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 development. 

Finally, Chapter 5 offer's specific recommendations to the MOH in 

terms of the continuation and diffusion of certain PTHE Project stra­

tegies and methods. This final report signifies the end of the pilot 

phase and the beginning of full national progtam planning by khe MOH
 

in Cameroon.
 



1.1 continued 

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 particular 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, documents, 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, gtography, 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 

methods for making well-informed decisions about which PTHE strategies 

and methods can be effectively diffused, under what conditions, and how. 



1.2 continued
 

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 available, to explore plausible explanations 

for the differences observed. 

Unanticipated outcomes, both positive and negative, are also included 

in the analysis of PTHE strategies and methods. With any pilot project
 

as intensive in activity and extensive in time as PTHE, unintended side
 

effects will undoubtedly occur. More often than not, an analysis of un­

anticipated benefits or barriers can provide valuable 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 preventive 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 development 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.
 



1.2 	continued 

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
 

Some were ones that could be managed through educationand prac­by PTHE. 


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 inzrease the number of health­

by rural por­related development activities identified and undertaken 

ulations. Two basic health education principles are implied in this 

goal statement. The first is that community people are capable and 

willing to find soluticns to 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 operationalize these principles and to achieve the project
 

goal, PTIIE would dev,2lop and implement a nationally co,'dinated prac­

tical health ,ducatlon training system which re:sponds to the needs of 

the rural population in the Iadey 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 

re3ted with tht, problems health workers had had in identifying effrc­

tive means for (1) tran:nmitting this knowledge in a ineaningful way to 

populations at risk, and (2) stimulating and supporting organized, 

informed citizen action in solving community health problems. 



2.1 continued
 

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 primaryheal th care. 

Health personnel with supervisory and training responsibilities also
 

needed additional 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 Eroject ends, a three-tiered system 

of training had been designed and implemented: 

1. THE VILLAGE LEVEL:
 

Village Committees 

- The formation of village co.mittees 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 anphasis 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 into­

grate health education and health promotion into health service 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 training 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 health personnel could effectively act as initiators and co­

ordinators of this integration through the application of practical health
 

education strategies and methods. 



2.1 continued
 

The use of the Kadey and Mefou Districts as pilot areas for the 

Project was a conscious strategy for diffusion. That is, the selection 

of two 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 the 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 

university faculty and staff members. Their positions and percentage 

of time commitment with PTHE were the following: 
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Project Coordinator 20% 

Associate Project Coordinator 14% 

Assistant 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 equally applicable to similar programs in developing as
 

well as developed countries of the world.
 

treatment and prevention of the main communicable
Success in the 


diseases and other health problems of rural Cameroon is to a considerable,
 

indeed criti'al, degree dependent on the extent to which the people them­

selves, by their cwn initiative and health promotion behaviors in their 

This would include the extent to which tney themselvesdaily private lives. 


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 and feeding, following more balanced diets, use me­

dical care cervcies more discriminantly, and use professional advice and
 

services with respect to pregnancy and delivery.
 

Thus, while services thanselves have a technology to deliver,(e.g.,
 

immunization or medical care),and while clinical personnel may attempt to 

educate and persuade those who do use such services, those clients repre­

sent only a part of the population at risk or in need. Moreover, rich
 

advice tends to be effective primarily where it rcla%es to a more or less
 

client and is likely to have little effect
immediate sense of urgency by t',e 


on daily preventive life-styles and behavior. For example, daily habits of
 

personal hygiene, of infant f-eding, or of local environmental management 

are notoriously insusceptible to persuasion attempts which arc 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 personnel 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 by combining with the mass media a 

variety of didactic teaching methods with small groups of people. Both 

mass media and didactic teaching, as well as the more efficacious group 

discussion methods, all of which attempt to reach as many of the intended 

beneficiaries as possible, have a definite place in health programs. 

However, they simply do not ccme up to expectations if they are not com­

pnents 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 is socialized during growth 

and development to particular beliefs, perceptions, interpretations, daily
 

life-styles, and ways of coping with normative living problems and dealing 

with health and survival issues. The community also provides for its 

membership, beyond more irznediate kin and non-kin networks, a broader sup­

port system that ex(rts in numerous ways a continuing influence that 

favors compliance with existing life-styles rather than innovation, and 

that ensures security and stability rather than change. 



2.2 Project Assumptions
 

The major influences upon stability and change 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. Even within kin-group or­

ganization itself, decision-making roles of the members (father, mother,
 

grandparents, uncles and aunts, etc.) 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 motivation and capacity to deviate from community 
norms is very limited, and especially if persuasion comes from an out­

sider.
 

b) the focus is primarily or exclusively on teaching the people 

at large what are commonly culturally alien ideas and practices generated 

by "external" health workers. 

c) 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 mainstay 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 a3 a social system (not simply a popu­

lation or aggregate) needs to be seen as a particularly important unit
 

of practice in which the arpropriate 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
 

assume responsibility for all those aspects in which the behavior and
 

efforts or the people themselves are essential for program success. 



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 also 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 interests and those factors which appear to be beyond the
 

control of the project management team. For evaluating the degree of manage­

rial control, it is necessary to examine the original planning assumptions
 

about the role of external factcrs and to validate the hypothesized relation­

zh...p between 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 approaches. Secondly, the logical framework 

methodology offers no guidance for examining the process of change with regard 

to eouity and the recipients of benefits, such as access to resources, comm­

unity participation in decision-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

lemwareas, 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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ject management in terms of expected inputs from the various donor agencies,
 

and GURC institutions, and of the validity 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 strategies 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 tile 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 detail in the following sub-sections. 

While the revised logical framework was a marked improvement for project
 

management, the methodology continued to be inappropriate to the technical
 

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 strategies 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 weaknesse3 of the original and 

revised logical frameworks for ?THE 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 (see appendix). With the exception
 

of precise detail 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 assistance contract would be signed with UNC in June 1978 and the PTHE
 

field operations would begin in Septetaber 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 realtionship between certain 

riasures of achievement and their stated means for verification.They were never 

addressed until the mid-project evaluation Aras 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 longer available. UNICEF began retreating from its 

original input of 200 motorcycles, 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 tw years.
 

The revised version is unquestionably a more precise and realistic
 

project planning and evaluation tool. It does not, however, overcome the in­

herent limitations of its methodology as discussed earlier. The following dis­

cussion focuses on the modifications made and the rationale behind them. Chap­

ter three of this final report refers only to the revised 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 is to be measured in behavorial terms.
 

Thus, attainment of the revised project goal, "to increase the number of health­

related development activities identified and undertaken by rural populations" 

would be measured by the degree to which the "village leadership organizes 

to implement progTams for health improvement according to local priorities" 

and the degree to which "villagers increase the use of specific public servicos 

within the Mini-tries 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 limit­

ed to those which are accessible and contain the information needed.
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Project Purpose
 

The originally stated purpose of PTHE "to develop and implament a nation­

ally coordinated practical health education training system which responds
 

to the needs of rural populations in the efou 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 organizations 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 system;
 

2. PTHE methods (n,.-ds assessment, planning, training, design, 

active participation, team w rk, trainee follow-up) are 

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 means of verification listed for the purpose level in the original
 

framework had included what appeared to be indicators of-ratherthan methods
 

to -verifying, i.e., "systtn of reporting and planning between participating
 

bodies" and "health and other sectors workers planning village projects to­

http:indicat.rs


2.3 Continued 
gether." Additionally, it was rot clear as to which indicator was to be veri­
fied by which means. The revision explicitly matched each means of verification 
to its corresponding indicator, and spoifically cited the documents and the 

methods to be used. 

Outputs
 

The only major modification made in the narrative statement of outputs 

expected from PTHE was the addition of an "audio-visual workshop, constructed, 

equipped, and operatioi.al in Yaounde." Minor changes consisted of attaching 
such terms as "effective" and "expended" to make a o"3litive distinction about 

expected outputs. 

it was, how-aver, in revining the magnitude of outputs a- obec tivel-, 

verifiabe i.d:a:r2 whicahid the mo "ime e:ner./. diff­U,.uirec an~d The 
iculty wan not question of the need for molification, becaux the NOi, UNC, and 
USAID all ao-ced that the orig1nal nu.'bers were overly ambitious. Rather, the 

problem was arriving at quantiriabh outputs which would be reali. tic, given 
the resources and conditions available, so that quality of output. woubl not 

be comproriined; yet would be ccnvincinFg ruwnbers ror dr'-mritrating the 

potential c.iaEitude of oenefits to be received I't'cm Uhe PTHE n t,*jie-n and 
methods. Untimately, agree.ent wa3 reached, and the revi:ed fi "Ires explain­are 

ed below:
 

() 40 itinerant iaents trained and in the field with t,.ns or trans­

portation by June 19.2 

The original cut,;ut w.- 120 field l,-vt(, worker.n which w:,i not cnly 

overly arbitious , hut quitl netirly impo.i ebl ( vl thl niunb or.. r 
gov, nmcnt ., ieupt-, centrs, healthho.pl)'a dev, ih:l th .trd ,+c.:nent.,ry 

centers in the .adsy ii!d NX-Cou )iviaa nau ccrbi ihd (34) and thc very 

limited pool or hi.ilt! personnl it, tha field from which to choose, 

the HOH! would only bo 4blo to aisw± at tho mAximim to PTIIE one it­

http:operatioi.al
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inerant agent per elementary health penter, one per devbloped health 

center, and two per hospital - for a total of forty field level 

health workers.
 

Additionally, the UNICEF contribution of 200 motorcycles earmarked
 

for 120 itinerant agents had been drastically reduced to 20. Thus, given 

the obvious need for transportation in performing outreach activities,
 

the number of field workers had to more realistically respond to the 

number of motorcycles available. 

(ii) 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 townis, 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 over time needed to be considered. Based on collect­

ive experience and insight, the 	decision was to set a maximum of six 

and of these one could expect 80% tocommittees per iti,. ant agent, 

be active (for which a rating scale had been established). Given 40
 

itinerant agents to be trained by PTHE, the total number of committee3
 

would be 240. 

These two indicators of an effective program of village health comm­

ittees implemcnted in the Kadey and Mefou would be verified through a 

review of the MOH Health Education Service Reports, the Project's own 

three month evaluation reports, monthly reports from itinerant agents 

themselves, and through regular site visits. 

(iii) 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, but it was re*worded 

to indicate that the focus of work for health personnel and Peace 

Corps volunteers would be the development of health educati,.l programs 

for the health facilities thenselves which would support the outreach
 

program for itinerant agents. 

Peace Corps volunteers were intentionally included in this particu­

lar output because their role in PTHE had been redefined as a result 

of the mid-project evaluation. Initially, volunteers were to work as
 

counterparts to itinerant agents. However, the responsibility of
 

community organization proved to be problematic cross-culttrally 

and is discussed in detail in Section 4.5. The MOH, UNC, and Peace 

Corps strongly supported the mid-project evaluation recommendation 

that the vounteer be seen as a member of the health center to ass­

ist personnel in organizing health education activities and hyg­

iene projects in the helath center or schools, and to serve as a
 

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

(iv) Training materials and desi is 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 indicator- of an effective 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 wor< 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 Coprs volunteers. 
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(vi) 2 Graduating classes of CUSS and CESSI will have completed
 

field training in PTHE sites by June 1982
 

(vii) 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 revised logical framework. This partic­

ular output combined three outputs from the origina] version which 

had anticipated separate training programs for OCEAC mid-level 

workers, CUSS otudentz, and ENISFAY students and faculty. 

The corresponding i.dicators originally set at 100 OCEAC mid-level 

nurses, 400 CUSS students, and 10 ENISFAY faculty were based on ass­

umptions made in 1975 which were no longer valid in 1978.OCEAC had
 

converted from training 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 students, 20 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 students per month of the academic year, but never did. 

It had also been anticipated that the ENISFAY faculty would attend
 

five-day seminars offered by PTHE on an annual basis, but internal
 

difficulties between the MOH and ENISFAY prevented faculty from
 

par ticipating.
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Given these conditions, it was necessary to decrease the level of
 

output and state it in terms of classes rather than in numbers of 

students. The realities of national attrition,reduced resources 

from WHO, and other unanticipated but probable changes within the
 

training institutions themselves warranted less rigidly stated
 

outputs. 

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

training by June 1982. 

(x) 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 (340 teachers 

and the Kadey (171 teachers). iad been expected that PTHE wculd 

conduct in-service training for them on a regular basis throughout
 

the life of the Project. However, 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-service 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 fi.eld and key MINEDUC officials in
 

Yaounde.
 

(xi) Workshop constructed by tkcember 1980
 

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

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

1 Cameroonian Artist
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(xiii) Management System within the Health Education Service in place, 

including proceedures fbr processing 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 .'i 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 donor agencies. The logical framework was revised to 

accurately reflect .-hat zculd be expectc-d in terms of personnel, equipmtznt, 

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 preater detail to reduce ambiguity and the possibil­

ity of conflicting expectations. 
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According to 	 the original, strategy needs would be determined through 
interactions among villagers and'in4 concert with the itinerant age>nti, tech­
nical resource persons,' and others who might help ~a village explore its pot­
ential 'for health promotion. The only cosrit niindwere~that the 

,betask actually,selected achievable within a rea~onable time frame, and 
that it be related to health. 	 ~4 

It was envisioned that needs assessments would serve the dual' pu~rpose 
of expanding options for the community while being cognizant of the value 
of' encouraging a process that enables village people to selec~t talk3 of their 
own choosing 	 through an orderly approach for assessing needs from the per­
spective of their cultural value system and history,
 

The development of ekilla essential to enhancing selt-reliance were 
viewed as being of greater importance than the actual tasks selected1 as a 
village's first work projbct because eventual success a the model would 

.* tarblenngtersucsathvilgcaalys 	 pephathwkr,be dependent on the community's ability to organize, work cooperatively, 
define tasks, carry out objectives,, Use technical resources in planning, and 

'4-44i!! mobilize broader participation. Carrying out theaei tasks with as high a de­
>4	 gree of local autonomy as practical rather than having tasks assigned by 

staff workers was perceived as the best approach for achieving project ob­
jectives. 

The village health committee or other designated village groups able 
to carry out the tasks ot technical knowledge enhancement and who could 

* conduct cooperative health related development activities would become the 
'4.+4++ 	 . . . .... .; # '+++je. --444-4,:4++44>- e*>S . , 42- *- ++ ++44-++, ++;- -'< 	 . .124- < <j ++school teachers, agricultural-- ' >4-;74<++++agents, -++,government4>...+. , .. +++++.4 2 .administrators$4.+i::42+24-'4+<.4,4--..4-+;++;4343443.y-4>4-444:+.i::++j4and others>'>4~4444-431'A. 4 44424<4,, ' > '': A 	 b4-4.4 « 44- .4*>4><A>'44+44 	4 4.able to contribute to health promotion. 

+++ 
4444>44' -++4,"-i;++:+;+,++ 
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b. 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 Laying the necessary groundwork with local 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 service objectives and indeed to facilitate the dev­

elopment of village leadership rather than assume the leadership oneself. 

With a health servicc: dominated at the ministerial level by physic­

ians (clinical specialists - - - rather than public health specialists),
 

health centers in Cameroon were likely to have orientation toward delivery
 

of services that In important respects conflict with the notion that comm­

unities and their "lay" leadership might have significant contributions 

to make to program and imploucntation. Outreach workers failed to under­

stand that in the fiold the views of the communities, if only for very 

practical purposes, need to be treated with at least the same respect as 

those of health professionals. 

The stafr 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 only night it Ce extraordinarily difficult to graft an external model
 

(the health committee), onto existing indeginous village organizations and
 

self-help modes, but the sanitation and water issues might, more often than
 

not, simply not be priorities, even health priorities, in the eyes of the
 

villagers themselves.
 

If the purpose 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 existing 

organizations concerned with community development established by another 

ministry (such as agriculture) or private agency (such as Save The Child­

ren) onto whose present activities, more specifically health-related probl­

ems, could be Crafted. Even if health committees as such in numerous vill­

ages secmed mov'e appropriate, ther,- would remain the important task of sec­
uring the interest and irvolvement of local leadership that would first need 

to be identificd, and secondly, would need the credibility and influence 



-32­

2.4 Continued
 

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 health service
 

viewpoint, it might frequently be necessary to secure the trust and goodwill
 

ofthe villagers as well as to provide them with preliminary experience in
 

successful problem-solving in addressing health-related issues nearer to the 

priorities feLt by the villagers themselves. These might, for example, in­

clude such felt needs as first aid expertise in dealing with injuries as in­

fant survival and health, or al: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 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 relovant infor­

mation for use in community organization such an the frequency with which 

certain illnesses and conditions are diagnosed and in which villages.
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3) an ability to establish-acollaborative relationship between the
 

community leadership and clinicians, by encouraging the clinicians to make
 

the health center experience particularly rewarding for this group. In
 

this way, the community lcadership 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 th2 mechanical routine of giving a number of 

villages equal time as it were, but which rather invests effort whure there 

is more likelihood of early meviecnt and some success, going later to
 

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

(Li) -Pealth Conto:" -_-o1,­

the follcwing.he health c,-ntor rol', in .Th mitt be z,:c-on a: having 

main 	 contribution.;: 
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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 should involve the more deliberate and systematic inclusion
 

of behavioral, social, and cultural facto!3 elicited in patient hist­

ories. This information would provide the basis on which health education
 

and care ray be proved.
 

The third contribution of health center staff in providing affect­

ive and intr,.t-iant ,:port to t.-nerant aents .xuld include the full 

involvement and participation of itinerant agents in health center staff 

metingn and pr'gram planning, regular recognition of their achievements, 

supportive supervision as they run into difficutlies, and ensuring the av­

ailability of more sophisticated technical assistance as needed from time
 

to 	 tine. 

Such activities as these, however, require further understanding and
 

competencies of clinical personnel concerning the whole community devel­

opment ntratery, nimple data-analysis and epidemiological methods, and the 

signfircanc,: of sccial and cultural factors in health education.
 

( .ii) Trilnling Md,­
.A:t mrntloned arl r, this i less a training model than it is a 

3tsff d ,-':,-nt :odel. Dtvelopment and training nt,,ategnes, dcte:rninod 

to 4 coniidtdraUdit ,-xttt by the naturn of corrnunity orgnizatio:n work an 

do-cribid nthove, ihould be charactorizod 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 rol'2s. 

(4)Learning experieice a-d workshop groups to include where possible, 
more than I representative of each health center. 

(5) Suoprvircr larnin! to enhance :nupervisoin _-kills. 

(6)Learning -xporience involving front-line wcrkers from all coll­

aborating ministries and agencies. 

(7)Technical ansistance through on-site follow-up of participants. in 
workshops. 

(8)Monitoring of overall health center activities and personnel roles
 

to ensure th; pervasiveness of personnel developnvent aspects 

throughout. 
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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 iswell 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 program _ inot work unless these high management
 

level personnel take the initiative in forcing the paceand do not simply 

assume that al is progressing well,unlesz specific problems are pres­

ented to them fcr joiu,.iun or assistance. To do this adequately, they must 

clearly be committed to the program, backed by a sound knowledge of the
 

princip?.es involved, and of the practical issues and obstacles in imple­

mentatio, and have realistic expectations of the advancement of intermediate
 

and ultimate goals. 

It is particularly important through the whole life of the ?THE Pro­

ject that upper level personnel be continuously concerned and active in 

repsect to laying he foundations for the post-PTHE continuance and its
 

diffusion to the rest of the country. This involves, among other things, 

a close attention to the roles of counterparts to the project technicians 

and to azsuring that ke<y personnel at all levels are acquiring continuous­

lyimproved knowledge and experience in the nature, principle, application, 

and effects of cormnunity or,.'nization. 

To whatever extent the tJIJC field staff has to initiate reporting to 

hig)her manag,.me, levels, ralsing Issues and problems, and bearing the bur­

den of maintaining momontum, pr'ospects for nhort-term, intermediate, and 

cortaInly long-t'orm ire reduced.iuccess 

http:manag,.me
http:princip?.es
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(i) Role of Health Personnel at Divisional Level
 

- the

The expectation would be that divisional level personnel 


divisional Chief of Health Services, and especially 
the Chief of Prev­

would provide an essential link between
 entive Medicine and his assistant ­

health center personnel operatJ 'ns 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 PTlE coordi­

nator and supervisor, respectively, in their divisions. Supervision of
 

(as opposed to hospitals) is the responsibility of the
 health centers 


Chief of Preventive Medicine.
 

Heal'h ?2ronnel at Provincial Level
(ii)Role of 


Provincial 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
 

and
 
Medicine Section Chief, who supervises the divisional section chicfs 


Medicine. Provincial lervel pc-r:onnel
provincial. services of Proventive 


in
 
were not officially Jailled to PTUE poositicn:, given that PTH oper:,tOd 


ono serv­
only one division of their provincs, and principally throuFj 


I!Llth E,:icatlon O',rv!cc (OIS).

ice of Preventive 1Nedicine which w:An the 

ind :;upport are niedod at thin It-vol,
Nevertholes, solid cooporation 

a of and . 1-1tirl ingper nornno1 1 t,:rl I; .. 
most espec all y in the ,ri 

Annuail 2"poL't: Crinm theit- pr-vircial he:ath
adeqt..te 4ta'fing an! :iuppl lt'n. 
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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 serious­

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 contact. with provincial and divisional level per­

sonnel to prepare tham for th, ir ultinate d.visional roles, 

- ensur, that the pilot divisions of the Project in the Mefou and 

Kadey, through thei r rvnp(!ctive hcadqtcar cer personnel, are adequate­
ly performiing their nupervision and support rolen. 

- ensur that evry po.-ibl, r,:ourco -Cai -roonlan, UAID, or other 

intornttioril agticy - b, tapped to ncur, iI-:nd-out-of-country train­

ing and exptrl-ncr (boh nort-tnr-:,nd long.-tr-., including dogreo 

progr.".i frr t-cQi personn-l it .i 1 lvel .s. 

(iv) TrtitrIn. Modtl 

Cloerly tho idval aituation ia ishon the hig',her mana.emont leovel or 
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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 partic.pants
 

in as much personnel development 3nd training activities as possible.
 

Under usual circumstances, the "trainin-," model 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 worlfshops and conferences and in planning and
 

evaluating such activities. 

3) !he provision of literature, consisting of published reports 

of similar developments in other countries, particularly of Africa, 

that would, over the puriod of PTHE, indicate unequivocally to such 

personnel the generally recognized and appropriatnes and feasibility 

of the stratery/. 

4)Encouragem.ent of the writing and publication of articles concern­

ing the Cameroon program; in each case, no matter what the role of 

the UNC otaff in preparation of such publications, the Cameroonian 

participants are the ienior authorn. 

5) Invitation of such personnel, nt every opportunity, to visit and 

"inspect" more nuccensful ex.1mples of community orgnnization at 

local h,?,il h ccnter l v,2l. 

6) Prn.-ur, con::t:ntly for th full.nt postviblo utse of tivailable 

training ronty ( t:;A1D) nhort-and-long-term train-U.. W' provide 


ing, for neproprinto MCI( pr.onncil.
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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, including coutacts 

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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C.Integrated Hat n omnt eeomn
 

-, Ad;p~
The purpose of'this strategy was to integrate and reinforce the 
efforts ot the various tront-line woilcern'Feaponsible foQr the develop. 
ment at the village level. All too often individuals and agencies in­
valved in nation building tend to see their roles in isolation from 
the reality at dynamic interdependence and interaction essential to 
development. Afocus on health was viewed as an element essential to 
the ongoing mission of those ZMinistrits. concerned with development. 
Indeed, many interventions favored by 1m, planners would require 
close collaboration with other Ministries. Some of the activities 
encouraged by TUE would be primarily dependent n the ld11 and 
resources ot other inist ies. Far example, the W=IAO effort in 
promotion at home gardening would be critical to nutrition improvement# 
the collaboration po the HMNEDUC would be essential to the development 
and implementation ot elementary school health prorpams. 

oTHEenvisioned involving senior and aid-level per0annel fram 
other Ministries 'inscheduled training activities in-country as well 
as internationally. It was felt that Ministuies whose ongoing operations 
mht be easily expanded to include health promotion would provide spec. 
ial opportunities tr achievement at projet alms with but Limited 
additional input from PTHS. The Ministries ot Uduoation and Agriculture 
seemed especially appropriate tor thin type of cooperation. (There was 
cooperation from these Ministdesal however, the full. potential ot nuch 
cooperative ventures were not realized due in part to the HOH tendency 
toward choosing its own personnel when choes had to be made in regid 
to numbers of participants.) Currii&4ua development in edwoational inst. 
itutions responsible for training teachers, nurses, apwicultural aents, 

physicians and sanitarians was especially emphasised as a project prior­
ity, GrAduates of these institutions, it was reasoned, would soo be in 
service throughout the nation and many at them would be involved in 
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developmient activity.
 

The notion of taking on additional tasks for which there is no ec­
onomic incentive or other strongly tangible rewardlsnd one in which a
 
ministry other than one's own might receive credit, would seem low
 
priority for agencies already short on human and fiscal resources. Be­
cause of these considerations, in addition to the technical expertise.
 
participants would bring to the Cmmttee, the Coordinating Coimittee
 
was viewed as one that should participate in development of nTIM policy
 
as well as at the technical level. The agencies projected for member.
 
ship were:
 

Ministry of Health other OIJRC 
-Directorate of Preventive Medicine IAR 
Health Education Service Rua Eminowing Service 
Saiaton and Public Hygienor & ice Cmunity Development Service 
Nutrition Service MIEU CUSS 
SpIdeiolo~y Service Directorate of Primary Education 

Menta HealhSerSchoWol Health Service 
SIS~iCCExta-Cuwiculat.Menta Healh Activity Service 

-01rectorsto of Health Services Ministry of Social Affairs 
Sub-Virectorate of Hospital an SoilDelpentSevice 
Rural MedicineRuaAnmtoPrgm 
lAiruing Care Service Miity ofYuhadSor'ts
 

Maternl andCt~S~d of Azimed Forces
HeathiSeviceyMatenalandChid HelthSerice Ministry of Information nad Culture

TraininS and Contimaing 8ducation "wnstry of Planning and loonamic 
 Affairs 
Service Mnsr fAia ubnr

-Directorate of Studies, Planning and ii ofnia d v 
StatiticsMinistry of Territorial Aministration 

-Directorate of Central Adinistration 
-Technical Counselors to Minister 
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International / U.S. Government
 

USAID
 

U.S. Peace Corps
 

OCEAC
 

WHO 

ZAPI - EST
 

UNICEF
 

Dutch Volunteer Service 

Reprosentatives of all these service and agencies were present at
 
one or more of the Coordinating Ccmriittee meotings, and some sent more 
than one delegate. Approximatoly forty members were foreio-i, the Dir­
ector, at th.-, first meeting of the Coordinating Committee, h.-wover, em­
phasized that the Co~rnitt#!e could be oxpanded without obligation, and 
that 4t shuuld be a:; lrge as 1oznible. To a large extent, this3 num­
crous membernhip was its undoing as a technical advisory council (jee 
Section 4.1b). 



Chapter 3 

Outcomes
 

3.1 Village Community Organizationad DevalopmentComponent
 

a.Inputs
 

MI village Comittees
 

Organization of ,village health committees or village health
 
*level 	council; was the principal community organization strategy of 
PTHS. During the life of the Project, itinerant agents and Peace Corps 
Volunteers assigned to eighteen health facilities (9lHefoup 9 icadey) 
worked with a total of over 245 villages at various times;i approximately 
150 of'these villages maintained functional health committees. The 245 
villages represents 130 in the Hefou (20,500 inhabitants) and 115 in 
the Kadey (32,800 inhabitants).*This includes a small number of semi­
urban comuunities.In territorial terms, PTHE field action extended 
to all eight subdivisions of the Mefou (32 out of 41 groupments) and 
to all four subdivisions of the Kadey (10 out of 10 cantons), despite 
a critical shortage of itinerant agents. The nmber of itinerant agents 
inthe field at any given time never surpassed twenty-one* 

Itinerant agents (IA)benefited from ITHN in-service training 
sessions on a regular basis, and were supplied with Susuki, motorcycles 
(20 from UflCI 5 purchased by 1401 in 1981). Initially, 1PCV~s work­
od side by side with lAbs in the village committee program. With the 
arrival of the third and final group of PCY's inmid-1980, a redefinition 
of the ?CV role broadened volunteer participation inhealth center act­
ivities and other commnfty outreach, while the IA's assumed fuller rasp­
onsibility for village health committee organization and development. 

Itshould be said straight away that a large gap between eommaaity 
-organization doctrine and practice manifested in nTS field operations 

was never completely closed. Inmany ways itcould never have been other­
wise.* lU was never given the opportunity to provide basic training 
to IA's * Brief in-service training sessions, and fairly relilar consul­
tations were the only mans by which the chosen flU Gommisity Organ­

* iution strategy and tcehniques could be explained, oeined and accepted 
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June 1980. The PCV lost interest in community organization activities soon
 
thereafter, preferring to work on 
other aspects of PTIIE. The itinerant
 
agent, left to his own, reduced his contact to monthly ones at best in 
the eight villages. During the 1982 MO1 Overall Evaluation of PTIIE, two
 

of these villages were included in the sample for interview; an oppor­
tunity to study villages'attitudee. 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 "comnittee" had­
not returned to meet with thern regularly accompanied these views.
 

By contrast, other co~wJunity organization activities in the Kadey
 
around Nd 16l6 and Biandongou6 followed the proposed methodology 

more closely. After two yearsj )f .econdary contact with a number of 
villages (w.'hil struggling to maintain five health committeesj, four of 
which lacked enthubiJam), thet Ndt 161 team of 2 IA' and a PCV began
 
to respond to invitatiunti from other village-;. A regular prograt. of
 

health education uxe:ingrl was set up, and it fruitful collaboration with 
HINAGRI'a Co:m:inity Development and tle! Organization of LDttch Volunteerr 

(ODV) wan later ,atablihed aa thNe other services targe-Led the *are 

villageu tor hutuinig itrrovCt: nL and co-wtAiLy larm projects. Success 
in the nrighbori ug villa.m hasi revitali.-ed tre of the four old comm­

itteen 

titudon g.uJbW part icipat i Oit I1'IIE. wan ahort. MTe hal th center 
was integratrwl into the tProjct i ti :;,'trz.b-r 1's,4o. After a fairly 

thorixigh Ci>ly wI tihe -c tctor, ct',.:.siiity tiLtt ak-h workh b, .vag it e rn­

at tiitldi.g c laborat tini wit h all 0WV :-xbi .r - 14ternal .nid child 

h, alth ci auu.. Iten coglEt1tli! les * ilt: ludiug a cot fee plantation work-

CAMp, La1e 1phi [rt C0 t(' £t 471 tIhe Gc tor. Of th-ie , [ouir vill4gei 
havo opted , onntaittee structure, the otherd work rIV$l4rly 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 comminity
 

organization process has slowly begun, and action is being taken by
 

villages.
 

Bandongou4 sector borders on the Batouri sector, opened up in
 

late 1979. By mid-1982 differences in relative progress in comaunity
 

organization could not be clearer. Both Nd~ele' 
 and Bandongoue were
 

more open to telinical consultation than Batouri, and participated in
 

the CD/PTIIE (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 Ndl1616
 

or Bandongoue. However, the promise of effective action where sound
 

methods are used 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'n named to the nine sectors, eight hai 
ben involved in the Ua"AID funded PITT/OCEAC Project of 1972-1976 and/or 

the interim USAID/OCEAC Project. here all but three of the. eleven Kaday 
IA have had nurses nide training, only two in the MeLou can say the same. 
Generally older, and generally u,.t in the pattern designat,d during the 
later day* ot PITI-r/ocI'AC, !eloui IA'a wore viuch lens open to innovations 

in methodn . % .I ruittrr of Lact , their wozrk circuit. modif­littlewere 

ied Iro: tie previio~u l',rjct. (The pa k of 19/9 liealt h cowmittceu in 

ihe divinitia.btt're itorcycle accidenta virtally cloned two of the 

D~ctura, wai re'.uhrd in (it! '1-1t1. first quarter of 19,1. It wans claimed 

in tho ITitL 'rojoct l'apoi Ihat 4 1 hralth curni ttee reow.iind from tho 
provioa Project in th' Motxi .) I, 4ll caie. f;v(ou IA'o were Alo 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 com~anity
 

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 seminars 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. 

MO[! difficulty in locating resour.:s to assure the presence of 

IA's as a permanent cadre in health center staffs frstrated PTIIE eff­

orts to develop village outreach workers who were secure about their 

role. Despite this, some real progreuu was made, not just in physical
 

outcomes, but also in the communities' levels of participation and
 

interest in broader comzunity issues.
 

Frequently support problems iften got in the way of progress to­

ward solving field methods and problems. IA's struggled with irregular 

fuel and maintenance service for their motorcycles which were the re­

sponoibil ty of the MOI. Such questions took up valuable time during 

quarterly evaluation dayn. The Health Education Service, responuible 

for comaunity organization activities, was split along lines drawn by 

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

as Project Counterpart) being unconvinced of community organization as 

a health education strategy; he was instead fixed on information dissemin­

ation models. Few others in MOIH, with two notable exceptions, appeared 

to have more than vague ideas 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 fron fully participating in Project activit­

ies.
 

Nevertheless, PiE experience had somewhat changed this situation,
 

and is now seen as a precursor 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 thin same Director of Health Servires (presently
 

Technical Advisor to the Minister of Health). Appreciation of PTHE
 

training and conmxnity organization methods often appeared greater
 

outside the MOl, in MINACRI, the Ministry of Social Affairs, and among
 

territorial administrative authorities of the pilot areas.
 

Through participation in PTiE activities, the Divisional Officers 

of the Kadey and Mefou both became etrong a;upporters of the Project. 

This was leu true of sub-divisional officers who also participated 

less, although the majority could speak knowledgeably of PTIE activi­

ties in their sub-division.n, and sow. could (publicly) present health 

education, village-participaLion-in-promotion-of-health-speeches. On 

the MOll eviluation queationnaire, in answer to "11a the Project con­

tributed to the developtnet of yoir adminititrative unit?", the ladey 

Divisional Officer and his 2nd 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 - "Journ'es de Comites" - became a regular comm­

unity organization activity of PTHE during the second year of the Pro­

ject,(1979-1980). Conceives 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, Committee 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 hygiene); 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 repres­

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 MOl1, greatly reinforced the foundation of PTHE 

activities. These 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 II, April 198U, 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 less festive, more didactic Committee Days. Emphasis was to be
 

less on political mobilization and more on health education and the
 

transfer of appropriate technical skills. Such activities were ready at
 

a formative stage;monthly V11C representative meetings 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 PTIIE input - bringing together several loc­

al services (Cocoa Development Service, Social Affairs Community Develop­

went) in a village for programs and practicl demonstrations of nut­

rition, home economics, and environmental hygiene; one-day village 

seminars were now and again organized during the CESSI/CUSS field 

training. These models demonatarted the viability of such activities. 

Collaboration between Comriinity Development Service and PTHIE, in Nd~l~le 

sector, (1981-1982) also led to similar village level seminars with great­

er emphasis on food production and community gardews/farma. This in 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 first 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 weeks Later. Thus, little action could be taken
 

and the PTHE training funds, controlled by tha OH, were not available
 

for planned activities. Without the MOHI 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 compon­

ent of PTlLE. These quarterly meetings brought together IA's, head nurses,
 

and PCV's from PTUIE centers for discussions of problems encountered, poss­

ible solutions, innovative activities, training events and program
 

planning. Divisional Officers or their representatives often partici­

pated in these meetings, is did Sanitation and Public Hygiene Service
 

field workers and staff. Health center teams workal in groups to dev­

elop quarterly plans for their respective 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. PTIIE quarterly
 

evaluation forms were collected at theae meetings and previous results
 

discussed. As this activity became routine, the renponsibilities for
 

organization and preparation shifted more and more to 
the divisional
 

health officials with PTIIE team personnel offering consultation when
 

needed. Evaluatioln days also received official encouragement from the
 
Minister of Public Health (in early 1981) an an initiative which would
 

serve as 
a model throughout Cameroon fec divisional level supervision. 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 P1tE zones ­
the cleanest villages - with distribdtion of prizes as divi, onal-level
 

ceremonies was an 
attractive idea, especially to the PTHE counterpart for
 
community organization, whr was the driving force behind the early con­
test organizational effert. '11w theoretic.1l underpinnings of such 
a contest 
were, to say the least, weak. [ae change it behlnviors sought by the PTHE 
was not likely to be advanced in any long Lcrm fashion by a single con­
test (as opposed to yearly contesrS through 'UNAMR which aim at crop 

improvement and higher production). !e that ai it may, the Cleanest 
Villge Contest was launched in February of 1980 despite the £act that 
its conception and ministerial support remained tentative.By June 1980 

conditions for eligibility, the judging process, and a propo!axl for
 
prizes were fully defined and circulated with the Director of Preventive
 

Mdeicine'q signature. A scoring system was developed to 
judge both 
villages and individual compounds (see Apperdix D ). IA's beat the drums 

as did divisional level personnel (especially at the Comirtee Days) 
and by September 1980, seven 'iectoru of the Hefou and 
three oi the Kadey
 
were candidates, each one 
pretienting five villages. (competition took
 
place at four levels: between the two divisions for the best average vill­

age score; between sectors within tie divisici for the beat average villa4?e 
score; within sect rm for the beat village scoro; and within village" for 
the b,!tst family compound score.) In Novemn,,-r and Decerber 1980, a jury 
passed in the candidate villajea - fifty villages, with 1,620 cOMpOUnds 
Thin jury was composed of the PTIHE Comunity Orgainiz.atio Techniciian, 

a CUSS-trained #anitaticn technician, aud the AoaiLaat Chief of PrOv­

http:tentative.By
http:theoretic.1l


-54­

3.1 Continued
 

entive Medicine for the respective divisions. For Batouri sector, the
 

jury was accompanied by the assis:ant to the sub-divisional administ­

rative officer. Immediate results were not lacking: of 68 springs in­

spected, 45 had been inproved 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 Director of Preventive Medicine. What remained was to purch­

ase prizes (family pharmacies, construction tools and materials, and
 

household items for sinitation purpoaes for che mo3t part), and to or­

ganize ceremonies for proclanarioii of results and distribution of 

prizes. However, support from th0,. Division of Preventive Medicine 

flagged at this point. The countevpart for cormnunity organization no 

longer ac'ively push,.d for culmination of the contest. D)ates 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. His succe.qsor had little knowledge of, or sympathy for, 
the Contest and initially buried the dusaier. l!ndter mounting pressure 
from various lcvcL,, daiti were finally set for awards ceremonies, and 

prizes were purchased for distribution at the ceremonie= by UNC-CH, with 
the promise of reimbur.sement by o1. The Kadey ceremony in August 1981 
wa. presided by the Secretary General of Eastern Provinece and weo high­

lighted on national radio, a broadcast direct from Batouri. Ii Mefou 
ceremony held in September of 1981 at Mfou had the Director of USAW 

Mission in Yacunde in attendance. 

While all prizes for the Kadtvy wern purchased and distributed, 

those for the Mefou, far from nuntzrrous, were not. Thr bulkier prizes 
(principally at the village level) rewinined to be bought and dnlivered. 
Certificaten aigned by the Secretary General of MOII were dintributed 

to all winners with the promise of speedy subnequent. delivery of prizes. 
This, however, was not the cao. Noe to a minunderstanding ol the part of 
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the Director of Preventive Medicine, purch-.se of the remaining prizes 
was blocked. As the months passed, the disappointment of the winning 
committees slowly turned into suspicions that their prizes had been stolen 
by L's. Angry villagers were .asked to write directly to the Minister of 
Health to voicte their complaint, and in March a delegation of Mefou IA's 
presented the conte2t problems, aring others, to the Mini.;ter and Sec­
retary Ceneral. Prizes were finally purchased in May 1982, 7 months after 
the cert-munies, and distributed in early June. This, needless delay ser­
iously affected IA - Committee relation.hips in these sectors, and cer­
tainly poi;oned the air in Project circles. The Director of Preventive 
Medicine wai publicly criticized by the Minister in an MOH "reunion de
 

concertation" in June 1932 for his interference in the smooth running
of the Conte jt. After initial enthusiasm for the concept, including 
willingness on the part of both divisional ad.ainitrative officers to
 
study poJ.iibilities for future divisional-level contents, the Cleanest
 
Village Contest lost most, if not all, of its advocates for future
 

versions.
 

(v) Other 

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

repairs.
 

http:purch-.se
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b. Outputs
 

(i)Presentation of Methodologies and Measures
 

A n=mber 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 action. 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 .uarterly Evaluation Report
 

form was not institutionalized until the third-quart'er 2--the begin­

ning of the third year of the Project.
 

The community action section of the Quarterly Evaluation Report form 

was desiboned to reflect the extent to which village populations (those with
 

committees and those without) responded to community outreach activities.
 

Specifically, community action category areas 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 health-related projects
 

undertaken and/a completed. The target number of points per village com­

mittee was 45. In other ,ords, if a cIMMittee cemonstrated full achieve­

ment in all of the above categories over the three-month quarter, a point
 

score of 45 would be attained.
 

The second instriment employed to asqess PTHE impact at village level 

was a questionnaire administered to villages, in order to determine villag­

ers' perceptions of their village health committee. A semi-structured 



-57­

3.1 continued
 

interview instrument was developed by an evaluation team composed of MOH,
 

CUSS and UNC members in late 198r, 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 sources, 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 sanitation, maternal and child health, others
 

to be specified).
 

(3)the extent to which the iiinerant agent and/or village health
 

committeo actually improveJ living conditions in the village.
 

(4) the degree of participation of the respondent in health cornittee
 

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 comrrittees, and care
 

was taken to balance the sample with b,.th active and inactive committees.
 

School masters were seen as the best choice of civil servants to administer
 

the interviews; the Divisional School Inspectors were asked to name inter­

viewer candidates, two for each of the ten sectors, based on the following
 

criteria: (a)native speaker of dialect of villages to be 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 orientation 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/UUC).
 

A third evaluation meth1doloy was employed by PTHE to assess the
 
personal 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 Evaluation Report comunity action scores),
 

and Itinerant Agent questionnnaire (see Appendix H) was conceived. Dev­

elopped by UNC/CH and revised by the UNC field office, the questionnaire
 
° 
wa 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) 

frequency of help-giving, both professionally and privately (family, legal, 

religious health advice, etc.), 3) inability to give help due to lack of 

training, lack of time, etc. 4) refer.'al behavior for the same areas 

under help-givine,5) helpseoking behavior for these same areas, 6) social 

status (as reflected in membership in organizations, offices held, etc., 

and 7) work load and ,juccoss rate in Project activities (number of com­

munities served, health committees created and functioning, etc.). 
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3.1 continued 

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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3.1 Continued 

b. Outputs
 

(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 transportation i
 

240 village health committees 136 village health committees 2 

created of which 80% are active created of which 60% 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 I for each division 
for the period 3rd quarter 1980 to lat quarter 1982 (July 1980 to March 1982). 
The target score for a committee wa, get at 45 - a score which indicates 
that tho committee ws: actively demonatrating integraticn of health promo­
tive 	skills and knowledge in their activities. It is clear from Figure 1 

that 	both the Kadey and Mefou improved in mean quarterly scores for the
 
eighteen month period under consideration. Overall both divisions improved 

mean 	 scores with the Mefou demonstrating a net change of nearly five points 
and the Kadey a net change of slightly more than two points, in comparison 
of mean scores frta the 3rd quarter of 1980 and the first quarter of 1982 

(the beginning and cloning quartern 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 point", whereas the Kadey demonstrates l.un variation, with a 
lower limit mean of 33 points and an upper limit man of 35.5 points. 

1Thin total doen not includ, four IA'a who leit PTEII tones , for various 
reasons, during the life of the Project. There were never more than 21 IA'a 
in the field at aniy Vin time. 

2Tin total do,,u not include nine (9) committees in the Mvog AMzAngon
groupementof Mefou which were organized in 1975-1980 but were no longer uonitor­
ad following the incapacity (motorcycle accident) of the IA in February 1981. 
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* 
 ter of 1961 (shortly after the Cleanest Village Contest) and then trailed off 
through each of the succeeding quarters - a net loss of approximately 300 
points. Kadey scores were stable through the third year of flail before rising 
dramatically through the fourth year, surpassing the overall score of the 
Mefou by the third quarter of 1981 - a not gain of 900 points. The dotted lines 
indicate# for each division, the ideal levels of activity; i~e. each IAwith 
six active health commttees, increasing to nine active comittees each after 
three years of nUH operations. 

Results from the Village Population Questionnaire are displayed in 
Table 1.frequency data were collected on nineteen (19) variables, as des­
cribed in section 3.1b (i).Other interview items included originally 
proved to be unuseful for analysis, due to confused and irregular response. 
on four of them. The interview items used can be classified inthe following 
smanrt 

items 1-s: village health comittes activities 
items 6-12t use of health center faciLtes, health education programs 

at centers and the range of subjects discussed 
items 13 4 14: perceptions of health comeittees and itinerant agent 

contribution# to (Wpoved livin conditions 
items 15-191 participation in health commitee activities 

Considered an the idiole, responses to the Village Population Questionnaire 
were quite favorable. Within the Waey division of 100 interviewers, 79X re­
sponded favorably regarding the function of the WO, health center and IA. 
similarly in the Nefou dvision ,6U of 100 interviewess responded favor­
ably. 

41 

~a4 0 * * * 
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3.1 Continued
 

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 responses given by village
 
chiefs, village health committee members and non-members. It should be noted
 
that village chief are not necessarily health committee members and therefore
 
are presented as a separate category of respondent.
 

The instrument described in section 3.1 b(i) was used 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 instruments 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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3.1 continued 
(iii) Discussion of Outcomes and Processes 

Interpretation of the prece ding findings cannot be so simplified 
as to, confine discussion to outcomes i.e- achievement relative to logi-~ 
cal framework targets.* If this were so, Project evaluation would merely 
be 	a matter of counting the number of itinerant agents, and counting the 

number of active and inactive village health committees, and comparing
 
the totals to set goals.* Thia would completely ignore the Goal of the
 

-	 Project to concentrate on a small sub-set of indicators i.e. numerical 
targets. 

rThe target of forty (40) itinerant agents trained and fielded 
was never reached; as -hown in the preceding section, following an 

initial posting (December 1979) of eighteen IA's, the MOH never offi­
cially posted any other. Of the four IA's added to the list of oper­
atives in the Kadey in early 1981, all four were already serving as head 

nurses in their respective health centers, which while being PTHE centers, 
did not have itinerant agents among their staffs. Thus for two years 

Nguelebok and Boubara had no itinerant agents in their sector. It was 
only by this late date - the middle of the third year - that all PTHE 

health centers and hospitals had assigned IA's on their staffs. 

This could not help but affect output; the target of 240 health
 
comrittee at Project end was based on an average workload of six
 
committees/itinerant agent. The actual out - 136 camittees for twenty
 

as (or 145 committees for 21 IAls if the Mvog Amougou sector is in­
cluded) compares favorably with this rate,
 

Fi ire3 8 and 9 depict the number of itinerant agents in the field, 

over time, with the number of village health committees organized over 
the uwne .time period. The flatness of the growth curve for number of health 

. 
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3.1 continued 

committees 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

vices. 

The goal for PTHE - to increase the number of health-related 

development activities identified and carried out by rural populations ­

was well- served by the village health committee program, given the
 

extrane constraint of field worker numbers. This conclusion is supported 

by the findings from Quarterly Evaluaticn Reports and the XCH Evaluaticn 

(village population) questionnaire. Numbers 01 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 action 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 caatinued subsequently, there was instead stagnation and 

slight decline. (This period of stagnation corresponds to the loss of the 

Mvog Amougou sector of M'fou through an IA motorcycle accident/incapacity, 

and to the post - Cleanest Village Contest deterioration of IA - committee 

relations in five of the nine Mefou sectors.) By the second quart(, of 

1981 Mefou IA's were averaging 9 villages (8 conmittees) in their VOrk­

load. Levels in the Kadey rcnained close to the ideal, starting lower, 

but surpassing it during the 4th quarter of 1980 and the 1st quarter of 

1981, and then incr.easing along the ideal growth line through the 4th 

quarter of 1981. This level of activity started off slightly below the
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3.1 continued 

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 ccmmunity 

activities.) By the fourth quarter of 1981 Kadey IA's were averaging 

workloads of more than 8 village each (6. committees). It was expected 

that IA's work with a maximum of six villages at a time during the first 

three years of outreach work. 

Thus for level. of activity, undifferentiated for quality and pro­

cess, performance was quite good - and reflects responsiveness on the 

part of' the rural poFulations in the two divisions. The volume of work 

performed by the IAs is also bpressive. 

UN'C technical azsiotance was m-uch mcre oriented tcward the long 

range goal of PTHE, and it ther-efore sought to strongly enphasize, in 

training and in consultations, the nucesary comranity organization pro­

cesses, and the quality of the outreach work required to effectively 

pursue this goal.. The findings of the evaluation instrum'nt lhed lignt 

on these processes and clarified the progress made at village, areas often 

left in the shadow of the pursuit of quantifiable targets. 

Figure mean community acticn sco:es f7 ' health czaMitteCs, depicts 

relative progress in the two divisions. N;t changes were slightly r.)re 

than +2 for the Kadey and nearly +5 for the M:'ou during the period July 

1980 to March 1982. Nuan committee scores reflect a:tivity levul in the 

Mefou fairly accurately - givcTi that .wrk with comitte,; almost exclusively 

defined IA work in the Mefou. For the Kadey it is a lens accurate }iuge ­

as IAs tended to wofl with a considerable number of village which did not 

choose to ortiflize foinal committueo. 

The peak in the Mefou mean scores (3rd quarter 1981) corresponds to 

the period irnnediately following the PTHE Front-Line Agent 'eminar or May 
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perceived activities of Mefou committees -weekly clean-up days, health 
education sessions, and creation of village or family pharmacie trail be. 
hind. In the Kadey, where IAs were more open to a wider health education 

role (i.e. not strictly a sanitation worker role) committee activities 

were also generally more varied. Positive responses from committee members 

are 80%and above for four of the five questionnaire items, with the vil­

lage/family pharmacy drawing nearly 40%. well ahead of the Mefou~s (appro-

This same trend to a more varied range of committee acti­ximately- 10%. 


vities was al3o clean in the nuber of "other" activities of committees
 

described by 	 respondents.
 

Levels of participation (iten,15'Figure 4 ) also shows differences 
between the two divisions, with levels of participation generally higher 

in the Kadey across thelines of chief, committee member or non-member. 

The sole exception to this is the area of material investment which, once 

aian, might actually reflect the higher levels of personal wealth found 

in the Mefcu. Non-member participation in health committee actitities in 

the Kadey (items 16 -19) are high, and compare favorably with member par­

ticipation in meeting attendance and human investment. (Hygiene inspection 

tench to be the province of committee officers and chiefs.) It is interesting 

to note the distinct difference in these levels from those of the Mefou, 

which lag behind, member participation by a considerable amount. This could 

reflect a number of influences - average village sie being larger in the 

Mefou .. but still lead to a hypothesis that Kadey village health comittees 

were more successful in mobilizing village - wide participation in their 

activities. his is often easier in maller villages and in newer sectors. 

But this may also further underline certain Mefuo IA tendancies toward 

routinization of a circuit of sanitation inspections and health education 

talks aimed at an unchanging core of ieople (members) in the ame village. 
Another study of these health committees in the Wadey, perhaps two years 

from now, could help corroborate some of these preliminary findings. Whtat 

I I" + . +. + i  + : . + ! ,9'. : : . + : 	 , . . . . . ,+ ' + i+ + : i :: 'i+:i : +:i ' 

+ : 
p 	 : ' /' ' : , i . ... " ' :.' ' :i +: : : : ! " ; 
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is obvious from all of this is that villagers in the Kadey were respond­

ing to community organization efforts -- and that Mefou lillagers also 

continued to respond, especially in sectors where methods were innovative 

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

Findings fran the Itinerant Agent questionnaire could have completed 

the image of community organization work and community organization workers 

in PTHE. Lack of predictive value of the findings certainly limits what 

can be said, on the basis of the questionnaire, about recruitment criteria 

for itinerant agcnL. 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 should be carried cut throughout Cameroon, among community de­

velopment and social affairs field worn.ers 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. 
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3.2 Training Component.
 

a. 	Inputs
 

The training component of the PTHE Project consisted of in-service
 

training for health personnel, technical assistance to MOH services, assist­

ance to the Ministries of Agriculture and Social Affairs in organizing con­

tinuing education courses, and practical field training 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 administrative authorities, in Yaounde;
 

-two continuing education courses for heads of subdivisional
 

hospitals and health centers in the Mefou and Kadey Divisions;
 

-orientation sessions in the 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 education courses of health educators
 

and in organi7ing a national 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 Littoral),
 

-technical assistance to the MI'NAGRI 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 rural animators in Betamba;
 

-practical field training for three graduating classes of CUSS
 

and CESSI students.
 



-80­

3.2 continued
 

A trainer's guide for organizing and implementing continuing educa­

tion courses was developed as a result of the Project's training activities.
 

It is presently available from the MOH in both French and English to be used
 

by government personnel involved ith training and continuing education. The
 

first section of the guide describes the planning process in terms of steps
 

to be followed in the technical, logistical, and administrative preparation
 

of a continuing education course or seminar. A separate Laction is given
 

to evaluation and follow-up of training. How to organize and write the
 

final report is also included. The final and largest section of the guide
 

consists of 56 training exercises covering eleven major conunity health
 

topics such as community organization methods, principles and practices of
 

public health education, and maternal and child health. These exercises
 

were specifically desi~ned or adapted for use in Cameroon. 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
 

agencies lie two pilot areas of the Project. Participaticn from the
 

ministerria rovincial, divisional, and local levels included public admin­

istrators, teachers, health educators, health workers, and agricultural
 

extension agents. They were brought together for five days to gain a ful)er
 

understanding of the PTHE approach, with each 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 hold 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 seminar 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 agricultural extension worker's. 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 training methodology used in these seminars also complemented
 

PTHE activities in the field. Seminar leaders and facilitators were predomin­

antly drawn from middle and upper-middle level health personnel from the 

Kadey and Mefou, who support and supervise health center activities. The 

May seminar marked the first time that representatives from other ministries
 

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 use 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-


Throughout the five days anyone could anonymously submit a question
ars. 


or express a concern in writing with the knowledge that ministerial decision
 

makers would then open tle ,qitstion 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. ruperficial 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 v
4.llage.
 

Proceedings from each seminar were compiled, printed, and distri­

buted widely.
 

(ii)Workshops
 

Two hundred forty MOH personnel and 35 Peace Corps Volunteers were
 

trained through 20 continuing education workshops conducted in the Kadey
 

and Mefou Divisons.
 

The training objectives were: 

-to prepare hospital and health center staffs to work as a team 

in carrying out a community health program and to integrate new 

activities into their daily work. 

-to enable chief nurses of health centers and heads of hospitals 

to lead cc,.runity health programs in their health facility. 

To meet the first objective, a two-day workshop was held tn each of
 

the 18 health centers and hospitals involved with ?THE. 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 establislment of staff development activities; im­

proving patient education; developing maternal and child health activities;
 

and techniques for corunity 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 MOI representatives. Due to the very limited amount of time
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available to the provincial and divisional health officials 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 and 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 novel and well received by trainees and trainers alike. 

The experience strengthened the confidence 6f provincial and divisional 

health officials in the training techniques which were new to them as well 

as in the importance of continuing education for lower level personnel. The 

approach of conducting training in the health centers rather than the normal 

sunmoning of trainees to come to headquarters offered the health officials 

a more efficient use of their time and resources. ThaL is, their already 

overstretched budget for transportation logistically limited their ability 

to supervise and support health center personnel. 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 Batouri in November 1980 

and the second took place in Esse in December 1980. The specific aim 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 prenatal and children under
 

five care.
 

Again, trainers were drpwn 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 Development 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 Ii August 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 of the
 

Training Service. After collaboration from UNC field staff for the initial
 

three workshops, she had sole technical and management 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 continuing education workshop for health educators in September
 

1978 and a national health education 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 attention
 

was given to the acquisition of new skills. Consequently, FTHE 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 participation 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 and 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-five 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 1981.
 

(iv) Visiting Scholars
 

Four separate visits 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 UIIC roles. It had been hoped that by 

exposing him to the orientation of the UNC Department of Health Education 

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 Education
 

Service had been a greater barrier than a vehicle for the Project due to
 

his administrative 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 Assistant Chief of the Health Education Service stayed
 

for two days 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, a 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 Freven­

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 was 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 FTHE-related personnel from the
 

MOH and other key ministries was reached. Four arrived in Chapel Hill 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 no prior involvement with ?THE whatsoever, 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,
 

Each was counseled to determine individual programs
and other basic needs. 


of study based on their previous training, present responsibilities and
 

Three who spoke very little English were also auditing a special
interest. 


class in English. Field visits in North Carolina, South Carolina, Arizona,
 

and California had also been arranged for them to observe different community-


Both faculty and graduate students of the
oriented demonstration programs. 
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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 only 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
 

(i) 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.lb(i), the Quarterly Evalu­

ation Report form (see Appendix E) was composed of two sections concerning
 

the Health Center activities section, an attempt was made through this in­

strument to measure health center progress longitudinally through quarterly 

evaluation of specific health center activities. Thece specific areas re­

flect activities deemed pertinent to PTHE goals and objectives in rplation
 

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, (3) 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, etc.). 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 assessment 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 this purpose the Health Center 

Inventory (see Appendix I) was developed by an evaluation team composed of
 

UNC/CUSS/MOH members and prete3ted by UNC/Y and MOH. This instrTent was
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(ii) 	 Findings 

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

training component of PTHE, the following results were achieved: 

Logical Framework 

a. 	160 health workers and 30 


Peace Corps volunteers trained 


and implementing health educa-


tion programs in 16 health 

centers which are rated as 


"active." 

b. 	Training design and material 


developed and used in four 


MOH continuing education 


seminars, 

c. 	25 workers from other service 


trained, of which 8 under-


took health activities by 


June 1982. 


(See 	Tables 2 and 3)
 

Actual Output 

240 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 seminars, two HES
 

seminars. 

92 workers from other service
 

participated in PTHE training
 

sessions, of whom at least 52
 

undertook health activities by
 

June 	1982.
 

These 	 figures are based on participant list from the 76 PTHE sponsored 

training sessions. 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, couinunity develop­

ment agents, agricultural extension agents and social workers. (This 

figure does not include the 19 comunity development agents trained during 

the October 1981 Provincial Community Development seminar in Moundi, 

Eastern Province; while UNC field had strong input in the dcsign and
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operation, the Seminar was sponsored by MINAGRI/CD, and not PTHE).
 

In terms of sheer numbers, the Project had made a significant impact 

in training 82% of the health personnel working in the Kadey and Mefou 

Divisions. Moreover, each health 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 1980
 

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 lower limit mean of 28.2 points and an upper limit mean of 36.7
 

points while the Mefou demonstrated a lower limit mean 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 groupn are displayed
 

in Table 4. The assumption that PTHE health centers would demonstrate
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higher scores than similar matched control groups on the Health Center 

Inventory (HCI). would assume the form: 

HO: u 1 u2 Where: u1 mean HCI scores for PTHE 

Health Centers and u2 mean HCI scores 

H1: U u2 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 = 12) differed significantly from their 

matched control groups (N = 20) at the .01 significance level 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 health centers at a higher level of significance (.01 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
 

test). 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:
 

H0 : '1 ' 2 Where: 

x1 = mean HCI scores for Mefou health 

H1 x x2 centers; 

x2 = mean HCI scores for Kadey health 

centers; 
HO: X3 x4 x3 = mean HCI scores for Mefou control 

health centers; 
x4 = 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.
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b. Outputs
 

(iii) Discussion of Outcomes
 

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
 

same
before returning to peak level during the fourth quarter of the 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
 

regulaily 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
 

- this was clear from the Health Center
creation and use of refuse pits 


inventory questionnaire. The attitude that state health facilities should
 

only be upgraded by state employees blocked much village participation
 

time, health center staff were not generally
in these efforts; at the same 


enthusiastic about doing this work alone. (In theory, construction companies
 

who receive contracts for these facilities are to include pit latrines, if
 

not water catchment 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 centcrs 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 MCII activities the Lom et Djerem mean score was actually slightly
 

better than the Kadey PTHE mean). Staff development activity pushes PTHE mean
 

scores higher (inthe area 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 636, Kadey mean 632); a maximum of 25 was
 

possible for community action (Mefou mean 615, Kadey mean &18) ; thus an overall
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maximum score of 75 (Mefou mean-5l, 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 nurses from the control centers in the MOH evaluation
 

often expressed the desire to be included, with their staffs, in PTHE-type
 

training activities. While statistics are not now available, impressions
 

from supervisors and head nurses would indicate increasing levels of att­

endance at preventive/promotive health center activities (health education,
 

MCH) over time in the Project areas as the quality and number of these activities
 

increased.
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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
 

Chief 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 curriculum, 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 munth-long field practicum. CESSI first-year students alsc are
 

programmed for a month-long field training exercise--and as discussions
 

between PTHE and CUSS begon in 1979, the possibility of combining the CUSS/
 

CESSI field training placements in PTHE centers in the Mefou became 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 southern and
 

western Cameroon (DASP was a large scale public health project which win to
 

have operated in five "zones" of Cameroon). Conditions in these facilities
 

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 resources.
 

It was agreed for PTHE to pL'ovide technical and material support to
 

CUSS and CESSI--technical support in the orientation and supervision of the
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students, material support in C'quiqitian at camping equipment and provision 
af supplementary vehicles and fuel.* (These materials, which became the pro­

perty atf MOH, were later made available for other field training activities.) 
TH prtciatd n hefield -trainingse'ssionsa at January 1980, January/ 

March 1981, and January 1982.* Nine IMefou health facilities C(7-:8 of them fluE 
Centers) each year were selected for field placemient, 

UNC field staff participated in the preliminary orientation sessions 

for CUSS and CESSI students. Achecklist for students to use in planning and 
evaluating their field experience was developed with UNC field assistance. 
Bi-weekly supervision visits to the various health facilities were carried 
out by UNC and CUSS/CESS1 faculty. In1980 and 1982 CUSS and CESSI students 
were tielded simultaneously to the same posts. In 1981 there were separate 
field sessions due to the unusually large fourth year CUSS class.* Exact. 

+ + 

*4 : :I! :i; + /: : ++ U + ! :+! : : ;: /:: : : :++ : ++; ( + :
 

numbers of' CUSS/CES31 students who participated in this training are found 
+ + ! ?++
+++ + - ++ ii + ~ !++; : ++i i 0 4 ++ ++ + ++ +:+ ++ + :i!i ++ s !: + +-o 4+++ii+i++!i~ 

in the Table. 

PTHE participation was greatly appreciated by both students and fac­
ulty, and PTHE training site on the whole provided a wide ramp of training 
opportunities, especially in cocmity outreach work., The CUSS Director of 

Community Medicine Training spoke very favorably of the PTHE role in a 
letter to the Minister. of Health written In 1962. 

OCEAC (Coordinating Organization for the-right against Endemic Diseases in 
Central Africa) 

The Project Paper foresaw "intense" flU participation In OCIAC 
training activities. Until late 1960 OCEAC training consisted of regular 
six-month proram of training for state registered nurses (and at time 
lower-level nurses) proposed by the member country NOH's, Given this 
short duration and the prora's crowded curnioulut MMh participation was 
neither feasible nor solicited. OCEAC students did visit MMU Cantws on 



-105­

3.3 continued
 

on day-long field tours, and once 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 for state registared nurses. An inaugural 

class of 20 students began their study in November 1980; seven of these 

students were Cameroonian, the other being Gabcnese, Congolese, and Ceatral 

African. OCEAC sequested PTHE assistance in their training, and gave full
 

responsibility of the health oducaion component (three weeks of classes)
 

to PTME. Project technicians designcd the component and actually took over 

the class for that period. This component included development of needs 

assessment/communit y diagnosis skills, the planning and organization of health 

education and staff development activities, and field work/demonstrations.
 

OCEAC students responded well to the active training methods and practical 

orientation of the component. PTHE centres in the Mefou were once again
 

un-oed as training sites. The course design and activities are now in the 

OCEAC library.
 

ENTSFAY (Naticnal Nursing and Midwifery 3chool of Yaounde) 

In the i'roject Paper ENISFAY was placed in a very privileged position
 

relative to other, MMOtraining 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 technicians, and mid­

wives. This work plan would have required a radical reorganization of the 

ENISFAY curriculum ind calendar--which never took place.
 

In point of' fact, thin privileged position for ENISFAY reflected the 

particularly positive relationship which existed btween the sub-Director 

at the same time of theof Preventive Medicino and the Director of EIS.AY 

formulation of the Project Paper. A change at the Directorate, which 



-106­

3.3 continued
 

coincided with project start-up in 1978, changed this relationship drasti­

cally. Personal Lntagonism 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 barely existed. Attempts at es­

tablishing working relations failed miserably. PTHE sponsored field train­

ing for ENISFAY students never took place, nor did the yearly five-day PTHE
 

seminars for ENISFAY faculty foreseen by the Project Paper. A small number
 

of EiNISFAY faculty did, however, participate in PTHE seminars in 1978, 1979,
 

and 1.981.
 

In 1981, the National School 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 sanitation 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 field 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 recomnended 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 final 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 (ENISFAYM.
 

Both Bertoua and ENISFAY responded positively, and each designed
 

proposals, with assistance from UNC field technicians, for field training
 

during 1982. In the case of Bertoua, ETHE 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
 

Bertoua and ENISFAY train nurses in two-year programs.
after June 30, 1982. 


Responses from Mbalmayo and Abong-Mbang were received 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 professora 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 three weeks in PTHE health centers of
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the Mefou for their supervised community medicine field practicum. 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 faculty due to obstacles already 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 '979 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 .inApril and June 1981. 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 eventually initiate and support community par­

ticipation and L..tion strategies among health workers under their jurisdic­

tion. The field practicum in FTHE training sites provided the indispensable
 

field experience to complement classroom discussions of community medicine
 

in fourth year CUSS and first year CESSI programs, 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 INSTITOTIONS PARTICIPATING
 

IN PTHE PROJECT TRAINING FROM SEPTEMBER 1978 - June 1982
 

Faculty Students 

CUSS 0 160 

CESSI 0 72 

ENISFAY 6 0 

BERTOUA NURSING SCHOOL 1 12 

OCEAC 0 20* 

TOTAL 7 264 

*7 were from Cameroon and 13 were from Gabon, Congo, and Central
 

African Republic.
 



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 orientation 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 t'edicine 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 19e0 confirmed opinions expressed in the first meeting--that 

health education was not given sufficient time in the weekly 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 subjcct was called Hygiene et morale, slotted for l-l' 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 committees 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 5km 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 uf health and educa­

tion personnel as well as a representative cf the local health committee.
 

To facilitate 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-January 1981. The choice of 

organization of the synthesis work was an unfortunate one. The Chief 

of Health Education Service 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 expanded committee.
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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 began 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 distribution. 

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 members participa­

ting. The guide was presented and discussed, a model les.on 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 National Conference in School Health Education, organized jointly 

by MOH and MINEDUC in Yaounde in late February 1982, the teacher's 

guide was well-received. The Minister of Education spoke favorably 

of the guide and its testing in a Cameroon Tribune interview d,,ring 

the conference. A set of recommendations concerning health education 

in schools are part of the final 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 each teacher of the pilot 

schools to 238 CE students in the Kadey and Mefou Divisions. At the 5th 

and 6th grade levels the pre-post instrument was composed of 30 true­

false questions (23 behavioral, 7 attitudinal) administered by each
 

toaL:,er of pilot schools to 315 CM students in the Kadey and Mefou 

Division.
 



-116­

3.4 continued
 

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 (ifmore 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 alphabetical 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 resppnd to both the
 

pre- and post-questionnaires, thereby providing greater 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 schuol health questionnaires as was one other 

class which failed to administer the post-questionnaire. Thus, 24 

classes of approximately 20 students each were administered the pre­

and post-questionnairc-i 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 oft the pre-and post­

questionnaires, analyses were performed to determine the significance
 

of a positive increase in mean correct response (using .05 as the level
 

of statistical significance). Thus, the test of hypotheses would
 

assume the form:
 

Ho: ul"U 2 where uI = mean correct responses to 

the pre-questionnaire 

Hl: ul.U 2 u2 = 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 divifdons (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 locatd in smri-urban districts 

within the Kadey and Mefou division, respectively. Scmi-urban areas 

would perhap:; provide a larger population of 31,;Jents exposed to 

promotive health attitudes and behavior than in poorer, less well­

educated rural areas.
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results from this study could be construed as being spurious and not
 

resulting from the treatment effect of the school heLa.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 constraiits 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 aho 

be carried by those students receiving the program to their homes, 

thus extending the effect of the PTHE school 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 meeting and the experimental pro­

gram, timetable, and lessons were thoroughly discussed. 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/hygiene would no 

longer be combined with civics in the curriculum. The classes would 

be devoted entirely to health 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 production of a pupil's
 

text to complete the teacher's guide? Nonetheless, the level of en­

thusiasm among primary school teachers, studew s, parents and MINEDUC 

officials remain very high. The fjture of the national Sub-Corission, 

created out of PThE, will be cleaver once the final report of the 

National School Health Education Conferer,ce in published, and its 

recommendations officially reviewed by the Minist-ies of' Health and of
 

Education recpcctively.
 

The development of this teacher's guide for health education in
 

primary school benefitted from solid and steady collaboration betwecn 

MOH and MINEDUC per-sonnel from field level up to mini.t(..rjal level 

and zignified the first time for these two rrini:tries to work together. 

The process also rscce:nfully integrated input,. from MOH!, MINEDUC, 

USAID, Peace Corps 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 collaboration suffered slightly, however, was in 
the area of linkage between the school program and the community or­

gaiization efforts in Project zones. ,idespread, firmly established
 

attitudes 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, ratier than between village committee 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/operational terms was un­

warraited confidence in the roles of local PTA's as catalysts toward
 

effective linkae between schools and health coimittees, due to in­

terlocking PTA-health committee membership. PTA's (Associations des 
parents d'elev.s) are not officially recogized by MINEDUC. Their 

roles and functions this are not well defined and vary widely. In
 

addition, PTA's in the Kadey and Mefoi remain generally at a very low
 

lavel of development. Given this state of affairs, it is clear why
 

links were not easily established.
 

Beyond this, IA's, especially in the Mofou, were rarely comfor­

table with school health aspects of their work load due to sensitivi­

ties concerning their own low levoIs of formal education. Most gave 

school health a relatively low priority or where possible handcd re­

apondibility for it over to PCV'a. Nurnon aide., generally, wore moro 
intorosted and more effective among the IA's in this role. 
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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 again, 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 staffs 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 a 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 1980 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, two A-V specialist volunteers worked
 

with PTHE and HES: from April 1978-Mal' 1980 and from April 1981-June 1982.
 

Both worked on receiving and cataloguing materials sent by USAID for the
 

center, and in addition provided other services to HES as needs 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 revised log frame--an A-V specialist and an artist/desiner-­

were never filled by the MO1 counterparts during his term of service and
 

became one of the reasons for which he chose not to extend despite his
 

earlier intentions to do so. After some months of search, a second PCV 

was recruited as a replacoment. lie also remained without counterpart for 

ton months. In February 1982, four, unskilled clerks were recruitd by MOI 

as trainees for the A-V center. Thio numter dwindledand assigne( to lIES, 

to two by April, and the ICV was given responsibility for their training. 

11owover, the PCV terminated his service in Jun, 19U2 because of chronically 

poor relations with the Chief of 1IE.3 and his own pe:,.,imism invol'4ing pro­

spects that the A-V center would become functonal before the end of his 
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In short, he felt that he could not effectively serve in
tour of service. 


his assigned capacity.
 

Much of the frustration was due to the slow progress in implementa-


As
tion by MOH which was interpreted by some persons as lack of support. 


finally devised, the MOH plan for housing the A-V center was to build a
 

small office on land adjacent to the HES in order to free-up space in the
 

HES building occupied by the Sanitation and Public Hygience Service. With
 

the departure of the Sanitation Service, the HES block would then be rieno­

vated along the lines of a dark room and wilk-screening facilities, library 

This office building wasand cataloguing rooms, and storage for materials. 

completed in mid-1981 and shortly thereafter occupied by Sanitation and
 

Maternal and Child Health Services. However, upon completion of construc­

the contractor balked at beginning renovationstion of the new building, 


of the HES block, claiming that the renovations were not in the construc-


Thus, in late 1981 another
tion contract and thus not included in his bid. 


needed and
call for bids on the renovation work was made. More funds were 


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
 

A projected date of late October 1982 for completion was given.
center. 


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 early 1979, materials began arriving in Douala from 

USA._D--photographic equipment (film, paper, enlarger, camoras, dark room 

equipment), nilk-ncrecning equipment, ponter paper, and art materials-­

to be traui:ported by MOH to Yaounde. By ,_arly 1981, all materials to be
 

tbin: original order had arrived in Douala, thu.- accounting for the
sent in 

bulk of the .9!3,O00 material/equipment line in the PTHE budget. Unfortun­

ately, duo to delays caused by the paperwork process of getting the materials 
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out 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 Douala. 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. 

A list
Silk-screen dyes had dried out while still stored in their tins. 


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
 

ornow and again to transport freight from Yaounde airport to MOH, 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 is, however, that from 1978 to 1982 and at this 

writing no A-V center exists. There is no point in speaking of its func­

tioning. While per-sonnel have been recruited for the center, they are 

poster was produced by uning 

unskilled, and presently no longer have someone to train them. Obviously, 

no management system has been developed for the A-V center, and only one 

the PCV the materials 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 Assisbance 

To assist the MOH in implementing the goals and objectives of ?THE, 
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 )rovided 
133 months 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 (PROAG) 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. Tho Peace Corps had already placed 5 volunteers in the 

Kadey as early as March 1977 and by March 1978 the Peace Corps had placed 
12 volunteers at their posts. UNICEF had its motorcycles in the 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 no 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 regarding 

the Project, it never in point of fact, functioned effectively in that role. 

USAID was represented on the commiLtee, and it was initially expected that 

the Committee would be the mechanisn through which USAID technical input 

to the MOH would be trannitted. 

This rather formal and indirect line of communication could never 

have sufficiently responded to Project needs. As the Minister of Health's 

designated ropresuntative in the Project, it was the Project Director who 
was the direct link between the Minister, the Project, 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 comnunication 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 policy - was painfully clear during the USAID/MOH negotia­
tions in April 1980 concerning logical framework modifications and admin­

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 the 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:t con­
tacts. A better under:tanding of USAID policy by Project Directors would 
have azsured a more workable and productive grantor/grantee relationship 
between USAID and Toject Directorate as well as between USAID and MOH, 

wherein directives would noi Lave so often seemed arbitary, unilateral,
 

and unexpected. 

Mid Project Evaluation 

The reo:ponnibility of conducting the mid-project evaluation was that 
of USAID/W (AFR/DR) and was coordinated 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 coZlaborated 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 prior to the project mid-point and used 

data that was at most 12 months old. However, the timing of Lhe ev.!uta­

tion seemed appropriate, in that it left the MOH, UNC and USAID with a
 

generous amount of time with which to implement many of the evaluation 

recommendations.
 

UNC was satisfied that the evaluation was thorough and impartial. 

Its summary of recocrunendations is presented in the Appendix. 

Following the evaluation, USAID followed some reco:runenklations by 

amending the UNC contract so that the UNC technicians wore no lonper 

responsible for the accounting of the MOH administercd training funds: 

the USAID/Y Project Manager a:j3zi(d that responsibility. USAID also 

assiied a project manager who rt !nained at post for the final two years 

of the project. USAID aL:,o requeotod UNC to initiate the recommended 

socio-anthxopological stu ly of the Kadey. However, the recommendation 

to reviso the logical framework and to amend the project apyrament accord­

ingly 	was n;t followed. 

(ii) USAID Adminintrative Rolo & Responsioiliti,, 

There wore three U'AID offices involved with the Project throughout 

iti exist.ancto. They wre : 

-Office of' Health, r:utriLion, and P'opotlatlcii/Yaoundo 
K,'y ',':o;un--Project MUlwzgr 

-Officu, of Dovelopmit RHu. ourc's fur'Africa, Waunhington, D.C. 
Key Peroii--TTechnical Monitor 

-Offico of Contra1 Contrztct:, Ronlyn,
Koy Person--Con trnc Ling 'AT icor 

Virginia 
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The P.P. allocates a limited administrative role to USAID. Overall, 
administrative responsibility was to be with the MOH Project Director al­

A-"hough -UNC -was expected-to --provido --3trong'rmanagement, -and,adminI3 trative-1---­
skills in support of the OH in project administration. UNCO however, was 
charged with being responsible to UISAI for on-going daily project manage­
nent. Other than limited logistical support to UNO, USAID had no fora­
lized administrative responsibilities. 

USAID's administrative role was nonetheless quite strong throughout 
much of the project, and was particularly strong during the project's start­
up period. The USAID Mission Director in Yaounde was highly supportive, 
and quite innovative during the early difficult months of the Project de­
scribed below, 

On May 16, 1978, there was a pre-contract conference in Washington, 
D.C., which was attended by campus personnel, tho USAoD/W contracting 
officer, and the USAID/W Technical Monitor. USAID told UNC that a budget 
of $1,900,000 had been authorized for the UNC contract and requested UNC 
to submit a coat proposal. UNC prepared the cost proposal which was 
accepted by USAID and on June 7, 1978 (iNC was awarded a contract for 
*1.9 million. All three technicians were in Yaounde by July 6, 1978. 
The 	 campus coordinator, arrived in Yaounde on June 27, 1978l and carried 
a copy of the UNO contract. USAID/Y discovered that al2 of the funds ear­
marked for the project had beon erroneously placed in the (iNC contract by 
USAXD/W whereas USAID/Y had intended that approximately 1.4 million would 
be 	 the amount of the (iNC award; approximately .5 million should havs been 
awarded to the Vrantee which was the Ministry of Health. 

At the Project start date, September 1, 1978, the following condi­
tions existed: 

1. 	 The H had a formal apeement with UUMh, but had not received 
its p'pnt. Thus the counterparts to the (NC team could not be, 
officially named. 

I ... 	 . .. . I' . 
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2. UNC had an additional .5 million dollars which, due to the 

wording of the contract, colld not be spent on the activities 

the money was intendei to support. 

3. The UNC field tenum needed to begin project implementation and
 

to spend contract money on the proj=ect expenses. 

4. USAID/Y was initially unwilling tu proceed with the amendment 

proccas, oelieving that USA)/W4 wan somehow in error, and could 

or would correct the mistake immediately. 

5. USAID/W requested UNC to subdit a new cost proposal in October 

1978 for $1.4million. UNC did so within tiko weeks and follow­

ing initial review of the new proposal by U'SAID/W-contracts, 

there was a confer cc i.n Washington which %,asattended by the 

USAID/W To(ch:ical Monitor, the USAID/Y ',issio:, Director, and UNC 

represtnat:iv.s,. The new propc:al was quickly accepted in prin­

cipal, Wat it vis not until March 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
 

USA.D/Y Mission Director necessarily olayed a strong and supportive admin­

geti-;rative role with the prc-ect, wor),.. n ; closoly with all parties to 

the project utdui .iY. 

This earl- involvement by USAID/Y con:,iwed considerably more USAID 

staff time thnn liad been antici,)tcd in the project paper; and resulted 

in USAID's playing a much stronir role hti ii policy and in management 

than had been forseen, at least until tie mid-project evaluation had Ieon 

completed. The early months of the p.'ol, ct saw a rceat deal of conflict 

between the parties, an misit b,- oxncc .:d, whilo negotiations between 

Chapel Hill, Yaounde, and Washington lra,g d on cndlefsly. But while 

there was con( ict, there was also veory cl.:io interaction. T1he renult was 

that three disparate organizations - USAID, UNC, and GURC learned to work 
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together zcrrewhat. 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 first year of the Project and UC's Campus Coordinator, Associate
 

Coordinator, and Adrinistrative Officer visited Yaoundo. UNC's Chief of 

Party wds 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 project reports, and during
 

the project life, AFU/DR's technical monitor was always accessible to 

UNC. He often provided the campus office with useful administrative 

advice, and at all times demonstrated helpful interest and concern over 

project activities. 

The Office of Central Contracts had the .,esponsibility of enforcing
 

USAID regulations. Throughout the project, all requests for travel, con­

sultation, and porsonnol changes required written authorization from this
 

office. This office, like AFR/DR, was usually responjive and helpful to 

UNC's requests, once a clear, mutual underntanding of roles was e:tabl1:hed. 

(iii) Conlnents-


UNC han never, cl, arly undor Stood th reason behinrd the delayn in 

project imp Iomentat 1o1 l s(i:ur:d In the Admin i.trativ ,c:.ct on , ;and so 

without thin ilfornnation it would bt, unrfair to ntat, that thl, dolayt.'d 

impltnkvi,t otrl 1:i oncy on part, of It :ihould,1 a dif I tho ]:;AID. how, ver, 

be under:s tood in tho beg1nning, all or 11rWiE'rjoect funds wlro erroneouSly 

uncluded In tho UNC contract. '1h1,o offct of thin on thfy MU!1 : r,,lionship 

with UAID ha: niot bo ,,valuatod but it did cauno an undue oriount of anph­

aoin onimon7 in th bugiianing. 
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A second USAID deficiency was its staff instability throughout' much 

of the project. During the four years of the project there were three 
Chiefs of HNPO and five Project Managers. The Chief of HNPO, who had 
coordinated the writing of the Project Paper and neotiated the Project 
Agreement, idft Yaounde the month before the field operations began. 
During the first year of the Project, while it was experiencing consider­
able start-up problems, there was no HNPO at all, when leadership was need­
ad the most. rnstead, there were three project managers at that time, one 

* 	 of whom was a state department intern. The HPNO Chiefs and M~anagers each 
had markedly varying perceptions of what the Project was intended to accom­
plish. 

A thirddeficiency was the relationship between USAID and the MH40. 
USAID's daily contact with the Project was through the UNC technicians. 
When USAID did communicate directly with the 14011 Project Director, it was
 
often without prior consultation with the UNC team. As a result, there 
were oiton' isunderstandLngs. 

An example was the question of honoraria and per diem for MOH per. 
sonnel ara other UURC personnel. Honoraria and per diem were occasion­
ally allowed by USAID W were occaLonally not allowed, This particular 
issue was never satisfactorily settled and always appeared to be determined 
by the personal perceptions or the project manager at the moment. Thus, 
the MOH Project Director never appeared to his colleagues to be in very 
much control of the Project, 
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b. Ministry of Health 
Primary responsibility for the PTHE Project could only be assumed 

by MOH, and this isclearly stated in the Project Paper. MOH was to pro­
vide "overall Project directiolvl and "1MOM personne;l for training." In the 
original design, the Minister of Health or a designated representative 
would assume responsibility for the Project .through an interministerial 
Coordinating Comittee composed of representatives of MOH services, other 
ministerial departments, and various agencies involved in PTHE (including 
USAID) * In addition, the Minister was to name a Project Director, respon­
sible for direct supervision of Proje~t staff and activities, and who was 
to serve as President of the Coordinating Committee, 

Behind this, MOH was to provide three technicians to the Project, 
just as there were to be three USAID sponsored technicians from (INC. At 
the Kadey and Metou divisional levels, the Preventive Medicine Section 
Chiefs and their assistants were to,serve as project coordinators and 
supervisors respectively, At field level, the entire corps of health 
personnel in the two divisions were alsorseen asthe HON contribution to 
PTHE, although among health personnel MMl activities were often seen 
excluuiely an the responsibility of itinerant agents. 

In the Project Paper specific responsibilities were defined for the 
Minister, the Coordinating Comittee, and the Project Director,, However, 
no specific responsibilities were ssigned to the others - neither the 
MOH technicians (counterparts), divisional level coordinators aid super 
Visors$ nor itinerant agents. Job descriptions were drafted at various 
times for the latter three functions none of which carried the necssary 

9-te.ootPprsp tcrsosblteswr o~e o h
 
authority to defineroles, and the counterpart role continued to be only 

Se
 

inBrectlydefined by the roles assigned to the UNC field technicians. 

,Specifically then, the Minister of Health (or his designated re­

presented) was to asume overall responsibilityfor establishing policies 
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regarding project activity. The Coordinating Committee was to have the 
major responsibility for advising the Minister on policy matters regarding 
aspects of the PMHE project, and to report, through its president, directly 

to the Minister, The Project Director, a "staff" person designated by the 

inister, was to implement and coordinate the project with direct supervi­
sory responsibility for the technician staff, and serve as president of 
the Coordinating Committee: 

Obviously, not all of the responsibilities or functions were, or 
could be, made explicit in the Project Paper, and implementation brought 

modification of even those made explicit. In the case of management o 

Project funds specifically, the Director of Project, created a post in his 

otffie of financial assistant which was filled by a Ministry or Finance 
personnel. 

As the Project evolved, roles and responsibilities changed in their 

operational expression. The Hinister of Public Health named the Director 

of Preventive Medicine as Project Director in 1978. In early 1979, two OI 
technicians were named " PTHE counterparts-the Assistant Chief of HES for 

community organization, and the Assistant Chief of Training and Continuing 
Education Service for training, No third technician was ever named. Div­

isiona coordinators were named in late 1978. Whle there were itinerant 
agents working In Project areas even before actual Project start-up, they 
were not officially named until December 1979 by ministerial service note. 

Foeal organirams reflect, at best, a desired design of management, 
Supervisory and commuication lines, The specific role descriptions and 
definitions of responsibilities tar little better. Zn operation, the MOH 
technica and administrative roles took very dffersnt forms in contrest to 

the Project Paper design. 

4 
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The role at the Minis ter (or his designated representative)-could 

probably never have been detected from observation at FTM over its four­

year life. In practice, this role became confused with and subsumed in, 

the role of' Project Director. It can be said that over time the Minister 

had exceedingly little direct contact with FTHE--much less an active role 

to play. 

The Coordinating Conuittee, which by consent, was to meet every six 

months subsequent to its first meeting April 28, 1978, finally met but 

three more times during the Project. As it was organized, it was a very 

unwieldy advisory board: there were officially 3540 members representing 

various levels at OURC ministries wa MOH services, as well as associated 

agencies. Often these designated members sent delegates in their place, 
which led to reluctance to discuss policy and extremely cautious behavior 

relative to comitments to PTHE. (Distribution of progress reports well 

in advance of' the meetings seldom met its objective of' reducing present,&­

tions and, increasing informed discussion.) Thus, Coordinating Comittee 

meetings served rather to Inform members of' Project activities, past., 
present, and future.* Very little policy review and reco.indation cam 

out of' the Coordinating Comittees, with the notable exception of' thc 

Prm" School Health Education Sub.Couuission proposed at the a*sond meet-
Ins (December 1979)r. 

In point of' tact, the HOH team-drector and technician scakft-. 

generally viewd the Coordinating C=omittoo as an oncubrmnce, an intru­
$ion on the administration of' the Project Few, if my, members of the 

Coordinating Comittee resented this limiting of their role, and little 
was done to combat the loss of' an active role in PWK policy-madcig, 
Other factors conspired againt regular meetings even on a semi-annal 
basis, and thus, after the third scheduled meeting (May 9, 1980) only 
one other tookc place on September 3p 198M. 
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And so MOH technical and administrative responibilities at central 

level becam strongly concentrated in the Directorate at Preventive Medic­
inse. This in itself would not necessarily have been an unfortunate turn of 
events, but this concentration assured that PTHE# administratively and 
politically within the MOH, would rise or fall with the fortunes of the 
Director of Preventive Medicine-that his relationship to the Minister, 
to other Directors, and to the Preventive Medicine Setion Chiefs, would 
determine his sUCCess in coordinating P11 activities. And this real per. 

sonalization of the management of P113 was several times mapified in the 

perceptions of P11e shared by Iee functionaries outside of the Project. 

This real, and perceived, personalization led to strained relations 
with the Chief of H113 the Director of Health Services, and the Director 

of ENISFAY. The Chief of 111 felt that he was excluded, as in fact he was 

for most of the 4 yars, from P1113 planning, programming and activities, 
and that his assistant, the ccmity orgniati4on counterpart, made little 

effort to inform him of Project operations$ Antepnistic relations with 
the Director oHealth Services and Director of WA se erely limited 
cooperation with such crucial services as Training and Continuing Educa. 
tion (despite the presence of a PTIII counterpart) and Nursing Came, and 
virtually ruled out the ENISFAY component of the PM~f training pro'an 
(as detailed in the original log frame). The chang in Directors in 
March 1961 did little to change the impe of MMH within the HOH t which 
was already well-establisd . 

indeed, despite fairly strong ministerial support, especially follow­
ing the fresidential Cabinet sbuffle of mw444910. PM was uable to benefit 
fully from this support due to the deteriorating Director-Mdister roea­
tionabip. Achange at the Directorate had been rumored since the naming 
of a neo Minister of Health. During the interim the Director beom 
increasingly timid, and PM rarely entered Into his discussions with the 

inister. 

A:r
 

-: ... . ,
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The new Director assumed office in an atmosphere atf criticism of 

his predecessor'a coordination and management of bi-lateral projects. 

Given this state af afofairs, it was not unexpected that he oriented him­
self more towards a role of close monitoring and conservative policy­
making, as Opposed to one of forward-looking dynamism. Unfortunately, at 

that point in the life at PTHe (the second half of its third year), the 
transition to ful URC responsibility for Project continuation and exten­
sion should have been a priority, and as such would have required active 

A partcipation by the Director in innovative PTS policy-mnaking., 

These sam problem recei;d another expression at the level of 

counterparts (MOM techniciamn) The naming of a counterpart for training 
became a theater for struggle betwen the two directorates (Preventive 
Medic=@ and Health Services), as the Training and Continuing Education 
Service is in the Directorate of Health Services, yet it was the Project 
Dirwotor (Preventive Medicibe) who was to propose the technicians. Thus 
In four years three different technicians served us training counterpart, 

In-the case of the community organization counterpart, a different 
set of problems arose, The technician, with a doctorate in public health, 
was not at all convinced of the effectiveness of coinAity organization as 
a health education strategy, and once' nad, functioned rather as the DI 
rector's oeyes in the Project, with doision-making power farand ears" 

beyond the technician's role# He was not ineffective in this role (&I" 
thougt the cowiuity organization, provam suffered for it) given his close 
rlationshp to the Director and Miaister., The changes of 1960 and 196I 
brought an end to this influence and power and by Auust 1961, he formally 
resiuied from PM*E No tocoiia was ever named to replace him, as the 
acceptance of his resignation by the Minister never occured. And so the UHC 
comnity organization technician remained without a counterpart during the 
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his service. In March 1980 a midwife with some public health training, newly 

assigned to HES, was given responsibility for community organization acti­

vities in the Service. In the final analysis, the cou mnity organization 

program of PTHE received very little HOH technical input from central level 

during the fourth year of the Project, a crucial year for assurina contin­

uity and diffusion. 

* At divisional level, MOH technical input and managitent was steadier 

despite changes in personnel, some confusion over roles, and logistical 

problem for supervision. By mid1981, the oadey division had organized 

its own distribution system of monthly allowances for fuel and minor re­

pairs for itinerant agents and PCV's, and &'regular schedule of supervision 
was set up. The reasuignment of the Divisional Project Coordinator in 

January 1982 out of the Project Bone disrupted the supervision schedule, 

which was never re-established. It is worthy of note that a UNICEF-donated 

Land Roveq to be used by the Preventive Medicine Section Chief, beca un­

usable for upervision purposes after a year, and from 1979-1981, the sec. 

tion chief was basically without transportation. A UNICEF motorcycle, do­

nated to the assistant chiep, the Project supervisor, was rarely used for 

supervision purposes while it was in 1ood repair. 

The Mefou faced similar difficulties in logistical term, and no 

regular schedule of supervision was eve" established, Unlike the Kadey, 
the Project supervisor was not gi en a mot*rcycle and a WIIC3 Land Rover, 
promLied in 1978t never tound Its way to Mafou. A well-worn Land Rover 

was assied to the Preventive Medicine Section in late 1981, 
'a-; 
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In both divisions, Prventive Medicine stafr, especially the Project 
coordinator and supervisor, enthusiastically participated in PTHE train-
Ing activities and actively contributed to training designs as their skills 
increased,* Changes in personnel'at divisional level, and the virtual freeze 

* 	 on MTE training activities during the second half of 1984,conspired to 'block 
the steady progress made in decentralizing the design and organization of' 
in-service training activities down to divisional level. The enthusiasm, 
and growing abilities, were not lacking. Afive-day session planned, organ­
ized, and desigried by the Xadey divisional section for late November 1981 
was cancelled at the last minute due to aministrative problems at the pro­

vincial level; the subsequent reaaisement of the Project coordinator made 
rescheduling all but impossible. 

field level 	performance, in technical and management areas, varied 

according to several factors, Performance masures are more thoroughly 

evaluated in Chapter 3. The contributions of CUSS-trained doctors at Essep 
Moumou, and Ndelele were particularly noteworthy, " were the day-to-day 

efforts of the itinerant agents often under difficult physical and admin­
istrative conditions. 

One cannot overemphasize the importance of a solid support system. 

from the field up, for this kind of public health activity. And it is 

indeed in this area that on# finds a regrettable vealm In HOH umnap­
mnt and technical Input. From provinW l level upward support forPM 

field activities was ofton fragmentedj irregular, and poorly articulated. 
The strong mssp of mnsterial support did not filter down, nor did it 

often find material expression. Thi became clear in lack of response to 
expresd needs OW to reports, little or no positive feedmbck on local 
accompli hments, and long delays in following up on promises or material 
or technical suppdrt. Certainly few bureaucracies could receive high 

I+
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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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c.* UNC Field Office/Yaounde
 

Technical and administrative rusponsibilities at the UNC field oafice 

must be viewedtrom two angles--reponibilities toward MOH and ID, as 

stipulated in the Technical Assistance Contract, and toward UN/Chapel Hill, 
as the fotE home base oftice, 

The Technical Assistance Contract specified eight basic activities 
tar UNC; 

(1) 	 Develop an appropriate operational frameowro far the major 

participating agency to plan, carry-out and evaluate the 

practical system at health education activity. 
(2) 	 Develop and implement organizatianal and training proramus 

tor formation and support a village health committees. 

(3) Develop and implement practical training at health education 
at the university level. 

(4) 	 Develop and implemnt an in-service training program in health 

educationtr current health workers. 

(5) 	 Develop and implement health education component training 
program for new health workers, 

(6) 	 Provide health education training for workers from other stors. 

(7) 	 Provide an evaluation strategy for the entire project. 

(8) Keep accounts of' expenditures of all training provided under this 
project and submit to RDO/Yaaunde the necessary vouchers. 

One might add to these the submission at required reports.' These 
*formal 	 responsibilities, the discussion at which are the aibstance of this 

final report, are joined by another set ot responsibilities expressed in 
toerm af specific tasks tar the technicians and Chief of Party. Itis these 
responsibilities anid accompVanying aoles which can be discussed in thi sec­
tion,
 

Job descriptions as found in the Project Paper often find opera­
tional expressions which differ significantly from the original design, 



For the two technical field positions, health education/training specialist 
Sand health educator/comunity organization specialist, the differences were 

rolatively slight. In both cases, the actual roles played evolved from the 
direct supervision and coordination role described in the Project Paper to 

much more of a technical support role, with the responsibilities o super­
vision and coordination increasingly in the hands of MOH personnel. This 

was consistent with the doctrine that PTHE was an MOH/USAID Project for 
which UNC provided technical assistance. However, responsibilities were 

added to the list as field conditions required. Notable among these were 

administrative ones related to the keeping of training expenditure accounts 

and to transport/logistics. 

The requirement to keep accounts of expenditures of training funds, 

for submission to the USAID Resource and Development Office, seemed to run 

counter to the premise of PTHZ being an MOH project. And yet due to this 

requirement 6n UNC field staff, MH did not develop its own system of 

accounting for these funds until mid-project. Thus, the UNC Training 

Technician, virtually alone, was obligated to manag the PTHE training 

funds. As MOH took more responsibility and once a new financial manage­
ment system was developed, this responsibility gradually disappeared from 

her list. But initially this function absorbed a large mount of technician 
time. (NC contracts office was strongly opposed to assumption of this role 

by UNC staff and, on reasonable notice to AID and tOH , ordered (NC per­
sonnel not to continue these responsibilities. 

While preovision of motorcycles by UNZCEF was forseen in the Project 

Paper, no system of fueling and maintenance had been planned either by USAID 

or HOH. Thus from start-up until October 1980, the UINC Comunxity Organiza­
tion Technician was obliged to manage the SAID ad-hoc funded system-in­

* eluding scheduling of bi-monthly refueling (delivery of fuel to health 

+Ila* + + . . 
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centers), establishing fuel allotments, storing and distributing UNICEF.­

donated spare parts, and reimbursing repair bills submitted by field workers, 

Once again, MOH took over these responsibilities but not before they had 

taken up a significant amount of technician time. 

The Chief of Party role certainly manifested the greatest variance
 

between the Project Paper description and actual operations. Technical
 

aspects--planning, development of resoarch activities, evaluation, and
 

indeed tochuical assistance--became overwhelmed .y administrative ones.
 

In addition to managing the UNC field office, as foreseen, the Chief of 

Party was forced to take on other administrative responsibilities, includ­

ing the financial one of ultimate responsibility for PTHE funds: the Chief 

at Party was signing checks and monitoring Project funds through the UNC 

bank account. This was contrary to UNC faculty regulations, and was dis­

continued in 1980, but only after VNC forced the hand of MOH in taking
 

responsibility. Liaison activities increasingly crowded out technical ones; 

the CMef of Party assumed liaison roles not only between VNC and USAID,
 

and between the Director of Project and the Coordinating Committee, but also
 

between the Project Director and USAID. As it became clear that the local
 

hire bookkeeper could not be trusted, the Chief of Party also took over that
 

role, for all practical purposes.
 

Through all of this, these expedient and necessary, but often in­

tehnical support efforts. Beyondappropriate, activities dftracted from 

that they conspired to f-arther muddle the image of PTHE management, lead­

isl to confusion in roles between Project Director and Chief of Party,
 

eaid between MOH, UNC, and USAID. 

But as the months passed, MOH asumd more responiblities, and roles 

were sorted out $n the wake of the mid-project evaluation, the field office 

was able to devote much more time to technical support activities. 
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Consultations increased and the sphere of Project influence grew: techni-.
 

cal input was provided for MOH provincial training seminars, for Peace 

Corps training, for the OCEAC epidemiology program, for the CD Eastern Pro­

vince seminar, for Social Affairs animatrice basic training program at 

Betamba, and 	for the National Conference on School Health Education (these 

in addition 	to regulix PMH training and supervisory activities),~ UNC field 

office was also requested to provide technical assistance to the Catholic 

Relief Service Nor'th Cameroon Rural Health Education Project and to CARE 

programs in the Margui-Wandala, inthe areas of training activities and 

evaluation design. MOH, through the Training and Continuing Education 

Service, received technical assistance from UNC field technicians inits 

reformulation of the nurses' aide training curriculum. All of these in 
A. 	 :* ' • ; ' ' ! :
 

tVi! 	 i !,] • : , , , < ,, ;
addition to more informal consultations with primary school teachers, 
' CD, 

agents, OCEAC stdns ENISFAY instructors, and other MOH personnel. 
-


Many of these activities are more fully discussed elsewhere inthis report 

(see sections 3.1, 3.2, and 3.3). 

Deficiencies, almost all of them in the administrative spherq were 

not lacking 	and were pointed out, although at times unfairly, inthe Con­

tractor Performance Evaluation Reported (CPER). The first such report 

covering the period from July 1978 to July 1980 gave negative ratings in 

the areas of "responsiveness, to AID directives,"1 "adherence to work schedule," 

"timely submission of required reports," By the next report period (July 

1980 to December 1981) all of these received satisfactory ratings. Neoga­
tive ratings in the first two areas could be attributed largely to the comn-

A, 	 munication problems and confusion of roles which early on plagued PTI(E, 

and which strained field, office relations with USAID project managers. 

Untimely submission of reports wasn indeed a serious.deficoey during 

the first eighteen months of PTHE, and this was related to field personnel 

V.' 
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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 subsequently 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 exceedingly good relations,
 

despite often difficult conditions, with MOH and other departmens 
of GURC.
 

The above discussion concerned 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 field operations. 

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
 

The field office saw more than its share of office management
locally. 


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 PTUE, much more competent
 

It should be noted that local hire never surpassed
staff were on board. 


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
 

Mechanical

Landcruisers and one Renault R-12) performance was superior. 


difficulties were relatively rare; 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 FTHE 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 Perfornmince Evaluation 

Report of December 1981 tended to criticize the home office solely for this 

deficiency. In point of fact, blame must *e equally shared where it is 

justified. 

d. UNC/Chapel Hill Home Base Team
 

The University of North Carolina School of Public Health, through 

the Department of icalth Education, was to be responsible for recruit­

ing, hiring, and supervising project technicians in the field. UNC/Chapel 

Hill was also to pi'ovido professional and administrative support to them, 

including provision of short-term professional consultation, for achieving 

PTHE project goal and objectives. 
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The UNC/Chapel Hill core personnel were a Project Coordinator, an
 

Associate Project Coordinator, an Assistant roject 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. Therefore, 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 Pvoject and the field 

staff in Cameroon. 

-anticipate needs and respond to technical requests from the field 

staff. 

-elicit contributions from UNC faculty and assume responsibility for 

its timely transmission to the field staff.
 

-assist in the design of training, cormunity organization, and evalu­

ation activities. 

-coordinate visits made to UNC by PTHE field staff, Cameroonian offi­

cials, and others associated with the Project. 

-provide on-site consultation from UNC/Chapel Hill home base staff 

and other professionals when assistance, support, and routine close 

contact wore indicated by rTHE 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 activities cited above, she was to: 

-coordinate the review of all correspondence from the field staff
 

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 prioritie3 and actions to the field 

staff. 

-oversee 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, demonstrations, training, and research in 

Africa.
 

Througiout the four years of the PTHE Project, the UC 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 dincussed in detail with each staff member offering furt'her in­

sight or suggostiois to be relayed to the fieid. Specific requests for 

technical and management assistance were accorded particular importance 

during these meetings by outlining specific actions to be taken during the 

week to ensure an adcquate response by mail or in the next phone call to 

Yaounde. Ditte often the requests from the fiold required contacting other 

faculty members in the Department of Health Education or on the wider UNC 
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campus 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 stoff brought to PTHE a personal network of international 

and development contacts that collectively spanned worldwide--fromhealth 

the Peace Corps in Washington to the MOH in Togo, from thi School of Public 

Health in Ibadan to WHO in Geneva, from thn Nursing School in Moncton 

Canada to 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 reports 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 iTrmdia'e use in PTHE training sessions. Similar services were
 

to be submitted in French
performed in Chapel Hill for official PTHE reports 

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 strategies and methoda used 

in PTHE have been presented and discussed in relevant courses offered by 

the School of Public Health. Anaiysis of the 1,T1IE experience have been 

presented at professional conferen.,es. An inte:isive four-week short course 

for health officials from English and French npeaking Africiaui countries 

has been developed and offered on an annual basis as a direct result of 

the PTHE Project experience. In short, the UNC/Chapel Hill home base staff 

had expanded their technical role and rosponsibilities 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. Service- 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 health 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 technical contributions fulfilled roject needs in 

most cases, and adequately in all. The presence of new faces with fresh 

ideas ard 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 obvious 

when they returned and continued to make productive contributioni. 

(ii)Administrative Role and Responsibilities
 

UNC/Chapel Hill had full responsibility for personnel and financial 

needs of the UNC/Yaounde field office as well as tho home base office. How­

ever all personnel activities, actions, and expenditures initiated by the 

campus team required concurrenre from USAID and the University. For the 

Project Administrative Officer this meant preparing and sending two sets 

of documents needing authorization from two administrative systems each 

with its own pace, language, and requirements for prior approval from the 

other. Masterful planning and coordination were frequently necessary to 

receive mutual concurrence on time. In addttion to thin responsibility, 

the Project Administrativo Officer wanr 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 UIC/Yaounde and UNC/Chapel Hill offices. 

-supervise the UIJC/Chapel Hill secretary. 

-provide administrative and management support to UNC/Yaounde thruugh 

on-s-Lte 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 Officer who was capable and 

willing to travel to the Yaounde field 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 was
 

established during the first two years of the Project and then reduced to 

bi-weekly calls for the last two years. These calls would occur directly
 

after the home base staff meetings t;o 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 sufficiently 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 consultation to the resolution of communication 

conflicts and the choice of health education methods to be implemented. 

The functioning of .rutojoct support staff in Chapel Hill had its advan­

tages and disadvantages. Distance from .field operatio:; was an obvious 

problem in that close working relationships with the MOH and USAID/Yaounde 

woro difficult to develop; and tho ability to renpond quickly to project 

related needs, while greatly improved througch re6ular telephone communication,
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was still less than desirable. The advant.ages, 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, miking a phone call, or 

traveling from Chapel Hill to address specific project related questions 

ascribed higher priority and (Teater urgency to the action needed. This 

leverage was not often used to avoid its abuse. 

Additionally, when UNC home base staff did visit field operations 

their distance from the daily pressur. ; and demands of the Project enabled 

them to observe subtleties in the execution of and conditions surrounding 

PTHE strategies and methods. These differences often would have important 

influence on the outcc.aes. Feeding these observations back to the field 

technicians and their counterparts and subsequently redesigning project
 

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 thi Project. Libraries, computers, fiscal management and clerical ser­

vices, bios tatis ticians, epidemiologists, soc,,l and behavioral scientists, 

medical and public health professionals, and other international health 

projects on campus were available to and tapped by the PTHE home base team. 

(iii) Comments 

UNC/Chapel Hill suffered from two major deficiencies when the Project 

began in 1978 which were to constrain project inputs for nearly 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 a.nd methods 

for PTHE. 

The second major weakness of U:C/Chapel Hill was an inadequate file 

of qualified technicians for francophone Africa. With the mutually agreed
 

upon resignations of the Chief of Party and the Assistant Project Coordin­

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 technicians to assume the responsibilities of Acting Chief 

of Party wit'i minimal attention giver, to her original role. The UNC/Chapel 

Hill Project Administrative Officer was sent to Yaounde 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 Assistant
 

Project Coordinator was hired in September 1980. The cause in delay was
 

due in part to the inadequate file of qualified candidates, however, re­

sponsibility can also be found in the early confusion between USAID/Iashing­

ton and USAID/Yaounde concerning the budget. USAID/Yaounde objected to the
 

approved agreement between UNC and USAID/Washington to sub-contract the 
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who had extensive prior experienceservices of the Assistant Coordinator 

French aking African nations, but was a full-timein C=ieroon and other 

employee of the Research Triangle Institute in North Carolina (See Section 

4.3). It ha been expected that he would play a major role as the anchor 

of the home base team with the most direct experience and knowledge of 

Cameroon. The loss of his input in August 1978 was serious set-back for 

UNC homo base operations. Re-ruiting a replacement was further hampered 

by renegotiations between USAID/Washington and USAID/Yaounde concerning 

the project funds 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 and hire an Assist­

ant Coordinator in good faith until these negotiations were finalized. 

resume file of persons qua­rJC/Chapel Hi.ll did develop an enlargeJd 

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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4.2 Communication Structure 

a. Communication among USAID, MOH, UNC
 

Each of the three major agencie with a pr~ncipal investment in 

PTHE is a separate bureaucracy with a complex communication system of 

its own. The task of' grafting PTHE cotrziunication needs onto these 

three existing systems became a preoccupation for the management team 

throughout the life of the Project. The preceeding discussion in 

Section 4.1 on the roles and responsibilities of each organization 

addresses management questions of who is accountable for what How­

ever, it io the question of how it is to be communicated, by whom, to 

whom, and when which is treated in this section.
 

Figure displays in diagTa form the various lines of communi­

cation, the nature of the ccrnunication, and its frequency between 

principal ?7:IL ProJct prtlics. Thi didt;%Lri wA; duveloped Ly the Mid­

project evaluation tear in direct response to a scope of work question: 

"Assess project conmunication oetween/among UNC Chapel fill, UNC field 

team, AID/,ashington, AID/Yaounde, 1,10H, Peace Corps, and other donors." 

USAID/Washington's AFR/Development iiesource Gffice had dires t 

links with PTHE home base team; while UNC'z Contracts Of!'ict, in Chapel 

Hill had direct links cith USAID Contracts Office; and the USAID Mis­

sions Health Nutrition and Population Office (HNPO) in Yaounde had 

direct links with AFR/DW in Washington. The communication to and 

from USAID/Washington dealt solely with contract administration and
 

approval of orders 5uch as travel authorizations and budget transfers.
 

Telephone calls and cables were the predominar. meann used. On sev­

eral occasions UNC/Chapel Hill intcvvened in the communication between
 

the USAID/Yaounde and USAID/Washington by informing one or the other 

office that a cabled authorization had not been rezoived or had not 

been sent. 
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At times the Project Manager would inform the HNPO Chief of the UNC
 

the Chief of Party would directly speak
field staff's reaction or 

with the HNPO Chief. A well planned mechanism in which the HNPO,
 

Division of Preventive Mcdicine would meet
UNC/Yaounde, and the MOH 

orogress of PTHE was never esta­regularly together to discuss U, 


had strongly 	recomendedblished. The mid-project evaluv' on team 

such a group meet monthly as a coordinating msb-committee of cri­
that 


tical donor agencies. 'he idea supported only by UNC.
was 

the was the strongest andThe field staff's relationship with MOH 

most positive among all the po.sible. linkages formed diring the Project. 

The ?THE team approach bringing UNC and MOH personnel to ether as coun­

was a major reason for t!l.e relative ease and openness of com­
tet,.,arts 

Project wasthe MOE orc_:nizational lines the PTHEmucication. 	 j:ithi 
be directlyof Preventive Medicine to

considered by the first Director 

under his division as a separate service among the existing 
six he
 

submitted directly to
supervised. 	 Written PTHE r gress reports ,were 

and PTHIE was officially represented at internal MOH
the Director 

org nization 	who
meetin:3 by the Cameroonian counterpart for community 

Chief of the Health Education Service, although
was alno the 	Assistant 

PTHE was too 	weak to entrust
his ccz:utment to and understanding of 

him with this role, cr the Director of Preventive Medicine himself who
 

was also Project Director. 

However, when 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 dealth Education Service. The 

facilitate the transition of PTHE responsibilitiesintent was to better 


from the UNC and USAID to the MOH which would have been an effective
 

strategy, if 	the counterparts and activities of PTHE had 
been
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However,
originally concentrated within the Health Education Service. 

was not the case due to some serious barriers A4scribed in greaterthis 

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

gross to the MOH in general, and to the Minister of Health who had been 

newly named in 1980. 

Communication between UNC/Yaounde and its home office in Chapel 

lag of ten to fourteen days forHill was initially hampered by a time 

mail. A system of weekly trmns-atlantic phone calls was instituted in 

late 1979 which greatly improved the situation until technical pro­

blemz with telephone cables in Yaounde eliminated the UNC/Yaounde
 

office phone. Nonetheless, bi-weekly phone calls were pla .ed to make 

Chapel Hill, to give progress re­requests for technical back-up from 

ports on PTHE activities, to plan site visits from UNC consultants,
 

to clarify managem3nt issues, and to coordinate financial accounting
 

matters. It was the responsibility of the Assistant Coordinator in
 

Chapel Hill to fulfill the liaison role between UNC/Yaounde and
 

to requests from the field, monitoring
UNC/Chapel Hill by responding 


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 or correspondence from UNC/Chapel Hill. The
 

operating principle of communication for UNC/Chapel Hill was that
 

USAID/!a!Wjningtojn would adeauately inform USAID/Yaounde and that
 

UNC/Yaounde would adequately inform the MOH of decisi6ns, actions,
 

and sugFpstions made in Chapel Hill. 
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For those cases in which the communication system did not function
 

as expected, UNC/Chapel Hill did-make direct contact with the MOH
 

and USAID/Yaounde.
 

UNC/Chapel.Hill d4i not hive direct links 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/Washinaton. 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 official jurisdiction.
 

The Corrdinating Comrittee, chaired by the Director of Preventive Med­

icine, was one mechanism established by PTHE to bring together all the
 

participating gvernmental and non-governmental -igencies 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 secondary contributing agencies.
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b. Comments 

It needs to be recognized that the complexity 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
 

easily remedied, was the awkward and uncomfortable role that 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/Yaounde 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
 

link to the MOH, they Were not to be trusted. Consequently, relations 

throughoutbetween HNPO staff and UNC staff were strained and cautious 

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 Manager, the Dir­

ector of Preventive Medicine, and the Chief of Project as a critical 

decision making body recommended by the mid-project evluation team would 

have been a major step toward improving cormunication. However, by this 

point neither USAID nor the MOH considered it to be of high priority. 

MEDCAM, an even larger technical assistance 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 Cam;eroon). in 

retrospect, if these monthly meetings had been instituted when PTHE field
 

operations had begun in 1978, this commuication problem could have been
 

ot totally avoided.
minimized if ..


Another constraint which could have been reduced concerns the un­

satisfactory level of communication with other.donor agencies, specifically
 

UNICEF and the Peace Corps. The only direct points of contnct for them
 

were with the MOH and the UNC/Yaounde staff. The one formal mechanism
 

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 resoonsibility of negotiating input from other donor agencies on the 

MOH and UNC/Yaounde,who needed to concentrate on project implementation,was 

unreasonable 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 ponsible. As a result, the UNC 

field staff and the MOH were placed in the position of going to the donor 

agencies "with hat in hand" as project planning and implementation progres­

sed. They were essentially successful in gaining conmitment from the Peace 

Corps in part due to-personal relationships between the staff memuers, but
 

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

It is doubtful whether the formation of a Donor Agency Subcommittee 

to the larger Coordinating Committee would have sufficientlv alleviated the 

communication oroblem. 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 wold be the key people needed, did not nor­

mally attend Coordinating Coittee meetings. Moreover, the Coordinating 

Committee itself did not prove to be as effective and efficient as had 

been hoped. Its "ole was to be that of an advisory body to the PTHE Pro­

ject but in actuality functioned as a group of h.gh level decision-makers 

who were called together to receive progress reports on PTHE activities. 

For an analysis of the Coordinating Committee see Section 4.1b, Roles and 

Responsibiitiesof 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
 

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

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 

Thile the Director himself was very suppoItive andDirector of ENISFAY. 

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 2J years.
 

With the change in Directors caine a corresponding change in 	 PTHE­

frindsMOH relationships. Former foes became distant friends and former 

were no longer'affiliated with PTHE. The most blatant example was the
 

as theresignation of the Assistant ChIief of the Health Education Service 

PTHE counterpart for community organization. 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 

changes in orientation and relatJonship made it very difficult for UNC to 

establish a working communication systm with the MOH afte- having invested 

2j years in developing one which was radically altered. Nonetheless, it 

was accomplished,which was evidenced by the public support given to the 

PTHE approach by the past and present Ministers of Health. The most ef­

fective link for keeping the Minister informed was through the PTHE counter­

part 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 phones or wait­

ing for calls from Chapel Hill to come through. Moreover, UNC/Chapel 

Hill could only contact its field staff directly through prearranzed 

times or by leaving mes. ages with other parties. It was extremely 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 office at the time when
 

field operations !,ad to get off the ground made for a choppy start. (see
 

section 4 .3) Compoundcd by the fact that the key USAID/Yaounde and MOH 

personnel who had any knowledge about PTHE werer longer accessible, the 

field staff reccived minimal technical support during its first year of 

operation. D,.3pite an Associate Coordina':or, 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 1980.
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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 asjign 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 direct 

supervisory responsibility for the UNC technical staff. 

(ii) 	 to authorize health workers in the pilot division to participate 

in project activities and to assign "itinerant agents" at the 

health center level to implement PTHE comnunity organization act­

ivities. 

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

(i) provide long-term technical assistance to PTHE by hiring project 

staff with USAID approval, and to provide logistical support to 

a three-person field team which was to be based in Cameroon. 

(ii) provide long-term technical assistance to PTHE with a UNC campus 

staff 	which would make the considerable resources of the Univ­

ersity available for technical backstopping to the field team. 

(iii) 	provide short-term technical assista.nce as needed.
 

a. 	 USAID 

USAID assigned four different project managers during the first two 

years to PTHE, let alone interwittent 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
 

consistent project management among the three criticalto cooperative and 

direction and progress were too frequently ham­organizations. Technical 

pered by the absence of key USAID decision-makers and the need to orient
 

them to project needs.
 

USAID staff continuity was at its very weakest in the first year
 

of preject 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 leadersaip role. In May 1979, the PTHE project
 

manage relinquished USAID' s responsibility for approving/disapproving 

UNC's nominations for field party personnel. Instead, it was given to the 

MOH Project Director, who traveled to Chapel Hill in June 1979 to select 

After the MOH Project Director
the candidate for a vacant field position. 

HNPO chief came on board at USAID and assertedhad made his choice, the new 

that USAID woule not approve .he Project Director's choice. USAID/Yaounde
 

delayed comunicating 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 stapf 

to use projects in other countriesassigned to the Project. They tended 

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 pliuining while an­

other saw it as a nationwide training project. As a result, the UNC field
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team spent a considerable amount of time away from technical responsibilities, 

orienting USAID to the Project.
 

The responsibility for assembling the mid-project evaluation team 

was given to three parties, with USAID/Y retaining the authority 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 to select a team 

member. There followed approximately four months when UNC, the MOH and 

AFR/DR believed that the evaluation 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 of 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. USAID/W 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
 

send a letter to UNC authorizing the proposed technical aosistance.
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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 USAID/Y know that a request was coming. The
 

second was for UNC to know the cable number of USAID/Y's response. In 

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 a).­

ways in favor of Project needs in two divis.ons (of 44). However, mobility 

of' personnel in and out of PTHE, wic. in and out of central posts, was cer­

tainly far 7.7eater than anticipated. One of the assumptions of the revise!A 

logical 'raii(work tboxes 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 not be easily maintained at field level, 

especially in health center head nurse positions. However, as one rises 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 agents--was necessary to help assure 

Project continuity and accountability, both in adinistrative and psychol­

logical terms. Four years of a pilot project require a level of comzmitmont 

which personnel turnover can rapidly erode.
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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 officials requesting that transfers of per­
sonnel out of Project areas be eliminated except in cases of extreme neces­
sity during the life of the Project. Despite this, and due to several fact­
ors, MOI Projct personnel changed significantly during years 1978-82. 

Central Level 
The Director of Preventive Medicine was changed in firch 1981, which 

meant that PTHE alszo ch:anged Project Directors. Little time wan allotted 
to a smooth t0ransi itiin, ,nd this Luarante_-d a lon, dormant period before 

Project activities cculd be cranked back up o acceptable levels. In July 
1981 thu :'In:ic~ai :1ltant to the Dirt,; tor wa:; vicalled to the Nuinitry 
of Finance; once again the transition waz less; than nmsoth, with accounts 
remaining tang'le,-d until October 1981 when an official replacemenb wan named. 
Neither of the replacements held strong conm.:1tent:; to ITHE, and both faced 

problems in other areas of the Preventive Xedicine Dlrectorate-. 

In many ways the question of counterparts--the MOI1 t4;chniclans-­
suffered from another problem of widly diffrl'ing perceptions. MOH tech­

nicians are not spoken of as "counterpiuts" in official Project documents; 

USAID/Yaounde pushed for thin ro]e definition as: a means to 6,uarantet, 
Project integration Into relevant MOH1services.. Wj Lhiln MuO thene positions 
(only two of which were ever filled) wer :,een raither .; :lotn for a whole 
set Of except lollal opportun iti. n-l__or field work, increased Incurr,!, ind 

further trairning overnea;--and thun, ponition:n clo:,ely tited to ,xinting 
patronage :jyn;terL;. MOH! did not nill counterpart:i officia11y to the, Pro­
ject until .Jtnuary 1979 (due' tn part to delay: in the dl:,ur'sement of USAID 
funds to M011). 1 I nco thlat timo three diff'orent po- e occulpled th,-. train­

lng technician slot. The com unity orgaiization technician slot was virtu­

ally unoccupied during the fbinl yoar of the |1roject. Tho ro:ignntion or 
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the Assistant Chief of HES as Project counterpart was never officially 

ccepted, nor was he requested to resume his activities. Both the Chier 

of HIS and it. Chief or Training Service came to resent the "counterpart" 

roloor MOH iciare f1ing Thatbraeio-so 

vices a opposed to with one m aer or their services. 

Divisional Level 
Despite clear cut texts (circulated in 1978 and sain in 1981) do. 

inng the posts of divisional, coordinator (Chief o Prventive.Mdicine) 

and supervisor (Assistant Chief of Preventive Mdicine), conyusion was 
permitted to prevail, and personnel changes were numerous. Durin~g the lite 
of' the Project four different CUSS-trained doctors occupied the post or 
Chief of Preventive Medicine in the Kadey, one or' them refusing to relin­
quish his post in the Project when he was named Divisional Chief or 'Health 
Services. Thus tor nearly two years, while the Directorate did nothing to 
clariyt matters, the Divisional Chief of Preventive Medicine for the Kadey 

did not function an Project coordinator while his assistant continued to 
function as supervisor. In the Msfou, the acting Chief ot Preventive Mdi­
cine (in post since 1974) was not nwo Project coordinator, but rather 

functioned as supervisor; the post of Coordinator was occupied )ythe div­
isional Chief of Health Services for three or the four years of the Projct­
until a CUSS graduate, was officially named Cbivf of Preventive Medicinel 
with his predecessor becoming his assistant. That post--Assistant Chief 
of Preventive and Rural Meicine-pointed up clearly the inability of' the 
Preventive Medicine Directorate to effectively work with other departments 
of MOH. Both the Marou and the Kadywere forced at various Uses totfunc­
tion without official Assistant Chiefs of Preventive Medicine, sinc MOH1 

text required that a state-reglstered nurse occupy the post, and yet no 
move was made to slot such a nurse for the post. InToth cases, other 
nurses performed the duties of too assistant chief, and very effectively, 
but without official recognition or authority. 
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Intinerant agents were the only field-level person.,l to be con­

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

Therefore, there was 5ot much fluclua­activities played by head nurses. 


tion in the ranks of IA's, especially following the Serv.ce note 
of Dec­

ember 1979 naning 18 IA's. Eventually four more were (unofficially) added
 

One IA from the KEdey succeeded in gaining admitt­to the Kadey in 1981. 

and so was
 

ance to the sanitation technician's school in Yaounde (,-.JISFAY) 


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


nurses changed quite a bit more often--of "he eighteen [THE
Head 

saw changes during the life of the £'roject, tencenters/hospital's, fourteen 

of these involving transfers. 

and support systemo are discussed el",odher , 
Questions of supervision 

problem of personn,1 manabement never
in this report. However, another 


to remain in FTiHE pojts. In a Lireau­quite resolved concerning incentives 

cracy that grants rewards to seniority and through iur°ess in prot'ven:ionnl 

for and thu.; fo- advancemeuc), therecompetition (needed further training 


t 4ircvine of on-the-lpot
was little to hold personnel in place besid!,o 

in-service tra ining (not used in calculating l,:ei of" technic.t'y Cor 

advancewmnt) and increased job satisfaction. T''are not. injigni&icant 

tut often become light in the balanLe rel :tLvu to lccatlor.al ad­rewards, 
ittinv'.At agentsvantage:j of other posts or a return to school. 2nly among 


did a strong osprit de corps dovulop, and this .4as not tr iLy due to MOl
 

efforts.
 

in holding kcy personnel in place are cun:idw:rablo--Difficulties 


witness the regular changes at USATD/iaoird,' in PTIHE pro.,,.A. r:.anagvrs.
 

h

Boyond th I , morale incntivos--con 'Zit txy l.,0tt.crs. It th,, vr''y least-­

) n,: i total abnc-c,, of' mrteL.l !.ncetitives,wore ,Y,.:ucdingly little: uned, and 


by MOII in it management of' Projoct pe::1.
 

http:ittinv'.At
http:lccatlor.al
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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. Candy
 

(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 couminity 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
 

Trustees 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 Carolina and by the US Department of Health
 

and Human Services. Even so, USAID counterpropoed salaries for the com­

munity Organization Technician which was less than a secretary's salary at
 

UNC ($15,000). 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
 

In appealing USAID/W's salary
unacceptable for what an M.D. should expect. 


if it was a small
proposals the UNC staff felt that UNC was being treated as 


consulting firm instead of a large, financially conservative state agency.
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USAID's contract with UNC listed the following key positions on
 

campus for PTHE: Campus Coordi.iator 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 a. an
 

employee of the Research Triangle Institute of Research Triangle Park, NC,
 

he was actually working with the Project through a subcontract Letween 

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/Contra,.:ci 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 considera replacement
 

for Assistant Coordinator until UNC had an approved budget, which was not
 

until April 19(9. 

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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During the'Associate Coordinator's January 1979 visit6Cme-oon, 

the decision was made that the first Chief of Party was philosophically 

incompatible with host country, UNC field team, and UNC campus personnel. 

The Associate Coordinator consulted privately with all parties concerned, 

providing the Associate Coordinator with written authorization on Feb­

ruary 15, 1979, to replace her. Subsequently, UNC began a worldwide 

seaz¢c for two positions: Chief of Party and Assistant Campus Coordinator, 

and began conducting interviews of qualified applicants. 

UNC/CH identified a qualified candidate who was a medical anthropo­

logisto, and a nurse who had two tours of duty in Africa. Her French was
 

at the level required for teaching in a francophone University.
 

Prior to UNC's nominating her throuh the proper channels, the UNC/
 

Chapel Hill Project Administrative Officer hand-carried her resume to
 

Yaounde for examination by USAID, the Project Director and the field team.
 

The project Director was politely negative to UNC's nominee for Chief of
 

Party, Since she met the specifications, USAID asked the MOH Project
 

Director to describe the qualities he expected the Chief of Party to 

POsseSS. He listed "medical doctor" as the principal criterion, whereas 

the project paper required the Chief of Party to hold a doctorate in 

Healti Education, or some other health specialty. (SAID passed these 

cri~teria on to (IN~C and informed UNC that the Project Director would come 

to Chapel Hill to interview the candidates and select the new Chief of
 

Party. UNC had no medical er~licantsamong because UNCdoctors iho had 

not advertised for medical doctors. Wh*en the Project Director came to 

Chapel Hill it was clear that he wanted the first community organization 

technician to be Chief of Party and suggested to UNC that the medical 
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anthropologist be hired as the Assistant,,Coordinator. Upon agreement from 

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.
 

Liypoint 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 Camunity
 

staff changeOrganization Technician. It should be noted that there wds a 

at USAID/Y during this process such that the USAID/Y Project Manager who
 

was not the per­authorized the Project Director's trip in the first place 

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 mooths. 

UNC entered a second world wide search and bt,'ta interviewing can­

didatps in November 1979. The Community Organizatioa echnician was in 

terviewed in November 1979 and nominated. U6AiD approva. lid 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 gun­

erally regarded as a highly effective team. 

As in all USAID contracts, short-term like long-term technical
 

assistance requires both Mission aDoroval and USAD/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 appiovals 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~othat 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 Cameroon. Implementation 

required UNC to execute a subcontract with the Transcentury 

Corporation, needing detailed approval by Washington and 

Yaounde. Cormunicat ion through channels was inadequate for 

effective implementation. Cables from Washington to Yaounde
 

often omitted critical information.
 

Marilyn Westphal 11/79 - 3/80. TDY Replacement for Modevac'd 

Technician. An employee of the Peace Corps (Washington), 

Westphal was seconded to UNC through an Interagency Personnel 

Agreement, an incredibly complex document which had never be­

fore been seen by USAID/Wahington. 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 Movemont in the United States and is
 

the senior authority in Community 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 10/3/81 - 10/25/81. School Health. 

As Project Assistant Coordinator general oversight and con­

ducted in-service teacher training and orientation for field 

testing the school health curriculum in 10 pilot schools. 

Babazou Sumboou 8/82. Sch31 Health
 

Anani Draie. 8/82. School Health
 

Messrs. Simboou and Dri,.ire, of the Togolese Ministry of Educa­

tion were provided t. the 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 (As.,ociate Coordinator and Chairman) pro­

' vided general over-sight and guidnce 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 - 1/23/79
 

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. 
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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 unE.ble to utilize 

its grant money until September, 1979. It was not until March, 1980, 

that the MOH had the responsibility of accounting 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 11NC 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 activitibs,
 

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 the technicians' nervous­

ness over money, anO at the same time so dependent upon their handling it,
 

that 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 Administration quickly realized
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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. in­

stitution. In March, 1980, 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
 

The grant funds re­structure. In late 1980, a solution was worked out. 


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 O'ants and contracts in the Southeastern U.S. as well
 

as being a major USAID contractor. 7t 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-


A University contractor to the USAID has a standardized set of USAID
ment. 


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 through the
 

existing UNC system and reported as expenses to Washington through the
 

No UNC expenditures are ever
standardized practice of grant reporting. 


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
 

itself under an after-the-fact system of accountability are extremely 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 (inCFA) 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 have 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 $700,000
 

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.
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After initial, and expected, start up problems, a system developed
 

between UNC and its field staff of financial 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 complete audit of transactions over the life of the Froject to
 

reconcile differences with AID/YIMOH donor agencies and to Project financial
 

obligations associated with winding down, and to report the expenses 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 amount 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 

not commit mater­through an agreement with GURC, it argued, and thus could 

submit 	an over­ials to ?THE specifically, but only through MOH. MO. was to 

all list of projects and needs in a given fiscal year upon which UNICEF 

could establish its level of participation i.e. a national plan of action 

needs could be placed. At that meeting, it was
 was needed in which PTHE 

also stated by UNICEF :hat previous correspondence referring to a contri­

bution of 200 motorcycles was "informazional" ant did not constitute a com­

mitmen.t on UTaEr's ta-. A number of cnities to be net by ,in order 

for "UNIOCE' to consider curtheroontributions in:luded an action plan for ?THE 

1979/80, an evaluation of previous activities, better coordination with other 

services, and adequate personnel in the field. Beyond this March 1979 meet­

ing, the areas of UNICEF participation evolved somewhat differently, and
 

needs separate discussion.
 

Motorcycles: Twenty SUZUKI 120 cc motorcycles arrived in Douala 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 Kadey in April, 1978, coinciding with the arrival
 

of a second group of PC volunteers. Requests for more motorcycles went un­

1979, meeting. UNICEF set out the followinganswered until at the March 

conditions for provision of motorcycles:
 

1) the 	number requested must be justified. 

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

3) a list of needed accessories (helmets, spare parts, pumps, etc.) 

must be established. 

Previous Pagq Blank
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UNICEF also urged that a garage far motorcycle repairs be set up by the MO0H 

in Bertoua or Batouri This became a turther condition in January 1980 ftr 

-delivery.o 0-motorcyc --The-project at an MOH-tinanced garage was discussed 

and exploredtaor months beftore quietly dying in late 1980. (It would have 

ban financed out at the MOH contribution to PTHE and stocked by UNICEF with 

parts and tools).* In addition, UNICEF required a maintenance system tar the 

motorcycles to be established and operated by MOH. MOH responded with a 

monthly indemnity system which began in October 1980.* By late 1980, UNICEF 

officials admitted (unotficially) that no motorcycles could be delivered in 

fiscal year 1980-81 under ay circumstance and that prospects tar 1981-82 

were no better, due to shrinking UNICEF budgets and the 15% ceiling on the 

transportation component of UNICEF's budget in Cameroon. They offered bi­

cycles or mobylettes. 
Final UNICEF motorcycles contribution: 

20 motorcycles--delivered in late ,January 1977. 
2 Steel boxes af spare parts (shared with CD) delivered in 

late June 1979. 

Other Transport: UNICEF did provide Land Rovers tar the Preventive 

Medicine section chief in Batouri and Mfou. AUNICEF Land Rover was de­

livered to Batouri in late 1977. By mid-1979i it was no longer road worthy 

and funds were not available for major repairs. Thus, In three yers of the 

Project's four, no vehicle was available for supervislon in the Kdey. An­

other UNICEF Land Rover was destined for Mfou in late 1979. In point of 

fact, it never left MOH. A ell-worn Land Rover arrived in its place (the 

MOH replacement for the UNICEF Wt) in late 1981. 

. Construction Materials: The MOH Chief of Sanitation Service had taken 

responsibility for a national plan of actions hdrauliques frm which UNICEF 

would tigure its contribution in cement, reinforcing bars, pipe, roofing tin, 

nor wereand tools. It was discovered, however, that neither ,adoy Metou 
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Srincluded in the national plan. A rush was made to collect shopping lists, 

plans- -estimate- -for water -source improvements -in- the -PTHE divisions-w hi h 

were then transmitted through HES (mid-1979)., Nothing ever came of' this. 

the Chief' of' the Sanitation Service claimed in early 1980 that the materials 

UNICEF had delivered were, for the most part, lost to rust, moisture, or 

thef't in Douala port and that no other materials were forthcoming. And so, 

?THE saw none or the promised construction materials. 

Visual Aids: Although little of this ever reached PTHE field workers
 

or health centers, UNICEF did contribute flannel boards, tape recorders, 

HES. Flip cha.s used in Project areas werecrayons, "etc." to MOH through 

*supplied by PTH and the Peace Corps, 

b. OCEAC 

The original logical framework spoke of "consultants, training pro-. 

grams and office space." OCEAC participation in MT never reached those 

levels. Consultations, very informal ones, were rare and did not involve 

PTWE field personnel. OCEAC did not train any ?THE personnel nor participate 

in any of the training sessions PTHE, rather, provided training opportun­

ities for OCEAC students, and Project technicians were responsible for the 

health education courses in their 2-year epidemiology program. Office 
apace was provided for the first the years of the Project before H gave 

PTHE permanent quarters, and office machinery was often shaied during and 

after that two-year period, as were vehicles on rare occasions. 

c. PEACE CORPS ,
The Peace Corps' association with PTNZ actually predated the start 

of the UNC technical assistance contract, having fielded volunteers in the 

Kadey in 1977 in anticipation of Project start up. In four subsequent yers, 

Peace Corps supplied over 560 person months of aervice-33 volunteers (29 

health educators, 2 A-V specialist., 2 sanitation specialists)., Beginning 
in 1980, Peace Corps supplied motorcycles for volunteers,* Of the health 

~+'2U.et. I 
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educators, three extended their terms of service by a year: one remaining 

.in.post -in Ndelele,.one-staying on=as.PCV.leader/training-associate,-.and- -­

one staying on as monitor for HES of the pilot primary school health pro­

gram. Among the health educators, there were eight early terminations, and
 

one among the A-V specialists.
 

Volunteer performance necessarily varied, but it is useful to dis­

cuss changes in PCV role over the life of PTHE.
 

The PCV role was first seen as that of a counterpart to IA's, shar­

ing the same responsibilities. PCV's would work closely with IA's in village
 

communities, often as a team separate from the health center. This led to
 

a great deal of confusion among head nurses and local supernisors, as it
 

was not at all clear who was to supervise community activities. Attempts at
 

integrating the IA-PCV team into the health center team often met strong
 

resistance or were misunderstood by the PCV's Behind much of' this was the
 

lac of a cle'ar understanding of the relationship between UNC field office,
 

as technical assistance, and MOH and Peace Corps. And through it all, there
 

was a noticeable drift away from the health education/community organization
 

direction toward a more limited sanitation orientation for field work.
 

It is likely that lack of UNC and MOH input to PCV training was in 
large part responsible for confused directions and ambiguous roles. By 
1980, the need was felt widely that the PCV role should be officially rede­
fined, and the training of the next group of volunteers (arriving July 1980)
 

be reorganized to reflect the new role definition. After long discussions 
with MOH field supervisors, PC, and project technicians, a new job des­
cription was developed for PCV's in PTHE. The new job description was
 

really a reorientation back to health education, with a wider field of 

action than just the illage health committee program. PCV's were to be
 

freed from their counterpart role to IA's by more effectively dividing 



-192­

4.5 continued
 

their time between health center and conmunity 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
 

was, in fact, this last link which had failed to solidly
nurse/doctor. It 


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 staffs.
 

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

in earnest, with UNC field technicians and the1980, the reorientation began 

he desin of t. training. This complemented theirdc"-- uc-?C'.V le.der . 

earlier technical training sessions conducted in aapel Hill--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
 

Mfou,
for each division) performed much more closely to Project design. 


Bandangoue and Awae especially saw their PTHE programs expanded and their
 

effectiveness greatly improved--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 donor agencies, Peace Corps met 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 performance generally received high marks from
 

supervisors, colleagues, and villagers.
 



Chapter 5
 

Recommendations
 

5.1 Recommendations to The Ministry of Health
 

It 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 stratagies 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 anumber of recommendations 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
 

conmmunity development.
 

a. Imorovement 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 outcomes.
 

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

troduced to all other divisions whore 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 transport. 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 fv ther examined by selecting indivi.duals from several health personnel
 

cadres to fulfill this critical role to systematically monitor differences in
 

performance before making a policy.
 

5. Nurses-aides should, however, receive basic training in community
 

health and community 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 oust 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 cor.,munity 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
 

region 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 divisions.
 

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

ed as a tool for monitoring and assessing progrena in terms of health
 

center activities and com.uunity action. It is easily filled-out by health
 

workers, require minimal levels of formal education, and data analysis ass­

umes the most basic arithmetic skills. Its use, however, should be com­

plemented with Evaluation 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 cowniunity organization before dec­

iding how best to integrate this strategy into the outreach efforts of
 

health and other services.
 

Training
 

14. The trainers guide ,developed through PTHE,should be further tested
 

and expanded 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 comunity diagnosis and needs assessment techniques as
 

skills they themselves uust 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-sezvice training activities for all levels to expose trainees
 

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

17. Diffusion of PTHE training activities should begin with health per­

sonnel at the ministerial service level and therr 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 centerb 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 Nursing 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 collabor­

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 collaborating with 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 ,istbe
 

accompanied by orientation sessions.
 

25. The A-V production center at HES, once operationalshould 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 mthodology, giving special emphasis to re­

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

re­27. Diffusion of the PTHE school health component should become a major 

sponsibility of the established MOH-MINEDUC sub-commission to carefully
 

select additional pilot schools 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 f Effort by The GURC to Integrate Primary Health
 

Care and Community Development
 

28. The Cameroon people are rich in traditions and known for strong
 

family units, uutual 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 through 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,
 

suach 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 comtrunity health action, and
 

in many cases could be particularly useful in establishing and monitoring
 

village pharmacies or networks of family pharmacies.
 

31. Efforts should continue to encourage closer association of village health
 

or development committees with their local primary schools. Potential 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 comittment.
 

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 consideration to 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 integraLe community health development.
 

37. Continuing education must receive a high priority to maintain optimum
 

levels of staff development, and particularly among frontline workers, with
 

regularly scheduled village seminars a necessity. These could be organized
 

by MOH in collaboration with the MINAGRI training centers.
 

38. 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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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 achieve
 

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 development which exists within traditional 

helpin'_ systens such as family groups, wczen's crganizaticns, and mutual 

aid so:ieties.
 

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 program 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 organizational 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.
 

lO.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
 

While
And so concludes the story of PTHE from the UNC point of view. 


the bilateral technical assistance has officially ended, the theories and
 

principles which guided the Project remain strong in presence and intact 
in
 

At times, PTHE was humbled by the complexities involved in on­practice. 


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
 

to experience significant improvements
the United Republic of Cameroon are 


in health status in the future.
 

The Project has shown that a major barrier to the success of counity
 

oriented primary health care delivery rests in the seemingly simplistic
 

on less apparent, but very complex and
technical approach which deends 

Health care providers the world oversophisticated, strategies and methods. 


acknowledge the value of good nutrition, good hygiene, and clean water.
 

Since the dawning of civilization, people have been concerned with the im-


Yet
plementation of practices they believe to be essential for survival. 


given this desire for good health and the presence 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 s.imulate
 

and encourage collective and individual behavior change?
 

"We tell them, but they won't listen" has been reiterated time and
 

time again 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

ject like PTHE.
 

those in the MOH who originally designed
It was clear to UVC and to 


PTHE that in spite of differences in beliefs, habits, and behaviors found
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6 continued 
among various human societies, there are indeed generic principles that when 

rigorously and sensitively applied will in time produce health beneficial 

that insights gained from the PTHE experiencechange.* It was further known 
ve -to 

in the -Kadey .n - u-D sions-wo ,pr -useful ,.health..plnnler s and 

and in other African nations wheretechnicians in other parts of Cameroon 
attempts are being made to reorient service delivery to be more responsive 

be varied accord­to people. The details of program design would, of course, 


ing to the unique characteristics and conditions of each local situation.
 

It was the task of PrHE to transmit these selected generic principles 

a nation.of development and behavior change to the people of two areas of 

This was acccoplishe(, for the data clearly indicated an increase in the 

and undertakennumber of health-related development activities identified 
the level of vil­

by the villagers themselves. By the close of the Project, 

of requests initiated by villagelage enthusiasm was high and the number 
enough evidenceleaders to participate in ?THE outreach activities provided 

of people's responsiveness to the strategies and methods used. 

The introduction of a panacea of interventions to ensure project 

Rather, the PMU Project
success in the conventional sense was not the aim. 

trained Cameroonian health workers to epWlemet those very specific and
 

have been shown to
sophisticated commity organisation techniques which 
The


reduce health risks among populations in other parts of the world. 
com­therefore, be the extent t which mesure of project success would, 


munities end professionals have progressed topther in their abillty to
 

implement health promotion and development projects U equal
design and 


partners through self-help efforts and the redistribution of existing
 

trained health workers at the village
resources. In these terms, MT 


divisional level succeeded. Howeverl it
 
level, health center level, mid 


was in the area of developing an adequate support and supervision system
 

that fPM was unable to achieve. Fm all indicationsfor these workers 
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the-major barrier -was --that-high-level decision-makerhn-the..0H..0fl who,~ 

the Project depended never clearly understood the theories and principles 

$ of community organization and health education.* In the final analysis PMU 

should have begun field operations by focusing-'on this level of personnel 

ensureI through more intensive and specially designed training efforts to 

the degree of orientation and commitment needed from them. The Project's 

to have done so has resulted in a high level of enthusiasm andfailure 
health workers in the pilot divisionsmomentum generated among villagers and 


to continue and expand PTHE activities beia~g greeted bjr a ministry who won't.
 

listen."
 

Therefore, as Project technicians and coordinators who have been 

with the four year experience, we strongly encouragehumbled by but elated 

the MH even if resources con­the continuation of the ?THE approach within 
ourstraints dictate a reduction in effort. It has always been intent that 

should view the PTHE experience as an experimental oneMOH deCision-makerS 
capable of generating understandings that will be useful for increasing the 

care efforts within the Ministry.effectiveness of existing primary health 

We did not discover a formula for universal success nor do we believe that 

there is likely to be one which would remain successful without continuous 

the demands of changing economic and social realities.modification to meet 

We also know that organizational boundaries within and between govern-. 

ment agencies can often become barriers to achieving the very objectives 

they most wish to reach. Therefore, structural ch;nges need to be seriously 

considered for distributing participation and ownership in primary health 

care more equitably among ministries, divisions, and services concerned with 

community development.
 

to meet andWe value the experience of PTHE in that it has enabled us 

work with cadres of dedicated and motivated health workers may of whom 

41* *
44'-V+4'1'm + &. +++++{ +++:i 

http:decision-makerhn-the..0H
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gave uniselfishly of their time and energy to improve the humar condition.
 

We also wish to acknowledge their contribution to our own personal comfort
 

and professional growth and experience. The opportunity to have worked with
 

as well and we are impressed withother ministries has been to our advantage 

their commitment to national development and their openness to innovative 

the 3heer reality of the willingness and ability ofideas. Most of oll, 


the human commanity to strive for their own betterment was proven once
 

again by the enthusiastic response from the people of the Kadey and Mefou
 

The essential compon-Divisions to the ?THE challenge to become involved. 
in Cameroon.ents required for health-related development are alive and well 
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Appendix A 

List of Names
 

Ministry of Health
 

Mr. P. Fokam KamgaMinister of Health: 

Mr. A. Eteme Oloa 

Projector Director: Dr. J. R. M'Bakob 

(Director of Preventive Medicine) Dr. P. C. Mafiamba 

Chief, Health Education Service: 	 Mr. Elias Joe 

Assistant Cief, Health Education Service 

(& Counterpartfor Cmunity Organization) Dr. Edmond Ndjikeu 

Chief, Sanitation & Public 

Hygiene Service 	 Mr. Samuel Ngalle Edimoh 

Mr. Jean Ngoka 

Mr. Francis Ntuba 

Director of Health Services: 	 Dr. Simcn Atangana
 

Chief, Training and Continuing 

Education Services: Mr. Ignace Tchoumba 

Dr. Ephrem Mba 

Counterpart for Training: 	 Miss Ehily Nkwanyuo 

Mr. Jean Charles Ngombo 

Madame Lucienne M'Bom 

Director of ENISFAY: 	 Madame Damaris Mounloum 



List of Names continued 

Provincial Delegates: Central-South Dr. Derds Bomba Nkol'o. 

East Dr. Daniel Mcuchili 

Provincial Chief, Preventive Central South Dr. Emmanuel Tchekanda 

Medicine and Public Hygiene Dr. Owona Esscmba 

Service: East Dr. Enmanuel Dame 

Dr. Emmanuel Tchekanda 

Preventive Medicine Section Chief: 

Kadey: Dr. Pierre Nkopchieu 

Dr. Emmanuel Dame 

Dr. Pierre Onna 

Dr. Luci-a. Monthe 

Mef cu: Mr. .artin M4edjoto 

Dr. Afane Ela 

Ministry of National Education 

Vice Minister Mrs. Dorothy Njeuma 

Director of Primary Education Mr. Joseph Ildzino 

Nr. Beling Koumba 

Chief of Training Service and 

Pedagogical Affairs: Mr. Wilfred Ntoko 

University Center for Health Sciences 

Assistant Director Dr. Dan N. Lantum 

Chief of Public Health Unit 

Professor of Community Medicine Dr. Thanas Nchinda 



List of Names continued 

Center for Advanced Nursing Training 

Director: 

Community Medicine Lecturer: 

Ministry of Agriculture 

Community Development Directorate 

Director 

Chief of Training Service 

Provincial Section Chief, 

Eastern Province 

Ministry of Social Affairs 

Director of Rural Pntmaticn Program, 

Chief of Training Service 

International Oranizations 

World Health Organization 

Representative 

UNICEF
 

Program Coordinators 

OCEAC
 

Secretary Genral 


Training Director 


Ms. Alice Collomb 

Ms. Myriam Jato 

Mr. Andrew Ndonyi 

Mr. Martin Lontouo 

Mr. Jean Marie Minkoulou 

Mr. Janvier Bouoto 

Mrs. Henriette Mvondo 

Dr. Robert Dackey
 

Dr. Georg uincke 

Mr. Ian Hopwood 

Ms. athia Ftsch 

Mrs. Anzeline Songmali 

Dr. Louis Sentihles
 

Dr. Pierre Eozenou
 



List of Names continued 

USAID 

USAID/Yaoui de 

Mission Director: 

Chief, HNPO: 

Project Manager: 

USAID/AFR/DR
 

Technical: 

UNC 

UNC Field Officer/Yaounde 

Chief of Party: 

Technician for Camunity Organization: 

Technician for Training: 

Mr. 


Mr. 


Dr. 

Dr. 

Mr. 

Mr. 

Ms. 

Mr. 

Ms. 

Mr. 

Mr. 

Mr. 

Dr. 

Dr. 

Dr. 

Mr. 

Ms. 

James Williams 

Ronald Levin 

Albert Hem 

Richard Brown 

Ray Martin 

Richard Thornton 

Eilene Oidwine 

Doug Palmer 

Erna Kerst (Acting) 

Ray ,Iartin
 

Russ Anderson 

Sid Chambers 

Ethel Martens (9/78-5/79) 
Darryll Candy (5/79-6/82) 

Darryll Candy (9/78-5/79) 

Michael Davies (1/30-6-82) 

Nancy McCharen (9/78-6/82) 



List of Names continued
 

UNC Campus Based Team 

Campus Coordinator: 


Associate Campus Coordinator: 

Assistant Campus Coordinator: 

Health Training Specialist: 

Anthropology Specialist: 

Evaluation Specialist: 


Community Organization Specialist: 

Community Organization Specialist: 


Administrative Officer: 


Research Assistant: 

Dr. John W. Hatch (6/78-9/82)
 

Dr. Guy W. Steuart (6/78-9/82) 

Dr. Raymond Isely (6/78-8/78) 

Ms. Eugenia Eng (4/80-9/82)
 

Ms. Eugenia Eng (6/78-4/80) 

Dr. Tony Whitehead 

Dr. Godfrey Hochbaum
 

Dr. Alar Steckler 

Mr. Leonard Dawson
 

Mr. Paul Seaton (10/78-9/82)
 

Mr. Robert Costantino (4/79-8/81) 

Mr. James Herringwcn (9/81-9/82) 
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I ~ n m =M- C ON= = I i.~ 

Naudu village 

Centre de Sant6 

1. Source dlEaia
 
Cette tmUe ae procure do l'eau damn um snource not~e I
 
Le conteneur dteau oat propre t cc.iwrt
 

2. Latri e (Un point pour chuite z4pon positie)r ,
1. Latrine d'au woins 4 utme do profordeur 

3. Dell derinitive
 

4i. Trou avec oouvercle
 

5. Trou do 30 x 10 cmdo soteur
 

6Abri
 

7. Latrine 3ituid I au moina 50 mtres do I&souive d'Ssu 
t| 

8. Latrine loiWo do pas plus quo 8 mitre do 2&umisa 

9. Latrine propre 

10. Latz-k* utilish OA 

3.feu ordams (Un point pow chequ rfpas poitive) 

1. Pr~sente 
2. Pu rwp)J. pAm 4s.e50 cm du bord 

a ~ 3JI 2 dosotour 

4. Ordtme couvoits avea do is torz 



/2
 

4. 	Enclos pour hotes (excluant les volailles)
 

Cette famille a des bates
 

Les bAtes sant dans un enclos
 

N.B. 	 : S'il y a des bates en !ibertt (hors de l'enclos), 
enlever 5 points du total. 

5: 	 Proprete gcnerale de la concession (Un point pour chaque 

repcnse positive)
 

. M.ison crepie
 

2. 	 Maiscn peinte 

3. 	Cour dbrousz6e 

4. 	 Cours balay&e'­

5. 	Cour dcbarrassee d'aniraux errants (sauf volailles) 

AL 

Total des points de la concession 

(Moins 	 5 p(r les bates errantes) 

TOTAL 

DATE
 

Nomm des erres du jury: 



FICHE EE NATION - SOURCE D'EAU 

Localisation de la source 

1N= du vifap 

Cintre de Sant6 

Marquer un (1)point pour chaque rpcnse positive. 

1. Source Amrnage (Date d'managemrent 

2. Amnnagee avec des mat~riaux defiritifs 

3. Rigcle de protecticn presente et nrettoyee
 

4. Risole d'vacuation pr'sente et nettoy~e 

5. Un rul-=un d- 5 litres d'au coulant du tuyau par minute 

6. Acces . la source rettoy-e 

MTOAL 

DATE­



APPENDIX E
 

CUARTERLY EVALUATION FORM
 



FICHE D' EVAM7AQTLON, THIMSTRIE1JLE
 

pir'iode do 
Centre de Scan1, __ _ _ _ __ _ _ 

_____________ 

_ __ _ _ _ __ _ _ _ __ _ _ __ _ _ _ 

'im~ns dt, Pe.rnc.1 Ch v 
A! n 

de Centre 
Ttln~rant ___________ 

ATnmbre Totl de., vllaL .s d0~3Se.-V-r 'Iftr C9 

Sartl 

Cenrtre de 
_____ 

.. A'T1V7TES MI~ DAi~LSANV'S lr mos 24i 

r 

L. EEUNION DEP TRiAVAIL 
a. Le -e~rsonnel du Centre rrogrammes a.a 

moino. 2 fois par inois, &,s rg-niofl
afin 41=61iorer lourn r'8es'auBai 
bier. ;1,*O les services du ,.:ntr' *4 

b. Les r~unions do trcivail sont-.ellez 
taites au mocyer., des con~tacts indi­
vi~iuel:; seon l.e besoin ao temps 
en ;eGIMP3 

2EDUCATIOW ZNDVIL;UELLL.D ~LD 

a. La pl1upart des conseils sont-I.ls 
ouienrs veps la pr6ventUon ? 

* 

* 

3. EDUCATIONl ZSM! OfOUPE 
Ua. Le personnel pr6pa:'e t il' et pr '­

sente t-i: des erwiter±i'o au V"Jota 
'le I& sante aux ri;1d-*s av moin%;
2 tois par' Ifmallloe ?AA 

0 b. Des caupories sanitcirste zoord'elles 
ewmqprtontPtt de tempt on tortipti 1 

MRTECTION MM."RlELL OET TNFAtITILA: 
a.consultatiojns des terimes onoeintob ? 

0Consu*Ationn des flouX.siofls ? 

AI'ENM'EMENTS AANITAIRED 
a.Latrim amrnagles, utiiishs et 

2,. 

A, ~ 

-IC -

b.alm rleauu uuabesdi.-nonibl 

lot trIM62tr6 on coure ___ 

I9v 

TIT
 



Ml ACTION C0mp I'$r.ccirpour chaque village coutacti) 

Populat% j.;..?*~ .~a: 

> ~ F0i irV At-svb-ie-A*lr mois 21 mois 31 moia< MeaW 

a. Notables vii oai~t41ctdi 't 7­

b. EnquAte c*=;.nzutLdr3 1',t=-A133 do 
hifirarchic da I'viteritd vlr'cua 

la--
At% 

faites ? ______ 

dComite icei af eniaio'A~ '~ _________ 

pan iaic '&­ -a -­

a. Comit4 i.Ll ccu':L au ujius 2 1z~*~ 

f.a cm .. , is e... 2. 4 - * - - -a 

rep. .w,, a:n , r n -­o -r 

*u --. -nt.aa.. a-lnv. 4* * * !a -­ *­

mstre 6n C..o-1i105 

0 ~(Lasqunls) aa 

OU alifflautbirir on co...ra ______ 

k. Ecolo ::iei: oma 
I 

U r 4 
I4C 

6dvaotio 
*n"2i 

1 
i -I ..

_______ 

d'dl~ve atj'." 

u. 9xLetisnu~ 4'. do~ 1ggual, r, u- *~C 

menai-Am 

.ntat:.r ra.:~a 
a.~~~~. (L q- )amm.m.mi.a.aa eag am 



U*LIAION 

1. Comita st an contact avec les respo 

sables des services ou organismas 

.uivanti : 

a._____________________ 

ler mois 24 mois 

,/ 

3k cois t* 

d.- -

2. Lea services at organismes suivafls 

particiDent aux activitds du ComiC6 

c LI 

d. 

3. Les autres Contr-e de ,anmt suivants, 

oarticinent 'ux activit-s du P-TE + 

a.___________________ 

b. I 

. . : R mplir une eutre fiche Dour chacun dos 
-entro do Sintl. 

L.. , rA e-- ow I t .JL %-*.j d", " ,' 



APPENDIX F 

MOH VILLAGER CU:STIONIAIRE 



QUESTIONN&AIRE N= u 2 3 '365 

LA POPULATZION 

D-.teent__Village L uaLchcf de village 0 0 
() U 0_ nonf7 F 

1) Eat-ce qu'il y a un comiti de santg dana votre village ? oui 7 non
 
Si oui, est-ce que vous 
Otes memnbre du cornit6 jJ oui 0 non 

Si oul, depuis combien do temps existe-t-il, co comit6 de sant6 ? 

Li un an LI deux ans J trois ans 0 plus de trois ans 
Si otd, que fait ce comit6 ? (N.B. l'enqudteur cochera la (les) ,dponse (a) 

donnde(s) ). 

Journes de proprct6 L.
 

Am6nagement des points d'eau
 

Education sanitaire Z7
 
Construction de latrines 0
 
Pharmacies farniliales /-7
 
Autres (a prv'cisar) 

2) Est-ce qu'll y avait une journ6e de comitd6 dans votre secteur (zone) ? oul 

Si oid, dan quel vilage ? OZ ? (NB l'enqudtcur cochera la r~pare non 

donndo) 

KADEY MEFOU 

Ngoulernkong 17 Dzouzok 

Dongali 1_7 Andock 7 
Kambl4 Clantier 0_ Nkolmending 7 
Alouma £7 Autro 0J 
Dimako /_7 

Oundjikl £ 
Autr_ 



_________ 

SL oui, 4ue fait-on aux..crs-Ide-cett-ejourrn~e de comitdg ?
 

(NB l1enqueteur cochez'a 13. (lea) riponse(s) donnde(m))
 

agance d'ddu~ation sanita.L'?ea
 

amdnagernent d un point d'eau.
 

construction d'une dalle de latrine 

distributionl dec rn6dicaxnents 

autres 7 pr~ciser _______________________ 

3) Ests-ce que -jotre vJiL-a -a par-,--cipd dans le Concoura du Village le n21eux aoas.imi, ? 

L oui non 

SL oul, eat-ce quec vows rni-rne, vous avez paticipS au. Concours pour le 

prix de l~a rnei~eixc coace~aion ? 7 ou~i ZQ non 

4) 	Y a-t-i1 =n centre de sant6 quc votre. fI~rl-liie !r~uetc ? /f7 crt:! 2:7 non 

Si 	ouli lecq.xc1 ?______________ ________ 

Si 	oui, y a.-t-l~ des s&.nces d'dducation aanitalxc I cc centre de santd ? 

z7oul %u7 
SL, oui, quels sujets sont dioc-it~rs " (NB V', -&quteur cochera, la (lea) rdponu. 

seos) dcnc(s)) 

l'hygi'#-nc corpo-eclle 4 
leao u ala1dics et 1tLu. ?rotfcjdon .7 
la nutrition L
 
1'hygl~nc du -- ii1cu,/
 

la P.M. I. Z7
 
AutreL (h pr~cioer) _________________ 

5) 	Est-cc que le ccom't6 dn oawe :ido 't rm~liorarlies concdltionz do vie dans 
votre viJlag ? ~£ 

6) Est-ce qua 1'agcnt 4tinrav, Li-& Niau.-niorer Ina condi±Lone do-eta da'na 
~~tru Zilae?non7 



m 3 ­

7) Est-ce que vous participiez aux &.ctivit6sdu comit de uant6 ? 

1.7 oui 1. non 

Si oui, quelle est votre participation ? (N.B. lenquiteur cochera la (le3) 
rdponse(e) donne(s)) 

assistance 	aux r6unions / participation active L.
 
(investis sement hurnain)
 

participation mnatdrielfe U 'inspection d'hygibne
 

autre-(k prdciser)
 



APPENDIX G
 

VILLAGES INCLUDED IN SAMPLE
 



VILLAGES A ENQUETER 

(questionnre - chefe do village* et population) 

KADEY (20) MEFOU (Z0) 

Be.ndongoud Awae 

Bandongoud 
Daligudn6 S.A. K. 
Dimako II 
Zembdld 

Awae I 
Ebolewa 
Mewoudou 
Mvolo 

Btouri 	 Ease 

Dimako Esse village 
Anoe Nkolombonde II 
Kolkdld 	 Nsimi 
Kanmb4ld Chantier 	 Ebolnkok 

Kett 	 Evindisa 

Bosaia Abang-Mindi 
Narnbora Andock 
Ndarnbi Nkolrnekok 
Oundjild Ntoueasong I 

Mbanq 	 Mfou 

DJamplel Obout A 
Kosso Bdgudld 
Molabo Dzouzok 
Moloundou Mevon 

Nd46dld 	 Ngoumou 

Bnga Nkongzok II 
Solle Nkongmnoyos I 
Alouna Ebolbourn 11 
Yola 	 Nkongbibe ga 

- Enqudte I mener par 10 malttras d'1colo dane chaquc d~partcment (Z par centre) 

Echantillon : 	Kaday : 20 villages (2 contror x 4 villzgc3) 
Mdfou : 20 villagoB (5 centr~a x 4 villager.) 
5 villagooia/vLllago (chef + 2 membrou du comltd dont une 
fornmo at poaniblo at 2 qui ne oont pas membra) 

200 rdponsac 



APPENDIX H
 



I. 	Itinerant Agent Questionnaire 

A. Personal Data: 

2. 	Sex
 

3. 	 How old are you? -_ 

4. Are you married ? Z.-Yes ...... _No .______ 

Ifyes, how many wives do you have ? 2 ( 

S. 	 Does your wifu (s) work outside the home ? Yes No 

If yes, what tye of work outside the home does your wife do ? 

Wife H 1 (lonqest marriage) 

Wifo jj 2
 

Wife H 3
 

Wifeii 	 4 

6. 	How many children do you have ? .7_ 

7. 	Wnat religion co you bclonc to? -V­

8. 	What ethnic grouD (or tribe) do you belong to? ­

9. 	What isyour fanily (or lineage or clan) nare? W 

10. 	 Where do you live most of the tine, that is,what isyour address ? 

11. Do you live sonr other place some of Ohe time? - pYes .. 4 

Other 

If yes, where is that? MSA'0- '-J CTVL ~~%. 

12. 	 How long have you lived In C Vy0Va..______? I2. 

13. Whore did you grow un? M ,AQ z N , 

14. How many years of formal school do you hivo? }3 ' , -') 

15. 	 What ethcr kinds of tralninq do you have? For oxample. nursng, "'i't 
aid, etc. 

4..A0 4- A C 



rtg INS" 0* tiW"G 

in 4months if less +hen 2 

17.' 	 What other types of-work did you dc before becoming an aide soit ".... 
and how long did you work at each occupation? "iTA', 

OCCUPATION 	 LENGTH OF TIME
 

6 I4 W nbakto. Y&Vw 	 or 

• Social Suoport
 

18. 	 On Fpple often cwe to you for advice and help? 

,,f 	 No _Yes Other
 

If yes, what type of Advice end/or help -4o pecole cnme to you f*r?
 
.
 

Of thse items that penle cme tc y:u fcr help. rank them acccr6""
 

to which one you are consulted for most frecuently.
 

Z.
 
a. sickness o1 illness 


b. rirital cr cnurtshio nrrblems
 

c. ",amily"problo-s
 

d. Job informrtirn or help
 

e. 	 religicus crasultAtion L 

f. legal rr political help/informatcn
 

q, other (sjecif, arid rank.)
 

About how many times Der week do peocple come to you for advico or )".ln?19. 


(Circla apprcpriate number.)
 

a. less than one time per week
 

b. Pno to two times per week
 

c. 	three to four times nor week
 

Sfive tO W" times or week
 

e. six to soven times Dcr week 

f. eight tc nine times nor week
 

g. ton or more times oer week
 

h. other
 



2n. hat kind of .eolle cnie to you for help? 

a. Men? __ _Yes No Other 

b. Women? _.Ly Yes 1.eo Other 

c. Do (2thnic q.roup) come to ynu for help? 

es No Other 

1--P
(Ask for each ethnic nr'sjp.) E--rdP46A ,".a 

In the IA's home community and the region he or she serves
 

D. Do (Pccupaticnal group) come to you for help? 

Yes _ h_ Other 

(Ask for each occunatinnal aroup inIA's hom area and the reglcn s.,rv-,,.) 

21. Why do you think rople cme to you fnr advice and help? 

22. Have there been times that ywu feel that you can't be of much 
helD when yru are asked? 

Yes i ' N""he _.___,,,Other. .. 

I yes, wh:.t type --f holnp -r advice and why? 

(Based rn ansvocr to ji 18 a) 

Pmblem Vhy 

a. sickness ,r illness
 

b. marital cr cnurtshi nroblems 

c. family problems 

d. Job information/heln 

e. relilcus crnsultmtinn 

f. lea l cr political helD/Information
 

g. othor (srocif.v) 
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D. Itinerant Agent Activities
 

26. 	Hmw lcng have yu been an Itinerant agent? (a (Inyears, -r 

m.nths cr lert than 2 years.) 

27. 	 WhAt conmunlties dn ypu serve as an itinorant agent? 
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I APPENDIX 

HEALTH CENTER INVENTORY FORM 



FICHE D'INFOIO{ATION DES CENTRES
 

DE SANTE/HOPITAUX 

Centre do santf/hopital Dept. de . 

Grade
Nom du O.ef de Centre 


Nombre total de nersonnol
 

Noobre total do personnel ayant particivd 

dans un s~minaire ou racyclage dans lo 

cadre du Projet PTHE 

V.om et foncrion do La porsonne 
qui remplir cc questionnaire date
 

Nous vous prions da r~nondra A toutcs lea cuestions. Pour la plupart
 

do ca& questions, les rCoonses possibles sont dorines ; il suffir do cochet
 

(avec un / x7) In r ponse approvri~c pour votre centre/h~piral. Pour d'autrc
 

zuestions. nous voudrions plus de nr~cisions : vous verrez la place rdserv~e
 

ce# pr~cisions. Vos r6ponsec devraiont atr basntes sur les activit~a des 

derniera six noin (depuis Saptembre 1l1) 

ACTV1TS DU c.;RE DE ;,TE/!OTAL 

1. Rgunions de travail 

t
A) La@ r~union5 do travail, dans votra centre, sont-olles orgmnisEas 

un, foia/trieintre /-7. uno fois/=ois /7._ toutes lea daux senains -/-7z 

chaque semaino f:77 do temps an tc pc '71 jainas /-7e 

B) Y a -t-il un co, pte randu r-dig6 pour ces r tniona do travail ?
 

a~~
toujours f-7- d. -7onr~s~ /-795 

2. Formation Par-MAnente du personnel
 

A) T a t-il duo o6ancur. do recyclage organis6ca A 1intention do votr per.-nrn.l
 

dana votra contra 7 

una (oiL/an f-71 unc foia/ix ro, /....1 utj !ois/trimantro "71 

Una fois/Moil 7 7. til fois/ ..rnino /--77 jn.'iaia /l7p 

B) Ouals oujuto nont trait, ai rcors do con onncua dc, rocyclaga 7 

aujots cliniquos f-11 ant6 comr1-n,.uttr ( r.r 

tochnintuon d'fducntion aritAiro /J 7, Autra (A pr~ciser) C71 



----

C) 1 a t - ipour Calstances# diesacitvitls dlivaluation i
 
*a tomec
- reconsoment des bosoins avant i toujours /7z. do temp. 


janais =AV
 
- post evaluation APTIO 1 toujotant =ZT di twa on temp. 7 jamate P 7. 

30- Education uanitaire on xroupc 

Le pensomisi p:Eparetil at primeute-t-4 dos stances d'Education sanitt-ire &us I 

A)noaias tcbaque jour =2 Ua totisimaize EA. deaux tots/vois &7a. 
Ua fois/mois &7i nareweuc ='i Jait P7 

5) tac"$swinesi 	 ebcaque jour 17 . Uas fois/swatns /'I datm foiufris L 
Una foCis/DtS =, naroest j Jma.(7~ 

tas oie/mois Csdat foi#/Q@i PC)ogres at nourriuooo t 	chaque jour P72.ur 

ta fos/mat. Di narasant L7 Jazais f7s
 

0)to personnel. prpare-t-il des stances d'Education, samitati rec lee 
I* 	

1 

salte des fcolts prinaives
 
chaque jour £C~a Uac foto/Ss=aiue Jt.4swLtss7n
 
uas fots/vot . 7i rArment joi janais j:p
 

4.Education indiviftulle. du Wiad* 

Lots des consultattous, aot-ce qua 1' t isr sqpl quoetsalader i 
A) loeam c U. use do so maladle
 

touj ouirs do tom n terns i jawis L7*
 

3) 1*$ soins at is tr"tont POUT sL& "UIaIe
 
toujouns Cia do tonos on taupe C~i Jaal C?7)
 

C)COMent MteT Gotta malaig I l'STIIN
 

touJouro do4 towp" an tmos C.71 joss)C:
 

5.Nocetion acsmiale cc ifastiLe 

A) Ues consultation dos fe-o enseints a faat-shea
 
ane folsaines j~x deta fote/wis fI71% we fete/mi s .
 

-e fe~is/nscrs =J,1 quad tas flows s prsc C7Joa~o
 

3) leo onsulatous de sowmaows ofrntle
 
'fse toil/sont"aiuefa deam foil/os Jot.urn foiu/usis 1:71
 

solt" lea2 a" os
 

to) sode S.cvm 	 qo WWI I*osuilowin Leawurisso ;@ ""a-e 

(1)Polls tous Itso infant. ,ujosvs.j ds tons as. tamps j~f 

(2) wooing. Us cufasa teujours jC&do tmo" as towp j~j 
j soao LZ 



" ° .. : :,,,r. ', - - ' ! : 4 

(3) lour faite de visita.. rSicaloo Toujou e d9oImps om cowps 

(4)donn- des consails aux ero c teujours = Zde tens en temo 

-D) -g.e-cequa.votrg cmntra /"Eni tal -bindficie4UAu.-PUUoga CRS ? ouiI 
non /27 

* 

6. Amilnements sanita 1o.au Cntre 

A) Prseonco dsunolatrine pour i 

lts slu&ds souls P 71 ISd ersonnel soulP71 

malados at personnel =g? absence do latrines jL7 

5) Is. Iatrine ast-ol. propro, it ontroetue? 

enujours =t2 do tame an tear~s /-71 jamais /P70 

C) Y a ­ t-il de leau pvopre Au centre pour i 

I* personnel soul ., 1 lea bosoins do service P j Its salades =Z2 

toipersonnol at lus beosm do service '71 pa d'eau pronto au centro, 

D) Cimsan lIs orduros Ist dichats du ceotre sonu ils d4sruits o 

7jUs 

)oss. I 

Voris 
ordure 

=Z pa 
aucc ne P 7. 

do ovt.wo 
incim.retiou 

,dvacuaton 
i71 

Us. 
Eaue tls 

ACTOII COS9WIAVUV 
l 7 du o/ot ollo 7. 

4* 

* @Iceducativos ad Ua counauteo 

A) £1-ceouWil y a de sorties, &uveronno dii core doens too GM 

"olinoo I 
ume toiu/sw.mu 1 2a do=. fots/mis "l use f.Loii CIL7r 

gt"ntoo b sons '71= Ja is = 

5) Les eh.d'Odsaatin ssltaint sot-olles wosesos deasm tool 

,heu Jo z.&. .tool/sie do= fLoa/seO w . 
coi1.ItsiUSLD 31jm&Ls = 

() i it to~I f&S, I d'OVgauSeioiC OMMt~fco t Ir 

I1asesl Wcrurant 121 caef de coute L7 
loteu Iidareut ot to abel do osuera 

toIpvnoot c 72 "V00100e 

Autds 

iU 



tPD)CU4S$out leg rdpuitts do sq t-FavaU. d'orlanisation counwautaire done 
4140 CcmbiW ..~ 

~~ ieltrines auinagese at Utilisif*i ' 

. , 	 points d' ecu auagtiT 

suco pourW tee
as 


Louses I or8 ares
 
comitfs do sautl actfi­
(ou emilts do dvaioppoenut)
 

2.Yilutes doiciliaires 
A) let-ce qu'ILI y a un promase do viesitos domiciliaires ? 

chaque jour 1. Una foiu/leains jL z daux fail/milu =7o 
Salon lea beoins =ij gas do iDrogrme 

3) ousi *itIsmotif habitual do caln visit.. 7 
insection d'hygi~ua P7oaur iLvrer a couvocation /""70 
lt4 M C? uour too aueuioes= 
Is#soins um~ malades = AI autree mtifs (Ipricisar) 

3. Collaboration wee d'autres services 

A)	let-ce quo la coiiAboration exists eves d'autres services 
toujours 1'7L salon loo besomens 

lace dluae invitation quand it y a doe piobtloss j4C7 mis = 
3) 	 La collaboration ex~os tra IslaotS ,Nbliquo at9 

to attree d'Ioolee ottaalxee t=1 its .mitsur aircos.=7le 
I" 	 =71 901labort5.Lot L7iemisseioscaLree/cottchistoa pas do 
tooe aseisceants du Mwvelooumont Ciuuautainr. 71 t9 

C) (Aole @out leg uiudctats di oetto, aoiiboraion I 
itioation do l'ldUation savltaihe done IetSls arssoes o~ft# 


surveillance wldioelo de Itwe 'ft' 

masuat doe latnoe a= Meoles vuizaite 
9eira: Lou dso MaS4isdo vivis 
.'mhaint do# MWe* 



crTation des champs collectitfs /-71 
camoagnes contrc la divagation des bates domestiques /-71 

cnnstruction das foyers comnunautaires =.i 

nnfnagements des points d'eau 2-' 

autres (I pr6ciser_
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APPENDIX J 

SCHOOL HEALTH C'3.iOLU. 0,EFVA-O; FO?.. 



FICHE D'CBSERVATION DES LECON4S
 
DIEDUCATION POURh LA SANTE~
 

DANS LES ECOLES PRI'4AIRES DU CAMEO"ION
 

Ecolo: 
Maitre Date. 

Nbre d'6l4vos: _____ ____ Class. 
Uarqona PiT* Tota= 

10) SuJet de la leqon : 
A. E3t-ce que cette ±eqon 6tait pr4vue dana le programme pilote.?
 

/-7 oui 7 non
 

B. Si non, pcurquoi' tait-elle trait6e ?
 

C. Selon le livr.'e d* mz'tre, quel dtiit le but de cette leqon ,?
 

20) A. Quel matfriel .±t 6 amen6 en clase ? 

B. Etait-il employG ?~i''a~nn/-7 oui /-7 non 

C. Etait-il appror~r.i 7, (--7 oui f7 non 

D. Avez-vous des c"' i.7 /.--7 oui /-7 non 
Si oui, losqvelloc 7 

30) Quell.. m•thede.- p' v'q-= 4taienti ploydos ? 

Cauaeries ,-' ;, - Travaux Pratiques 
D~monstration -Visits sur le terrain 
Autre (A prfiicei) _____ 



40) 	 Vocabulaire : 

A. Le vocabulaire etait-il adaptg au niveau de comprehension 

de la'classe ? /-7 oui /-7 non 

B. Si non, quels 6taient les mots A changer ou A iliminer ? 

C. Faites des suggestions
 

50) 	Quel est le moyen de contr6le utilis- par le maitre ? 

Dmonstration ?ratique 

Interrogation o-ale 

interrogation 6crite 

Entret!.en 

Autre (% prlcier) 

60) 	Est-ce cue !a legon Atait ccnrise par les 6l ves ? 

/7 Tr~s Bien /7 Bien /7 Assez Bien /T Non 

Justifiez votre r6ponse. 

70) 	Participation des 61tves :/7 Trs active /7 Active 

7-7 Passive /--7 ?Nulle 

80) Le but de cette leqcn ,Stait-il atteint ? 

/--7 oui /-7 non 

Justifiez votre r'ponde
 

http:Entret!.en


90) Dur6e de la legon : Minutes 

100) A DEMANDER AU MAITRE : queules sont 6t& les sources d'inform 

tion pour la preparation de la leqor ? 

110) Remarques et Suggestions du Maltre
 

12*) Remarques et Suggestions de 1'Observateur
 

Er scignant /-7
 

Inff .- ,-i-,r /-7
 
Agent " r
'7-


Volontaire du C:r.s de la Paix r/-


Merre du comit5 do sant'
 

Autre (0 pr6ciser)
 



APPENDIX K
 

AND 

0T'E; ':CL = E ,.i)A T T :F .,.. T,..,..... n',, ,,t 



PROORAMME PZLOTZ DE LIEDUCATION SAN4TARE 

DANS LES EGOLES PRIMARE 

EXAMEN DL&ON!OSTIQUE? C6UP.8 LEMENTAJlkC 

Enselgpant: 

Pour chaque phrase J-U1Vante, U fAut r4pondre "oaad" ci "non"
 
Vpu. s dcider si It phrca asot vrals cia fausse.
 
SL 1&phe set rraie, %roasa1om cncercler to motc "oil"
 

* 	

Si la phrase set fauss, vous itUas incereler 1. mat n". 

Par example 
Le cln a qiuat-s pittes 

'non 

'C'aat ilque, Is clden a quit:#. p7tt,. doneoas devies encerier 
.* 

"Oull commiet Ia 

Le chien a Clstro pattes 

1.* Pour ian atant cammt rnr4, in bon ;!alit d#'junr'eat Is cafA at Is 
gatesa sucri. -

Znn 

Z.. La cola et leo bonbons =oe SOnt P53 )wn pour lea dents 
oui 
non2 

3s. Losasliments 'qui u'ianoV %Sr,.'Lwr eat ruits, lea$ais 1. lait, 
let Idgumes, at lea haricots. 

-non 

4. Cleat dangereux dlut2Lter Is bic your nottoyer let araeU1as, 

non 

L. Lo microbe antre dana Is aorpt par Is bouchs, 1. nos, too yeux, 
,t ~It~~iorms ;10 f~e 

6s.3. doia nettoysi lea dents avant do manger. 
ovA 
non 

7. 	 Los vaccinations me ptottgent. cor~brc -:etainss maladieo 
Cut 



s.Quand o mangoal la noureture pacce par Vestomac. ­
out 

9. -. atudi m4ot4, ouetiL e dt ueot 

onon 

on
 

alae. 	 out,L 
non
 

4on
 

1*O. a lantnoe ipurielatre tu lea csportee, . . e 

L~ h~late* dos pensaivce nt~de Hou oh lon. cgela aaeII..n 

non
 
4 	 O4 4 ' 

.)a 	 mlaladW.n. ta bet 1.u dopllie loutrs pora-lonne 	 d 
cut ,~ 

non 
14. 11 taut laver lea plates avec do oatu et Cu saon. 

.4. ;. * * .oni n - , " ' ' .*' ,' 

18rsosile ~ .¢:.onre_ 	 *ant 

Cn
 
out Iuee,12. La ltrin m pr Ivoni lut matde ioqes orelee

16. 	 Un snfant nolpoutson anns sn'~uv~re aais. 
~~ 1 ~out ~ 44 

17.n fat isle u t en bgonn. asuwtt--e ce a 

non 
is., Uddueant, o peute ro.far -m~.u-tats ldine.eoone 

19.f 12 aut beuoup drentle qut len guantmaladir a 
'4 ~~~ou~t *. # 

Pon 	 444 

10. Je 	 ct eon abaie sot:- pr20.c:? panoule inop'rnes 
mat agsti	 oautu 

cut
 

non 

ASO 

Bes AVc clbIs Document
 
$0.t 



PROORAMME PILOTE DE L'ZDUCATION SAMTA.= 

DANS LES ECOLES PRIMA~ZPXS 

EXAMEN DIAONOSTIQUE ;COURSS MOYENt 

Ecoloe.--
Enoelguant.
 

Clauiv:e~ 	 Date :S 

Pour chaque phrase .dvante l flut rEpondre "oul" ou "non". 
Vous allex dicider el la phrase sit vraie ou fausse., 

,.SL la phrase eat vrale,*vozsAallot encercler Is mat "ouf 


S1 La phrase eat faaue, vous alle encerclor Iemot "non".
 

Par example : " - ..a .. " , 
uL e ohen a qutre pa:esj 

+ 'I non . I 

Clost vrai quo Is chlon a quat- ",atos, alors vou. devriez oncerclor 
"oul" comma 9a t 

Le,ch.ic,+--qvzt" p,,,to..ao
 

.3 	 4 non 

1. 	 Los mouches portent beaucoup do maladles. 

2. En utilisant une latrine, J'aide I prdvanir lea maladies. 
$oul 

.... 	 ~4 ~ .. 

3. Los aliments infestis par le mouthex sont danpreux'pour ma sant4. 

non
* 	 + + , , q . , + o+ - , 0 

0 "4. Los maladies des poumons it du ccour peuvent Stre cause. par
 
lea cigarette.ou 004, *gitl
,4 . ll Cfl 4 . 

+
5,J devai prondr lamdc en., slmn qun'o paren"ts+ 

• 	 la donnent, our 
.'#*.i'e d s'l prendres mdiamio.u;ueuemontqund':e, parent: me 

u~ "	 f4 non, 

6., La nouprilture quo jo mange paseo par lessophage at entr'e dims lea 
*W+ poumons NoL 

.. .. '+++ .++Mr + + + + ' + ++ + ' + + 	 + ; + + * " '* + ' * + + +oV


7. 	La bibu #I I@vin pourt'alont emplchor Is cowveau do blan travaile . 
oui 

4.nony 

http:cigarette.ou


8, Le mil..ui..moment pour nttaoyor 'Mose dents ctjuste avant do 
m an ge r .. ,I , .. . . 

outo 

9. Quand J couLp* mom doigt, Jo dole I. laver avec du @avon et do l'u 

to 	 non . 

t10, C.'e"t une .bonns iddo dutLliser un bic ou uno alUumotte *pouruottoyer 
laoroilIes. 	 . - 0 *po' to . t 

11.	 f faut soignsr los dents seulement quad illes 'fontmal,~~*~ 	 o l .. 

"2.On prond la nivaquinepour traitor 	les vers intstinaux., 

non 

'3. Los moustiques peuvent poiter lo paludisme.
 
-. * -. . ouL
 

4. La tuberculose 	 ect une maladle des poum ns.' 
oui 
non 

9 

0S. Los ddchets non protdg$s peuvent causer des maladies intestinales. 
~oui 
non 

16. 	 S jenlbvo autour do ma malson dS objets easeds cohime dei boutailles 
et des boftos de conserves, Jo prdvions le titanos. 

: 	 non 

!7. 	 Pour rester an bonne sant, je dois manger beaucoup de nourriturt* 
non varles. ut., 

,
*non 

16. 	Los aliments qui Lident 1k former des dents fortes sent le caf et la paLi.. . .. 	 ou ,0,, : • 
non .. . 

19. 	 Si on st vacctnd contre l&rougeole, on sera prot~gd contre I& rougeolo 
otl s variole. o 

n o n 	 0 ,. . 

20. 	 Una latrine sans danger dolt Atre au mains k 4,5 mtres do profondaur. 
oui I I I 

IWAA 4' 6I.'~* 99no'.4.~ '~ 

21. 	 Une personne qut dipose las selos partout fecElito Ia transmission 
des aeuts do parasites. l 

'' ' .	 n~n4 449*kI4~ .a .,~~ * 	 . 
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Z2. 	 Uns des consdquence du manque d'hyglbn dan Ia communautd aet 
11 4pidEmie. OUL 

non
 

z,3. Ii y a,un .comLt~d viLlageolo ..dane. monU_village .qul _
soccuPe dees p-roblbMes,___ 

non 
24. 	Js euis trop Joune pour euivro los rgle d'hygibne pour rester en bon. 
neantil.oou 

non 
25. Quand Jo vaile ho lIza vendeueos, Je noachbtO pas lax almoents non-pro­

* 	 non 
26. 	 Quand jo tomb. maade, ce West pas ma fauto.
 

out
 
non
 

27. 	Lee villageole no peuvont rion faire pour rdsoudre los probbmee 
d'hygibne au village. 

Cul
 
non 

28. 	 Pour privenar lse maltdies, i faut beaucoup d'argent.
 
oui
 
non 

29. 	 L'dducatlon sanitairo m'apprend comment iviler lee maladies. 

oul
 

non
 

30. 	Js sub capable d'amdlorer et de mauntezir ma propre santE. 

out 

non 

ma
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FZNAL REPORT 

of' the 

CAMROON VIZSGZTZH 3CHOLARS PRORAM4 

Fall Semester 1981
 
University of North Carolina
 

School of Public Health
 
Department of Health Education
 

Z. 9ACKOROUND 

The ?THE mid-project evaluation report (see Oridley eat al, 1980g p. 19)
recomended that the monies which were originally allocated for upper level 
health education training at the WHO School of Public Health which moved from 
Yaounde to Cotonou, Benin, be used to provide 20 middle and upper level Ministry
of' Health (MH) personnel with 2.4 weeks of' training in preventive health edue&­tion by the URC/Chap, i t be~ore SeprenbeP 19.1 ,;t ,r or irn­H..Yaceag, 
Chapel H.411. Other training options had btn discussed and rejected by the WH:
(1) A Master's degee program in health education was too long (two years);
would necesarily continue beyond th end of project; and, mince the Cameroonian 
government was no longer providingrsalary continuation to trainees on long-t m 
program abroad, it was unlikely that there would be many applicants. (2) A
training progrm to be held In Yaounde could not utili:e experiential methods 
ad would be limited in scope unless UNC were allowed to send and could spare 
as many as 	10 or' its faculty.

Following discussions between the XC-CI and Yaounde staffs, the UNC-CH 
Coordinator Mr. John V. Hatch) submitted a proposal In July 1980 to the Project
Director describing an intensive, blingul month-long short course which could 
be hold In Chapel Hill in July 1981 followed by an pptional semester long Visiting
Scholars' program. The Coordinator suggested that t Camerooimns could attend 
the short course, and that two could remain In Chapel Hill for the VTisitIn
Scholars' progra . An Important rupect of this proposal was that UCCH would 

Soinvite participation by VHOs frm other African coun ries. This would add diversity 
to the group and promote an exchange of experiences and ideas. 

UNC-CH was encouraged by informl responses frm Yaounde and began planning
the program. Zn December, 1980, the Cameroon NOR began selecting applicants to

* 	 attend. UK designed and mailed invitations to rinistries of Health and health 
training institutions throughout Africa and the Caribbean to participate in the 

* ~program. 	 ta 
InMay 1981, UNC- l earned th USA/Yaounde was unwilling to approve

Came roonian participation in the short course,* At this point it was imposible
for UNC to cancel the short course because of the number of' applications received 
from the health ministries of' other African countries which had already been ap­
proved for funding by their respective U3AZD Missions. The short course was held 
from July 6 to August 1, 1981. 
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in mid-Aubust we were informed that four Cmeroonian. were arriving to 
participate in the Visiting Scholars' program. Lucionne N'Bom, the project's
training counter part, was the only name communicated. Itwas unclear as to who 
the other three were. M'ODomarrived on August 16 carrying with her the names 
and titles of the other visiting scholars. Abicho, Anyo, and Ndjikeu arrived 
~--ow~ugt~-3~with Any* having- no more -than -a--brifaom- with-him -due -to -the
rushed nature of their departure to be in Chapel Hill in time for the first 
week of classes. 

Z. MANAGEMENT AND LOGISTSCS
 

*Manapment of the Visiting; Scholars program was provided by James J. Doek
of the U.S. Department of Health and Human Services Znternational Education Divi­
sion (HH3flE) with Paul %eaton the rotd TM, Administrator, serving in a 
liaison capacity between th knlvorstyand ,HH(U.

Dozok and Seaton worked toetoher c1o8e1y andBossk was at all tmes helpful
and sUpport!Ve* Howver, the lead time given was so short that 1ED Could not 
generate special stipend checks until the participants had been inChapel :ill 
for three weokls and it was only throush extraordinary effort by Bozek that the 
checks arrived when they did. 

The delay or financial support for the partiLipats when they arrived
created an atmosphere of suspicion on the part of the participants, Which often
clouded the 	propit. The participants found it difficult to believe that the 

M1U administrator had no control over the isruing of stipends or the amount of
the stipend, It was necessary for the administrazor to spend approximately
5al of Ms ti .. h the ;ar...ans meting; their loistical neds. ,her.
.,A a nistrazor evenzoually persuaed %he 7nivorsity -to lend e parzici;azt;
*11000 two W604 after they tad arr.ved, it served to reinforce the participants'
notion that their money had ben here In Chapel HUIl all along. Addlitionally,
the.?H Coordinator and Assistant Coordinator made substntdal personal loans 
to the participants during this period. 

A. Housing. Although 'he participants' prora= was relatively short-term (fourmnmth), they received the stipend which ws for long-term training.
Thus, they could not afford to live In a hotel with this stipend. A faly was 
found which was interested in boarding 14'Sou. The three sen movd into a mail 
to..bodrofm apartment. The adm4n4 trator leased it and the furniture in his own 
am for a year* Students and staff of the department donated cooking utensils

and other necessary items for housekeeping, Security deposits on the apartmont,
furniture, utilities and telephone were all absorbed by the university as well 
as the penalties for breaking the various lses after the four4moth period.
The participants could afford to pay the rent but were unable to pay for the 
other costs Involved. 

3. 	 Transoortation * The participants lived a few miles from the campus an pur-.
chased passes to ride the local busses. Additionally,

volunteers with cars 	were available to provide them with supplementary transpor­
tatLom. 

C. 	 ksL. The participanta received a book allowance of $50.00 which was in­
adequate to purchase the rquired texts for their Courses. The* University agreed to reioburse the participants for their books althoiaO the 
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money was not paid to them until their departure.
 

D. 	Field Trips. An important aspect of the program was demonstrations of com­
munity-based projects (See Section IV). State-owned auto­

mobiles-were-provided-for-transportation.for-all -but-the-California-trip.+LHHS/­
.ED issued GTRs for transportation there * While in California and Arizona, 
local transportation was provided by automobiles rented by the University. 

There were two trips requiring overnight stays -- the California trip 
(seven nights) and the South Carolina trip (four nights). HHS/IED provided 
$21.67 per day for these 11 nights away from Chapel Hill, but that amount was 
inadequate for Los Angeles, Tucson and Charleston, The University expended 
a considerable sum of money from its own trust funds to provide the participants 
with adequate per diems for these cities. 

E. 	Translation. The University hired Ms. Michelle Defour, an accomplished
 
simultaneous interpreter, to accompany the francophone
 

participants to lectures and related activities. She utilized headphones
 
and microphones in providing this service. Ms. Defour, along with student
 
volunteers, assisted the participants with their readings and written as­
slements.
 

IIl. LEARNING OBJECTIVES 

The four visiting scholars-initially met with the ?THE projoct assistant 
coordinator to discuss the degree of professional experience and technical 
training in their backgrounds and individual learning needs and interests 
they could each pursue during their four mcnth program at UNC. it was quite 
clear that due to their varied interests and backgrounds, four individual 
programs of study were necessavv to meet their different needs. In keeping 
with the PTHE approach and the UNC Department of Health Education's framework 
for training, each visiting scholar was given the main responsibility for out­
lining learning objectives and determining how best to achieve them in four 
months' time through course work offerings and field visits. To build in 
flexibility and a mechanism for feedback, they would meet as n group on a regular 
basis with the PTHE project director and assistant coordinator to discuss the 
strengths and weaknesses of their programs as well as suggestions for improve­
ment.
 

To provide a clearer understanding of the individualized nature of the
 
visiting scholars' program, the learning objectives for each scholar are listed
 
below:
 

Goni ABICHO
 

In his present position as the Chief of the Preventive Medicine and Rural
 
Medicine Section for Maroua, he needs:
 

1. 	to understand health education principles, strategies, and techniques
 
for motivating behavior changes among the population.
 

2. 	to be able to collect and analyze data for epidemiological studies
 
with special reference to endemic disease control.
 

3. 	 to improve his skills in supervising the 40 nurses responsible to him 
with speial reference to team work in screening for endemic disease.­

-4 + + + 1 + /+'W: +++++ : :: +++'++ m:+++++'++++ '+++ + ++ ++ +5... 	 + +++ + +++ . .+ + m '+ '++ 
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4. 	to up-date his laboratory techniques for detecting parasitic diseases;
 
5. 	to learn instructional methods for in-service training of nurses at
 

all service delivery levels.
 

-
Sauel-ANYE -

As a member of the faculty of the Nursing School in Bamenda, he needs:
 

1. to improve his teaching skills with special reference to instructional
 
methods and curriculum development for the clinical and theoretical
 

aspects of nursing.
 

2. 	to acquire a general understanding of theory, approaches, and tech­

niques particular to the administration of nurses' training institu­

tions.
 

3. 	to learn the basic principles of primary health care.
 

4. 	to review and refresh basic laboratory skills for detecting common
 

diseases.
 

Lucienne MOM 

in her roles as administrator and trainer for the PTHE project and the
 

Division of Training and Continuing Education within MOH, she needs:
 

1. 	to learn how projects in the U.S. which are similar to ?THE conduct
 

program planning, implement strategies, resolve problems, and conduct
 

cn-zcing evaulation.
 

2. 	two be able to plan, organize, implement, and evaluate public health
 

training of trainers and in-service training programs.
 

3. 	to up-date her 'tinical knowledge of practice in the field of maternal
 

and child health.
 

Edmond NDJIKEU
 

as aAs a civil servant at the ministerial level of public health and 

professional with a terminal degree in health education, he needs: 

1. to develop an outline for a manual of educational techniques
 

specifically appropriate to the Cameroonian context in the prevention
 

of endemic disease.
 

2. 	to develop the criteria and methodology for the evaluation of PTHE
 

to propose to MOH.
 

3. 	to up-date and compare his knowledge of health administration tech­

niques with the American orientation toward theory and practice in
 

administration.
 

IV, PROGRAM DESCRIPTION
 

A. 	Course Work
 

Zn partial fulfillment of their learning objectives, the four scholars
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individually selected graduate courses being offered in the School of Public
 

Health which appeared to be the most relevant to their specific needs and
 

interests. The assistant coordinator then met with each of the instructors
 

(1) to gain permission for auditing; (2) to orient them to the objectives of
 

the visiting scholars' program and the backgrounds of the particular scholars
 
interested in attending the course ; and(3)-to-discus-th-degretowhich-the­
course content and methodclogy could meet the scholars' individual learning ob­

jectives.
 
In addition to these course electives, all four scholars were strongly
 

urged to attend HEED 230 and EPID 160 (described below) which are required
 

courses for graduate students in health education. The health education faculty
 

felt that because the four scholars had not participated in the intensive
 

July 1981 short course, Community Health and Development: Program Plan and Design,
 

exposure to the basic principles of applied health education and epidemiology
 

through these two courses could provide the needed foundation for short-term
 

graduate study in community health and development.
 
Each visiting scholar carried a course load of at least twelve hours per
 

week. This is equivalent to a full-time semester of graduate work in public
 

To reduce the language barrier for Abicho, Mbom, and Ndjikeu, they
 

attended English language classes at the University for ten hours per week and
 

were accompanied by a simultaneous translator to all their ciasses and other
 

program activities.
 
taken is provided:
A brief description of each of the courses 


1. Course work pursued by all scholars:
 

Course 	 Descrilp:ton
 

3 hours/week
HEED 230 	 Cross-Cultural Consultation 


Concentration in the process and content of
 

cross-cultural and international consultation;
 

particular emphasis is placed on technical as­

sistance to developing country health programs;
 

special reference is made to planned social and
 
behavioral change.
 

Instructor: 	 Dr. Steuart
 

EPID 160 	 Principles of Epidemiology 3 hours/week
 

Introduction to meaning and scope of
 

epidemiology 	and the use of morbidity,
 
mortality and other vital statistics data
 
in the scientific appraisal of community
 
health.
 

Instructor: 	 Dr. Omran
 

2. Goni ABICHO's individual course work
 

PHNU 261 Community Nursing Service Administration I: 3 hours/week
 
iConcepts and methods of administering community
 

nursing services, examines functions of the
 

nurse administrator in areas of organizing,
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staffing, program planning, priority setting

and evaluation af services. 
Instructor: 	 Dr. Tigar
 

PHNU 271 Instructional Approaches in Public Health 3 hours/week

7'~~Nuring
 

Educational issues involved in preparation
 
for public health nursing practice and educa­
tion; study and evaluation of public health ­
community nursPng content in nursing curricula;
 
strategies focus on instructional approaches
 
involving innovation and change.
 

Instructor: Dr. Ossler
 

PAL? 	 Independent Study in Parasitology 3 hours/week
 
Focus on current activities inmedical
 
parasitology and tropical diseases o
 
medical and economic importance inAfrica
 
with special emphasis on interrupting the
 
life cycle of various disease vectors for
 
prevention and control purposes.
 

Instructor: Dr. Obakima
 

3. Samuel ANYE's individual course work 

PHNU 261 o...unity- ,.ursin;-.Service Administration I: 3 hours/week 
Concepts and 	methods of administering community 
nursing services; examines functions of the nurse 
administrator in areas of organizing, staffing, 
program planning, priority setting and evaluation 
of services. 

Instructor: 	 Dr. Tigar
 

PHNU 271 	 Instructional Approaches in Public Health 3 hours/week 
Nursing
 

Educational issues involved in preparation

for public health nursing practice and educa­
tion; study and evaluation of public health ­
community nursing content in nursing curricula;
strategies focus on instructional approaches
involving innovation and change. 

Instructor: Dr. Ossler
 

PALF 	 Independent Study in Parasitoloiy 3 hours/week 

Focus on current activities in medical
 
parasitology and tropical diseases of
 
medical and economic importance in Africa
 
with special emphasis on interrupting the
 
life cycle of various disease vectors for
 
prevention and control purposes.
 
Instructor: 	 Dr. Obalcima
 



HADM 202 International Health 3 hours/week
 

Weekly seminar dealing with current issues, 
problems and research in development, 
implementation ai~d evaluation of primary 

_.health care endeavors in less developed
 
*countries; emphasis6io i idepede'nt res'earch-­
of particular interest area for presentation 
to class at end of semester. 

Instructor: Dr. Freymann
 

4. Lucienne MEOK' s individual course work
 

2 hours/week
MHCH 210 Maternal and Infant Health and Family_ 

Planning
 

Health needs, problems, and programmatic
 
issues in maternal-infant health and family
 
planning. Incli:des biologic, sociocultural
 
and psychological factors.
 

Instructor: Drs. Siegpl and Peoples
 

3 hours/week
HADM 202 International Health 


Weekly seminar-dealing with current issues,
 
problems and research in development,
 
implementation and evaluation of primary
 
health care endeavors in less developed
 
countries; emphasis on independent research
 
of particular interest area for presentation
 
to class at end of semester.
 

Instructor: Dr. Freymann
 

5. Edmond NDJIKEU's individual course work
 

HADM 209 Fundamentals of Health Administration 3 hours/week
 

General introduction to health management
 
concepts and methods in relation to
 
managerial roles, program planning, im­
plementation and evaluation.
 

Instructor: Dr. Jain
 

PALP Independent Study in Parasitology 3 hours/week
 

*Focus on current activities in medical
 
parasitology and tropical diseases of medical
 
and economic importance in Africa with special
 
emphasis on interrupting the life cycle of
 

- various disease vectors for prevention and 
control purposes. 

Instructor: Dr. Obakima
 

' 4 + + p + . ; "r . .
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2 hours/week
HEED independent Study in Health Education 


r 	 Overview of' evaluation research methodology 
and de31gn. 
DDr. Schiller 

HEED Independent Study inHealth Education 2 hours/week 

Preparation of publications of the ethno­
graphic study conducted in the Kadey Division
 
of' Cameroon.
 

Instructor: Dr. Whitehead
 

B. Field Visits
 

To complement the academic aspects of course work, several field site visits
 

of on-going projects and services were programmed for the visiting scholars to
 

enable them to observe how theory can be put into practice. A brief overview
 

of each site is provided: 

1. Joint Orange-Chathan Co.nunity Action, Siler City, N.C.
 

Local anti-poverty agency serving the poor and near poor throughout numerous
 
Activities
multi-purpose centers in rural Chatham and Orange coun'ties. 


include:
 
'or pre-kindergarten Children;
Start -rogram
-ea, 

- improved housing; 

- comunity organization, transportation and adult education;
 

- the Senior Citizen Nutrition Program. 

2. The Lincoln Community Health Care Center, Durham_, NC. 

A family-centered primary health center, located in what was formerly the
 

Lincoln Hospital -- an historically black hospital. Emphasis is placed on
 

health education, mental health, prevention of disease and prenatal and
 

family planning services.
 

3. Oeneral Baptist State Convention, Health and Human Services Project,
 
Oxord, N.C.
 

With a membership of 480,000 bl'ackl, the Convention's objective is to ad­

dress the major health problems afflicting black Americans, such as
 
diabetes mellitus, hypertension and infant mortality, specifically by:
 

- creating a formal mechanism for implementing health promotion 
activities at the association and local church levels. 

- identifying and training 300 church members as health and
 
human service coordinators within their respective churches
 
in a Health and Human Services pilot program.
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4. 	North Carolina Central University, Department of Nursing Bachelors'
 
Program, Durham, N.C.
 

Historically black nursing education program in the U.S. which fits into 
the structure of the University of North Carolina. Activities included 
during the visit: 

- Description of curriculum'and four--year-course'-of stdy 

- Discussion of opportunities for African students to be admitted 

- Comparison of nursing education in U.S. with that of Cameroon
 

- Tours of Media Center, Skills Laboratory, Reading Room, and a
 
class in session.
 

5. 	 Newton Grove Migrant Health Center, Newton Grove, N.C. 

Rural primary health care program providing services to predominantly 
Haitian migrant workers.
 

6. 	Winston-Salem University, Nursing School, Winston-Salem, N.C.
 

LPN program in an historically black institution of higher education. 

7. American Public Health Association Conference, Los Angeles, CA
 

The 	visiting scholars participated in the 109th annual meeting of the APRA
 
in Los Angeles, California. The theme of "Energy, Health, and the Environ­
ment" provided the scholars with exposure lo the issues and concerns of
 
the 	more than 11,000 expec:ed participants. Four hundred wcrking session . 
covering a wide variety of topics were available during the week-long con­
ference. Some of the sessions included:
 

- Energy issues and health planning 

- Environment: Food production in the 21st century 

- Evaluating family planning service delivery and the impact 
of family planning programs 

- Improvements in organizing and administering health services 

-Paths to power for women in Health Administration 

8. Martin Luther King Hospital and Drew Medical Center. Los Angeles, CA 

Nationally recognized medical facilities and community outreach programs 
developed by and providing services to urban black coimunities. They are
 
examples of community development and action approaches to health care 
delivery.
 

9. 	Indian Health Service, Tucson, Arizona
 

The 	 Indian Health Service programs in Arizona were visited over a period 
of three days:
 

1. 	The Marana Community Clinic, serving the Yaqui Indian reservation
 

2. 	 The Papago Indian reservation hospital and mobile health unit which 
integrates community participation through the work of community 
health representatives. 
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3. The Santa Rosa Clinic which is an outlying post on the reservation
 
for treatment of minor health problems, staffed by nurse practi­
tioners, and has a referral system to a near-by hospital.
 

4. 	The indigent Papago village in Gunsight, Arizona is the site of an
 

experimental development project in solar .energy exploitation which
 

.	 has--established.via solar.cell arrays3and distribution system a solar
 
electric powered water pump and storage, lighting for homes, a small
 

communuty refrigeration system, and power for washing and sewing
 

machines.
 

10. 	 Sea Island Comprehensive Health Care Corporation, John's Island, S.C.
 

This program is among the very few in the U.S. that has developed compre­

hensive health care and economic development initiatives. It is par­

ticularly well-known for the strong role that the black rural poor and
 

near-poor residents play in determining policy.
 

The slave trade history of John's Island is of particular interest to
 

Africans visiting the U.S. Due to its physical and social isolation
 
from mainstream America, strong cultural links with West African ethnic
 
groups still exist in terms of language, tradition, and customs.
 

C. 	Work with ?THE
 

M'Bom was involved for 2 hours/week with the UNC-CH ?THE staff in developing
 

the final year strategy for the ?THE project in Cameroon. Emphasis was placed
 

,the development of the specific methods and procedures involved in implementing
on
:he 	-kna year-s:r-teg. T!i encluded a work plan tha: outlines the timing,
 

roles and outputs of the ?THE team ±n Yaounde, the UNC support team in Chapel
 
of Health, and other relevant Cameroonian
Hill, the Cameroonian Ministry 

ministries and officials. 
An important aspect of the final year strategy is the design of an evaluative 

This instrument will focus on theinstrument by the UNC-CH staff this fall. 

following strategic points:
 

1. 	Comparative analysis of the relative successes and failures in village
 

organization and committee developments that have occurred to date;
 

2. 	.ntensive and detailed analysis of the processes and outcomes involved 

in efforts to strengthen the village and school programs in the:Mefou 

and the Kadey; essentially an evaluation of the role model to be left 

by the PTHE. Special attention is given to the major problems con­

fronting the program in the Kadey. In particular, the issues of multi­

ethnic village organization, migrating labor problems, and possible
 

examination of a single ethnielty as a foundation for future work.
 

3. 	Analysis of the determinants for (a) effective diffusion from stronger
 

health center programs to those in their defined cluster and (b)ef­

fective inter-village diffusion. Systematic attention and reinforcement
 
will likely be needed during the final year.
 

V, 	 FACULTY ASSESSMEnT OF PROGRAM 

The original concept of the Visiting Scholars Program was designed to 
provide Cameroonian health personnel working with nHE an academic experience 



which would enhance their skills and expand their working knowledge of com­
munity health. It was not meant to be a substitute for a degree program nor
 

for basic training in puic health. Therefore, it would be important for
 

the visiting scholars to begin their short-term study with basic notions of
 

public health practice and exposure to the strartegies of PTHE at the very
 

least. As a resultof discussions~held with MOH, the direct advantage of
 

sending middle and upper middle level Cameroonian health personnel as visiting­

scholars would be their increased ability to work within the health system to
 

diffuse, continue, and assess PTHE activities when they return.
 

As mentioned earlier in this report, the initial proposal for the Visiting
 

Scholars Program included participation in the Department of Health Education's
 

intensive four week short-course held in July. Along with senior health of­

ficials from Africa and the Caribbean the short-course would have provided
 

them with an in-depth orientation to community health and development program
 

planning. It was also expected that the short-course experience would have
 

given the Cameroonian scholars a clearer idea of the resources and expertise
 

available to them for developing and pursuing a more specialized program of
 

study during the fall semester from August to December.
 
Given that most of the above expectations were not fully met, the program
 

was modified accordingly. The most iimediate change resulted from the fact
 

that no one, including the scholars themselves, knew in advance who was comin&
 

and when. Thus, the PTHE faculty and staff at UNC were required to spend the
 

first three weeks following the arrival of the scholars almost exclusively on
 

their logistical needs as described in Section I. Substantive training
 

preparations such as course selection, orientation to the School of Public
 

Health, and assessment of learning needs not only took second priority during
 

this time but also were done;uite hurriedly since the scholars needed to
 

begin course work i.Tedia:ely.
 
Abicho and Anye experienced the most difficulty during'this period. They
 

had previously experienced little travel outside of Cameroon. Therefore,
 

problems of acculturation were more pronounced for them. Also, having had no
 

prior experience with nor exposure to the activities of PTHE, Abicho and Anye
 

had difficulty understanding the relationship between the project and their
 

professional roles. In retrospect, it would have been more productive had
 

UNC faculty affiliated with ?THE taken more time personally to orient them
 

to the project's approach, activities, and objectives rather than providing
 

them with documents to read and assuming that M'Bom and Ndjikeu could adequately
 
As it was, Abicho did not actually understand
answer most of their questions. 


the project until the middle of the semester. This came as a result of the
 
Anye ended the program with
Cameroon team assignment in Dr.. Steuart's course. 


a superficial description of PTHE activities but not much more. Most of his
 

energies were focused on continuing his nursing studies in the U.S. and not on
 

expanding his role in Cameroon to include PTHE activities. Abicho and Anye
 

also had less formal training in public health than either M'Bom or Ndjilkeu.
 

Consequently, the range of options open to them was quite overwhelming in that
 

they did not have a strong enough foundation in public health to select a
 

specific direction to follow. On the other hand, whatever they were exposed
 

to was new and of interest. They were both very open to absorb and learn as
 

much as they could while at UNC.
 
Although Ndjikeu's arrival was just as hurried as Abicho and Anye's he
 

experienced fewer acculturation problems due to his having spent a significant
 

amount of time in Europe and'the U.S, before coming as a visiting scholar to
 

UNC. However, hisexpectations concerning logistical support and his role
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as a visiting scholar were unrealistic. Holding a doctorate in health educa­
tion and the status of an assistant chief of service, Ndjikeu requested special

consideration, such as a chauffeur driven car, which PTHE faculty and staff
 
were not able to fulfill, either because resources were simply not available
 
or because his demands were not felt to be justified. To further illustrate,
 
Ndjikeu did not intend to do any course work at all, but rather, planned to
 
investh. his time in _writing.andinsecuring fundssor publishingamanual on._ 
specific educational techniques for disease prevention on Cameroon, with each 
disease having its own technique. An independent study with an instructor who 
has expertise in tropical medicine was arranged, however, neither the content 
area nor the funds for publication was related to the purpose of the Visiting
 
Scholars Program. Additionally, his expectation to design the PTHE evaluation
 
while he was in Chapel Hill and then to receive funding from USAID to implement

it when he returned to Cameroon was also not feasible. When it was made clear
 
that a collaborative effort between USAID, MOH and PTHE was already underway,
 
but could certainly benefit from his input, Ndjikeu no longer pursued this
 
interest in evaluation methodology.
 

As evidenced from these two examples among others, there was a conflict of
 
expectations concerning the relationship of PTHE to the Visiting Scholars program.

The priority of UNC was to ensure direct benefits to PTHE continuation efforts
 
through the visiting scholars' learning experience at UNC. Ndjikeu was more
 
cormmtted to pursuing opportunities for personal gain and development. These 
two objectives do not necessarily have to be mutually exclusive, but in this
 
case there was very little overlap. One aspect, however, on which Ndjikeu and
 
UNC do agree is that he did not meet any of his learning objectives during his
 
four montn program. Moreover, there was no relationship between his learning

.objectives and the needs of ??HE.
 

M'o.'s experience was uite differen; frcm any of :he other three scholars.
 
She arrived with a very positive and clearly defined relationship to PTHE both
 
personally and professionally. As the project training technician counterpart

for the past year and a half withCESSI level training, M'Bom needed very little
 
orientation to community health and development. Her professional interest as
 
a nurse-midwife led her naturally to focus on maternal and child health aspects
 
more than on training methods. In fact, two field visits were specifically

arranged for her to see the obstetrics and pediatrics facilities at Duke
 
Medical Center and to meet with the Dean of the Nursing School at UNC to discuss
 
childbirth preparation methods. ?THE faculty benefitted from her presence in
 
that she actively contributed to the development of evaluation instruments and
 
provided additional insight to possible strategies for continuation of PTHE.
 

However, difficulties were experienced in her seeming lack of interest
 
in doing assignments outside of class and meetings. The time that was not
 
committed to class or meetings was spent getting acquainted with mainstream
 
America. This in itself was a very positive learning experience for her.
 
However, it did reduce the degree to which she achieved her learning objec­
tives. In retrospect, a formal independent study allowing her to meet and
 
discuss with each faculty member in the Department of Health Education on
 
a rotation basis would have been more beneficial than the sporadic meetings

she had with them on an as-needed basis. She appears to work better in a
 
structured setting.
 

Overall, the high degree of diversity among the visiting scholars' needs
 
and backgrounds as well as ill-planned timing and the reduced period of stay

from six to four months were major factors which contributed to the sense of
 
unfinished business. The UNC faculty and staff were not able to be as flexible
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as the program required. The necessary level of individualized attention was 
not 	anticipated by the UNC faculty and staff, nor reallstically feasible in 
light of very limited advance preparation, when coupled with the UNC faculty
 
and 	staff's on-going responsibilities. Prior commitments such as academic
 
teaching, consultation, community service, and technical-assistance had
 -	 " 
,who.--played-a-,major-role,in-.the -Visiting -Scholars, Program -had-a--prearrangedi.: :!already been made for the fall semester. The project assistant coordinator
 

obligation to spend the month of October in Cameroon, for example. Her 
absence reduced the degree of direct communications between the scholars and 

faculty, and no one else had the time available to fill the temporary 
gapiNonetheless, the four month long program was productive and time well
 

spent for the scholars and UNC in two ways. First, the content area of com­

munity health and delelopment was consistently reinforced and expanded
 
through each of the courses taken and each of the field sites visited.
 
This was possible due to this School of Public Health's basic philosophy
 
and 	commitment to training professionals for work in community health, and
 
due 	to the innovative rural health and community development efforts found
 

predominantly in the southeastern region of the U.S. The degree to which
 
each of the scholars will be able to apply the principles they learned and
 

the 	approaches they observed will depend on their ability to synthesize and
 
modify these concepts to fit the Cameroonian community health context,. It
 
is the faculty's assessment that those scholars wh3 have had more practical
 
experience in the field will be more effective in applying their UNC ex­
perience than those who have predominantly worked as administrators.
 

Secondly, despite their frustrations with the training or teaching methods, 
it was a positive learning experience. The exposure to alternative methodology 
hforced them to reassess their oun past encounters with training as trainers 
and trainees. They have become more critical as well as more open to the 
notion thaz method or technique can be.as important as content.
 

The 	visiting scholars made many friends while they were in the U.S. it 
is without a doubt that they have a greater appreciation for the diversity
 
and 	complexity of American society. And, it is also without question that
 
the 	Americans who met them have a greater appreciation for the-diversity and
 
complexity of Camcroonian society. The experience was a mutually rewarding
 
one. All the faculty, staff, students, and practitioners involved in the
 
program would look forward to a similar collaborative effort based on the
 
lessons learned from this initial experience.
 

VISITING SCHOLARS ASSESSMENT OF THE PROGRAM 

Exit interviews were held between the assistant coordinator and the visiting
 
scholars on an individual basis in the third month of their four month stay.
 
The purpose of the interviews was two fold:
 

1. 	To elicit their general assessment of the value of the course work
 
and field visits when compared with their needs and interests.
 

2. 	To identify how they could best contribute to the continuation of
 
community health and development activities once they returned to
 

Cameroon.
 
In reference to the frt purpose cited above, all four scholars expressed
 

frustration with the teaching methods, but not with the content, they encountered
 
in the classrooms. With the exception of EPID 160, all other courses were
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conducted as seminars with a discussion group format based on Assigned 
readings and personal experience or observations. This methodology was 

r* quite different from what they had experienced and come to expect in formal 
training settings in which the instructor lectures rather than facilitates, 
and inwhich the student absorbs and does not question, The impression left 
with the four scholars Was that instructors did not master the material well 

L.enau.. gr-o.pre ent-.it.,n.an orderly- fashionA_ .e. I--in. a_ stragt ,-c~r@@.,,ndin.._. __ 
with a written summary to be presented to the students. 

The degree of frustration,1 of course, varied among the our, with those 
having worked with ?THE training sessions being less anxious but still 
agitated. M'Bom's comment, for example, was "This is the same method we use 
in ?THE, and at times it is frustrating for the Cameroonians we train, like 
the OCEAC students." She is not convinced that either the "French" or the 
"American" method is the best and is trying to find a commn ground. Anye 
felt that, despite his fluency in English, he could easily miss an instructor's 
point during a seminar and had difficulty with the "lack of direction" in 
doing tasks in small group work. He, too, was not sure about the merits of 
the American teaching methodology. Ndjikeu simply did not like the method
 
and stated: "I am not here to do the work without having the theory first."
 

*+ It was important for him to know what the instructor's point of view w&s 
before he could react accordingly. 

In relation to this question of methods was the issue Of atudent-teacher 
roles. Since they had been trained "in the teacher-centered approach, which 
is unidirectional with comunication going from teacher to learner and 
centralized in power with assessment of learning being made only by the 
teacher, they were extremely ambivalent about their roles as auditors who 
were not required to do assignments nor to take exams. They did not feel 
Jus:±fied in tak-nG up class time to ask questions when there were other 
students who were enrolled for credit. The Cameroonians also did not feel 
comfortable going to instructors Outside of class due to their non-student 
status, Similarly, they did not want to ask other students for help outside 
of class because they expected the students to be preoccupied with studying, 
and because the scholars apparently viewed their classmates as only "students" 
and not as "professionals". As a result, the process of satisfying learning 
objectives through course work occurred predominantly within the walls of the 
,classroom. Outside readings and assigments were, therefore, not completed 
for the most part. 

Nonetheless, the four scholars expressed general satisfaction with the 
content of their course work. Anye and Abicho felt particularly favorable 
toward the two public health nursing classeal which were 50-100% relevant to
 
their work in Cameroon. These two scholars also greatly benefitted from the 
epidemiology course due to the fact that they had very little exposure to 
these skills in their training backgrounds. Abicho stated that EPlD 160 was 
the best'course for enhancing the effectiveness of his position in Maroua 
since he can now collect and analyze data to determine the impact of his ac­
tivities, such as vaccinations. They differed on their assessment of the 
parasitology independent study, mainly due to the varying degree of experience 
each one had had with laboratory work. Anye fels more confident about his 
ability to teach laboratory techniques to nursing students as a result of this 
course and believes he now has a strong enough base for developing these 
skills furthsr on his own. On the other hand, Abicho learned nothing new 
in terms of laboratory techniques since he already does this on a reuar basis 
as part of his responsibilities in Maroua. Nonetheless, both scholars ex­
pressed equal appreciation for the bibliography and other resource materials 
generated from this course,
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MO= expressed satisfaction with the caliber of the instructors, She 
felt they were knowledgeable and had considerable experience in their 

r 	 respective fields of expertise. The MCH course provided a good survey of 
what proJects and research exist in the U.S. and allowed her to realize 
that no new developments or innovations, of which she was not aware, had 
occurred in maternal-infant health, The epidemiolog course was an excel­

hm~lnt~oD~rtnit~~rJ4D~mto review and refresh the skills sha had acquired 
in her training with CES31 at Dakcar several years ago. . iit p ci 
tions she had for the international health course (HAM 2021 were not met. 
She 	attributed this largely to the self-directed nature of the course learning 
process which was not beneficial for a short-term auditor. What she had 
hoped for were more Concrete examples of projects and strategies in inter­
national healthl including specific training techniques which had been used. 

Ndjikeu' assessment of the parasitology independent study falls between 
those of Abicho and Anye. He found it to be a good refresher course since 
he has not used his laboratory skills In recent years, but again he learned 
no new skills. The bibliography and materials on parasitic disease were 

* 	 quite useful in partially meeting hisrobjective of elaborating an educational 
manual on prevention of endemic diseasein Cameroon. Ndjikeu elt that the 
health administration course was satisfactory for meeting his interests. The 
two Independent studies in health education on evaluation and ethnographic 
metnods, however, wore found by nim to be entirely unsatisfactory. He, in 

* 	 tact, stated tnat they were useless and a mutual waste of tuno for him as 
Wel1 As for the instructors. The task at doing an assignment on evaluation 
to provide the instructor w.th a clearer idea of what the student already 
knows was not appreciated nor accepted by XdJikou. The explanation he offere 
was that as a visiting scholar he .di no: expect to do assignments like a 
student, ano that what an instructor shloud do is presert the material as if 
the scholar 	knew nothing and he in .turn would indicate if it was old material 
as thOy progressed. The Independent study for writing,,publications on the 
MGaoy othnograpnic study was not useful for N*JLkeu since he felt tnat the 
instructor needed no rurther input from him. As.a rtsult, both independent 
studies were dropped after two months., The epidemiology course was also 
dropped during the first month but for other reasons. Hie felt that the 
material would only be a review for him. 

In respect 	to the cross-cultural consultation course in nealth education, 
all four scholars valued the exposure to Dr. StuarAt and felt that the content 
was relevant to all. ther learning objectives but in and of itself was not sut­
ficient. An i.mportant aspect of this course was s=all group work-in which all 
stucents were placed in teams to respond to hypothetical grant proposal, requests 
from UAID. The three French speaking scholars ,were to work with twomasters 
students, who also speak French, in developing a proposal for continuation 
and diffusion of PTMI activities In Cameroon. The prposl w to bepresente 
both in writing and orally to the class. Anye was placed with another team to 
reduce the nood for simultaneous translation on the Cameroon team. Nonetheless, 
all four scholars and the tnroo on the Cameroon team in particular did not feel 
comfortable with the unstructured nature of the task nor with the lack of 
direct feedback/direction from Dr. Steuart until the end, They each stated 
that the task was unclear, As a result, nothing substantive was achieved by 
the 	Cameroon team. M'Boms assessment of her experience in this course very 
well sums up the others' perspective: "The cart was placed before the horse. 
Dr. Steuart didn' t give us the basic principles before asking us to do the 
proposal." They each felt that they could have learned more with continual 
input in lecture form from Dr. St-uart. 
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The field visit component ot' the program was considered to be highly in­

formative and interesting. Zn addition to the value of meeting with practi­
tioners, they had tne opportunity to &sorural areas and talk to coau ity 

at eachr " people. All four visitors would have liked to have spent more time 
site to imceive more than just a taste of how coimunity action and citizen 
participation can be implemented in health care programming. However, they 
did come away with the opinion that there was simply not enough financial 

-construct, and eup'itiessc steoej..1.~-resources -in Csmswroon --t 
they visitea. Ndjikeu did not feel that the field visits helIpe _d -1hiImItomeet­
any of his learning objectives since nothing he saw could be replipated in 
Cameroon. The other three saw value in m'king the comparisons between the 
two countries, however. Moreover, they learned the hetero­
geneity and disparity of resources in America trom their visits to migrant, 
American Indian, and rural black coiuafnities. 

In respect to the scholars' potential contribution to the development 
of comunity health and development activities Ln Cameroon, tree of the four 
expressea concrete ideas. Auicho was enthusiastic aoout Initiating in.service 
training' or his chief nurses of health centers and his hospital personnel 
in community organization and disease prevention. He would very much like to 

abegin a program of village health coimittees ana would, thererore, waeome 
ministerial oecision to dirfuse ThE activities to his sector in Haroua. He 

same position, plays isstrongly feels that the role he, anc others in the 
key to a successful plan for the continuation of PHZ. 

Any* foresees a definite possibility with his work at the Damera nursing 
school In terms of the stucents' rield training cmponent, placing.more em­
phasis on com:unity health aspects than itpresently does. Supernsing tne 
ftioi practicu is one of his respns'ilit.es. /breover, he envisions a 
very. pod o;.or:unIty for the CUSS and CESSI students who Lcome to Bamenda 
for their field practicum the year following their practicum in the HefoU 
with P2H. He feels tn. Bamenda nursing senool faculty woulo be very open 
to the idea of integrating more comunity health education principles into 
the practcums.

'IDom would like to be able to conduct training of trainers sessions for 
ME when she returns as part of the continuation plan. Se feels that more 

empnasis needs to oe placed on definngLe ro! , of divional and, pro .ncisa 
level health persoennl in co=jrAty health and dv.ilopment. From ner ex­

aM from her stay In Chapel Hill, she has cow to realizeperience,wita M 
the need for supervisory and support skills among this level of personnel, 
if front line workers are to be effective at the village level. 

that his contribution would be that of an adulnistratorXdjikeu feols 
while he is in the Health Education Service. He also stated that since he 
has learned more about Americans, he will better understand American experts 
who come to Cameroon inthe future. 
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VII. RECOnMNDATIONS
 

Given that the Visiting Scholars Program experience isstill fresh'
 
t 


on the minds of the PTHE faculty and staff at UNC, i would prove bene­

ficial for us and all readers of this final report to propose concrete
 
of a similar nature, i.e.,
suggestions for improving any future effort 

short-term, academic, non-degree training at UNC for middle and upper level 

health personnel form developing nations with" limited facility 
in English.
 

1. 	Selection criteria for candidates should include at least three
 

years of practical work experience in the field of community
 

health care delivery to ensure the transfer of theory and
 

research to service.
 

2. An open-ende questionnarie requiring short answers should be
 

developed by UNC to gain a clearer idea of the backgrounds,
 

learning needs, and professional interests of the candidates 

before they arrive in Chapel Hill. The information should 

prove extremely useful for program planning and logistical 

preparations to be made in advance. 

3. 	Scholars should arrive at least three weeks prior to the
 

beginning of an academic semester to minimize the interference
 

of acculturation and personal needs with the substantive aspects 

of the program. 

A structured course in health education designed specifically
4. 

for the visiting scholars as a group should be required as part 

pf the program in addition to HEED 240 and EPID 160. 

5. 	 Additional funds should be allocated-for hiring tutors with
 

facilities in French to assist tne scholars in preparing
 

assig.ments and understanding readings. An option would be 

for the scholars to take the exams as well for informal feed­

back from the instructors. 

should be reduced to allow the
6. 	The number of field sites 
scholars to visit each site more than once to ftuther pursue 

any specific aspects of the site's activities. 

of Health Education7. A certificate from the Department 	 awarded 

to each visiting scholar at the end of the program would provide 

La needed incentive for participation during the program. 

S. 	The MOH and Project Technicians of the candidates' country should 

hold a formal orientation session with the scholars before they 

leave for UMIC to clearly define expectations for their technical 
input once they return. 
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Recomnendations 

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 1!2fou 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 aspects of the PTHE program:
 

- the existing Village Health Committee Program in the Kadey 

and Mefou districts (including vehicle and supervi!;ory support) 

- the program of Practical Field Training with CUSS, OCEAC and 
ENISFAY, et. al. 

3. Regarding the PTHE Field Level Program:
 

a) that the PTIHF Project implement the concept of the "Rayon
 

d'Action" (Action Zone) in which itinerant agents ana volunteers
 
serve as catalysts for health promotion. This concept creates an 

emphasis on quality and intensity of contact and interaction within 
a more concentrated area than outlined by the quantitative focus 
of the original project paper.
 

b) that a core of specific health education functions - as defined
 

by the PHE leam ( CCi) - required of itinerant agents and Peace 
Corps Volunteers. In addition to Lhese activities, individuals can
 

negotiate with their supervisors to initiate other projects responding
 

to village and health center noeds.
 

4. Regarding AD-donated, CUld-administered training funds: 

a) that che MCH keep account of all expenditures for training 
activities provided under the PTIIE project and submit the necessary 
vouchers/documentation to USAID/Y. 

b) that USA-ID continue o approve use of these training funds 
for payment of por diem and honoraria at the present GURC rate for 
the duration of AID's participation. (Exceptions noted in Special 
Remarks Sectir, on Per Diem) 

c) that the USAID/Y Project Manager monitor/verify MOH
 
accounting of project expenditure3, and that this responsibility
 
be remcv;ed from the MNC technical staff.
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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 the PTHE Team CMIC/MOH) develop 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
 
counterpart, preferably from the MOE Training Divisicn or Rural
 
Medicine Division, who can dkvoce 50-60".of time to the PtE
 
project activities.
 

8. That the MOH, Peace Corps, USAID/Y and UNC attempt to maintain
 
continuity of personnel specifically trained/designated to work
 
within the framework of the PTHE project for its duration.
 

9. Regarding lines of communications and designated roles of
 
major donor agencies:
 

a) That USAID/Y consult with the 'OTHE team (UNC/MOH collective)
 
prior to mailing correspondence affec:ir.g the PTHE ProjecL to
 
the Ministry of Health.
 

b) That MOH, USAID/Y and UNC reach agreement Legading lines
 
of communication and roles and resprnstbilltir- outlined 4r
 

this document on pp. and in Appendix D.
 

10. Regarding improved coordination of PTHE project:
 

a) Formation of a coordinating sub-committee of critical
 
donor agencies (UNICEF, Peace Corps, USAID/Y-Project Manager,
 
Chief of Project, and one MOH representative from the PTHE team)
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to meet every month regarding PTHE project plans, execution
 
and evaluation. Findings and problems raised are to be
 
presented to the formal coordinating comm.ittee. 

b) Presentation of PTHE Project oissues and reports, as 
appropriate, before the existing 110H intra-ministerial coordination 
committee in order to promote horizontal flow of information. 

c) 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 donor
 
agencies, and relactu services/ministries.
 

- Information discussions be held approximately 
every 30 days with administrative officials by PTHE 
team members, 4ncluding field level p'rscnnel. (Especially 
since the role of prdfets and sous-prEfets is one of
 
overall coordination of sectcral involvement.)
 

11. That the Ministry of Health provide an accounting to USAID/Y of 
MOH funds allocated and disbursed for the PTPE project for the
 
GURC fiscal year 1979/80, as well as for each fiscal ycar through the
 
remainder of the project period. 

12. Th2t an in-house evaluation of the status of the Progr-- for
 
the Health Sec:cr TnStituticns be scheduled for Deceabar, 1980 by
 
USAID, '--&,,C and "C'. Based cn evaLuatiCn results, ccnsideration 
be given tc extension of the UNC contract in order tc ensure that 
one or two graduating classes from CUSS, E7I!SFAY and OCEAC, eti- al. 
have experience with the PTHE Project in the Mefou or the Kadey. 

13. That monies originally allocated (approximately $95,000) for 
upper level heplth edurLion training and/or conferences be used to 
implemant the Program of Practical Training Workshops for Miidle 
and Upper Level Health Personnel involved in the PTHE Project. 
(Refer to output No. 8) 

14. Regarding de.elopmnnt work in the Kadey: 

a) that the PTHE Project maintain ccamtmity organization efforts
 
in the Kadey, drawing especially on the expertise uf the new
 
and experienced.UNC Community Organizaticn technician, as part
 
of a process for gathering needed information about the peoples 
of the region. We refer the PTHE technicians to the theoretical 
discussion of the problems in the Special Remarks Section.
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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
 
projecLs.
 

15. That MEDCAN project planners review this evaluation report and 
plan future integration of tme PTHE-trained "itinerant agents" into 
the IEDCXI program, particularly in the Kadey districts where the 
programs will eventually overlap. Experienced itinerant agents could 
help develcp cortunity organizations and could train and/or supervise 
the residential village health worker envisioned by MEDCM. 

16. That the organizations designated take the following actions
 
essential to the operation of the Audio-Visual Workshop:
 

a) MOi: iumediate hiring, assignment or transfer of an audio­
visual technician and an artist; ccntinue construction on the
 
b'uilding site designated.
 

b) Peace Corps: place-ment rfa new PCV with appropriate 
qualifications, as daeterained by Peace Ccrps. 

c) iLinistry of Finance: investigation of more efficient 
procurement of audio-visual materials and supplies through 
customs duty waivers. 

17. That use of donated construction materials be limited, and that
 
they be used only for public facilities (i.e. schools, health centers,
 
etc) for which work will be privided by local initiative. That U.S.
 
Embassy Self-Help funds be utilized only if they can be channeled
 
more directly through local Cameroonian community organizations.
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PROGRAM EVALUATION SUMMARY (PES): PART 1I 

13. SUM AiRY 

The Practical Training In Health Education Project is behind 
schedule in relation to the original project purpose. The m-id-term 

the causes for this as follows:evaluation team assesses 

- The original project design was overly ambitious, particularly 
in attempting to integrate health education curricula into village 
schools on a national basis. This objective alone 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 
Community Development Technician; 

- Problems of cc-runication and differences in project 
conceptual.zation among USAID, the contract agency (U1NC) and the 

Ministry of Health (MOH); 

- Inadequate administrative support within the project
 

for training activities and for logistical support of the Village
 

Health Comittee Program.
 

Despite early set-backs, the existing LNC/,,H field team has 
made sig.ificant progress tc-aard achieving secific end of project 

- Formation of an cperational coordinating committee composed
 

of the donor organizaticns, related agencies and ministries, and
 

integrated into the .1OH admL-iistrative structure for the project.
 

- .Inclusion of MOH healthper.odnel at all.levels (datrinal, 

provincial, departmental and district) in planning ?7:!E activities 
and in training of personnel in both the Mefou and Kadey districts. 

- Training activities benefitting significant numbers of 

health personnel at all levels, including the d*e~lopment of a 
new cadre: the itinerant agent. 

- Development of viable health education field training sites
 
in the Mefou for future classes of students from CUSS, ENISFAY and
 
OCEAC.
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