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Implementation strategy 3.1.3: improving diagnosis and management of
cases of malaria and major causes of fever (dengue, typhoid, flu ...)

The early diagnosis and management of the abovementioned diseases enable to reduce
morbidity and mortality related to malaria and subsequent complications. This strategy
will involve amongst others: (i) instituting a systematic recourse to operational
procedures and validated protocols for the diagnosis and management of malaria cases;
(ii) supervising case management at all levels of the health pyramid; (iii) making screening
inputs and quality antimalarial drugs always available, especially at the operational level.
Diagnosis using RDT will be strengthened as well as those of other major causes of fever
not requiring anti malaria treatment. Special emphasis shall be placed on risk groups
(pregnant women, children and youths).

Implementation strategy 3.1.4: Improving the diagnosis and management of
cases of Neglected Tropical Diseases

The diagnosis and management of NTDs will reduce the prevalence of these diseases or
even eradicate a few. This will involve: (i) stepping up early screening and treatment of
NTDs (leprosy, yaws, leishmaniasis, Buruli ulcer, HAT); (ii) improving geographic and
therapeutic coverage of targeted NTDs by increasing mass poly-chemotherapy for the
following conditions: onchocerciasis, lymphatic filariasis, trachoma, enterohelminthiasis,
schistosomiasis); (iii) instituting the systematic use of operational procedures and
validated protocols for the diagnosis and management of all NTDs in hospitals, schools
and the community.

Implementation Strategy 3.1.5: Improving the diagnosis and management of
cases of Non-communicable diseases

Improving the diagnosis and management of cases of NCDs will help in controlling the
rising trends in the prevalence of these diseases and reducing their global burden. To do
this, it will mainly involve: (i) raising awareness for early detection of these diseases at all
levels of the health pyramid; (ii) training service providers at operational level in
performing some specialized curative tasks (task shifting for the management of NCDs)
then improving the supervision of service providers mainly at operational level especially
for the management of some diseases ( mental illnesses, HIV, HAT, etc.); (iii) developing,

popularizing and systematically using standard operational procedures and validated
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protocols for the diagnosis and management of NCDs both in the hospital and the
community; (iv) reinforce the referral and counter-referral system; (v) enforce the
provisions of law No. 2003/014 of 22 December 2003 on blood transfusion (indeed, blood
tranfusion safety will be ensured through establishing Blood Transfusion National and
Regional Centres) ; (vi) create regional centres for the integrated management of NCDs,
including geriatric diseases ; (vii) make screening inputs and drugs for the most frequent
NCDs (HAT, Diabetes, etc.) available and accessible at all levels of the health pyramid; (viii)
develop a strategy for providing palliative care at all levels; (ix) ensure the availability of
essential psychotropic drugs and painkillers in the HFs of the operational level after
assessing the real needs of the HF.

Implementation strategy 3.1.6: improving the comprehensive (holistic)
management of cases at all levels of the health pyramid

Comprehensive management shall be done through the development and dissemination
of guides, protocols and simplified algorithms that take into account scientific and
technological breakthroughs in the area of the holistic management of cases. The most
common NCDs (diabetes, HBP, and other cardiovascular diseases, cancer, mental

disorders) will be greatly concerned by this case management approach.

High impact interventions on maternal, newborn, child and adolescent health shall be
privileged with the aim of reducing maternal and infant morbidity and mortality. These
interventions shall be implemented through the following strategies:

Implementation Strategy 3.2.1: Improving financial and cultural
accessibility to RMNCAH care

Low financial and cultural accessibility to RMNCAH care is one of the major causes of the
underutilization of health facilities. To remedy this situation, a reinforcement of
mechanisms aimed at reducing out-of-pocket payment is necessary as well as the
promotion of targeted subvention and/or free medical care. It is important to remember
that several mechanisms are already being tested to improve financial accessibility to

health care and services of the mother-child couple- health checks and obstetric kits in the
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northern regions, etc. A study will be scheduled to assess the strengths and weaknesses of
these different funding mechanisms. The results of this study will be capitalized during the
development of the national health financing strategy. This action will be coupled with an
intensive sensitisation of the population to undermine cultural barriers, which prevent the
use of RMNCAH services.

Implementation Strategy 3.2.2: Improving the availability and geographical
access of services for the prevention of vertical transmission of HIV and

Hepatitis B from the mother to the child (scaling-up PMTCT in functional
HFs)

The vertical transmission of HIV and Hepatitis B from mother to child is a major public
health problem in Cameroon. To reduce this transmission risk of the abovementioned
diseases, it shall involve : (i) strengthening the progressive expansion of PMTCT sites for
better geographical coverage of the population; (ii) decentralizing the screening and care
of HIV-positive pregnant women through task shifting and integration of services so that
each RMNCAH site can provide PMTCT services; (iii) increasing the availability of PMTCT
inputs; and (iv) prioritizing advanced strategies as method of service delivery to improve
the geographical accessibility of RMNCAH services and care for pregnant women living in

remote health areas.

With regard to the prevention of the vertical transmission of viral hepatitis B, it will
involve making available the screening of this disease in all ANC sites and strengthening
prevention (vaccination against hepatitis B) in exposed newborns.

Implementation Strategy 3.2.3: Improving the quality of the Integrated
Management of Childhood Iliness (clinical and community IMCI)

It will involve strengthening both clinical and community IMCI. These two approaches for

management of children will be used in all health facilities and health areas.

In addition, emphasis will also be placed on pre-employment IMCI training, which
minimizes the costs of regurlarly building the capacities of in-service providers.

Implementation strategy 3.2.4: Improving the availability of the provision of
guality RMNCAH service and care package

A health system capable of offering quality RMNCAH service and care will significantly

reduce maternal and infant/juvenile mortality. In this context, healthcare stakeholders
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will have to deal with the availability of the following service packages in the coming
years: RANC, PNC, assisted delivery, family planning, EmONC, IMCI, essential care and
Emergency care for the newborn, PAC, etc.). For example and as mentioned above,
counseling and testing of HIV and viral hepatitis B, D and C will be systematically proposed
to all pregnant women and their partners/ spouses during ANC. The implementation of
Option B + will be ensured at all levels

Implementation Strategy 3.2.5: Strengthening the capacities of HFs and the
community in RMNCAH

Technical assistance to health care and service providers is an important prerequisite for
the proper management of maternal, newborn, child and adolescent health problems.
This will involve: (i) conducting a community-based diagnosis of maternal and child health
problems following a prioritization of the intervention areas; (ii) training community
leaders so they can mobilize the community for the search of long term solutions to
maternal and child health problems; (iii) training community health workers (CHWs) on

the content of their specifications (community directed intervention relating to RMNCAH).

It will also involve: (i) strengthening advocacy for the recruitment of
midwives/maieuticians; (ii) training general practitioners in district hospitals in emergency
obstetric surgery and EmONC. Priority will be given to practitioners in district hospitals in
regions with high maternal mortality ratios (medical doctors practicing in the northern
and eastern regions). Heads of maternities and antenatal consultation services in IHCs/
SMCs will also benefit from capacity building sessions on EmONC and IMCI; (iii) upgrading
equipment in RMNCAH services in targeted HFs; (iv) ensuring the availability of essential
inputs (vital products for mother and child) in these HFs.

Implementation strategy 3.2.6: Strengthening integrated communication at

all levels for citizen mobilization for maternal, newborn and child health
issues.

The aim of this strategy is to increase knowledge and induce behavior change which is
conducive to the health of the aforementioned targets. It places particular emphasis on
information sharing that can increase their level of knowledge and enable them to avoid

the occurrence of diseases. This strategy will therefore involve:
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- carrying out communication actions for community development so as to
empower them, build their capacities and facilitate thier adherence in the
implementation of RMNCAH interventions and maternal, neonatal and infant

mortality control actions;

- organizing advocacy with political leadears for an increase in the budget allocated

to the mother, new-born, child and adolescent target;

Implementation Strategy 3.3.1: Strengthening multi-sector coordination in
the management of medical and surgical emergencies and public health
events

The coordination of multi-sector interventions is an essential prerequisite to ensure
synergy, coherence and effective management of emergencies and public health events.
To date, there has been a mismatch between the quality of technical platforms of the
emergency services (emergency doctors, inadequate equipment and insufficient drugs,
etc.) and the expectations of the population. It will therefore be necessary to: (i) develop
integrated multi-sector coordination plans; (ii) set up multisector rapid intervention teams
in HFs, HDs and RDPH and strengthening the technical platforms of these health facilities;
(iii) ensure the coordination of stakeholders in multi-sector rapid response units capable
of timely mobilization for rapid action at emergency sites, and (iv) clarifying the roles and
responsibilities of each stakeholder in the management of medical and surgical

emergencies as well as public health events.

Finally, simulation exercises for emergencies and disasters or public events will be
organized in all regions.

Implementation Strategy 3.3.2: Strengthening the resource management
forecasting procecss

Resource management forecasting enables the pre-positioning of essential inputs for
rapid response in the event of a risk. This will involve providing stocks of essential drugs

and inputs, preparing multi-sector rapid response teams through simulation exercises.
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Implementation Strategy 3.3.3: Strengthening diagnosis and curative
management of emergencies and public health events

The effectiveness of management of emergencies and public health events depends on
early diagnosis. Therefore, to improve case management in Cameroon, it is necessary to:
- Develop national strategic and operational response plans for major_public health
events;
- Establish an emergency service network ;

- Equip emergency services of Category 1,2,3 hospitals with advanced and quality
equipment;

- Develop, harmonize and disseminate standards and operating procedures for the
management of emergencies and public health events;

- Develop national strategic and operational response plans to major public health
events;

- Procure and deploy mobile clinics.
In addition, guidelines will be developed for health facility heads for the improvement of
the quality of reception in HFs in general and in emergency services in particular. Faced
with the ever-present vital risk in certain emergencies, it will be necessary to: (i) organize
prehospital case management (first aid) in the HDs located in the most accident-prone
areas (ii) reinforce the technical platforms of the HFs located in the roads that record the

highest number of accidents (death triangle).

Implementation Strategy 3.4.1: Establishing an integrated and coordinated
policy for disability management including mental disability

The establishment of an integrated disability management policy will enable: (i) to
mobilize all stakeholders and unite their efforts for a better management of disabilities;
(i) to clarify their roles and responsibilities in the management of disabilities both in the
community and in the hospital; (iii) to establish a multi-sector platform capable of

promoting the sharing of experiences, lessons learned, and best practices.

Ultimately, the implementation of this policy should reduce the overall burden of

disabiliting diseases on the health system.
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Implementation Strategy 3.4.2: Decentralising the management of disability
interventions

Decentralization will enable authorities to effectively address the needs of disabled
persons. Specifically, it will involve (i) creating specialized centres with multi-functional
teams to manage disabilities especially at the operational level; (ii) encouraging the
creation of associations of disabled persons; (lii) strengthening the screening of disabled
persons and the early rehabilitation of the disabled; (iv) develop mechanisms for the

management of the mentally disabled at all levels of the health pyramid.

In addition, it will also involve supporting communities, by giving them the necessary
means to manage disabilities at the community level, and strengthening multi-sector

collaboration (MINAS, MOH, MINPROFF) in managing disabilities.
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Table 19: Logical Framework for case management

Overall objective of the strategy

- 'Contributing to a healthy and productive man power capable of ensuring a strong, integral and sustainable

growth

Core problem of the component

Diagnosis and curative case management are not properly carried out ( Incidence and prevalence of preventable

diseases are high)

Strategic objective

Reduce overall mortality and lethality in health facilities and in the community

Tracer indicators

maternal mortality ratio

- neonatal mortality rate

- infant mortality rate

- Intra-hospital obstetrical lethality rate

source Target Source of
Specific objectives Indicator Baseline e ..
b R ' ' 2018 [2020 [2024 |2027 |verification
(2013
NHIS, PNLTB
0, ’
Rate of therapeutic success of PTB+ 84% cohort) 86% |87% |89% [92% |Report
By 2027, provide curative care for all PNLTB
communicable and non-communicable Report
d|5eas(:jt5 as well as the|r‘ complications Sp.ECIfIC mortality rate due to malaria in 45% 2015 PNLTB 38% 319% 24% 22% Technical audit
according to standards in at least 80% of children under 5 years of age Report
health facilities p ‘i ¢ fB li ul q NTD activity Survey report,
roportion of cases of BUFULL UIcer cured 1 ggo, report 95% |95% |98% |98% |NTD and HF
without complications .
activity report
vari ifi MICS 5
Ezzoonfn‘z"ve”es attended by a qualified | ¢/ 2o, 66% |70% |80% |95% | health statistics
By 2027 th I ¢ Percentage of new born who received MICS 5 DHS, MICS, NHIS,
y ! erTsure € overall managemen postnatal care within 48 hours following | 68.5 70% |75% |80% [90% |DSF supervision
and according the standards maternal, new- | .
. birth report
born, child and adolescent health problems - — 5014 NACC
at the level of the community and in atlease |Rate of mother-to-child transmission of | - o, 5% |4% [3% |2% |NACCReport
80% health facilities HIV Report
Percentage of health districts with health Health DSF report
& 31% statistics  |32.5% |35% |37% |40% POrS,

personnel trained in IMCI

DSF reports

health statistics

By 2027, ensure the management of medical
and surgical emergencies, disasters and

Peri-operative mortality rate in 3rd and
4th category hospitals

NA

Reduce by 5% by the

deadline

AUDITS
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Overall objective of the strategy

- 'Contributing to a healthy and productive man power capable of ensuring a strong, integral and sustainable

growth

Core problem of the component

Diagnosis and curative case management are not properly carried out ( Incidence and prevalence of preventable

diseases are high)

Strategic objective

Reduce overall mortality and lethality in health facilities and in the community

Tracer indicators

maternal mortality ratio

- neonatal mortality rate

- infant mortality rate

- Intra-hospital obstetrical lethality rate

Specific objectives

source Target

Indicator Baseline
' ' 2018 | 2020 |2024 |2027

Source of
verification

public health events in at least 80% of health
facilities according to standard operating
procedures

By 2027, reduce by at least 20% the
proportion of the population with at least
one correctable disability

DHS 2011

Proportion of the patients suffering from
cataract who regained their sight after
surgery

ND Increase to 50% by the
deadline
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6.2.4 Health system Strengthening Strategic axis

Reminder on the diagnosis: The health system in Cameroon is ineffective and inefficient

due to the poor functioning of its pillars.

Indeed, geographical and financial access to health services is limited and technical
platforms are most often outdated and incomplete in HFs of the operational level. In
addition, out-of-pocket payment is the main health financing method. The lack of quality

information hinders decision-making and the availability of quality drugs is reduced.

Concerning the health workforce, they are insufficient and their management is sub-

optimal. Finally, there is no quality assurance system.

Strategic objective: "Increase the institutional capacities of health facilities for a

sustainable and fair access of the population to quality health care and services’.

Specific objective: It will involve:

Reducing by at least one-third by 2027 out-of-pocket payment by households

through a fair and sustainable finance policy;

- Ensuring the harmonious development of infrastructure, equipment, as well as the
availability of health care and service packages according to standards in 80% of

category 3, 4, 5 and 6 health facilities by 2027,

- Increasing by 50% the availability and use of drugs and other quality

pharmaceutical products in all HDs by 2027;

- Increasing according to prioritized needs the availability of the Health workforce in

80% of health districts, RDPH, and central departments;

- Ensuring the development of research in health and the availability of quality
health information for evidence based decision-making at all levels of the health

pyramid by 2027.
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Given the importance of the payment system for health care (out-of-pocket payment) it is
necessary to develop strategies to mitigate household expenses on health. This will be

done by establishing a universal health coverage system in Cameroon.

Moreover, there is no formal strategic document for health financing in Cameroon. Health
financing is fragmented into multiple financing schemes, which remain ineffective.
Resource collection and pooling as well as disease risk sharing are poorly organized and

implemented. Finally, the allocation and use of public and private resources is ineffective.
Five implementation strategies were identified to address this situation:

Implementation strategy 4.1.1: Developing disease risk sharing mechanisms

Disease risk sharing mechanisms help to reduce out-of-pocket payments and the burden
of health expenditure on households. This will need further development of prepayment
mechanisms to gradually cover the populations of all sectors (formal, informal, the
destitute, etc.) and develop healthcare payment strategies to improve the quality of
services delivered (particular emphasis will be placed on the revision and harmonization
of fees for healthcare and health services. Therefore, an institutional framework for a risk-
sharing management system will be set up and a strategy for the establishment of
universal health coverage will be developed.

Implementation strategy 4.1.2: Streamlining and strengthening institutional
health financing mechanisms

The health financing institutional framework will be streamlined and strengthened. This
will involve assessing all the existing financing schemes in the health sector (free
healthcare, subsidies, State budget, results-based financing, health insurance, mutual
health organizations, obstetric kits, health checks etc). The results of this study shall
provide the basis for the development of a national health financing strategy. The
implementation of such a strategy will ensure equitable and sustainable health financing

for universal access to quality healthcare and services.

To this end, instruments on the responsibilities of technical structures for the

management of health financing schemes (collection, pooling, risk sharing and purchase
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of services) will be developed/revised. An integrated financial information management
system (resources and expenses) at all levels of the health pyramid will be also developed.

Implementation Strategy 4.1.3: Strengthening financial resource
mobilization

Financial resource mobilization is a key function in health financing. It involves setting up
a platform for dialogue between the Government and all stakeholders. This platform will
be used to strengthen advocacy for a greater allocation of the national budget for health;
identify additional financial opportunities at the national (including Public-Private

Partnership) and international levels.

This platform should facilitate the harmonization of procedures of external partners and
their alignment with national priorities. Thus, interventions and funding from different
stakeholders shall be complementary without duplication, which will enable in identifying
and filling potential financial gaps.

Implementation Strategy 4.1.4: Strengthening autonomous financial
management at the operational level

Autonomy of financial resource management is one of the key objectives which will
enable stakeholders of the system to improve their performance. This will be done
gradually and eventually, it will ensure flexibility in decision-making at the level of
devolved structures. The advantage of this measure is to enable local actors to respond
promptly and adequately to their contextual needs. It means allocating to devolved level

adequate funds for the implementation of operational activities.

For this, a budgetary framework will be established to improve the allocation of funding at
the devolved level. It will also be necessary to: (i) develop and see to the adoption of
instruments, (ii) establish a system which promotes autonomous financial management of

HFs.

Health facilities heads will be trained in financial resource management procedures and
dialogues structures (health and management committees) increasingly involved in the
management of health facilities. This will result in a systematic accountability of health

structures at the devolved level.
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Implementation Strategy 4.1.5: Strengthening the performance and
efficiency of the health system

In this strategy, it will involve strengthening the capacity of stakeholders at all levels in
identifying their priorities and a permanent search for the best cost-effective proposed
solutions.

RBF, which aims at improving the quality and quantity of care delivered to the
populations, as well as the efficiency and equity of the system is one of the strategies to
consider. It is based on principles such as management autonomy, separation of duties to
ensure good governance and public-private collaboration.

For increased efficiency, its extension will be preceded by the analysis of results obtained
in the pilot regions and through the analysis of other financing mechanisms in Cameroon

so as to capitalize on the strengths of other financing strategy.

In some districts, populations have limited geographical access to health facilities. The
situation is worsened with the technical platform, which has deteriorated over time due

to lack of maintenance and depreciation plans.

The health district is the operational level of the health system where most health
interventions should be implemented in a multi-sector approach and with the
involvement of the community. It is important to strengthen health system pillars at this
level. This strenghtening will be achieved in a three-phase development process: (i) the
startup phase relating to the setting up of mechanisms that will allow for the
implementation of activities (functional health district), (ii) the consolidation phase
assesses the functionality of these mechanisms and (iii) the autonomy phase
corresponding to the sustainability of this functionality at the technical, institutional and
financial levels. Taking into account financial constraints, the construction of
infrastructure and supply of equipment shall be carried out by prioritizing districts with

high development potential and those having high morbidity/mortality rates.

Four implementation strategies were adopted to address the problems identified:
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Implementation strategy 4 2.1 Institutional capacity building of HFs for a
better case management at all levels of the health pyramid

Institutional capacity building of HFs for better case management is one of the major
prerequisites for quality care. This will be done on a consensual basis. Health districts with
high development potential, as well as those with poor performances but with a large

population (mostly located in the northern regions) shall be prioritized.

Specifically, this strategy shall: (i) build the capacities of health care providers for them to
be able to offer quality service packages and integrated health care; (ii) bring HF heads to
have at their disposal and implement development and expansion plans of their health
facilities; and (iii) build the capacities of health facility managers and encourage them to
implement the management process by involving all stakeholders.

Implementation  strategy 4.2.2: improving infrastructure supply

(construction / rehabilitation / expansion of health facilities according to
standards)

Generally, efforts have been made in recent years by the Government to build health
facilities. These efforts must continue. Emphasis will, however, be placed on: (i) the
construction of regional hospital centres. The supply of infrastructure and equipment will
be enriched by the construction and equipment of eight Referral Hospitals, as well as the
rehabilitation of general hospitals and the Yaounde University Teaching Hospital (YUTH);
(ii) requalification of regional hospitals as regional hospital centres, and (iii) the

completion of abandoned construction sites.

Moreover, most HFs do not have a development plan and their equipment
rehabilitation/expansion or endowment is not systematically planned. Yet the availability
of a plan for the development or expansion of a HF is an important indicator of the health
system's ability to prospectively ensure the availability of a quality infrastructure capable
of meeting current and future needs of the populations. Consequently, each HF head

must have a development plan of his structure as previously mentioned.

The acquisition of certain equipment should be centralized in order to achieve economies
of scale. In addition, the uncontrolled proliferation of health facilities in large cities, due to
poor control of the health map, leads to duplication of achieved investments. Arbitrations

will, therefore, be made to rationalize the supply of services and avoid duplications.
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At the central and, regional levels, category 1, 2 and 3 hospitals shall be organized into
centres of excellence for better provision of specialized care (specialization/focused
strategy of health facilities providing tertiary care). The specialization of these health
facilities and the improvement of their technical platform will help reduce the number of
medical evacuations in the long term. The organization of the 2016 and 2019 Africa
football cups of Nations is equally an opportunity for strengthening the technical platform

of hospitals in the regions concerned with the health coverage of this event.

As regards HFs providing primary health care (IHC, MHC, DH, RH and other hospitals
ranking as such), the public-private partnership shall be reinforced. The Government will
encourage private initiatives while strengthening their regulation. In big cities (Douala,
Yaounde), where service delivery exceeds demand, economy will be made in terms of
human, financial and infrastructural resources by closing down unproductive public health
facilities. The saved money shall be reused either by subsidizing private health facilities or

by investing it in areas not covered by the private sub-sector (subsidiarity).

Private health facilities that are unproductive shall equally be closed down. The control of
licenses granted to health facilities in the private sub-sector will be organized with a view
to reorganizing the health map. The renewal of licenses granted to private health facilities
will take into account both the technical platforms and above all the benefits that the HF
brings in the provision of quality healthcare services. Moreover, a health infrastructure
development plan shall be developed indicating investment choices per region and per
level of the health pyramid based on the health map and the specificities of each region.
An architectural and technical programme for the rehabilitation/construction/expansion
of health services at all levels, along with technical files for their execution according to
standards shall be drafted and resources will be mobilized for its implementation. More

specifically, this shall involve:

- Updating infrastructural standards for health units per level;

- Developing and monitoring the implementation of the national health
infrastructure development plan;

- Preparing technical files for the rehabilitation/construction of health services
based on predetermined standards;
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- Conducting architectural, technical and financial studies of hospitals;
- Updating the mapping of health facilities,

- Constructing/rehabilitating and equipping administrative buildings, training schools
for health personnel and other infrastructure;

- Monitoring the execution of investment projects.

Implementation strategy 4 2.3: Enhancing equipment in health services
based on standards

The standards of equipment shall be updated taking into account job descriptions and
essential needs. Moreover, it will (i) prioritize equipment needs per level of the health
pyramid and per category of the health facility, (ii) establish a harmonized system for the
acquisition of health technologies for all categories of health facilities (iii) provide health
facilities with equipment according to prioritized needs (hospital equipment, computer
equipment, office furniture and other technical equipment specific to the medical
function, etc.) and based on available funds. In addition, an operational maintenance
system will be set up to ensure optimal and long-term operation of the equipment (for
example, a contract with two multi-purpose technicians per district to ensure preventive
and corrective maintenance of equipment).

Implementation strategy 4 2.4: Strenghtening community action and

providing the community level with inputs according to standards and
priorities (community healthcare and service provision)

The health system is strongly directed towards a hospital pattern aiming at the provision
of curative healthcare. This almost leaves no room for interventions related to promotion,

prevention, rehabilitation and community management of cases.

To address this insufficiency, it will be necessary to: (i) define community healthcare and
service packages based on the national guide for the integration of community-directed
interventions; (ii) equipping HDs with required inputs according to established priorities.

Implementation strategy 4.2.5: Setting up a quality assurance system for
health care and services

Norms in healthcare and services shall be defined per level and per HF category. These
norms shall serve as a foundation for assessing the quality of health care and services

provided and for accrediting health structures. Mechanisms for the regular monitoring
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and evaluation of health structure performances including assessing their productivity
shall be set up to foster excellence
Implementation strategy 4.2.6: Improving the availability of quality health

care and service packages in health facilities at all levels: development of
health districts and centres of excellence

Health district viability is a prerequisite for quality healthcare and service packages at the
peripheral level of the health system. This is why it is important to assess the HD

development level by focusing on their operational capacities.

The development of HDs will therefore be a key concern of this implementation strategy
in order to ensure the availability of a quality MHP and CHP at the operational level. To
achieve this great ambition and to improve healthcare and service delivery, (i) the
partnership with the private sub-sector and community-based associations will be
strengthened;(ii) the central and regional levels will provide the necessary institutional
support for the development of HDs. This support will be gradually granted, taking into
account both the mapping of the HDs, their current level of development and especially
the resources available; (iii) the acquisition process of inputs needed to provide
promotional, preventive and curative care will be reinforced. Priority specialized care will
be provided in the pre-defined centres of excellence

Implementation strategy 4.2.7: Strengthening the referral/counter referral
system

Developing a referral/counter referral system requires: a redefinition or an update of
health facilities missions per category; the production and use of referral and counter
referral related tools; and the setting up of the logistic and patient referral procedures.

This will ensure continuity of care at all levels of the health pyramid.

The functioning of SYNAME and other structures in charge of quality assurance and
pharmacovigilance is not optimum. Similarly, the quality assurance of medical analysis
and blood safety procedures is inadequate. Furthermore, the phenomenon of illicit

trafficking and circulation of fake drugs and laboratory reagents is deplorable. Stock
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management is equally made difficult due to lack of an information and logistics

management system.

Four implementation strategies were identified to address the above-mentioned issues:

Implementation strategy 4.3.1: Reinforcing regulatory mechanisms in the
pharmaceutical, medical analysis and blood transfusion sectors

Implementing this strategy shall include actions relating to: (i) building the managerial
capacities of managers in all domains (planning, supervision, coordination, monitoring-
evaluation, audit/control and operational research on drugs and blood transfusion
themes), (ii) develop/update drug and pharmacy-related regulatory instruments and
aligning them to new reform principles, of which universal health coverage shall be a
priority. The achievement of the above-mentioned activities shall require the setting up of
an information and logistics management system as well as the effective implementation

of the updated National Pharmaceutical Master Plan.

A reform of the National Drug Regulatory Authority (NDRA). Coupled with the
coordination of blood transfusion activities shall be done for greater effectiveness. This
will equally help move towards establishing an autonomous pharmaceutical regulatory
agency. The provision of adequate human, financial, material and logistical resources at all
levels will help the NDRA to better play its regulatory role in the pharmaceutical sector.

Implementation strategy 4.3.2: Strengthening quality assurance mechanisms
and the availability of drugs and other pharmaceutical products

The availability of safe and quality drugs and other pharmaceutical products is far from
being guaranteed. Similarly, blood and its derivatives are rare. To remedy this situation,
this strategy will focus on : strengthening the drug management process (estimate of the
needs, rate of incoming orders, purchasing and supply chains), entering drugs data in the
NHIS for better monitoring and increase of financial resources allocated to | drugs for
stocks to match the needs. This strategy shall equally ensure the establishment of
specialized Blood Transfusion structures with regional branches while developing a
network of voluntary non-remunerated blood donors, an operational qualification

mechanism and a performant distribution system.
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To ensure drug quality upon reception, the selection process of suppliers shall be
strengthened with focus on selection criteria of the said suppliers on the one hand, and

on the quality and pre-qualification of drugs to be acquired on the other.

Considering the danger posed by illicit trafficking and the sale of counterfeit drug as well
as other pharmaceutical products on the health of the populations, control structures
such as the Inspectorate General of Pharmaceutical Services and LANACOME, shall be
technically, materially, logistically and financially reinforced for greater implementation of

their missions.

Moreover, the fight against illicit drugs and fake and illicit products shall be stepped up
thanks to greater collaboration among stakeholders such as law enforcement officers,
customs and justice. The National Multi-sector Programme for the control of fake drugs
and illicit trafficking of pharmaceutical products under creation shall coordinate a multi-
sector and multidisciplinary approach, and help obtain better results. Opportunities to
fight against fake drugs and illicit trafficking of pharmaceutical products shall be a
combined effort at the sub-regional levels (including Nigeria) to ensure the safety of drugs

sold to the population.

The national pharmacovigilance system shall be strengthened through sensitization and
training of stakeholders, the operationalization of the reporting, accountability/causality

and decision-making system.

Implementation strategy 4.3.3: Promoting the rational use of quality drugs

The rational use of drugs is a challenge for the health sector. To address this, guidelines
on the rational use of drugs and pharmacovigilance procedures shall be revised and

disseminated. The national list of essential drugs shall be revised periodically, too.

The prescription and use of essential drugs in their generic form shall be preferred.
Related tools shall be developed and disseminated, including the national formulary.
Health professionals shall be sensitized and trained to prescribe drugs under INN
(International Non-proprietary Name) and to comply with national treatment regimens
(national diagnostic and treatment guide). With a view of promoting universal access to

health care, the prescription and reimbursement of drugs under their generic form shall
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be encouraged. The promotion of drugs and pharmaceutical products shall be further
regulated. Quality control of generic drugs shall particularly be strengthened to ensure
their reliability to prescribers and beneficiaries. To promote the rational use of drugs,
capacities of prescribers and the knowledge of the populations shall be strengthened
essentially in rural health districts where the level of ignorance is higher. A policy for
developing and promoting local pharmaceutical industries shall also be drawn up (valuing
the national therapeutic heritage).Finally, measures shall be taken to reduce the cost of
drugs and thus facilitate their affordability to the populations.

Implementation strategy 4.3.4. Establishing sustainable financing
mechanisms for drugs

Mechanisms shall be established to reduce dependence on external funding (FINEX) and
ensure the sustainability of regular supply of pharmaceutical products. Furthermore,
measures shall be taken to better manage drug donations in order to align them with

national priorities and integrate them into SYNAME.

Building on guidelines contained in the GESP and the liberalization of university training,
efforts are made by the government to provide health facilities with trained workforce, in
quality and quantity. Despite these efforts, they remain insufficient especially in rural and
remote areas difficult to reach. The management of these workers is not rational and

therefore less optimal, reason why they are less motivated
Two strategies were identified to address this situation:

Implementation strategy 4.4.1: Progressive staffing of structures according
to the standards (quality and quantity)

Health facilities staffing according to standards is a sine qua non condition for achieving
the HSS targets. To this end, this strategy seeks to revise the standards developed in 2011
(see HRDP) to include new personnel profiles in the process (mortuary attendants,

community health workers, etc.).
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An inventory of health workforce needs shall be conducted with focus on the availability
or not of the following profiles: Midwives/Maieuticians and priority specialists (see table in

appendix 1).

Thereafter, a plan for posting required staff at all levels of the pyramid, and monitoring
health workforce performance shall be developed. One of the priorities in the recruitment
of the health workforce shall be to increase the availability of versatile providers of
preventive, promotional and curative care at the operational level, particularly in districts
in dire need (Districts in rural areas). In the same vein, partnerships and collaboration
among stakeholders of the public and private sub-sectors are to be encouraged. In
administrative services, the enforcement of the 2013 organic framework shall help correct

the mismatch between profiles and workposts.

Audits shall be conducted in training schools for health workforce under the supervision
of the MOH/MINESUP/MINEFOP to harmonize curricula and improve the quality of

training.

It will also involve building the capacities of of community healthcare and service
providers, as well as HRH in other ministries that provide health promotion services. In
addition, a multi-year continuing education plan will be developed and will take into
account the training needs of all HRH.

Implementation strategy 4.4.2: Improving the rational management of the
health workforce

Improving the sound management of human resources is another imperative for
achieving the HSS targets. This strategy seeks to: (i) strengthen motivation and retention
mechanisms of human resources at their duty posts, (ii) improve working conditions and
(iii) strengthen incentive mechanisms for performance, particularly for health workforce
transferred in rural areas (career planning guaranteed, promotions, allowances, building
staff housing, etc.). In addition, deconcentration and decentralization of personnel
management will be gradually strengthened for greater efficiency. Finally, intersector
collaboration shall help to better identify the needs in human resources of partner

administrations that implement prevention and health promotion activities.
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Quality health information is useful for decision-making. This shall involve reinforcing the
national integrated health information system, improving the use of quality health data
and, finally, developing health operation research. To do this, three strategies were
identified:

Implementation strategy 4.5.1: Strengthening the national health
information system

Strengthening the NHIS shall be based among others on improving its institutional
coordination framework and on the creation of a database permanently accessible to
stakeholders. It shall also rely on an integrated health data management system. There is
therefore a need to harmonize tools for data collection, getting a consensus of the

optimal number of indicators to document for an effective HSS monitoring.

Finally, NHIS computerization, the standardization of data collection tools, the

strengthening of data security and quality assurance systems will be prioritized.

Implementation strategy 4.5.2: Strengthening health research

Strengthening health research shall require improving institutional capacities in
regulating, coordinating and disseminating research results. Moreover, capacities of

stakeholders shall also be strengthened, (especially at the operational level).

Besides, health research activities will be mainly focused on the pillars of the health
system and medicinal plants to improve the local production of drugs.

Implementation strategy 4.5.3: Improving the use of health data for
decision-making at all levels

Decision-making shall be based on quality evidence data from documents issued by the
NHIS at all levels. To this end, the regular production of statistical yearbooks and annual

reports on the health situation as well as their dissemination shall be ensured.
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Table 20: Logical framework for health system strengthening

Global objective of the strategy

”Contribute to the development of a healthy, productive workforce capable of fostering a strong, inclusive and sustainable growth”.

Core problem of the component

Low development of health system pillars

Strategic objective

Increase institutional capacities of health facilities i for a sustainable and fair access of populations to health care and services

Number of health professionals (medical doctors, nurses and midwives/Maieuticians) for 1000 inhabitants

Tracer indicators

Global index on the availability of health care and services

Specific objectives Indicators Baseline Source Targets Source of
2018 2020 2024 2027 verification
% of public expenditure in health in the State budget 5.5% Finance Law 2015, | 5.9% 6.6% 8.4% 10.1% | Finance Law
MOH
By 2027, reduce by at least 30% out-of- % of health expenditure borne by households 70.68% NIS, National Health | 65% 60% 50% 40% National Health
pocket payments from households Accounts 2012 Accounts
through a fair and sustainable financing 13.6% PBF Assessment 70% 100% | 100% | 100% | PAISS
policy % of health districts under Performance-based Financing Performance
report
% of population covered by a disease risk sharing | 3% DHS-MICS 2011 5% 20% 30% 50% DHS-MICS
mechanism
By 2027, ensure the harmonious Proportion of the population living within a radius of less | 80.6% ECAM 3 (2007) 85% 90% 95% 100% | ECAM, MICS, NHIS,
development of infrastructure, than 5 km of a health facility (IHC, MHC and HD) SARA
equipment and the availability of health | Proportion of public IHC/MHC delivering contextualised ND DOSTS Activity | 80% by the deadline DOSTS Activity
care and service packages according to CPA reports reports
standards in at least 80% of category 3, | Proportion of HDs delivering contextualised CPA ND DOSTS Activity | 80% by the deadline DOSTS Activity
4, 5 and 6 health facilities reports reports
Proportion of HDs with consolidated development ND DOSTS Activity | 25% 35% 65% 80% DOSTS Activity
reports reports
By 2027, increase by 50% the availability | % of health facilities without stock-out of at least one | 6% (2003) | Situation analysis | 50% 60% 70% 80% Pharma sector
and use of quality drugs and other | tracer drug Pharma sector. 2008 audits, NHIS, SARA
pharmaceutical products in all HDs Average.number of §t.o.ck-out days of one tracer drug per | 6 days MOH Report 2015 Adays | 2days | 1day | Oday DPML activity
quarter in health facilities reports
Proportion of blood transfusion needs met 12 % | WHO 40% 60% 70% 80% APR of NBTP,
(2014) SARA, WHO
By 2027, increase the availability of HRH | % of health facilities with at least 50% of health | 40% Administrative data | 45% 50% 55% 60% Implemented
in at least 80% of HDs, RDPH and central | workforce based on standards (2013 Roadmap) annual reports
services according to priority needs HRDP,HRH Census
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Global objective of the strategy

”Contribute to the development of a healthy, productive workforce capable of fostering a strong, inclusive and sustainable growth”.

Core problem of the component

Low development of health system pillars

Strategic objective

Increase institutional capacities of health facilities i for a sustainable and fair access of populations to health care and services

Number of health professionals (medical doctors, nurses and midwives/Maieuticians) for 1000 inhabitants

Tracer indicators

Global index on the availability of health care and services

Specific objectives Indicators Baseline Source Targets Source of
2018 2020 2024 2027 verification

By 2027, ensure the development of | Completeness rate of monthly acitivity reports 0% NHIS 50% 60% 70% 80% HIU annual reports

health research and the availability

of quality health information for Proportion of research results reported ND DROS 10% 20% 30% 40% DROS annual

evidence-based decision-making at reports

all levels of the health pyramid Proportion of research results that led to decision- ND DROS 10% 20% 30% 40% DROS annual
making reports
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6.2.5 Governance and strategic management of the health system
strategic axis:

Reminder on the diagnosis: Poor governance and weak strategic management of the
health system were identified as the main bottlenecks in the Cameroon health system.
Concerning governance, it is marked by: inadequate legislative and regulatory framework;
poor transparency and accountability; low involvement of beneficiaries in the managerial

process and inadequate management skills.

In terms of strategic steering, it is characterised by: inadequate institutional organisation;
inadequate functioning of the “planning, programming, budgeting and monitoring-
evaluation” chain; weakness in strategic surveillance; slow
deconcentration/devolution process and non-optimal management of national and

international partnership.
Strategic objective: “Increase the performance of the health system at all levels ”.
Specific objectives:

e “Improve governance in the sector through strengthening standardisation,

regulation and accountability by 2027”;

e “Reinforce planning, supervision,coordination as well as strategic and health

control at all levels of the health pyramid by 2027 “

6.2.5.1 Specific objective No. 5.1: “Improving governance in the sector
through strengthening standardisation, regulation and accountability
by 2027”

Implementation strategy 5.1.1: Strengthening the legislative and regulatory
framework of the sector

Strengthening the legislative and regulatory framework of the sector shall involve drawing
up reforms, revising some existing texts and/or drafting new texts adapted to the context.
These reforms shall concern: (i) health financing with the development of universal health
coverage ; (ii) re-updating of hospital reform; (iii) strenghtening of the national
pharmaceutical regulatory authority ; (iv) HD viability; (v) management of human

resources; (vi) governance and strategic steering.
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The legal framework shall be revised in order to fill the legal gaps and to update existing
texts for the implementation of health interventions. Operational procedure manuals for
health shall also be developed and disseminated, and specifications shall be assigned for
each duty post. This shall ease the monitoring and sanctioning of health providers in the

sector.

To complement this process, a quality assurance system shall be developed in HFs as
concerns health care and services delivery.

Implementation strategy No. 5.1.2: Improving transparency and
accountability

Improving transparency and accountability shall require the promotion of the following

basic principles:

Subsidiarity, which consists in sharing leadership among the various levels of an
organisation, while ensuring decision-making at the lowest possible level of the hierarchy

chain;

Participation involves the presence of actors other than the State, in the health sector
governance at various levels of the health pyramid and within all processes, from

designing policies to assessing them;

Imputability is equivalent to accountability and involves making each person accountable

for their actions and performances;

Transparency: in this implementation strategy, it consists in developing mechanisms for
beneficiaries’ freedom of expression (telephone hotline, suggestion box) and incentive
measures for relevant suggestions for better resource management. Moreover,
participative management shall be promoted at all levels of the health pyramid in order to
strengthen transparency as concerns administrative and financial management of health

facilities.

Accountability: the culture of accountability of the health pyramid shall be developed. It
enables the largest number of actors to have access to information on the technical and

financial management of health facilities and to freely express themselves, through
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meetings of dialogue structures, boards of directors of 1%, 2" 3 category HFs, and finally

through routine or multi-sector coordination meetings.

It shall also be necessary to strengthen audit and control missions at all levels of the
health pyramid. These controls and audits shall be carried out in the domain of service
delivery (technical audit) and financial and administrative management.

Implementation strategy 5.1.3: Strengthening the involvement of
implementation beneficiaries and stakeholders in the management process

The involvement of beneficiaries and healthcare and service providers in the management
process (planning, organization, implementation, and control) is an important prerequisite
for the appropriation of health actions and improvement of performance in the sector.
Thus, in the coming years, it will be necessary to (i) create community dynamics to
strengthen the involvement of dialogue structures in the co-management of HFs; (ii)
involve beneficiaries and stakeholders of the implementation of health interventions in
the planning and monitoring of health actions.

Implementation strategy 5.1.4: Building the managerial capacities of heads
and managers of health facilities

Building the managerial capacities of heads and managers of health facilities facilitates the
adequate implementation of the HSS. To do this, continuing training in management and
leadership shalll be organized for officials of health structures. In the long run, health
facility managers should be able to efficiently implement the management procedure.

Implementation strategy 5.1.5: Strengthening the logical link between

strategic planning, preparation, allocation and monitoring the execution of
the budget

The development of AWPs in health facilities shall enable to operationalize the health
sector strategy and the NHDP. As such, to provide health structures with this important
working document (AWPs), it is important to organise planning workshops at all levels of
the health pyramid. This shall enable them to ensure better coherence between these
AWPs and the health sector strategy on the one hand, and increase efficiency and

effectiveness in the health sector in the medium and long term, on the other hand.

This strategy shall involve strengthening the capacities of health facility heads in strategic

and operational planning, and monitoring of guidelines. These heads shall also be
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“assisted” in drafting their health development plans, annual work plans and annual

performance reports.

To ensure effective resource allocation in the sector, it is important to strengthen the
logical link between the different strategic planning, programming, budgeting and
monitoring operations (missions of PPBS ministerial committees). Doing this shall require
systematizing the drawing up and monitoring of the implementation of the budgeted
operational plans at all levels, ensuring coherence and alignment of these budgeted plans
to that of the health sector srategy and the NHDP; and developing an information and
monitoring system for the budget execution of all interventions implemented in the public
sub-sector.

Implementation strategy 5.1.6: Improving working conditions and
computerizing the managerial process

In order to optimize the performance of health facilities, it will be necessary to improve
the working conditions of health care and service providers. This will include among
others : (i) increase the number of vehicles; (ii) building staff houses by prioritizing HDs in
rural areas; (iii) equiping the facilities with technical equipment, logistics, etc., by taking
into account the HDs with high development potential. This strategy also aims at
automating administrative management procedures and strengthening the IT system in

health facilities.

Given the large number of stakeholders in the sector and the requirement of achieving
the overall objective which is to contribute to the development of a healthy and
productive manpower, capable of promoting strong, inclusive and sustainable growth,
strategic planning and coordination in the sector should help ensure greater cohesion in

interventions and increase the level of achievement of HSS objectives.

Operationnally, it will be necessary to: (i) acquire updated and effective management
tools in order to get relevant information and ease decision-making; (ii) strengthen

mechanisms for coordination and inter-sector collaboration at all levels by avoiding (1)
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overlapping of competences, and (2) duplication of interventions that undermine the

efficiency of the system.

In order to assess progress towards universal health coverage, the NHIS should be

strengthened to provide quality coverage data per district and per region.

It will also be necessary to: (i) strengthen the functioning of coordination structures at all
levels (multisector steering committees), reduce their number at the central and regional
levels in order to achieve economies of scale and improve the overall coherence of the
system. Substantial support shall be provided to operational level structures for: (i) the
logistical organization of supervisory activities and coordination meetings, and (ii) the
monitoring of the implementation of the HSS.

Implementation Strategy 5.2.1: Strengthening the institutional framework of
strategic steering

For better coordination and cohesion in the implementation of HSS interventions, it is
essential to strengthen the institutional framework of the strategic steering. Hence, the
setting up of a coordination and follow-up committee of the HSS implementation at the
regional level is required. Chaired by the Governor, this committee will be extended to

the existing multi-sector subcommittees.

In addition, it will be necessary to set up, in accordance with the requirements of the
planning guide in Cameroon, a technical follow-up committee which will facilitate the
implementation of the decisions taken by COPIL. This committee will also validate
technical documents developed by the TS/ST-HSS before submission to the COPIL. The
TS/ST-HSS will ensure the technical and operational coordination of the HSS
implementation.Therefore, a prerequisite for the successful implementation of this
strategy is the revision of instruments governing the various steering frameworks at all
levels of the health pyramid. Subsequently, this reorganization shall allow for integrating
activities. To fully perform their tasks (see Implementation and monitoring/evaluation
framework of the HSS), adequate financial and logistical support shall be provided to

these coordination bodies.
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Implementation strategy 5.2.2 : Strengthening the strategic surveillance unit

Strategic surveillance is essential for developing collective intelligence, prospection and
strategic planning. These functions allow the health system to strengthen its resilience to
internal and external changes in the environment. In this strategy, the sector steering
structures (National Observatory of Public Health, Technical Secretariat of the steering
committee, Health Information Unit, etc.) should be fully operational to fulfill the main
strategic observation missions including: defining the scope or areas of strategic
surveillance; developping a database from internal and external sources to the health
sector; collecting and analysing data for the production and dissemination of strategic
information and disseminating the information produced.

Implementation strategy 5.2.3: Reinforcing decentralisation and devolution

Decentralization is the transfer of specific competence and means by the State to RLAs'®.

As a fundamental pillar to promote development, democracy and good governance at the
local level, it obeys the principles of subsidiarity, progressiveness and complementarity.
As part of its implementation, Circular No. 001/CAB/PM of 11 January 2008 on the
consideration of decentralization in sector strategies prescribes: (i) to train personnel of
central and external services to understand decentralization and devolution issues; and

(i) to strengthen the involvement of RLAs in the management of health facilities.

Therefore, this shall involve speedy implementation of Order No. 0821/A/MINSANTE of 1
April 2011 to specify the conditions and technical arrangements for exercising the powers
devolved by the State to municipalities in the areas of construction, equipment,
maintenance and management of integrated health centres and medicalised health

centres.

Implementation strategy 5.2.4 : Strengthening national partnership

Setting up an effective national health system, which offers fair chances of access to
health care and services to the entire population, involves developing a partnership
between the various stakeholders. This first requires that interactions and interrelations
between these different actors and their roles, functions and contractual obligations be
clearly defined. In this perspective, participatory development and adoption by the

Government of the partnership strategy of the health sector, which lays down the
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collaboration framework among all health actors is a good stride. In the coming years, this

shall involve:

- Creating an appropriate legal and institutional environment for the expression of

partnership and contractual relationships;

- Revising the legal framework of the partnership strategy and building the
capacities of the actors in promoting and monitoring the contractual approach;

- Encouraging the mechanisms for signing agreements with private companies to
mobilize additional financing and secure their contributions in implementing the

sector strategy;

- Strengthening the sustainability of health care delivery of the private non-profit
sub-sector through implementing contractual approach with the State. This shall
be done through: stepping up dialogue between MOH officials and managers of
denominational health facilities of the private sub-sector and implementing

framework agreements based on the commitments agreed by all partners.

Implementation strategy 5.2.5 : Improving alignment and harmonization of
TFP interventions

In a resource-limited environment where needs and challenges are countless, it is
imperative for the health sector to ensure a consistent and efficient management of
resources. This strategy shall involve aligning with the principles of the Paris Declaration.
All stakeholders in the sector should be involved in the development of the 2016- 2027
HSS, the subsequent NHDPs and, the multi-annual plan and AWP of each health facility. As
for TFPs, they shall support the implementation of the strategy developed and align with
the national management procedures for the management of financial resources
(alignment). The government and its partners shall both be responsible for reaching set

goals (mutual accountability).

Finally, a national compact around the implementation of the health sector strategy shall
be developed and implemented to ensure greater coherence and coordination of

interventions.
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Table 21: Logical framework for governance and strategic steering of the health system

GLOBAL OBJECTIVE STRATEGY

“ Contribute to the development of a healthy, productive manpower capable of fostering strong, inclusive and sustainable growth “

STRATEGIC AXIS

STEERING AND GOVERNANCE

CORE PROBLEM

Low performances of the health system

STRATEGIC OBJECTIVE

Improve the global performance of the health system

TRACER INDICATORS

Achievement rate of HSS goals

Productivity of HDs
Targets
Specific objectives Tracers Indicators Baseline Source sources of verification
2018 2020 2024 2027
2010-2015
Perception index of corruption in National HD audit reports
P P 7.56/10 Anti- 7% 6% 5% 4% Professional practices
the health sector corruption assessment report
By 2027, improving governance P P
. Strategy
in the sector through MOH R "
strengthening  standardization, | % of inspected health facilities 3% epor 10% 15% % 20% 25% APR-MOH
regulation and accountabilit -
& ¥ Proportion of category 4,5,6
h.OSpltalks managing HEP and ND 30% increase by deadline External audit report
diabetes cases according to
standards
sB: Zeci\21i7$ist)t;e:rf;hcf)r:)rpc:?:arlligi’ of % of resolutions of coordination 70% MIZLCI)TSS ! Minutes of coordination
. P . . bodies implemented at the central ? - 80% 85% 90% 95% .
interventions and strategic and level coordination meetings
health surveillance at all levels of meetings

the health pyramid
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6.3 Prioritizing the 2016-2027 HSS objectives

The health sector strategy is divided into five components: health promotion, disease
prevention, case management, health system strengthening, governance and strategic
steering. In principle, the implementation of the various activities selected in each
component should ultimately help achieve the objective assigned to the sector which is
"to have a healthy and productive manpower, capable to foster a strong, inclusive and
sustainable growth." However, due to resource constraints, 19 objectives were prioritized

in this strategy. . The prioritization criteria used are as follows:
(C1) consistency of the specific objective with the sector guidelines;

(C2) capacity of the stakeholders to achieve the specific objective with regard to the

system’s Strengths, Weaknesses, Opportunities and Threats;

(C3) the contribution level of the specific objective in achieving the overall objective;
(C4) the deadline for reaching the specific objective;

(C5) the operational cost for the implemention of the specific objective.

Scores given to each criterion (see Table 22 below) and strategic guidelines in the health
sector ("Strategic choices of the Health Sector" document) were taken into account in

selecting priorities.

6.3.1 Priorities for the 2016-2020 planning cycle (NHDP 1)

During the first five years of the implementation of the 2016-2027 HSS (2016-2020
planning cycle), improving health system strengthening pillars and governance in the
sector are prerequisites for achieving the projected results, and therefore remain the

priorities of this planning cycle.

As concerns infrastructure, apart from the implementation of the Three-Year Emergency
Plan, health district viability shall be a major intervention axis of this cycle and shall be

done progressively according to the level of development of these health districts.
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Finally, particular emphasis shall be laid on: (i) the implementation of high-impact
interventions to control maternal and infant mortality, and (ii) the implementation of the

Universal Health coverage.

6.3.2 2021-2027 2" planning cycle (NHDP 2)

This cycle shall focus on:
Consolidating the assets of the implementation of NHDP 1 (2016-2020 NHDP);

Continuing with the activities for strengthening the health system pillars
(construction/rehabilitation and equipment of health facilities, staffing with quality health

workforce, etc.);
This cycle will also include:

- Strengthening specialized care delivery;

- Strengthening the mobilization of health financial resources with a view to
effectively pursue the implementation of UHC;

- Strengthening the implementation of other interventions not prioritized in the
2016-2020 NHDP.
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Table 22: Prioritization of the 2016-2027 HSS objectives

Priority implementing strategies for the 2016-2020 cycle

Priority implementing strategies for the 2021-

SO Specific objectives Cl1|C2|C3|C4|C5| TOTAL 2027 cycle
By 2027, ensure the development of health -Strengthening the NHIS -Consolidation of first cycle achievements
$0-4.5 !’esearch_and the a_vailability of quali_t\_/ health 106 10 | 9 10 | a5 - Streng’Fhening health resgarch . . -
information for evidence-based decision- -Improving the use of quality health information for decision-
making at all levels of the health pyramid. making
Consolidation of first cycle achievements
- Making technical expertise available and competence transfer
to health sector administrations, for an efficient implementation | Making technical expertise available and
of health promotion actions competence transfer to RLAs and community-
- Transfer of skills to community actors for an appropriation of | based organizations (Dialogue Structures, Civil
$0-1.1 By 2027, strengthen institutional capacities, health interventions Society Organizations, Non-Governmental
coordination and community participation in 9 8 9 9 9 44 - Improving multi-sector coordination of health promotion | Organizations) in the field of health promotion
the area of health promotion in 80% of HDs interventions - Updatingtraining curricula to better take into
- Improving the delivery of health promotion services that meet | account the socio-environmental approach in the
the needs of the individual as a whole syllabus
- Strengthening the legal framework for a better community
involvement
-Reinforcing the institutional framework of strategic steering -Consolidation of first cycle achievements
-Strengthening the strategic surveillance mechanism - Strengthening devolution and decentralisation
By 2027 reinforce the planning, supervision - Stepping up national partnership
50-5.2 and coordination of stakeholders 1017 |9 |9 |9 |aa -Improving the alignment and harmonisation of TFPs
interventions, and the strategic and health interventions
surveillance at all levels of the health pyramid
-Strengthening regulatory mechanisms in the pharmaceutical - Consolidating the first cycle achievements
By 2027, increase by 50% the availability of sector, medical analysis and blood transfusion - Reinforcing the local production of drugs
S0O-4.3 quality drugs and other pharmaceuticals and 10 | 8 9 9 7 43 - Strengthening the quality assurance mechanisms and the - Setting up sustainable financing mechanisms
their use in all HDs availability of drugs and other pharmaceutical products for drugs
- Promoting the rational use of quality drugs
- Improving transparency and accountability - Consolidating the achievements of the first
- cycle
. - Strengthening the involvement of beneficiaries
Improve governance in the sector through .
SO-5.1 strengthening standardisation, regulationand | 10 | 5 10 | 8 10 | 43 e

accountability by 2027

- Building managerial capacities of heads of
health facilities

- Strengthening the logical link between strategic
planning, preparation, allocation and monitoring
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Priority implementing strategies for the 2016-2020 cycle

Priority implementing strategies for the 2021-

SO Specific objectives Cl1|C2|C3|C4|C5| T TOTAL 2027 cycle
the execution of the budget
- Improving the working environment and
computerization of the management process
-- Strengthening the epidemiological surveillance system - Consolidating the first cycle achievements
BY 2027, reduce the occurrence risks of major -Improving the prevention of vaccine preventable diseases - Improving the prevention of other EPDs not
S0-2.2 public health events, epidemic-prone diseases | 10 | 8 8 8 7 41 - Strengthening preparation and response to epidemics and included in the EPI
including zoonoses in at least 90% of districts major public health events
Building institutional (HFs) and community capacities in the area | -- Consolidating the achievements of the first
of RMNCAH cycle
- Improving financial and cultural access to RMNCAHSservices by - Improving access to prevention services of
By 2027, ensure the comprehensive targeting the most vulnerable people and the most mother-to-child vertical transmission of HIV and
management of maternal, newborn, child and disadvantaged districts viral hepatitis B (scaling up PMTCT in all
SO-3.2 . 10 | 8 10 | 7 6 41 . . . . .
adolescent health problems according to - Improving the integrated management of childhood illnesses operational HFs)
standards in at least 80% of health facilities (clinical and community IMCI) - Strengthening the availability of the MHP
-- Improving the provision of quality RMNCAHcare - Strengthening integrated communication at all
- levels for citizen mobilization around
RMNCAHtargets
- Improving provision of infrastructure - Consolidating first cycle achievements
(construction/rehabilitation/extension of health facilities based - Strengthening community action and providing
By 2027, ensure the availabllity of on standards.) . _ the community_ Igv_el with inputs based on
. . - Strengthening the equipment of health services based on standards and priorities
S0O-4.2 |nfrastruFture, equipment and health care. 10 | 9 6 9 7 41 standards - Setting up a quality assurance system for health
and service packages based on standards in at . A . .
t - Improving the availability of quality health care and care and services
least 80% of category 345, and 6 HFs . . e .
servicepackages in health facilities at all levels : development of - Strengthening the referral-counter referral
health districts and centres of excellence system
- Strenghtening the coordination and integration of interventions | - Consolidating first cycle achievements
Reducing by at least30% the in the pre.vention of communicable dis.eases N o
incidence/prevalence of main communicable - Improving HIV/AIDS, TB, STls and viral hepatitis prevention in
S0-2.1 diseases (HIV, malaria, and TB) and eradicate | 10 |8 |9 |6 |7 | 40 the most vulnerable groups
certain NTDs (lymphatic filiariosis and HAT) - Strengthening malaria prevention
by 2027 - Strenghtening the prevention of NTDs and other communicable
diseases
Reinforcing health promoting skills for - Promotion of good feeding and nutritional habits - Consolidating first cycle achievements
SO-1.3 individuals and communities in at least 80% of | 10 | 7 9 6 7 39 - Controlling the abuse of tobacco, alcohol and illicit substances - Strengthening integrated communication for

HDs by 2027

development(C4D) and social marketing
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Priority implementing strategies for the 2016-2020 cycle

Priority implementing strategies for the 2021-

SO Specific objectives Cl1|C2|C3|C4|C5| T TOTAL 2027 cycle
- Strengthening the practice of physical and sporting activities
- Reinforcing road safety
- Building institutional capacities of HDs focused on the - Consolidating first cycle achievements
development of HFs for case management at all levels of the - Improving the quality of health care and
health system services in HDs in their 8 dimensions.
By 2027, ensure the curative management of - Improving the diagnostic and curative management of - Improving the diagnostic and curative
communicable and non-communicable HIV/AIDS, TB, STls and viral hepatitis cases management of cases of Malaria and major
SO-3.1 diseases based on standards as well as their 10 | 8 9 8 4 39 - Improving the diagnosis and management of cases of Non- causes of fever (Dengue, Typhoid, Influenza...)
complications in at least 80% of health Communicable Diseases - Improving the diagnostic and curative
facilities - Improving the integrated management of cases at all levels of management of Neglected Tropical Diseases
the health pyramid cases
- Reinforcing multi-sector coordination in emergency --Consolidating first cycle achievements
By 2027, ensure the management of medical managemen.t. .
. . . - Strengthening the resource planning process
LI CU I CLsH el - Strengthening diagnosis and curative management of
SO-3.3 humanitarian crisis in at least 80% health 10 | 8 9 8 4 39 .
L . emergency cases and public health events
facilities based on standard operational
procedures (SOPs)
By 2027, increase the availability of qualified - Providing health structures in human resources based on -Consolidating first cycle achievements
$0-4.4 health workforce in at least 80% of health 10 |7 9 7 6 39 standards (quality and quantity)
facilities (Health Districts, RDPH), and at the - Improving the rational use of human resources for health
Central level)
- Developing health risk sharing mechanisms - Consolidating first cycle achievements
- Rationalising and strengthening the institutional mechanisms -Reinforcing autonomy in the management of
of health financing financial resources at the operational level
Reduce by at least 30% out-of-pocket -Strengthening financial resource mobilisation
SO-4.1 payments of households through a fair and 10 | 4 10 | 7 7 38 --Reinforcing autonomy in the management of financial
sustainable financing policy by 2027 resources at the operational level
- Strengthening the performance and efficiency of the health
system
SO-1.4 By 2027, bring 75 % families to adopt g8 |7 7 6 |7 35 - Improving supply in FP services - Consolidating first cycle achievements
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Priority implementing strategies for the 2016-2020 cycle

Priority implementing strategies for the 2021-

SO Specific objectives Cl1|C2|C3|C4|C5| T TOTAL 2027 cycle
essential family practices including FP - - Improving public policies for FP
- Strengthening other health-promoting essential family - Improving demand in FP services
practices - Reinforcing the monitoring and coordination of
FP interventions
By 2027, increase by at least 80% the - Extending PMTCT/eMTCT with option B+ - Consolidating first cycle achievements
coverage in high impact preventive - Extending PMTCT and eMTCT of hepatitis B -
SOy interventions in RMNCAH/PMTCT in at least ? 6 6 6 / 34
80% of HDs
-- Promoting interventions to reduce modifiable risks factors of | - Consolidating first cycle achievements;
non-communicable diseases : tobacco use, poor feeding, - Reinforcing the coordination and integration of
sedentary lifestyle and abuse of alcohol NCD preventive interventions
- Communicating on non-communicable diseases and -- Promoting research to reduce NCD incidence
encouraging prevention -- Improving the prevention of oral infections,
et et [t A e e E R o - Strer}ghtening the prgvent.ion of Sickle cell disease and other visual and hearing disorders
S0O-2.4 main non-communicable diseases (diabetes 10 | 6 7 4 5 32 genetic and degenerative diseases . . .
Strenghtening the prevention of mental diseases,
and HBP) by 2027 . . .
epilepsy and neurological diseases
- Reinforcing the prevention of Diabetes, HBP,
and other cardiovascular and renal diseases
- Strengthening the prevention of cancer, asthma
and other chronic respiratory diseases
- Reinforcing the prevention of rare diseases
- Improving environmental hygiene (Water, hygiene, and - Consolidating first cycle achievements
sanitation) - Reinforcing preventive actions against land,
Improve the living environment of - Promoting the structured urbanisation of towns and the water and air pollution
SO-1.2 populations in at least 70% of health districts 10 | 5 9 3 3 30 development of slumps - Developing best practices for resilience and the
by 2027 management of climate- related risks and
disasters
By 2027, reduce by at least 20% the - Setting up an integrated and coordinated policy for disability - Consolidating first cycle achievements
SO-3.4 proportion of the population with at least one | 7 4 7 3 3 24 management, including mental disorder -

correctable disability

- Decentralising interventions for disability management

2016-2027 Health Sector Strategy




Part IV:
IMPLEMENTATION AND MONITORING-
EVALUATION FRAMEWORK
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Chapter 7:
IMPLEMENTATION AND MONITORING-EVALUATION
SYSTEMS

This section presents the institutional and organizational framework, actors and their
roles, implementation and monitoring-evaluation modalities as well as the conditions for

a successful implementation of the 2016-2027 HSS.

7.1 Institutional and organizational framework for the
Implementation and monitoring-evaluation of the
HSS

The 2016-2027 Health Sector Strategy shall be implemented within a new legal public
finance framework, characterized by the entry into force of Law No. 2007/006 of 26
December 2007 to lay down the financial regime of the State. This law establishes the
concept of the programme budget as the preparation, presentation, execution and
control framework of the State budget.

The monitoring of the Health Sector Strategy implementation shall be carried out at all
levels of the health pyramid. During the validity period of this HSS, health and operational
development plans shall be drawn up by all health facilities and their objectives will be
respectively consistent with those of the various NHDPs developed (2016-2020 NHDP and
2021-2027 NHDP).

In addition, the different M/E plans developed by health facilities will always be aligned

with the Integrated Monitoring and Evaluation Plan (IMEP) in force.

7.1.1 Implementation and Monitoring/Evaluation bodies and
structures

HSS implementation and monitoring-evaluation shall be conducted at all levels of the

health pyramid.

7.1.1.1 Central level:
The Health Sector Steering Committee: the steering and monitoring-evaluation of the

HSS implementation at the central level shall be ensured by an interministerial committee
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set up by the Prime Minister. This steering committee shall be chaired by the Minister of
Public Health, although the achievement of the HSS objectives depends on the synergies
of the actions of other ministeries. Beyond this responsibility, it is necessary that the
leadership and the M/E steering committee of the HSS be ensured by the MOH for more

efficiency and consistency with its attributions and its field of competences.

Moreover, in order to improve the implementation of the decisions taken by the HSS
steering committee, the profile of its members must be defined. The commitments made
by high-level decision-makers are likely to be more easily implemented by heads of

decentralized service facilities.

A Prime Ministererial Order shall define the profile of members of all coordination bodies,
their mandates, powers and functioning. This Steering and Follow-up Committee for the
implementation of the HSS shall be assisted by a Technical Follow-up Committee and a
Technical Secretariat. This committee will ensure the synergy of the activities,
contributing to the development of health, carried out by the various ministries involved

in the implementation activities in this sector.

The Technical Monitoring Committee: It shall be responsible for the strategic
coordination of interventions in the sector. As such, it shall moderate and coordinate
interventions as well as the technical validation of planning documents and performance
reports prepared by the Technical Secretariat before forwarding them to the Steering
Committee. It is mainly concerned with cross-cutting aspects in various ministries and
shall facilitate the elimination of technical bottlenecks, identified by the TS/ST-HSS, and
that could impede the achievement of the HSS projected results. The Technical Follow-up
Committee (TFC) shall be chaired by the Secretary General of the Ministry of Public
Health. It should include, among other members (i) those responsible for the planning in
the various MOH partner ministries, (ii) the ten (10) RDPH, (iii) the representative of the
Director General of the National Institute of Statistics, (iv) representatives of the TFPs, and

(v) Coordinator of the Technical Secretariat of the Steering Committee.

The Technical Secretariat of the Steering Committee: It shall be responsible for (i) the
operational coordination and the monitoring/evaluation of the HSS implementation

through supervison, and the organization of thematic or sector reviews. (ii) the
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strengthening of the sector approach and the introduction of a compact; (iii) preparation
of the tools to develop AWPs and the pluriannual plans of devolved and central level
health facilities, (iv) technical support to the RDPH and HDs to prepare their annual or
multi-annual multi-sector work plans and related monitoring and evaluation plans; (v)
suggestions of corrective measures for any observed low performance; (vi) participation
in the preparation of data collection, analysis and dissemination tools in close
collaboration with the Health Information Unit; (vii) feedback to the actors in the sector
on performance achieved; (viii)j monitoring of the 2016-2020 NHDP performance
framework at the MOH and partner administrations; (ix) the mid-term and final
evaluation of the HSS implementation; (x) the development of a new HSS; (xi) the
strategic and logistical support to the functioning of thematic groups and existing multi-

sector sub-committees in the sector; and (xii) the drafting of minutes of meetings.

The TS/ST-HSS- shall also ensure strategic alignment of the various programmatic
documents produced (Programme review document, MTEF, Programme Budget, AWP,
MOH Roadmap, etc.) with HSS, and propose adjustments for a good synergy of the
interventions in the sector.For greater efficiency and coherence, the Technical Secretariat
of the Steering Committee shall be extended to other existing multisector subcommittees
in the sector, which may be needed where necessary. The number of these

subcommittees will be gradually reduced as programme integration takes place.

In order to facilitate the multi-sector mobilization of actors around the HSS objectives and
for greater coherence and efficiency, the coordination and monitoring committee for the
implementation of the HSS at the decentralized level will be chaired by the Governor of
the Region, Representative of the Minister of Public Health. The Regional Delegate of

Public Health shall act as technical secretary of the committee.

The Regional Delegations of Public Health (RDPH) shall develop Regional Health
Development Plans (RHDP) with support from the Technical Monitoring Committee and
the TS/SC-HSS. The RDPH shall support health districts in drafting their Health District

Development Plans (HDDP), their AWPs and their monitoring/evaluation plans. These
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plans shall be developed in collaboration with regional and local authorities and other

stakeholders in the Health District.

All the coordination and steering bodies of central and decentralized levels shall ensure
that civil society organizations and associations, stakeholders in the private health sector
and TFPs are involved in planning and monitoring activities for the implementation of
their plans. This will enable collaborative decision making on all health issues. As part of
the implementation and monitoring/evaluation of the HSS, regulatory instruments shall
be revised or developed to ensure the effectiveness of the sector-wide approach,

transparency and participation of all stakeholders in health development.

7.1.2 Key actors and their role

Government is responsible for achieving the objectives of this sector strategy. It shall
approve, adopt and ensure its implementation under the leadership of MOH who is the
project manager. It must mobilize annual internal and external funding required for

implementing the sector strategy.

The MOH shall manage the resources at its disposal to achieve the objectives of the HSS in
conjunction with MINEPAT, MINFI, other partner ministries, health care and services
providers, local offices of aid development agencies and other stakeholders. The MOH, in
its role as regulator and leader in the sector, shall coordinate all health sector

interventions.

The Minister of Public Health shall keep the Government informed of the evolution of the

HSS implementation, through the Annual Performance Report of the Steering Committee.

Other stakeholders in the health system are organizations or individuals whose main
objective is to improve the health of the populations. Among these actors, there are:
beneficiaries of health interventions, civil society organizations, professional
organizations, health professionals, health facilities (public, private profit-making and

private non-profit making) and TFPs.
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Technical structures of the central level, RDPH and Health Districts play a key role in
mobilizing all stakeholders and resources for the implementation and monitoring of plans
developed. They shall also ensure the consistency and alignment of developed plans with

the HSS and the NHDP.

The multiple health determinants require a multi-sector approach in addressing health
issues. In this regard, partner Ministries in the "One health" approach shall intervene as
part of their specific missions in implementing activities to achieve the projected results.
Civil Society Organizations shall be involved in capacity building of communities and social

control.

TFPs, representations of global health initiatives, CSOs and NGOs shall financially and
technically support the development and implementation of plans. They support
Government's efforts in developing the health sector in accordance with its strategic
orientations. In the spirit of the Paris Declaration, they must provide information on their
planned assistance to the sector, on a multiannual basis for better planning of actions to

be conducted.

The private sector, in the context of corporate social responsibility, shall be involved and
shall support government structures in implementing the HSS. It shall also work directly in

service and health care provision, through contracting.

Local and Regional Authorities, with support from decentralized structures of the State
and in collaboration with other stakeholders, shall work at the operational level to

develop and implement the District Health Development Plan.

7.2 Implementation tools and Monitoring/Evaluation
procedures

HSS shall be implemented through three (3) major tools, including: (1) The National
Health Development Plan (NHDP), (2) multiannual plans, and (3) Annual Work Plans

(AWPs) elaborated at all levels of the health pyramid.
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7.2.1 HSS implementation tools

- The NHDP
The HSS will be operationalized through 2 or 3 consecutive NHDPs that will be reference
documents for planning at all levels of the health system and for advocacy and
mobilization of funds. These documents will sets out the objectives to be achieved,

priority activities and the expected results in the short and medium terms.

— Multiannual Plans and Annual Work Plans (AWPs)

From its multiannual action plan derived from the NHDP, each structure shall develop its
AWP in a participatory manner. Districts AWPs shall be consolidated at the regional level.
The budget of these AWPs shall be reflected in the each administration programme
budget. The latter shall be drafted taking into account the needs expressed in the various

AWPs and the provisions of the financial regime in force.

7.2.2 Monitoring/Evaluation of the implementation

The monitoring/evaluation shall be provided through a strategic results framework

presenting the goals and objectives to achieve in a measurable approach.

7.2.3 HSS implementation monitoring/evaluation procedures
Many working procedures will be used for the M/E of the implementation of the HSS:
sector and thematic reviews, supervisions, monitoring, coordination meetings and those

of the steering committee.

Sector and thematic reviews
Reviews (semi-annual, annual) shall be organized to serve as a participatory critical

reflection framework to continuously ensure effective implementation of the HSS.

Supervision, monitoring, coordination meetings and steering committee

The supervision of actors in the implementation of the work plans developed will be done
in series: the central level will supervise actors of the regional health delegations, who will
supervise the district management teams (EDCs). The latter will in turn supervise the HF

care providers in the health areas.
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Monitoring shall be decentralized and shall take place at the level of HAs under the

supervision of the DMTs with the support of the regional level.

Multi-sector or routine coordination meetings will be opportunities for sharing and

evaluating progress made.

At all levels of the pyramid, the HSS monitoring shall consist of following up: (i) resource
mobilization and their allocation, (ii) effective implementation of the five components of
the HSS (see NHDP interventions), (iii) objectives achievement by following the evolution
of indicators selected in the PISE and (iv) the level of the gaps that enables a good
preparation of the mid-term evaluation. Several follow-up tools will be used to collect,
process, analyze and interpret data: registers, DHIS (2), guidelines or follow-up matrices,

study and survey forms (questionnaires).

HSS evaluation shall be carried out through the following three processes: monitoring of

the implementation of interventions, mid-term and final evaluations.
Monitoring the implementation of interventions.

Monitoring the implementation of interventions shall be carried out every 6 months and
will allow to assess performance trends achieved in order to adjust planned
strategies/interventions if necessary. During this monitoring, internal evaluation will be
done based on: (i) implementation reports of plans at all levels of the health pyramid
(central, regional and operational level), (ii) periodic supervision reports at each level of

the health pyramid, (iii) technical, financial and accounting audits.

After 72 months of the HSS implementation, a mid-term evaluation will be done to assess
the level of achievement of the impact indicators and to readjust the strategies if

necessary.

The final evaluation will be done in 2028, following the implementation of the HSS. It will
assess the level of achievement of the objectives of the Strategy and the impact of the

implemented plans and then draw lessons for the development of the new HSS. The final
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evaluation will also assess the management aspects (administrative, financial and

technical implementation of the plans).

7.3 Conditions for a successful implementation

For the proper implementation of this sector strategy, many reforms are needed.

7.3.1 Reforms

The reforms envisaged involve a significant change in the institutional organization of the

health system with a view to improve its functioning and effectiveness.

The condition for the effective implementation of this strategy depends on the adoption
of some reforms in the following areas: (i) health financing including the development of
universal health coverage; (ii) updating hospital reforms; (iii) strengthening of the national
drug regulatory authority; (iv) health district viability; (v) health workforce management

(vi) governance and strategic steering.

Concerning health financing, the reform envisaged is the gradual putting in place of a
UHC system. Indeed, the establishment of a national health care and services prepayment
system is necessary in order to improve access to care for all segments of the population,
including the most deprived. This system will be put in place on the principles of national
solidarity, universality, obligatory affiliation and general responsibility of the State. In
order to ensure the sustainability of such a system, a health financing strategy shall be
developed. This will define the strategic axes that will make it possible to: (i) ensure the
sustainability of funding allocated to health, (ii) increase efficiency in the use of resources.
A major reform will therefore consist in empowering health facilities so that they can use
their own revenues to solve their problems and carry out the activities defined in their

respective plans (without prior scale up).

With regard to the updating of hospital reform, the instruments governing the
organization and functioning of the HFs and that set the costs of service and health care
provision are obsolete; it will therefore be necessary to update them. With a view to the
viability of the HD, this reform will ultimately aim at ensuring hospitals technical and

financial management autonomy.
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With regards to the management of pharmacy and drugs, the main innovation will
consist in giving autonomy to the national pharmaceutical regulatory authority. This shall
enable it, among others, to improve the availability and use of quality essential drugs and
to strengthen the fight against counterfeit and street drugs.

In terms of the viability of HDs, two major prerequisites need to be considered here: (i) a
review of the current partitioning of HDs (grouping of those with a small population and
splitting those that are overcrowded); (ii) recruitment of human resources based on need.
Moreover, due to the absence of a suitable legal and regulatory framework for
community actors, they were not able to properly fulfill their tasks with all the necessary
guarantees of legal certainty. Updating of the regulatory texts of community participation
is therefore an important prerequisite for the secured implementation of the 2016-2027
HSS.

In terms of governance and strategic steering, in accordance with the requirements of
the planning guide in Cameroon, a technical follow-up committee will be set up at the
central level to carry out the technical pre-validation of the proposals made by the TS/SC-
HSS before submission to the Steering committee. It will concentrate on the cross-cutting
aspects of the various ministries and facilitate the multi-sector mobilization of actors.

At the decentralized level, coordination and monitoring committees of the
implementation of the HSS, Steering committee branches will be created and put in place.
Chaired by the Governor, these will be expanded to existing multi-sector health sub-
committees in the regions to avoid fragmentation and scattering of coordination
activities. The secretariat of this regional committee will be provided by the regional

health delegate.

7.3.2 Risk management plan

The effectiveness of HSS implementation will be linked to the proactivity of the system.
On the one hand, it will be necessary for implementing actors to be able to anticipate
structural and organizational bottlenecks that may hinder the achievement of the
objectives set out in this strategy. On the other hand, the latter must be able to seize the
opportunities that could facilitate the achievement of the set objectives. Hence, the need

to integrate risk management at all levels of the health pyramid.
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Table 23: Anticipation plan of negative events

HEALTH PROMOTION

Objective of the strategic axis :
behaviours

make the population to adopt health-promoting

IDENTIFIED RISKS ANTICIPATION STRATEGY EXPECTED RESULTS PERSON IN
CHARGE

The low interest for health Organising the close Advocacy activities for DPS MOH

promotion issues may lead to monitoring of selected health promotion are

weak resource allocation for advocacy activities for health | carefully implemented and

this component, thus to poor promotion planned in the thoroughly monitored

implementation of health 2016-2027 HSS

promotion interventions Developing strategies for Targeted populations take | DPS MOH

continuing knowledge
improvement of HRH,
community stakeholders and
target populations on health
promotion issues

ownership of the health
promotion, financing issues

HEALTH SYSTEM
STRENGTHENING

Objective of the strategic axis: Build institutional capacities for sustainable and
fair access of populations to health care and services

EXPECTED RESULTS PERSON IN

IDENTIFIED RISKS ANTICIPATION MEASURES CHARGE
Without universal health . Strengthening advocacy for | Improved access of the most | DOSTS
coverage, health provision health financing and health | vulnerable segments of the
packages to the most vulnerable |risk sharing mechanism with | population to health care
segments might remain companies and services
unaffordable despite efforts to
subsidize or render them free of
charge.
Poor implementation of |- Strengthening advocacy | Health workforce are fairly | MOH/DHR
mechanisms to retain staff in|actions to mobilize financial | distributed on the national
difficult to access areas might|resources needed to retain | territory
lead to unequal availability of |staff posted in difficult to
service delivery. access areas

Apply measures provided for

HRH retention

Continuous advocacy with The health sector has DHR

the ministry of public service |enough HRH

for the recruitment of HRH

Signing contracts with staff at DHR/DCOOP
Difficulties related to the the operational level
recruitment of healthcare Identify and set up DHR/DCOOP

providers in the public sub-
sector may render curative
management of cases based on
standards difficult.

mechanisms to absorb HRH

GOVERNANCE AND STEERING

Objective of the strategic axis: Increase the performance of the health system at

all levels
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IDENTIFIED RISKS

ANTICIPATION MEASURES

EXPECTED RESULTS

PERSON
CHARGE

IN

The slow adoption of reforms
may hinder the achievement of

the targeted objectives.

Developing
mechanisms for change

management

the strategy are developed

Accelerating
implementation of reforms

the

The necessary reforms for
effective implementation of

Secretariat General
TS/SC-HSS

Technical follow-
up committee

The persistence of corruption in

public services remains an
obstacle which limits access of

poor people to health care and

services.

sensitizing users and
beneficiaries of health care
and services on their rights
and duties.

The perception index of
corruption in the sector is
reduced

Strengthening the
implementation of Rapid
Response Initiatives (RRIs)

Inspectors General

The central level is involved in
operational activities to the
detriment of its strategic

missions. This is likely to weaken
the health system performance

performance-based
management at all levels

Developing mechanisms for

Central structures improve
their performances and
enable lower level
structures to fully play their
role.

Secretariat General

Difficulty of partners to be

integrated in a sector approach

Strengthening MOH

dialogue through a nationa
compact

leadership in the sector and

Interventions of all
stakeholders in the sector
I are directed towards
national priorities

Technical
Secretariat of the
Health Sector
Strategy steering
committee

Table 24: Anticipation plan of positive events

GOVERNANCE AND STEERING [ Objective of the strategic axis : Increase the performance of the health system
at all levels
IDENTIFIED OPPORTUNITIES | ANTICIPATION STRATEGY |EXPECTED RESULTS PERSON
IN
CHARGE
Conferences of external and Using these conference Conferences bringing together | Secretariat
central services regularly recommendations to fine- | stakeholders in the sector are General
organised may serve as an tune strategic better organised and their
exchange platform between brainstorming, the results are used to improve
stakeholders in the health monitoring and strategic management
sector at all levels of the implementation of the HSS
health pyramid
Organization of the 2016 and | High level advocacy so that | Health facilities in the towns DRFP/DEP/DRH
2019 Africa Cups of Nation will | technical platforms are concerned by these
trigger a surge in demand for | improved in HDs in regions | competitions receive new
health care and services. that will host these quality equipment
competitions.
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Chapter 8:
FINANCING OF THE 2016-2027 HEALTH SECTOR
STRATEGY

This chapter presents the overall vision of health financing over the 2016-2027 period: (i)
the budgetary framework, (ii) estimated cost for the HSS, (iii) analysis of the funding gap,

and (iv) projected impact of the 2016-2027 Health Sector Strategy.

8.1 Budgetary framework

Funding projections were done based on existing national strategic commitment
documents and hypotheses were formulated in order to do the projections until 2027. On
the one hand, a continuous and growing flow of funding for the MOH and partner
ministries between 2016 and 2027 is planned. On the other hand, the hypothesis
envisages a decrease in external resources from 2020, reflecting the possible
disengagement of some multilateral partners while bilateral partners continue to support

the health sector (table 25).

Table 25: Funding projections (amounts in billions of FCFA)

2016 -2020 TOTAL

YEAR 2016 2017 2018 2019 2020 2016-2027
MOH (MTBF) 143.6 179.4 200.9 227.0 256.5 4.023.9
RELATED MINISTRIES 15.4 14.3 14.1 15.1 15.5 194.3
MULTILATERAL PARTNERS
(GLOBAL FUND, GAVI, BM, WHO,
UNICEF, UNFPA, UNAIDS, HKI, 93.3 98.6 108. 4 62.9 62.9 658. 3
SABIN VACCINE)
BILATERAL PARTNERS (USA, 12.4 12.4 11.6 11.6 11.6 140. 8
Germany, France)
Three-year National Emergency 41.0 50.0 59.0 150. 0
Plan
ESTIMATED FUNDS 306.0 354.7 394.0 316. 6 346.5 5.232

Source: 2015-2018 CBMT MOH, 2015-2018 MTEF of health related ministries, 2015-2019
PPAC of the EPI, 2016 -2018 concept note of Malaria, HIV/TB. Hypothesis: average growth
of Cameroon at 5.9%, MOH budget growth at 13%, other health related ministries 2-5%,
decrease by 15% of multilateral partners’ contribution from 2020, constant contribution

of bilateral partners.
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Based on the ministerial allocation projections of the MTBF, the curve in figure 10 below
shows the evolution of the health budget compared to the national budget for 2016 -
2027. Through this graph, there is progression towards the commitment of the African
Heads of States in Abuja which stipulates that 15% of the national budget is allocated to
health. In order to achieve this level of funding, strong advocacy with the stakeholders in
charge of the national budget framework is necessary.

Figure 10: Evolution of the health budget compared to the national budget

12%
10%
8%
6%
4%

2%
0%

2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027

Source : projections based on the 2016-2018 MTBF

8.2 Estimated cost of the Health Sector Strategy
8.2.1 Hypothesis

An estimate of the real needs for health financing was made using the One Health Tool.
This tool allows for estimating the costs of health interventions based on the targets set.
The following parameters were instrumental in estimating the overall cost of the
strategy :
e Annual targets of each health programme, and system for 2016- 2027,
e Unit costs extracted from the plans of the various programmes, the 2015 official
price list, or estimates using the qualitative method;
e Strategies defined by the 2016-2027 HSS and priority interventions for achieving
the overall objective of the strategy.
Furthermore, the tool includes the analysis of bottlenecks and the budgeting of corrective
actions needed to upset the identified bottlenecks thereby giving a true estimate of

health financing needs.

8.2.2 Analysis of the estimated cost

The total cost of implementing the 2016-2027 HSS was estimated at FCFA 5 824 billion for

a twelve year period, for an average annual cost of FCFA 485 billion. In conformity with

2016-2027 Health Sector Strategy



the strategy orientations, health system strengthening shall absorb a substantial portion

of resources, representing 48% of ressources (figure 11).

Figure 11: Costs 2016-2027 HSS per component (in percent of total cost)

B Health promotion
m Disease prevention
= Case management
Health system strenghenin
48% Y & &

B Governance and strategic
planning

Source: One health tool analysis

The interventions that would require the most ressources are: (i) improvement of the
living environment of the population in view of health promotion; (ii) prevention of
communicable diseases; (iii) management of communicable diseases; and (iv) human

resource development (Table 26).
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Table 26: Breakdown of costs of the HSS per sub-component for 2016-2027 (in billion FCFA)

TOTAL
COMPONENT SUB-COMPONENT COSTS
(FCFA)
1.1. Institutional and community capacity and coordination for health 48.0
promotion 137'5
1.2. Living environment of the population '
N 1.3. Reinforcing skills conducive to health 108.4
Health
promotion
1.4. Essential family practices and, family planning, promotion of
. 69.0
adolescent health and post abortion care
Total Component 1 362.8
2.1. Prevention of communicable diseases 461.3
2.2. Epidemic-prone diseases (EPDs) and public health
Component 2 | events:surveillance and response to epidemic-prone diseases, 119.1
Disease zoonosis and public health events
prevention 2.3. RMNCAH/PMTCT 57.8
2.4. Prevention of non-communicable diseases 44.0
Total Component 2 682.2
3.1. Treatment (curative) of communicable and non communicable 1112.9
diseases '
Component 3 3.2. Maternal, newborn, child and adolescent health 265.1
Case - - - -
3.3. Emergencies, catastrophies and humanitarian crisis 4.0
management —— —
3.4. Management of disabilities 3.8
Total Component 3 1385.6
4.1. Health financing 219.7
. » 4.2. Healthcare and service delivery 712.2
omponen 4.3. Drugs and other pharmaceutical products 495.2
Health system
. 4.4. Human ressources for health 1668.9
strenghening - :
4.5. Health information system and research 5.7
Total Component 4 3101.6
Component 5 | 5.1. Governance 158.5
Governance | 5.2. Strategic steering 133.4
and strategic
. Total Component 5 291.9
steering
TOTAL COST OF THE HSS 5824.0

Source: one Health tool analysis
The arbitration of the volume of funding for HSS interventions will have direct impact on
the level of achievement of key health indicators. The graph below shows the evolution of
the number of life years saved by ART/PMTCT if the Health Sector Strategy is adequately
financed (figure 12). This direct correlation means that if funding is not sufficient, it will

have a negative impact on the evolution of indicators.
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Figure 12: Cost of the 2016-2027 HSS and number of life years saved by ART/PMTCT
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Source : Analysis of one health tool projections

8.2.3. Financing gap analysis

Funding projections available over the strategy period estimate the resources likely to be
raised for health at FCFA 5 230 billion (table 27). From this, we note a health financing gap
over 2016 — 2027 of FCFA 594 billion (table 27), corresponding to an average annual

amount of approximately 50 billion FCFA.

Table 27: Comparison between real needs and available funds (billion FCFA)

2016-2020 period | 2021-2027 period | Total 2016-2027
PROJECTED FUNDING 1717.8 35124 5230.2
HEALTH SECTOR STRATEGY COST 2135.7 3688.3 5824.0
FUNDING GAP 417.9 175.9 594

This funding gap reveals the insufficient amount of resources allocated to health. In order
to bridge this gap, advocacy shall be conducted towards MINEPAT and MINFI to increase
the State budget allocated for health and/or institute innovative sources of health
financing.

It is worth noting here that household contribution is not considered in this gap analysis.
Yet, a large part of household financing not captured in the health system constitutes a
non negligeable source of funding. . However, this household financing cannot be used to
bridge the above mentioned gap, considering the current efforts towards universal health
coverage.

In order to mobilize funding for health in a sustainable manner, a national health
financing strategy will be elaborated. It will also advocate for a more efficient use of
available resources which shall help improve program performance in order to achieve

the strategic objectives of the sector.
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APPENDIX 1: Evolution of the MOH human resources (specialists) between

2009 and 2015

# Speciality 2009* 2015%* Annual evolution
1| Anaesthesiology 12 31 +3.2
2 | Cancerology 4 4 0.0
3 | Cardiology 12 38 +4.3
4| General surgery 25 13 -2.0
5 | Specialized surgery 18 31 +2.2
6 | Dermatology 10 4 -1.0
7 | Endocrinology 6 13 +1.2
8 | Health economics 2 ND ND
9 [ Gynaecology and Obstetrics 36 97 +10.2
10 | Immunology ND 1 ND
11 | Infectiology 4 5 +0.,2
12 | Emergency medicine 3 +0.2
13 | Internal medecine ND 11 ND
14 | Nephrology 4 9 +0.8
15| ENT 11 28 +2.8
16 | Ophthalmology 11 36 +4.2
17 | Pediatrics 24 76 +8.7
18 | Pharmacy 17 161 +24.0
19 | Psychiatry 8 5 -0.5
20 | Rheumatology 1 14 +2.2
21 | Toxicology 0 0 0.0
22 | Public Health 108 ND ND

Source : * Report on the situation analysis of human resources for health in Cameroon 2009
** Unpublished data of the Observatory of Human Resources for Health (September 2015)
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APPENDIX 2: Operationalization diagram of the 2016-2027 HSS
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APPENDIX 3: Summary diagram of the steering mechanism

HSS STEERING COMMITTEE

Chair: Minister of Public Health

Members: A representative of the PM'’s office; a high ranking official : SG/TA/IG of partner ministries (MINTSS, MINAS,
MINPROFF, MINEDUB,MINESEC, MINESUP, MINADER, MINEPEA, MINEE, MINEPDED, MINJEC, MINCOM)

The Official responsible for health in MINDEF, MINJUSTICE, DGSN, MINFI
The President of the National Medical Council

The President of the National Council of Pharmacists

The President of the Council of Nurses

Representatives of GICAM, UCCS, and CSOs

The leader of bilateral and multilateral partners

TECHNICAL FOLLOW UP COMMITTEE

Chair: SG MINSANTE
Members:
- Director/Official in charge of planning in partner ministries, health focal points in partner ministries,
- Planning and Programming Unit (PPU) of MOH
- Representatives of FTPs
- Coordinator of theTechnical Secretariat of the Steering and Follow up Committee of the HSS

PPUs of partner ministries, 10 regional delegates for health,

TECHNICAL SECRETARIAT

Coordinator : Public health physician

Membres:

-M/E officials of the PPBS chain of partner ministries
- Statistician, an expert in planning and M/E

- Computer engineer,

- Expert in health economics

- Expert in public finances

Hum.an Resources ' Mother and Drug
Technical Task Force Partnership Child Technical .
(HRTF) Technical Task Force Technical Task
Task Force Force

ETC.
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