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The implementation of the 2016-2027 Health Sector Strategy (HSS) during the next five years 
will take place in an epidemiological context characterized by the predominance of 
communicable diseases, the most important being: HIV/AIDS, malaria and tuberculosis. An 
upward trend in non-communicable diseases was noted, namely: cardiovascular conditions, 
cancers and road accidents.  
To bring down the current statistics noted in the epidemiological profile, the Government will 
work towards “ ensuring universal access to quality health care and services for all social 
strata by 2035 with the full participation of the communities”.  
 
The 2016-2020 National Health Development Plan (NHDP), implementation instrument of the 
2016-2027 HSS, is the first step in achieving this ambition. It defines the guidelines for the 
next five years while emphasizing key interventions in the priority areas below: (i) maternal, 
newborn, child and adolescent health; (ii) control of the main communicable diseases and the 
most frequent non-communicable diseases through greater community partnership; (iii) 
development of priority secondary and tertiary health care and (iv)  strengthening of the 
health system pillars. 
It is the reference document and an invaluable working tool for all actors in the health sector 
who will find in it a foothold in developing their operational plans. To this end, the 2016-2027 
HSS requires all stakeholders to include in the various plans that will be drafted during this 
five-year period only activities that align with those in the NHDP. 
 
Therefore, we call on all heads of health facilities at different levels of the health pyramid, 
Technical and Financial Partners, partner administrations, and civil society actors concerned 
with achieving the objectives projected in the 2016-2027 HSS, to master it for its effective 
implementation.  
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 EXECUTIVE SUMMARY  

The 2016-2020 National Health Development Plan, first operational plan of the 2016-2027 
Health Sector Strategy was validated in January 2016 by the steering committee of the 
health sector. The development process of this 2016-2020 NHDP was participatory, involving 
all stakeholders in the sector (health care and service providers of the MOH and partner 
administrations, TFPs in the health sector, civil society, etc.). 
This reference document will enable all actors, each according to their realities and in 
conformity with the 2016-2027 HSS, to draw up their annual and multi-year operational 
plans. Multi-year plans elaborated at the operational level shall be consolidated at the 
regional level and will serve as working paper for developing the Regional Consolidated 
Health Development Plans  (RCHDP).  
The priority domains of the 2016-2020 NHDP are : (i) maternal, newborn, child and 
adolescent health (ii) control of priority communicable diseases and of the most frequent 
non-communicable diseases (diabetes, HBP) through the revitalization of primary health 
care (PHC); (iii) development of priority specialized health care and (iv) strengthening the 
health system pillars. 

PART ONE : SITUATION ANALYSIS 

3.3.2.1 BACKGROUND 

Since 2014, Cameroon ranks among middle income countries with a GDP of US$ 32.05 
billion, corresponding to an annual income of US$ 1 445 per inhabitant. Yet, 40% of its 
population is still living below the poverty threshold, defined as an annual income of  FCFA 
269 443, or US$ 539 per adulti. 
As at 1 January 2015, the population of Cameroon was estimated at 22 179 707 inhabitants. 
Life expectancy was estimated at 51.7 years in 2010 and according to projections, it will be 
56.3 years in 2021. Average age is 17.7 years. The majority of this population lives in urban 
areas. 
Cameroon’s Human Development Index (HDI) is low; the country ranked 153 worldwide out 
of the 188 evaluated in 2014. The Inequality-adjusted Human Development Index (IHDI) 
recorded an increasing trend, from 0.330 in 2013 to 0.344 in 2015, reflecting a rise in 
inequalities in the living standards in the country1. 

3.3.2.1 HEALTH SITUATION  

The current health situation is characterized by the predominance of communicable diseases 
(HIV/AIDS, malaria, tuberculosis, etc.) and a significant increase of non-communicable 

                                                            
iConversion rate: FCFA 500 = USD 1 
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diseases, including cardiovascular conditions, cancers, mental diseases and trauma due to 
road accidents.  
In 2001, as part of the health system performance assessment, WHO classified Cameroon 
164 out of the 191 countries assessed2. This rank reflects the weakness of the Cameroon 
health system pillars having as consequence its inability to efficiently address the needs of 
the populations. 

3.3.2.1 OBJECTIVES AND GENERAL STRATEGIC FRAMEWORK OF THE 2016-2020 NHDP   

The health sector vision developed in the 2016-2027 HSS stems from the 2035 vision of the 
President of the Republic for Cameroon to be “a country where universal access to quality 
health care and services is ensured for all social strata by 2035, with the full participation 
of communities”. The general objective of the NHDP aligns with this perspective which is to 
“make accessible quality priority essential and specialized services and care in at least 50% 
of regional and district hospitals by 2020”. 

3.3.2.1 LOGICAL FRAMEWORK FOR INTERVENTIONS 

The analysis of the health situation in the health sector enabled to develop a logical 
framework for interventions which is centered around 5 main strategic focus areas : 
(i) health promotion that will seek the adoption  of healthy behaviours by the population ; 
(ii) disease prevention, which on the one hand shall focus on the intensification of the 
control of priority diseases under surveillance, and on the other hand, raising awareness of 
the populations on the main risk factors of diseases ; 
(iii) case management that will prioritize the implementation of integrated high-impact 
intervention packages; 
(iv) health system strengthening which will emphasize on implementing a financing strategy 
geared towards universal health coverage, rehabilitating and refurbishing dilapidated health 
facilities; building and equipping PUTAC hospitals; retaining HRH at their duty posts in 
difficult-to-access areas and encouraging CHWs. Moreover, the permanent supply of health 
facilities with essential drugs, vaccines, consumables and reagents shall be done through 
reinforcing stocks management logistics; 
(v) strengthening governance, strategic steering and leadership at all levels of the health 
system will be based on a more efficient management of financial resources, the 
reinforcement of the monitoring/evaluation system, signing contracts with the private sub-
sector and community actors, reinforcing supervision and community participation. 
To reach the NHDP projected objectives, two essential prerequisites must be met: (i) the 
pursuit of reforms proposed in the HSS, and (ii) the reinforcement of the sector-wide 
approach. 



xi 
 

For each strategic objective, targets and performance indicators were developed. As such, a 
total of 116 direct achievement indicators, 59 effects indicators and 13 impact indicators 
were developed to measure the  impact of selected activities on projected results. 

PART THREE : IMPLEMENTATION AND MONITORING/EVALUATION 
FRAMEWORK 

3.3.2.1 IMPLEMENTATION FRAMEWORK  

The priority of MOH at the central level shall be to ensure on the one hand, the execution of 
reforms proposed in the 2016-2027 HSS, which are indispensable for achieving the 
objectives of the 2016-2020 NHDP, and on the other hand, the alignment of its budget with 
defined priorities. Partner ministries shall operate through actions earmarked as part of their 
specific missions in the health sector. Regional Delegations for Public Health on their part 
shall provide the technical and logistical supervision of health districts in charge of 
implementing planned interventions.  
NHDP implementation and monitoring/evaluation shall be carried out at all levels of the 
health pyramid (central, regional and operational). Integrated operational and 
monitoring/evaluation work plans shall be drafted at all levels of the health system and their 
objectives will match with those of the 2016-2027 HSS and subsequent NHDPs. 

3.3.2.1 MONITORING/EVALUATION FRAMEWORK 

The development the monitoring/evaluation plan shall be guided by the objectives of the  
2016-2027 HSS and the 2016-2020 NHDP.  The monitoring/evaluation process shall be 
conducted through supervision, collection of routine data, studies, audits, assessments and 
coordination meetings. An inspection and control system shall be set up to ensure: (i) the 
actual execution of tasks planned in the NHDP based on established standards; (ii) 
compliance with the rules and procedures; (iii) reliability of technical and financial reports at 
all levels of the health pyramid. 
 

PART FOUR: BUDGETARY FRAMEWORK 

Costs estimates for the implementation of actions identified in the 2016-2020 NHDP was 
carried out through objective-based budgeting (One Health). The total cost of the 2016-2020 
NHDP is estimated at FCFA 2,135.7 billion distributed as follows : FCFA 119.9 billion for 
health promotion; FCFA 2,00.2 billion for disease prevention;  FCFA 438. 1 billion for curative 
case management; FCFA 1. 256. 1 billion  for strengthening the health system and  FCFA 120. 
7 billion for governance and strategic steering. Funds available for the same period are 
estimated at FCFA 1, 717. 8 billion, giving an average annual gap of FCFA 58 billion. 
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INTRODUCTION AND METHODOLOGY 

The elaboration  of the 2016-2020 National Health Development Plan follows the validation 
of the 2016-2027 Health Sector Strategy which was considered a contribution of the health 
sector to poverty eradication.  
 
The 2016-2020 NHDP is the initial phase of the operationalization of this strategy. It 
comprises high-impact interventions whose implementation shall help meet the challenges 
of the current health situation which is marked by (i) high preventable morbidity and 
mortality in all regions especially the mother and child targets in the Northern and East 
Regions; (ii) the beginning of an epidemiological transition translated by a significant 
increase in the number of CNCDs (cancers, HBP, Diabetes, strokes, etc.) and finally; (iii) a 
weak health system undermined by insufficient resources and unable to provide sustainable 
solutions to health issues. 
 
Based on the prioritization in the 2016-2027 HSS, major components of the health system to 
receive particular attention in the 2016-2020 NHDP are : (i) maternal, newborn, child and 
adolescent health; (ii) communicable and non-communicable disease control through the 
revitalization of primary health care (PHC) and strengthening community partnership; (iii) 
primary health care strengthening and the development of priority specialized care; (iv) 
strengthening the health system and governance.  
The weakness of the health system pillars is indeed one of the main bottlenecks that prevent 
the populations from receiving the healthcare and services packages intended for them. 
 
The 2016-2020 NHDP is divided into four parts: 
 Part 1 : made up of 2 chapters : (i) background, and (ii) health situation (analytical 

description of the epidemiological profile of the health system pillars) ; 
 Part 2 : interventions framework. This part recalls the HSS Vision, the NHDP strategic 

objectives and the logical framework of interventions; 
 Part 3 : implementation, monitoring/evaluation framework. It presents the 

institutional mechanism and the monitoring/evaluation modalities for the NHDP 
implementation. This part is made up of two chapters: (i) implementation framework 
and (ii) M/E framework; 

 Part 4 : the budgetary framework (programming and budgeting). 
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METHODOLOGY IN DEVELOPPING THE FIVE-YEAR  PLAN (2016-2020 NHDP) 

The development process of the 2016-2027 HSSP and the 2016-2020 NHDP was largely 
supported by the use  of the following documents : (i) the “2001-2015 HSS Assessment 
Report “ ; (ii) the document entitled “Situational Diagnosis of the health sector” ; (iii) the 
document entitled “Strategic choices of the health sector” ; (iv) the report on participatory 
consultations organized in the 10 Regions of Cameroon with implementation stakeholders of 
the 2001-2015 HSS and beneficiaries of health interventions; (v) the 2011-2015 NHDP; 
(vi) various strategic plans for disease control : (Cm-YP, RMNCH plan, plan for the control of 
chronic non communicable diseases etc.) ; (vii) different progress reports ; (viii) survey 
reports (MICS, ECAM, HDS) ; and (ix) the 2012 HSS report. 

3.3.2.1 ORGANISATIONAL AND INSTITUTIONAL FRAMEWORK  

A technical task force was established by Decision No.1412/D/MINSANTE/SG of 28 
November 2014 of the Ministry of Public Health3. Chaired by the Secretary General of the 
MOH, this task force had as main mission to produce the various documents of the 
development process of the  2016-2027 HSS and of its first 2016- 2020 NHDP. Members of 
this multi-sector technical group and ad hoc experts mobilized for that purpose were the 
main architects in elaborating the 2016-2020 NHDP. They were tasked with collecting and 
compiling data, as well as drafting the document which was submitted for technical 
validation of the multi-sector task force. 
The methodology used in drafting the NHDP is rooted in two reference documents namely: 
(i) the Methodological Guide for strategic planning in Cameroon, 2011 edition (MINEPAT)4 
and (ii) WHO guide for developing a national health policy and a national strategic health 
plan5. 
The logical framework of this NHDP is based on the main strategic guidelines of the 2016-
2027 HSS and the activities of its intervention framework were jointly validated by experts 
from the 10 Regions and the central level. 
The methodological supervision was provided by the Ministry of Economy, Planning and 
Regional Development (MINEPAT) and WHO experts. In line with its prerogatives, the 
Steering and Monitoring Committee of the HSS implementation approved the project, the 
methodology and the final document. 

3.3.2.1 METHODOLOGY 

Conceptually, the drafting process included six successive and complementary stages:  
(i) Analysis of the achievement level of the 2011-2015 NHDP objectives and lessons 

from the implementation of this strategic document. Indeed, the analysis of 
performances helped to define the scope of the new 2016-2020 NHDP taking into 
account lessons learned from the assessment of the 2001-2015 HSS, the prioritization 
done in the 2016-2027 HSS  and the institutional capacities of health structures;  
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(ii) Analysis of results from participatory consultations (reports of interviews and “focus 
group discussions” with stakeholders in the health system at all levels of the health 
pyramid) and numerous working sessions were necessary to identify, analyze and 
prioritize the needs and expectations of the populations in the 10 Regions of the 
country; 

(iii) The identification of interventions to include in the NHDP, in line with the 
prioritization in the 2016-2027 HSS, and that of the targets to reach in each of the 
five components took into account the needs expressed by the populations, available 
resources and the capacities of health structures; 

(iv) The development of the first draft of the NHDP; 
(v) The technical validation of the NHDP by all stakeholders; 
(vi) The validation of the NHDP by the steering committee. 

The expertise of different stakeholders was sought at each phase of the process with a view 
to give priority to participatory approach and ensure the quality of the document to be 
produced.
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CHAPTER 1: BACKGROUND 

1.1. GEOGRAPHICAL SITUATION  

Cameroon, a Central African country, has a surface area of 475 650 Sq. km. It is bordered to 
the west by Nigeria, to the south by Congo, Gabon and Equatorial Guinea, to the East by 
Central African Republic, to the north by Chad. Independent since 1960, Cameroon has two 
official languages : English and French. 

1.1.1 NATURAL ENVIRONMENT, DIVERSITY OF LANDSCAPES AND ECOSYSTEMS 
Cameroon is characterized by:  

i. The high plateaus in the west; 
ii. Low lands in the Centre and the East;  

iii. Coastal plains, river basins and the Lake Chad basin.  
 

The country has six main ecosystems (marine and coastal, dense and humid rainforest, 
highlands, wooded tropical savannah, fresh water and semi-arid) which include diverse 
topography, vegetation and climate conditions6.  

1.1.2 CLIMATE 
Cameroon may be divided into three main climatic zones : 

- The humid equatorial zone, with an average annual temperature of 25°C, an annual 
gap that ranged between 3°C and annual rainfall varying between 1500 mm in 
Yaounde and 3000 mm in Douala; 

- The Sudanese zone characterized by average annual rainfall of 1000 mm distributed 
in two seasons ; 

- The sudano-sahelian zone characterized by low precipitations with an annual average 
of 700mm distributed in two seasons6.  

1.1.3 HYDROGRAPHY 
Cameroon is home to many rivers and lakes found in the 4 main basins : The Atlantic basins 
(Sanaga, Nyong, Wouri), the Congo basin (Kadéï, Ngoko), the Niger basin (Benoue) and the 
Lake Chad basin (Logone). The density of the hydrographic network is a major asset to 
facilitate access to potable water. 
 

1.2. SOCIO-DEMOGRAPHIC AND ETHNOLOGICAL SITUATION  

1.2.1 DEMOGRAPHY 

According to the 3rd General Census of Population and Housing, the population of Cameroon 
was estimated at approximately 22 179 707 inhabitants as at 1 January 2015. It would 
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probably reach 25 094 303 inhabitants in 2020, with a population growth rate of 2.6% 
between 2005 and 2010.  
This population is extremely youthful  with a median age of 17.7 years. The average age of 
the population is 22.1 years. The under 15 age group accounts for 43.6% of the total 
population while those aged below 25 years represent 64.2%7. 
The majority of the population dwells in urban areas (52%). There is high population density 
in big cities: Douala (2 717 695 inhabitants in 2015) and Yaounde (2 785 637  inhabitants in 
2015)8. 

1.2.2 ETHNOGRAPHY 

Given its geographical position, Cameroon is at the crossroads of secular migratory routes of 
the Sudanese, Fulani and Bantu people. The country has about 250 ethnic groups distributed 
into five main cultural groups: 

the Sudanese, Hamite and Semite from the semi-arid northern region, generally 
Muslims, Christians or animists; 
populations from the Western plateaus (West and North-west Regions) of the semi-
Bantu group, generally Christians or  animists; 
people from the coastal tropical forests (Littoral, South-west Regions and the coastal 
area of the South Region), of the Bantu group, mostly Christians and animists; 
people from the equatorial tropical forest of the South  (Centre, South and East 
Regions), partly Bantu, generally Christians or animists, partly semi-bantus, Sudanese 
or Pygmies, mostly animists or Christians. 

1.2.3 SOCIO-ECONOMIC SITUATION 

Socially, with a Human Development Index (HDI) of 0.512, Cameroon was ranked 152nd  out 
of the 187 countries assessed in 2014. The Inequality-Adjusted Human Development Index 
(IHDI) witnessed an upward trend from 0.330 in 2013 to 0.344 in 20159. 
The wealthiest layers of the population, such as those living in urban areas, have greater 
access to public health facilities. For instance, 46.7% of deliveries were assisted by a 
qualified staff in rural area against 86.7% in urban area7. 
Despite the drop in the incidence of monetary poverty nationally by 2.4 points between 
2007 and 2014 (37.5% in 2014 against 39.9% in 2007), rural poverty has not decreased. The 
incidence of poverty stood at 56.8% in 2014; representing an increase by 1.8 points 
compared to 2007. On the contrary, the urban area presents a poverty rate of 8.9%, 
representing a drop by 3.3 points compared to 200710. 
Adult literacy rate (15 years and above) stood at 70.7%, including 63.0 % for women against  
78.9 % for men. In 2010, the gross enrolment rate in primary school was estimated at 
119.8%, with 110.9 % girls and 128.6 % boys11.  
As concerns living conditions: 
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As for housing, 60% of the population does not have documents (even informal) in 
order (lease, rental agreement or land certificate) for the house they are living in ; 
As concerns water, in 2010, 71% of the population had access to potable water7.  

Cameroon’s economy is highly diversified, but predominantly agriculture-based and derives 
most of its resources from the export of commodities; and manufactured goods are mostly 
imported. The country enjoyed relative prosperity in the post-independence years, followed 
by significant recession in the mid-80s induced by a serious world economic crisis. In 2014, 
Cameroon’s GDP reached US$ 32.05 billion, or US$ 1 445 per capita ranking the country 
amongst lower- middle-income countries12.  
In terms of employment, the economic crisis narrowed the windows of prospects. The 
supply of salaried jobs is disproportionate to the  constantly increasing demand for jobs, this 
contributes to the remarkable growth of the informal sector in big cities. Moreover, a high 
concentration of women in the informal sector, namely petty business and food production, 
is noted. Despite their prominent role in the socio-economic development, women are still 
faced with issues such as illiteracy and low access to the main training fields amongst others. 

1.3. POLITICAL AND ADMINISTRATIVE SITUATION 

Cameroon is made up of 10 Regions, divided into 58 Divisions and 360 Sub-divisions. There 
are 360 councils13. Law No. 2004/017 of 22 July 2004 on the orientation of Decentralization 
provides for the devolution of powers, competences and resources to councils. In the health 
sector, Decree No. 2010/0246/PM defines competences devolved to councils, this concerns 
the construction, equipment and management of Integrated Health Centres (IHC). 
Moreover,  Mayors are chairs of the management committees of District Hospitals (DH) and 
Medicalized Health Centres (MHC), while Government Delegates to urban councils chair the 
management committees of Regional Hospitals (RH) and Central Hospitals (CH). 
The political landscape comprises more than 200 political parties. 

1.4. COMMUNICATION MEANS 

Cameroon has dense transport infrastructures with road networks and railways. The road 
network was considerably increased to reach about 77 589 km in 2012 with only 5 133 km 
tarred14. Roads are poorly maintained therefore, considerable efforts should be made to 
prevent risks of accidents. 
In addition, the country has air and sea network. Air transport network comprises 6 
operational aerodromes including 3 international airports (Douala, Yaounde-Nsimalen and 
Garoua) and 3 secondary airports (Maroua, Ngaoundéré, Bafoussam). As concern sea 
transport, the country has 4 autonomous seaports : Douala, Garoua, Kribi and Limbe15.. 
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1.5. ACCESS AND USE OF INFORMATION AND COMMUNICATION 
TECHNOLOGIES 

In 2014, 78.9% of Cameroonians used a mobile telephone, 21.2 %  used a computer and only 
16.2% used the internet16. The number of mobile telephone subscribers moved from 4.5 
million to 14.8 million between 2007 and 2013, giving a geographical coverage of 83.3%17. 
As concerns weekly exposure to the mass media, heads of households  frequently use the 
television (42%) than the radio (24%) or read newspapers (11 %). Yet, a little more than half 
of heads of households (51%) are not exposed to any media on a weekly basis (radio, 
television, newspapers). 
Exposure to Information and Communication Technologies (ICT) and to the medias increases 
with the level of education and income. Therefore, health information is not always 
accessible to the most underprivileged. 
Moreover, social networks are increasingly used to mobilize and educate the populations.  

1.6. EQUITY AND SOCIAL JUSTICE IN HEALTH 

Cameroon ratified many international conventions including those related to the elimination 
of all forms of discrimination, namely those concerning children and women’s rights. 
Moreover, certain groups of the population remain marginalized such as : (i) Pygmies 
(forests), (ii) Bororos (Northern region), or (iii) populations living on islands either because of 
their attachment to their socio-cultural and economic environment, or actions conducted 
that are inadequate and/or not adapted for their integration. 
Public health facilities are mostly accessible to the wealthier : 14.5% for the poorest quintile 
against 25% for the richest quintile in 2007. Moreover, there are disparities in the 
geographical access to healthcare according to the area of residence (between the rural and 
urban areas).  
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CHAPTER 2 : HEALTH SITUATION 

2.1. ORGANIZATION OF THE HEALTH SECTOR IN CAMEROON 

Cameroon’s health sector is divided into three levels (central, intermediate and peripheral) and 
comprises three sub-levels: (i) public sub-sector ; (ii) private sub-sector (non-profit making and for-
profit ); and (iii) traditional sub-sector. Each level of the pyramid has administrative, health and 
dialogue structures (see table 1). 

Table 1 : The different levels of the health pyramid and their functions  

Level Administrative 
structures  Competence Healthcare structures  Dialogue 

structures  

Central 

-Minister’s Office, 
Secretariat General,  
- Secretary of State to 
MOH 
- Technical 
departments and 
others ranking as such 

- Development of 
policies  
- Coordination 
- Regulation 
- Supervision 

- General Hospital, University 
Teaching Hospital, Central 
hospital and others ranking as 
such, CENAME, CPC, 
- CHRACERH, LANACOME, 
CIRCB, ONSP) 

- National Council 
of Health, 
Hygiene  and  
Social Affairs 

Intermediate 

 
- 10 Regional 
Delegations  

- Technical support to 
Health Districts  
- Regional coordination  
- Regulation 
- Supervision 

- Regional hospital and others 
ranking as such; Regional 
Fund for Health Promotion. 

- Regional Fund 
for Health 
Promotion. 

Peripheral 

- 189 Health Districts  - Care provision
- District Coordination  
- Regulation 

- District hospital
- Clinic 
- MHC 
- IHC, Health cabinets 

- DHC; DMC
- Health 
Committee; 
Management 
Committee 

Source : MOH. Human Resources Development Plan: Situation and diagnosis (2012). Completed using 
the 2013 organizational chart   

The health sector was also divided into five components with  three vertical ones  namely: (i) 
health promotion; (ii) disease prevention; (iii) case management, and two  horizontal or 
cross-cutting components: (iv) health system strengthening and (v) governance 
(standardization, regulation and accountability ) and strategic steering (planning, 
supervision, coordination and strategic and health surveillance). 
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Figure 1: Distribution of the health sector into components and sub-components 

Source : MOH, 2016-2027 HSS 
 

2.2. EPIDEMIOLOGICAL PROFILE 

The epidemiological profile of the country (see table 2) is characterized by a predominance 
of communicable diseases.  The most important  ones include: HIV/AIDS, malaria and  
tuberculosis. These three diseases represent 23.66% of the global burden of morbidity. 
There is also an increase in mortality due to  Non-Communicable Diseases (NCD) notably 
cardiovascular conditions, cancers, mental diseases and traumas due to road accidents. To 
this non-exhaustive list, we can add occupational accidents (for 12.2% workers) and 
occupational diseases (7.5% workers)18.  
In children below 5 years of age, lower respiratory tract infections, malaria, diarrheal 
diseases and nutritional deficiencies are the main causes of morbidity and mortality, .  
Maternal mortality on her part, remains high at 782 deaths per 100,000 live births19. 
 
 
 

GOVERNANCE AND STEERING/STRATEGIC MANAGEMENT

HEALTH PROMOTION DISEASE PREVENTION CASE MANAGEMENT

People living environment
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Community actions for
Health Promotion
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Vertically transmitted
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Non-communicable
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Martenal, neonatal,
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adolescent health

Non-communicable
disesases (NCDs)

Sensori-motor disabilities
and other disabilities

Provision of healthcare and services
Human Resources for Health
Pharmacy, laboratory, drugs and other pharmaceutical products
Health financing
Health information and operational research

HEALTH SYSTEM
STRENGTHENING
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Table 2 : Contribution of diseases to mortality and morbidity in Cameroon in 2013 

No. Diseases or disease groups 
Contribution to disease 

burden  
(DALY) 

Contribution to deaths 
(%) 

1 HIV/AIDS  11.48% 14.24% 
2 Neonatal diseases 11.27% 8.47% 
3 Malaria 10.77% 8.78% 
4 Lower respiratory tract infections  10.12% 10.52% 
5 Diarrheal diseases 5.57% 5.01% 
6 Nutritional deficiencies 5.03% 3.74% 
7 Cardiovascular diseases 4.67% 11.56% 
8 Road accidents 3.95% 4.38% 
9 Mental diseases and drug abuses 3.53% 0.86% 

10 Other accidents  2.88% 2.87% 
11 Cancers 2.02% 4.45% 

12 Complications related to pregnancy, delivery 
and the infanto-juvenile period  1.95% 2.17% 

13 Muscle and bone diseases  1.82% 0.14% 
14 Neglected Tropical Diseases  1.82% 0.22% 
15 Tuberculosis 1.41% 2.08% 
16 Chronic respiratory diseases  1.38% 1.47% 
17 STIs 1.31% 1.01% 
18 Cirrhosis 1.30% 2.42% 
19 Neurological diseases 1,15% 0.87% 
20 Renal diseases 0.76% 0.83% 
21 Other causes 15.81% 13.91% 

Total 100.00% 100.00% 
 

 Very high 
 High 
 Moderate 
 Low 

Source: Results obtained from data of the 2013 Global Burden of Diseases20 
 

2.2.1 HEALTH PROMOTION  

Key health determinants identified in Cameroon are : (i) low access to potable water, (ii) 
poor hygiene practices and waste management, (iii) inadequate housing, (iv) sedentary 
lifestyle, (v) nutritional and micronutrient deficiencies, (vi) excessive weight, (vii) illicit or 
noxious drug abuse and (viii) unmet needs in family planning. 
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The coverage level of the population through the provision of basic services of health 
promotion is still weak which is a sign that populations expectations are unmet. This is 
explained by : (i) a low community participation in the implementation of health actions and 
the low support of persons and households in adopting healthy behaviours; (ii) low salaries 
of CHWs compared to how they are solicited by the health system.  
For example, the table below presents the situation of hygiene and sanitation per Region in 
2011.  

Table 3: Situation of hygiene and sanitation in Regions  

Region 

Proportion (in %) of the 
population having 

access to potable water 
** 

Proportion (in %) of the 
population living in houses 
with improved latrines(a)** 

Percentage of 
households living in 
makeshift houses* 

Adamawa 60.7 60.6 4.8 

Centre (Yaounde excluded) 58.8 37.9 19.9

East 25.3 35.8 20.2

Far North 37.8 16.9 8.5 

Littoral (Douala excluded) 78.6 66.8 12.6

North 35.4 32.6 17.0

North west  51.5 56.2 7.8 

West 59.7 56.4 4.7 

South 44.3 55.6 14.5

South west 75.4 61.4 12.5

Yaounde 89.1 85.8 7.8 

Douala 96.4 85.4 1.8 

Urban 88.5 81.3 6.4 

Rural 42.0 34.3 13.6

Cameroon 59.8 52.4 10.2

Source: *DHS-MICS, 2011 ; **NIS, National progress report on MDG for the year 2012 ; (a) WCs, 
improved latrines  
 

2.2.2 DISEASE  PREVENTION AND CASE MANAGEMENT 

Since 2010, the country experienced an epidemiological transition characterized by a slight 
decrease in the prevalence of communicable diseases and an increase in non-communicable 
diseases (HBP, diabetes, etc.)20. 

2.2.2.1 COMMUNICABLE DISEASES 

In 2013, HIV/AIDS, STIs, malaria, tuberculosis, lower respiratory tract infections and diarrheal 
infections represented about 41% of the global burden of disease and accounted for 42% of 
all deaths (see Table 2). The high prevalence of these cited diseases was the origin of the 
putting in place of the following priority health programmes: The National Malaria Control 
Programme (NMCP), National Programme for the Fight against Tuberculosis (NPFT), The 
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National AIDS Control Committee (NACC) and the Enlarge Programme on Immunization (EPI) 
(These were institutional responses to curbing their magnitude) 

HIV/AIDS 

 
HIV/AIDS prevalence witnessed a drop in recent years  from 5.5% in 2004 to 4.3% in 2011. 
Prevalence in men stands at 2.9% while women account for 5.6%21, hence reflecting a 
feminization of the epidemic. Moreover, there is high prevalence (8.1%) in the 35 - 39 year 
age group. Similarly, the prevalence among adolescents and the youths between 15-19 years 
of age is 1.2% 22. In 2014, the number of new HIV infections was estimated at  58 775 against 
44 477 cases in 2015.23 The most exposed populations to HIV are: sex workers (36.8 %)24, 
homosexuals (37.2 %)25 and truck drivers (16%)26. 
Since 1st May 2007, antiretroviral are free of charge for patients consulting in HIV 
management sites (ATC/Management Units)27. This free-of-charge policy helped to shift 
from 17 156 PLWHIV on ART in 2005 to 145 038 in 2014,28 which is only 27% of unmet 
needs29.  
Key problems noted in the management of HIV/AIDS are:  

- Late screening of cases and low recourse to care by HIV-positive patients; 
- The provision of counselling/screening to clients/patients is not systematic in HFs; 
- Low availability of Management units (44%30 HDs do not have a management site); 
- The absence of a sustainability plan for the acquisition of ARVs, after Global Fund 

financing which would end in 2020; 
- Insufficient qualified HR for the comprehensive management of PLWHIV and the lack 

of decentralization in the “controlled distribution” of ARVs in the community by 
CHWs; 

- The weak functionality of the facility to assist in the treatment observance of patients 
on ART. 

Many studies on HIV/AIDS were conducted, especially in areas such as : treatment 
observance of patients on ART and HIV resistance to ARVs, but few of these results were 
used for decision-making. 

Viral hepatitis  
The average seroprevalence of viral hepatitis B, C and D were  12%, 1.03% and 10% in 
201431respectively. Immunization against viral hepatitis B is available and free for children 
aged  0 to 11 months. In the absence of a vaccine against viral hepatitis C, the State 
subsidizes the cost of the therapeutic management  of this condition. Yet, it is still not 
affordable to the poorest (an average of FCFA 2 262 000 for 48 months treatment)32. ARVs 
for the management of viral hepatitis B, on their part are available in district hospitals and 
subsidized at FCFA 5000 /month. 

Tuberculosis 
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The incidence of Tuberculosis in Cameroon is very high. In 2015, according to the NTBCP, 26 
570 cases of all forms of TB were detected of which 15 082 were new microscopic  cases 
which corresponds to notification rates of 132.85 and 75.41 respectively, per 100 000 
inhabitants33,34.  HIV prevalence among TB patients ranges from 16% in the Far North to 63% 
in the North west. TB cure rate ranges from 65% (Yaounde) to 86% (North). TB is rife in 
prisons where the reporting rate is ten times above the national average which is 125 per 
100 000 inhabitants35. In 2013, there were 238 operational Diagnostic and Treatment 
Centers (DTC) representing a ratio of one DTC for 87 886 inhabitants (WHO standard is 
between 50 000 and 150 000 inhabitants)36. 
Problems encountered in the comprehensive management of TB are : 

- low reporting rate of cases (48% only in 2013)37 ; 
- diagnosis times are quite long; 
- delayed treatment of cases due to low financial access to health care and services; 
- inadequate preventive measures in hospitals. 

Malaria 

Malaria remains the leading cause for consultation and hospitalization in Cameroon. Indeed, 
in 2013, 28.7%38 of the population consulted for malaria in health facilities and this scourge 
was responsible for 22% deaths39. 
Malaria-related morbidity in hospitals dropped from 41.6% to 27.5%40 between 2008 and 
2012. During the same period, this morbidity equally reduced in pregnant women from  49% 
to 11%41. Since then, the institutional response consisted in the free treatment of malaria in 
children below five years of age, the free distribution of LLINs to the general population 
(37.4% of households had an LLIN for 2 persons in 201442), intermittent preventive 
treatment for pregnant women (26% pregnant women who came for ANC received at least 3 
doses of IPT in 201443) and the chemo-prophylaxis of seasonal malaria in the Far-north and 
North Regions.  
The main problems encountered in malaria control are : 

- low use of LLINs distributed to the population ;  
- non-compliance by some providers with the NMCP guidelines regarding the 

management of malaria cases (diagnosis and treatment) ; 
- non-compliance in some health facilities with the free-of-charge policy for the 

treatment of malaria in children below five years of age. 

Epidemic-prone diseases (EPDs) and emergencies 

In the course of  the  last five years, the national epidemiological profile  (see table 4) was 
especially marked by various epidemics : cholera, bacterial meningitis, influenza, measles, 
yellow fever and poliomyelitis. Moreover, new NTDs such as rabies, poisoning by snake bites 
and  dengue fever were identified but a  majority are still to be documented44. 
Some EPDs are targeted in the routine Expanded Programmes on Immunization, namely 
tuberculosis, poliomyelitis, diphtheria, maternal and neonatal tetanus, pertussis, viral 
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hepatitis B, Heamophilus influenzae type B infection diseases, pneumococcal infection 
diseases, rotavirus diarrhea, yellow fever, measles and rubella. The quality of routine data, 
lack of running materials and cold chain,  weak  achievements of advanced  strategies and 
heavy  reliance on external funding for the acquisition of inputs remain concerns and 
challenges to overcome  for routine EPI. 

Surveillance system of EPDs and public health events  

The integrated surveillance strategy of EPDs and response was adopted in Cameroon in 
2005. In 2011, the IDSR guidelines was updated to factor in aspects of the IHR (2005), 
including principles regarding the “One health” approach. To date, there is no national multi-
sector strategic plan of response to epidemics and other health emergencies to guarantee 
an efficient response to epidemics. Difficulties encountered in surveillance and response 
among others are : low capacities of the staff in charge of proper screening and prompt 
management of declared cases, late transfer of samples to reference laboratories and low 
availability of logistics for preparedness and response in the event of epidemics, etc. The 
situation of EPDs over the past four years is summarized in the table below. 
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This table presents EPDs that caused the greatest number of deaths between 2011 and 
2014. These are : malaria (4 735 deaths excluding 2012 and 2015 statistics), cholera (1 041 
deaths), bacterial meningitis  (484 deaths), gastroenteritis (205 deaths) and measles (126 
deaths). Unfortunately, experiences drawn from these epidemics were not used for 
establishing a sustainable response structure and sustainable strategies, as recommended in 
the National IDSR Technical Guide.  

Neglected Tropical Diseases 

The major Neglected Tropical Diseases (NTDs) constitute the main priority health 
programmes. These are :  

Onchocerciasis  

In 2013, over 1.5 million people had serious skin lesions45caused by this condition. In 2014, 
the therapeutic coverage rate with Community-directed Treatment with Ivermectin (CDTI) 
stood at 79.84% and the geographical coverage rate was 98.98%46. 
 
Lymphatic filariasis  
Its prevalence varies from 6% in the North-west to 1.1% in the West47. The mapping done in 
2012 showed the following results : (i) 154 of the 181 HDs surveyed were endemic for 
lymphatic filariasis, (ii) 100 HDs were co-endemic for Onchocerciasis and (iii) 24 HDs for 
loiasis 48. To date, the control strategy for Lymphatic filariasis consists in the mass treatment 
with Ivermectin and Albendazole in endemic areas49. 
 
Schistosomiasis  
Two million Cameroonian are currently infected by this disease50. School-age children (5-14 
years) which is the most vulnerable group account for 50% of infected persons. One third of 
the general population is exposed to risk factors of the disease51. 
 
Leprosy 
In 2014, 719 cases of leprosy were recorded in Cameroon. To date, about fifteen health 
districts remain highly endemic for this disease52. Four Regions namely Adamawa, East, 
North and South-west have the greatest number of cases, with statistics that are two or four 
times higher than the national average  53. 
 
Buruli ulcer 
This disease is rife in the Nyong valley (Centre), in the Bankim basin (Adamawa) and in 
Mbonge (South-west). The number of endemic health districts increased from 5 in 2005 to 
approximately 30 in 2015 despite the free treatment. Yet, the number of Diagnostic and 
Treatment centres for Buruli ulcer (DTC-BU) remains unchanged. Studies revealed that 
indirect costs inherent to the management of this disease are a significant burden for 
patients and their families54,55. 
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Human African Trypanosomiasis (HAT)56  

Currently, there are five active pockets of HAT in Cameroon, namely : Campo, Bipindi, 
Fontem, Mamfe and Doume. Occasional activities for sensitization, mobilization, screening 
and free treatment are organized every year in these areas. Information of morbidity related 
to HAT are not updated. However, the population at risk was estimated at about 70 000 
persons in 2006. 

Trachoma  

Trachoma is endemic in the Far-north (14 health districts) and North (3 health districts) 
regions. In 2014, 1 156 483 patients were treated and 3 889 cases of trichiasis underwent 
surgery57. 
NTD case management is included in the health package of HFs at the operational level. 
Some of these affections receive mass chemoprophylaxis on an annual basis 
(schistosomiasis, onchocerciasis, helminthiasis, lymphatic filariasis and trachoma), and this 
considerably reduces the morbidity rate. Other NTDs  are treated on a case-base. 

2.2.2.2 NON-COMMUNICABLE DISEASES (NCDS) 

Generally, the epidemiological situation of Non-Communicable diseases is not really clear 
similarly to the prevalence of their risk factors. In 2013, chronic non-communicable diseases 
represented about 40% of the global burden of disease (see table 2). In the course of the 
same year, they were responsible for 882 and 862 deaths per 100 000 inhabitants in men 
and women, respectively58. Among the most frequent NCDs are:  cardiovascular diseases, 
cancers, road accidents.  
 
Group 1 : HBP and other cardiovascular diseases, diabetes and chronic kidney diseases : 
accounting for about 11.56% deaths, cardiovascular diseases represented the second cause 
of mortality in Cameroon in 2013 (see table 2). The national prevalence of hypertension was 
29.7% and of diabetes was 6.6% in 201559. Normative documents for good management of 
the above-mentioned conditions at the operational level are not available and management 
is neither harmonized  nor properly supervised. Data on the national prevalence of kidney 
diseases are not yet available. Yet, it is noted that the management of chronic kidney 
diseases and their complications, though subsidized, remains expensive and unaffordable for 
a  majority of patients. 
 
Group 2 : cancers, asthma and chronic respiratory diseases  : In 2012, 14 000 new cancer 
cases were screened and about 25 000 people were living with cancer. More than 80% of 
people with cancer are diagnosed when the disease is very advanced and most of them die 
within a period of 12 months following diagnosis. The most common cancers are : breast 
(18.5%), cervix (13.8%), lymph nodes such as non-Hodgkin lymphomas (11.9%), prostate 
(7.3%), connective tissue such as Kaposi sarcoma (6.9%), and the liver (3%)60. Cancer 
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prevention and screening remain inadequate. On its part, the national prevalence of asthma 
is still undocumented, yet it stood at 2.3% in Yaoundé in 201461. Regarding tobacco control, 
it is a key challenge for the health system as it requires combined efforts by many other 
sectors. 
 
Group 3: oral diseases, chronic vision and hearing impairments : The national prevalence of 
oral diseases is yet to be known and there is no national policy, nor control plan for oral 
health. However, some studies in this regard revealed prevalence rates of 73% in the 9-12 
years age group, and 92.3% in the 13-17 years age group in 1999 especially in rural areas in 
the North-west Region62. Moreover, sensory impairments (35%) are the most frequent 
especially visual  (22%) and hearing (1 %)63 deficiencies. 
Eye diseases are a real public health concern that required the setting up of a National 
Blindness and Onchocerciasis Control Programme. However, qualified human resources and 
services intended for the management of these diseases in HFs at the operational level are 
lacking. As concerns cataract, mobile campaigns are organized regularly to carry out mass 
operations in HDs. ENT care on their part are most often provided in  1st , 2nd , 3rd and 4th 
category hospitals. To date, the country has only 72 ENT specialists64. 
 
Group 4: Epilepsy and other neurological, mental and psychosocial diseases, sickle cell 
disease, genetic and degenerative diseases : In 2008, epilepsy prevalence in Cameroon 
stood at 5.8% in hospitals65. The most affected localities were the Mbam area (Mbam and 
Inoubou, Mbam and Kim) 6%, the Lekie Division (5.9%), Nkam, the health districts of 
Mbengwi, Batibo, Kumbo and Ndu (in the North-west)  and the town of Garoua. The 10 -29 
years age group is the most affected  (89.2%)66. 
According to WHO, the prevalence of sickle cell trait in Cameroon varies between 20 and 
30%, representing a population of about 3.5 million people, with about 2% homozygotes67. 
Neonatal diagnosis of the sickle cell trait is not yet systematic for newborns at risk and 
awareness and prevention actions for sickle cell and mental diseases are still poorly 
implemented. Neuropsychiatric diseases also contribute to the global burden of diseases by 
6.1%68. 
 
Group 5 : Traumas, violence, poisoning, medical and surgical emergencies and public 
health events: Cameroon witnesses many natural disasters, such as floods, outbreaks and 
other emergencies (terrorist acts, influx of refugees and displaced populations, road 
accidents, occupational accidents, plane crash, shipwreck, multiple fire recurrent in 
marketplaces). Between 2011 and 2013, the number of road accident victims slightly 
decreased, from 3 552 to 3 071 for the injured and 1 588 to 1 170 for deaths. However, the 
lethality rate of road accidents remains high (40%)69.  
Multi-sector preparedness and coordination in the management of emergencies and public 
health events are inadequate. The same goes for human resources allocated to this end. The 
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above-mentioned causes are the main bottlenecks in the response to emergency situations. 
A national emergency plan was developed in 2011 for the management of medical and 
surgical emergencies and public health events. But its optimal implementation is being 
delayed. 
As concerns NCDs in general, policy documents and strategic plans for the control of these 
diseases were developed to better organize the institutional response considering their 
magnitude. But most of these health facilities at the operational level do not have 
appropriate technical platforms to provide quality health care and services corresponding to 
populations expectations. Finally, though a strategic NCD control plan was drafted, the 
surveillance of risk factors of these diseases is not ensured. 

Disabilities : 

About 5% of the population suffers at least from one disability. Sensory impairments (3.5%) 
are the most common, followed by motor deficiencies (1.5%)70. Some health facilities have 
physiotherapy and functional rehabilitation services, but generally, aspects of disability 
prevention and management are not considered enough in the health system. 

2.2.2.3  MATERNAL AND CHILD HEALTH 

Maternal health 

At the national level, maternal mortality rose from 669 to 782 deaths per 100 000 live births 
between 2004 and 201171. Factors justifying these are : (i) low rate of deliveries assisted by a 
qualified health personnel (64.7% in 2014)72, (ii) low financial and geographical access to 
healthcare services, (iii) low availability of blood products; (iv) poor implementation of high 
impact interventions on maternal health.  
 
Antenatal consultation: Between 2011 and 2014, ANC coverage decreased from 84.7% to 
82.8% for ANC1. During the same period, the number of women who went for ANC4 
reduced by 3.4 points (from 62.2% to 58.8%)73. 
 
Assisted deliveries : rate of deliveries assisted by a trained staff reduced from 63.6% to 
61.3% between 2011 and 2014, representing a drop by 2.3%74. 
 
Postnatal consultation: slightly above one third of parturients (35%) did not receive 
postnatal care in 2014 and there are important regional disparities75. 
 
Family planning :In 2014, contraceptive prevalence was 34.4%76. Modern contraceptive 
prevalence was 16.1% (MICS 2014) while unmet needs were evaluated at 18%77. Abortion 
rate in women between 15 to 35 years varied between 30% and 40 %78. 
More than half of maternal deaths (69%) due to direct obstetrical causes could be avoided if 
the provision of healthcare and services for maternal health is strengthened especially at the 
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operational level. These direct causes are : hemorrhages (41.9%), severe pre-eclampsia and 
eclampsia (16.7%), severe postpartum infection (4.4%) severe abortion complications 
(4.1%)79. 

Child health 

Between 2011 and 2014, neonatal mortality slightly decreased from 29 to 28‰. During the 
same period, infant and child mortality decreased from 144‰ to 103‰, while infant 
mortality rate dropped from 62% to 60‰80. For children aged between 2 months and 5 
years, malaria (21%), diarrhea (17%), pneumonia (17%) and HIV/AIDS (7%) are the main 
causes of mortality in this age group81. Moreover, chronic malnutrition is the cause of 14.7% 
deaths in children below 5 years of age82. Essential family practices and high impact 
interventions on child health (immunization and exclusive breastfeeding, etc.) are not really 
implemented to reverse the trend of the above-mentioned data. 

PMTCT 

According to the 2014 NACC annual activity report on PMTCT, out of 825 150 expected 
pregnancies, 573 793 (69.5%) were consulted during ANC and 493 510 (86% ANCs and 60% 
expected pregnancies) were screened for HIV, including 31 112 (6.3%) HIV positive results. 
HIV prevalence varies from 12.2% in the Centre Region to 2.2% in the North Region83. 
Overall, 10 599 (34%) out of 31 112 HIV positive pregnant women were put on ART, 
representing 25% of expected HIV positive pregnant women84.  
The goal of  eliminating mother-to-child transmission of HIV by 2015 has not yet been 
reached. Though the number of health facilities offering PMTCT services increased between 
2010 and 2014 from 2 067 to 3 466 out of the operational 3990 HFs of the country, this rate 
is still low85. 
Option B+ which consists in “Putting all HIV positive pregnant women on treatment 
without waiting for CD4 results” was adopted in the country in 2012. In 2014, out of 41 684  
HIV positive pregnant women attended for HIV, 31 112 (74%) were tested and 11 698 (71%) 
were placed on ARV prophylaxes. The integration of PMTCT component in ANC activities is 
effective in all regions, even if ANC coverage is not always satisfactory. 
Limiting factors that influence the poor response of the system in PMTCT are   : 

low PMTCT service provision in rural areas (insufficient trained staff and inputs not 
available in some HFs) ; 
recurrent stock-outs of tests and ARVs86. 
 

2.2.3 PERFORMANCE OF THE HEALTH SYSTEM  

The Cameroon health system, which ranks 164th out of 191 countries following an evaluation 
carried out by WHO in 2011, is fragile, hence does not effectively respond to the needs of 
the populations87. To better describe this health system and assess the impact of each pillar 
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of the health system on the general performance, analysis will focus on the 6 points below : 
(i) health financing; (ii) provision of healthcare and services; (iii) pharmacy, laboratory, drugs 
and other pharmaceutical products; (iv) human resources; (v) health information system and 
health research; (vi) governance and strategic steering. 

2.2.3.1 HEALTH FINANCING 

Cameroon does not yet have a national strategy for health financing. Therefore, the 
different functions of financing described below (resources collections, risk sharing 
mechanisms and purchase of health services) do not apply to a national logical  framework.  

COLLECTION OF FINANCIAL RESOURCES  

In 2012, the total amount of health financing stood at FCFA 728 billion, representing 5.4% of 
the GDP. The main sources of financing were: households (70.6%), Government (14.6%), the 
private sector (7.7%) and donors (6.9%)88.  
 
Funding by the State: Over the 2010-2015 period, the national budget allocated to the 
health sector witnessed a substantial increase in absolute terms from FCFA 166.6 to 207.1 
billion. In spite of this increase, the share allocated to the health sector, expressed in 
percentage of the national budget decreased from 7.2% in 2011 to 5.5% in 201589. It is 
important to note that since the reform of the programme budget in 2013, MOH is 
considered as the sole ministry of the health sector. Despite the lack of a strategic advocacy  
document to increase the financial resources of the State for health, it is important to note 
that many actions to advocate for an increase of the MOH budget were carried out in the 
past years but did not result in a strong political commitment for health. 

Figure 2 : Evolution of the national budget allocated to the health sector and percentage of the 

national budget from 2010 to 2015 

Source : 2010-2014 Settlement bills and 2015 Finance Law 
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Funding from households: households contribution to health expenditures represented 
70.6%  of total health expenditure in 201290. The bulk of this funding is done through out-of-
pocket payment at the time of care and there is not yet a strategy aimed at capitalizing these 
funds to strengthen global efficiency and equity in the sector. 
 
External funding: over the 2011-2015 period, external funding contributed to the tune of 
FCFA 519.7 billion in health expenditure, representing an annual average of  104 billion (see 
Table 5)91. In 2015, the Global Financing Facility (GFF) initiative was launched to finance high 
impact interventions for maternal and child health. 

Table 5: Contribution of partners in health financing (billion of FCFA). 

Partners  Total funding  2011-2015  
(in billion FCFA) 

Multilateral 423.9 

Global Fund 292.2 

GAVI 66.1 

World Bank 12.5 

WHO 4.5 

Others 48.6 

Bilateral 91.5 

China 35.0 

KFW 14.0 

Others 42.5 

International NGO 4.3 

TOTAL 2011-2015 1035.1 

Source : MOH 2015. DCOOP. Unpublished document 

 
Innovative funding: Recourse to innovative funding is still poorly developed in Cameroon.  
However, some initiatives are being experimented, for example, participation in  the world 
initiative UNITAID through taxes on air tickets for international flights (deduction of 10% on 
airport stamp). However, these initiatives do not represent a very substantial source of 
funding in view of setting up the universal health coverage (UHC). 
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MECHANISMS FOR POOLING RESOURCES AND HEALTH RISK SHARING  

Mechanisms for pooling resources remain insufficient in the health sector. Indeed, health 
expenditure of households consist at about 99% in  direct payments at the point of contact 
with care provision. Only 1% of this expenditure goes through risk pooling mechanisms or 
third parties92 such as: mutual health associations (43 were active in 2014) that provide 
health coverage for 63 000 persons, private insurance companies (16 were active in 2014), 
providing insurance for 190 408 persons for health risk, civil servants mutual health 
associations, and the National Social Insurance Fund (occupational accident and disease 
section) which provide social protection for 1 163 534 persons93,94. 
There is also a solidarity fund, financed to the tune of 10% for payments made to health 
facilities, which was created in order to solve urgent health issues and guarantee fairness in 
the health system. However, there is no legislation about its use. 
In 2011, it was estimated that less than 3% of the population was covered by a health risk 
mechanism.95 Recommendations by the Interministerial committee for the Review of 
Programmes during the 2015 session advocate for the development of a strategy to set up 
the UHC in Cameroon. It is essential to note that UHC will only be implemented through the 
equitable mobilization of internal resources. 

PURCHASE OF HEALTHCARE AND SERVICES 

Several  payment mechanisms for health  services exist in the health sector, including: 
(i) out-of-pocket payments by households; (ii) reimbursement of expenses by mutual 
associations/health insurance by people covered by the user charges; (iii) subvention of free 
care for some priority interventions; (iv) performance based financing and (v) budgetary 
allocation of the State for the operation of health facilities. 
 
Budget allocation: As part of the current decentralization policy, FCFA 6 billion of the MOH 
budget were allocated to RLAs for investment in health in 2015. These funds are inadequate 
compared to the needs of health facilities. There is not yet any pre-established objective 
criteria for the distribution of the budget allocated to health facilities. Financial resources 
management remains closely centralized.  
Moreover, operating budgets allocated to health facilities are insufficient and difficult to 
mobilize due to complex procedures and budget heads that are not always adapted to the 
missions and operational needs of health districts.  
 
Budget execution : Commitment rate was oscillated  between 88 and 96% over the 2010-
2015 period. However, it is indispensable to know the amounts that were really executed 
compared to commitments made. Moreover, efficiency is still low as concerns health 
expenditure. For instance, in 2012, Cameroon spent $61 per capita but obtained comparable 
results with countries spending $10 and $15 per inhabitant96. Generally, health financing 
encounters many difficulties, including: low efficiency in the use of resources, inadequate 
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financial resources allocated to health compared with identified needs, differed availability 
of financial information, low visibility and predictability of the chain of expenditure, etc. 

2.2.3.2 HEALTHCARE AND SERVICE PROVISION 

Central level 

1st and 2nd category hospitals are two types of HFs at the central level. To date, they do not 
fully play their role as referral structures mainly due to lack of adequate technical platforms, 
referrals and late use of care services by patients and the costs of services which remain high 
for most patients. Subsidies for some types of services are now done by these hospitals to 
reduce the costs of the management of some chronic diseases such as terminal kidney 
diseases that require hemodialysis, some cancers, etc. but the lack of sustainable health risk 
pooling mechanisms, health care and services offered in these hospitals still remain 
unaffordable for the underprivileged social strata. 
Besides, these hospitals, which are supposed to bring technical support to HFs of the 
devolved level equally deliver MHP and CHP like district hospitals, MHCs and IHCs. An 
assessment to identify obstacles and difficulties preventing these structures from efficiently 
fulfilling their missions is envisaged. 
Finally, at the central level, regularly held coordination meetings most often serve as a 
platform for information sharing, proposals of solutions and guidelines. Consequently, their 
content should be improved and include the analysis of organizational and structural 
bottlenecks that prevent the achievement of targeted goals. Meetings of the steering 
committees and those organized by multi-sector committees of priority health programmes 
are also opportunities for consulting with key stakeholders to solve crosscutting health 
issues and ensure a good coherence and efficiency of multi-sector interventions 
implemented in the sector. However, meetings are not regular and do not involve regional 
delegations for public health although they are in charge of ensuring the planning of the 
implementation of the health policy at the devolved level (multi-sector technical meetings). 

Intermediate level  

Regional Delegations for Public Health (RDPH) : The intermediate or regional level is made 
up of ten Regional Delegations for Public Health (RDPH). They have as permanent mission to 
provide technical support to health districts, coordination and administrative management 
of all HRH in the region. At the level of regional delegations there are control brigades for 
health care and activities. Yet, to date no study has helped evaluate the real level of 
execution of their missions. Most RDPH do not have health development plans. Moreover, 
for lack of adequate funding, Consolidated Regional Health Development Plans (CRHDP) 
developed between 2006 and 2009 were not fully implemented. The report of missions done 
in 2013 in the 10 regions by the TS/SC-HSS97 revealed a global lack in human, material and 
financial resources as well as inadequate capacity of regional delegations and district 
medical officers in implementing the management process. This  qualitative and quantitative 
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deficit in human resources hinders its planning, coordination and technical support capacity 
at the regional level. Therefore, in these delegations there are : (i) a plethora of thematic 
plans containing many duplicates and monitoring/evaluation tools  instead of a unique 
consolidated plan and only one monitoring/evaluation plan of the delegation. 
 
Health facilities of the intermediate level: today, the intermediate level has 14 regional 
hospitals and others ranking as such (3rd category) which are supposed to receive referred 
cases from health facilities of the operational level. However, for lack of relevant evaluation 
of their functionality, it is difficult to objectively appreciate performances. As concerns 
human resources in these hospitals, capacity building does not always fall within a previously 
developed training plan. The absence of a personnel management plan at this level and the 
lack of financial resources compared to expressed or identified training needs partly explain 
this situation. 
Moreover, coordination meetings are opportunities for sharing knowledge among care 
providers and capitalizing on best practices. But they are less frequently organized  because 
of the lack of funding allocated to coordination and poor leadership of hospital heads.98 

Health district  

Decree No. 95/013 of 7 February 1995 to organize the national territory into health districts 
and their autonomy is the peak of their development (viability process).  
The 2001-2015 HSS set among other objectives to “reduce by one third the global burden of 
death by setting up a health facility that provides the Minimum Health Package (MHP), 
within an hours walk and for 90% of the population”99. To effectively play their role and 
offer primary health care to the population, health districts should be developed100,101. 
However, to date, it is difficult to assess the development level of the 189 health districts of 
the country given that no study had recently been conducted. However, only 7.4% of health 
districts in 2007 were considered to be developed.102 In these conditions, most structures of 
this level of the health pyramid do not have the development level that would enable them 
fully provide quality MHP and CHP to populations. 
Besides, results of the PETS II survey showed that 24.5% of the health facilities of the 
operational level did not have delivery kits; 39.5% did not have a heat sterilization system; 
67.5%  did not have caesarian kits and 11.6% did not have functional microscopes.103 
 
Situation of the implementation of primary health care (PHC) : the coverage level of the 
PHC component  is low. (see table 6). 

Table 6: Coverage rate of the main primary health care interventions  

Components Indicator Value Year  Reference 

Promotion of good 
feeding habits 

Food insecurity rate (%) 8.1 2011 106 
Breastfeeding prevalence (%) 28.2 2011 107 
Anemia in women (%) 40 2011 

108 
Anemia in children (%) 60 2011 
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Components Indicator Value Year  Reference 
Obesity in women (%) 32 2011 

Adequate supply in 
potable water and basic 
sanitation measure: 
WASH 

Access to potable water (%) 72.9 2014 
109 

Access to improved toilets (%) 34.9 2014 
Maternal mortality (per 100 000 births) 782 2011 

110 Infant and child mortality (per 1 000 births) 103 2014 
Modern contraceptive prevalence (%) 21 2014 

Immunization against  the 
main infectious diseases  

Children vaccinated with the reference  
DTC3 antigen (%) 79.6 2014 111 

Prevention and control of 
local endemics and 
epidemics  

Malaria-related hospital morbidity (%) 20.7 2014 112 

Treatment of common 
diseases and lesions  

Subjective morbidity rate (%) 25 2007 
113 

Use of health care services (%) 52.6 2007 

Supply in essential drugs  

Availability of essential drugs (%) 86 2015 
114 
115 

Average stock-out per year (day) 18.1 2015 
Consumption of poor quality essential drugs 
(%) 61.4 2012 

Health education Health literacy rate n.d. n.d.  

Source: MOH 2015. “Situation and Diagnosis of the health sector” 
  
Situation related to the implementation of Complementary Health Package (CHP) : DHs 
and those ranking as such aim mainly at providing CHP to populations.  But, to date, there is 
only a marginal number of district hospitals providing comprehensive CHP. 

Infrastructure and equipment: In 2014, there were 4 034 public (72%) and private (28%) 
health facilities (table 7)104. These figures are probably below reality as there is no updated 
health map. In addition, significant differences exist between the distributions of HFs among 
health regions on the one hand, and between rural and urban areas on the other hand. 
There is also an uncontrolled proliferation of private health facilities, many of which are not 
approved by the MOH. 

The low availability of disaggregated data on: (i) the functionality of the existing technical 
platforms, (ii) the implementation level of MHP/CHP, (iii) the state of infrastructure 
(constructions which are abandoned, under rehabilitation or old), does not help give a 
precise description of imbalances between rural and urban areas or among regions as 
related to the availability of quality infrastructure and equipment.  

In absolute terms, the number of first category health facilities is high.105 But, there is no 
available assessment report that could inform on the number of HFs (buildings, equipment 
and health workforce) according to standards. There is a disparity between the rate of 
construction of health facilities, their equipment, the deployment of human resources and 
health logistics, this hinders the provision of comprehensive MHPs in HFs at the operational 
level. In this context, it is difficult to provide information on the percentage of the 
population receiving quality primary health care packages106 and CHP. 
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Regarding equipment, there is little information on the number of HFs which have assessed 
the obsolete state of their equipment.107 The biomedical equipment is not properly 
maintained because of lack of an operating maintenance system, and a skilled 
multidisciplinary staff dedicated to the task. In health areas, most of the HF infrastructure, 
running materials  and equipment are also obsolete or do not operate because of lack of an 
appropriate maintenance and depreciation system.  

Table 7: Distribution of health facilities per region in Cameroon in 2016 

REGION 
Faith based 
non-profit 

Private 
non-profit 

Private 
for profit Public  TOTAL 

Adamaoua 38 39   124 201
Centre 187 750 191 474 1602
East 58 74   177 309
Far-North 19 65   356 440
Littoral 184 581 148 244 1157
North 18 49 6 254 327
North-west 90   45 234 369
West 83 318   415 816
South 35 72 1 206 314
South-West 35   92 191 318
TOTAL 747 1948 483 2675 5853
Source: Health Map 2016/HIU MOH 

Community-based management: Presently there is no available national policy for 
community health. There is a health committee (HC) in every area, made up of 
representatives of each village in the area. The main actors of the community health system 
include CHWs, though their work is not acknowledged. Many work as volunteers. Yet, the 
amount of work assigned to them is beyond volunteerism. Discussion to provide all HDs with 
CHWs, and set up compensation or motivation schemes for the latter is underway. 

Other types of care and service provision 

- Traditional medicine 

The traditional sub-sector is an important link of the health system as 80% of the African 
population uses this form of medicine108 . This statistic is not available in Cameroon. 

In promoting traditional medicine, the Government established a service in charge of 
traditional medicine in the decree   organizing the Ministry of Public Health109 . However, the 
implementation of this action is slow, notably the establishment of a legal framework 
organizing the functioning, coordination and follow-up of activities related to this sub-sector. 

- Home care  

The low quality of care in public health facilities and the very high costs related to services in 
private health facilities incite users to use informal or home care. Other factors justifying the 
development of informal home care, include: (i) the fraudulent use of health staff 
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professional identity; (ii) the need for social integration among qualified professionals and 
(iii) the very high cost of home care for some patients. 

Modalities for the provision of services 
Fixed and outreach strategies 

Activities related to the MHP and CHP are carried out in fixed, outreach or mobile strategy. A 
study on the geographical access to health services, according to the quintile and the area or 
region of residence, has shown that the poorest needed twice the time used by the richest 
quintile to reach the nearest Integrated Health Centre, that is, 19.4 minutes for people from 
the richest quintile against 43.2 minutes for the poorest quintile. Generally, the furthest 
village is about 80 km from a health centre, which limits access to care110. 

The referral and counter-referral system 

There are no comprehensive studies published on the functionality of the referral and 
counter-referral system in Cameroon. However, it has often been described as less 
performant.111,112,113 

Other modalities for services provision  

New modalities have been recently defined in the health system. These are contract signing; 
social marketing; decentralisation involving Regional and Local Authorities; telemedicine; 
and task shifting114. All the benefits of these innovative modalities concerning the provision 
of services are not leveraged and capitalised enough to improve the geographical and 
financial access to health services and care. 

2.2.3.3 PHARMACY, LABORATORY, DRUGS AND OTHER PHARMACEUTICAL PRODUCTS 

Supply and distribution: The national system for the supply of essential drugs include 
CENAME, RFHP and pharmacies of health facilities. The pharmacist per capita ratio varies 
from 1 per 6,920 to 1 per 177,051 inhabitants depending on regions115. 

Geographical and financial access: In 2008, the availability level of tracer drugs was 
estimated at 86% and the stock-out average time in the first semester of 2015 was 18 
days116,117. For some years, some drugs such as: (i) TB drugs, 1st and 2nd line antiretroviral, 
and antimalarial drug combinations (ACT, Artesunate and Artemether injection for children 
aged 0 to 5 years); (ii) leprosy drugs; (iii) anti-cancer drugs, etc. are provided free of charge 
or subsidized. 

Drug regulation: There is no consultation framework between the various structures of 
NDRA on information sharing and a better application of guidelines regulating the 
pharmaceutical sector. Quality control made by LANACOME is unfortunately not systematic 
for all imported batches. In addition, there is no regular inspection of pharmaceutical 
structures. 

Pharmacovigilance: The national system for pharmacovigilance is being developed. A draft 
text organizing pharmacovigilance, and a guide for best practices in pharmacovigilance, have 
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been developed, but not yet validated. There is a specialized commission for 
pharmacovigilance within the National Commission on Drugs. In accordance with the 
missions of the DPML defined in the decree organizing the MOH, it is the National Centre for 
Pharmacovigilance. 

Laboratory: Decree No.1465 of 9 November 1990 regulates the practice of medical analysis 
and lays down the modalities for the establishment and functioning of private medical 
analysis laboratories. With regard to laboratories in public health facilities, their organization 
and functioning depend on the internal organization of the health facilities. 
Decree No. 450/PM of 22 October 1998 to lay down the modalities for the approval of 
pharmaceutical products include provisions allowing the registration of laboratory reagents 
by one of the specialized sub-commissions of the National Drug Commission. This sub-
commission does not always have adequate logistics and human resources for the effective 
and diligent evaluation of the reagent quality.  
The National Public Health Laboratory established in 2013, was renovated to improve its 
technical platform. The evaluation of the quality of medical analyses at the national level is 
not effective. Apart from a pilot experience supported by a development partner, there is no 
accreditation system for laboratories and the related regulation is still not available to date. 
In addition, the lack of laboratory networking in the country does not help enhance their 
capacities.  
 
Street drugs and auto-medication: For many years in Cameroon, the sale of drugs was 
reserved to pharmacies and pro-pharmacies. But, since 1980, the phenomenon of informal 
supply of drugs has developed significantly. This situation exposes populations to the 
consumption of under-dosed, counterfeit and sometimes expired products.118 To fight 
against this phenomenon, Cameroon has adhered to some initiatives among which "WHO 
Impact" and "l’Appel de Cotonou de la fondation CHIRAC sur la lutte contre la contrefaçon 
des produits de santé" (the Cotonou call of the Chirac Foundation on the fight against 
counterfeit drugs) and has adopted a national plan for the fight against the illicit sale of 
drugs. 
In addition, according to the joint decision No. 0050/MINDIC/MSP of 19 August 1996 laying 
out the practical modalities for the fight against the illicit sale of drugs and pharmaceutical 
products, ten (10) control committees presided over by governors of regions were 
established. The General Inspectorate for Pharmaceutical Services and Laboratory 
coordinates activities to fight against the illicit sale of drugs. 

2.2.3.4 HUMAN RESOURCES FOR HEALTH  
Situation and needs of the sector: The global needs in HRH were evaluated after the 2011 
General Census of Health Personnel. These needs are detailed in the Human Resource 
Development Plan (HRDP)119. In 2012, the health sector had 38 207 health personnel, all 
categories included120. The Strategic Plan for the Development of Human Resources for 
Health (2013-2020 SPDHRH) revealed a lack of personnel in the following categories: medical 
doctors, pharmacists, qualified nurses and midwives. In addition, they were highly 
concentrated in big cities, especially Yaounde and Douala. The health personnel/population 
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ratio (medical doctor, nurse and midwife) was 1.07 per 1000 inhabitants in 2011 while WHO 
recommends 2.3 personnel per 1000 inhabitants121. 
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Generally, MOH human resources are insufficient in terms of quality and quantity and are 
unequally distributed throughout the national territory. To date, efforts are made to retain 
the health workforce working in difficult-to-access areas, namely the Northern regions, 
South-West (Bakassi and Akwaya) and Centre (Yoko, Deuk, etc.). 

Production of Human Resources for Health (HRH): The numerous medical and paramedical 
training schools are expected to lead to an overproduction of health professionals in the 
next five years. This situation would be a real issue regarding the recruitment of these 
trained personnel, with a potential risk for malpractices.  
The continuous training of health professionals, though indispensable, is not systematic. This 
training is also inadequate and poorly structured compared to the needs of the country. 
There is no training curriculum and marginal needs are not taken into consideration. 
 
Use of human resources: There is instability of the health personnel at the duty posts.  In 
the public sub-sector, salaries allocated to health personnel to date do not motivate their 
retention in the system, which partly explains the brain drain. For devolved services, the 
posting schemes do not always include the information provided by the Regional Delegate 
for Public Health. Sometimes, there is inadequacy between the personnel profile and the 
duty post, which partly explains low performances. 
 
Management of careers: there is no career management plan for HRH. The promotion of 
workers is not always based on merit. Promotions are not automatic. In rural zones, 
especially, the personnel often occupies the same duty post for a very long time, which 
generally demotivates them and leads to frustration. Some personnel in devolved health 
facilities do not have any training opportunity or promotion all through  their career 551. 
 

Remuneration: The remuneration of HRH is low regardless of the category and corps. In 
addition, in public HFs, mechanisms established to reduce the costs of care for the mother-
child couple, lead to a significant drop in revenues with a negative impact on the salaries of 
the personnel paid on the income from costs recovery. 

2.2.3.5 NATIONAL HEALTH INFORMATION SYSTEM AND RESEARCH IN HEALTH 

National health information system 

The National Health Information System (NHIS) is facing a lot of challenges due to: (i) 
numerous collection tools, (ii) the great number of indicators to collect and analyze ; (iii) the 
existence of many non-interrelated parallel information sub-systems. In addition, the 
institutional and organizational framework of the NHIS remains fragmented. There is no 
management procedures manual, and very few structures have a monitoring dashboard to 
follow up activities.  
The low availability of disaggregated data per region and per district on the analyzed themes 
does not always provide specific information on the health situation of populations and 
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consequently, does not guide the choice of priority action areas and allocate resources 
based on needs.  
The lack of information on disaggregated health indicators and the real capacities of HDs and 
RDPH to meet the projected goals and the past performances are a major obstacle for the 
orientation of technical support from the central level.  

Research in Health 

Research in health is a support tool for the orientation of health policy. The weaknesses of 
this area are: (i) the non-compliance with the existing legal regulatory framework which 
governs the practice of research in Health in Cameroon; (ii) the inadequate financial 
resources allocated to the functioning of regulatory bodies; (iii) the under-financing of 
research activities by public and private structures; (iv) the inadequate ethical supervision, 
(v) and the absence of culture of research in health. 
International recommendations prescribe that at least 2% of national budgets for ministries 
in charge of health, and at least 5% of development assistance funds should be allocated to 
research in health, but this proportion is still low (less than 1%). In addition, the 
dissemination and exploitation of these research results are low when available, and low 
capacity to use them for decision-making at the national level. 

2.2.3.6  GOVERNANCE AND STRATEGIC  STEERING 
Governance 

Legal and regulatory framework: The legal and regulatory framework of Health in Cameroon 
has improved since independence. To date, many legal instruments regulate the main 
functions and the implementation of interventions in the health system. However, many 
other regulatory instruments should still be drafted to complement this mechanism and 
facilitate the governance of the system, notably: the public health code and hospital reform 
(legal and/or regulatory instruments on (i) management of emergencies; (ii) free care for the 
poor; (iii) pricing of medical procedures which is outdated, because the current pricing does 
not reflect the social and economic situation of the country, etc.). 
Moreover, regulation still faces many challenges: (i) poor implementation of existing 
instruments; (ii) insufficient human resources trained in legal and political sciences, 
especially in the devolved level; (iii) noncompliance with the formulation process of legal 
instruments by stakeholders of the health system, thus leading to many legislative and 
regulatory acts with often competitive and even contradictory provisions; (iv) the ignorance 
of existing legal instruments.  
As concerns governance, the legislation in force provides for administrative or legal 
sanctions based on the offences committed. However, the organizational and structural 
mechanism established to handle legal affairs in the health system is still limited to the 
central level through the Division of Legal Affairs and Litigation which most of the time is 
flooded with work. 
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Audits and internal controls: External audits and controls are limited because of the lack of 
human resources, logistic, material and financial means. Moreover, there is low 
implementation of recommendations following inspection missions.122 To partially address 
this challenge, control brigades were established in Regional Delegations for Public Health 
equipped with personnel123 to ensure the follow-up and internal control of health structures 
in the region at a lower cost, and to promptly address low performance issues. But, to date, 
they are not fully operational.  
 Relating to the negative perception of the quality of services and care provided (36% of 
negative responses according to ECAM III), for many years, the Government has made 
significant efforts through the National Programme on Governance (NPG) which aims at 
improving the quality of care provided to users. PROMAGAR (project for the modernization 
of Cameroon administration through the implementation of results-based management) on 
its part, intends to improve the functioning of public services.  
 
Accountability: The notion of accountability refers to the duty to systematically report to 
stakeholders. In the health sector, there are platforms for consultation and exchange of best 
practices. At the central level, this includes: (i) the steering and monitoring committee for 
the implementation of the health sector strategy. This committee is a multi-sector 
coordination framework which gathers all the major stakeholders in the sector;124 (ii) 
conferences of central and external services organized every year by the MOH, which serve 
as a platform of exchanges among major stakeholders of the health sector; (iii) coordination 
meetings organized at all levels of the health pyramid are also consultation frameworks 
established to involve all the stakeholders of the health system in the implementation of the 
NHDP and thus ensure accountability. However, the functionality of this institutional 
mechanism is still to be improved as accountability is not yet systematic at all levels of the 
health pyramid. 
 
Social control: Regarding social control, out of 226 claims and denunciations made in 2013, 
174 (77%) were processed125. However, it should be noted that social control in the health 
system is still limited because users and healthcare and service providers lack information on 
their rights and duties. Yet, if social control is properly done, it will be an important lever to 
improve governance. In the health system, social control bodies include: (i) the National 
Council for Health, Hygiene and Social Affairs (central level); (ii) the Regional Funds for 
Health Promotion (RFHPs) (regional level), the district health committees, Hospital 
Management Committees, Health Committees (peripheral level)126. Generally, these 
dialogue structures are less functional. 

Strategic steering 

Strategic surveillance: In the health sector, the strategic surveillance mechanism is 
organized by the National Public Health Observatory (NPHO) established in 2010. However, 
its missions are not effectively implemented due to the lack of human, financial and 
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technological resources. In addition, coordination between HIU and NPHO is not sufficiently 
ensured and data transmission is not systematic between both structures. 

Planning, coordination and monitoring of interventions 
Coordination and monitoring bodies for the implementation of the HSS were established at 
all levels of the health pyramid but are less operational at the devolved level. 
Moreover, health structures do not always have action plans and when these plans are 
developed, they do not always align with the NHDP priorities. Finally, monitoring of data in 
the system is hindered by: (i) quality health information intended for decision-making is not 
always available and data collection tools in health facilities are still many; (ii) there are no 
integrated and harmonized tools per level of the health pyramid to ensure data compilation 
and summary, and quality control of data collected and forwarded is not systematic; and (iii) 
the monitoring and supervision of health structures in lower level by those in the higher 
level is hindered by logistical, financial and planning difficulties. 
In 2006, many multiyear plans were developed, notably: (i) Consolidated Regional Health 
Development Plans (CRHDP); (ii) Health Districts Health Development Plans (HDHDP); (iii) 
plans of various health priority programmes. However, most of these plans were not 
implemented due to:  

the weak institutional capacities of the structures which developed them; 
the constraints and obstacles related to slow administrative procedures during 
mobilization of financial resources in the public sub-sector (long procurement 
procedures); 
the weak participation of the stakeholders from the private sub-sector and of RLAs in 
the financing of health activities; 
the weak visibility of long term financing allocated by TFPs; 
absence of a clear diagnosis and prioritization of problems to address in the various 
plans developed (in effect, heads of health facilities planned too many interventions 
which were difficult to finance and monitor). 

 
To date, the main issue in the health system is "its weak capacity to meet the social and 
health needs of populations because of the weakness of its pillars" 
The consequences of this key issue are: 

- low adoption of healthy behaviours by populations; 
- growing prevalence and incidence of risk factors of preventable diseases; 
- low quality of case management in health facilities and in the community; 
- high morbidity and mortality that could be prevented. 
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CHAPTER 3 : GENERAL STRATEGIC FRAMEWORK, 
ALIGNMENT, VISION AND OBJECTIVES OF THE 2016-

2020 NHDP 

3.1. INSTITUTIONAL ALIGNMENT OF THE 2016-2020 NHDP  

In 2009, Cameroon adopted a vision for 2035: "Cameroon: An emerging and democratic  
country united in its diversity". In this Vision, the country adopted four general objectives 
including that of "reducing poverty to a socially acceptable level".  

The 2010-2020 Growth and Employment Strategy Paper (GESP) designed for the 
implementation of the initial stage of the vision, identified127 the improvement of the health 
of populations both as a social development and economic growth objective. The GESP also 
reaffirmed the will of the Government to carry on the achievement of the overall Millennium 
Development Goals (MDGs).  

To achieve national and international goals in health (SDGs, GESP) and move towards 
universal health coverage, Cameroon has just adopted a new HSS which provides for:  

a) Extending primary essential healthcare and services: major interventions in this 
option will focus on primary healthcare (health promotion, disease prevention, 
curative management of common diseases in the community). This includes 
providing minimum and complementary health packages (MHP and CHP) to control 
the main communicable and non-communicable diseases and address public health 
events. 

b) Improving the provision of priority specialized health services and care: this will 
include increasing service provision for the management of priority chronic diseases 
and public health events requiring care or special measures. 

2016-2020 NHDP focuses primarily on the strengthening of the health system and 
governance; maternal, newborn, and child health; management of medical and surgical 
emergencies and public health events; and disease prevention. 
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3.2. REMINDER ON THE STRATEGIC AXES OF THE 2016-2017 
HSS 

Table 9: Description of strategic axes 

OVERALL OBJECTVE OF THE STRATEGY: To contribute to the development of a healthy, productive manpower 
capable of ensuring a strong, inclusive  and sustainable growth.  
TRACER INDICATORS: 
 Life expectancy at birth 57.35207 years in 2014 
Gross mortality rate: 10.4 per 1000 inhabitants in 2014 
VERIFICATION SOURCE: DHS-MICS, WHO annual reports 
Strategic 
axes 

Strategic 
objectives 

Performance indicators Baseline (2015) 
Targets 
(2020) 

Verification 
Source: 

 
Health 
Promotion  

Enabling  the 
population to 
adopt healthy 
behaviours by 
2027 

 

% of households using 
improved toilets 

34.9% in 2014

MICS 5 
45% DHS, MICS, 

ECAM, studies 

Prevalence of obesity in urban 
areas 

23.5% in 2015

Kingue et al. 
22% STEPS 

Tobacco consumption rate 
(tobacco smokers) 

6 % in 2014

(GATS) 
5 % GATS survey 

Percentage of targeted 
companies which apply 
principles related to 
occupational health and 
safety  

ND * 20% DHS, MICS, 
ECAM, studies 

Malnutrition rate in children 
below 5 years of age 

14.8% in 2014

(MICS 5) 
13.8% DHS, MICS, 

ECAM, studies 

Disease 
prevention 

Reducing 
premature 
mortality due 
to preventable 
diseases  

 Prevalence of Hypertension in 
urban areas 

29.7% in 2015 
Kingue et al. 

28% STEPS 

% of children aged 0-5 years 
sleeping under a LLIN. 

54.8% in 2014

MICS5 
85% DHS-MICS 

% of HIV-positive pregnant 
women on ART 
 
 
 
 

59.3% 75% 
NACC Report 
2015 

Case 
Management 

Reducing 
overall 
mortality and 
lethality in 
health facilities 
and in the 

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

ND* - 50% annually 
Studies/

Surveys 

Maternal mortality rate 
782 /100,000 live
births in 2011 
 (DHS-MICS) 

638/100,000 DHS-MICS 
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OVERALL OBJECTVE OF THE STRATEGY: To contribute to the development of a healthy, productive manpower 
capable of ensuring a strong, inclusive  and sustainable growth.  
TRACER INDICATORS: 
 Life expectancy at birth 57.35207 years in 2014 
Gross mortality rate: 10.4 per 1000 inhabitants in 2014 
VERIFICATION SOURCE: DHS-MICS, WHO annual reports 
Strategic 
axes 

Strategic 
objectives 

Performance indicators Baseline (2015) 
Targets 
(2020) 

Verification 
Source: 

community 
Child mortality rate 

60 /1,000 live births 
in 2014 (MICS 5) 

52/1,000 DHS-MICS 

Newborn mortality rate 28 /1,000 live births 
in 2014 (MICS5) 

24/1,000 DHS-MICS 

Newborn and child mortality 
rate 

103 /1,000 live
births in 2014  
(MICS 5) 

90/1,000 DHS-MICS 

Hospital direct obstetrical
lethality rate  

ND* 
-20 % over the 
period 

Studies/Surveys 

Strengthening 
of the health 
system 

Building the 
institutional 
capacities of 
health 
structures for 
a sustainable 
and equitable 
access of 
populations to 
quality health 
care and 
services 

Overall Index for the 
availability of health care and 
services (IGDS) 

ND* 25% SARA survey 

Governance 
and strategic 
steering  

Improving the 
performance 
of the health 
system at all 
levels. 

Achievement rate of the 2016-
2017 HSS objectives 

ND* 30% 
Reports of the 
steering 
committee 

*For indicators with no reference values, studies will be conducted to determine these as early as possible and 
the projected targets will therefore be improved.  

3.3. OBJECTIVES OF THE 2016-2020 NATIONAL HEALTH 
DEVELOPMENT PLAN  

3.3.1 GENERAL OBJECTIVE 
Overall objective of the NHDP: "make accessible  priority quality essential and specialized  
care services in at least 50% of regional and district hospitals by 2020". 

The implementation of the NHDP will focus on 3 vertical aspects, namely (i) health 
promotion, (ii) disease prevention, (iii) case management; and two cross-cutting aspects 
which are (iv) strengthening of the health system and (v) governance and strategic steering.  
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3.3.2. SPECIFIC OBJECTIVES  
3.3.2.1 Health promotion 
By 2020: 

(i) build institutional and community capacities, and strengthen community 
participation in the implementation of health interventions in 40% HDs; 

(ii) improve the living conditions of populations in at least 30% of health districts; 
(iii)develop promotion actions in at least 40% of HDs in order to strengthen health 

promoting skills for individuals and communities;  
(iv) bring 25% families to adopt essential family practices including family planning. 

3.3.2.2 Disease prevention 
By 2020: 

(i) reduce by 10% the incidence/prevalence of the main communicable diseases (HIV, 
malaria and tuberculosis) and eliminate some NTDs (lymphatic filariasis and HAT); 

(ii) reduce in at least 50% of districts the risks of occurrence of major public health 
events and epidemic-prone diseases including zoonoses; 

(iii) By 2020, increase by at least 70% the coverage of high-impact prevention 
interventions for the mother, newborn and child targets in at least 60% of HDs; 

(iv) reduce by at least 5% the incidence/prevalence of the main non communicable 
diseases. 

3.3.2.3 Case management 
By 2020: 

(i) ensure a curative management according to standards of the main communicable 
and non-communicable diseases as well as their complications in at least 30% of 
health facilities; 

(ii) ensure an overall management according to standards of the maternal, newborn, 
child and adolescent health issues at the community level and in at least 60% of 
health facilities; 

(iii) ensure the management of medical and surgical emergencies, and public health 
events, according to standard operating procedures (SOPs) in at least 60% of HDs; 

(iv) reduce by at least 10% the proportion of the population with at least one correctable 
disability. 

3.3.2.4 Strengthening of the health system 
By 2020: 

(i) reduce by at least 10% out-of-pocket payments from households through equitable 
and sustainable financing policy; 

(ii) ensure the harmonious development of infrastructure, equipment and the 
availability of healthcare and service packages according to standards in at least 40% 
of category 3, 4, 5 and 6 health facilities; 



39 
 

(iii) increase by 25% the availability and use of quality drugs and pharmaceutical products 
in all HDs; 

(iv) Increase the availability of HRH in at least 40% of HDs, RDPH and central 
Departments according to prioritized needs; 

(v) ensure the development of research in health and the availability of quality health 
information for decision-making based on evidence at all levels of the health 
pyramid. 

3.3.2.5 Governance and strategic steering 
In this strategic axis, these objectives were adopted: 

(i) to improve governance in the sector through the strengthening of standardization, 
regulation and accountability; 

(ii) to reinforce planning, supervision, coordination as well as strategic and health 
surveillance in 80% of HDs and RDPH . 

 
 

 



40
 

 

CH
AP

TE
R 

4:
 L

O
GI

CA
L 

FR
AM

EW
O

RK
 O

F 
IN

TE
RV

EN
TI

O
N

S 

O
ve

ra
ll 
ob

je
cti

ve
 o

f 
th

e 
st

ra
te

gy
: 

To
 c

on
tr

ib
ut

e 
to

 t
he

 d
ev

el
op

m
en

t 
of

 a
 h

ea
lth

y 
an

d 
pr
od

uc
tiv

e 
m

an
po

w
er

 c
ap

ab
le

 o
f 

en
su

rin
g 

a 
st

ro
ng

, 
in

te
gr

al
 a

nd
 su

st
ai

na
bl

e 
gr

ow
th

. 
IM

PA
CT

 IN
DI

CA
TO

RS
 O

F 
TH

E 
HS

S:
 M

at
er

na
l m

or
ta

lit
y 

ra
tio

 (B
as

el
in

e 
78

2 
de

at
hs

/1
00

,0
00

 li
ve

 b
irt

hs
 in

 2
01

1)
 

N
ew

bo
rn

 a
nd

 c
hi

ld
 m

or
ta

lit
y 

ra
te

 (B
as

el
in

e 
10

3 
de

at
hs

/1
00

0 
liv

e 
bi

rt
hs

 in
 2

01
1)

 
VE

RI
FI

CA
TI

O
N

 S
O

U
RC

E:
 D

HS
-M

IC
S,

 W
HO

 a
nn

ua
l r

ep
or

ts
 

O
ve

ra
ll 
ob

je
cti

ve
 th

e 
N

HD
P:

 T
o 

pr
ov

id
e 

an
d 

m
ak

e 
ac

ce
ss

ib
le

 q
ua

lit
y 

pr
io

rit
y 

es
se
nti

al
 a

nd
 sp

ec
ia

liz
ed

 h
ea

lth
ca

re
 a

nd
 se

rv
ic

es
 to

 th
e 

po
pu

la
tio

n 
  
  

  
  

  
  
  

Ta
bl
e 

10
: 
Lo

gi
ca
l 
fra

m
ew

or
k 
of
 2
01
6-
20
20
 N

H
D
PS

 

ST
RA

TE
G

IC
 A

XI
S 

1
: H

EA
LT

H 
PR

O
M

O
TI

O
N

  
 C

or
e 

iss
ue

 o
f t

he
 c

om
po

ne
nt

: 
In

ad
eq

ua
te

 c
ap

ac
iti
es

 o
f p

op
ul
ati

on
s t

o 
ad

op
t h

ea
lth

y 
be

ha
vi

ou
rs

 to
 a

dd
re

ss
 th

ei
r h

ea
lth

 is
su

es
 

 S
tr

at
eg

ic
 o

bj
ec
tiv

e:
Br

in
g 

th
e 

po
pu

la
tio

n 
to

 a
do

pt
 h

ea
lth

y 
be

ha
vi

ou
rs

 b
y 

20
20

 T
ra

ce
r I

nd
ic

at
or

s:
  

-
%

 o
f h

ou
se

ho
ld

 m
em

be
rs

 u
sin

g 
im

pr
ov

ed
 p

riv
at

e 
to

ile
ts

 
-

Pr
ev

al
en

ce
 o

f o
be

sit
y 

in
 u

rb
an

 a
re

as
-

Pe
rc

en
ta

ge
 o

f t
ar

ge
te

d 
co

m
pa

ni
es

w
hi

ch
 a

pp
ly

 th
e 

pr
in

ci
pl

es
 o

fo
cc
up

ati
on

al
 h

ea
lth

 a
nd

 sa
fe

ty
-

Ch
ro

ni
c 

m
al

nu
tr

iti
on

 ra
te

 in
 c

hi
ld

re
n 

be
lo

w
 5

 y
ea

rs
of

 a
ge

 
St

ra
te

gi
c 

su
b-

ax
is

1.
1:

 In
sti
tu
tio

na
l, 

co
m

m
un

ity
 a

nd
 c

oo
rd

in
ati

on
 c

ap
ac
iti

es
 in

 th
e 

ar
ea

 o
f h

ea
lth

 p
ro

m
oti

on
Sp

ec
ifi

c 
ob

je
cti

ve
 H

P
1 

1:
By

 2
02

0,
 st

re
ng

th
en

 
in
sti
tu
tio

na
l, 

co
or

di
na

tio
n 

ca
pa

ci
tie

s a
nd

 th
e 

pa
rti

ci
pa

tio
n 

of
 th

e 
co

m
m

un
ity

 in
 4

0%
 H

Ds
 in

 
th

e 
ar

ea
 o

f h
ea

lth
 p

ro
m

oti
on

 

Tr
ac

er
 In

di
ca

to
rs

Ba
se

lin
e

So
ur

ce
Pe

rio
d

Su
cc

es
s r

eq
ui

re
m

en
ts

 
20

16
20

17
20

18
20

19
20

20

Pe
rc

en
ta

ge
 o

f H
Ds

 
w

ith
 fu

nc
tio

na
l 

DH
Cs

 (a
)  

 

65
 %

 in
 2

01
5 

DO
ST

S 
Re

po
rt

 
20

15
 

70
%

 
75

%
80

%
85

%
90

%

  

 



41

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 In

di
ca

to
rs

 
Se

rv
ic

e 
in

 
ch

ar
ge

 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
1.

1.
1 

   
Av

ai
la

bi
lit

y 
of

 
te

ch
ni

ca
l e

xp
er
tis

e 
an

d 
tr

an
sf

er
 o

f c
om

pe
te

nc
e 

 to
 

ad
m

in
ist
ra
tio

ns
 o

f t
he

 
he

al
th

 se
ct

or
 fo

r a
n 

eff
ec
tiv

e 
im

pl
em

en
ta
tio

n 
of

 h
ea

lth
 p

ro
m
oti

on
 

ac
tio

ns
 

1.
1.

1.
1.

St
re

ng
th

en
at

 a
ll 

le
ve

ls 
th

e 
av

ai
la

bi
lit

y 
of

 p
ro
m
oti

on
 in

pu
ts

 in
 

he
al

th
 fa

ci
liti

es
 (h

um
an

 a
nd

 
fin

an
ci
al

 re
so

ur
ce

s,
 d

ru
gs

, o
ut

re
ac

h 
m

at
er

ia
l, 

et
c.

) 

Pe
rc

en
ta

ge
 o

f t
he

 M
O

H 
bu

dg
et

 a
llo

ca
te

d 
to

 h
ea

lth
 

pr
om

oti
on

 in
te

rv
en

tio
ns

 

DR
FP

 
DP

S,
 R

DP
H,

 
M

IN
FI

, D
PM

L,
 

M
IN

FO
PR

A 

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 a
nd

 
hu

m
an

 re
so

ur
ce

s,
 

re
cr

ui
tm

en
t b

y 
M

IN
FO

PR
A 

de
pe

nd
in

g 
on

 th
e 

ex
pr

es
se

d 
HR

H 
ne

ed
s  

 
1.

1.
2 

 T
ra

ns
fe

r o
f 

co
m

pe
te

nc
e 

to
 c

om
m

un
ity

 
st

ak
eh

ol
de

rs
 fo

r t
he

 
ap

pr
op

ria
tio

n 
of

 h
ea

lth
 

in
te
rv
en

tio
ns

 

1.
1.

2.
1.

 T
ec

hn
ic

al
 su

pp
or

t t
o 

le
ad

er
s 

an
d 

co
m

m
un

ity
 st

ak
eh

ol
de

rs
 (C

BO
s,

 
CS

O
s,

 C
HW

s,
 R

LA
s a

nd
 D

ia
lo

gu
e 

St
ru

ct
ur

es
) i

n 
ad

dr
es

sin
g 

he
al

th
 

iss
ue

s i
n 

th
ei

r e
nv

iro
nm

en
t 

Pe
rc

en
ta

ge
 o

f H
D 

CS
O

s 
affi

lia
te

d 
to

 th
e 

CS
O

 
re

gi
on

al
 p
la
tfo

rm
 h

av
in

g 
co

nt
rib

ut
ed

 to
 th

e 
im

pl
em

en
ta
tio

n 
of

 th
e 

HD
 

AW
P 

DO
ST

S
DP

S,
 D

LM
EP

, 
RD

PH
, H

D,
 

DH
C,

 T
FP

, 
CS

O
/N

GO
,  

M
IN

AT
D 

 R
LA

 

X
X

X
X

X
  

1.
1.

2.
2.

Tr
ai

n 
an

d 
re

cr
ui

t p
ol

yv
al

en
t 

CH
W

s f
or

 th
e 

pr
ov

isi
on

 o
f M

HP
 

ac
tiv

iti
es

 a
t t

he
 c

om
m

un
ity

 le
ve

l 
(s

ee
 a

pp
en

di
x 

2)
 

Pe
rc

en
ta

ge
 o

f H
Ds

 h
av

in
g 

at
 le

as
t 3

 p
ol

yv
al

en
t 

CH
W

s t
ra

in
ed

 fo
r t

he
 

pr
ov

isi
on

 o
f c

om
m

un
ity

 
M

HP
 

DO
ST

S
DR

H,
 D

PS
, 

RD
PH

, F
RS

P,
 S

D 
X

X
X

X
X

  

1.
1.

3 
St

re
ng

th
en

in
g

of
 th

e 
le

ga
l f

ra
m

ew
or

k 
fo

r a
 

be
tt
er

 c
om

m
un

ity
 

pa
rti

ci
pa

tio
n 

 

1.
1.

3.
1.

 U
pd

at
e 

th
e 

le
ga

l f
ra

m
ew

or
k 

fo
r c

om
m

un
ity

 p
ar
tic

ip
ati

on
  

Av
ai

la
bi

lit
y 

of
 u

pd
at

ed
 

re
gu

la
to

ry
 in

st
ru

m
en

t 
go

ve
rn

in
g 

co
m

m
un

ity
 

pa
rti

ci
pa

tio
n 

in
 h

ea
th

 
in
te
rv
en

tio
ns

  

DO
ST

S
M

O
H 

(G
en

er
al

 
In

sp
ec

to
ra

te
s,

 
DA

JC
, D

PS
, 

DP
M

L,
 N

BT
P,

 
Te

ch
., 

TS
-

SC
/H

SS
, E

th
ic

al
 

Co
m
m
itt
ee

, 
RD

PH
, H

D)
 

X
X

  



42

 

 

1.
1.

4:
 P

ro
vi

sio
n 

of
 te

ch
ni

ca
l 

ex
pe

rti
se

 a
nd

 tr
an

sf
er

 o
f 

co
m

pe
te

nc
e 

to
 R

LA
s a

nd
 

Co
m

m
un

ity
-B

as
ed

 
O

rg
an

iza
tio

ns
 (D

ia
lo

gu
e 

St
ru

ct
ur

es
, C

iv
il 

So
ci

et
y 

O
rg

an
iza

tio
ns

, N
on

 
Go

ve
rn

m
en

ta
l 

O
rg

an
iza

tio
ns

) i
n 

th
e 

ar
ea

 
of

 h
ea

lth
 p

ro
m
oti

on
(b

)  

  
  

  

1.
1.

5 
Im

pr
ov

em
en

t o
f 

m
ul
ti-

se
ct

or
 c

oo
rd
in
ati

on
 

fo
r h

ea
lth

 p
ro

m
oti

on
 

in
te
rv
en

tio
ns

 

1.
1.

5.
1.

De
ve

lo
p 

an
d 

im
pl

em
en

t a
 

m
ul
tia

nn
ua

l a
nd

 m
ul
ti-

se
ct

or
 h

ea
lth

 
pr
om

oti
on

 p
la

n 

Go
al

 a
ch

ie
ve

m
en

t r
at

e 
of

 
th

e 
m

ul
tia

nn
ua

l h
ea

lth
 

pr
om

oti
on

 p
la

n 

DP
S/

HP
D

X
X

X
X

X
Th

e 
m

ai
n 

st
ak

eh
ol

de
rs

 ta
ke

 
pa

rt
 in

 a
ll 

th
e 

ph
as

es
 o

f t
he

 p
la

n 
de

sig
n 

pr
oc

es
s 

(p
ar
tic

ip
at

or
y 

ap
pr

oa
ch

), 
ad

eq
ua

te
 fi

na
nc

ia
l 

re
so

ur
ce

s a
re

 
av

ai
la

bl
e 

to
 

im
pl

em
en

t a
nd

 
en

su
re

 M
/E

 o
f 

pl
an

ne
d 

in
te
rv
en

tio
ns
; 

be
ne

fic
ia
rie

s 
un

de
rs

ta
nd

, 
ad

he
re

 a
nd

 
pa

rti
ci
pa

te
 in

 
pr
om

oti
on

 
ac
tiv

iti
es

 



43

 

 

 1
.1

.5
.2

.D
es

ig
n 

an
d 

ca
rr

y 
ou

t A
W

P 
ac
tiv

iti
es

 fo
r h

ea
lth

 p
ro

m
oti

on
 in

 
sc

ho
ol

s,
 u

ni
ve

rs
iti

es
 a

nd
 

pr
of

es
sio

na
l e

nv
iro

nm
en

ts
 

Pe
rc

en
ta

ge
 o

f t
ar

ge
te

d 
se

co
nd

ar
y 

sc
ho

ol
s h

av
in

g 
an

 im
pl

em
en

ta
tio

n 
re

po
rt

 
fo

r h
ea

lth
 p

ro
m
oti

on
 

ac
tiv

iti
es

  

M
IN

ED
U

B 
M

IN
ES

EC
, 

M
IN

SE
SU

P 
M

IN
TS

S 

M
O

H 
(D

PS
), 

RL
A,

 C
SO

 
X

X
X

X
X

  

1.
1.

6:
 U

pd
at

e 
of

 tr
ai

ni
ng

 
cu

rr
ic

ul
a 

fo
r a

 b
ett

er
 

in
te
gr
ati

on
 o

f s
oc

ia
l a

nd
 

en
vi

ro
nm

en
ta

l a
pp

ro
ac

h 
in

 
sy

lla
bu

se
s(b

)  

  
  

  

1.
1.

7:
 Im

pr
ov

em
en

t o
f 

he
al

th
 p
ro
m
oti

on
 se

rv
ic

e 
pr

ov
isi

on
 th

at
 m

ee
t a

ll 
th

e 
ne

ed
s o

f t
he

 in
di

vi
du

al
  

1.
1.

7.
1.

 E
ns

ur
e 

th
e 

av
ai

la
bi

lit
y 

an
d 

im
pl
em

en
ta
tio

n 
of

 c
om

m
un

ity
 

he
al

th
ca

re
 a

nd
 se

rv
ic

e 
pa

ck
ag

es
 

Pe
rc

en
ta

ge
 o

f H
Ds

 
pr

ov
id

in
g 

at
 le

as
t 5

0%
 o

f 
th

e 
co

m
m

un
ity

 
in
te
rv
en

tio
n 

pa
ck

ag
es

 in
 

th
ei

r A
W

P 

DP
S 

RD
PH

, H
D,

 
DH

C,
 H

C,
 C

SO
, 

Ci
vi

l S
oc

ie
ty

, 
RL

A 

X
X

X
X

X
Th

e 
le

ga
l 

fr
am

ew
or

k 
an

d 
th

e 
in

te
rv

en
tio

ns
 

gu
id

e 
re

gu
la
tin

g 
co

m
m

un
ity

 
pa

rti
ci
pa

tio
n 

is 
up

da
te

d,
 

di
ss

em
in

at
ed

, a
nd

 
ta

ke
s i

nt
o 

ac
co

un
t 

th
e 

m
oti

va
tio

n 
as

pe
ct

s f
or

 th
e 

co
m

m
un

ity
 

st
ak

eh
ol

de
rs

 
         



44

 

 

St
ra

te
gi

c 
su

b-
ax

is1
.2

: L
iv

in
g 

co
nd

iti
on

s o
f t

he
 p

op
ul
ati

on
s

Sp
ec
ifi

c 
ob

je
cti

ve
 H

P
1 

2:
 y

 2
02

0 
im

pr
ov

e 
th

e 
liv

in
g 

co
nd

iti
on

s o
f 

po
pu

la
tio

ns
 in

 a
t l

ea
st

 3
0%

 o
f h

ea
lth

 d
ist

ric
ts

 
Tr

ac
er

 in
di

ca
to

rs
Ba

se
lin

e
So

ur
ce

Pe
rio

d
Su

cc
es

s 
re

qu
ire

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pe
rc

en
ta

ge
 o

f h
ou

se
ho

ld
s 

us
in

g 
so

lid
 fu

el
 a

s fi
rs

t 
so

ur
ce

 o
f d

om
es
tic

 e
ne

rg
y 

us
ed

 fo
r c

oo
ki

ng
  

80
.4

%
 

M
IC

S 
5

78
%

76
.5

%
 

75
%

72
.5

%
 

70
%

  

Pe
rc

en
ta

ge
 o

f h
ou

se
ho

ld
s 

w
ith

 a
cc

es
s t

o 
po

ta
bl

e 
w

at
er

 

72
.9

 %
 

M
IC

S 
5

73
.5

%
74

%
75

%
76

.5
%

 
78

%

  

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 In

di
ca

to
rs

Se
rv

ic
e 

in
 

ch
ar

ge
 

 

Im
pl

em
en

tin
g 

pa
rt

ne
rs

 
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 

1.
2.

1:
 Im

pr
ov

em
en

t o
f t

he
 

hy
gi

en
e 

en
vi

ro
nm

en
t 

(W
at

er
, S

an
ita

tio
n 

an
d 

Hy
gi

en
e,

 e
tc

.) 
 

1.
2.

1.
1.

 C
on

tin
uo

us
 sc

al
in

g 
up

 o
f 

Co
m

m
un

ity
-L

ed
 T

ot
al

 S
an

ita
tio

n 
(C

LT
S)

 in
 c

ou
nc

ils
/H

Ds
  

Pe
rc

en
ta

ge
 o

f H
Ds

 
im

pl
em

en
tin

g 
CL

TS
(a

)  
DP

S 
RD

PH
, H

D,
 

M
IN

EE
, R

LA
, 

M
IN

AT
D,

  

X
X

X
X

X
Co

lla
bo

ra
tio

n 
an

d 
co

or
di

na
tio

n 
ar

e 
eff

ec
tiv

e 
be

tw
ee

n 
M

O
H 

an
d 

M
IN

EE
 

on
 th

e 
es

ta
bl

ish
m

en
t o

f 
CL

TS
; R

LA
s a

cti
ve

ly
 

pa
rti
ci
pa

te
 in

 
sa
ni
ta
tio

n 
ac
tiv

iti
es

 a
nd

 
co

ns
id

er
 C

LT
S 

as
 

pr
io

rit
y 

ac
tio

ns
; n

o 
so

ci
al

 a
nd

 c
ul

tu
ra

l 
ba

rr
ie

rs
 in

 th
e 

us
e 

of
 to

ile
ts

.  



45
 

 

1.
2.

1.
2.

En
su

re
 th

e 
eq

ui
ta

bl
e 

tr
ai

ni
ng

 
an

d 
de

pl
oy

m
en

t o
f h

ea
lth

 
en

gi
ne

er
in

g 
st

aff
 in

 H
Ds

 

Pr
op

or
tio

n 
of

 H
Ds

 w
ith

 
he

al
th

 e
ng

in
ee

rin
g 

HR
s  

DP
S 

RD
PH

, H
D,

 H
D,

 
CS

O
, R

LA
 

X
X

  

1.
2.

1.
3.

 A
m

on
g 

pr
of

es
sio

na
ls

de
ve

lo
p 

he
al

th
 p
ro
m
oti

on
 a

nd
 

di
se

as
e 

pr
ev

en
tio

n 
in

te
rv

en
tio

ns
  

Ac
hi

ev
em

en
t r

at
e 

of
 

ac
tiv

iti
es

 p
ro

vi
de

d 
fo

r i
n 

th
e 

he
al

th
 p

la
n 

of
 

ta
rg

et
ed

 c
om

pa
ni

es
 o

ve
r 

th
e 

la
st

 1
2 

m
on

th
s 

M
IN

TS
S

DC
O

O
P,

 
Em

pl
oy

er
 

Gr
ou

ps
, 

Co
m

pa
ni

es
, 

M
IN

TS
S 

,D
PS

 

X
X

X
X

X
Co

m
pa

ny
 

m
an

ag
er

s (
pu

bl
ic

 
an

d 
pr

iv
at

e)
 

un
de

rs
ta

nd
 th

e 
ch

al
le

ng
es

 a
nd

 
pa

rti
ci
pa

te
 in

 
he

al
th

 p
ro
m
oti

on
 

ac
tiv

iti
es

 o
f t

he
ir 

em
pl

oy
ee

s 
1.

2.
2:

 P
ro

m
oti

on
 o

f 
st

ru
ct

ur
ed

 u
rb
an

iza
tio

n 
fo

r 
to

w
ns

, a
nd

 d
ev

el
op

m
en

t o
f 

slu
m

s(b
)  

  
  

  

1.
2.

3:
 S

tr
en

gt
he

ni
ng

 
pr
ev
en

tio
n 

ac
tio

ns
 a

ga
in

st
 

so
il,

 w
at

er
 a

nd
 a

ir 
po

llu
tio

n(b
)  

  
  

  

1.
2.

4 
De

ve
lo

pm
en

t o
f b

es
t 

pr
ac
tic

es
 o

n 
re

sil
ie

nc
e 

an
d 

m
an

ag
em

en
t o

f c
lim

at
e-

re
la

te
d 

ris
ks

 a
nd

 d
isa

st
er

s(b
)  

  
  

  



46

 

  St
ra

te
gi

c 
su

b-
ax

is
1.

3:
 S

tr
en

gt
he

ni
ng

 o
f h

ea
lth

 p
ro
m
oti

ng
sk

ill
s f

or
 in

di
vi

du
al

s a
nd

 c
om

m
un

iti
es

Sp
ec
ifi

c 
ob

je
cti

ve
 H

P3
 1

 3
: B

y 
20

20
, d

ev
el

op
 p
ro
m
oti

on
 

ac
tio

ns
 in

 a
t l

ea
st

 4
0%

 o
f H

Ds
 in

 o
rd

er
 to

 st
re

ng
th

en
 

ap
tit
ud

es
 th

at
 a

re
 fa

vo
ur

ab
le

 to
 th

e 
he

al
th

 o
f i

nd
iv

id
ua

ls 
an

d 
co
m
m
un

iti
es

   

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20

Pr
ev

al
en

ce
 o

f p
re

gn
an

ci
es

 
am

on
g 

ad
ol

es
ce

nt
 g

irl
s 

25
.2

%
M

IC
S 

5
24

%
22

%
19

%
17

%
14

%

Pr
ev

al
en

ce
 o

f s
m

ok
in

g 
in

 
pe

rs
on

s a
ge

d 
15

 a
nd

 
ab

ov
e 

6%
GA

TS
 2

01
3 

6%
5.

5%
 

5.
5%

 
5.

5%
 

5%      
Im

pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 In

di
ca

to
rs

Se
rv

ic
e 

in
 

ch
ar

ge
 

Im
pl

em
en

tin
g 

pa
rt

ne
rs

 
20

16
20

17
20

18
20

19
20

20
Su

cc
es

s 
re

qu
ire

m
en

ts
 

1.
3.

1 
 P

ro
m

oti
on

 o
f g

oo
d 

fe
ed

in
g 

ha
bi

ts
 

1.
3.

1.
1.

De
ve

lo
p 

C4
D

fo
r 

th
e 

ad
op

tio
n 

of
 h

ea
lth

y 
be

ha
vi

ou
rs

 in
 th

e 
fie

ld
 

of
 fo

od
 a

nd
 n

ut
riti

on
  

Pe
rc

en
ta

ge
 o

f H
Ds

 h
av

in
g 

an
 in

te
gr

at
ed

 
Co

m
m
un

ic
ati

on
  p

la
n 

fo
r 

he
al

th
 p
ro
m
oti

on
 a

nd
 

di
se

as
e 

pr
ev

en
tio

n 

DP
S/

HP
D 

M
IN

CO
M

M
E

RC
E,

 
M

IN
AD

ER
, 

AN
O

R,
 

M
IN

ED
U

B,
 

M
IN

ES
EC

, 
M

IN
ES

U
P,

 
M

IN
M

ID
T 

X
X

X
X

X

1.
3.

2:
 F

ig
ht

 a
ga

in
st

 sm
ok

in
g,

 
al

co
ho

l a
bu

se
 a

nd
 c

on
su
m
pti

on
 

of
 il

lic
it 

su
bs

ta
nc

es
(b

)  

 
  



47
 

 1.
3.

3 
St

re
ng

th
en

in
g 

ro
ad

 sa
fe

ty
 

1.
3.

3.
1.

Bu
ild

 c
ap

ac
iti

es
 

fo
r d

riv
er

s a
nd

 
po

pu
la
tio

ns
 li

vi
ng

 in
 

ac
ci

de
nt

-p
ro

ne
 a

re
as

 in
 

fir
st

 a
id

 (p
re

-h
os

pi
ta

l 
m

an
ag

em
en

t) 

Pe
rc

en
ta

ge
 o

f H
Ds

 h
av

in
g 

co
m

m
un

ity
 te

am
s t

ra
in

ed
 

in
 fi

rs
t a

id
  

DO
ST

S 
DL

M
EP

, 
N

PH
O

, 
M

IN
AT

D,
 

M
IN

TR
AN

SP
O

RT
, M

IN
TP

, 
DG

SN
, 

RD
PH

, R
ed

 
Cr

os
s,

 F
ire

-
fig

ht
er
s,

 
AM

U
CA

M
, 

et
c.

 

X
X

1.
3.

3.
2.

St
re

ng
th

en
in

g 
C4

D 
fo

r r
oa

d 
sa

fe
ty

 
N

um
be

r o
f v

ic
tim

s 
(in

ju
re

d 
or

 d
ea

d)
 o

f i
nt

er
 

ur
ba

n 
ro

ad
 a

cc
id

en
ts

 

M
IN

TR
AN

S
PO

RT
 

DP
S,

 D
O

ST
S,

 
Se

cr
et

ar
ia

t 
of

 S
ta

te
 fo

r 
De

fe
nc

e,
 

DG
SN

, 
CO

N
AR

O
U

TE

X
X

X
X

X
N

HD
P 

ob
je
cti

ve
s 

in
te

gr
at

ed
 in

 
pa

rt
ne

r m
in

ist
rie

s 
w

or
k 

pl
an

s,
 c

lo
se

 
co
lla
bo

ra
tio

n 
be

tw
ee

n 
M

O
H 

an
d 

M
IN

TR
AN

SP
O

RT
 

1.
3.

4 
 S

tr
en

gt
he

ni
ng

 sp
or

t a
nd

 
ph

ys
ic

al
 a
cti

vi
tie

s  
1.

3.
4.

1.
En

su
re

 
co
ns
tr
uc
tio

n/
re

ha
bi

lit
at

io
n 

of
 p

ro
xi

m
ity

 sp
or

t 
in

fr
as

tr
uc

tu
re

 fo
r t

he
 

pr
ac
tic

e 
of

 p
hy

sic
al

 
ex

er
ci

se
  

Pr
op

or
tio

n
of

 R
LA

s w
ith

 
de

ve
lo

pe
d 

an
d 

co
nv

en
tio

na
l s

pa
ce

s f
or

 
sp

or
t a

nd
 p

hy
sic

al
 

ac
tiv

iti
es

 

CU
DP

S,
 R

DP
H,

 
HD

, 
M

IN
AT

D,
 

RL
A,

 
M

IN
HD

U
, 

M
IN

SE
P 

X
X

X
St

ro
ng

 
co
lla
bo

ra
tio

n 
be

tw
ee

n 
M

O
H 

an
d 

M
IN

SE
P 

1.
3.

4.
2.

 In
cr

ea
se

 th
e 

nu
m

be
r o

f s
po

rt
s 

in
st

ru
ct

or
s i

n 
di
vi
sio

ns
/s
ub

-d
iv

isi
on

s 

Pe
rc

en
ta

ge
 o

f a
pp

ro
ve

d 
ce

nt
re

s f
or

 sp
or

ts
 a

nd
 

ph
ys

ic
al

 a
cti

vi
tie

s h
av

in
g 

a 
tr

ai
ne

d 
sp

or
ts

 in
st

ru
ct

or
 

M
IN

SE
P 

Al
l m

in
ist

rie
s

X
X

X
X

X



48
 

 

1.
3.

5.
 S

tr
en

gt
he

ni
ng

 o
f 

in
te

gr
at

ed
 c

om
m
un

ic
ati

on
 fo

r 
de

ve
lo

pm
en

t (
C4

D)
 a

nd
 so

ci
al

 
m
ar
ke
tin

g 

1.
3.

5.
1.

De
ve

lo
p 

C4
D 

fo
r 

th
e 

ad
op

tio
n 

of
 h

ea
lth

y 
be

ha
vi

ou
rs

 in
 th

e 
fo

llo
w

in
g 

ar
ea

s:
 

fo
od

/n
ut
riti

on
, 

pr
ev
en

tio
n 

an
d 

sc
re

en
in

g 
of

 
co

m
m

un
ic

ab
le

 a
nd

 n
on

-
co

m
m

un
ic

ab
le

 d
ise

as
es

, 
ab

us
e 

of
 p

sy
ch

o 
ac
tiv

e 
su

bs
ta

nc
es

, e
sp

ec
ia

lly
 

na
rc
oti

c 
dr

ug
s a

nd
 

al
co

ho
l 

%
 o

f c
hi

ld
re

n 
ag

ed
 6

 to
 2

3 
m

on
th

s h
av

in
g 

re
ce

iv
ed

 
fo

od
 fr

om
 a

t l
ea

st
 fo

ur
 

fo
od

 g
ro

up
s i

n 
th

e 
pr

ev
io

us
 d

ay
  

DP
S/

HP
D 

M
IN

CO
M

, 
RD

PH
, H

D,
 

HF
, C

HW
, 

Co
un

ci
ls,

 
CS

O
/C

BO
, 

M
IN

AD
ER

, 
M

IN
EP

IA
, 

M
IN

PR
O

FF
, 

M
IN

ED
U

B,
 

M
IN

ES
EC

, 
M

ob
ile

 
te

le
ph

on
e 

op
er

at
or

s 

X
X

X
X

X
Cl

os
e

co
lla
bo

ra
tio

n 
be

tw
ee

n 
M

O
H 

an
d 

pa
rt

ne
r m

in
ist

rie
s  

Pr
ev

al
en

ce
 o

f d
en

ta
l 

de
ca

y 
in

 p
rim

ar
y 

sc
ho

ol
 

pu
pi

ls 

St
ra

te
gi

c 
su

b-
ax

is
1.

4:
 E
ss
en

tia
l f

am
ily

 p
ra

cti
ce

s,
 fa

m
ily

 p
la

nn
in

g,
 p
ro
m
oti

on
 o

f a
do

le
sc

en
t h

ea
lth

, a
nd

 p
os

t-
ab

or
tio

n 
ca

re
Sp

ec
ifi

c 
ob

je
cti

ve
 H

P4
 1

 3
4:

 B
y 

20
20

, b
rin

g
25

%
 fa

m
ili

es
 to

 
ad

op
t e

ss
en

tia
l f

am
ily

 p
ra

cti
ce

s i
nc

lu
di

ng
 fa

m
ily

 p
la

nn
in

g.
 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
M

od
er

n 
co

nt
ra

ce
pti

ve
 

pr
ev

al
en

ce
 ra

te
 in

 w
om

en
 

of
 c

hi
ld

be
ar

in
g 

ag
e 

16
%

Ca
lc

ul
at

ed
 

fr
om

 M
IC

S 
5 

da
ta

 

22
%

24
%

25
%

27
%

30
%

Pr
op

oti
on

of
 u

nm
et

ne
ed

s 
in

 F
P 

18
%

 
M

IC
S 

5
17

%
16

%
16

%
15

%
14

%

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 in

di
ca

to
rs

M
an

ag
er

s 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
1.

4.
1:

 Im
pr

ov
em

en
t o

f p
ub

lic
 

po
lic

ie
s o

n 
FP

(b
)  

 
  

1.
4.

2:
 Im

pr
ov

em
en

t o
f F

P 
se

rv
ic

es
 re

qu
ire

m
en

ts
(b

)  
 

  

1.
4.

3:
 Im

pr
ov

em
en

t o
f F

P 
se

rv
ic

e 
pr

ov
isi

on
 a

nd
 u

se
 

1.
4.

3.
1.

Ex
te

nd
 a

nd
 

en
su

re
 th

e 
av

ai
la

bi
lit

y 
of

 F
P 

se
rv

ic
e 

pr
ov

isi
on

 
in

 H
Fs

 a
nd

 a
t t

he
 

Av
er

ag
e 

nu
m

be
r o

f s
to

ck
-

ou
ts

 fo
r e

ss
en

tia
l t

ra
ce

r 
dr

ug
s i

n 
HF

s  
(F

O
R 

TH
E 

RE
CO

RD
) 

DS
F

DP
S,

 R
DP

H,
 

SS
D,

 D
SF

, 
CE

N
AM

E,
 

DP
M

L,
 

X
X

X
X

X
In
fo
rm

ati
on

 a
nd

 
ra
tio

na
l s

up
pl

y 
pr

oc
ed

ur
es

 a
re

 
m

as
te

re
d 

in
 th

e 



49

 

 

co
m

m
un

ity
 le

ve
l 

(m
od

er
n 

co
nt

ra
ce
pti

ve
, 

FP
 e

qu
ip

m
en

t, 
et

c.
)  

M
IN
JE
C,

 
M

IN
ES

EC
, 

M
IN

ES
U
P,

 
CS

O
 

ch
ai

n

1.
4.

4:
 S

tr
en

gt
he

ni
ng

 th
e 

m
on

ito
rin

g 
an

d 
co
or
di
na

tio
n 

of
 

RH
/F

P 
 in

te
rv

en
tio

ns
(b

)  

 
  

1.
4.

5:
 S

tr
en

gt
he

ni
ng

 o
f o

th
er

 
he

al
th

 p
ro
m
oti

ng
 e

ss
en

tia
l 

fa
m

ily
 p

ra
cti

ce
s 

1.
4.

5.
1.

De
ve

lo
p 

in
fo
rm

ati
on

 sh
ar

in
g 

m
ec

ha
ni

sm
s o

n 
EF

P 
in

 
th

e 
co

m
m

un
ity

 
(d

isc
us

sio
n 

gr
ou

ps
, 

ho
m

e 
vi

sit
s,

 e
tc

.) 
 

Pr
op

or
tio

n
of

 D
Hs

 h
av

in
g 

a 
te

ch
ni

ca
l p

er
so

nn
el

 
tr

ai
ne

d 
in

 E
FP

(a
)  

M
O

H 
(D

SF
) 

M
O

H 
(D

PS
, 

DR
H,

RD
PH

, 
SS

D,
 H

F)
 

X
X

1.
4.

5.
2.

St
re

ng
th

en
 

he
al

th
 e

du
ca
tio

n 
an

d 
C4

D 
in

 fa
m

ili
es
, p

ris
on

s 
an

d 
sc

ho
ol
s,

 so
 a

s t
o 

he
lp

 in
di

vi
du

al
s a

dd
re

ss
 

th
ei

r h
ea

lth
 is

su
es

 
to

ge
th

er
 (p

op
ul
ati

on
 

m
ob

ili
za
tio

n)
 

Pe
rc

en
ta

ge
 o

f h
ou

se
ho

ld
s 

im
pl
em

en
tin

g 
at

 le
as

t 7
 

ou
t o

f 1
5 

es
se
nti

al
 fa

m
ily

 
pr
ac
tic

es
(a

)  

DP
S

M
IN

CO
M
, 

DS
F,

 R
DP

H,
 

HD
, S

D,
 

Co
m

m
un

ity
 

st
ak

eh
ol

de
rs

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 re
so

ur
ce

s 



50
 

 

 ST
RA

TE
G

IC
 A

XI
S

2:
 D

IS
EA

SE
 P

RE
VE

N
TI

O
N

 
  

Co
re

 p
ro

bl
em

of
 th

e 
co

m
po

ne
nt

: M
or

bi
di

ty
 a

nd
 m

or
ta

lit
y 

fr
om

 c
om

m
un

ic
ab

le
 a

nd
 n

on
-c

om
m

un
ic

ab
le

 d
ise

as
es

 re
m

ai
n 

hi
gh

 in
 C

am
er

oo
n 

  
St

ra
te

gi
c 

ob
je

cti
ve

: B
y 

20
20

, r
ed

uc
e 

pr
em

at
ur

e 
m

or
ta

lit
y 

du
e 

to
 p

re
ve

nt
ab

le
di

se
as

es
 

  
Tr

ac
er

 in
di

ca
to

rs
: 

  
 P

re
va

le
nc

e 
of

 h
yp

er
te

ns
io

n 
in

 a
du

lts
 a

ge
d

15
 y

ea
rs

 a
nd

 a
bo

ve
 in

 u
rb

an
  a

re
as

St
ra

te
gi

c 
su

b-
ax

is
2.

1:
 P

re
ve

nti
on

 o
f c

om
m

un
ic

ab
le

 d
ise

as
es

Sp
ec
ifi

c 
ob

je
cti

ve
 P

RE
V1

 2
 1

: r
ed

uc
e 

by
 1

0%
 th

e 
in

ci
de

nc
e/

pr
ev

al
en

ce
 o

f t
he

 m
ai

n 
co

m
m

un
ic

ab
le

 d
ise

as
es

 (H
IV

, 
m

al
ar

ia
 a

nd
 tu

be
rc

ul
os

is)
 a

nd
 e

lim
in

at
e 

so
m

e 
N

TD
s (

ly
m

ph
ati

c 
fil
ar

ia
sis

 a
nd

 H
AT

). 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
In

ci
de

nc
e 

of
 H

IV
2.

4‰
 

Co
un

tr
y 

pr
ofi

le
 

of
 H

IV
 

es
tim

at
es

 in
 

Ca
m

er
oo

n 
20

10
-2

02
0 

2.
3‰

2.
2

‰
 

2.
1

‰
 

2.
0

‰
 

1.
9

‰
 

Pr
ev

al
en

ce
 o

f H
IV

 
4.

3%
 

ED
S-

M
IC

S 
20

11
. 

4.
2%

4.
1

%
 

4.
1%

4.
0%

3.
9%

Pr
ev

al
en

ce
 o

f V
ira

l 
He

pa
titi

s B
 

11
.9

%
 

CP
C 

20
15

 
11

.5
%

11
.0

%
 

10
.5

%
 

10
.3

%
 

10
.0

%
 

Co
ve

ra
ge

 o
f p

re
ve
nti

ve
 

ch
em

ot
he

ra
py

 fo
r 

on
ch

oc
er

ci
as

is 
(C

DT
I) 

co
ve

ra
ge

) 

80
%

 
20

15
 a
cti

vi
ty

 
re

po
rt

 fo
r 

N
TD

s 

81
%

82
%

83
%

84
%

85
%

In
ci

de
nc

e 
of

 
TP

M
+t

ub
er

cu
lo

sis
  

11
7 

ne
w

 
ca

se
s p

er
 

10
0,

00
0 

in
ha

bi
ta

nt
s i

n 
20

15
 

Ca
m

er
oo

n 
N
ati

on
al

 
Co

or
di
na

tio
n 

Bo
dy

 S
in

gl
e 

Co
nc

ep
t n

ot
e 

TB
/H

IV
 2

01
6-

20
17

 
 

10
2.

5
88

73
.5

58
.5

44
.5



51

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 in

di
ca

to
rs

Se
rv

ic
es

 in
 

ch
ar

ge
 

Im
pl
em

en
tin

g
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
2.

1.
1:

 S
tr

en
gt

he
ni

ng
 o

f 
co

or
di

na
tio

n 
an

d 
in

te
gr
ati

on
 o

f 
in
te
rv
en

tio
ns

 o
n 

th
e 

pr
ev

en
tio

n 
of

 c
om

m
un

ic
ab

le
 d

ise
as

es
  

2.
1.

1.
1.

St
re

ng
th

en
in

g 
te

ch
ni

ca
l s

ki
lls

 o
f i

ns
tit

uti
on

al
 

an
d 

co
m

m
un

ity
 st

ak
eh

ol
de

rs
 

(C
BO

, C
HW

, R
LA

 le
ad

er
s)

 fo
r 

th
e 

in
te

gr
at

ed
 p
re
ve
nti

on
 o

f 
th

e 
m

os
t f

re
qu

en
t 

co
m

m
un

ic
ab

le
 d

ise
as

es
 (H

IV
, 

ST
I, 

vi
ra

l h
ep

ati
tis
, m

al
ar

ia
, 

ch
ol

er
a 

an
d 

Eb
ol

a)
 

Pr
op

or
tio

n
of

 H
Ds

 w
ith

 a
t 

le
as

t 3
 p

ol
yv

al
en

t C
HW

s 
tr

ai
ne

d 
fo

r t
he

 p
ro

vi
sio

n 
of

 q
ua

lit
y 

co
m

m
un

ity
 

M
HP

 (h
ea

lth
 p

ro
m

oti
on

, 
di

se
as

e 
pr

ev
en

tio
n 

an
d 

ca
se

 m
an

ag
em

en
t)

 (F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

RH
) 

M
O

H 
(D

PS
, 

DL
M

EP
, R

DP
H,

 
HD

), 
M

IN
AT

D,
 

CS
O

/N
GO

, 
Pa

rt
ne

rs
, R

LA
 

X
X

2.
1.

1.
2.

De
ve

lo
p 

an
d 

im
pl

em
en

t a
n 

in
te

gr
at

ed
 

st
ra

te
gy

 fo
r c

om
m
un

ic
ati

on
 

w
hi

ch
 ta

ke
s i

nt
o 

ac
co

un
t t

he
 

as
pe

ct
s o

f h
ea

lth
 p

ro
m

oti
on

 
an

d 
di

se
as

e 
pr
ev
en

tio
n.

 

Pe
rc

en
ta

ge
 o

f H
Ds

 h
av

in
g 

ca
rr

ie
d 

ou
t a

nd
 

do
cu

m
en

te
d 

at
 le

as
t 7

5%
 

of
 IE

C/
C4

D 
ac
tiv

iti
es

 
in

cl
ud

ed
 in

 th
ei

r 
In

te
gr

at
ed

 
Co

m
m
un

ic
ati

on
 P

la
n 

 

M
O

H 
(D

PS
) 

M
IN

CO
M

, 
M

IN
SA

N
TE

 
(D

LM
EP

, 
RD

PH
, H

D,
 

CN
LS

 a
nd

 
ot

he
r p

rio
rit

y 
pr

og
ra

m
m

es
), 

co
m

m
un

ity
 

st
ak

eh
ol

de
rs

 

X
X

X
X

X

2.
1.

2:
 Im

pr
ov

e 
th

e 
pr
ev
en

tio
n 

of
 

HI
V/

AI
DS

, t
ub

er
cu

lo
sis

, S
TI

s a
nd

 
vi

ra
l h

ep
ati

tis
 m

ai
nl

y 
fo

r t
he

 
m

os
t v

ul
ne

ra
bl

e 
gr

ou
ps

 

2.
1.

2.
1.

 R
eg

ul
ar

 su
pp

ly
 o

f 
HF

s 
w

ith
 p
re
ve
nti

on
 in

pu
ts

 fo
r 

co
m

m
un

ic
ab

le
 d

ise
as

es
 

Av
er

ag
e 

nu
m

be
r o

f 
es
se
nti

al
 tr

ac
er

 d
ru

gs
 

st
oc

k-
ou

ts
 in

 H
Fs

 (F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

PM
L)

 
M

O
H

(C
EN

AM
E,

 
RD

PH
, R

FH
P,

 
HD

, H
F)

, 
CS

O
/C

BO
 

X
X

X
X

X



52
 

 

2.
1.

2.
2.

O
rg

an
izi

ng
 

co
m

m
un

ic
ati

on
/c

ou
ns

el
in

g/
s

cr
ee

ni
ng

 a
cti

vi
tie

s f
or

 th
e 

pr
ev
en

tio
n 

of
 th

e 
m

ai
n 

co
m

m
un

ic
ab

le
 d

ise
as

es
 

w
ith

in
 th

e 
ge

ne
ra

l p
op

ul
ati

on
 

an
d 

in
 sp

ec
ia

l p
op

ul
ati

on
s 

(p
ris

on
s,

 se
co

nd
ar

y 
sc

ho
ol

s,
 

un
iv

er
siti

es
, c

om
pa

ni
es

, e
tc

.).
 

Pe
rc

en
ta

ge
 o

f i
nm

at
es

ag
ed

 1
5-

49
 y

ea
rs

 h
av

in
g 

sc
re

en
ed

 fo
r  

HI
V 

in
 th

e 
la

st
 1

2 
m

on
th

s a
nd

 w
ho

 
co

lle
ct

ed
 th

ei
r r

es
ul

ts
  

Pe
rc

en
ta

ge
 o

f p
eo

pl
e 

ag
ed

 1
5-

49
 y

ea
rs

 h
av

in
g 

sc
re

en
ed

 fo
r  

HI
V 

in
 th

e 
la

st
 1

2 
m

on
th

s a
nd

 
co

lle
ct

ed
 th

ei
r r

es
ul

ts
 

M
O

H 
(D

PS
) 

M
O

H
(D

LM
EP

, 
RD

PH
, H

D)
, 

M
IN

AT
D,

 
M

IN
ES

EC
, 

M
IN

ES
U

P,
 

M
IN

JU
ST

IC
E,

 
CS

O
/N

GO
, 

N
AC

C 

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
m

at
er

ia
l a

nd
 

fin
an

ci
al

 re
so

ur
ce

s 

2.
1.

3 
St

re
ng

th
en

in
g 

of
 M

al
ar

ia
 

pr
ev
en

tio
n 

 
2.

1.
3.

1.
Pu

rc
ha

se
 a

nd
 

di
st

rib
ut

e 
LL

IN
s 

Pe
rc

en
ta

ge
 o

f h
ou

se
ho

ld
s 

ha
vi

ng
 a

 L
LI

N
 fo

r t
w

o 
pe

op
le

 

M
O

H 
(D

LM
EP

) 
M

O
H

(D
PS

, 
RD

PH
, D

O
ST

S,
 

DC
O

O
P,

 P
N

LP
), 

M
IN

FI
, 

CS
O

/N
GO

, T
FP

 

X
X

Av
ai

la
bi

lit
y 

of
 

m
at

er
ia

l a
nd

 
fin

an
ci
al

 re
so

ur
ce

s 

2.
1.

3.
2.

O
rg

an
ise

 p
re

ve
nti

ve
 

tr
ea

tm
en

t c
am

pa
ig

ns
 fo

r 
se

as
on

al
 m

al
ar

ia
 a

nd
 N

TD
s 

Pr
op

or
tio

n 
of

 c
hi

ld
re

n 
be

lo
w

 5
 y

ea
rs

 in
 th

e 
N

or
th

 a
nd

 F
ar

-N
or

th
 

ha
vi

ng
 re

ce
iv

ed
 a

 
pr

ev
en

tiv
e 

tr
ea

tm
en

t f
or

 
se

as
on

al
 m

al
ar

ia
 

M
O

H 
(D

LM
EP

) 
M

O
H

(D
PS

, 
RD

PH
, D

O
ST

S,
 

DC
O

O
P,

 P
N

LP
), 

M
IN

FI
, 

CS
O

/N
GO

, T
FP

 

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
m

at
er

ia
l a

nd
 

fin
an

ci
al

 re
so

ur
ce

s 

2.
1.

4:
 S

tr
en

gt
he

ni
ng

 th
e 

pr
ev
en

tio
n 

of
 N

TD
s a

nd
 o

th
er

 
co

m
m

un
ic

ab
le

 d
ise

as
es

(b
)  

  



53

 

 

St
ra

te
gi

c 
su

b-
ax

is
2.

2:
 E

PD
s a

nd
 p

ub
lic

 h
ea

lth
 e

ve
nt

s,
su

rv
ei

lla
nc

e 
an

d 
re

sp
on

se
 to

 e
pi

de
m

ic
-p

ro
ne

 d
ise

as
es

, z
oo

no
se

s a
nd

 p
ub

lic
 h

ea
lth

 e
ve

nt
s

Sp
ec
ifi

c 
ob

je
cti

ve
 P

RE
V2

 2
.2

: B
y 

20
20

, r
ed

uc
e 

in
 a

t l
ea

st
 5

0%
 o

f 
di

st
ric

ts
 th

e 
ris

ks
 o

f o
cc

ur
re

nc
e 

of
 m

aj
or

 p
ub

lic
 h

ea
lth

 e
ve

nt
s 

an
d 

ep
id

em
ic

-p
ro

ne
 d

ise
as

es
 in

cl
ud

in
g 

zo
on

os
es

. 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Pe

rc
en

ta
ge

 o
f 

HD
s w

ith
 m

ea
sle

s 
ou

tb
re

ak
 a

nd
 

ha
vi

ng
 o

rg
an

ize
d 

re
sp

on
se

 
ac

co
rd

in
g 

to
 

na
tio

na
l 

gu
id

el
in

es
 

34
%

DL
M

EP
 R

ep
or

t 
20

14
 

70
%

80
%

90
%

95
%

95
%

Pe
rc

en
ta

ge
of

 
m

ea
sle

s o
ut

br
ea

k 
no

tifi
ed

 a
nd

 
in
ve
sti
ga
te
d 

50
%

DL
M

EP
 R

ep
or

t 
20

14
 

70
%

80
%

90
%

95
%

95
%

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 in

di
ca

to
rs

Se
rv

ic
es

 in
 c

ha
rg

e
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
2.

2.
1 

St
re

ng
th

en
in

g 
of

 th
e 

ep
id

em
io

lo
gi

ca
l 

su
rv

ei
lla

nc
e 

sy
st

em
 

2.
2.

1.
1.

Bu
ild

 in
sti

tu
tio

na
l 

ca
pa

ci
tie

s f
or

 C
ER

PL
E 

(R
eg

io
na

l 
Ep

id
em

ic
s P

re
ve

nti
on

 a
nd

 C
on

tr
ol

 
Ce

nt
re

s)
 fo

r t
he

 c
oo

rd
in
ati

on
 o

f 
em

er
ge

nc
ie

s a
t t

he
 re

gi
on

al
 le

ve
l 

Pe
rc

en
ta

ge
 o

f 
CE

RP
LE

 w
ith

 
m

in
im

al
 

op
er
ati

on
al

 
ca

pa
ci
tie

s 
ne

ed
ed

 fo
r 

su
rv

ei
lla

nc
e 

an
d 

re
sp

on
se

  t
o 

EP
Ds

/p
ub

lic
 

he
al

th
 e

ve
nt

s(a
)   

M
O

H
(D

LM
EP

) 
M

O
H

(R
DP

H,
 

DR
H,

 D
SF

), 
di

al
og

ue
 

st
ru

ct
ur

e,
 

pa
rt

ne
rs

 

X
X

2.
2.

1.
2.

De
ve

lo
p 

an
d 

co
or

di
na

te
 a

 
na

tio
na

l f
un

cti
on

al
 la

bo
ra

to
ry

 
ne

tw
or

k 
fo

r t
he

 su
rv

ei
lla

nc
e 

of
 

EP
Ds

 a
nd

 o
th

er
 d

ise
as

es
 

Pe
rc

en
ta

ge
 o

f 
RD

PH
 h

av
in

g 
re

fe
re

nc
e 

la
bo

ra
to

rie
s 

op
er
ati

ng
 a

s a
 

M
O

H
(D

PM
L)

 
M

O
H 

(R
DP

H,
 

HD
, L

N
SP

), 
TF

P 
X

X
X

X
X



54

 

 

ne
tw

or
k 

fo
r t

he
 

su
rv

ei
lla

nc
e 

of
 

EP
Ds

 

2.
2.

1.
3.

U
pd

at
e 

he
al

th
 ri

sk
 m

ap
 in

 
RD

PH
/H

Ds
 (H

Ds
 a

t r
isk

 o
f 

ep
id

em
ic

s a
nd

 h
ea

lth
 e

m
er

ge
nc

y)
 

ev
er

y 
ye

ar
 a

nd
 d

ev
el

op
 a

nn
ua

l 
op

er
ati

on
al

 p
la

ns
 fo

r a
pp

ro
pr

ia
te

 
re

sp
on

se
s t

o 
id
en

tifi
ed

 h
ea

lth
 

ris
ks

. 

Pr
op

or
tio

n 
of

 
RD

PH
 th

at
 

up
da

te
d 

an
nu

al
 

m
ap

 o
f e

pi
de

m
ic

s 
ris

ks
 a

nd
 

su
bs

eq
ue

nt
 

op
er
ati

on
al

 
re

sp
on

se
 p

la
ns

 

M
O

H
(D

LM
EP

) 
M

IN
AT

D,
 

M
IN

CO
M

, M
O

H 
(R

DP
H,

 N
PH

O
, 

CI
S)

 

X
X

X
X

X

2.
2.

2:
 Im

pr
ov

in
g 

th
e 

pr
ev
en

tio
n 

of
 v

ac
ci

ne
 

pr
ev

en
ta

bl
e 

di
se

as
es

  

2.
2.

2.
1.

O
rg

an
ise

 in
te
ns
ifi
ed

 
ad

di
tio

na
l i

m
m

un
iza

tio
n 
ac
tiv

iti
es

 
an

d 
ca

m
pa

ig
ns

 (I
m

m
un

iza
tio

n 
ag

ai
ns

t P
ol

io
, d

ew
or

m
in

g 
of

 
ch

ild
re

n 
fr

om
 1

2 
to

 5
9 

m
on

th
s 

du
rin

g 
M

CH
N

AW
) n

ati
on

al
ly

. 

Pe
rc

en
ta

ge
 o

f 
HD

s t
ha

t 
or

ga
ni

ze
d 

im
m

un
iza

tio
n 

ca
m

pa
ig

ns
 a

nd
 

in
te
ns
ifi
ed

 
ad

di
tio

na
l 

ac
tiv

iti
es

  

M
O

H 
(D

SF
) 

M
O

H 
(E

PI
, D

PS
, 

SD
V,

 R
DP

H,
 H

D,
 

HF
, C

HW
), 

TF
P,

 
CS

O
/C

BO
 

X
X

X
X

X

2.
2.

2.
2.

 S
tr

en
gt

he
n 

th
e 

pr
ov

isi
on

 
of

 se
rv

ic
e 

fo
r r

ou
tin

e 
im

m
un

iza
tio

n 
(p

ur
ch

as
e 

of
 v

ac
ci

ne
s,

 
st

re
ng

th
en

in
g 

of
 re

la
tio

ns
hi

p 
w

ith
 

co
m
m
un

iti
es
, m

ic
ro

-p
la

nn
in

g,
 

ou
tr

ea
ch

 st
ra

te
gi

es
) F

O
R 

TH
E 

RE
CO

RD
 

Pe
rc

en
ta

ge
 o

f 
ta

rg
et

ed
 H

Ds
 

th
at

 o
rg

an
ize

d 
im

m
un

iza
tio

n 
ca

m
pa

ig
ns

 a
nd

 
in
te
ns
ifi
ed

 
ad

di
tio

na
l 

ac
tiv

iti
es

 (F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

SF
) 

M
O

H 
(E

PI
,  

SD
V,

 R
DP

H,
 H

D,
 

HF
, C

HW
), 

co
m

m
un

ity
 

st
ru

ct
ur

e 

X
X

X
X

X



55

 

 

2.
2.

3 
: I

m
pr

ov
in

g
th

e
pr
ev
en

tio
n 

of
 o

th
er

 E
PD

s 
no

t i
nc

lu
de

d 
in

 th
e 

EP
I(b

)  

  

2.
2.

4 
St

re
ng

th
en

in
g

pr
ep

ar
ed

ne
ss

 a
nd

 
re

sp
on

se
 to

 e
pi

de
m

ic
s a

nd
 

m
aj

or
 p

ub
lic

 h
ea

lth
 e

ve
nt

s 

2.
2.

4.
1.

En
su

re
 o

ng
oi

ng
 su

pp
ly

of
 

HD
s w

ith
 in

pu
ts

 n
ee

de
d 

fo
r 

re
sp

on
se

 a
ga

in
st

 e
pi

de
m

ic
s a

nd
 

po
te
nti

al
 e

m
er

gi
ng

 d
ise

as
es

. 

Pe
rc

en
ta

ge
 o

f 
HD

s w
ith

 in
pu

ts
 

fo
r r

es
po

ns
e 

ag
ai

ns
t o

th
er

 
EP

Ds
 n

ot
 

in
cl

ud
ed

 in
 th

e 
EP

I o
ve

r t
he

 la
st

 
th

re
e 

m
on

th
s  

M
O

H 
(D

PM
L)

 
M

O
H 

(D
LM

EP
, 

RD
PH

, D
HS

, H
F,

 
CH

W
, 

CE
N

AM
E)

, 
pa

rt
ne

rs
, 

CS
O

/C
BO

 

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 
re

so
ur

ce
s,

 a
nd

 
co

nt
ro

l o
f t

he
 

in
flu

x 
of

 re
fu

ge
e 

in
 

bo
rd

er
 re

gi
on

s 

2.
2.

4.
2.

St
re

ng
th

en
 th

e 
m

ec
ha

ni
sm

 
of

 In
te

gr
at

ed
 D

ise
as

e 
Su

rv
ei

lla
nc

e 
an

d 
Re

sp
on

se
 (I

DS
R)

 to
 E

PD
s  

Pe
rc

en
ta

ge
 o

f 
HD

s a
ffe

ct
ed

 b
y 

m
ea

sle
s 

ep
id

em
ic

s a
nd

 
th

at
 o

rg
an

ize
d 

re
sp

on
se

 
ac

co
rd

in
g 

to
 

na
tio

na
l 

gu
id

el
in

es
 (F

O
R 

TH
E 

RE
CO

RD
) 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
PS

, 
DP

M
L,

 R
DP

H,
 

SS
D,

 H
F,

 C
HW

, 
CE

N
AM

E)
, T

FP
, 

CS
O

/C
BO

 

X
X

X
X

X
Re

so
ur

ce
s a

re
 

m
ob

ili
ze

d 
fo

r c
as

e 
de

te
cti

on
 a

nd
 

re
sp

on
se

 



56

 

 

 St
ra

te
gi

c 
su

b-
ax

is
2.

3:
 M

at
er

na
l, 

N
ew

bo
rn

,C
hi

ld
 a

nd
 A

do
le

sc
en

t H
ea

lth
 a

nd
 P

M
TC

T
Sp

ec
ifi

c 
ob

je
cti

ve
 P

RE
V3

 2
.3

: B
y 

20
20

, i
nc

re
as

e 
by

 a
t l

ea
st

 
70

%
 th

e 
co

ve
ra

ge
 o

f h
ig

h-
im

pa
ct

 p
re
ve
nti

on
 

in
te
rv
en

tio
ns

 fo
r t

he
 m

ot
he

r, 
ne

w
bo

rn
 a

nd
 c

hi
ld

 ta
rg

et
s 

in
 a

t l
ea

st
 6

0%
 o

f H
Ds

 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Im

m
un

iza
tio

n 
co

ve
ra

ge
 

w
ith

 th
e 

re
fe

re
nc

e 
an

tig
en

 (P
en

ta
3)

 

84
.5

0%
 

M
O

H 
EP

I 
Re

po
rt

 2
01

5 
85

%
 

86
%

 
88

%
 

90
%

 
92

%
 

Co
ve

ra
ge

 in
 A

N
C

1
82

.8
%

M
IC

S5
83

%
83

%
84

%
84

.5
%

 
85

%

Im
m
un

iza
tio

n 
co

ve
ra

ge
 

in
 m

ea
sle

s /
ru

be
lla

 
va

cc
in

e 

80
%

M
IC

S5
81

%
82

%
 

83
%

85
%

86
%

Pe
rc

en
ta

ge
 o

f H
IV

 
po

siti
ve

 p
re

gn
an

t 
w

om
en

 o
n 

AR
T 

84
.4

%
N

AC
C 

Re
po

rt
 

20
15

 
85

%
86

%
86

.5
%

 
87

%
88

%

%
 o

f c
hi

ld
re

n 
ag

ed
 0

-5
ye

ar
s s

le
ep

in
g 

un
de

r a
 

LL
IN

 

54
.8

0%
M

IC
S 

5
85

%
86

%
88

%
89

%
90

%

M
ot

he
r-

to
-c

hi
ld

 
tr

an
sm

iss
io

n 
ra

te
 o

f H
IV

 
(p

er
ce

nt
ag

e 
of

 H
IV

- 
ex

po
se

d 
ch

ild
re

n)
 

6.
5%

 
N

AC
C 

Re
po

rt
 

20
14

 
6%

5.
5%

5%
4.

5%
4%

Pe
rc

en
ta

ge
 o

f n
ew

bo
rn

 
w

ith
 lo

w
 b

irt
h 

w
ei

gh
t 

(b
el

ow
 2

.5
00

 g
ra

m
m

es
) 

9%
M

IC
S5

 
7%

7%
6%

6%
6%

Pe
rc

en
ta

ge
 o

f p
re

gn
an

t
w

om
en

 h
av

in
g 

re
ce

iv
ed

 
at

 le
as

t 3
 d

os
es

 o
f I

PT
 

du
rin

g 
pr

eg
na

nc
y 

(%
 

IP
T3

) 

26
%

M
IC

S 
5

35
%

40
%

45
%

50
%

55
%



57

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 In

di
ca

to
rs

Se
rv

ic
es

 in
 c

ha
rg

e
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
2.

3.
1 

Bu
ild

in
g
in
sti
tu
tio

na
l (

HF
) 

an
d 

co
m

m
un

ity
 c

ap
ac

iti
es

 in
 th

e 
ar

ea
 o

f R
M

N
CA

H 

2.
3.

1.
1.

En
su

re
 th

e 
pe

rm
an

en
t a

va
ila

bi
lit

y 
in

 H
Fs

 o
f i

np
ut

s f
or

 
eff

ec
tiv

e 
im

pl
em

en
ta
tio

n 
of

 
hi

gh
-im

pa
ct

 
in
te
rv
en

tio
ns

 o
n 

th
e 

M
ot

he
r, 

N
ew

bo
rn

, 
Ch

ild
 a

nd
 A

do
le

sc
en

t 
ta

rg
et

s (
ea

rly
 H

IV
 

sc
re

en
in

g,
 P

CR
, 

eq
ui

pm
en

t f
or

 
m

at
er

ni
ty

 w
ar

ds
, 

dr
ug

s f
or

 IP
T,

 P
M

TC
T,

 
HI

V,
 v

ac
ci

ne
s,

 e
tc

. 

Av
er

ag
e 

nu
m

be
r o

f 
es
se
nti

al
 tr

ac
er

 d
ru

gs
 

st
oc

k-
ou

ts
 in

 H
Fs

 (F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

PM
L)

 
M

O
H 

(D
LM

EP
, 

CE
N

AM
E,

 
RH

PF
, D

SF
, 

RD
PH

,S
SD

, H
F)

, 
TF

P,
 N

GO
 

X
X

X
X

2.
3.

1.
2.

Bu
ild

in
g 

ca
pa

ci
tie

s f
or

 
in
sti
tu
tio

n 
an

d 
co

m
m

un
ity

 p
ro

vi
de

rs
 

in
 th

e 
ta

rg
et

ed
 H

Ds
 fo

r 
a 

qu
al

ity
 se

rv
ic

e 
pr

ov
isi

on
 in

 th
e 

fo
llo

w
in

g 
ar

ea
s:

 
PT

M
CT

, A
N

C,
 P

N
C,

 P
AC

Pe
rc

en
ta

ge
 o

f H
Ds

 
pr

ov
id

in
g 

Em
O

N
C 

ac
co

rd
in

g 
to

 st
an

da
rd

s 
(9

 fu
nc
tio

ns
) (a

)   

M
O

H 
(D

SF
) 

M
O

H 
(D

LM
EP

, 
DE

P,
 R

DP
H,

 H
D,

 
HF

, R
HP

F,
 

CE
N

AM
E)

, N
GO

X
X

X
X

X
Am

bu
la

to
ry

 c
ar

e 
ce

nt
re

s a
re

 
de

ve
lo

pe
d 

an
d 

op
er
ati

on
al

 
en

ou
gh

 



58

 

 

2.
3.

2:
 Im

pr
ov

in
g 

th
e 

pr
ov

isi
on

 o
f 

RM
N

CA
H 

he
al

th
ca

re
 a

nd
 

se
rv

ic
es

  
  

2.
3.

2.
1.

Gr
ad

ua
lly

 
ex

te
nd

 th
e 

pr
ov

isi
on

 
of

 R
M

N
CA

H 
he

al
th

ca
re

 
an

d 
se

rv
ic

es
 (o

ut
re

ac
h 

st
ra

te
gy

, t
el

em
ed

ic
in

e,
 

su
bs

id
y 

or
 fr

ee
 c

ar
e 

fo
r 

so
m

e 
gr

ou
ps

, e
tc

.) 
at

 
th

e 
na

tio
na

l l
ev

el
 

w
hi

le
 im

pr
ov

in
g 

th
e 

qu
al

ity
 o

f c
ar

e 
pr

ov
id

ed
 (g

oo
d 

re
ce

pti
on

, u
se

 o
f 

no
rm

ati
ve

 d
oc

um
en

ts
)

De
liv

er
y 

ra
te

s i
n 

a 
he

al
th

 fa
ci

lit
y 

M
O

H 
(D

SF
) 

M
O

H 
(D

LM
EP

, 
DE

P,
 R

DP
H,

 H
D,

 
HF

, R
HP

F,
 

CE
N

AM
E)

, N
GO

X   
X  

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 
re

so
ur

ce
s  

Pe
rc

en
ta

ge
 o

f H
Fs

 
im

pl
em

en
tin

g 
O
pti

on
 B

+
M

O
H 

(N
AC

C)
 

M
O

H
( D

LM
EP

), 
TF

P 

2.
3.

3:
 S

tr
en

gt
he

ni
ng

 o
f 

in
te

gr
at

ed
 c

om
m
un

ic
ati

on
 a

t a
ll 

le
ve

ls 
fo

r p
op

ul
ati

on
 

m
ob

ili
za
tio

n 
ar

ou
nd

 th
e 

RM
N

CA
H 

ta
rg

et
s 

2.
3.

3.
1.

Ca
rr

y 
on

 C
4D

 
(a

dv
oc

ac
y,

 so
ci

al
 

m
ob

ili
za
tio

n,
 C

BC
 a

nd
 

co
m

m
un

ity
 

su
pe

rv
isi

on
) t

o 
in

cr
ea

se
 th

e 
us

e 
of

 
he

al
th

ca
re

 a
nd

 
se

rv
ic

es
 p

ro
vi

de
d 

in
 

HF
s a

nd
 b

y 
CH

W
s 

Pe
rc

en
ta

ge
 o

f c
hi

ld
re

n 
th

at
 c

am
e 

fo
r P

N
C 

w
ith

in
 4

8 
ho

ur
s 

fo
llo

w
in

g 
bi

rt
h.

 

M
O

H 
(D

SF
) 

M
O

H 
( D

LM
EP

), 
TF

P 

X
X

X
X

St
ra

te
gi

c 
su

b-
ax

is
2.

4:
 P

re
ve

nti
on

 o
f n

on
 c

om
m

un
ic

ab
le

 d
ise

as
es

Sp
ec
ifi

c 
ob

je
cti

ve
 P

RE
V 

42
.4

: B
y 

20
20

, r
ed

uc
e 

by
 a

t l
ea

st
 

5%
 th

e 
pr

ev
al

en
ce

 o
f t

he
 m

ai
n 

no
n 

co
m

m
un

ic
ab

le
 

di
se

as
es

 (d
ia

be
te

s a
nd

 H
yp

er
te

ns
io

n)
 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Pr

ev
al

en
ce

 o
f h

yp
er

te
ns

io
n 

in
 

pe
op

le
 a

ge
d 

15
 a

nd
 a

bo
ve

 in
 

ur
ba

n 
ar

ea
s (

FO
R 

TH
E 

RE
CO

RD
) 

29
.7

%
 

Ki
ng

ue
 e

t a
l. 

20
15

 
29

%
28

.5
%

 
28

%
27

.5
%

 
27

%

Pr
ev

al
en

ce
 o

f T
yp

e 
2 

Di
ab

et
es

 in
 

pe
op

le
 a

ge
d 

at
 le

as
t 1

8 
ye

ar
s i

n 
ur

ba
n 

ar
ea

s 

6.
60

%
 

Ki
ng

ue
 e

t a
l. 

20
15

 
6.

60
%

6.
60

%
 

6.
5%

6%
5.

8%
 



59

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 in

di
ca

to
rs

Se
rv

ic
e 

in
 

ch
ar

ge
 

Im
pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
2.

4.
1:

 S
tr

en
gt

he
ni

ng
 th

e
co

or
di

na
tio

n 
an

d 
in

te
gr
ati

on
 o

f 
in
te
rv
en

tio
ns

 o
n 

th
e 

pr
ev

en
tio

n 
of

 N
TD

s (b
)  

  

2.
4.

2 
Pr
om

oti
ng

 in
te

rv
en

tio
ns

 
th

at
 e

na
bl

e 
to

 re
du

ce
 

m
od

ifi
ab

le
 ri

sk
 fa

ct
or

s o
f n

on
-

co
m

m
un

ic
ab

le
 d

ise
as

es
: 

sm
ok

in
g,

 p
oo

r f
ee

di
ng

, 
se

de
nt

ar
y 

lif
es

ty
le

 a
nd

 a
lc

oh
ol

 
ab

us
e 

2.
4.

2.
1.

 S
tr

en
gt

he
n 

th
e 

m
ec

ha
ni

sm
 p

ro
hi
bi
tin

g 
th

e 
sa

le
s o

f i
lli

ci
t o

r 
sm

ug
gl

ed
 fo

od
 

pr
od

uc
ts

 

An
nu

al
 n

um
be

r o
f s

ei
zu

re
s m

ad
e 

fo
r s

m
ug

gl
ed

 fo
od

 p
ro

du
ct

s 
M

IN
CO

M
M

ER
CE

 
M

IN
CO

M
M

ER
CE

, M
IN

AD
ER

, 
AN

O
R 

X
X

X
X

X

2.
4.

3 
Pr
om

oti
ng

 re
se

ar
ch

 to
 

re
du

ce
 th

e 
in

ci
de

nc
e 

of
 N

TD
s(b

)  
  

2.
4.

4 
Se
ns
iti
za
tio

n 
of

 th
e 

po
pu

la
tio

n 
no

n 
co

m
m

un
ic

ab
le

 
di

se
as

es
 a

nd
 e

nc
ou

ra
gi

ng
 

pr
ev
en

tio
n 

2.
4.

4.
1.

De
ve

lo
p 

a 
st

ra
te

gy
 fo

r i
nt

eg
ra

te
d 

co
m

m
un

ic
ati

on
 fo

r t
he

 
pr
ev
en

tio
n 

of
 n

on
 

co
m

m
un

ic
ab

le
 

di
se

as
es

 (F
O

R 
TH

E 
RE

CO
RD

)  

Pe
rc

en
ta

ge
 o

f H
Ds

 w
ith

an
in

te
gr

at
ed

 c
om

m
un

ic
ati

on
 p

la
n 

fo
r h

ea
lth

 p
ro

m
oti

on
 a

nd
 

di
se

as
e 

pr
ev

en
tio

n 
(F

O
R 

TH
E 

RE
CO

RD
) 

M
O

H 
(D

PS
) 

M
O

H 
(D

LM
EP

, 
DR

O
S,

 R
DP

H,
 

HD
, H

F)
, N

IS
, 

TF
P,

 M
IN

CO
M

 

X
X

X
X

X

2.
4.

4.
2.

O
rg

an
ize

 a
t 

le
as

t o
ne

 a
nn

ua
l 

ca
m

pa
ig

n 
at

 th
e 

re
gi

on
al

 le
ve

l f
or

 th
e 

pr
ev
en

tio
n 

an
d 

sc
re

en
in

g 
of

 N
TD

s 
(H

yp
er

te
ns

io
n,

 
di

ab
et

es
, c

an
ce

rs
, e

tc
.) 

2.
4.

4.
2.

O
rg

an
ize

at
 le

as
t o

ne
 

an
nu

al
 c

am
pa

ig
n 

at
 th

e 
re

gi
on

al
 

le
ve

l f
or

 th
e 

pr
ev
en

tio
n 

an
d 

sc
re

en
in

g 
of

 N
TD

s 
(H

yp
er

te
ns

io
n,

 d
ia

be
te

s,
 

ca
nc

er
s,

 e
tc

.) 
 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
O

ST
S,

 
DP

S,
 R

DP
H,

 
SS

D,
 H

F,
 

Pr
io

rit
y 

pr
og

ra
m

m
es

), 
TF

P 

X
X

X
X

X



60

 

 

2.
4.

5 
: I

m
pr

ov
in

g
th

e
pr

ev
en

tio
n 

of
 o

ra
l d

ise
as

es
, v

isu
al

 a
nd

 
he

ar
in

g 
im

pa
irm

en
ts

(b
)  

 

  

2.
4.

6 
St

re
ng

th
en

in
g 

th
e

pr
ev
en

tio
n 

of
 si

ck
le

-c
el

l a
ne

m
ia

, 
ot

he
r g

en
eti

c 
an

d 
de

ge
ne

ra
tiv

e 
di

se
as

es
 

2.
4.

6.
1.

St
re

ng
th

en
 th

e 
av

ai
la

bi
lit

y 
of

 se
rv

ic
e 

pr
ov

isi
on

 fo
r t

he
 

pr
ev
en

tio
n 

of
 g

en
eti

c 
di

se
as

es
 (s

ic
kl

e 
ce

ll 
an

em
ia

) a
t t

he
 

op
er
ati

on
al

 le
ve

l  

Pe
rc

en
ta

ge
 o

f R
DP

H 
th

at
 

or
ga

ni
ze

d 
at

 le
as

t o
ne

 sc
re

en
in

g 
an

d 
se
ns
iti
za
tio

n 
ca

m
pa

ig
n 

of
 

sic
kl

e 
ce

ll 
an

em
ia

 

M
O

H 
(D

LM
EP

) 
M

O
H 

(R
DP

H,
 

HD
, H

F,
 

di
al

og
ue

 
st

ru
ct

ur
e)

, 
co

m
m

un
ity

 
st

ak
eh

ol
de

rs
 

X
X

X
X

X

2.
4.

7 
: S

tr
en

gt
he

ni
ng

 th
e

pr
ev
en

tio
n 

of
 m

en
ta

l d
iso

rd
er

s,
 

ep
ile

ps
y 

an
d 

ot
he

r n
eu

ro
lo

gi
ca

l 
di

so
rd

er
s(b

)  

  

2.
4.

8:
 S

tr
en

gt
he

ni
ng

 th
e

pr
ev
en

tio
n 

of
 d

ia
be

te
s,

 
hy

pe
rt

en
sio

n,
 c

ar
di

ov
as

cu
la

r 
an

d 
ki

dn
ey

 d
ise

as
es

(b
)  

  

2.
4.

9:
 S

tr
en

gt
he

ni
ng

 th
e

pr
ev
en

tio
n 

of
 c

an
ce

r, 
as

th
m

a 
an

d 
ot

he
r c

hr
on

ic
 re

sp
ira

to
ry

 
di

se
as

es
(b

)  

  

2.
4.

10
:S

tr
en

gt
he

ni
ng

 th
e 

pr
ev
en

tio
n 

of
 ra

re
 d

ise
as

es
(b

)  
 

 



61

 

 

 

ST
RA

TE
G

IC
 A

XI
S

3:
 C

AS
E 

M
AN

AG
EM

EN
T

Co
re

 p
ro

bl
em

of
 th

e 
co

m
po

ne
nt

: 
Th

e 
qu

al
ity

 o
f d

ia
gn

os
is 

an
d 
cu
ra
tiv

e 
ca

se
 m

an
ag

em
en

t i
s i

na
de

qu
at

e.
 

St
ra

te
gi

c 
ob

je
cti

ve
:

By
 2

02
0,

 re
du

ce
 th

e 
ov

er
al

l m
or

ta
lit

y 
an

d 
le

th
al

ity
 in

 h
ea

lth
 fa

ci
liti

es
 a

nd
 th

e 
co

m
m

un
ity

 
Tr

ac
er

 in
di

ca
to

rs
:

            

-
Pe

ri-
op

er
ati

ve
 m

or
ta

lit
y 

ra
te

 in
 3

rd
 a

nd
 4

th
 c

at
eg

or
y 

ho
sp

ita
ls 

-
Sp

ec
ifi

c 
m

or
ta

lit
y 

ra
te

 fo
r m

al
ar

ia
 in

 c
hi

ld
re

n 
be

lo
w

 5
 y

ea
rs

of
 a

ge
-

In
tr

a-
ho

sp
ita

l d
ire

ct
 o

bs
te

tr
ic

al
le

th
al

ity
 ra

te
  

-
M

at
er

na
l m

or
ta

lit
y 

ra
te

-
N

ew
bo

rn
 m

or
ta

lit
y 

ra
te

-
Ch

ild
 m

or
ta

lit
y 

ra
te

-
N

eo
na

ta
l a

nd
 c

hi
ld

 m
or

ta
lit

y 
ra

te
St

ra
te

gi
c 

su
b-

ax
is

3.
1:

 C
ur
ati

ve
 m

an
ag

em
en

t o
f c

om
m

un
ic

ab
le

 a
nd

 n
on

 c
om

m
un

ic
ab

le
 d

ise
as

es
 

Sp
ec
ifi

c 
ob

je
cti

ve
 C

M
1 

3.
1:

 B
y 

20
20

, e
ns

ur
e 

a 
cu
ra
tiv

e
m

an
ag

em
en

t a
cc

or
di

ng
 to

 st
an

da
rd

s o
f t

he
 m

ai
n 

co
m

m
un

ic
ab

le
 

an
d 

no
n-

co
m

m
un

ic
ab

le
 d

ise
as

es
 a

s w
el

l a
s t

he
ir 

co
m

pl
ic
ati

on
s 

in
 a

t l
ea

st
 3

0%
 o

f h
ea

lth
 fa

ci
liti

es
. 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Tr

ea
tm

en
ts

uc
ce

ss
 ra

te
 o

f 
sm

ea
r-

po
siti

ve
 T

B 
pa

tie
nt
s  

82
%

 
20

13
 C

oh
or

t, 
N

TB
CP

 R
ep

or
t 

83
%

84
%

85
%

86
%

87
%

Tr
ea

tm
en

t s
uc

ce
ss

 
ra

te
 o

f T
PB

+ 

Pe
rc

en
ta

ge
 o

f c
as

es
 o

f 
Bu

ru
li 

ul
ce

r c
ur

ed
 w

ith
ou

t 
an

y 
co
m
pl
ic
ati

on
s 

80
%

 
ac
tiv

ity
 re

po
rt

 
on

 N
TD

 
82

%
84

%
86

%
88

%
90

%

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

Tr
ac

er
 in

di
ca

to
rs

Se
rv
ic
e 

in
 

ch
ar

ge
 

Im
pl
em

en
tin

g
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
3.

1.
1.

Im
pr
ov

in
g

th
e 

qu
al

ity
 o

f 
he

al
th

ca
re

 a
nd

 se
rv

ic
es

 in
 H

Fs
 in

 
th

ei
r 8

 a
sp

ec
ts

, f
oc

us
in

g 
on

 th
e 

re
ce
pti

on
 o

f p
ati

en
ts

 

3.
1.

1.
1.

 S
en

siti
ze

 
he

al
th

ca
re

 a
nd

 se
rv

ic
e 

pr
ov

id
er

s  
on

 th
e 

im
po

rt
an

ce
 o

f g
oo

d 
re
ce
pti

on
 

Sa
tis
fa

cti
on

 in
de

x
fr

om
 

be
ne

fic
ia
rie

s o
f h

ea
lth

 
se
rv

ic
es

 a
nd

 c
ar

e 
 

M
O

H 
an

d 
N

IS
 

M
O

H 
(  

DO
ST

S,
 

RD
PH

, H
F,

 
Co

m
m

. U
ni

t.,
 

CO
N

AC
, 

CO
N

SU
PE

, 
DG

RE
 

X
X

X
X

X



62

 

 

3.
1.

2 
Im

pr
ov

in
g 

th
e

di
ag

no
sis

 a
nd

 
cu
ra
tiv

e 
ca

se
 m

an
ag

em
en

t o
f 

HI
V/

AI
DS

, T
B,

 S
TI

s a
nd

 v
ira

l 
He

pa
titi

s 

3.
1.

2.
1.

En
su

re
 th

e 
av

ai
la

bi
lit

y 
of

 in
pu

ts
 fo

r t
he

 
di

ag
no

sis
 a

nd
 c

as
e 

m
an

ag
em

en
t o

f 
co

m
m

un
ic

ab
le

 d
ise

as
es

 
(H

IV
, T

B,
 S

TI
s a

nd
 v

ira
l 

He
pa

titi
s)

 

Av
er

ag
e 

nu
m

be
r o

f 
es
se
nti

al
 tr

ac
er

 d
ru

gs
 

st
oc

k-
ou

ts
 in

 H
Fs

 (F
O

R 
TH

E 
RE

CO
RD

) 

DP
M

L 
DL

M
EP

, R
DP

H,
 

N
TB

CP
, N

AC
C,

 
CA

PR
, D

HS
, H

F,
 

CH
W

 

X
X

X
X

X
An

tic
ip
ati

on
 a
cti

on
s 

ta
ke

n 
fo

r t
he

 
po

te
nti

al
 w

ith
dr

aw
al

 
of

 so
m

e 
TF

Ps
 

co
m

m
itt
ed

 in
 th

e 
pu

rc
ha

se
 o

f d
ru

gs
 

es
pe

ci
al

ly
 A

RV
, 

va
cc

in
es

, R
H 

pr
od

uc
ts

, b
lo

od
 

pr
od

uc
ts

 a
nd

 th
ei

r 
de

riv
ati

ve
s.

 
3.

1.
3.

 Im
pr

ov
in

g 
th

e
di

ag
no

sis
 a

nd
 

ca
se

 m
an

ag
em

en
t o

f m
al

ar
ia

 a
nd

 
m

ai
n 

ca
us

es
 o

f f
ev

er
 (D

en
gu

e,
 

Ty
ph

oi
d,

 F
lu

...
) 

3.
1.

3.
1.

 S
ys
te
m
ati

c 
us

e 
of

 
op

er
ati

on
al

 p
ro

ce
du

re
s a

nd
  

pr
ot

oc
ol

s a
pp

ro
ve

d 
fo

r t
he

 
di

ag
no

sis
 a

nd
 c

as
e 

m
an

ag
em

en
t o

f m
al

ar
ia

 

Pe
rc

en
ta

ge
 o

f 4
th

, 5
th

 
an

d 
6t

h 
ca

te
go

ry
 ta

rg
et

ed
 

ho
sp

ita
ls 

w
he

re
 7

5%
 o

f 
te

ch
ni

ca
l s

ta
ff 

ap
pl

y 
pr

ot
oc

ol
s f

or
 c

as
e 

m
an

ag
em

en
t o

f 
co

m
m

un
ic

ab
le

 d
ise

as
es

 
(M

al
ar

ia
, A

ID
S,

 T
B)

 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
O

ST
S,

 
IG

SM
P,

 D
PS

, 
RD

PH
, D

HS
, 

Pr
io

rit
y 

pr
og

ra
m

m
es

, 
HF

)  

X
X

X
X

3.
1.

4:
 Im

pr
ov

in
g 

th
e 

di
ag

no
sis

 a
nd

 
ca

se
 m

an
ag

em
en

t o
f N

eg
le

ct
ed

 
Tr

op
ic

al
 D

ise
as

es
 

3.
1.

4.
1.

 S
ys

te
m

ati
c

us
e 

of
 

op
er
ati

on
al

 p
ro

ce
du

re
s a

nd
 

pr
ot

oc
ol

s a
pp

ro
ve

d 
fo

r t
he

 
di

ag
no

sis
 a

nd
 tr

ea
tm

en
t o

f 
N

TD
s 

Pe
rc

en
ta

ge
 o

f t
ar

ge
te

d 
DH

s w
he

re
 7

5%
 o

f 
te

ch
ni

ca
l s

ta
ff 

ap
pl

y 
pr

ot
oc

ol
s f

or
 th

e 
m

an
ag

em
en

t o
f m

ai
n 

N
TD

s (
Bu

ru
li 

U
lc

er
, 

Le
pr

os
y)

  

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
O

ST
S,

 
IG

SM
P,

 D
PS

, 
RD

PH
, D

HS
, 

Pr
io

rit
y 

pr
og

ra
m

m
es

, 
HF

)  

X
X

X
X

3.
1.

5:
 Im

pr
ov

in
g 

th
e 

di
ag

no
sis

 
an

d 
ca

se
 m

an
ag

em
en

t o
f N

on
 

Co
m

m
un

ic
ab

le
 D

ise
as

es
 

3.
1.

5.
1.

De
ce

nt
ra

liz
e 

th
e 

m
an

ag
em

en
t o

f c
hr

on
ic

 
di

se
as

es
 (H

yp
er

te
ns

io
n,

 
st

ro
ke

, d
ia

be
te

s,
 e

tc
.) 

th
ro

ug
h 

th
e 

cr
ea
tio

n 
of

 
am

bu
la

to
ry

 m
ed

ic
al

 

%
 o

f t
ar

ge
te

d 
M

HC
s 

w
he

re
 7

5%
 o

f t
ec

hn
ic

al
 

st
aff

 a
pp

ly
 g

ui
de

lin
es

 fo
r 

ta
sk

 sh
ift
in

g 
du

rin
g 

th
e 

m
an

ag
em

en
t o

f 
hy

pe
rt

en
sio

n 
an

d 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
SF

, 
DP

M
L,

 IH
C,

 
M

HC
, D

H,
 H

D)
, 

Pr
io

rit
y 

pr
og

ra
m

m
es

, 
co

m
m

un
ity

 

X
X

X
X

X



63

 

 

ce
nt

re
s a

nd
 ta

sk
 sh

ift
in
g

at
 

th
e 

de
vo

lv
ed

 le
ve

l 
di

ab
et

es
st

ak
eh

ol
de

rs

3.
1.

5.
2.

O
rg

an
ize

 c
ar

e 
ac
tiv

iti
es
/c
am

pa
ig
ns

 o
ut

 o
f 

HF
s f

or
 p

op
ul

ati
on

s l
iv

in
g 

in
 

di
ffi
cu
lt-

to
-a

cc
es

s a
re

as
  

Hy
pe

rt
en

sio
n/

di
ab

et
es

 
sc

re
en

in
g 

ra
te

 re
co

rd
ed

 
du

rin
g 

W
or

ld
 D

ay
s f

or
 th

e 
fig

ht
 a
ga
in
st

 th
es

e 
pa

th
ol

og
ie

s 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

LM
EP

, 
RD

PH
, D

HS
, 

Pr
io

rit
y 

pr
og

ra
m
m
es
, 

HF
, C

HW
), 

CS
O

 

X
X

X
X

X
Th

e 
pr

oc
es

s o
f t

as
k 

sh
ift
in
g 

at
 th

e 
op

er
ati

on
al

 le
ve

l i
s 

eff
ec
tiv

e 
in

 th
e 

he
al

th
 sy

st
em

 

3.
1.

6:
 Im

pr
ov

in
g 

th
e 

co
m

pr
eh

en
siv

e 
(h

ol
isti

c)
 c

as
e 

m
an

ag
em

en
t a

t a
ll 

le
ve

ls 
of

 th
e 

he
al

th
 p

yr
am

id
 

3.
1.

6.
1 

De
ve

lo
p 

an
d 

en
su

re
 

th
e 

us
e 

of
 si

m
pl
ifi

ed
 g

ui
de

s 
an

d 
pr

ot
oc

ol
s f

or
 th

e 
co

m
pr

eh
en

siv
e 

m
an

ag
em

en
t o

f d
ise

as
es

  

Pe
rc
en

ta
ge

 o
f 4

th
, 5

th
 

an
d 

6t
h 

ca
te
go

ry
 ta

rg
et

ed
 

ho
sp

ita
ls 

w
he

re
 7

5%
 o

f 
te

ch
ni

ca
l s

ta
ff 

ap
pl

y 
pr

ot
oc

ol
s f

or
 c

as
e 

m
an

ag
em

en
t o

f 
co

m
m

un
ic

ab
le

 d
ise

as
es

 
(M

al
ar

ia
, A

ID
S,

 T
B)

 (F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

LM
EP

, 
RD

PH
, D

HS
, 

HF
, C

HW
), 

CS
O

 

X
X

X
X

X

%
 o

f t
ar
ge

te
d 

M
HC

s a
nd

 
DH

s w
he

re
 7

5%
 o

f 
te

ch
ni

ca
l s

ta
ff 

us
e 

m
an

ag
em

en
t 

st
an

da
rd
s/
pr

ot
oc

ol
s o

f 
m

ai
n 

no
n 

co
m

m
un

ic
ab

le
 

di
se

as
es

 (d
ia

be
te

s,
 

m
en

ta
l h

ea
lth

, 
Hy

pe
rt

en
sio

n)
 



64

 

 

3.
1.

6.
2.

 S
en

siti
ze

 c
ar

e 
pr

ov
id

er
s o

n 
th

e 
pa

tie
nt

-
ce

nt
er

ed
 a

pp
ro

ac
h 
(h
ol
isti

c 
ca

se
 m

an
ag

em
en

t) 

Sa
tis
fa

cti
on

 in
de

x 
fo
r t

he
 

be
ne

fic
ia
rie

s o
f h

ea
lth

 
se

rv
ic

es
 a

nd
 c

ar
e 

(F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(G

en
er

al
 

In
sp

ec
to

ra
te

s)
 a

nd
 

N
IS

 

M
O

H 
(  

DO
ST

S,
 

RD
PH

, H
F,

 
Co

m
m
un

ic
ati

o
n.

 U
ni

t.,
 

CO
N

AC
, 

CO
N

SU
PE

, 
DG

RE
 

X
X

X
X

X

3.
1.

6.
3.

En
su

re
 h

os
pi

ta
l 

m
an

ag
em

en
t o

f c
hi

ld
re

n 
be

lo
w

 5
 y

ea
rs

 o
f a

ge
 

ac
co

rd
in

g 
to

 st
an

da
rd

s 

%
 o
f t

ar
ge

te
d 

IH
Cs

 a
nd

 
M

HC
s t

ha
t  

m
an

ag
ed

 a
t 

le
as

t 8
0%

 o
f c

hi
ld

re
n 

be
lo

w
 5

 y
ea

rs
 o
f a

ge
 

su
ffe

rin
g 
fr
om

 
di

ar
rh

oe
a/

AR
Is

 w
ith

 IM
CI

 
ap

pr
oa

ch
  

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
O

ST
S,

 
DS

F,
 H

F,
 R

DP
H,

 
HD

) 

X
X

X
X

X

3.
1.

6.
4.

De
ve

lo
p 

an
d 

im
pl

em
en

t p
al

lia
tiv

e 
ca

re
 

pr
ot

oc
ol

s 

%
 o
f D

Hs
 a

nd
 R

Hs
 u

sin
g 

ap
pr

ov
ed

 p
al
lia
tiv

e 
ca

re
 

pr
ot

oc
ol

s 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

LM
EP

, 
N

Ca
CP

, H
F,

 
RD

PH
, H

D)
 

X
X

X
X

X

St
ra

te
gi

c 
su

b-
ax

is
3.

2:
 M

at
er

na
l, 

ne
w

bo
rn

, c
hi

ld
 a

nd
 a

do
le

sc
en

t c
on

di
tio

ns
 

Sp
ec
ifi

c 
ob

je
cti

ve
 C

M
2.

3.
2:

 B
y 

20
20

, e
ns

ur
e 

an
 o

ve
ra

ll 
m

an
ag

em
en

t a
cc

or
di

ng
 to

 st
an

da
rd

s,
 o
f t

he
 m

at
er

na
l, 

ne
w

bo
rn

, 
ch

ild
 a

nd
 a

do
le

sc
en

t h
ea

lth
 is

su
es

 a
t t

he
 c

om
m

un
ity

 le
ve

l a
nd

 in
 

at
 le

as
t 6

0%
 o
f h

ea
lth

 fa
ci
liti

es
. 

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e 

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Pe

rc
en

ta
ge

 o
f n

ew
bo

rn
 

w
ho

 c
am

e 
fo
r p

os
tn

at
al

 
ca

re
 w

ith
in

 4
8 

ho
ur

s 
fo

llo
w

in
g 

bi
rt

h 

68
.5

%
  

M
IC

S5
69

%
69

.5
%

 
70

%
72

.5
%

 
75

%
Im

pr
ov

in
g 

 te
ch

ni
ca

l 
pl
atf

or
m

s,
 re

ce
pti

on
 

an
d 

ac
ce

ss
ib

ili
ty

 to
 

ca
re

 
De

liv
er

y 
ra

te
s i

n 
a 

he
al

th
 

fa
ci
lit
y 

 
61

.3
%

 
M

IC
S5

62
%

64
%

66
%

68
%

70
%

Pe
rc

en
ta

ge
 o
f o

bs
te

tr
ic

 
fis

tu
la

 c
as

es
 re

pa
ire

d 
N

D 
In

cr
ea

se
 b

y 
30

%
 o

ve
r t

he
 p

er
io

d
Im

pr
ov

in
g 
fin

an
ci

al
 

ac
ce

ss
ib

lit
y 

to
 c

ar
e 

Ra
te

s o
f c

ae
sa

ria
n 

se
cti

on
s  

2.
4%

 
CE

m
O

N
C 

Su
rv

ey
 2

01
5 

3.
5%

5%
6%

7%
8%

  



65

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
  

Tr
ac

er
 In

di
ca

to
rs

Se
rv

ic
e 

in
 

ch
ar

ge
 

Im
pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
3.

2.
1 

 Im
pr

ov
in

g 
fin

an
ci

al
 a

nd
 

cu
ltu

ra
l a

cc
es

sib
ili

ty
 to

 R
M

N
CA

H 
ca

re
 a

nd
 se

rv
ic

es
 b

y 
ta

rg
eti

ng
 a

s 
pr

io
rit

y 
th

e 
m

os
t v

ul
ne

ra
bl

e 
po

pu
la
tio

ns
 a

nd
 th

e 
m

os
t 

un
de

rp
riv

ile
ge

d 
di

st
ric

ts
 

3.
2.

1.
1.

St
re

ng
th

en
in

g 
th

e 
im

pl
em

en
ta
tio

n 
of

 o
ng

oi
ng

 
st

ra
te

gi
es

 a
im

ed
 a

t 
im

pr
ov

in
g 

ge
og

ra
ph

ic
al

, 
cu

ltu
ra

l a
nd

 fi
na

nc
ia
l 

ac
ce

ss
ib

ili
ty

 o
f R

M
N

CA
H 

ta
rg

et
s t

o 
qu

al
ity

 se
rv

ic
es

 
an

d 
ca

re
 

Pe
rc

en
ta

ge
 o

f I
HC

s t
ha

t
ac

hi
ev

ed
 a

t l
ea

st
 h

al
f o

f 
th

e 
pl

an
ne

d 
ou

tr
ea

ch
/s

im
pl
ifi

ed
 

st
ra

te
gi

es
 

M
O

H 
(D

SF
) 

M
O

H 
(D

LM
EP

, 
RD

PH
, H

D 
HF

) 
X

X
X

X
X

3.
2.

2.
 Im

pr
ov

in
g 

ge
og

ra
ph

ic
al

 
av

ai
la

bi
lit

y 
an

d 
ac

ce
ss

ib
ili

ty
 to

 
se

rv
ic

es
 re

la
te

d 
to

 th
e 

pr
ev

en
tio

n 
of

 v
er
tic

al
 tr

an
sm

iss
io

n 
of

 H
IV

 a
nd

 
He

pa
titi

s B
 fr

om
 m

ot
he

r t
o 

ch
ild

 
(s

ca
lin

g 
up

 P
M

TC
T 

in
 th

e 
ov

er
al

l 
fu
nc
tio

na
l H

Fs
) (b

)  

  

3.
2.

3 
Im

pr
ov

in
g 

th
e 

in
te

gr
at

ed
 

m
an

ag
em

en
t o

f c
hi

ld
 il

ln
es

se
s 

(C
lin

ic
al

 a
nd

 c
om

m
un

ity
 IM

CI
) 

3.
2.

3.
1.

Pr
ov

id
e 

ch
ild

re
n 

be
lo

w
 5

 y
ea

rs
 o

f a
ge

 w
ith

 
he

al
th

ca
re

 a
nd

 se
rv

ic
es

 
w

hi
le

 u
sin

g 
IM

CI
 a

pp
ro

ac
h 

  

Pe
rc

en
ta

ge
 o

f D
Hs

 w
ith

 a
t 

le
as

t 1
 p

er
so

nn
el

 tr
ai

ne
d 

in
 c

lin
ic

al
 IM

CI
 

M
O

H 
(D

SF
) 

M
O

H 
(D

LM
EP

, 
RD

PH
, H

F,
 

CH
W

), 
CS

O
/C

BO
, 

M
IN

JU
ST

IC
E,

 
DG

SN
, M

IN
DE

F

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 re
so

ur
ce

s 
fo

r t
he

 tr
ai

ni
ng

 o
f 

HR
H 

in
 IM

CI
 

3.
2.

4 
: I

m
pr

ov
in

g 
th

e 
av

ai
la

bi
lit

y 
of

 
qu

al
ity

 R
M

N
CA

H 
se

rv
ic

e 
an

d 
ca

re
 

pr
ov

isi
on

 p
ac

ka
ge

s 

3.
2.

4.
1.

En
su

re
 th

e 
pr

op
er

 
us

e 
at

 a
ll 

le
ve

ls 
of

 
no

rm
ati

ve
 d

oc
um

en
ts

 a
nd

 
op

er
ati

on
al

 p
ro

ce
du

re
s f

or
 

th
e 

m
an

ag
em

en
t o

f m
ot

he
r 

an
d 

ch
ild

 h
ea

lth
. 

Pe
rc

en
ta

ge
 o

f t
ar

ge
te

d 
M

HC
s a

nd
 D

Hs
 w

he
re

 
75

%
 o

f t
ec

hn
ic

al
 

pe
rs

on
ne

l a
pp

ly
 a

pp
ro

ve
d 

pr
ot

oc
ol

s f
or

 th
e 

m
an

ag
em

en
t o

f m
ot

he
r 

an
d 

ch
ild

 h
ea

lth
  

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

SF
, 

IG
SM

P)
 

X
X

X
X

X



66

 

 

3.
2.

4.
2

St
re

ng
th

en
in

g 
se

rv
ic

e 
pr

ov
isi

on
 fo

r t
he

 
pr

op
er

 m
an

ag
em

en
t o

f 
ad

ol
es

ce
nt

 h
ea

lth
 in

 d
ist

ric
t 

ho
sp

ita
ls.

 

Pe
rc

en
ta

ge
 o

f D
Hs

 th
at

 
ha

ve
 u

se
r-

fr
ie

nd
ly

 
se

rv
ic

es
 fo

r t
he

 
m

an
ag

em
en

t o
f 

ad
ol

es
ce

nt
 h

ea
lth

. 

M
O

H 
(D

SF
) 

M
O

H 
(D

O
ST

S,
 

HF
), 

M
IN

PR
O

FF
, 

M
IN

JE
C,

 
M

IN
AS

 

X
X

X
X

3.
2.

4.
3.

En
su

re
 in

 H
Ds

 th
e 

av
ai

la
bi

lit
y 

of
 h

ig
h-

im
pa

ct
 

in
te
rv
en

tio
n 

pa
ck

ag
es

 o
n 

th
e 

m
at

er
na

l, 
ne

w
bo

rn
 a

nd
 

ch
ild

 h
ea

lth
 (B

Em
O

N
C,

 
Em

O
N

C,
 C

Em
O

C,
 P

AC
...

) 

Pe
rc

en
ta

ge
 o

f c
hi

ld
re

n 
bo

rn
 o

f H
IV

 p
os

iti
ve

 
m

ot
he

rs
 o

n 
AR

T 

M
O

H 
(D

SF
) 

M
O

H 
(D

RH
, 

DL
M

EP
, D

PM
L,

 
N

AC
C)

 

X
X

X
X

X

Pe
rc

en
ta

ge
 o

f H
Ds

 
pr

ov
id

in
g 

at
 le

as
t 7

5%
 o

f 
CH

P 
in
te
rv
en

tio
ns

 (F
O

R 
TH

E 
RE

CO
RD

) 
3.

2.
5 

Bu
ild

in
g 

of
 in

sti
tu
tio

na
l 

ca
pa

ci
tie

s i
n 

RM
N

CA
H 

in
 H

Fs
 a

nd
 

th
e 

co
m

m
un

ity
(b

)  

  

3.
2.

6:
 S

tr
en

gt
he

ni
ng

 in
te

gr
at

ed
 

co
m

m
un

ic
ati

on
 a

t a
ll 

le
ve

ls 
fo

r 
po

pu
la
tio

n 
m
ob

ili
za
tio

n 
ar

ou
nd

 
m

at
er

na
l, 

ne
w

bo
rn

 a
nd

 c
hi

ld
 

he
al

th
(b

) .  

  



67

 

  St
ra

te
gi

c 
su

b-
ax

is
3.

3:
 E

m
er

ge
nc

ie
s a

nd
 p

ub
lic

 h
ea

lth
 e

ve
nt

s
Sp

ec
ifi

c 
ob

je
cti

ve
 C

as
e 

m
an

ag
em

en
t 3

.3
.3

: B
y 

20
20

, 
en

su
re

 th
e 

m
an

ag
em

en
t o

f m
ed

ic
al

 a
nd

 su
rg

ic
al

 
em

er
ge

nc
ie

s a
nd

 p
ub

lic
 h

ea
lth

 e
ve

nt
s a

cc
or

di
ng

 to
 

st
an

da
rd

 o
pe

ra
tin

g 
pr

oc
ed

ur
es

 (S
O

Ps
) i

n 
at

 le
as

t 6
0%

 
of

 H
Ds

.  

Tr
ac

er
 in

di
ca

to
rs

Ba
se

lin
e

So
ur

ce
Pe

rio
d

Su
cc

es
s 

re
qu

ire
m

en
ts

 
20

16
20

17
20

18
20

19
20

20
Pe

ri-
op

er
ati

ve
 m

or
ta

lit
y 

in
2nd

,  
3rd

 a
nd

 4
th

 c
at

eg
or

y 
ho

sp
ita

ls 
(F

O
R 

TH
E 

RE
CO

RD
) 

N
D

Re
du

cti
on

 b
y 

20
%

 b
y 

th
e 

en
d 

of
 

th
e 

pe
rio

d 
Ba

sic
 st

ud
y,

 
st

ak
eh

ol
de

r 
co

m
m

itm
en

t (
TF

P,
 

M
O

H,
 c

om
m

un
ity

 
st

ak
eh

ol
de

rs
, 

pr
iv

at
e 

se
ct

or
) t

o 
th

e 
fin

an
ci

ng
 o

f 
N

HD
P 

in
te
rv
en

tio
ns

 
Pe

rc
en

ta
ge

 o
f t

ar
ge

te
d 

DH
s 

th
at

 m
an

ag
ed

 a
t l

ea
st

 8
0%

 o
f 

m
ed

ic
al

 a
nd

 su
rg

ic
al

 
em

er
ge

nc
y 

ca
se

s a
cc

or
di

ng
 

to
 S

O
Ps

 in
 th

e 
6 

la
st

 m
on

th
s 

N
D

13
%

40
%

53
%

10
0%

10
0%

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
Se

rv
ic

e 
in

 
ch

ar
ge

 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
3.

3.
1:

 S
tr

en
gt

he
ni

ng
 

m
ul
ti-

se
ct

or
 

co
or

di
na

tio
n 

in
 th

e 
m

an
ag

em
en

t o
f 

em
er

ge
nc

ie
s a

nd
 p

ub
lic

 
he

al
th

 e
ve

nt
s 

3.
3.

1.
1.

Es
ta

bl
ish

 a
t a

ll 
le

ve
ls 

a 
su

pp
or

t f
un

ds
 fo

r 
th

e 
co

or
di

na
tio

n 
of

 th
e 

m
an

ag
em

en
t o

f 
em

er
ge

nc
ie

s a
nd

 p
ub

lic
 

he
al

th
 e

ve
nt

s (
FO

R 
TH

E 
RE

CO
RD

 se
e 

CE
RP

LE
) 

Pe
rc

en
ta

ge
 o

f C
ER

PL
E 

ha
vi

ng
 

m
in

im
al

 o
pe

ra
tio

na
l 

ca
pa

ci
tie

s n
ee

de
d 

fo
r t

he
 

su
rv

ei
lla

nc
e 

of
 E

PD
s/

pu
bl

ic
 

he
al

th
 e

ve
nt

s a
nd

 re
sp

on
se

   

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
CO

O
P,

 
DL

M
EP

, R
DP

H,
 

HD
), 

ot
he

r 
m

in
ist

rie
s,

 T
FP

 

X
X

X
X

X

3.
3.

1.
2.

En
su

re
 th

e 
fu

nc
tio

ni
ng

 o
f t

he
 N
ati

on
al

 
Em

er
ge

nc
y 

O
pe

ra
tio

n 
Ce

nt
re

 fo
r e

ffe
cti

ve
 

Av
ai

la
bi

lit
y 

of
 a

 b
ud

ge
te

d 
na

tio
na

l p
la

n 
fo

r t
he

 
m

an
ag

em
en

t o
f p

ub
lic

 h
ea

lth
 

ev
en

ts
 a

nd
 a

nn
ua

l r
ep

or
ts

 o
f 

M
O

H 
(D

O
ST

S/
DL

M
EP

) 
M

O
H 

(R
DP

H,
 

HD
), 

M
IN

AT
D,

 
ot

he
r 

m
in

ist
rie

s,
 T

FP
 

X
X

X
X

X



68 

 

m
an

ag
em

en
t a

nd
 

co
or

di
na

tio
n 

of
 fi

el
d 

ac
tiv

iti
es

 

ac
tiv

iti
es

 re
la

te
d 

to
 th

e 
im

pl
em

en
ta
tio

n 
of

 th
e 

pl
an

  

M
O

H 
(D

LM
EP

) 
DL

M
EP

, 
M

IN
AT

D,
 o

th
er

 
m

in
ist

rie
s,

 T
FP

  

3.
3.

2:
 S

tr
en

gt
he

ni
ng

 th
e 

pr
ov

isi
on

al
 

m
an

ag
em

en
t p

ro
ce

ss
 o

f 
re

so
ur

ce
s f

or
 e
ffe

cti
ve

 
m

an
ag

em
en

t o
f m

ed
ic

al
 

an
d 

su
rg

ic
al

 e
m

er
ge

nc
y 

ca
se

s a
nd

 p
ub

lic
 h

ea
lth

 
ev

en
ts

 

3.
3.

2.
1 

Re
gu

la
rly

 su
pp

ly
 

he
al

th
 st

ru
ct

ur
es

 w
ith

 
in

pu
ts

 fo
r t

he
 

m
an

ag
em

en
t o

f m
ed

ic
al

 
an

d 
su

rg
ic

al
 e

m
er

ge
nc

ie
s 

aft
er

 a
ss

es
sm

en
t o

f t
he

ir 
in
sti
tu
tio

na
l, 

co
ns
um

pti
on

 
an

d 
m

an
ag

em
en

t 
ca

pa
ci
tie

s  

Pe
rc

en
ta

ge
 o

f D
Hs

 a
nd

 R
Hs

w
hi

ch
 h

av
e 

dr
ug

s/
co

ns
um

ab
le

s f
or

 
eff

ec
tiv

e 
m

an
ag

em
en

t o
f 

co
m

m
on

 m
ed

ic
al

 a
nd

 su
rg

ic
al

 
em

er
ge

nc
ie

s a
nd

 E
PD

s 
 

DP
M

L
DO

ST
S,

 D
LM

EP
, 

RF
HP

, M
IN

AT
D,

 
ot

he
r 

m
in

ist
rie

s,
 T

FP
 

X
X

X
X

X

3.
3.

2.
2.

St
re

ng
th

en
in

g 
th

e 
fu

nc
tio

ni
ng

 o
f t

he
 

re
sp

on
se

 m
ec

ha
ni

sm
 to

 
em

er
ge

nc
ie

s (
re

gu
la

r 
sim

ul
ati

on
 o

f e
m

er
ge

nc
y 

sit
ua

tio
ns
, s
ta
ffi
ng

 o
f 

in
ve
sti
ga
tio

n 
an

d 
re

sp
on

se
 

te
am

s)
 

Pr
op

or
tio

n 
of

 R
DP

H 
ha

vi
ng

 
m

ad
e 

sim
ul
ati

on
 o

f 
em

er
ge

nc
y 
sit
ua

tio
n 

ye
ar

ly
 

M
IN

AT
D 

(D
PC

) 
M

O
H 

(D
O

ST
S,

 
N

PH
O

, D
EP

, 
HI

U
, D

RO
S,

 
DL

M
EP

, R
DP

H)
, 

pa
rt

ne
r 

m
in

ist
rie

s  

X
X

X
X

X
Re

so
ur

ce
s a

re
 

m
ob

ili
se

d 
fo

r 
sim

ul
ati

on
 

ex
er

ci
se

s 

3.
3.

2.
3.

Es
ta

bl
ish

 m
ul
ti-

se
ct

or
 R

ap
id

 In
te

rv
en

tio
n 

an
d 

Re
sp

on
se

 T
ea

m
s 

(R
IR

Ts
) i

n 
th

e 
10

 re
gi

on
s 

Pe
rc

en
ta

ge
 o

f R
DP

H 
w

ith
 

Ra
pi

d 
In

te
rv

en
tio

n 
an

d 
Re

sp
on

se
 T

ea
m

s (
RI

RT
s)

   

M
O

H 
(D

LM
EP

/D
O

ST
S)

 
M

O
H 

(N
PH

O
, 

DE
P,

 H
IU

, 
DR

O
S,

 R
DP

H)
, 

pa
rt

ne
r 

m
in

ist
rie

s  

X
X

X
X

X



69

 

 

3.
3.

3 
Im

pr
ov

in
g 

th
e 

di
ag

no
sis

 a
nd

 c
ur
ati

ve
 

ca
se

 m
an

ag
em

en
t o

f 
em

er
ge

nc
ie

s a
nd

 p
ub

lic
 

he
al

th
 e

ve
nt

s  

3.
3.

3.
1.

En
su

re
 p

re
-h

os
pi

ta
l 

m
an

ag
em

en
t (
fir

st
 a

id
) o

f 
em

er
ge

nc
y 

ca
se

s w
ith

 th
e 

fu
ll 

pa
rti

ci
pa

tio
n 

of
 th

e 
co

m
m

un
ity

 

Pe
rc

en
ta

ge
 o

f H
Ds

 w
ith

co
m

m
un

ity
 te

am
s t

ra
in

ed
 in

 
fir

st
 a

id
 (F

O
R 

TH
E 

RE
CO

RD
) 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
O

ST
S,

 
RD

PH
, H

D,
 H

F)
, 

pa
rt

ne
r 

m
in

ist
rie

s,
 R

ed
-

Cr
os

s 

X
X

X
X

3.
3.

3.
2.

Bu
ild

 fi
na

nc
ia

l, 
in

fr
as

tr
uc

tu
ra

l, 
an

d 
te

ch
no

lo
gi

ca
l c

ap
ac

iti
es

 o
f 

CE
RP

LE
, t

he
 N
ati

on
al

 
Em

er
ge

nc
y 

O
pe

ra
tio

n 
Ce

nt
re

, a
nd

 b
or

de
r h

ea
lth

 
po

st
s o

n 
ra

pi
d 

an
d 

eff
ec
tiv

e 
re

sp
on

se
 in

 c
as

e 
of

 e
pi

de
m

ic
s a

nd
 o

th
er

 
pu

bl
ic

 h
ea

lth
 e

m
er

ge
nc

ie
s 

(F
O

R 
TH

E 
RE

CO
RD

) 

Pr
op

or
tio

n 
of

 C
ER

PL
E 

w
ith

m
in

im
al

 o
pe

ra
tio

na
l 

ca
pa

ci
tie

s n
ee

de
d 

fo
r t

he
 

su
rv

ei
lla

nc
e 

of
 E

PD
s/

pu
bl

ic
 

he
al

th
 e

ve
nt

s a
nd

 re
sp

on
se

(a
)  

(F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

LM
EP

) 
M

O
H 

(D
RF

P,
 

DO
ST

S,
 H

F)
, 

pa
rt

ne
r 

m
in

ist
rie

s,
 

Re
d-

Cr
os

s 

X
X

X
Av

ai
la

bi
lit

y 
of

 
fin

an
ci
al

 re
so

ur
ce

s 
      

3.
3.

3.
3.

Bu
ild

 H
HR

 te
ch

ni
ca

l 
ca

pa
ci
tie

s o
f D

Hs
/ R

Hs
/ 

bo
rd

er
 h

ea
lth

 p
os

ts
 a

nd
 

co
m

m
un

ity
 a

ct
or

s f
or

 a
n 

eff
ec
tiv

e 
re

sp
on

se
 to

 
ep

id
em

ic
s o

r o
th

er
 p

ub
lic

 
he

al
th

 e
m

er
ge

nc
ie

s  

Pr
op

or
tio

n 
of

 ta
rg

et
ed

 D
Hs

 
th

at
 m

an
ag

ed
 a

t l
ea

st
 8

0%
 o

f 
m

ed
ic

al
 a

nd
 su

rg
ic

al
 

em
er

ge
nc

ie
s c

as
es

 a
cc

or
di

ng
 

to
 S

O
Ps

 d
ur

in
g 

th
e 

la
st

 6
 

m
on

th
s (

FO
R 

TH
E 

RE
CO

RD
) 

 

M
IN

AT
D/

M
O

H 
M

O
H,

 
M

IN
DE

F 
, 

U
N

HC
R 

, 
M

IN
CO

M
, 

M
IN

JU
ST

IC
E,

 
M

IN
AS

, 
M

IN
PR

O
FF

, 
DG

SN
,  

TF
Ps

 

X
X

X
X

An
 in
sti
tu
tio

na
l 

an
d 

co
m

m
un

ity
 

he
al

th
 h

um
an

 
re

so
ur

ce
s n

ee
ds

 
as

se
ss

m
en

t i
s 

ca
rr

ie
d 

ou
t a

nd
 a

 
su
bs
ta
nti

al
 

al
lo
ca
tio

n 
of

 
re

so
ur

ce
s i

s 
eff

ec
tiv

e.
 

   



70

 

 

St
ra

te
gi

c 
su

b 
ax

is 
3.

4
: M

an
ag

em
en

t o
f D

isa
bi

lit
y 

Sp
ec
ifi

c 
ob

je
cti

ve
 C

M
 4

3.
4:

 R
ed

uc
e 

by
 a

t l
ea

st
 1

0%
 th

e 
pr
op

or
tio

n 
of

 th
e 

po
pu

la
tio

n 
w

ith
 a

t l
ea

st
 o

ne
 

co
rr

ec
ta

bl
e 

di
sa

bi
lit

y 
by

 2
02

0.
 

Tr
ac

er
 in

di
ca

to
rs

 
Ba

se
lin

e
So

ur
ce

Pe
rio

d
Su

cc
es

sr
eq

ui
re

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pr
op

or
tio

n 
of

 c
at

ar
ac

t 
pa

tie
nt
s a

nd
 w

ho
 

re
co

ve
re

d 
th

ei
r s

ig
ht

 
aft

er
 su

rg
er

y 
 

N
D

  
in

cr
ea

se
 b

y 
50

%
by

 th
e 

en
d 

of
 th

e 
pe

rio
d 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ic
e

in
 c

ha
rg

e 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
  

20
16

20
17

20
18

20
19

20
20

Su
cc

es
sr

eq
ui

re
m

en
ts

 

3.
4.

1 
: D

ra
fti

ng
an

 
in

te
gr

at
ed

 a
nd

 
co

or
di

na
te

d 
po

lic
y 

fo
r 

th
e 

m
an

ag
em

en
t o

f 
di

sa
bi

lit
y,

 in
cl

ud
in

g 
m

en
ta

l d
iso

rd
er

  

  

3.
4.

1.
1.

En
su

re
 d

isa
bi

lit
y 

m
an

ag
em

en
t i

n 
ac

co
rd

an
ce

 w
ith

 u
pd

at
ed

 
gu

id
el

in
es

 a
nd

 st
an

da
rd

s  

Pr
op

or
tio

n 
of

 R
Hs

 a
nd

 
CH

s t
ha

t e
ns

ur
ed

 
m

ed
ic

al
 m

an
ag

em
en

t 
ac

co
rd

in
g 

to
 th

e 
SO

Ps
 

of
 a

t l
ea

st
 7

0%
 o

f 
co

rr
ec

ta
bl

e 
ph

ys
ic

al
 

di
sa

bi
lit

y 
ca

se
s  

M
O

H 
(D

LM
EP

)
M

O
H 

(R
DP

Hs
, 

HD
s,

 H
Fs

), 
M

IN
AS

, M
IN

FI
, 

le
ar

ne
d 

so
ci
eti

es
, T

FP
s 

X
X

X
X

X

Pr
op

or
tio

n 
of

 D
Hs

 
w

ith
 a

n 
op

er
ati

on
al

 
ph

ys
io

th
er

ap
y 

un
it 

3.
4.

2 
: D

ec
en

tr
al

izi
ng

 th
e 

in
te
rv
en

tio
ns

 o
f d

isa
bi

lit
y 

m
an

ag
em

en
t  

3.
4.

2.
1.

St
re

ng
th

en
in
sti
tu
tio

na
l c

ap
ac
iti
es

 a
nd

 
th

os
e 

of
 st

ak
eh

ol
de

rs
 in

 
th

e 
pr

ev
en

tio
n 

an
d 

m
an

ag
em

en
t o

f 
co

rr
ec

ta
bl

e 
di

sa
bi

lit
y 

 

Pr
op

or
tio

n 
of

 R
DP

H
th

at
 o

rg
an

ize
d 

at
 

le
as

t o
ne

 a
nn

ua
l 

ca
ta

ra
ct

 su
rg

er
y 

ca
m

pa
ig

n 

M
O

H 
(D

LM
EP

)
M

 (D
PS

, H
RD

, 
RD

PH
), 

M
IN

AS
, 

M
IN

PR
O

FF
 

X
X

X
Th

e 
m

an
ag

em
en

t o
f 

di
sa

bi
lit

y 
is 

va
lu

ed
 in

 
pr
om

oti
ng

 a
nd

 
m
oti

va
tin

g 
th

e 
st
aff

 
 



71

 

  

ST
RA

TE
GI

C 
 A

XI
S 

4
: S

TR
EN

GT
HE

N
IN

G 
TH

E 
HE

AL
TH

 S
YS

TE
M

  
Co

re
 p

ro
bl

em
 o

f t
he

 c
om

po
ne

nt
: L

ow
 d

ev
el

op
m

en
t o

f h
ea

lth
 sy

st
em

 p
ill

ar
s 

  
St

ra
te

gi
c 

ob
je

cti
ve

: I
nc

re
as

e 
in
sti
tu
tio

na
l c

ap
ac
iti
es

 o
f h

ea
lth

fa
ci
liti

es
  f

or
 e
qu

ita
bl

e
ac

ce
ss

 o
f p

op
ul
ati

on
s t

o 
qu

al
ity

 h
ea

lth
 c

ar
e 

an
d 

se
rv

ic
es

 
  

Tr
ac

er
 In

di
ca

to
rs

:  
  

Gl
ob

al
 in

de
x 

on
 th

e 
av

ai
la

bi
lit

y 
of

 h
ea

lth
ca

re
 a

nd
 se

rv
ic

es
 

St
ra

te
gi

c 
su

b 
ax

is 
4.

1 
: H

ea
lth

 F
in

an
ci

ng
  

Sp
ec
ifi

c 
ob

je
cti

ve
 S

HS
14

.1
: R

ed
uc

e 
by

 a
t l

ea
st

 1
0%

 o
ut

-o
f-p

oc
ke

t 
pa

ym
en

ts
 o

f h
ou

se
ho

ld
s t

hr
ou

gh
 a

n 
eq

ui
ta
bl

e 
an

d 
su
st

ai
na

bl
e 

po
lic

y 
by

 2
02

0 
 

  

Tr
ac

er
 in

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s r
eq

ui
re

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

%
 o

f h
ea

lth
 e

xp
en

di
tu

re
 

bo
rn

e 
by

 h
ou

se
ho

ld
s  

70
.6

 %
 

N
IS

 -
N
ati

on
al

 
He

al
th

 
Ac

co
un

ts
 2

01
2 

69
%

67
%

65
%

63
%

60
%

Im
pl
em

en
ta
tio

n 
of

 
vi

ab
le

 p
re

pa
ym

en
t 

m
ec

ha
ni

sm
s 

Pr
op

or
tio

n 
of

 p
op

ul
ati

on
 

co
ve

re
d 

by
 a

 h
ea

lth
 ri

sk
 

sh
ar

in
g 

m
ec

ha
ni

sm
  

3%
DH

S-
M

IC
S 

20
11

6%
7%

8%
9%

10
%

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 In
di

ca
to

rs
 

Se
rv

ic
e

in
 

ch
ar

ge
 

Im
pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s r

eq
ui

re
m

en
ts

 

4.
1.

1 
De

ve
lo

pi
ng

 h
ea

lth
ris

k 
sh

ar
in

g 
m

ec
ha

ni
sm

s 
4.

1.
1.

1.
De

ve
lo

p 
an

d 
 im

pl
em

en
t a

na
tio

na
l fi

na
nc

in
g 

st
ra

te
gy

 –
 

or
ie

nt
ed

 to
w

ar
ds

 U
HC

  

Pr
op

or
tio

n 
of

 th
e 

na
tio

na
l

bu
dg

et
 a

llo
ca

te
d 

to
 th

e 
he

al
th

 se
ct

or
 

M
O

H(
DR

FP
) 

M
O

H 
(D

PS
,R

DP
H)

, 
M

IN
TS

S,
 

M
IN

AS
, 

M
IN

PR
O

F,
 C

DT
, 

TF
Ps

, 
M

IN
EP

AT
, 

M
IN

FI
 

X
X

X
X

X
Th

e 
Go

ve
rn

m
en

t i
s 

en
ga

ge
d 

in
 re

fo
rm

 



72

 

 

4.
1.

1.
2.

Re
in

fo
rc

e 
fin

an
cia

l r
isk

 
pr
ot
ec
tio

n 
m

ec
ha

ni
sm

s t
o 

im
pr

ov
e 

ac
ce

ss
 to

 h
ea

lth
 ca

re
 

(h
ea

lth
 in

su
ra

nc
e,

 so
cia

l s
ec

ur
ity

, 
he

al
th

ca
re

 v
ou

ch
er

s, 
m

ut
ua

l 
he

al
th

 o
rg

an
iza

tio
ns
, e

tc
) 

Pr
op

or
tio

n 
of

 th
e 

po
pu

la
tio

n 
co

ve
re

d 
by

 a
 

di
se

as
e 

ris
k 

sh
ar

in
g 

m
ec

ha
ni

sm
 (F

O
R 

TH
E 

RE
CO

RD
) 

M
O

H(
DP

S)
 

M
O

H 
(D

RF
P,

RD
PH

), 
M

IN
TS

S,
 

M
IN

AS
, 

M
IN

PR
O

F,
 C

DT
, 

TF
Ps

, 
M

IN
EP

AT
, 

M
IN

FI
 

X
X

X
X

X

4.
1.

2 
: R

ati
on

al
izi

ng
 a

nd
 

st
re

ng
th

en
in

g 
in
sti
tu
tio

na
l 

m
ec

ha
ni

sm
s o

f h
ea

lth
 

fin
an

cin
g 

 

4.
1.

2.
1.

 P
ro

du
ce

 a
nn

ua
lly

 a
nd

 
en

su
re

 th
e 

av
ai

la
bi

lit
y 

of
 h

ea
lth

 
fin

an
cin

g 
an

al
ys

is 
to

ol
s  

Av
ai

la
bi

lit
y 

of
 a

n 
ap

pr
ov

ed
 

fin
an

cia
l i

nf
or

m
ati

on
 

an
al

ys
is 

re
po

rt
  

M
O

H(
DR

FP
) 

M
O

H 
(H

IU
,R

DP
H)

, 
TF

Ps
, 

M
IN

EP
AT

, 
M

IN
FI

 

X
X

X
X

X

4.
1.

3 
St

re
ng

th
en

in
g 
fin

an
cia

l 
re

so
ur

ce
 m

ob
ili
sa
tio

n 
4.

1.
3.

1.
St

re
ng

th
en

 a
dv

oc
ac

y 
fo

r 
in

cr
ea

se
d 

bu
dg

et
ar

y 
al
lo
ca
tio

n 
of

 
th

e 
se

ct
or

  

Pr
op

or
tio

n 
of

 th
e 

na
tio

na
l 

bu
dg

et
 a

llo
ca

te
d 

to
 th

e 
he

al
th

 se
ct

or
 (F

O
R 

TH
E 

RE
CO

RD
) 

M
O

H 
(D

RF
P)

 
M

O
H 

(D
CO

O
P,

 
HF

s, 
RD

PH
), 

M
IN

EP
AT

, 

M
IN

FI
 

X
X

X
X

X

4.
1.

4:
 R

ei
nf

or
cin

g 
au

to
no

m
y 

in
 th

e 
m

an
ag

em
en

t o
f 

fin
an

cia
l r

es
ou

rc
es

 a
t t

he
 

op
er
ati

on
al

 le
ve

l  

 

4.
1.

4.
1.

Dr
aft

 fr
am

ew
or

k 
la

w
s t

ha
t 

gi
ve

 m
or

e 
au

to
no

m
y 

in
 th

e 
m

an
ag

em
en

t o
f r

ev
en

ue
s 

al
lo

ca
te

d 
to

 H
Fs

 a
t t

he
 

de
ce

nt
ra

liz
ed

 le
ve

l i
n 

or
de

r t
o 

m
at

ch
 fu

nd
in

g 
re

ce
iv

ed
 a

nd
 

pr
ob

le
m

s i
de

nti
fie

d 
in

 H
Fs

 

Av
ai

la
bi

lit
y 

of
 a

 fr
am

ew
or

k 
in

st
ru

m
en

t t
ha

t g
ra

nt
s 

au
to

no
m

y 
in

 th
e 

m
an

ag
em

en
t o

f r
ev

en
ue

s 
al

lo
ca

te
d 

to
 H

Fs
 a

t t
he

 
de

ce
nt

ra
liz

ed
 le

ve
l 

M
O

H 
(D

RF
P)

 
M

O
H

(D
AJ

C,
 

RD
PH

) T
FP

s, 
M

IN
EP

AT
, 

M
IN

FI
  

X

4.
1.

4.
2.

  

An
nu

al
ly

 a
do

pt
 a

 d
ist

rib
uti

on
 k

ey
 

fo
r t

he
 M

O
H 

bu
dg

et
 ta

ki
ng

 in
to

 
ac

co
un

t N
HD

P 
pr

io
riti

es
  

Av
ai

la
bi

lit
y 

of
 a

 re
po

rt
 

va
lid

ati
ng

 th
e 
di
st
rib

uti
on

 
ke

y 
of

 th
e 

M
O

H 
bu

dg
et

 in
 

th
e 

va
rio

us
 p

ro
gr

am
m

es
 

M
O

H 
(D

RF
P)

 
M

O
H 

(R
DP

H,
 

DE
P,

 S
TC

P-
HS

S)
, R

LA
s 

X
X

X
X

X



73

 

 

4.
1.

5:
 S

tr
en

gt
he

ni
ng

 th
e 

pe
rfo

rm
an

ce
 a

nd
 e
ffi

cie
nc

y 
of

 
th

e 
he

al
th

 sy
st

em
  

4.
1.

5.
1.

 G
ra

du
al

ly
 e

xt
en

d 
th

e 
pe

rfo
rm

an
ce

 p
ur

ch
as

in
g 

sy
st

em
 

ta
ki

ng
 in

to
 a

cc
ou

nt
 th

e 
re

su
lts

 o
f 

th
e 

PB
F 

im
pa

ct
 a

ss
es

sm
en

t o
n 

th
e 

he
al

th
 sy

st
em

 a
nd

 se
rv

ice
s 

Pr
op

or
tio

n 
of

 H
ea

lth
 

Di
st

ric
ts

 th
at

 in
te

gr
at

ed
 th

e 
Pe

rfo
rm

an
ce

-b
as

ed
 fu

nd
in

g 
ap

pr
oa

ch
 (P

BF
) 

M
O

H 
(D

RF
P)

 
M

O
H 

(S
G,

 
DC

O
O

P,
 R

DP
H,

 
HD

s, 
HF

s)
, 

M
IN

TS
S,

 
M

IN
AS

, 
M

IN
PR

O
FF

, 
RL

As
, T

FP
s, 

M
IN

EP
AT

,M
IN

F I
 

X
X

X
X

X
Av

ai
la

bi
lit

y 
of

 u
p-

to
-

da
te

 te
xt

s o
n 

ho
w

 to
 

us
e 

re
ve

nu
e 

al
lo

ca
te

d 
an

d 
ot

he
r l

eg
al

 te
xt

s 
ne

ce
ss

ar
y 

fo
r s

ca
lin

g 
up

 P
BF

 

4.
1.

5.
2.

Pr
ep

ar
in

g 
th

e 
Na

tio
na

l 
He

al
th

 A
cc

ou
nt

s a
t r

eg
ul

ar
 

in
te

rv
al

s  

Av
ai

la
bi

lit
y 

of
 a

 re
po

rt
 o

n 
th

e 
Na

tio
na

l H
ea

lth
 

Ac
co

un
ts

  

M
O

H 
(H

IU
) 

M
O

H 
(D

RF
P,

RD
PH

), 
NI

S,
 T

FP
s, 

M
IN

EP
AT

,M
IN

FI
 

X
X

St
ra

te
gi

c s
ub

 a
xis

 4
.2

 : 
He

al
th

ca
re

 a
nd

 se
rv

ice
 p

ro
vi

sio
n

Sp
ec
ifi

c  
O

bj
ec
tiv

e 
 S

HS
 2

4.
2:

 B
y 

20
27

, e
ns

ur
e 

th
e 

ha
rm

on
io

us
 

de
ve

lo
pm

en
t o

f i
nf

ra
st

ru
ct

ur
e,

 e
qu

ip
m

en
t a

nd
 th

e 
av

ai
la

bi
lit

y 
of

 
he

al
th

ca
re

 a
nd

 se
rv

ice
 p

ac
ka

ge
s a

cc
or

di
ng

 to
 st

an
da

rd
s i

n 
at

 
le

as
t 4

0%
 o

f c
at

eg
or

y 
3,

 4
, 5

 a
nd

 6
 h

ea
lth

 fa
cil
iti

es
 

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s 
re

qu
ire

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pr
op

or
tio

n 
of

  d
ev

el
op

ed
 

HD
s(a

)  
7%

M
O

H 
sp

ee
ch

  
at

 th
e 

NA
  

20
15

 b
ud

ge
t  

40
%

80
%

Re
so

ur
ce

s a
re

 
m

ob
ili

ze
d 

an
d 

av
ai

la
bl

e 
to

 fi
na

nc
e 

pl
an

ne
d 

in
te
rv
en

tio
ns

 in
 th

e 
NH

DP
 

   



74
 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ice
in

 
ch

ar
ge

 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
 

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 

4.
2.

1:
  B

ui
ld

in
g 

in
sti

tu
tio

na
l 

ca
pa

citi
es

 o
f H

Ds
 fo

cu
se

d 
on

 
th

e 
de

ve
lo

pm
en

t o
f H

Fs
 fo

r a
 

be
tte

r c
as

e 
m

an
ag

em
en

t a
t a

ll 
le

ve
ls 

of
 th

e 
he

al
th

 sy
st

em
   

4.
2.

1.
1.

 U
pd

at
e 

an
d 

im
pl

em
en

t
ho

sp
ita

l r
ef

or
m

s 
Av

ai
la

bi
lit

y 
of

 u
pd

at
ed

  
in

st
ru

m
en

ts
 g

ov
er

ni
ng

 th
e 

or
ga
ni
za
tio

n 
an

d 
fu

nc
tio

ni
ng

 
of

 p
ub

lic
 H

Fs
 a

nd
 ca

se
 

m
an

ag
em

en
t (

FO
R 

TH
E 

RE
CO

RD
) 

X
X

X
X

X

4.
2.

2 
: I

m
pr

ov
in

g 
pr

ov
isi

on
  o

f 
in

fr
as

tr
uc

tu
re

 
(c

on
st

ru
cti

on
/r

eh
ab

ili
ta
tio

n/
ex

t
en

sio
n 

of
 h

ea
lth

 fa
cil
iti

es
 b

as
ed

 
on

 st
an

da
rd

s a
nd

 e
qu

ip
m

en
t) 

 

4.
2.

2.
1.

De
ve

lo
p 

an
d 

im
pl

em
en

t a
 v

al
id

at
ed

 
de

ve
lo

pm
en

t p
la

n 
fo

r h
ea

lth
 

in
fr

as
tr

uc
tu

re
 in

 th
e 

he
al

th
 

se
ct

or
 to

 e
ns

ur
e 

av
ai

la
bi

lit
y 

of
 

qu
al

ity
 P

HC
 a

t t
he

 o
pe

ra
tio

na
l 

le
ve

l a
nd

 p
rio

rit
y 

sp
ec

ia
liz

ed
 

ca
re

 

Av
ai

la
bi

lit
y 

of
 a

 n
ati

on
al

 
in

fr
as

tr
uc

tu
re

 d
ev

el
op

m
en

t 
pl

an
 

(c
on

st
ru
cti

on
/r

eh
ab

ili
ta
tio

n/
ex

te
ns

io
n,

 e
qu

ip
m

en
t a

nd
 

m
ai

nt
en

an
ce

) 

M
O

H 
(D

EP
)/

RL
As

 
M

O
H 

(D
RF

P,
DO

ST
S,

 
RD

PH
, H

Fs
 ),

 
TF

Ps
, M

IN
TP

, 
M

IN
AT

D 

X
X

X
X

X

Pr
op

or
tio

n 
of

 th
e 

po
pu

la
tio

n 
liv

in
g 

w
ith

in
 a

 ra
di

us
 o

f l
es

s 
th

an
 5

 k
m

 fr
om

 a
 h

ea
lth

 
fa

cil
ity

 (I
HC

, M
HC

 a
nd

 H
D)

 

Pr
op

or
tio

n 
of

 IH
Cs

, M
HC

s
an

d 
HD

s c
on

st
ru

ct
ed

 o
r 

re
ha

bi
lit

at
ed

 a
cc

or
di

ng
 to

 
st

an
da

rd
s a

nd
 in

 a
cc

or
da

nc
e 

w
ith

 th
e 

in
fr

as
tr

uc
tu

re
 

de
ve

lo
pm

en
t p

la
n 

4.
2.

2.
1.

En
su

re
 m

ai
nt

en
an

ce
 o

f 
in

fr
as

tr
uc

tu
re

s a
nd

 e
qu

ip
m

en
t 

Pr
op

or
tio

n 
of

 H
Ds

 th
at

 h
av

e 
a 

m
ul
ti-

pu
rp

os
e 

bi
om

ed
ica

l 
m

ai
nt

en
an

ce
 a

ge
nt

 

M
O

H 
(H

RD
) 

M
O

H
(D

RF
P,

 
RD

PH
), 

M
IN

ES
EC

, 
M

IN
ES

UP
 

X  

X
X

X
X

  



75

 

 

Pr
op

or
tio

n 
of

 R
DP

H 
th

at
 

sig
ne

d 
bi

om
ed

ic
al

, 
el

ec
tr

ic
ity

/r
ef

rig
er
ati

on
, 

pl
um

bi
ng

 c
on

tr
ac

ts
 w

ith
 

m
ai

nt
en

an
ce

 c
om

pa
ni

es
  

M
O

H 
(D

EP
) 

M
O

H 
(R

DP
H,

 
HD

s)
, C

SO
s 

4.
2.

3 
In

cr
ea

sin
g 

th
e 

nu
m

be
r o

f 
eq

ui
pm

en
t i

n 
he

al
th

 fa
ci

liti
es

 
ba

se
d 

on
 st

an
da

rd
s  

4.
2.

3.
1.

 D
ev

el
op

 a
nd

 
im

pl
em

en
t a

 c
oh

er
en

t p
la

n 
fo

r 
eq

ui
pp

in
g 

He
al

th
 fa

ci
liti

es
 a

t a
ll 

le
ve

ls 
ac

co
rd

in
g 

to
 p

rio
rit

y 
ne

ed
s  

Pr
op

or
tio

n 
of

 H
Ds

 e
qu

ip
pe

d 
ba

se
d 

on
 st

an
da

rd
s a

nd
 

ac
co

rd
in

g 
to

 th
e 
N
ati

on
al

 
he

al
th

 in
fr

as
tr

uc
tu

re
s 

de
ve

lo
pm

en
t p

la
n 

M
O

H 
(D

EP
/D

O
ST

S)
 

M
O

H 
(D

EP
, 

DR
FP

, R
DP

H,
 

HF
s)

, T
FP

s,
 

M
IN

TP
, R

LA
s 

X
X

X
X

4.
2.

3.
2.

Co
ns

tr
uc

t, 
eq

ui
p 

an
d 

m
ak

e 
fu
nc
tio

na
l t

he
 N
ati

on
al

 
Bl

oo
d 

Tr
an

sf
us

io
n 

Ce
nt

re
s a

nd
 

ap
pr

ov
ed

 S
pe

ci
al

ize
d 

Ce
nt

re
s 

at
 th

e 
de

vo
lv

ed
 le

ve
l a

nd
 

en
su

re
 th

e 
pe

rm
an

en
t 

av
ai

la
bi

lit
y 

of
 b

lo
od

 p
ro

du
ct

s  

Pr
op

or
tio

n 
of

 R
DP

H 
w

ith
 a

n 
ap

pr
ov

ed
 re

gi
on

al
 b

lo
od

 
tr

an
sf

us
io

n 
st

ru
ct

ur
e 

 

M
O

H 
(D

EP
/D

O
ST

S/
DP

M
L)

 

M
O

H 
(D

RF
P,

HR
D,

 
RD

PH
, N

BT
P,

 
HF

s)
, T

FP
s,

 
M

IN
TP

 

X
X

X
X

4.
2.

4 
: S

tr
en

gt
he

ni
ng

 
co

m
m

un
ity

 a
cti

on
 a

nd
 

pr
ov

id
in

g 
th

e 
co

m
m

un
ity

 w
ith

 
in

pu
ts

 b
as

ed
 o

n 
st

an
da

rd
s a

nd
 

pr
io

riti
es

(b
)  

4.
2.

5 
: S

etti
ng

 u
p 

a 
qu

al
ity

as
su

ra
nc

e 
sy

st
em

 fo
r h

ea
lth

ca
re

 
an

d 
se

rv
ic

es
 (b

)   

4.
2.

6 
Im

pr
ov

in
g 

th
e 

av
ai

la
bi

lit
y 

of
 q

ua
lit

y 
he

al
th

 c
ar

e 
an

d 
se

rv
ic

e 
pa

ck
ag

es
 in

 h
ea

lth
 

fa
ci

liti
es

 a
t a

ll 
le

ve
ls:

 

4.
2.

6.
1.

Gr
ad

ua
lly

 in
cr

ea
se

th
e 

av
ai

la
bi

lit
y/

ac
ce

ss
ib

ili
ty

 o
f 

M
HP

/C
HP

  i
n 

HF
s a

t  
th

e 
op

er
ati

on
al

 le
ve

l  

Pr
op

or
tio

n 
of

 D
Hs

 p
ro

vi
di

ng
 

at
 le

as
t 7

5%
 o

f t
he

 
in
te
rv
en

tio
ns

 o
f t

he
 C

HP
 

(F
O

R 
TH

E 
RE

CO
RD

) 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

RF
P,

 
RD

PH
, H

Fs
), 

TF
Ps

, M
IN

TP
 

X
X

X
X

X



76

 

 

de
ve

lo
pm

en
t o

f h
ea

lth
 d

ist
ric

ts
 

an
d 

ce
nt

re
s o

f e
xc

el
le

nc
e 

Pr
op

or
tio

n 
of

 p
ub

lic
 IH

Cs
 a

nd
 

M
HC

s d
el

iv
er

in
g 

at
 le

as
t 8

0%
 

of
 M

HP
 in

te
rv
en

tio
ns

 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

RF
P,

 
RD

PH
, H

Fs
) 

X
X

4.
2.

6.
2.

Pr
ov

id
e 

sc
ho

ol
s a

nd
 

un
iv

er
siti

es
 w

ith
 fi

rs
t a

id
 k

its
  

Pr
op

or
tio

n 
of

 sc
ho

ol
s a

nd
 

un
iv

er
siti

es
 h

ea
lth

 ce
nt

re
s 

w
ith

 a
 fi

rs
t a

id
 k

it 
 

M
IN

ED
UB

/M
I

NE
SE

C/
M

IN
E

SU
P 

M
O

H 
(D

LM
EP

, 
DO

ST
S)

  
X

X
X

X

4.
2.

6.
3.

Ev
al

ua
te

 a
nd

 cl
as

sif
y

HD
s a

cc
or

di
ng

 to
 th

ei
r l

ev
el

 o
f 

vi
ab

ili
ty

(a
)   

Pr
op

or
tio

n 
of

 H
Ds

 w
ho

se
le

ve
l o

f d
ev

el
op

m
en

t w
as

 
as

se
ss

ed
 

M
O

H 
(D

O
ST

S)
 

M
O

H 
(D

RF
P,

 
RD

PH
, H

Fs
), 

TF
Ps

 

X
X

4.
2.

7.
 S

tr
en

gt
he

ni
ng

 th
e 

re
fe

rr
al

/c
ou

nt
er

 re
fe

rr
al

 
sy

st
em

(b
)  

  



77

 

 

 

St
ra

te
gi

c  
su

b 
 a

xi
s 4

.3
 : 

Dr
ug

s a
nd

 o
th

er
 p

ha
rm

ac
eu

tic
al

 p
ro

du
ct

s

Sp
ec
ifi

c 
ob

je
cti

ve
 S

HS
 3

 4
.3

: B
y 

20
20

, i
nc

re
as

e 
by

 2
5%

 th
e 

av
ai

la
bi

lit
y 

an
d 

us
e 

of
 q

ua
lit

y 
dr

ug
s a

nd
 p

ha
rm

ac
eu

tic
al

 p
ro

du
ct

s 
in

 a
ll 

HD
s 

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s r
eq

ui
re

m
en

ts
 

20
16  

20
17

20
18

20
19

20
20

Pr
op

or
tio

n 
of

 b
lo

od
 

tr
an

sf
us

io
n 

ne
ed

s m
et

  
18

%
20

15
 N

BT
P 

Ac
tiv

ity
 re

po
rt

  
20

%
30

%
40

%
50

%
60

%

Av
er

ag
e 

nu
m

be
r o

f s
to

ck
-

ou
t d

ay
s o

f e
ss
en

tia
l t

ra
ce

r 
dr

ug
 in

 h
ea

lth
 fa

ci
liti

es
 

6 
Da

ys
DP

M
L,

 M
O

H 
20

15
 R

ep
or

t  
 

6 Da
ys

5 Da
ys

 
4 Da

ys
 

3 Da
ys

 
2 Da

ys
 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ic
e 

in
 

ch
ar

ge
 

Im
pl
em

en
tin

g 
pa

rt
ne

rs
 

20
1 6  

20
17

20
18

20
19

20
20

Su
cc

es
s r

eq
ui

re
m

en
ts

 

4.
3.

1 
St

re
ng

th
en

in
g 

re
gu

la
to

ry
 

m
ec

ha
ni

sm
s i

n 
th

e 
ph

ar
m

ac
eu

tic
al

, m
ed

ic
al

 
an

al
ys

is 
an

d 
bl

oo
d 

tr
an

sf
us

io
n 

se
ct

or
s 

4.
3.

1.
1.

 U
pd

at
e 

an
d 

im
pl

em
en

t
th

e 
Na

tio
na

l P
ha

rm
ac

eu
tic

al
 

M
as

te
r P

la
n 

at
 a

ll 
le

ve
ls 

(s
up

pl
y,

 
qu

al
ity

 a
ss

ur
an

ce
, a

cc
es

s a
nd

 
ra
tio

na
l u

se
 o

f d
ru

gs
 , 

ph
ar

m
ac

ov
ig

ila
nc

e,
 e

tc
.) 

Av
ai

la
bi

lit
y 

of
up

da
te

d 
Na

tio
na

l P
ha

rm
ac
eu

tic
al

 
M

as
te

r P
la

n 
an

d 
ac
tiv

ity
 

re
po

rt
 o

f t
he

 y
ea

r 
pr

ec
ed

in
g 

th
e 

ev
al
ua

tio
n 

of
 

th
e 

im
pl

em
en

ta
tio

n 
of

 th
is 

pl
an

 

M
O

H
(D

PM
L)

 
M

O
H(

ND
RA

, 
CE

NA
M

E,
 R

FH
P,

 
RD

PH
, H

Ds
, H

Fs
), 

TP
Fs

 

X
X

X
X

X

4.
3.

1.
2.

O
rg

an
ize

 a
nd

 m
ak

e 
op

er
ati

on
al

 th
e 
Na

tio
na

l 
La

bo
ra

to
ry

 N
et

w
or

k 
(R

EN
AL

AB
)  

Av
ai

la
bi

lit
y 

of
 a

 re
gu

la
to

ry
 

in
st

ru
m

en
t e

st
ab

lis
hi

ng
 a

nd
 

or
ga

ni
zin

g 
th

e 
Na

tio
na

l 
La

bo
ra

to
ry

 N
et

w
or

k 
an

d 
an

nu
al

 re
po

rt
s o

f d
at

a 
tr

an
sm

iss
io

n 
ac
tiv

iti
es

  

M
O

H

(D
PM

L)
 

M
O

H 
(IG

SP
L,

 
LA

NA
CO

M
E,

 
RF

HP
, C

PC
, N

PH
L,

 
RD

PH
, H

Ds
, H

Fs
), 

TF
Ps

 

X
X

X
X

X



78

 

 

4.
3.

2:
 S

tr
en

gt
he

ni
ng

 q
ua

lit
y 

as
su

ra
nc

e 
m

ec
ha

ni
sm

s a
nd

 th
e 

av
ai

la
bi

lit
y 

of
 d

ru
gs

 a
nd

 o
th

er
 

ph
ar

m
ac
eu

tic
al

 p
ro

du
ct

s 

4.
3.

2.
1.

Cr
ea

te
 a

nd
 m

ak
e 

op
er
ati

on
al

 a
n 

In
te

gr
at

ed
 

Ph
ar

m
ac

ov
ig

ila
nc

e 
Ce

nt
re

 in
 

ea
ch

 re
gi

on
  

Pr
op

or
tio

n 
of

 re
gi

on
s t

ha
t 

pr
od

uc
ed

 a
n 

an
nu

al
 a
cti

vi
ty

 
re

po
rt

 o
n 

Ph
ar

m
ac

ov
ig

ila
nc

e 
 

M
OH

(D
PM

L)
 

M
OH

 (N
DR

A,
 

CE
NA

M
E,

 R
FH

P,
 

RD
PH

, H
Ds

, H
Fs

) 

X
X

X
X

4.
3.

2.
2.

Re
in

fo
rc

in
g 

th
e 

qu
al

ity
 

as
su

ra
nc

e 
sy

st
em

 o
f d

ru
gs

  
Pr
op

or
tio

n 
of

 
ph

ar
m

ac
eu

tic
al

 p
ro

du
ct

s 
co

nt
ro

lle
d 

be
fo

re
 a

nd
 a
fte

r 
m
ar
ke
tin

g 
in

 p
ha

rm
ac

ie
s 

an
d 

pu
bl

ic 
ho

sp
ita

l 
ph

ar
m

ac
ie

s  

M
OH

(D
PM

L)
 

M
OH

 (N
DR

A,
 

CE
NA

M
E,

 R
FH

P,
 

RD
PH

, H
Ds

, H
Fs

) 

X
X

X
X

X

4.
3.

2.
3.

St
re

ng
th

en
 th

e 
su

pp
ly

 
ch

ai
n 

of
 e

ss
en

tia
l d

ru
gs

 a
nd

 
ac

qu
ire

 a
 ce

nt
ra

l w
ar

eh
ou

se
, 

re
ag

en
ts

, v
ac

cin
es

 a
nd

 o
th

er
 

m
ed

ica
l d

ev
ice

s a
nd

 co
ld

 ch
ai

n 
lo
gi
sti
cs

  

Av
er

ag
e 

nu
m

be
r o

f s
to

ck
-

ou
t d

ay
s o

f e
ss
en

tia
l t

ra
ce

r 
dr

ug
s i

n 
RF

HP
 

M
OH

 (D
PM

L)
 

M
OH

 (C
EN

AM
E,

 
RF

HP
, R

DP
H,

 
HD

s, 
HF

s)
 

X
X

X
X

X

4.
3.

3:
 P

ro
m

oti
ng

 th
e 

ra
tio

na
l 

us
e 

of
 q

ua
lit

y 
dr

ug
s 

4.
3.

3.
1S

tr
en

gt
he

n 
th

e 
m

an
ag

em
en

t o
f d

ru
gs

 in
 h

ea
lth

 
fa

cil
iti

es
 (t

ra
in

in
g 

in
 th

e 
ra
tio

na
l 

an
d 

co
m

pu
te

riz
ed

 m
an

ag
em

en
t 

of
 st

oc
ks

, …
) 

Av
er

ag
e 

nu
m

be
r o

f s
to

ck
-

ou
t d

ay
s o

f e
ss
en

tia
l t

ra
ce

r 
dr

ug
s i

n 
HF

s (
FO

R 
TH

E 
RE

CO
RD

) 

M
OH

(D
PM

L)
 

M
OH

 (C
EN

AM
E,

 
RF

HP
, R

DP
H,

 
HD

s, 
HF

s)
 

X
X

X
X

X

4.
3.

3.
2.

In
te

ns
ify

 th
e 
fig

ht
 a

ga
in

st
 

th
e 

us
e 

of
 il

lic
it 

dr
ug

s (
st

re
et

 
dr

ug
s, 

co
un

te
rfe

it 
dr

ug
s, 

ill
eg

al
 

la
bo

ra
to

rie
s, 

et
c.

) 

Pr
op

or
tio

n 
of

 R
DP

H 
th

at
 

or
ga

ni
ze

d 
se

izu
re

s a
nd

 
de

st
ru
cti

on
 o

f i
lli

cit
 d

ru
gs

 
an

nu
al

ly
 

M
OH

(D
PM

L)
 

M
OH

 (N
DR

A,
 

CE
NA

M
E,

 R
FH

P,
 

RD
PH

, H
Ds

, H
Fs

), 
ON

PC
 

X
X

X
X

X

  

4.
3.

4:
 E

st
ab

lis
hi

ng
 su

st
ai

na
bl

e 
fin

an
cin

g 
m

ec
ha

ni
sm

s f
or

 
dr

ug
s(b

)    
  



79

 

 

 

St
ra

te
gi

c  
su

b 
ax

is 
4.

4:
 H

um
an

 R
es

ou
rc

es
 fo

r H
ea

lth
  

Sp
ec
ifi

c o
bj

ec
tiv

e 
 S

HS
 4

 4
.4

: I
nc

re
as

e 
th

e 
av

ai
la

bi
lit

y 
of

 H
RH

 in
 a

t l
ea

st
 

40
%

 o
f H

Ds
, R

DP
H 

an
d 

ce
nt

ra
l D

ep
ar

tm
en

ts
 a

cc
or

di
ng

 to
 p

rio
riti

ze
d 

ne
ed

s b
y 

20
20

 

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s r
eq

ui
re

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pr
op

or
tio

n 
of

 M
HC

s, 
IH

Cs
 

an
d 

DH
s w

ith
 a

t l
ea

st
 5

0%
 

of
 th

e 
re

qu
ire

d 
te

ch
ni

ca
l 

st
aff

  

40
%

An
nu

al
 R

ep
or

ts
 

on
 H

RD
P 

Im
pl
em

en
ta
tio

n,
 

20
13

 H
RH

 
Ce

ns
us

 

42
%

43
%

45
%

48
%

50
%

Re
te
nti

on
 a

nd
 

m
oti

va
tio

n 
of

 
pe

rs
on

ne
l p

os
te

d 
in

 
di
ffi
cu
lt-

to
-a

cc
es

s 
ar

ea
s 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ice
 in

 
ch

ar
ge

 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
  

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s r

eq
ui

re
m

en
ts

 

4.
4.

1 
Gr

ad
ua

l s
ta
ffi
ng

 o
f  

he
al

th
 fa

cil
iti

es
 a

cc
or

di
ng

 to
 

st
an

da
rd

s (
qu

al
ity

 a
nd

 
qu

an
tit

y)
 

4.
4.

1.
1.

Bu
ild

 th
e 

m
an

ag
er

ia
l 

ca
pa

citi
es

 o
f h

ea
ds

 o
f t

ec
hn

ica
l 

st
ru

ct
ur

es
 a

t t
he

 ce
nt

ra
l l

ev
el

, R
DP

H,
 

GH
s /

CH
s/

RH
s a

nd
 H

Ds
 w

ith
 h

ig
h 

de
ve

lo
pm

en
t p

ot
en

tia
l 

Pe
rc

en
ta

ge
 o

f R
eg

io
na

l 
de

le
ga

te
s a

nd
 ta

rg
et

ed
 

DH
Ss

 w
ho

 re
ce

iv
ed

 
tr

ai
ni

ng
/ c

ap
ac

ity
 b

ui
ld

in
g 

in
 m

an
ag

em
en

t 

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

4.
4.

1.
2.

Re
cr

ui
t H

RH
 in

 th
e 

fo
llo

w
in

g 
pr

io
rit

y 
ar

ea
s (

m
id

w
ife

ry
, p

sy
ch

ia
tr

y,
 

em
er

ge
nc

y 
do

ct
or

s, 
m

or
tu

ar
y 

att
en

da
nt
s,

  e
tc

.) 

Pe
rc

en
ta

ge
 o

f M
HC

s a
nd

 
DH

s i
n 

no
rt

he
rn

 re
gi

on
s, 

Ea
st

 a
nd

 S
ou

th
 re

gi
on

s w
ith

 
at

 le
as

t a
 m

id
w

ife
  

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X
Ad

vo
ca

cy
 w

ith
 M

IN
IF

I 
is 

st
re

ng
th

en
ed

 a
nd

 
th

e 
hu

m
an

 re
so

ur
ce

s 
re

qu
es

te
d 

ar
e 

re
cr

ui
te

d 

4.
4.

1.
3.

 E
ns

ur
e 

th
e 

co
nti

nu
ou

s 
up

da
tin

g 
of

 p
ub

lic
 a

nd
 p

riv
at

e 
he

al
th

 
w

or
kf

or
ce

 a
nd

 th
ei

r e
qu

al
 

ge
og

ra
ph

ica
l d

ist
rib

uti
on

 in
 th

e 
pu

bl
ic 

su
b-

se
ct

or
  

Pr
op

or
tio

n 
of

 R
DP

H 
th

at
 

se
nt

 co
ns

ol
id

at
ed

 a
nd

 
co

m
pl

et
e 

da
ta

 o
f t

he
 H

RH
, 

in
clu

di
ng

 th
at

 o
f t

he
 p

riv
at

e 
an

d 
tr
ad

iti
on

al
 su

b-
se

ct
or

 
to

 th
e 

DH
R 

an
nu

al
ly

 

M
OH

 (D
HR

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X



80

 

 

4.
4.

1.
4.

Ra
tio

na
lly

 d
ep

lo
y 

re
cr

ui
te

d 
or

 
ex

isti
ng

 st
aff

 in
 h

ea
lth

 fa
cil
iti

es
, t

ak
in

g 
in
to

 a
cc
ou

nt
 p

riv
at

e 
se
ct
or

 re
so

ur
ce

s  

Pr
op

or
tio

n 
of

 M
HC

s, 
IH

Cs
 

an
d 

DH
s w

ith
 a

t l
ea

st
 5

0%
 

of
 th

e 
re

qu
ire

d 
te

ch
ni

ca
l 

st
aff

 (F
OR

 T
HE

 R
EC

OR
D)

 

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X

4.
4.

1.
5.

 C
ap

ac
ity

 b
ui

ld
in

g 
of

 H
RH

pe
nd

in
g 

re
cr

ui
tm

en
t i

n 
id
en

tifi
ed

 
pr

io
rit

y 
ar

ea
s: 

m
en

ta
l h

ea
lth

, 
m

at
er

na
l a

nd
 ch

ild
 h

ea
lth

, e
m

er
ge

nc
y 

m
ed

ici
ne

 a
nd

 su
rg

er
y)

 

%
 o
f d

oc
to

rs
 in

 M
HC

s a
nd

 
DH

s w
ith

 a
t m

os
t f
ou

r y
ea

rs
 

ex
pe

rie
nc

e 
w

ho
 b

en
efi

te
d 

fro
m

 a
t l

ea
st

 co
nti

nu
ou

s 
tr

ai
ni

ng
 in

 th
e 

ta
rg

et
ed

 
ar

ea
s 

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X

4.
4.

2 
: I

m
pr
ov

in
g 

th
e 
ra
tio

na
l 

m
an

ag
em

en
t o

f h
um

an
 

re
so
ur
ce
s  

4.
4.

2.
1.

 U
ps

ca
le

 th
e 
co
m

pu
te

riz
ed

 
de

fin
iti
on

 a
nd

 m
on

ito
rin

g 
of

 th
e 

ca
re

er
 p

ro
fil

e 
of

 h
ea

lth
 w
or

k 
fo
rc
e 

(c
en

tr
al

 a
nd

 re
gi
on

al
 S

IG
IP

ES
) 

Pr
op

or
tio

n 
of

 R
DP

H 
eq

ui
pp

ed
 w

ith
 IT

 to
ol

s f
or

 
th

e 
m

an
ag

em
en

t a
nd

 
fo
llo

w
-u

p 
of

 ca
re

er
 p
ro
fil

es
 

(R
eg
io
na

l S
IG

IP
ES

 ) 

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X
Pe

rs
on

ne
l c

ar
ee

r 
m
on

ito
rin

g 
in

di
ca
to
rs

 
an

d 
pr
oc

ed
ur

es
 a

re
 

in
te

gr
at

ed
 in

to
 

in
te

gr
at

ed
 su

pe
rv
isi
on

 
to
ol

s 

4.
4.

2.
2.

En
su

re
 co

nti
nu

ou
s e

va
lu
ati

on
 

of
 p
ro
fe
ss
io
na

l p
ra
cti

ce
s  

Pr
op

or
tio

n 
of

 M
HC

s a
nd

 
DH

s w
ith

 7
5%

 o
f t

ar
ge

te
d 

st
aff

 a
pp

ly
in

g 
va

lid
at

ed
 

pr
ot
oc
ol
s f
or

 th
e 

m
an

ag
em

en
t o

f h
ea

lth
 

iss
ue

s 

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X

4.
4.

2.
3.

Re
in
fo

rc
e 

th
e 

im
pl

em
en

ta
tio

n 
of

 th
e 

HR
H 

m
oti

va
tio

n 
pl

an
 (r

ew
ar

ds
 

an
d 

re
te
nti

on
 in

 d
iffi

cu
lt-
to

-a
cc

es
s 

an
d 

in
se

cu
re

 a
re

as
) 

HR
H 

Sa
tis
fa
cti

on
 In

de
x

M
OH

 (H
RD

) 
Al

l t
he

 te
ch

ni
ca

l 
de

pa
rt

m
en

ts
, 

M
IN

FO
PR

A,
 

M
IN

FI
, T

FP
s 

X
X

X
X

X



81

 

 

Pe
rc

en
ta

ge
 o

f I
HC

s, 
M

HC
s 

an
d 

DH
s t

ha
t a

re
 d
iffi

cu
lt 

to
 

ac
ce

ss
 a

nd
 in

se
cu
re

 a
nd

 
ha

ve
 a

t l
ea

st
 5

0%
 H

RH
 w

ho
 

ha
ve

 b
ee

n 
w

or
ki

ng
 fo

r 3
 

ye
ar

s  

M
OH

 (H
RD

) 
Al
l t

he
 te

ch
ni
ca
l 

de
pa

rt
m

en
ts

, 
M

IN
FO

PR
A,

 M
IN

FI
, 

TF
Ps

, C
ou

nc
ils

 

X
X

X
X

X

St
ra

te
gi

c s
ub

 a
xis

 4
.5

 : 
He

al
th

 In
fo
rm

ati
on

 a
nd

 R
es

ea
rc

h 
in

 H
ea

lth
Sp

ec
ifi

c O
bj

ec
tiv

e 
 S

HS
 5

 4
.5

: E
ns
ur
e 

th
e 

de
ve
lo
pm

en
t o

f r
es

ea
rc

h 
in

 
he

al
th

 a
nd

 th
e 

av
ai
la
bi
lit

y 
of

 q
ua

lit
y 
he

al
th

 in
fo
rm

ati
on

 fo
r e

vi
de

nc
e-

ba
se

d 
de

cis
io

n-
m

ak
in

g 
at

 a
ll 
le

ve
ls 

of
 th

e 
he

al
th

 p
yr

am
id

 b
y 

20
20

  

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s 
re
qu

ire
m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pr
om

pt
ne

ss
 ra

te
 o

f M
AR

s i
n 

HD
s 

0 
NH

IS
40

%
45

%
50

%
55

%
90

%
  

co
m
pl

et
en

es
s r

at
e 

of
 M

AR
si

n 
HD

s  
0 

NH
IS

40
%

45
%

50
%

55
%

10
0%

  

Pr
op

or
tio

n 
of

 re
se

ar
ch

 re
su
lts

 
re

po
rt

ed
 

ND
 

40
%

45
%

50
%

55
%

60
%

  

Pr
op

or
tio

n 
of

 re
se

ar
ch

 re
su
lts

 
th

at
 w

er
e 
us
ed

 fo
r  

de
cis

io
n-

m
ak

in
g 

ND
 

40
%

45
%

50
%

55
%

60
%

  

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ice
 in

 
ch

ar
ge

  
Im

pl
em

en
tin

g 
pa

rt
ne

rs
  

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m
en

ts
 

4.
5.

1:
 S

tr
en

gt
he

ni
ng

 th
e 

na
tio

na
l h

ea
lth

 in
fo

rm
ati

on
 

sy
st

em
 

4.
5.

1.
2.

Co
nd

uc
t b

as
el
in
e 

su
rv

ey
s f

or
 

th
e 

m
on

ito
rin

g/
ev
al
ua

tio
n 

of
 th

e 
NH

DP
 a

nd
 H

SS
 

Pe
rc

en
ta

ge
 o

f b
as
el
in
e
su
rv

ey
s 

ca
rr

ie
d 

ou
t t

o 
m

on
ito

r t
he

 
im

pl
em

en
ta
tio

n 
of

 th
e 

20
16

-
20

20
 N

HD
P 

M
OH

 
(T

S/
SC

-
HS

S)
 

M
OH

 (A
ll 

te
ch

ni
ca
l 

de
pa

rt
m

en
ts

, 
le
ar
ne

d 
so

cie
tie

s)
, 

M
IN

RE
SI

 

X
X

Fi
na

nc
ia
l 

re
so
ur
ce
s a

re
 

av
ai
la
bl

e 

4.
5.

2 
: S

tr
en

gt
he

ni
ng

  h
ea

lth
 

re
se

ar
ch

  
4.

5.
2.

1.
Bu

ild
 th

e 
ca

pa
citi

es
 o

f 
m

an
ag

er
s a

t t
he

 d
ev
ol

ve
d 
le

ve
ls 

in
 

th
e 
fie

ld
 o

f h
ea
lth

 re
se

ar
ch

 

Pr
op

or
tio

n 
of

 R
eg

io
na

l D
el

eg
at

es
 

w
ho

 b
en

efi
te
d 

fro
m

 ca
pa

cit
y 

bu
ild

in
g 

in
 re

se
ar

ch
 p

ro
je

ct
s  

   
   

   

M
OH

 
(D

RO
S)

 
M

OH
 (H

RD
, R

DP
H,

 
HD

, H
Fs

) 
X

X
  



82

 

 

4.
5.

3 
: I

m
pr

ov
in

g 
th

e 
us

e 
of

 
he

al
th

 d
at

a 
fo

r d
ec

isi
on

-
m

ak
in

g 
at

 a
ll 

le
ve

ls 
 

4.
5.

3.
1.

Di
ss

em
in

at
e 

at
 a

ll 
le

ve
ls 

th
e 

re
su

lts
 o

f r
es

ea
rc

h 
ca

rr
ie

d 
ou

t i
n 

th
e 

he
al

th
 sy

st
em

 a
nd

 p
ro

m
ot

e 
th

e 
us

e 
of

 
ev

id
en

ce
 fo

r D
ec

isi
on

-m
ak

in
g 

Pe
rc

en
ta

ge
 o

f r
es

ea
rc

h 
fin

di
ng

s 
th

at
 h

av
e 

be
en

 th
e 

su
bj

ec
t o

f 
de

cis
io

n-
m

ak
in

g 
(F

OR
 T

HE
 

RE
CO

RD
)  

   
   

M
OH

 
(D

RO
S)

 
M

OH
 (T

S/
SC

-H
SS

, 
DE

P,
 N

PH
O,

 C
IS

 , 
Te

ch
ni

ca
l 

de
pa

rt
m

en
ts

), 
M

IN
RE

SI
 

X
X

X
X

X
  

ST
RA

TE
GI

C 
AX

IS
 5

 : 
ST

RA
TE

GI
C 

GO
VE

RN
AN

CE
 A

ND
 S

TE
ER

IN
G

  
Co

re
 P

ro
bl

em
 o

f t
he

 co
m

po
ne

nt
 : 

Lo
w

 p
er

fo
rm

an
ce

s o
f t

he
 h

ea
lth

 sy
st

em
  

St
ra

te
gi

c o
bj

ec
tiv

e:
 in

cr
ea

se
 th

e 
pe

rfo
rm

an
ce

 o
f t

he
 h

ea
lth

 sy
st

em
 a

t a
ll 

le
ve

ls 
by

 2
02

0
  

Tr
ac

er
 In

di
ca

to
rs

  :
  

  
-A

ch
ie

ve
m

en
t r

at
e 

of
 th

e 
20

16
-2

02
0 

NH
DP

 o
bj
ec
tiv

es
 

  
St

ra
te

gi
c s

ub
 a

xis
 5

.1
 : 

Go
ve

rn
an

ce
Sp

ec
ifi

c O
bj

ec
tiv

e 
SG

1 
5.

1:
 Im

pr
ov

e 
go

ve
rn

an
ce

 in
 th

e 
se

ct
or

 th
ro

ug
h 

th
e 

st
re

ng
th

en
in

g 
of

 st
an

da
rd

iza
tio

n,
 re

gu
la
tio

n 
an

d 
ac

co
un

ta
bi

lit
y 

by
 

20
20

  

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es

s 
re

qu
ire

m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Pr
op

or
tio

n 
 o

f t
ar

ge
te

d 
M

HC
s 

an
d 

DH
s w

ith
 7

5%
 o

f s
ta
ff 

ap
pl

yi
ng

 v
al

id
at

ed
 p

ro
to

co
ls 

fo
r 

th
e 

m
an

ag
em

en
t o

f m
at

er
na

l 
an

d 
ch

ild
 h

ea
lth

 is
su

es
  (

FO
R 

TH
E 

RE
CO

RD
)  

 

ND
 

Au
di

t o
r a

cti
vi

ty
 

re
po

rt
  

50
%

55
%

60
%

65
%

70
%

  

Co
rr
up

tio
n 

pe
rc
ep

tio
n 

In
de

x  
in

 
th

e 
se

ct
or

  
7.

56
/1

0 
Na

tio
na

l a
nti

-
co
rr
up

tio
n 

st
ra

te
gy

 in
 

Ca
m

er
oo

n 
 

CO
NA

C 

7.
5/

10
 

7.
2/

10
 

5/
10

4.
5/

10
 

4/
10

  



83

 

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
 

In
te
rv
en

tio
ns

 
Tr

ac
er

 In
di

ca
to

rs
 

Se
rv

ice
 in

 
ch

ar
ge

 
Im

pl
em

en
tin

g 
pa

rt
ne

rs
  

20
16

20
17

20
18

20
19

20
20

Su
cc

es
s 

re
qu

ire
m

en
ts

 
5.

1.
1 

: S
tr

en
gt

he
ni

ng
 th

e 
le

gi
sla

tiv
e 

an
d 

re
gu

la
to

ry
 

fra
m

ew
or

k 
of

 th
e 

se
ct

or
 

5.
1.

1.
1.

Pr
ep

ar
e/

up
da

te
 re

fo
rm

s 
ad

ap
te

d 
to

 th
e 

ne
w

 e
nv

iro
nm

en
t 

of
 th

e 
se

ct
or

, e
sp

ec
ia

lly
 

in
st

ru
m

en
ts

 o
n 

ho
sp

ita
l r

ef
or

m
, 

th
e 

fu
nc
tio

ni
ng

 o
f t

he
 

co
or

di
na

tio
n 

an
d 

M
/E

 b
od

ie
s f

or
 

th
e 

im
pl

em
en

ta
tio

n 
of

 th
e 

NH
DP

, 
co

m
m

un
ity

 p
ar
tic

ip
ati

on
, e

tc
.  

Av
ai

la
bi

lit
y 

of
 a

n 
up

da
te

d 
le

ga
l 

in
st

ru
m

en
t g

ov
er

ni
ng

 
co

m
m

un
ity

 p
ar
tic

ip
ati

on
 in

 
he

al
th

 in
te

rv
en

tio
ns

 (F
OR

 T
HE

 
RE

CO
RD

)  

M
OH

 (D
OS

TS
)

M
OH

 (G
en

er
al

In
sp

ec
to

ra
te

s ,
  

DA
JC

,  
DP

S,
 

DP
M

L, 
BT

NP
, 

Te
ch

. D
ir.

 , 
TS

-
SC

/H
SS

, e
th

ics
 

co
m

m
itt
ee

, 
RD

PH
, H

Ds
) 

X
X

      

Av
ai

la
bi

lit
y 

of
 a

n 
up

da
te

d 
re

gu
la

to
ry

 te
xt

 g
ov

er
ni

ng
 th

e 
or
ga
ni
za
tio

n 
an

d 
fu

nc
tio

ni
ng

 o
f 

NH
DP

 st
ee

rin
g,

 co
or
di
na

tio
n 

an
d 

M
/E

 b
od

ie
s a

t a
ll 

le
ve

ls 

Av
ai

la
bi

lit
y 

of
 u

pd
at

ed
 

le
ga

l/r
eg

ul
at

or
y 

te
xt

s g
ov

er
ni

ng
 

th
e 

or
ga
ni
za
tio

n 
an

d 
fu

nc
tio

ni
ng

 
of

 p
ub

lic
 h

os
pi

ta
ls 

an
d 

ca
se

 
m

an
ag

em
en

t 

5.
1.

1.
2.

Re
in

fo
rc

e 
qu

al
ity

 a
pp

ro
ac

h 
th

ro
ug

h 
ac

cr
ed

ita
tio

n 
of

 p
ub

lic
 

an
d 

pr
iv

at
e 

HF
s  

Pr
op

or
tio

n 
of

 a
cc

re
di

te
d 

DH
s

an
d 

ot
he

rs
 ra

nk
in

g 
as

 su
ch

 (w
ith

 
a 

qu
al

ity
 a

ss
ur

an
ce

 sy
st

em
 fo

r 
he

al
th

ca
re

 a
nd

 se
rv

ice
s)

  

M
OH

 (D
OS

TS
)

M
OH

 (G
en

er
al

 
In

sp
ec

to
ra

te
,  

DE
P,

 D
PS

, 
le

ar
ne

d 
so
cie

tie
s)
, 

et
hi

cs
 

co
m

m
itt
ee

 

  



84

 

 

5.
1.

1.
3.

Pr
ep

ar
e 

an
d 

di
ss

em
in

at
e 

m
an

ag
em

en
t p

ro
to

co
ls 

an
d 

no
rm

ati
ve

 d
oc

um
en

ts
 in

 so
m

e 
ta

rg
et

ed
 a

re
as

 (m
en

ta
l h

ea
lth

, 
Em

ON
C 

an
d 

PA
C)

 

%
 o

f M
HC

s a
nd

 D
Hs

, w
ith

 7
5%

 o
f 

th
e 

te
ch

ni
ca

l s
ta
ff 

us
in

g 
m

an
ag

em
en

t 
st

an
da

rd
s/

pr
ot

oc
ol

s o
f t

he
 m

ai
n 

no
n 

co
m

m
un

ica
bl

e 
di

se
as

es
: 

di
ab

et
es

, m
en

ta
l d

iso
rd

er
s, 

Hy
pe

rt
en

sio
n 

(F
OR

 T
HE

 R
EC

OR
D)

M
OH

 (D
OS

TS
)

M
OH

 (D
EP

, D
PS

, 
le

ar
ne

d 
so
cie

tie
s)
, 

et
hi

cs
 

co
m

m
itt
ee

 

X
X

X
X

X
  

5.
1.

2 
: I

m
pr

ov
in

g 
tr

an
sp

ar
en

cy
 

an
d 

ac
co

un
ta

bi
lit

y 
 

5.
1.

2.
1.

St
re

ng
th

en
 g

ov
er

na
nc

e 
in

 
he

al
th

 fa
cil

iti
es

  
Sa
tis
fa

cti
on

 in
de

x o
f 

be
ne

fic
ia
rie

s o
f h

ea
lth

ca
re

 a
nd

 
se

rv
ice

s 

M
OH

 
(G

en
er

al
 

In
sp

ec
to

ra
te

s 
) a

nd
 N

IS
 

M
OH

 (D
OS

TS
, 

DR
FP

, H
Fs

 , 
 

co
m

m
. U

ni
t),

 

CO
NA

C,
 

CO
NS

UP
E,

 
Ge

ne
ra

l 
di

re
ct

or
y f

or
 

ex
te

rn
al

 
re

se
ar

ch
 (G

DE
R)

 

X
X

X
X

X
  

5.
1.

2.
2.

Es
ta

bl
ish

 m
ec

ha
ni

sm
s t

o 
en

su
re

 so
cia

l c
on

tr
ol

 a
t a

ll 
le

ve
ls 

of
 th

e 
he

al
th

 p
yr

am
id

  

Pr
op

or
tio

n 
of

 D
Hs

 a
nd

 R
Hs

 
w

ho
se

 a
nn

ua
l t

ec
hn

ica
l a

nd
 

fin
an

cia
l r

ep
or

ts
 v

al
id

at
ed

 b
y 

m
em

be
rs

 o
f t

he
 h

os
pi

ta
l 

m
an

ag
em

en
t c
om

m
itt

ee
 w

er
e 

tr
an

sm
itt
ed

 

M
OH

 

(D
OS

TS
/D

PS
 

M
OH

(D
RF

P,
 H

Fs
 , 

CE
LC

OM
, 

di
al

og
ue

 
st

ru
ct

ur
es

, 
CS

Os
, N

GO
s)

 

X
X

X
X

X
  

5.
1.

2.
3.

Or
ga

ni
ze

 in
te

rn
al

 a
nd

 
ex

te
rn

al
 co

nt
ro

ls/
au

di
ts

 to
 e

ns
ur

e 
th

e 
m

an
ag

em
en

t o
f  

re
so

ur
ce

s 
an

d 
ac
tiv

iti
es

 a
cc

or
di

ng
 to

 

Pr
op

or
tio

n 
of

 w
ho

le
 d

ist
rib

ut
or

s 
an

d 
ph

ar
m

ac
ie

s i
ns

pe
ct

ed
  

Ge
ne

ra
l 

In
sp

ec
to

ra
te

s 
Al

l m
an

ag
er

s, 
CO

NA
C,

 
CO

NS
UP

E,
 

GD
ER

  

X
X

X
X

X
    



85
 

 

st
an

da
rd

s a
nd

 p
ro

ce
du

re
s i

n 
fo

rc
e 

at
 a

ll 
le

ve
ls 

of
 th

e 
he

al
th

 p
yr

am
id

   
Pr
op

or
tio

n 
of

 G
Hs

, C
Hs

 a
nd

 R
Hs

 
th

at
 h

ad
 a

n 
ex

te
rn

al
 a

ud
it 

 
Ge

ne
ra

l 
In

sp
ec

to
ra

te
s 

Al
l m

an
ag

er
s, 

CO
NA

C,
 

CO
NS

UP
E,

 
GD

ER
, c

on
tr

ol
 

br
ig

ad
es

, a
ud

it 
fir

m
 

5.
1.

2.
4.

De
ve

lo
p 

th
e 

cu
ltu

re
 o

f 
ac

co
un

ta
bi

lit
y a

t a
ll 

le
ve

ls 
of

 th
e 

he
al

th
 p

yr
am

id
 to

 e
ns

ur
e 

tr
an

sp
ar

en
cy

 in
 re

so
ur

ce
 

m
an

ag
em

en
t  

Pr
op

or
tio

n 
of

 C
at

eg
or

y 
1 

an
d 

2 
ho

sp
ita

ls 
th

at
 su

bm
itt
ed

 th
ei

r 
te

ch
ni

ca
l a

cti
vi
tie

s r
ep

or
ts

 to
 

M
OH

 a
nd

/o
r p

ub
lis

he
d 

th
em

 
on

lin
e 

 

Ge
ne

ra
l 

In
sp

ec
to

ra
te

s 
, D

RF
P 

M
OH

 (S
G,

 A
ll 

m
an

ag
er

s, 
CO

NA
C,

 
CO

NS
UP

E,
 

GD
ER

, d
ia

lo
gu

e 
st

ru
ct

ur
es

 , 
CS

Os
/N

GO
s)

 

X
X

X
X

X
    

Pr
op

or
tio

n 
of

 C
en

tr
al

 
De

pa
rt

m
en

ts
, p

ub
lic

 
ad

m
in

ist
ra
tiv

e 
in
sti
tu
tio

ns
 

(h
ea

lth
) a

nd
 R

DP
H 

th
at

 
pr

od
uc

ed
 a

n 
an

nu
al

 
pe

rfo
rm

an
ce

 re
po

rt
 

Ge
ne

ra
l 

In
sp

ec
to

ra
te

s 
, D

RF
P 

M
OH

 (S
G,

 A
ll 

th
e 

m
an

ag
er

s, 
CO

NA
C,

 
CO

NS
UP

E,
 

GD
ER

, d
ia

lo
gu

e 
st

ru
ct

ur
es

 , 
CS

Os
/N

GO
s)

 

5.
1.

2.
5 

Es
ta

bl
ish

 a
nd

 p
er

pe
tu

at
e 

Ra
pi

d 
Re

su
lt 
In
iti
ati

ve
s (

RR
Is)

 in
 

ca
te

go
ry

 1
, 2

, 3
 a

nd
 4

 h
os

pi
ta

ls 

Pr
op

or
tio

n 
of

 ca
te

go
ry

 1
 to

 4
he

al
th

 fa
cil

iti
es

 th
at

 im
pl

em
en

t 
RR

Is 

Ge
ne

ra
l 

In
sp

ec
to

ra
te

s 
CE

LC
OM

, A
ll 

th
e 

m
an

ag
er

s, 
CO

NA
C,

 
CO

NS
UP

E,
 

GD
ER

  

X
X

X
X

X
  

5.
1.

3 
: I

nc
re

as
in

g 
th

e 
pa

rti
cip

ati
on

 o
f b

en
efi

cia
rie

s 
an

d 
im

pl
em

en
tin

g 
st

ak
eh

ol
de

rs
 

in
 th

e 
m

an
ag

em
en

t p
ro

ce
ss

(b
)    

  



86

 

 

5.
1.

4 
: B

ui
ld

in
g 

th
e 

m
an

ag
er

ia
l 

ca
pa

citi
es

 o
f h

ea
ds

 a
nd

 
m
an

ag
er
s o

f h
ea

lth
 fa

cil
iti
es

(b
)  

  

5.
1.

5 
: S

tr
en

gt
he

ni
ng

 th
e 

lo
gi

ca
l 

lin
k 

be
tw

ee
n 
st

ra
te

gi
c p

la
nn

in
g,

 
pr
ep

ar
ati

on
, a

llo
ca
tio

n 
an

d 
m

on
ito

rin
g 

th
e 
ex
ec
uti

on
  o

f t
he

 
bu

dg
et

   

5.
1.

5.
1 

Re
vi

ve
 th

e 
PP

BS
 ch

ai
n 

of
 

th
e 

M
OH

  
Av

ai
la

bi
lit

y 
of

 a
 re

po
rt

 o
n 

th
e 

im
pl
em

en
ta
tio

n 
of

 P
PB

S 
ch

ai
n 

ac
tiv

iti
es

 (t
ak

in
g 

in
to

 a
cc

ou
nt

 
NH

DP
 in

te
rv

en
tio

ns
 in

 M
TE

F,
 

re
sp

ec
tin

g 
th

e 
bu

dg
et

 
di
st
rib

uti
on

 a
s m

en
tio

ne
d 

in
 th

e 
M

TE
F 

et
c.

) 

Co
or

di
na

to
r 

of
 P

PB
S 

ch
ai

n 
TS

/S
C-

HS
S,

 D
EP

, 
DR

FP
, F

ol
lo

w
-

up
 u

ni
t 

X
X

X
X

X
  

5.
1.

6 
: I

m
pr

ov
in

g 
w

or
ki

ng
 

co
nd

iti
on

s a
nd

 co
m

pu
te

riz
in

g 
th

e 
m

an
ag

er
ia

l p
ro
ce
ss

(b
)  

  

St
ra

te
gi

c s
ub

 a
xis

 5
.2

 : 
St

ra
te

gi
c s

te
er
in

g 
Sp

ec
ifi

c O
bj

ec
tiv

e 
SG

2 
5.

2:
 B

y 
20

20
re

in
fo

rc
e 

th
e 

pl
an

ni
ng

, 
su
pe

rv
isi
on

, c
oo

rd
in
ati

on
, a

nd
 st

ra
te

gi
c a

nd
 h

ea
lth

 su
rv
ei

lla
nc

e 
at

 
al

l l
ev

el
s o

f t
he

 h
ea

lth
 p

yr
am

id
  

Tr
ac

er
 In

di
ca

to
rs

 
Ba

se
lin

e 
So

ur
ce

Pe
rio

d
Su

cc
es
s 

re
qu

ire
m
en

ts
 

20
16

20
17

20
18

20
19

20
20

Ac
hi

ev
em

en
t r

at
e 

of
 in

te
gr

at
ed

 
su
pe

rv
isi
on

 m
iss

io
ns

 o
f R

DP
H 

an
d 

HD
s 

ND
 

20
15

 T
S/

SC
-H

SS
 

Re
po

rt
  

20
%

25
%

30
%

40
%

50
%

  

Pr
op

or
tio

n 
of

 re
co

m
m

en
da

tio
ns

 
of

 co
or
di
na

tio
n 
m
ee

tin
gs
/S

C 
th

at
 

w
er

e 
im

pl
em

en
te

d 
 

80
%

 
20

15
 T

S/
SC

-H
SS

 
Re

po
rt

  
10

0
%

  
10

0
%

  
10

0
%

  
10

0
%

  
10

0%
 

  



87

 

 

 

Im
pl
em

en
ta
tio

n 
st

ra
te

gy
  

In
te
rv
en

tio
ns

 
Tr

ac
er

 in
di

ca
to

rs
 

Se
rv

ic
e 

in
 

ch
ar

ge
  

Im
pl
em

en
tin

g 
pa

rt
ne

rs
  

20
16

20
17

20
18

20
19

20
20

Co
nd

iti
on

s f
or

 
su

cc
es

s 
5.

2.
1 

: R
ei

nf
or

ci
ng

 th
e 

in
sti
tu
tio

na
l f

ra
m

ew
or

k 
of

 st
ra

te
gi

c 
st

ee
rin

g 
 

5.
2.

1.
1.

De
ve

lo
p/

up
da

te
 H

Ds
 a
cti

on
 

pl
an

s i
n 

lin
e 

w
ith

 N
HD

P 
Pr
op

or
tio

n 
of

 H
Ds

 w
ith

 
HD

DP
 in

 li
ne

 w
ith

 N
HD

P 
  

M
O

H 
(T

S/
SC

-
HS

S)
 

M
O

H

(D
EP

/C
PP

 , 
he

ad
s o

f 
pr

io
rit

y 
pr

og
ra

m
m

es
, R

DP
H,

 
HD

s)
 

X
X

X
X

X

5.
2.

1.
2.

 S
up

po
rt

 R
DP

H 
in

 th
e 

de
ve

lo
pm

en
t o

f c
on

so
lid

at
ed

 re
gi

on
al

 
he

al
th

 p
la

ns
 a

nd
 re

gi
on

al
 A

W
Ps

 in
 li

ne
 

w
ith

 N
HD

P 
 

Pr
op

or
tio

n 
of

 R
DP

H
th

at
de

ve
lo

pe
d 

co
ns

ol
id

at
ed

 
re

gi
on

al
 h

ea
lth

 p
la

ns
 a

nd
 

re
gi

on
al

 A
W

Ps
 in

 li
ne

 w
ith

 
20

16
-2

02
0 

NH
DP

  

M
O

H 
( T

S/
SC

-
HS

S)
 

M
O

H
(D

EP
/C

PP
,

He
ad

s o
f p

rio
rit

y 
pr

og
ra

m
m

es
, R

DP
H,

 
HD

s)
 

X
X

X
X

X

5.
2.

1.
3.

De
ve

lo
p 

an
d 

im
pl

em
en

t t
he

 
ap

pr
ov

ed
 p

ris
on

 h
ea

lth
 p

ol
ic

y 
do

cu
m

en
t  

Av
ai

la
bi

lit
y 

of
 th

e 
ap

pr
ov

ed
 

pr
iso

n 
he

al
th

 p
ol

ic
y 

do
cu

m
en

t a
nd

 th
e 

an
nu

al
 

re
po

rt
s o

f h
ea

lth
 a

cti
vi
tie

s 
in

 p
ris

on
s  

M
IN

JU
ST

IC
E 

M
O

H 
(T

S/
SC

-H
SS

, 
DE

P,
 D

LM
EP

, R
DP

H)
, 

ot
he

r m
in

ist
rie

s  

X
X

X
X

X

5.
2.

1.
4.

M
ak

e 
op

er
ati

on
al

 th
e 

st
ee

rin
g,

 
co

or
di

na
tio

n 
an

d 
fo

llo
w

-u
p 

m
ec

ha
ni

sm
 

of
 th

e 
 N

HD
P 

im
pl
em

en
ta
tio

n 
 

Pr
op

or
tio

n 
of

 H
Ds

 a
nd

 R
DP

H 
th

at
 o

rg
an

ize
d 

at
 le

as
t 3

 
co

or
di

na
tio

n 
an

d 
fo

llo
w

-u
p 

m
ee

tin
gs

 fo
r t

he
 

im
pl
em

en
ta
tio

n 
of

 th
ei

r 
AW

P 
an

d 
th

at
 p

ro
du

ce
d 

a 
su
bs
ta
nti

al
 a

nn
ua

l r
ep

or
t  

TS
/S

C-
HS

S 
Al

l p
ro

gr
am

m
es

he
ad

s ,
 T

FP
s, 

Pa
rt

ne
r M

in
ist

rie
s, 

DE
P 

X
X

X
X

X



88

 

 

Pr
op

or
tio

n 
of

 
re
co
m
m
en

da
tio

ns
 o

f t
he

 
co

or
di

na
tio

n/
SC

 m
ee

tin
gs

 
th

at
 w

er
e 

ca
rr

ie
d 

ou
t (

FO
R 

TH
E 

RE
CO

RD
) 

TS
/S
C-
HS

S 
Al

l p
ro
gr

am
m

es
 

he
ad

s, 
TF

Ps
, P

ar
tn

er
 

M
in

ist
rie

s, 
DE

P 
 

Pr
op

or
tio

n 
of

 H
Ds

 w
ith

 th
e 

fin
al

 e
va

lu
ati

on
 re

po
rt

 o
f 

HD
DP

  

TS
/S
C-
HS

S 
Al

l H
D

he
ad

s

Pr
op

or
tio

n 
of

 R
DP

H 
w

ith
 

fin
al

 e
va

lu
ati

on
 re

po
rt

 o
f 

RC
HD

P 
 

TS
/S
C-
HS

S 
Al

l R
DP

H

5.
2.

1.
5.

O
rg

an
ize

 o
n 

a 
qu

ar
te

rly
 b

as
is 

co
or

di
na

tio
n 

an
d 

m
on

ito
rin

g 
an

d 
ev

al
ua

tio
n 
m
ee

tin
gs

 o
f t

he
 2

01
6-

20
20

 
N

HD
P 

at
 a

ll 
le

ve
ls 

 

Pr
op

or
tio

n 
of

 H
Ds

 a
nd

 R
DP

H 
th

at
 c

om
pl

et
e 

th
e 

m
on

ito
rin

g 
da

sh
bo

ar
d 

of
 

pe
rf

or
m

an
ce

 p
ro

je
ct

ed
 in

 
th

e 
N

HD
P 

TS
/S
C-
HS

S 
M

O
H

(S
G,

 T
ec

h.
 D

ir.
, D

EP
) 

M
IN

EP
AT

 

X
X

X
X

X
Th

e 
in
sti
tu
tio

na
l 

fr
am

ew
or

k 
fo

r 
im

pl
em

en
tin

g 
 th

e 
N

HD
P 

is 
fu
nc
tio

na
l, 

hu
m

an
 a

nd
 

fin
an

ci
al

 
re

so
ur

ce
s a

re
 

av
ai

la
bl

e 
to

 
en

su
re

 
co

or
di

na
tio

n 
of

 
in
te
rv
en

tio
ns

 
in

 th
e 

he
al

th
 

sy
st

em
 

Ac
hi

ev
em

en
t r

at
e

of
 

In
te
gr
at

ed
 S
up

er
vi

sio
n 

M
iss

io
ns

 o
f R

eg
io
na

l a
nd

 
Di

st
ric

t l
ev

el
s (

FO
R 

TH
E 

RE
CO

RD
) 

TS
/S
C-
HS

S 
M

O
H

(S
G,

 T
ec

h.
 D

ir.
, D

EP
) 

M
IN

EP
AT

 



89

 

 

5.
2.

1.
6.

O
rg

an
ize

 o
n 

an
nu

al
 b

as
is 

a 
se

ct
or

 o
r t

he
m
ati

c 
he

al
th

 re
vi

ew
 w

ith
 

al
l s

ta
ke

ho
ld

er
s  

 

Av
ai

la
bi

lit
y 

of
 a

n 
an

nu
al

 
re

po
rt

 o
n 

th
e 

se
ct

or
 o

r 
th
em

ati
c 

he
al

th
 re

vi
ew

 

TS
/S

C-
HS

S 
M

O
H

(S
G,

 T
ec

h.
 D

ir.
, D

EP
) 

M
IN

EP
AT

 

X
X

X
X

X

5.
2.

1.
7.

O
rg

an
ize

 th
e 

m
id

-te
rm

 a
nd

 fi
na

l 
ev

al
ua

tio
n 

of
 th

e 
NH

DP
 

im
pl
em

en
ta
tio

n 
 

Pr
op

or
tio

n 
of

 H
Ds

 a
nd

 R
DP

H 
w

ith
 N

HP
D 

m
id

-te
rm

 
ev

al
ua

tio
n 

re
po

rt
s 

TS
/S

C-
HS

S 
M

O
H

(S
G,

 T
ec

h.
 D

ir.
, D

EP
) 

M
IN

EP
AT

 

X

5.
2.

1.
8.

Ed
it,

 p
op

ul
ar

ize
 a

nd
 

di
ss

em
in

at
e 

th
e 

re
su

lts
 o

f r
ev

ie
w

s a
nd

 
ev
al
ua

tio
ns

 to
 a

ll 
st

ak
eh

ol
de

rs
 (C

SO
s, 

TF
Ps

, p
riv

at
e 

se
ct

or
, l

ea
rn

ed
 so

ci
eti

es
, 

pr
of

es
sio

na
l a

ss
oc
ia
tio

ns
, M

O
H 

st
ru

ct
ur

es
 a

nd
 p

ar
tn

er
 m

in
ist

rie
s)

 

Pr
op

or
tio

n 
of

 H
Ds

 a
nd

 R
DP

H 
th

at
 h

av
e 

th
e 
fin

al
 N

HD
P 

Ev
al
ua

tio
n 

Re
po

rt
  

TS
/S

C-
HS

S 
M

O
H

(S
G,

 D
EP

, C
S,

 C
IS

, 
Te

ch
. D

ir.
 ),

 C
SO

s, 
TF

Ps
, p

riv
at

e 
se

ct
or

, 
le

ar
ne

d 
so

ci
eti

es
, 

pr
of

es
sio

na
l 

as
so
ci
ati

on
s, 

M
O

H 
st

ru
ct

ur
es

 a
nd

 
pa

rt
ne

r m
in

ist
rie

s 

X
X

X
X

X

5.
2.

2 
St

re
ng

th
en

in
g 

th
e 

st
ra

te
gi

c 
su

rv
ei

lla
nc

e 
m

ec
ha

ni
sm

  

5.
2.

2.
1.

Re
in

fo
rc

e 
th

e 
st

ra
te

gi
c 

m
on

ito
rin

g 
sy

st
em

 
Av

ai
la

bi
lit

y 
of

 th
e 

an
nu

al
 

st
ra

te
gi

c 
m

on
ito

rin
g 

re
po

rt
   

 NP
HO

M
O

H 
(C

IS
, D

LM
EP

, 
DO

ST
S,

TS
/S

C-
HS

S 

 

X
X

X
X

X

5.
2.

3 
: S

tr
en

gt
he

ni
ng

 
de

vo
lu
tio

n 
an

d 
de

ce
nt

ra
lis
ati

on
 



90

 

 

5.
2.

4 
St

re
ng

th
en

in
g 

na
tio

na
l p

ar
tn

er
sh

ip
 

5.
2.

4.
1.

St
re

ng
th

en
 p

ar
tn

er
sh

ip
 w

ith
 

pr
iv

at
e 

ac
to
rs
, c

iv
il 
so
cie

ty
 a

nd
 

co
m
m
un

ity
 a

ct
or

s (
ca

pa
cit

y 
bu

ild
in

g 
of

 
co
nt
ra
ct
or
s-

O
CA

SC
, F

AL
C,

 C
EP

CA
, 

RE
NA

FS
O

M
, C

SO
, e

tc
. -

Do
cu
m
en

t 
ac
tio

ns
 o
f r

eg
io
na

l C
SO

 p
la
tfo

rm
s a

nd
 

ex
pe

rie
nc

es
 w

ith
 th

e 
pr

iv
at

e 
se
ct
or
, 

et
c.

) 

Pe
rc

en
ta

ge
 o
f a

gr
ee

m
en

ts
 

sig
ne

d 
an

d 
re

sp
ec

te
d 

be
tw

ee
n 

th
e 

M
O

H 
an

d 
CS

O
s 

w
or
ki

ng
 in

 th
e 
he

al
th

 se
ct
or

 

M
O

H 
(D

CO
O

P)
 

M
O

H 
(D

AJ
C,

 D
RF

P,
 

ot
he

r T
ec

h.
 d

ep
t, 

RD
PH

, H
Ds

, H
Fs

) ,
 

TF
Ps

 , 
RL

As
, C

SO
s, 

NG
O

s  

X
X

X
X

X

5.
2.

5 
Im

pr
ov

in
g 

th
e 

al
ig
nm

en
t a

nd
 

ha
rm

on
iza

tio
n 
of

 T
FP

s 
in
te
rv
en

tio
ns

  

5.
2.

5.
1.
De

ve
lo

p 
an

d 
im

pl
em

en
t a

 
Na

tio
na

l C
om

pa
ct

 a
ro
un

d 
th

e 
he

al
th

 
se
ct
or

 st
ra
te
gy

 (v
al
id
ati

on
 o
f a

 
do

cu
m
en

t o
f n

ati
on

al
 p
la
tfo

rm
 fo

r 
po

liti
ca
l d

ia
lo

gu
e)

 

Ac
hi
ev
em

en
t r

at
e 
of

 th
e 

Na
tio

na
l C

om
pa

ct
 o

bj
ec
tiv

es
 

M
O

H 
(T

S/
SC

-
HS

S)
 

M
O

H 
(D

CO
O

P,
 

RD
PH

, D
RF

P,
 o

th
er

 
Te

ch
. D

ep
t. 

), 
TF

Ps
, 

CS
O
s, 

NG
O

s 

X
X

X
X

X

 

(a
)

 S
ee

 p
ag

e 
97

 o
f I

M
EP

 fo
r t

he
 d
efi

ni
tio

n 

(b
)

 T
he

 ce
lls

 in
 g

ra
y 
co
lo
r i

n 
th

e 
ab

ov
e 
lo

gi
ca
l f

ra
m

ew
or
k 
of

 in
te
rv
en

tio
ns

 re
fe
r t
o 

th
e 

st
ra

te
gi

es
 w
ho

se
 in
te
rv
en

tio
ns

 sh
al
l f
or
m
al
ly

 b
e 
de

ve
lo
pe

d 
du

rin
g 

th
e 

2nd
 cy

cle
 

of
 th

e 
pl
an

ni
ng

 (S
ee

 p
ag

e 
18

5 
of

 th
e 

HS
S 

20
16

-2
02

7)
 

 



 

91 

 

 

 

 

 

 

 

 

 

 

 

 

PART THREE : IMPLEMENTATION AND MONITORING/ 
EVALUATION FRAMEWORK 
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CHAPTER 5 : IMPLEMENTATION FRAMEWORK 

5.1. INSTITUTIONAL FRAMEWORK FOR IMPLEMENTATION AND 
COORDINATION MECHANISMS  

In accordance with Government's guidelines, the 2016-2020 NHDP will  be implemented in a 
legal environment characterized by the implementation of Law No. 2007/006 of 26 
December 2007 on the  financial regime of the State. This law, which came into force in 
2013, institutionalizes programme-based budgeting with clear objectives to be achieved 
within a set period of time. 

It prioritizes performance and the efficient and proper use of public resources. Thus, in an 
economic context with limited resources, the move from a logic of resources to a 
performance logic based on effectiveness and efficiency will enable to achieve more quickly 
the results planned in the NHDP.  

The 2016-2020 NHDP will be implemented through operational plans developed at all levels 
of the health pyramid (central, intermediate and peripheral).  

5.1.1. NATIONAL LEVEL 

At the national level, MINEPAT is the reference institution responsible for supporting the 
different sectors in the development of their respective strategies. As such, it shall be 
responsible for ensuring inter-sector collaboration, as well as monitoring the 
implementation of the GESP while ensuring the coherence of sector and thematic strategies. 
MINEPAT shall also mobilize resources for the implementation of the HSS and NHDP. A 
Memorandum of Understanding will be signed by each stakeholder to confirm their 
commitments in funding the NHDP and HSS. 

5.1.2. CENTRAL LEVEL 

As part of the monitoring of the effective implementation of the NHDP, the central level will, 
inter alia, be responsible for: (i) developing planning tools to enable the NHDP to present  its 
intervention in concrete activities and tasks; (ii) technical support to decentralized health 
structures in the planning, coordination and monitoring of the NHDP; (iii) development of 
normative documents and their effective use for quality services; (iv) mobilization of the 
necessary resources and their optimal allocation for the implementation of the planned 
interventions; (v) implementation of reforms needed to achieve the objectives set out in the 
HSS and NHDP; (vi) strengthening partnership with the civil society and the private sub- 
sector as well as their effective participation in the implementation of NHDP’s actions; (vii) 
development/update of legal texts. 

At this level of the health pyramid, three structures bodies will assume  the steering, 
coordination and monitoring of the implementation of NHDP interventions. These include: 
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(i) the Steering and Monitoring Committee of the implementation of the HSS (SC); (ii) the 
Technical Monitoring Committee (TMC); and (iii) the Technical Secretariat of the Steering 
Committee (TS/SC-HSS).    

The Steering and Monitoring Committee of the HSS (SC): The steering committee is an 
interministerial committee chaired by the Minister of Public Health. This committee shall be 
responsible for the strategic coordination of the implementation of the 2016-2020 NHDP, 
coherence and synergy between the actions of the different stakeholders involved in this 
implementation (MOH, partner ministries and TFPs). It will also ensure that resources of the 
sector, especially those of the MOH, are aligned with the priorities adopted in the HSS. 

To ensure a successful multi-sector approach and achievement of objectives set out in the 
NHDP, the steering committee will ensure the harmonious functioning of the other technical 
coordination and consultation bodies set up at all levels of the health pyramid. 

In accordance with the recommendations of the strategic planning guide, there exists at the 
central level two technical bodies that assist the steering committee in its steering and 
coordination role. These are the Technical Committee for Monitoring the Implementation of 
the NHDP and the Technical Secretariat of the Steering Committee. 

The Technical Monitoring Committee: Chaired by the Secretary General of the Ministry of 
Public Health, shall be responsible for: 

- the review and approval of the various documents and reports prepared and 
produced by the Technical Secretariat before their submission  to the Steering 
Committee. These include: (i) M/E reports on HSS implementation, (ii) all policy 
documents developed (NHDP, Health Funding Strategy, PRCDS, planning tools and 
M/E, etc.);  

- the technical management of the cross-cutting issues to the various ministerial 
departments involved in the M/E of the implementation of the HSS;   

- the proposal of corrective measures to remove potential bottlenecks that could 
impede the achievement of the objectives set out in the NHDP. 

The Technical Secretariat of the Steering Committee for the monitoring of the 
implementation of the Health Sector Strategy (TS/SC-HSS) : under the responsibility of a 
coordinator, this secretariat is the executing body for the decisions taken by the Steering 
committee. It shall ensure the operational coordination of the monitoring /evaluation of the 
implementation of the 2016-2020 NHDP and provide technical support to health facilities at 
all levels of the health pyramid in the preparation and monitoring of the implementation of 
their multi-year health development plans and subsequently their AWPs.    

The TS/SC-HSS will also ensure strategic alignment with the NHDP of the various planning 
documents produced (MOH roadmap, AWP, MTEF, etc.) and propose possible adjustments 
to ensure coherence between the above-mentioned documents and the synergy of 
interventions in the sector. The secretariat will therefore be responsible for providing 
technical support to the development and monitoring of the implementation of the annual 
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work plans and health development plans of HDs, RDPH and health facilities at the central 
level. In order to effectively carry out its missions, the TS/SC-HSS will define a roadmap 
including partnership meetings with all stakeholders in the health sector.   

The other missions of the TS/SC-HSS are: (i) strengthening the sector approach and the 
effective implementation of a compact; (ii) developing simplified planning tools and then 
provide technical support to health facilities at all levels in the development of their annual 
or multi-annual multi-sector work plans; (iii) designing and developing tools for the 
collection, analysis in close collaboration with the Health Information Unit (HIU) and the 
Planning and Programming Unit (PPU); (iv) providing feedback to stakeholders on 
performance; (v) monitoring the 2016-2020 NHDP performance framework; (vi) assessing 
the results achievement level per strategic axis through the organization of semi-annual and 
annual reviews of programmes/actions; (vii) conducting mid-term and final evaluations of 
the HSS implementation; (viii) developing a new HSS; and (ix) providing strategic and 
logistical support for the operation of thematic groups and multi-sector subcommittees 
existing in the sector. 

5.1.3. DEVOLVED LEVEL 

At the devolved level, two bodies will coordinate, monitor and evaluate the implementation 
of the HSS and the NHDP. These are: the Regional Committee for the Coordination and 
Monitoring/Evaluation of NHDP implementation (CORECSES) and the Operational 
Committee for Coordination and Monitoring/Evaluation of NHDP implementation (COCSES).  

5.1.3.1. At the intermediate level: The Regional Committee for the Coordination and 
Monitoring/Evaluation of HSS implementation (CORECSES)   

At the intermediate level, the coordination of the 2016-2020 NHDP implementation 
monitoring will be ensured by CORECSES, which is a branch of the SC at the regional level. 
CORECSES will be chaired by the Regional Governor (representative of the MOH at the 
regional level) and the Regional Delegate of Public Health shall provide the secretarial 
services. RDPH will draw up their Regional Consolidated Health Development Plans (RCHDP)  
and ensure that each Health District has an HDDP and an annual work plan. 

The main tasks of this committee will be to: (i) develop the PRCDS with all stakeholders 
under the coordination and supervision of the Technical Secretariat of the HSS Steering 
Committee; (ii) the sector coordination and monitoring of the implementation of the 2016-
2020 NHDP at the regional level; (iii) the development of the Integrated 
Monitoring/Evaluation Plan of the PRCDS and the multi-sector dashboard of the RDPH. 

In order to be productive, CORECSES will also ensure that the activities proposed in the 
various HDDPs and AWPs of HDs are coherent and focus on the achievement of the NHDP 
objectives. It will therefore have to provide technical support to Health Districts in the 
preparation of their Health Development Plans (HDPs), their AWPs and the monitoring 
dashboards of these AWPs. The Chief of the control brigade of the RDPH will work in synergy 
with the regional coordinators of priority programmes . A decision of the Prime Minister will 
specify the provisions inherent to its organization, functioning, and missions. 
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The Technical Secretariat of CORECSES (TS/CORECSES) will also have to: (i) ensure data 
compilation of the devolved level for each strategic axis; (ii) provide feedback from the 
regional level to health districts; (iii) validate and consolidate the progress reports of HDs; 
(iv) participate in thematic or sector reviews organized by the SC. 

All other multi-sector thematic sub-committees existing in the region will be integrated into 
the regional coordination and monitoring committee of the HDDP implementation. The 
RDPH will provide the technical secretarial services of the committee.   

5.1.3.2. At the peripheral level: Operational Committee for Coordination and 
Monitoring/Evaluation of HSS implementation (COCSES) 

At the operational level, the NHDP will be distributed into the HDDP of the 189 health 
districts. Each HD will develop its own HDDP that will be presented as an AWP. The 
monitoring of the HDDP implementation in each health district will be ensured by a COCSES 
which will be chaired by the Senior Divisional Officer/Divisional Officer. The District Medical 
Officer  (DMO) will provide the technical secretarial services of this committee.    

COCSES will be responsible for developing the HDDP and the AWP of the HD while ensuring 
that these two documents are aligned with the NHDP. It is the same for the HDDP 
monitoring plan, which should align with the 2016-2020 IMEP. It will also ensure the 
operational monitoring of indicators included in the HD multi-sector dashboard. In addition, 
it will provide periodic information on the tracer indicators of the monitoring/evaluation of 
its AWP/HDDP to CORECSE. The various COCSES will mainly ensure the AWP consolidation of 
health areas as well as the organization of supervision missions, multi-sector coordination 
meetings and decentralized monitoring. 

Table 10 presents an overview of the various coordination and monitoring-evaluation 
structures of the NHDP/HSS at all levels of the health pyramid and their composition, role 
and the frequency of meetings. 
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Table 11 : Coordination bodies of the NHDP implementation 

BODIES COMPOSITION   ROLE/FREQUENCY OF MEETINGS 

Steering and  
monitoring Committee 
of the HSS 
implementation  

PRESIDENT : Minister of Public Health, 
MEMBERS : A representative of the PM 
office; A senior official from the partner 
ministries (MINTSS, MINAS, MINPROFF, 
MINEDUB, MINESEC, MINESUP, MINADER, 
MINEPIA, MINEE, MINEPDED, MINJEC, 
MINCOM); 
Health official of  MINDEF, MINJUSTICE, 
DGSN, MINFI 
The President of the Cameroon Medical 
Association,   
The President of the Association of 
Paramedical Staff, President of the 
Pharmaceutical Society of Cameroon, the 
representative of GICAM, CVUC and CSOs; 
 
the leader of bilateral and multilateral TFPs 
in the health sector. 

STEERING AND MONITORING/EVALUATION OF 
THE HSS IMPLEMENTATION: 
Formulation of guidelines for an effective 
implementation, monitoring and evaluation of 
the HSS;  
Final validation of the strategic documents 
developed (health financing strategy, HSS, 
NHDP, 2001- 2015 HSS evaluation reports, etc.) ; 
Continuous advocacy to increase financial 
resources for the health sector 
 (Seeking sustainable solutions to health 
financing) 
 
Semi-annual meetings and as need arises. 

Technical Committee 
of the Monitoring 
Evaluation of the HSS 
Implementation 

PRESIDENT : SG of the MOH 
MEMBRES : the person in charge of 
planning the PBSS chain of the MOH and 
partner ministries; Health focal points in 
partner ministries ( MINDEF, DGSN, 
MINJUSTICE etc.) ; the Coordinator of the 
Technical Secretariat of the Steering 
Committee; the head of the 
monitoring/evaluation unit; heads of the 
priority health programmes of the MOH, 
representatives of the TFPs; the (10) 
Regional Delegates of Public Health (RDPH). 
 

STRATEGIC COORDINATION of the 
HSS Implementation: 
Review and approval of (i) performance reports 
and M/E on HSS implementation, (ii) strategic 
documents presented by the Technical 
Secretariat before submission to the Steering 
Committee; 
Technical management of cross-cutting issues in 
the various ministries involved in the HSS M/E 
(Financing, M&E arrangements, planning, etc.) ; 
Proposals of corrective measures to remove the 
bottlenecks that impede the achievement of the 
NHDP objectives.;  
Alignment of the health actions included in the 
various plans of partner ministries; 
Meetings every 4 months or as need arises. 

Technical Secretariat 
of the Steering and 
Monitoring 
Committee of the HSS 
implementation  
 

Coordinator: Preferably public health 
doctor  
 
Technical Staff (i) a statistician; (ii) an 
accountant; (iii) an expert in planning, 
monitoring/evaluation (iv) Computer 
Engineer, (v) experts in health economics; 
(vi) public finance expert; (vii) two public 
health doctors (epidemiology/health 
system). 
 
 

OPERATIONAL COORDINATION OF HSS/NHDP 
MONITORING AND IMPLEMENTATION: 
Follow-up interventions (actions and 
programmes) executed by the health sector 
administrations quarterly and proposal of 
corrective measures for low performances 
noted; 
 Quarterly/annual evaluation of the level of 
achievement of results by strategic axis of 
programmes/actions;  
Mid-term and final evaluation of the HSS;  
Development of a new HSS; 
Logistical support for the operation of thematic 
groups and multi-sector subcommittees. ;  
Prepare minutes of meetings and performance 
reports; 
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BODIES COMPOSITION   ROLE/FREQUENCY OF MEETINGS 
Update M/E tools of HSS implementation and 
technical support to RDPH/HDs for M/E of the 
implementation of their plans; 
 Support all levels of the health pyramid for the 
production of sector statistics; 
Organize thematic or sector reviews
 Keep physical or electronic archives; 
Draft  minutes of meetings.  

Regional Committee 
of the Coordination 
and 
Monitoring/Evaluation 
of the HSS 
Implementation  

PRESIDENT : Governor (Representative of 
the MOH) 
Technical Secretariat: RDPH,  
MEMBERS : Regional Delegates of partner 
ministries, (MINAS, MINPROFF, MINEDUB, 
MINESEC, MINESUP, MINADER, MINEPIA, 
MINEE, MINEPDED, MINJEC, MINCOM) the 
head of the prison infirmary at the regional 
level; manager of the RFHP ; 
Representative of the CSO regional platform 

Coordination and monitoring/evaluation of the 
HSS implementation and the NHDP at the 
regional level and other tasks that will be 
assigned by the TS/SC-HSS 
 
Quarterly meetings and as need arises 

 Operational 
Committee of the 
Coordination and 
Monitoring/Evaluation 
of the HSS 
Implementation  

PRESIDENT : SDO/DO
TECHNICAL SECRETARIAT: District Medical 
Officer; 
MEMBERS : (i) President of DHC ; (ii) 
Members of DCT ; (iii) Divisional delegates 
of partner ministries; (iv) members of the 
District core team; (v)  heads of RLAs and 
civil society organizations affiliated to the 
regional CSO platform 

Coordination and monitoring /evaluation of the 
HSS implementation and the NHDP at the 
operational level and other tasks that will be 
assigned by the TS/SC-HSS 
Quarterly meetings and as need arises. 
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CHAPTER 6 : MONITORING/EVALUATION 
FRAMEWORK 

The evaluation of the 2001-2015 HSS highlighted some shortcomings in the monitoring and 
evaluation of this document. These include: (i) lack of integrated operational tools for 
monitoring this HSS and the expired NHDP (multi-sector monitoring dashboards); (ii) lack of 
operational procedures to facilitate the organization of follow-up activities at all levels of the 
health pyramid; (iii) irregular coordination meetings which are institutional frameworks for 
monitoring/evaluation of performances achieved in RDPH and HDs.  

A monitoring and evaluation plan of the NHDP will therefore be developed separately at the 
beginning of the NHDP implementation to make up for this deficiency. This will mainly 
include results, effects and impact indicators that will enable a gradual assessment of 
implementation levels of planned activities and the achievement of NHDP objectives.  

Note: As for indicators whose basic values are not available, initial surveys will be carried out 
to determine the beginning of the NHDP implementation. 

Monitoring/evaluation will be done through supervision, analysis of data collected during 
reviews, audits, surveys, coordination meetings, etc. 
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PART FOUR :  BUDGETARY FRAMEWORK 
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CHAPTER 7. FUNDING OF THE 2016-2020 NHDP 

This chapter presents the financing projections for the 2016-2020 NHDP implementation : (i) 
the budget framework for the next five years, (ii) the projected costs of the 2016-2020 
NHDP, (iii) analysis of financing gaps and (iv) financial sustainability strategies. 

7.1. BUDGETARY FRAMEWORK 

Financing projections were made based on the existing national strategic commitment 
documents. On the one hand, the GESP projects a continuous and increasing funding flow 
for the MOH and partner ministries between 2016 and 2020. On the other hand, a decrease 
in external resources is foreseen. This reflects the possible disengagement of some 
multilateral partners and the support of bilateral partners maintained till 2020. There is a 
projected decline in resources in the health sector as from 2019. This is partly justified by the 
completion of the implementation of the three-year emergency plan (Table 12 ). 

Table 12: 2016 - 2020 financing projections (in Billions FCFA) 

Source : Budgetary framework of the 2016-2027 HSS  

7.2. PROJECTED COSTS OF THE 2016-2020 NHDP 

7.2.1 HYPOTHESIS 

The real health financing needs were estimated using the One Health tool with the same 
methodology as for the 2016-2027 Sector Strategy. This tool enables to estimate the costs of 
health interventions based on targets set and integrates the analysis of bottlenecks and the 
budgeting of corrective actions, thus helping to have a holistic estimation of needs for health 

 PERIOD: 2016 -2020 
TOTAL 2016-2020

SOURCE OF FINANCING 2016 2017 2018 2019 2020 

MOH (CBMT) 143.6    179.4    200.9    227.0    256.5    1 007.6 

RELATED MINISTRIES  15.4    14.3    14.1    15.1    15.5    74.5 

MULTILATERAL PARTNERS 
(GLOBAL FUND, GAVI, BM, 
WHO, UNICEF, UNFPA, 
UNAIDS, HKI, SABIN 
VACCINE)   

93.4    98.6    108.4    62.9    62.9     426.1 

BILATERAL PARTNERS 
(United States, Germany, 
France)  

12.4    12.4    11.6    11.6    11.6    59.6 

EMERGENCY PLAN (PLANUT)  41.0    50.0    59.0        150.0 

PROJECTED FUNDS  305.8  354.7    394.0    316.6    346.5    1 717.8 
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financing. This cost estimate is based on programme data and target that existed in 2015 
and has a dynamic database that will allow for adjustments if necessary during 
implementation. 

7.2.2. ANALYSIS OF ESTIMATED COST  

The overall cost of the 2016-2020 NHDP implementation was estimated at FCFA 2,135.7 
billion over a period of five years, that is, an average annual cost of FCFA 417 billion. 
Generally, there is a growing need for health financing for the period 2016-2020. 

7.2.2.1. Estimated cost per component and sub-component 
According to the orientations of the strategy and the NHDP priorities, strengthening the 
health system will take a significant share of resources. Because of this prioritization, the 
share of resources allocated to this component is 50% (Figure 3). This is because this 
component brings together all the major pillars of the health system: health infrastructure, 
medicines, human resources, health financing and the health information system. This 
component is important in addressing increased demand for healthcare and services and 
improved geographical and financial access to quality healthcare (Table 12). 

 

Figure 3 : Overall distribution of 2016-2020 NHDP costs per component 

Source : One Health Tool analysis 

The case management component accounts for 22% of the NHDP budget. This is because the 
component includes, among others, the management of various pathologies (diagnosis and 
treatment): communicable and non-communicable diseases, high-impact interventions for 
maternal, neonatal, child and adolescent health, etc. The health promotion component 
represents 8% of the projected resources. Such a level of funding will help to fill the funding 
gap for health promotion identified as a bottleneck for improving the health of populations 
in the Chapter entitled “Situation Analysis”. Finally, disease prevention component 
represents 14% of the projected resources and strategic steering and governance 
component 6% of these resources. 
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Table 13: Breakdown of NHDP costs per axis and strategic sub axis for the period 2016-2020  

STRATEGIC 
AXIS  

STRATEGIC SUB AXIS  

TOTAL 
COSTS IN 
BILLIONS 
FCFA 

Health 
Promotion  

Institutional and community capacity and coordination for 
health promotion  19.5  
Living conditions of populations  42.7  
Strengthening health-promoting skills 35.1  
Essential Family Practices and Family Planning, Promotion of 
adolescent health and Post-Abortion Care   22.5  
Total 1 119.9  

Disease 
Prevention  

2.1.Prevention of Communicable Diseases  127.9  
2.2. EPDs and public health events, surveillance and response 
to epidemic-prone diseases, zoonotic diseases and public 
health events  38.8  
2.3.RMNCAH/PMTCT 22.0  
2.4.Prevention of non-communicable diseases  12.0  
Total 2 200.2  

Case 
Management 

3.1. Curative care of communicable and non-communicable 
diseases  337.5  
3.2.Maternal, neonatal, child and adolescent illnesses 99.2  
3.3.Emergencies, disasters and humanitarian crises  1.0  
3.4.Management of disability  1.2  
Total 3 438.1  

Health system 
strengthening 

4.1.Health financing  84.0  
4.2.Healthcare provision and services  361.2  
4.3.Drugs and other pharmaceutical products  204.6  
4.4.Human  Resource for health 603.9  
4.5. Health information and research in health  2.4  
Total 4 1 256.1  

 Governance 
and strategic 
steering  

5.1. Governance 60.0  
5.2. Governance and strategic steering  60.7  
Total 5 120.7  

TOTAL COST OF 2016-2020 NHDP 2 135.7 
 

7.2.2.2.  Estimated cost per year 
Table 13 and Figure 4 below show the distribution and evolution of the allocations of each 
component in the global budget. 
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Table 14: Annual distribution of costs of the 2016-2020 NHDP per strategic axis 

 PERIOD 
STRATEGIC AXIS 2016 2017 2018 2019 2020
Health Promotion  7% 8% 7% 8% 9% 
Disease Prevention  15% 13% 15% 14% 14% 
Case Management 18% 21% 22% 23% 25% 
Health system strengthening 54% 52% 50% 49% 47% 
Governance and strategic steering  6% 6% 6% 6% 6% 

Source : One Health Tool analysis 

  

 

Figure 4: Evolution of costs for the 2016-2020 NHDP per strategic axis 

Source : One Health Tool analysis 

7.2.2.3. Projected cost and impact 
Budget adjudication for HSS interventions will have a direct impact on the level of 
achievement of key health indicators. The figure below shows the evolution of maternal 
mortality if high impact interventions on maternal health defined in the 2016-2020 NHDP 
are fully financed (Figure5). This direct correlation means that if the volume of funding is not 
sufficient, the evolution will reduce. 
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Figure 5: Cost of the 2016-2020 NHDP and impact on maternal mortality 

Source : Analysis of One Health Tool estimates 

7.3. ANALYSIS OF FINANCING GAPS 

Available resources for the health sector over the period 2016-2020 are FCFA 1 717 billion. 
By comparing the current health needs projected in the NHDP over the same period (that is,  
2,136 billion), there is a gap in health financing of FCFA 418 billion over the period 2016-
2020, with an annual average of about FCFA 84 billion (Table 15). 

Table 15: Comparison between real needs and projected financing (FCFA billion) 

 PERIOD 
Total 

 2016 2017 2018 2019 2020 

TOTAL  OF ESTIMATED 
FINANCING  

305.8   354.7    394.0    316.6    346.5    1 717.8 

NHDP COST  403.6 395.1 436.3 434.8 465.9 2 135.7    

FINANCING  GAP  97.8 40.4 42.3 118.2 119.4 418.1 
 

The financing gap reflects the limited resources allocated to health. In order to fill this gap, 
advocacy will be conducted with MINEPAT and MINFI for a significant increase in the 
allocation of the State budget for health, as well as the possible introduction of innovative 
funding mechanisms for health.   

It is important to note here that the contribution of households (which is a significant source 
of financing) is not taken into account in this gap analysis. In fact, it has been shown that 
out-of-pocket payments have a negative impact on access to healthcare for populations and 
cannot be used to fill the above gap in the current effort towards Universal Health Coverage.  
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7.4. FINANCIAL VIABILITY STRATEGY 

The financing of the various interventions selected in the NHDP will be mobilized in a 
concerted manner at the level of the State, its development partners, NGOs and the private 
sector. The updating of the medium-term expenditure framework for the sector with the 
selected interventions will allow for a greater mobilization of financial resources from 
national and external partners.  

The health financing strategy is being developed at the Ministry of Public Health and will 
detail aspects related to revenue collection, pooling of resources and purchase of 
interventions. This process is part of the ongoing multi-sector reflection on a Universal 
Health Coverage system. At the end, this strategy will ensure the financial sustainability of 
the health sector while reducing the direct participation of households according to the 
principles of efficiency and equity.  
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APPENDIX 2 : OPERATIONAL DEFINITIONS OF CONCEPTS USED IN THE NHDP 
1. Standard on the number of multi-purpose CHWs: the required standard is 1 CHW/1 000 inhabitants 

(rural area) and 1 CHW/2 500 (urban). To date, this number is not known accurately. However, within 
the timeframe covered by this NHDP, it should be ensured that each district has at least 3 versatile 
CHWs, and gradually, ensure that the standard for the number of CHWs per district is respected. 

2. Functional DHC: DHC that has a specific activity framework drawn from the AWP of the HD and has 
documented at least 50% of the activities carried out during the period evaluated.  

3. HD implementing CLTS: HD in which at least 50% of households/neighbourhood/village have improved 
toilets, a source of potable water and a hand-washing device. 

4. Minimum intervention capacities of a CERPLE: 1) Meeting room for the coordination of public health 
interventions; 2) office automation and computer equipment and communication equipment 
(computer, telephone etc.); 3) adapted vehicle for case investigation and organization of response; 4) 
prepositioning of drugs for response; 5) appropriate profile for the person in charge of CERPLE: 
CAFETP graduate (Cameroon Field Epidemiology) or Public Health; 6) availability of a budget line or 
emergency management support fund. 

5. Essential Family Practices: 1) exclusive breastfeeding; 2) preventive child care (ex: vaccination, IMAI, 
etc.); 3) use of a mosquito net; 4) hand washing with soap; 5) nutritional supplement after 6 months; 
6) rehydration of the child with ORS in case of diarrhoea; 7) consultation at the health centre in case of 
illness; 8) promotion of modern contraceptive methods in women of childbearing age (WCBA). 

6. IHCs/ MHCs/ DHs implementing task shifting in the management of Hypertension and Diabetes: 
development of the task shifting management approach as well as the creation of ambulatory medical 
centres are strategies to improve the availability of quality health care and services to beneficiaries. It 
has as prerequisite: 1) the availability of operational procedures for management and their 
dissemination at all the levels of the health pyramid, 2) strengthening the control, monitoring and 
supervision of actors at the devolved level, 3) capacity building for institutional and community service 
providers at the devolved level.  

7. Minimum Technical Platform for the management of Medical and Surgical Emergency of a District 
Hospital: Emergency services with at least 1) a functional ambulance, 2) a complete tensiometer , 3) 
Small surgery box , (4) steam and heat sterilization equipment, (5) oxygen, (6) emergency drugs, (7) 
personnel capable of managing the complications of hypertension and diabetes, 8) staff trained in 
EmONC/CEmOC. 

8. Accredited district hospital: health facility with quality assurance system and health services: FP, 
EmONC/CEmONC, PAC, emergency obstetric surgery, management of HIV/AIDS, Malaria, Tuberculosis, 
Hypertension, Diabetes, RANC.   

9. Nine CEmONC functions: 1) administration of AB/general route, 2) parenteral administration of 
uterotonics, 3) parenteral administration of anticonvulsants, 4) evacuation of conception  product 
(MVA), 5) artificial delivery, 6) instrument-assisted breech delivery (vacuum forceps) 7) newborn 
resuscitation, 8) blood transfusion and caesarean section, 9) caesarean section practice. HF must offer 
these 9 functions to qualify as complete EmONC HF.  

10. Functional CSOs: These are CSOs from HDs affiliated to the CSO regional platform and that have 
contributed to the implementation of the AWP of the HD (implementation of at least 2 activities 
included in the AWP of the HD during the period evaluated). 
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