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10 Abstract: 
Every day more and more challenges continue to be faced in the healthcare delivery and more people continue to present with complex health challenges referenced very little or not in any research with which to consult for aid. The situation continue everywhere in health facilities across the healthcare divide especially in underserved communities and with alarming figures in obstetrics and gynecology where statistics continue to be heart-breaking on the maternal and child health care domain.
It is with this in mind that this product conception is based as it gives a practical experience of the authors many years working in this sector with an overwhelming array of insights on what not only do personnel face in their day to day care deliveries, but more importantly the stress women go through during labor perinatal, prenatal postnatal, and “up to six months after delivery” the most critical period that women go through in their reproductive ages. 
 














11 INTRODUCTION:

NEONATAL AND NEWBORN CARE IN UNDERSERVED COOMUNITIES (GLOBAL HEALTH SURVEY),
Neonatal and new born care in underserved communities’ global health survey is a practical hand-on-experience and research outcome assisted with corroboration from major health care research institutions around the world with case study focal point being Cameroun. 
Ever since the creation of health facilities around the world, practices that negatively affects healthcare outcomes keeps improving in advanced communities and healthcare facilities while in the developing communities, the situation keeps on dwindling with overwhelming disparities in care deliveries, monitoring, and reporting. As required by policy and policy makers who are in a position of decision making that effects change yes of course, meaningful changes in the health sector. 
One main cause of ineffective care in health facilities is the absence of qualified personnel and even where these personnel are available, the absence of standard tools for effective interventions further compounds the situation with resulting fatalities. 
The needs of the patients and provision of the needed care often absent at the site of care provision and on the delivery tables of health facilities, accounts for the majority of complications arising from pregnancy and delivery yet, much time and monies was and continue to be spent training required healthcare providers to this effect. 
While some of the parents and victims most of them women themselves are to blame for their misfortunes given that appointments are not respected at care sides and even medications not afforded for their pregnancy needs, personnel follow-up and health information is not also provided by healthcare providers as indicated, a lesson we all know when learnt, do help people take informed decisions. 
Ensuring healthy lives and promoting well-being at all ages is essential to sustainable development. Currently, the world is facing a global health crisis unlike any other — COVID-19 is spreading havoc and   human fatalities and suffering, destabilizing the global economy and suspending the lives of billions of people around the globe from their daily welfare. 
In other case scenarios, the care providers are not there to begin with. This is a common phenomenon in hard to reach areas where the level of education is very low and most often because of economic hardship and youth unemployment, even the few educated are forced to displaced themselves to the urban areas to seek for a better living standard living the old and uneducated to fend for themselves in the different locations. When this happens, coupled with inaccessibility of the localities by roads or otherwise, none natives of these localities oftentimes prefer to resign from their posts of responsibilities than go to work in these remote settings. While the situation  of ineffective and none availability of facilities to care for the basic health needs of those we are charged with, there comes COVID-19 too, bringing a huge toll of suffering on our population with death toll reaching fatal heights.
Before the pandemic, major progress was made in improving the health of millions of people. Significant strides were made in increasing life expectancy and reducing some of the common killers associated with child and maternal mortality. But more efforts are needed to fully eradicate a wide range of diseases and address many different persistent and emerging health issues. 
By focusing on providing more efficient funding of health systems, improved sanitation and hygiene, and increased access to physicians, significant progress can be made in helping to save the lives of millions especially women and children with particular focus on the neonates. 
Evidence base experiences shows that the skills needed to safe life could be improved upon but unfortunately there is no commitment by actors to do so on the one hand, and on the other hand lack of skillful and experience practitioners in the field of reproductive health to effectively train providers who will in turn stand the challenges that unavoidably takes away the lives of millions of children at birth due to lack of these intervention skills and tools. 
We need to integrate innovative hands-on-experience training programs, especially to those already working by way of refresher courses. 
I became the first man on earth to win an award in midwifery following a remarkable achievement in the field of reproductive health and midwifery. What did I do that was overwhelming? Beside my other unidentified innovative ideologies and skills still to be highlighted, I have a track record of successful birthing with very minimal tools to that effect, but with quality performance outcomes as evidenced  with zero deaths, zero cesarean sections, zero referrals and zero still-births numbering way-over 17000 deliveries in over 20 years..
 And how did I do it? By committing myself to effective change in the approach traditional to doing things ineffectively, researching and above all putting humanity above remunerations and compensation for a job well done or note. 
With a huge array of working and studying in some of the best schools of health around the world, the wealth of experiences I got locally and globally especially working in underserved communities where health care challenges meets with the complexities of human wisdom and innovation, I feel honored when my efforts turn despair into hope, and hopelessness transformed into trust and confidence building amongst those to whom I owe an obligation.
Children born asphyxiated need to be an outcome of efforts that did not tie with the ideal and not as a result of an incidence or ill-luck neither should C/Section become an end to a means rather than a means to an end. 
When such are anticipated and intervention tools made available at the care delivery sides, these indirectly avoid unnecessary questions that can traumatize our clients into psychoses and avoidable hemorrhagic incidence resulting from deliveries that are today contributing causes to postpartum anemia in maternity wards in underserved communities and worst of it all in hospital settings especially in Sub-Sahara-Africa.
Children are born with passive natural immunities that need to be supported and guided through during the early years of their lives in order to avoid incidents of early childhood deaths before the ages 0-5. Here, focus is again on children from poor and middle income countries especially Sub Sahara- Africa where the infant mortality rate seams to remain heart breaking till date. 
Until even as it is the case now, most families especially women have not been informed and taught the benefits of feeding a child exclusively for the first 6 months of life. The ideology that African women and children are dying because of poverty is not true. Rather they are dying from lack of education and ignorance. {PRESIDENT’S PLAN FOR AIDS RELIEF PEPFAR}. The education our families need is important because with it they can confidently take informed decisions that will positively impact their lives and the lives of their children hence reducing the dearth burden imposed on them through ignorance and lack of education. 
Secondly, when people are told the advantages of one way of life from the other they are motivated to join the chorus of the informed and will actively get involved in decision making since they are in a position to educate the others building confidence links with good lessons learnt.
Children at birth depend on the antibodies of the mothers they acquired during gestation to survive. We teach the families this lessons using none professional jargons so they can easily understand and participate during the training sessions. Making our lessons easy to understand by our audience is a key step towards a successful lessons learning. 
The placenta produces these proteins during the last three months of pregnancy that will cover the baby again bacteria and viruses. Research has proven that the immunity or defense of these neonates can only be optimal enough to protect the baby if the child depends solely on the mother’s breast milk for the first six months after birth. The parents are supposed to be given the advantages of exclusive breast feeding as such so to convince them to abide by it to their advantage as well. 
What are then the methodologies or effective methods of making these lessons interesting and impactful to the needy? By organizing educative talks during prenatal, perinatal as well as postnatal consultations. This will sink well into the minds of families especially couples.
12 Making educative talks captivating and tolerable.
When more people are involved in a class for a course, many indicators are made feasible firstly, there is the likelihood that the topic will not be new to all your audience. Talking of exclusive breast feeding to couples for example might be new to the husband whom in most health facilities where couples are hardly invited to accompany their spouses for their “first ANC”, especially first pregnancy, most of the men might be unaware of this effective and innovative approach in saving lives of newly born babies especially in low and middle income countries.
PEPFAR has and continue to emphasize that children should be exclusively breastfed from 0-6 months after birth. 
In other communities, pregnancy is considered “a death sentence”
According to: INNOVATIONS FOR MATERNAL, NEWBORN & CHILD HEALTH
Funded by the Bill and Melinda Gates Foundation, this program applied design thinking to improve the lives of the world’s most vulnerable women and children.
A popular method in technology and the for-profit sector, design thinking is a process that places the people for whom a product or program is being developed at the heart of the process. The system revolves around understanding the user, challenging assumptions, and redefining problems in order to find innovative solutions that get to the heart of an issue. Or, as Jeanne Ledtka wrote in the Harvard Business Review, “It addresses the biases and behaviors that hamper innovation.” When the system works, it means that the solutions are more sustainable and more likely to be widely adopted, because they meet the needs of the user rather than the goals of the creator. 
At Concern, where we have spent the last 50+ years placing local knowledge and expertise at the center of our programs and work to understand communities’ needs, experiences, and goals, this process seemed like a natural fit”.
To further make this follow-up lesson unavoidable, tell the couple the advantages for both the mother the baby, and the father, and why not the entire community to which they belong. When you teach with examples your lesson becomes interesting to learn and also becomes unforgettable to those concerned and your audience {the target population} will keep increasing from session to session because your lessons are not boring. 
The lessons or benefits of exclusive breastfeeding to the mother include but are not limited to:
1. Bonding which means the temporary relationship that has been for over 40 weeks that was suddenly interfered with by the process of childbirth with the new-born finding itself in strange hands that was announced by an excruciating cry at birth, must be reestablished to assure the baby that its life is not at stake or threatened. Both parties {mother and child} benefit from this psychologically as the child seizes to cry as soon as it is placed on the mother’s chest while waiting to deliver the afterbirth or placenta, and by the mother whom emotionally and psychologically too, the mother comes gradually to the conclusion that, at last, her dream of safe delivery has come true and that she too will be called mother as well as belong to the community of mothers. Fear of the unknown is over giving room to other thoughts.
The next benefit that is shared again by both parties comes from the immediate putting to breast newborn even before the placenta is delivered and also as soon as the child is placed on the mother’s chest. 
The miracle of nature is deplored and the sucking reflex against the mammary glands triggers very high production of oxytocin, a hormone produced by the placental side as well as the pituitary gland of the brain is released into the general circulation controlling bleeding and arresting avoidable post-partum hemorrhage PPH, which oftentimes is blamed for the anemia that results from childbirth increasing cost as well as fatalities where blood and transfusion facilities are inexistent for intervention  
The child on the chest of the mother should be covered and kept warm protected from draft. The exercise of getting the child benefits the child most importantly as the production of breast milk is accelerated especially in women with a known history of deliverance in breast milk secretion after childbirth.
Health emergencies such as COVID-19 pose a global risk and have shown the critical need for preparedness. The United Nations Development Program highlighted huge disparities in countries’ abilities to cope with and recover from the COVID-19 crisis. The pandemic provides a watershed moment for health emergency preparedness and for investment in critical 21st century public services. 
This relationship reestablishment otherwise call boding, is not short-lived rather for boding to be meaningful and effective it has to be maintained until the child can start socialization with his peers and members of the family gradually gaining independence from his parents. When bonding is interrupted according to other researchers, the child ends up suffering from despair.
Njumbe.
 According to a write-up and research outcome published by: 
“KIDSHEALTH”, bonding is the intense attachment that develops between parents and their baby. It makes parents want to shower their baby with love and affection and to protect and care for their little one. Bonding gets parents up in the middle of the night to feed their hungry baby and makes them attentive to the baby's wide range of cries.
Scientists are still learning a lot about bonding. They know that the strong ties between parents and their child provide the baby's first model for intimate relationships and foster a sense of security and positive self-esteem. And parents' responsiveness to an infant's signals can affect the child's social and cognitive development.


13 Why Is Bonding Important?
Bonding is essential for a baby. Studies of newborn monkeys who were given mannequin mothers at birth showed that, even when the mannequins were made of soft material and provided formula to the baby monkeys, the babies were better socialized when they had live mothers to interact with. The baby monkeys with mannequin mothers also were more likely to suffer from despair. Scientists suspect that lack of bonding in human babies can cause similar problems.
Most infants are ready to bond immediately. Parents, on the other hand, may have a mixture of feelings about it. Some parents feel an intense attachment within the first minutes or days after their baby's birth. For others, it may take a bit longer.
But bonding is a process, not something that takes place within minutes and not something that has to be limited to happening within a certain time period after birth. For many parents, bonding is a byproduct of everyday caregiving. You may not even know it's happening until you observe your baby's first smile and suddenly realize that you're filled with love and joy.
A The Ways Babies Bond
When you're a new parent, it often takes a while to understand your newborn and all the ways you can interact:
Touch becomes an early language as babies respond to skin-to-skin contact. It's soothing for both you and your baby while promoting your baby's healthy growth and development.
Eye-to-eye contact provides meaningful communication at close range.
Babies can follow moving objects with their eyes.
Your baby tries — early on — to imitate your facial expressions and gestures.
Babies prefer human voices and enjoy vocalizing in their first efforts at communication. Babies often enjoy just listening to your conversations, as well as your descriptions of their activities and environments.
B Making an Attachment
Bonding with your baby is probably one of the most pleasurable aspects of infant care. You can begin by cradling your baby and gently rocking or stroking him or her. If you and your partner both hold and touch your infant frequently, your little one will soon come to know the difference between your touches. Both of you can also take the opportunity to be "skin to skin" with your newborn by holding him or her against your own skin when feeding or cradling.
Babies, especially premature babies and those with medical problems, may respond to infant massage. Because babies aren't as strong as adults, you'll need to massage your baby very gently. Before trying out infant massage, be sure to educate yourself on proper techniques by checking out the many books, videos, and websites on the subject. You can also contact your local hospital to find out if there are classes in infant massage in your area.
Breastfeeding and bottle-feeding are both natural times for bonding. Infants respond to the smell and touch of their mothers, as well as the responsiveness of the parents to their needs. In an uncomplicated birth, caregivers try to take advantage of the infant's alert period immediately after birth and encourage feeding and holding of the baby. However, this isn't always possible and, though ideal, immediate contact isn't necessary for the future bonding of the child and parent.
Adoptive parents may be concerned about bonding with their baby. Although it might happen sooner for some than others, adopted babies and their parents can bond just as well as biological parents and their children.
C Bonding With Daddy
Men these days spend more time with their infants than dads of past generations did. Although dads frequently yearn for closer contact with their babies, bonding frequently occurs on a different timetable, partially because they don't have the early contact of breastfeeding that many moms have.
But dads should realize, early on, that bonding with their child isn't a matter of being another mom. In many cases, dads share special activities with their infants. And both parents benefit greatly when they can support and encourage one another.
D Early bonding activities include:
participating together in labor and delivery feeding (breast or bottle); sometimes dad forms a special bond with baby when handling a middle-of-the-night feeding and diaper change reading or singing to baby giving the baby a bath mirroring baby's movements mimicking baby's cooing and other vocalizations — the first efforts at communication using a front baby carrier during routine activities letting baby feel the different textures of dad's face. Building a Support System of course, it's easier to bond with your baby if the people around you are supportive and help you develop confidence in your parenting abilities. 
That's one reason experts recommend having your baby stay in your room at the hospital. While taking care of a baby is overwhelming at first, you can benefit from the emotional support provided by the staff and start becoming more confident in your abilities as a parent. Although rooming-in often is not possible for parents of premature babies or babies with special needs, the support from the hospital staff can make bonding with the infant easier.
At first, caring for a newborn can take nearly all of your attention and energy — especially for a breastfeeding mom. Bonding will be much easier if you aren't exhausted by all of the other things going on at home, such as housework, meals, and laundry. It's helpful if dads or other partners can give an extra boost with these everyday chores, as well as offer plenty of general emotional support.
And it's OK to ask family members and friends for help in the days — even weeks — after you bring your baby home. But because having others around during such a transitional period can sometimes be uncomfortable, overwhelming, or stressful, you might want to ask people to drop off meals, walk the dog, or run an errand for you.
E Factors That May Affect Bonding
Bonding may be delayed for various reasons. Parents-to-be may form a picture of their baby having certain physical and emotional traits. When, at birth or after an adoption, you meet your baby, reality might make you adjust your mental picture. Because a baby's face is the primary tool of communication, it plays a critical role in bonding and attachment.
Hormones can also significantly affect bonding. While nursing a baby in the first hours of life can help with bonding, it also causes the outpouring of many different hormones in mothers. Sometimes mothers have difficulty bonding with their babies if their hormones are raging or they have postpartum depression. Bonding can also be delayed if a mom's exhausted and in pain following a prolonged, difficult delivery.
If your baby spends some time in intensive care, you may initially be put off by the amount and complexity of the equipment. But bonding with your baby is still important. The hospital staff can help you handle your baby through openings in the isolate (a special nursery bassinet). When your baby is ready, the staff will help you hold him or her. In the meantime, you can spend time watching, touching, and talking with your baby. Soon, your baby will recognize you and respond to your voice and touch.
Nurses will help you learn to bathe and feed your baby. If you're using breast milk you've pumped, the staff, including a lactation consultant, can help you make the transition to breastfeeding before your baby goes home. Some intensive care units also offer rooming-in before you take your baby home to ease the transition.
F Is There a Problem?
If you don't feel that you're bonding by the time you take your baby to the first office visit with your child's doctor, discuss your concerns at that appointment. It may be a sign of postpartum depression. Or bonding can be delayed if your baby has had significant, unexpected health issues. It may just be because you feel exhausted and overwhelmed by your newborn's arrival. 
In any event, the sooner a problem is identified, the better. Health care providers are accustomed to dealing with these issues and can help you be better prepared to form a bond with your child.
Also, it often helps to share your feelings about bonding with other new parents. Ask about parenting classes for parents of newborns.
Bonding is a complex, personal experience that takes time. There's no magic formula and it can't be forced. A baby whose basic needs are being met won't suffer if the bond isn't strong at first. As you become more comfortable with your baby and your new routine becomes more predictable, both you and your partner will feel more confident about all of the amazing aspects of raising your little one.
While there are commonalities in the cognitive development and mental response to the bonding that comparative wise identifies with monkeys, there are disparities amongst the impact that children from low and middle-income countries do bond and grow up in society especially when formula feeding is substituted especially within the first six months of life of the children. 
Challenges are enormous with underserved communities keeping with the standards required win formula feeding these children, especially challenges of the hygienic measures required to avoid infantile gastroenteritis which is common childhood disease and a common cause of malnutrition.  
19 Safe the children, a UK’s largest safe the children organization says” The first 28 days of a child’s life – the neonatal, or newborn, period – carries the highest risk of death. It is also the most dangerous period for the newborn’s mother. Each year, 2.4 million newborns die, 1.9 million babies are stillborn and 295,000 women die globally during pregnancy or childbirth. More than 800,000 newborns die on the first day of life, making the day of birth the most dangerous day for babies in nearly every country.
Our newborn health programs focus on preventing and treating the main causes of newborn deaths: preterm birth, infections, and complications during childbirth. These three conditions account for more than 80 percent of newborn deaths. Basic, low-cost care can save up to two-thirds of newborn lives when provided by trained health workers.
These key practices and interventions can dramatically increase a newborn’s chance of survival:
Essential newborn care for all babies, which includes a clean delivery, encouraging skin-to-skin contact with the mother after birth, umbilical cord care, immediate and exclusive breastfeeding, and resuscitation at birth for non-breathing newborns.
Kangaroo Mother Care (KMC), a proven intervention that includes continuous skin-to-skin contact between mother and baby, exclusive breastmilk feeding, and early discharge from the  hospital. Ensuring KMC in health facilities and follow-up and support for continuation at home to improve survival of preterm and low birthweight babies.
Identification and timely initiation of appropriate antibiotic treatment of possible serious bacterial infections in newborns.
Providing these high-impact interventions requires a well-trained and supervised health workforce, essential equipment and medicines, and logistics management systems to ensure uninterrupted service availability.
While education, care, management and follow-up measures remain the best intervention tools to saving lives as emphasized by researchers and experts in obstetrics and gynecology, there is yet much to be done in some countries where health care delivery and of course effective interventions measures like in the developing world. Unfortunately, well trained personnel are not living up to standards {in Cameroon}. Most women are still left un effectively attended to in the delivery rooms some to the extent of bearing down with no one to attend to yet well-trained personnel are relaxing in the next rooms waiting to be called in and by nobody at unholy hours of the night.
Women cry for help as they are exposed to danger as care providers insist on getting her operated yet a vigilant one declares the baby emerging from the vaginal to the frustration of his colleagues who abandoned the woman to his care and helpless and feeling his job threatened he too shy away living the newborn unattended to till he dies. Our programs aim to provide life-saving care and support for the mother and newborn before, during, and after birth. Isn’t therefore true that “pregnancy is considered more a death sentence to women” 
A Care for Pregnant Women
We support key elements of quality care during pregnancy including providing preventive services, such as birth preparedness and complication readiness and counseling expectant mothers on pregnancy danger signs. We also support the provision of immunizations and iron/folate supplements as well as presumptive treatment of malaria when relevant, and nutrition counseling. We aim to identify and manage complications in pregnant women such as infections (e.g., HIV, TB & STI), anemia, and preeclampsia/eclampsia. 
B Childbirth Care
We work to ensure that mothers receive quality care during childbirth, including safe and respectful care during and after delivery for both the mother and newborn, and appropriate and timely emergency care to manage complications. We promote the use of clean birth practices, including handwashing, to prevent life-threatening infections for newborns. We equip providers with the skills and tools to monitor fetal (and maternal) status during and immediately after labor and take appropriate actions to manage complications. 
C Postnatal Care
Mothers and newborns in the first days and weeks after birth are vulnerable to complications which can be prevented and successfully managed if detected early. We have established programmatic approaches
that aim to address this need, helping generate the social support to change harmful social and gender norms and address other structural barriers. Various components of postnatal care are important opportunities to link health facilities with newborns and ensure healthy newborn practices at home. We developed an innovative approach to provide pre-discharge assessments, counseling, and linkages with community health workers to target the most vulnerable and marginalized - babies and mothers at high risk - to get home visits early. We further influence postnatal care practices through prenatal counseling and birth preparedness for pregnant mothers.
D Newborn Health in Humanitarian Settings
Countries experiencing humanitarian crises are among those with the highest rates of newborn mortality. Save the Children played a lead role in developing the Newborn Health in Humanitarian Settings Field Guide, which provides guidance and tools to reduce newborn illness and death in humanitarian settings. A Roadmap to Accelerate Progress for Every Newborn in Humanitarian Settings 2020-2025 was also developed to set a vision for improving health for the most vulnerable mothers and newborns in humanitarian settings.
Njumbe: like in other humanitarian crisis situation where most of the victims are women and children, and where as per war law these persons and certain facilities are supposed to be no go zones as well as protected, the scenario in the conflict hit North West South West Regions of Cameroon are a unique and probably a scarce situation ever known in any humanitarian history. Not only are women, children and the civilian population as a whole in trouble from belligerents, rather both health facilities and personnel are targeted destroyed and killed especially the government led military who refuse that “Ambazonian” victims shouldn’t be treated in health facilities or otherwise. Health facilities like the Kumba general hospital was burnt down for similar reasons by the Cameroon arm forces.
Now in the bushes escaping the war, those we met and attend to their health needs have pathetic stories to tell the world especially women of reproductive ages. 
In the month of November 2021, out of 820 patients attended to in Banga long-street, 98% of them were sight related-patients majority women and children. With the environmental challenges of our ecosystem, investigation is ongoing to establish the reason or cause of epidemic ophthalmic health challenges of that morbidity scale.
E COVID-19 response
The World Health Organization (WHO) has been leading the global effort to tackle COVID-19. The Strategic Preparedness and Response Plan, produced by WHO and partners, outlines the public health measures that countries should take to prepare for and respond to COVID-19. The Strategy Update of April 2020 provides further guidance for the public health response to COVID-19 at national and subnational levels, and highlights the coordinated support that is required from the international community to meet the challenge of COVID-19.
People and organizations that want to help fight the pandemic and support WHO and partners can donate through the COVID-19 Solidarity Response Fund which supports WHO’s work to track and understand the spread of the virus, to ensure patients get the care they need and frontline workers get essential supplies and information, and to accelerate research and development of a vaccine and treatments for all who need them.
WHO, together with partners, also provides guidance and advice for people to look after their mental health during the COVID-19 pandemic — especially health workers, managers of health facilities, people who are looking after children, older adults, people in isolation and members of the public more generally.
The pandemic is much more than a health crisis. It requires a whole-of-government and whole-of-society response, matching the resolve and sacrifice of frontline health workers.

22 Mission:
The mission of this research topic is to identify and bring to light the flaws of healthcare providers especially those charged with the care provision of maternal and child health care vis-à-vis that of the pediatrician in caring for the sick child and diseases of reproductive organs of both men and women as well as care that maternal and child convalescents do need after hospital based care now as post care follow-up of patients coming in from their homes after discharge from hospitals.
A VISION:  
We advocate for help and to join hands with other health care actors identify better tools to use in meeting-up with the United Nations Sustainable development Goal 3 [SDG3] that says:
 Goal 3: Ensure healthy lives and promote well-being for all and at all ages.                
Ensuring healthy lives and promoting well-being at all ages is esential to sustainable development. Currently, the world is facing a global health crisis unlike any other — COVID-19 is spreading human suffering, destabilizing the global economy and upending the lives of billions of people around the globe. 
Before the pandemic, major progress was made in improving the health of millions of people. Significant strides were made in increasing life expectancy and reducing some of the common killers associated with child and maternal mortality. But more efforts are needed to fully eradicate a wide range of diseases and address many different persistent and emerging health issues. 
By focusing on providing more efficient funding of health systems, improved sanitation and hygiene, and increased access to physicians, significant progress can be made in helping to save the lives of millions.
Health emergencies such as COVID-19 pose a global risk and have shown the critical need for preparedness. 
The United Nations Development Program highlighted huge disparities in countries’ abilities to cope with and recover from the COVID-19 crisis. The pandemic provides a watershed moment for health emergency preparedness and for investment in critical 21st century public services. But even with the dreaded Covid-19 pandemic threat and its fatalities on mankind how “prepared will health care providers be, given their aged old inertia and habits of extorting from the needy patients and pregnant women in labor and delivery? 
While information about similarities in poor healthcare provision in hospitals around the world typically volatile cares are not isolated as the scenario of many others keeps making headline news. Such reports around the famous Laquintinie hospital in 2016 breaks the hearts of families and family members of “Monique Koumatékel”
F Cameroon: Monique Koumatékel’s sister reveals the hidden truth Cameroon: Monique Koumatékel’s sister reveals the hidden truth posted by Simo Shun April 13, 2016 Home BIYA
BIYA Tacke Rose, Sister Monique Koumatékel
In mid-March, at the Laquintinie hospital in Douala, Rose Tacke tried a caesarean section, on one of her relatives to save the twins she was carrying. Her desperate gesture made the headlines all over the worldwide. Below is an exclusive testimony.
She has just one desire to do away with this “story” Perhaps it is excessive optimism. But also an irrepressible desire to regain a foothold in the newspaper, two weeks after the sordid news that was revealed to the world.
On March 12, Rose Tacke, 36, attempted a caesarean on her pregnant aunt, in front of the maternity of Laquintinie hospital in Douala. She swears she wanted to save the twins but could be prosecuted for desecration of a corpse (her aunt had just died when Rose performed the act), an offence punishable by two years in prison.
Now she recluse at home, in the popular district of Akwa, with her face hidden behind a veil to try to preserve what remains of anonymity (her name was soon revealed), she says she hesitated to reveal anything for fear to that her words will be distorted. And we understand why.
She is not a nervous woman but a combative person, determined to tell the truth. In a monotone, she unfolds her story in great detail, sometimes punctuating with a long resigned sighs.
Trips between maternity and morgue it all started with an alert in the neighborhood where the inhabitants live as a family. Koumatékel Monique, 31, was about to give birth and things looked bleak. She was taken to the hospital Laquintinie with Several family members accompanying and Rose joined on a motorcycle taxi.
The true part of the drama between the different hospital services begins
First emergencies, lying on the back seat of the taxi, Monique Koumatékel seems unconscious. But she is pregnant, and was sent to the maternity. Rose talks of the incredible mistake which instead lead them to the morgue, and their arrival at the maternity and the harsh reception of the medical staff, who, without examining the patient, finds out that she is death and returns them to the morgue.
In the absence of a death certificate, the mortuary attendant cannot accept them. Moreover, the mortuary attendant was surprised that a pregnant woman whose foetus was visibly showing signs of life was intended for the mortuary. He asked them to return to the maternity. New petitions addressed to the staff at the maternity again were refused on the grounds this time around that the only operating room in service is busy. Rose Tacke could not contain her anger as the nurse insinuated that she is trying to disguise a crime and ordered her to leave “with her nonsense.”
Rose therefore choose to perform an operation on her in front of the closed doors of the maternity, “in case the new-born would have needed oxygen”
She grabs the pant of one of her colleagues, who examine Monique and detected also signs of life in the womb.
•He wants to take a more sophisticated device to confirm this but is stopped by the cynical and scathing words of a nurse, “This is not the first time a woman dies with fetus in the stomach. Rose was still hearing the doors of the maternity closing in front of her family. “We found ourselves facing helplessness. “And forced to go back to the morgue. She did not have the idea to “operate” Monique, but she acceded it fully. The use of a simple knife was even considered.
It was also discussed to call upon the mortuary attendant, who declined but suggested the use of a blade. Immediately a blade was bought at the pharmacy of the hospital for a sum of 200 F CFA (0.30 euros), along with a pair of gloves. Rose chose to perform her operation just in front of the closed doors of maternity, “in case the new-born were in need of oxygen.” 
24 Emergency facilities where there are no emergency attendants!
A gesture of despair
The mother of a 10 years old albino, said she took great care, she does not remember to have trembled or hesitated. A devout Christian, She said she prayed and “asked the Lord to harden [their] heart for what she experienced. Once it was all over, she was filled with Deep sorrow and regret, not to have acted earlier.
She is convinced that procrastination of hospital staff condemned the children: “I do not know if the Hippocratic oath has any meaning here. We saw arrogance and condescension caregivers. I came in a taxi. Things might have been different if we had arrived in 4 × 4 Prado. ”
To those who judge her indecent gesture – she knows they are many – who know that she did this act because she is “human and a mother,” but in no case for traditional reasons, as it has sometimes been said. Rose added that she would never be forgiven for not attempting anything. She is pleased to have contributed to exposing the flaws in the health system in Cameroon.
Since then, the family has rallied around her. A group of lawyers under the leadership of Dominique Fousse also defended her. “An invaluable support,” of gratitude from the small trader who never finished high school. What surprised her most was the mobilization of the population. Nearly 500 people took to the A streets of Douala, on 13 March.
“In Cameroon, there is a strong awareness of the existence of social classes. There is also the idea that everyone should remain at silent. But this mobilization has shown that these classes could join on many fronts. ”
The young lady also knows that politicians can good strives from it. John Fru Ndi, the chairman of the Social Democratic Front (SDF,) for example, gave her family the sum of 150,000 CFA francs and other gifts in kind.
The young woman, who is not accompanied by any psychologist, swears that she would help with the same determination. She is pleased to have contributed to exposing the flaws in the health system in Cameroon, convinced that there will be an effect from the incident of 12th of March. “People say what they think but my gesture is a lesson for doctors, for society, for every human being, to end the discrimination towards others.”
B THE MATERNITY WAS NEW
Laquintinie is the second largest hospital in Cameroon after Yaoundé Central Hospital. Irony of the matter is that, the drama took place less than a month after the inauguration of the new maternity Ashanti Diamant.
The Minister of Health presented it as an advanced unit to facilitate the care given to pregnant women and new-born babies. The new facility was intended to reduce infant and maternal mortality, which is very high in Cameroon (on average 700 women 100 000 die in childbirth, and 100 babies 1 000 die at birth). The neonatology department has 65 beds, 30 bassinets, two rooms to accommodate premature and five incubators”
The scenario herein is not an isolated case however, Mrs. Anafack BIBISH, is a victim of similar circumstances in the same metropolitan, diagnosed twins three months before her expected date of delivery, I was un-avoidably absent from our facility when she went into premature labor at seven months gestational age. “Doctor, you are the cause of my misfortune. If you were on seat that day that I came knocking you would have saved those children” says Mrs. Anafack, weeping as she explains with bitterness. 
According to this unfortunate woman, she know well how not only women are treated in hospitals around the country especially public hospitals, reason why she had chosen and had been successfully managing here previous pregnancies in our facility, but what happen this time around that without any previous malaise, she suddenly went into an embarrassing contractions and immediately rushed to our facility for help but unfortunately to be told I travelled home for the memorial celebration of my father. 
Feeling disappointed and frustrated, she went on to explain she resorted to a local catholic hospital in where she had her shock from a Christian health facility staff who treated her with little or no human feeling. 
She was left to fend for herself on the delivery table until the mother with whom they were vexed, with such inhumane treatment, took her out to go to another hospital but notice along the way that it was late to do so and were forced to go back. 
Angered by this attitude towards women in pregnancy, the mother took the staff on their heels who out of humiliation and disgrace, had to reluctantly deliver the premature babies yet into another traumatizing situation so she said. 
The premature babies were referred to another hospital with incubators, from grace to grass madam Anafack explained that in Protestant hospital where they were sent, she met thirteen other premature babies and with hers fifteen, but at the end of it all none of the premature survived. Mrs. Anafack’s twins and the thirteen others passed away. 
What and unfortunate situation. What happened I asked this miserable woman who could not contain her tears over what happened to her. 
She says, “in the room where our children were kept, each women was responsible for feeding her child, when your baby cries you go in there and remove the child small as they were express breast milk and give them. All the staff could do was to come round to find out whether we were attending to the children as instructed or not. 
I noticed ants covered the baby in the next incubator when i entered there to attend to my kids. What a thought breaking story from the needy in health facilities. 
According the President’s Plan for AIDS Relief (PEPFAR), women and children in Sub Sahara Africa are not dying due to poverty. “They rather die as a result of lack of education and ignorance” because lessons they are supposed to be taught by healthcare providers hardly gets to them and so the basic health care information that would have helped them prevent those preventable diseases is hardly attained living the population in ignorance hence, taking uninformed decisions that adversely affects them especially the vulnerable women and children with and ever rising mortality rate in Sub-Sahara-Africa. 
But are the stakes, the instituted acts of indecency, inertia and inhumane treatment of patients and care givers by health care providers in medical and health facilities as mentioned herein. It baffles me to see that even those at the head of healthcare facilities condone this practices of their colleagues in other health disciplines like administration and the nursing fraternity.
We are all witnesses of the indecency of workers in public hospitals around Douala facilities that according to policies in the health sector are those we are supposed to look up to for and that has to serve as role models and those through whom we oath to be answerable to and through whom to channel our feedbacks to the ministries of health making our services to those in need most profitable and awesome as well as admirable and attractive for others to follow suit.
Few days after delivering my junior sibling to a male child I found myself seeking for help following the sudden swelling of the child’s abdomen and dyspnea. I had made it known and clear to my family that given the approach of health care providers in Douala, on no occasion should I be rushed in times of need to any of these facilities. 
With this in mind therefore, I had the choice of rushing my nephew to the Presbyterian hospital in Bepanda an institution managed by the Presbyterian Church from the North West Region of Cameroon and with completely a different approach all together in attending to the sick.
 This research experience is not in any way trying to belittle the effort of our fellow Francophones in attending to the sick as well but it is rather and opportunity for us to share best practices in caring for those we willingly chose to serve and those we took an oath of office to serve without prejudice.
We are in a position to self-evaluate our attitude vis-à-vis what we were taught to do in contrast with the effective implementation of what is expected in the field and how cultural bias varies from one culture to the other. In this case, we will overwhelmingly accept that the approach of the healthcare providers in Baptist hospital in the Anglophone region is different from that of the same hospital healthcare provider in the Francophone regions of Cameroon and in other French speaking countries, Guinea Conakry another typical example to sight. 
The few Francophones whom I referred to Big Mbingo hospital testified this great disparities mentioned herein. But why all these the research unfolding will clarify all of these and more. 
At the reception of the Presbyterian hospital where I was still to be seated, someone tap at my shoulder asking me “dad your baby appears to be very sick” turning round I saw it was the Dr. who spotted me from his consultation and immediately came out to avoid delayance at the reception. He instructed those in charge to rather follow us with a card and thermometer to his office. Behold, i was given human reception and the emergency treatment reserved for emergency situations like what I was going through. 
As the doctor arrive his door he politely asked for the permission of those waiting to be consulted to attend to me before. He immediate consulted the child exclaiming to me, he said with an immediate effect i should rush the child to the catholic hospital where there is a surgeon for babies and that he was not and there was none in their facility. He offered to pay for the thermometer and card while assigning a nurse to lead us to the taxi park and give directive to the transporter on where to take us to. 
The same reception was given us like in the Anglophone Catholic hospital by the Nuns in charge but unfortunately the surgeon said she only operate children from 2 and above. This was the beginning of the hell to follow. She directed us to a protestant hospital in the city purely managed by those of the French expression. Going there for my very first and hearing about a protestant hospital I felt comforted going to meet people who actually have the fear of God but unfortunately, i experienced the worst than what happens in public hospital in the city.
The nightmare started at the reception of this hospital as the receptionist sighed when she saw the baby and the referral documents from one hospital to the other, saying to herself in French “je ne sait pas ci le chirugiene mallunet qui a passer la nuit jus-que a mentenant vas accepter de regardee l’enfant ci o” meaning that she doesn’t know whether this wicked surgeon who passed the whole night working up till now will have the time again to listen to and attend to this child. And as she said so turning towards what appeared to be which of course, it was the door of the theatre, a slimy gentle man was seen emerging in his whit overall onto the veranda. 
The receptionist rushed out with the child’s card and as I also followed together with the mother of the baby. Surprisingly the surgeon declined listening nor even looking at the dying child in my hands saying “ mon l’heur et arrive” meaning my time is over feeling furious and undressing himself along as he disappears living me frustrated and highly disappointed. I called for advice from expert and we resolved that I bear to the very Laquintinie hospital of “Monique Koumatékel”. Well saying it over and over again is like carrying out the same procedure and expecting different results. 
What is of importance to note is that public hospitals in Cameroon, I say Cameroon because it is a matter of policy and so Douala shouldn’t be and isolated case, are out to extort from the very poor whom jointly constitute the Cameroon considered one of the “poor and heavily indebted countries in the world”. It’s unfortunate that within 15 minutes over 74000 f about $160 US was already extorted from me for an emergency that never was attended to as such yet monies spent and the baby ended up in his early grave.
It is bad and we need to fight hard in order to shun this malpractices in the public health sector which from frank points of view is already constituted and a cankerworm that has taken hold and is spreading in other health facilities especially in the Littoral Region and I think in other places as well.  
There is yet much to talk of the indiscipline and unethical behaviors not only in Cameroon public hospitals but also in lay private facilities where Laboratory technicians openly announce the lab results of patients in the midst of other patients waiting to collect their own results so much so that my client who went for CD4 count and Viral Load tests collapsed when her results were declared as such. 
As if that was not enough, the technician instead of intervening to help the victim she escaped living the miserable woman at the mercy of the fellow patients. Thanks to them, an emergency team was called in to arrest the situation. What a mess! And disgrace to a noble profession like the health care profession that has been desecrated by the very people we look up to for an exceptional moral standard.
The scenarios are multifaceted and as if my client was actually ordained to be used as a tool in exposing malpractices of healthcare providers, the same thing still happened to her even when she decided to change hospital and laboratory. The later pleaded guilty and was dismissed while the administration of the former defended their staff promising never to receive request for lab tests from without their hospital. 
Mrs. X, mother to twins survived an imposed caesarean section after a facility head failed in induced labor as he prepared the documents to personally take this woman pregnant with twins for surgical delivery, so says the woman who was transferred to our facility same day. We have a lesson to learn and also to teach ourselves.  
Augmenting labor and inducing labor as well is life and can be dangerous worst of it is even doing so with multiple gests and further more with fetuses in sitting position like it was the case of this woman whom delivered as the last resort because of the situation she presented with, including fetal distress resulting from defecation as induced contractions persisted and the positions implicating dilatation process and progress. This as she explained, had spontaneous rupture of membranes and was losing fore-waters and without contractions as yet which of course is normal with the only risk being infection into the womb. This is an obstetrical responsibility to educate on safe toileting that keeps out invading microbes. 
The basic “ Health care Information For All {HIFA}” is yet to be fully implemented in Cameroon as its availability and its circulation with health facilities remains a scarce commodity reserved only for the privileged few whom of course are of the service reason why they use the ignorance of the patient who look up to them for help in enriching themselves. 
The “Presidents Emergency Plan for Aids Relief Pepfar PEPFAR” designates and insist that children be breast fed up to 3 years, this is a strange story to most of the women whom since 2014 that the training workshop to that effect took place with me representing Mambanda health area in that training that brought together representatives from across health facilities in Douala both public, lay private and private health facilities alike. The raisondetre included but not limited to the exposure of flaws of health care providers and how comprehensively we can share best practices and show gratitude to mankind for making a difference in society.   
The most critical moment in a woman’s life is during her reproductive age and most importantly when she is going through her gestational period reason why we are there in the first place in guiding them through to taking informed decisions that positively impacts their welfare and reducing incidents of precipitated deaths that could or are preventable in their lives and those of their children too. 
It is very important that in contrast to our findings corroborating facts and variables in our research some contributors come in to give a clearer view on the legality in most of our institution-health to be precise. So that there is reason for policy to take an already informed decision. On hand to throw more light in as much as the quality of care in health facilities are concern, i went back home to give a picture on the situation in a public hospital in a typically Anglophone government own hospital “the Bamenda Regional hospital in the English speaking region of the north west of Cameroon:
The Quality of Healthcare Rendered in the Regional Hospital Bamenda, North West Cameroon and Assessing the Patients Experience. What is that which both healthcare providers and their clients face during their day to day discharge of their duties and what creativities and innovations are and is effectively being put in place for the survival of persons especially women and children is going to be discussed in details and with the support of other research works of learned actors in the field. We will ultimately be progressing together hence the part played by care givers is of prime importance to be overemphasized in this context of effective innovative care. 
Pregnancy, perinatal period, prenatal, post-natal care, puerperium, fetal and maternal distress etc. are amongst many others that will be used throughout this manual. The needs and care desired as per case will all depend on individual need assessed and concluded as per competency and the availability of material and facilities required as intervention tolls of choice. What is at state is the inequality in the distribution of facilities, personnel accessibility to health facilities and the political will of those in leadership position mindful of the policies of each people. 
Customs and tradition oftentimes contribute to the outcomes of most of what people and patients go through especially women and children. Where this is the case which of course is feasible everywhere, social stigma and discrimination of persons due to their disabilities or social status in society, or worst still absence of relationship influence to their favor at the level of decision making body, they tend to be neglected to themselves. 
The situation in hospitals around our communities is disheartening and lives much to be desired as concerns health care provision. Even in the hospital settings, disparities are abound, services in the surgical unit even though unique as it is from other units of specialization, the providers have one common mentality-that which orients them towards extorting and using their position to exploit the advantages that comes with their services to the needy. Mrs. x is victim of imposed and envisaged caesarean section in a local healthcare facility’ she survives thanks to her vigilance and peer influence from a care provider whose decision to be transferred to a different health facility came when Mrs. X was being asked to be evacuated. Her peer has just lost her baby just about 24 hours after birth. Seeing how care-providers and medics failed providing the care due every new born bay and the mother that led to the death of this child, nothing comforting could be felt by this desperate woman and family so say the victim, and this is how the both left the facility to seek safety else way.
P30 Information, Purpose of the Study, Context of Subject (be it cultural, political, international, economic, etc.)
The purpose of this study is to present an array of innovative ideas and developed intervention tools that effectively arrest life threatening health situations where health facilities are minimal or barely inexistent. Studying, researching, and working as well as managing facilities where very little or nothing is available as intervention tools is critical, and lives one with barely the First Aid skills you were thought to help out a situation. 
Solutions of preventable health problems are multifaceted and with demonstrated educative approaches some of them can be used in intervening before the situation becomes complicated.
I have come-up with the concept of “Safe One Life {SOL}” which is an Idea conceived with inspiration from the suffering of women in the remote areas of Mambanda local government area where our foundation is located. 
All through the years 1999, when I established here up till date the situation of the people of this area has not changed with time as more and more people continue struggling to coup with the challenges of their well-being especially women and children or worst still the newly born ones. 
Their burden stems from child pregnancy due to forced marriages that is resulting from unprotected sexual intercourse, through to inability to book prenatal visits, inadequate spacing between on birth and the other, pregnancies spaced more than 5 years and even up to settling of bills when finally and successfully they put to birth.
We are committed to saving lives through confidence building training program that aims at bringing to light those lessons that are contributing factors to high mortality rates amongst women and children around the world. “Prevention is better than cure” they say. It’s this watch ward that is our guiding force towards saving a life.
As member of “Safe the Children”, I am privileged to be member of this organization following my Award in Midwifery in 2014. Lessons were and continue to be learned as i have developed these two packages “ “Safe a Life {SOL} and Building Jungle Cities”. The inspiration from Safe the Children:
“Save the Children, the world's leading independent children's organization, has been working in the Philippines for over three decades and is dedicated to helping children” I am going to be presenting any time soon, the innovative tools that I have come up with during my research thanks to Atlantic International University, tools that will help unveil that life-saving intervention tools that have saved thousands of lives on the delivery table of Njumbe Healthcare Foundation {NHECAFOU}. 
Safe the Children’s global net-work with ‘Healthy Newborn Network, MaMoni, MOMENTUM Country, and Global Leadership, USAID Kulawa; are doing a formidable job in Bangladesh, and other underserved communities in the field of Family planning and improved facility and facility care and other life-saving intervention tools to improve on the lives of both mothers and neonates around the world providing both volunteers and care providers with the lessons needed and organizing training programs to enhance cooperation between communities and health committee members on how to efficiently bridge the gaps in health care deliveries and its sustainability. The same way “Safe a Life” has as goals the implementation of health hands-on-experience, innovative and effective life-saving skills that we use successfully in facility as well as underserved settings in challenging times. 
Unlike “MOMENTUM Country and Global Leadership builds upon existing evidence and best practices and catalyzes innovations that enable government-led partnerships to deliver high-quality, evidence-based interventions that accelerate reductions in maternal, newborn, and child mortality and illness at scale”, SAL integrates creativity and innovation that goes beyond taboos, political, cultural, as well as other negative healthcare biases and prejudices that are proven contributors and evidence of the ever increasing disparities in global data on incidence of mortalities especially in Sub-Sahara Africa and in particular, mother and child. ref: NJUMBE.
 Save the Children continues to manage the Healthy Newborn Network (HNN) (2010-present), an online community dedicated to addressing critical knowledge gaps in newborn health. A legacy of the Saving Newborn Lives Projects (2000-2020), HNN brings together partner organizations and individuals working in newborn health to share key resources, data, experiences, and lessons and helps increase global commitment to advance newborn health. HNN also provides a platform for stakeholders to engage in discussions and working group activities on the vast range of newborn and maternal health topics. MaMoni
USAID’s MaMoni Maternal and Newborn Care Strengthening Project (MaMoni MNCSP) (2018-2023) supports and contributes to the goals of the Bangladesh Ministry of Health and Family Welfare (MOH&FW) to reduce maternal and newborn deaths by increasing equitable utilization of quality maternal and newborn care (MNC) services in Bangladesh. Additionally, the project facilitates health system improvements and policy changes for sustained impact at scale. MaMoni MNCSP is implemented by a consortium led by Save the Children in 17 districts in Bangladesh, covering a population of approximately 35 million people. In response to the COVID-19 pandemic, the project has also received additional funding to work with the government to strengthen the health system response to community transmission of COVID-19, minimize health risks to individuals, and avoid adverse health outcomes.

P32 MOMENTUM Country and Global Leadership
MOMENTUM Country and Global Leadership (2019-2024) is part of a suite of innovative awards, funded by USAID, which Save the Children implements with several other organizations. The overall aim of this program is to holistically improve family planning and maternal, newborn, and child health in partner countries around the world. The project focuses on technical and capacity development assistance to ministries of health and other country partners to improve outcomes. MOMENTUM Country and Global Leadership builds upon existing evidence and best practices and catalyzes innovations that enable government-led partnerships to deliver high-quality, evidence-based interventions that accelerate reductions in maternal, newborn, and child mortality and illness at scale. The project also contributes to global technical leadership, learning, and USAID’s policy dialogue to achieve global maternal, newborn, and child health, voluntary family planning, and reproductive health (MNCH/FP/RH) goals by supporting globally endorsed initiatives, strategies, frameworks, guidelines, and action plans.

P33 USAID Kulawa
USAID Kulawa (2020-2025) is the USAID Resilience in the Sahel Enhanced II (RISE II) Health Services Delivery activity in Niger, which works to improve access to and use of quality health services, strengthening ownership and management by communities, local government, and service providers. USAID Kulawa—meaning “care” in Hausa—strives to close the equity gap (the difference in abilities to access services) in maternal, newborn, and child health (MNCH), family planning/reproductive health (FP/RH), and nutrition service access and use. USAID Kulawa builds on prior efforts to improve the health of people in Niger.
Chapter 2: Definition of the Investigation (or Issue) Statement of the Issue, Research Questions, Description of the issue, Importance of the Study, Definition of Terms, Theoretical Framework
This research has terms as sighted above and as much as the concept of this product:
 INNOVATIVE AND EFFECTIVE   NEONATAL AND NEWBORN CARE IN UNDERSERVED COCOMMUNITIES (GLOBAL HEALTH).OBS/GYNS. 
NJUMBE BENEDICT NGYIA (AIU) N11/17/21 ID NO UB65774HMA74831, is concern, i have tried as much as possible to define each term as much as possible for a better understanding of the raisondetre of this product.
The Investigation or issue statement is define as the issue or subject matter of the research topic that is a call for concern not only to stakeholders in the health domain but also to consumers of health care services otherwise called Patients, clients or Women and men of reproductive health or ages.
Research Questions these are the outcomes of many years of both my working experiences as a healthcare provider and the feedback negative as well as positive comments from patients to be, patients, convalescents, perinatal, prenatal as well as postnatal women and husbands etc. these “research questions are very critical as they are because their answers will save many lives and also resolve anticipated and none anticipated health challenges that are becoming more and more the causes of the avoidable deaths in both facilities and none facility settings alike. 
A People do ask…what was that c/section for?
B Were you told you were going to be operated before hand
C What was the birth weight of your child after the C/section?
D What did they do unsuccessfully before resorting to surgical delivery?
E Why do some women with fetal birth weight more than 5kg give birth naturally when i was operated with a fetus of 3.200g?
F Why are Male Midwives more caring over women in labor than fellow Midwives do?
G I am 1m 48cm tall with 4 kids zero C/Section while women 1m 65cm+ give birth through C/Section, can one explain to me why? And the list continue unendingly.
Answers:
A. People do ask…what was that c/section for?
Cesarean section is an alternative delivery to vaginal birthing. It is indicative and not implicative to its victim meaning that its need is previewed way ahead of time for delivery unless otherwise indicated, c/section shouldn’t be imposed for the simple reason that the pain is too much for the woman to be or that labor is taking too long to materialized to a safe delivery. 
The term indicative means that like any other procedure in care delivery, the outcome of prenatal consultation is a key indicator to the outcome of a pregnancy, in this wise, we take into account factors known to be indicators for an eventual delivery by c/section. For example: family history of c/section
the mother of the woman in question, proven contracted pelvis, eclampsia, placenta Previa, fetal and maternal distress, fetal disproposition, bridge presentation, intra-uterine death and other unforeseen circumstances. 
These indicators are without bias enumerated and will be identified and defined each with its solutions, C/section not with-standing. 
We shouldn’t lose sight of the goal of this research in the first place. Unlike it is the case in well-equipped and managed western health care facilities where one has the choice of the kind of delivery she wants and where decisions taken for what choice largely depends too on the advantages and disadvantages of each method of delivery, the goal of this research is to have a hands-on-experience on how deliveries that precede prenatal consultations follow-up and management in underserved communities of the world can be done with the maximum success story comparatively like in other modern  healthcare facilities. 
Like in the west and modern medical and obstetrical centers according to Health-line: 
When it comes to giving birth, we all have the same goal: Get the baby out! How we accomplish that is sometimes a personal choice and other times a medical necessity.
If you’re pregnant and trying to decide which option is best for you — a natural birth (aka vaginal delivery) or cesarean delivery, which is also known as a C-section or cesarean section — there are some key differences to consider as well as questions you should ask your doctor.
This article reviews each birthing option, their associated healing and recovery times, and risks and complications. To help you get a better understanding of what it’s like in the delivery room, we also talked to two women who’ve experienced both a C-section and vaginal birth.

C- Definitions of a natural birth and c/section
For the sake of this article, a “natural birth” is considered a vaginal delivery, which could be with or without pain medication or other medical intervention.
Typically, vaginal births result in shorter hospital stays, lower injection rates, and quicker recovery times, according to the Cleveland Clinic. Some women will deliver a baby with no medical interventions, while others may require or request some form of intervention. These may include:
pitocin to induce labor an episiotomy (a surgical incision) to allow the baby’s head to pass through without tearing the skin an amniotomy or artificial rupture of the amniotic membranes (breaking your water) a forceps delivery or vacuum extraction.
The other delivery option is a C-section, which is a surgical procedure to remove the baby when a vaginal delivery isn’t possible or not requested by the mother. A C-section can be planned or medically required.
While they’re not as common as vaginal births, the American College of Obstetricians and Gynecologists (ACOG) says certain situations make a cesarean necessary. These include: medical concerns for the baby
being pregnant with more than one baby problems with the placenta labor isn’t progressing in a timely manner. The baby is large breech presentation maternal infections or conditions, such as high blood pressure or diabetes.
In 2018, the Centers for Disease Control and Prevention (CDC)Trusted Source reported that 31.9 percent of births were via C-section.
If you’ve had a C-section, are pregnant again, and a good candidate, your doctor may talk to you about a vaginal birth after cesarean (VBAC). According to the ACOG, women who’ve had a C-section have two choices with future births: a scheduled cesarean delivery or vaginal birth.

That said, women at a higher risk of uterine rupture aren’t good candidates for a VBAC. If your uterine incision is a low or high vertical cut, your doctor may advise you not to go the VBAC route. Both of these incisions carry a higher risk of rupture than low transverse or side-to-side cuts made across the lower part of the uterus.
Sometimes a VBAC is attempted but not successful, and the doctor performs a cesarean. The ACOG calls this a trial of labor after cesarean (TOLAC).
P36 Note the statement: could C/Section not have been avoided in the first place?
The answer to this question like many more will depend on whether the woman in question is delivering in the same facility where she attended her clinics or she rushed to for delivery by proximity. If by proximity she finds herself where nothing can be done to avoid c/section then she will unavoidably deliver through surgical birthing.
Where care providers are not adequately trained for the procedures, or where providers are well trained but without sound working experiences to arrest a situation to avoid c/section it becomes inevitable for the delivery. C/section will be the end solution with the simple reason being that those avoidable causes for c/section were not noticed early enough for solutions to follow so that c/section could be averted. 
In most cases, healthcare providers are to blame for this especially in the public and urban healthcare facilities where delivery by c/section is considered a lucrative business than a solution to deliveries. For example, Mal-presentation of the fetus is a physiological problem that should be identified early enough during prenatal consultation and addressed before it actually becomes a complication that can lead to a c/section which is now the solution in most hospitals in Cameroon. 
As the CEO of A nonprofit health care NGO {Njumbe Healthcare Foundation {NHECAFOU}, it’s not imposing or incumbent upon me to be of an exemplary behavior for others to follow or that I am compelled by any humanitarian obligations to even sacrifice and stand for what I sincerely and with all humility signed for. It is rather an issue of humanity to serve mankind as per the virtues and ethical norms of health that compels all of us health care providers as individuals who are governed and supervised by one organization.
Statistics shows that in some Douala based clinics and hospitals that in every 10 women in labor about seven give birth through c/section. Judge these yourself and you will immediately understand the foul play. Statistics also show that the mortality rates in public hospitals is 10 times higher than even health centers in underserved and difficult to access villages whose care providers are bare assistant nurses. The same is true of highest zero deliveries by c/section and zero stillbirths.
Mortality rate following c/section as opposed to zero c/section in facilities of underserved communities where the only source of lighting is the candle and oil lamps used in attending to deliveries. For example all the health centers in  Bafut sub Division where i served for close to thirteen years in the catholic health center Bafut, though a health center at the time, the facility had a total of 112 beds in all and often with an annual death rate at 00deaths and managing some of the most complicated health challenges as well as deliveries. As a matter of fact, referred cases from the health center were never taken to hospital because the villages have it that any patient referred to another hospital dies at the end of it all.
An averages cost of c/section in Douala Cameroon stands at over 45.0000fxcf. 10 times more than the cost of a normal delivery in the same city.  
Pre-eclampsia is a situation that may complicate c/section and if diagnosed and managed well will give an overwhelming benefit to the woman hence avoiding c/section. If the issue is bridge presentation this should unavoidably be done before the end of 36 weeks of pregnancy using an external version a procedure reserved for experts in other to avoid interference with the umbilical cord. If the issue is contracted pelvis then health education on feeding and nutrition is the solution. Those dishes and foods that build muscles like excessive carbs should be restricted to allow her or bear a child with a weight compatible with the pelvis and birth canal. 
B  Were you told you were going to be operated beforehand? 
In unavoidable circumstances like placenta-Previa, bridge-presentations unresponsive to external version as a remedy to last minutes rush, the woman and family should be politely informed way ahead of time that all efforts have been made to salvage her situation but unsuccessful and that the only way forward is to prepare for c/section so that they can preemptively put together resources to that effect. This helps reduce stress and last minutes embarrassment that oftentimes leads to the untimely deaths of women in labor who might have been indebted somewhere before even booking for the prenatal consultation in the first place.  Some of the deaths resulting from surgery are emotionally blamed on these reasons and coupled with the financial situation of the family that lives all but the woman in more stress than the other members of the family.  
To provide for c/section in Douala is very costly for the common man to raise such an amount as an emergency and so let them reap the benefits of prenatal consultation that the endured a financial burden to go through in the first place. They deserve such treatment from. Let’s be human and show humility to tell them the truth rather than being exploitive over their ignorance for our selfish benefits at their expense.    
C  What was the birth weight of your child after the C/section? Our people are becoming more and more inform. Even though they are not actors in the field they however know that fetuses can be so fat as not to pass through the birth canal. Reason for c/section well explained and justified. But they are now getting to know that children born with a certain body weight were fatter than their peers whose mothers went through birth by c/section and this case they see foul play amongst medics to make a huge fortune than the meagre normal delivery fees that will take them a lot of time to make such an-on-the-sport sum.
D What did they do unsuccessfully before resorting surgical delivery?
Cameroonian just like citizens peer countries are gradually getting informed of their basic health care knowledge and rights reason why above questions, so pertinent as are, can be uttered and only good responses would convince them based too on their source of intelligence. 
In a normal case of labor, we have true and pseudo -labors. For a decision for c/section to be taken, not only has a woman not gone from pseudo-true labor, but should have been monitored after the beginning of true labor signs up to a number of indicated hours unsuccessfully too. In this situation, the right decision is taken and at the right time too. In other wards: there are indicators to take into account when the woman begins her first prenatal visit which include the diameter of the pelvic brim

E Why do some women with birth weight more than 5kg give birth naturally when I was operated with a fetus of 3.200g?
Just like any one who is unique and does not resemble each other in as much as reproductive health is concern, so too are birth weights of children whether vaginally or through c/section. What is important to note is whether each method employed in the exercise was actually the one indicated as per need. 
We have short status women who have no contracted pelvis mean gigantic women some of them of course do have very complicated and male-like pelvises that don’t allow them give birth naturally. If this is the case with a child 3200g born through c/section then it the obstetrician and midwife are in a better position to say what accounts for these disparities.
Ideally, if the prenatal care of the mother of the child with 3200g body weight was effective then I don’t see any reason for a disproportionate pelvis incompetent to support natural or vaginal delivery of that fetal weight otherwise we should be saying that left alone in facilities without surgeons this woman would have died with the pregnancy which of course is rare to hear of even in my own restive community of birth. 
F Why are Male Midwives more caring over women in labor than fellow female Midwives do?
The women are alumnus of pregnancy and deliveries and best teachers by experience reason why with their continuous and past experiences they tend to underrate the labor pain that other women go through comparatively with. On the other hand men who do not have such experiences become sympathizers and ambassadors of humility to women in labor. Predominantly gender biased profession for females, lessons learnt throughout the world by male midwives and of course that the few that they are is overwhelming to learn:
Historically, nursing has evolved from being a feminine profession to a profession accepted by both sexes. In the contemporary world, gender mainstreaming has been instituted as a global strategy in promoting gender equality. Though men continue to join nursing, they face many challenges. It is believed that through proper socialization some of the challenges can be addressed. In Malawi, there is dearth of literature on this subject. This resulted in undertaking the study.
P38 Objective: The goal of the study was to describe experiences of male student nurses during undergraduate education in Malawi.
Methods: A qualitative descriptive design was utilized. Focus group discussions were conducted with study participants in purposively selected nursing colleges.
Findings: Male student nurse midwives faced more negative than positive experiences in nursing. The following three major themes were generated: nursing is a feminine occupation, facing discrimination and socialization experienced.
Conclusion: Malawian male student nurse midwives face both positive and negative experiences during their integration in nursing. Formulation and implementation of gender sensitive policies would help in strengthening male nurse education.
How to Cite: Chinkhata, M.M. and Langley, G., 2018. Experiences of Male Student Nurse Midwives in Malawi During Undergraduate Education. Annals of Global Health, 
You can expect to move through three phases of labor: early, active, and transitional (or first, second, and third stage). A nurse or doctor will periodically examine you to see where you are in the stages, which includes measuring your cervix.
When you reach 10 cm, you’re fully dilated, and it’s time to push. Your medical team will assist as you push and the baby moves down the birth canal. Once the baby crowns and is delivered, you’ll still have minor contractions as you prepare to deliver the placenta.
Cesarean birth is quite different from a vaginal delivery. In general, a C-section is a surgical procedure that takes about 45 minutes, whereas a vaginal birth can take hours. For this type of birth, your doctor will make an incision through your abdomen and uterus to remove your baby.
Once baby is out, your doctor will cut the umbilical cord, remove the placenta, and close the incision. Since this is an operation, you’ll be given an epidural block or general anesthesia. If your doctor opts for the latter, you won’t be awake. Conversely, an epidural block, which numbs the lower part of your body, allows you to remain awake during the procedure.
After a cesarean delivery, your medical team may need to check your baby and clear their airway before allowing you to hold your baby. While you’ll be united as soon as possible after birth, it may not be immediate like in a vaginal delivery.
These are those lessons and advantages as well as disadvantages that each option carries with it and the risks involved as well. Meanwhile, the first advantage with the two methods of deliveries is that while it 
takes about 45 minutes for the surgeon to complete a c/section, labor takes several hours to go through and a shorter time too for the woman to get in direct communication with her baby and depending too the type of anesthesia given, the woman as stated above in the two different processes will respond but with the natural birthing carrying much more advantages than the c/section.
A brief understanding of some historical facts about the female genito-pelviane cavity and the fetal scull is important to young researchers and students who aspire to join the core:
The female pelvis is fundamental to life itself, but it took ages to grasp this truism. During Antiquity, physicians had no need for the concepts of pelvic dystocia and cephalopelvic disproportion. 
When Aranzo (16th century), a practicing physician, stated that a disproportion between the size of the fetus and that of the bony pelvis was the main culprit of difficult labor, his suggestion was overlooked, so much so that it was Hendrik van Deventer (1701) who came to be coined "father of the pelvic theory". 
The need for an accurate knowledge of the dimensions of the maternal pelvis and of the fetal skull became imperative in the middle of the 18th century, when forceps extraction had become popular. Levret, but above all William Smellie, made valuable contributions to the pelvic theory, which, however, were weakened by Baudelocque's fallacies concerning the intrinsic value of external pelvimetry. 
After the first quarter of the 19th century, the epicenter of scientific obstetrics moved to Germany and Austria, and German-speaking practitioners, e.g. Michaelis, Litzmann, and the Naegele, deepened our insight in the mechanism of labor. After the discovery of the X-rays (1895), the use of instrumental pelvimetry declined, but the clinical breakthrough of radiopelvimetry was delayed until the twenties of this century. Radio pelvimetry, a very valuable technique indeed, dispensed a large number of mothers from undergoing abdominal delivery. However, awareness of the hazards of fetal-maternal exposure to ionizing radiation pushed ante- and intrapartum radio pelvimetry from the scene. Thanks to the progress of chemistry, pharmacology and electronics, "dynamic pelvimetry" became the fad, heralded by what is called "active management of labor". The fetus now assumed the role of "dynamic pelvimeter". The historical circle was closed. 
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Chapter 3: Review of Other Work Done
Other Research Done, Other Findings & Conclusions, Other
Methodologies, Strengths & Weaknesses.

According to BMC Pregnancy and Childbirth:
Essential interventions can improve maternal and newborn health (MNH) outcomes in low- and middle-income countries, but their implementation has been challenging. Innovative MNH approaches have the potential to accelerate progress and to lead to better health outcomes for women and newborns, but their added value to health systems remains incompletely understood. This study’s aim was to analyze the landscape of innovative MNH approaches and related published evidence.
Methods
Systematic literature review and descriptive analysis based on the MNH continuum of care framework and the World Health Organization health system building blocks, analyzing the range and nature of currently published MNH approaches that are considered innovative. We used 11 databases (MedLine, Web of Science, CINAHL, Cochrane, Popline, BLDS, ELDIS, 3ie, CAB direct, WHO Global Health Library and WHOLIS) as data source and extracted data according to our study protocol.
Results
Most innovative approaches in MNH are iterations of existing interventions, modified for contexts in which they had not been applied previously. Many aim at the direct organization and delivery of maternal and newborn health services or are primarily health workforce interventions. Innovative approaches also include health technologies, interventions based on community ownership and participation, and novel models of financing and policy making. Rigorous randomized trials to assess innovative MNH approaches are rare; most evaluations are smaller pilot studies. Few studies assessed intervention effects on health outcomes or focused on equity in health care delivery.
Conclusions
Future implementation and evaluation efforts need to assess innovations’ effects on health outcomes and provide evidence on potential for scale-up, considering cost, feasibility, appropriateness, and acceptability. Measuring equity is an important aspect to identify and target population groups at risk of service inequity. Innovative MNH interventions will need innovative implementation, evaluation and scale-up strategies for their sustainable integration into health systems
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Other Research Done
Overview
A better understanding of how the Innovative approaches being put in place around the world as methodologies towards improvement of health of mother and child healthcare should begin at home for charity they say, begins at home, as a prerequisite to that effect, I had time off to visit the structures that the Cameroon government and the ministry of health as well as the WHO organization are and have done in line with that. 
Cameroon is a lower and middle-income country with around 23 million inhabitants, half of whom live in urban areas.
This bilingual (English–French) country in Central Africa is made of 10 administrative regions divided into 189 health districts. Primary health care (PHC) is provided in line with the health district framework proposed by the World
Health Organization (WHO) Regional Office for Africa, entailing a nurse-based, doctor-supported infrastructure of State-owned, denominational and private integrated health centers. It is supported by a diverse and fragmented system of community health workers recruited by priority public health vertical programs. The 2016 evaluation of this sectoral strategy found that 7% of the 189 health districts were serviced. The PHC system has achieved high routine immunization coverage rates, high coverage of malaria-preventive technologies and high coverage of HIV screening.
PHC performance in Cameroon is below expectations when compared to the current health expenditure, mostly because of growing privatization, the weak regulatory system and lack of accountability. Cameroon has one of the highest levels of health care expenditure occurring in the informal sector (up to 30%, mostly in primary health care). User fees are usually charged at the point of use, except for some services for specific population groups. Up to 66% of health expenditure is out-of-pocket payments.
The maternal mortality ratio has increased in Cameroon during the last 20 years, despite the increasing annual per capita health expenditure, which reached US$ 59 in 2015.
Growing privatization has led to a low servicing rate for health districts, particularly in rural areas, and there are stark inequalities in the distribution of human resources.
The epidemiological profile of the country is marked by a predominance of communicable diseases, including HIV/ AIDS, malaria and tuberculosis, which represent 23.66% of the overall disease burden, along with a remarkable
increase in mortality due to non-communicable diseases, including cardiovascular diseases, cancers, mental illnesses and trauma due to road accidents, accidents at work and occupational diseases. Among children aged under 5 years, lower respiratory tract infections, malaria, diarrheal diseases and nutritional deficiencies are the main causes of morbidity and mortality. Maternal mortality remains high at 782 deaths per 100 000 live births. Between 2004 and 2014, neonatal mortality slightly decreased from 29 per 1000 to 28 per 1000 live births; during the same period, the child mortality rate decreased from 144 per 1000 to 103 per 1000 live births, while the infant mortality

rate decreased from 74 per 1000 to 60 per 1000 live births. 
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2. Key indicators
Table 1 presents key indicators in the PHC sector.
Table 1. Key PHC indicators, Cameroon
Indicator Results Source of information Remarks
Total population of country 23 344 179 World Bank database (2015) from the last general population census of 2007 to 2015 the population increased by 22.4%, or 2.5% annually Distribution of population
(rural/urban)51.5/48.5 Third general population census (2007)
Life expectancy at birth 55.5 years World Bank database (2014) Life expectancy has increased gradually
from 51.9 years in 2000
Infant mortality rate 57 per 1000 United Nations Children’s Fund (UNICEF) (2014)
Trends indicate a decrease from 61 per 1000 in 2012 and 60.8 per 1000 in 2013
Under-5 mortality rate 87.9 per 1000 World Bank database (2015) Trends indicate a decrease from 150.4 per 1000 in 2000
Maternal mortality ratio 782 per 100 000 Demographic and Health Survey (2011)
Immunization coverage 73% (rotavirus) 85% (pneumococcal)
UNICEF database (2015) Income inequality (Gini index) 0.389 United Nations Development Program (2014)
Total health expenditure as % of gross domestic product (GDP) 4.1% World Bank database (2014)
PHC expenditure as % of total health expenditure 27 % National Health Accounts (2012) the estimate is derived from expenditure on ambulatory care, immunization, and traditional medicine, while excluding
expenditures on medicines % total public sector expenditure on PHC Not reported Per capita public sector
expenditure on PHC Not reported Out-of-pocket payments as a proportion of total expenditure on health
66.3% World Bank database (2014)

4. Governance
The health district is the operational unit for primary health care.4 Organized in a territory comprising one or more municipalities, the district shall, by decree, be managed by a district management team. A district health committee and a hospital management committee constitute the dialogue structures responsible for translating community participation into practice and promoting the ownership of health services by local actors (6). According to the 1996 Constitution and the laws and regulations on the decentralization of the State of 2004, the municipalities are responsible for public health and sociocultural development. 
Figure 2 presents information on the different levels of the health system in Cameroon (8). Co-management of the non-community budget (various solidarities) within the partnership framework is interpreted differently by officials of the Ministry of Public Health and community representatives. 
The former consider it their private “turf”, while the latter, though aspiring to be “co-managers”, lack understanding of the expectations and attitudes of the former. Reo-PHC is far from being a reality on the ground. 
Indeed, the actors have not been appropriately redirected towards this new approach, which probably explains the low level of development of health districts (7%) by the end of 2015 and the lack of involvement of communities, despite the establishment of a number of dialogue structures by the Ministry of Public Health, including the 10 regional funds for health promotion.
The strategic paper on the Health Sector Strategy 2001–2015 had among its major objectives the decentralization of the health system, including empowerment of health districts while the central level gave direction in the areas of monitoring, control, regulation and standards. 
A gradual decrease in the number of vertical program was intended, while health districts developed expertise in providing integrated and comprehensive intervention packages to the population. Indeed, the multiplicity of vertical
programs led to systemic inefficiency, duplication of services and resource wastage, even if the results were satisfactory in terms of coverage of the target population.
Figure 2: Different levels of the health system in Cameroon
Administrative structures Competences Health structures Dialogue structures
• Prime Minister’s Office
• Office of the Minister of Health
• General inspections
• General secretariats
• General directorates
• Central directorates
• Development of concepts, policies and strategies
• Coordination
• Regulation
• General, central and teaching hospitals
• Centre Pasteur
• National Essential Medicines Supply Centre
• National laboratory for Medicines Quality Control
• Public Health Observatory National Council of Health, Hygiene and Social Affairs 10 regional delegations 189 health districts
Technical support to health districts
• Regional hospitals
Table 3. Hierarchical levels of the health system Level Administrative structures Competences Health structures Dialogue structures Central Prime Minister’s Office of the Minister of Health General Secretariat General inspectorates Central directorates Development of concepts, policies and strategies Coordination Regulation Central hospitals General hospitals and teaching hospitals. 
National Essential Medicines Supply Centre Centre-Pasteur National Laboratory for Quality Control of Medicines National Observatory of Public Health National Council of Health, Hygiene and Social Affairs Intermediate Ten regional delegations Technical support to health districts Regional hospitals Regional supply centers of pharmaceutical products Regional funds for health promotion Peripheral 189 health districts. 
Implementation of program District hospitals Health clinics Medical centers Integrated health centers Dispensaries Health care centers District health committee District management committee Area health committee Management committee Source: Health Sector Strategy 2016–2027 (3). 
8 PRIMARY HEALTH CARE SYSTEMS (PRIMASYS) new approach, which probably explains the low level of development of health districts (7%) by the end of 2015 and the lack of involvement of communities, despite the establishment of a number of dialogue structures by the Ministry of Public Health, including the 10 regional funds for health promotion. 
The strategic paper on the Health Sector Strategy 2001–2015 had among its major objectives the decentralization of the health system, including empowerment of health districts while the central level gave direction in the areas of monitoring, control, regulation and standards (3). A gradual decrease in the number of vertical program was intended, while health districts developed expertise in providing integrated and comprehensive intervention packages to the population. The multiplicity of vertical program had resulted in systemic inefficiency, duplication of services and resource wastage, even if the results had been satisfactory in terms of coverage of the target population. 
9 COMPREHENSIVE CASE STUDY FROM CAMEROON 5. Financing 5 National Health Accounts, 2011 and 2012. A historical approach to the development of PHC in Cameroon, taking account of such markers as the Alma-Ata Declaration (1978), the Harare Declaration on Strengthening District Health Systems Based on Primary Health Care (1987), and the Bamako Initiative (1987), sheds light on the complex diversity of actors and mechanisms involved. 
If the health fiscal space has expanded over the last decade with the end of the structural adjustment program, there is still no taxation directly allocated to health. 
Cost recovery at the point of care constitutes the main purchasing mechanism for PHC services, and prepayment through micro insurance, mutual funds or health insurance remain of marginal importance. 
Addressing the three funding functions of primary health care (resource collection, pooling of resources, and purchasing of health care and services) is impeded by the lack of specific documentation. Prior to Alma-Ata, the majority of certain selected PHC services were free, except for medicines and drugs in dispensing pharmacies and remunerated services in hospitals and health centers. 
After Alma Ata, PHC services were free or partially subsidized on the basis of standardized but differentiated care between public and private health facilities. With the onset of the economic crisis (1985/1986), which resulted in the imposition of structural adjustment, there were frequent shortages of subsidized drugs and consumables. 
Under the Bamako Initiative (1987), widespread use was made of cost recovery to access PHC services, with the exception of a few public health program such as the Expanded Program of Immunization. 
PHC funding now has two main sources: (a) community based, through fee for services at the point of delivery, purchase of medicines, human investment, donations and legacies; (b) non-community based, in the form of national solidarity through the public budget and international solidarity through public aid to health development. 
Since 1994 a regulatory regime for fiscal federalism has been in force, with health committees and management committees of public health facilities given responsibility for the pricing of PHC services, determination of the level of the costs, and the allocation of local tax resources generated for the operation according to a distribution schedule updated in December 2016. As for denominational and private health care facilities, pricing is more related to market rules and principles, with marginal regulation of prices under the responsibility of the Ministry of Commerce. 
The framework of analysis of the National Health Accounts5 does not allow determination of the relative magnitude of expenditures associated with primary health care. The financial resources for health come from the government, private companies, technical and financial partners, nongovernmental organizations (NGOs), households and benefactors. 
An analysis of the breakdown of current expenditure shows that
House-holds contributed over 70% in 2012 (Table 4). 
The share of the Ministry of Public Health’s budget in the overall State budget has stagnated at around 4.87%, far below the commitment under the Abuja Declaration on HIV/AIDS, Tuberculosis and Other Related Infectious Diseases, which invited the African States to allocate 15% of their budgets to health (11). Private funding represents 55%, of which 52% is paid by households. 
External financing of PHC program was estimated at 65 billion Central African francs in 2015, mostly geared towards three domains: maternal, child and adolescent health (34%), disease control and health promotion (38%), and health district development and servicing (28%).
Table 4. Current expenditure on health care by funding method, 2012 Funding method Amount (million Central African francs) % Public administration systems and contributory schemes for health 98 547 14.60 Voluntary private health payment plans 54 543 8.07 Optional health insurance schemes 38 230 5.66 Non-profit institutions serving households (+ development agencies) 1 509 0.22 Business financing schemes 14 804 2.19 Out-of-pocket payment of households 47 4221 70.27 Rest of the world (non-resident) financing schemes 47 566 7.05 Other financing plans 4 0.00  Total 729 424 100.00 6 WHO data, 2009 and 2010. 
PHC procurement mechanisms vary according to government priorities, and may be categorized as follows. • Gratuity payments are the main mechanism used by the State (public funding) for the control of communicable and non- communicable diseases for all or part of the population. Priority diseases include epilepsy, onchocerciasis, tuberculosis, leprosy, intestinal helminthiasis, schistosomiasis, Buruli ulcer, trachoma, and lymphatic filariasis. 
Focus areas for specific treatment include hydrocele surgery; provision of insulin for diabetes; malaria in children aged 0–5 years; intermittent preventive treatment of malaria for pregnant women; insecticide-treated bed nets with long duration of action; chemoprophylaxis of seasonal malaria; HIV testing for pregnant women, spouses and children aged 0–5 years; prevention of mother-to-child transmission of HIV; management of diabetes among young people aged 0–18 years; family planning; and immunization. • Subsidies are in place for the management of certain diseases with social impact, in order to encourage the participation of households. 
Examples include a voucher scheme for pregnant women; obstetric kits; vitamin A supplements for children aged under 5 years and postpartum women; treatment for acute, severe and moderate malnutrition; cancer chemotherapy; and hemodialysis. • Out-of-pocket payments are the most widespread purchasing mechanism, greatly contributing to the inaccessibility of care for many inhabitants. 
In 2009, spending on health care in Cameroon was estimated at 680 billion Central African francs, more than 75% of which is borne by households. 
According to WHO, around 95% of household expenditure is disbursed at care delivery points during episodes of disease.6 • Performance-based payment has been deployed by the government since February 2011 through the World Bank-funded Health Sector Investment Support Project in a few regions in the form of a pilot project to improve the quality of care and the health of the population. • Prepayment mechanisms are poorly developed, contributing to marginal financing of PHC. 
The open market sector for voluntary health insurance is dominated by about 15 private insurance companies. The coverage rate by risk sharing schemes varied from 0.1% in 2001 to about 2% in 2015, for example through company health services, commercial insurance schemes, and health mutual funds (158 rural community.
 11 COMPREHENSIVE CASE STUDY FROM CAMEROON mutual funds covered 1.5% of the population compared to the 40% target in 2010, versus 43 funds in 2013 covering nearly 43  000 people or 0.2% of the population). Commercial insurance schemes target the high and intermediate income groups, including formal sector workers covered by their employers (12, 13). The poor coverage rate of health insurance schemes partially explains the amount of expenditure in the informal health sector, estimated at 27%. Table 5 shows household current expenditure by health care function. Table 5. Household current health care expenditure by function, 2012 No. Health care function Amount (million Central African francs) % HC.1.1 Curative care 130 280 27.47 HC.1.5 
Delivery (traditional delivery) 717 0.15 HC.1.5.2 Hospitalization (traditional medicine) 136 0.03 HC.1.5.3 Consultation (traditional medicine) 3 032 0.64 HC.1.5.nec Other traditional healing care 500 0.11 HC.4.1 Medical laboratory services 27 936 5.89 HC.4.2 Imaging services 9 711 2.05 HC.4.3 Patient transport 438 0.09 HC.5.1.1 
Prescription drugs 219 459 46.28 HC.5.1.2 Non-prescription drugs 3 270 0.69 HC.5.1.3 Other non-durable medical goods 5 657 1.19 HC.5.1.4 Drugs purchased on the street 33 195 7.00 HC.5.1.5 Condoms and other contraceptives 1 426 0.30 HC.5.1.6 Traditional medicines 28 280 5.96 HC.5.2.1 Eyeglasses and other optical products 2 155 0.45 HC.5.2.2 Hearing aids 331 0.07 HC.5.2.3 Other orthopedic appliances and prostheses 391 0.08 HC.5.2.9 Other durable medical goods, including medical & technical equipment 355 0.07 HC.6.1 Information, education and advisory program 98 0.02 HC.6.2.1 Vaccines 2 382 0.50 HC.6.3 Early disease detection program 1 041 0.22 HC.6.4 Health monitoring program 2 521 0.53 HC.9 Other health care services not classified elsewhere 910 0.19 Total 474 221 100.00 Source: National Health Accounts (2012). 12 PRIMARY HEALTH CARE SYSTEMS (PRIMASYS) 6. Human resources According to data from the third general census, the ratio of health personnel to population is 1.07 per 1000 inhabitants (3, 14). 
The differential analysis confirms that the large deficit of specialists in medicine, maternal health, obstetrics, and child care contrasts with the self-sufficiency in nurses and the inadequate absorption by the public and private sectors. 
While the prospects for an increase in trained personnel are in some respects favorable – given the national annual increase of trained doctors and pharmacists since 2012, and implementation of a strategic plan for the development of medico surgical specialties since 2010 – the training in community-centered health care that has long been the hallmark of the Yaoundé School of Medicine has been evanescent for a decade, while three private schools have been training community health workers since 2013 (15). Inadequate distribution of staff is a bottleneck in the implementation of PHC. 
The very high concentration of human resources in urban areas contrasts with the shortage in rural areas (14). Disparities are sharp between administrative regions and between districts. The 2014 personnel census revealed that 147 districts out of 181 had less than 50% of the staff required. 
The economically wealthier regions – Centre, Littoral and West – concentrated 11 777 out of 19 709 health workers, or 59.75% to serve 42.14% of the country’s total population. 
This situation has a negative impact on PHC outcomes, for example the coverage of preventive services for mother-to-child transmission of HIV, which is lower in rural areas, and tetanus immunization coverage (80% in urban areas against 68% in rural areas). 
The four regions with the lowest numbers of health care staff contribute to more than three quarters of the 4500 maternal deaths recorded. 
The demotivation and frustration of community health workers are related to abuses of authority and low, irregular and discriminatory wages. The 5% increase in the wages in the public sector in 2014 did not catch up with the loss of purchasing power of health personnel after the wage cuts of 1992 and 1993 and the devaluation of the Central African franc in 1994. 
Health professionals at the operational level denounce the harsh living conditions in rural, landlocked areas, the lack of socio-educational infrastructures, insecurity, sociocultural problems, arbitrary assignments and noncompliance with the regulations governing the management of careers (16, 17). Table 6 shows the allocation of human resources for health by cadre in Cameroon. Table 6. Distribution of human resources for health according to qualification, 2011 Cadre % Traditional healers/matrons 0.54 Pharmacists 0.42 Support staff 17.47 Paramedics 11.85 Specialists 1.10 General practitioners 3.72 Nurses 49.61 Pharmacy assistants 3.08 Dental surgeons 0.15 Administrative staff 4.51 Other health professionals 6.32 Social workers 0.27 Community health workers 0.98 Source: Ministry of Public Health (14). 13 COMPREHENSIVE CASE STUDY FROM CAMEROON 7. Planning and implementation After Alma-Ata, the implementation of reforms started without proper planning or integration of pre-existing interventions. 
The 1988 assessment confirmed the relative effectiveness of vertical program independent of the health system and not related to the ideals of PHC. However, no structural reform had been initiated to integrate PHC services; community health workers had been identified in the communities and recruited without appropriate training and supervision on the ground; and participation of the community in the identification of health priorities was virtually non-existent. 
These observations led to a new policy direction, as enshrined in the 1993 National Declaration on the Implementation of the Reorientation of Primary Health Care. 
However, there was no integrated strategy for policy implementation. Several planning mechanisms have been imposed by technical and financial partners as a consequence of the national planning policy being abandoned in the context of the structural adjustment program (7). The first national approach to health sector planning occurred in 2000, though health districts had been set up in 1994 and the Framework Law on Health had been adopted in 1996. The first Health Sector Strategy 2001–2015, updated in 2007, was followed by the failed introduction of a Sector wide Approach (SWAp) in 2006/2007. Multiannual development plans at the level of the health districts, consolidated at the regional level, were developed in a participatory manner using the same approach at the national level. However, the experiment has not been repeated. On the other hand, annual work plans for vertical program are regularly developed and implemented with some efficiency. Communities have been little involved in planning whereas they are regularly called upon for the implementation of interventions at the operational level (for example, social mobilization for immunization, vaccine vigilance). The main planning tools in the health sector include the sectoral and ministerial Medium-Term Expenditure Framework (MTEF) and the government roadmap and program budgeting. 
Community participation remains marginal, and there is a lack of technical staff and management structures to ensure the involvement of the community as a partner, in accordance with the canons of PHC and on the basis of co-financing and co-management, as stipulated in the National Declaration on the Implementation of the Reorientation of Primary Health Care. Plans are being developed to improve community participation. 
For example, a policy brief on community health workers produced by the Centre for the Development of Best Practices in Health proposed and developed three options: (a) establishment of a national mechanism for the management and coordination of community health workers in accordance with the objective of developing the health districts; (b) transferring the management of community health workers to municipalities; and (c) co-management of community health workers by municipalities and the health district services. 
14 PRIMARY HEALTH CARE SYSTEMS (PRIMASYS) 8. Regulatory process The Cameroonian system has shortcomings in several areas, including (a)  the obligation of civil servants to be accountable for the deployment of resources and the achievement of objectives; (b) the capacity to undertake a number of activities, including monitoring the quality of services; (c) providing the needed infrastructure, medical equipment and products in conformity with standards; (d) development of guidelines, norms and standards; and (e) protection of the interests of users. 
The weak enforcement of laws and regulations pertaining to licensing health professionals and PHC services jeopardizes the quality of services (18). Several informal health care centers and dispensaries as well as street vendors of medicines are diverting up to 27% of household health expenditures. 
The National Drug Commission operates in a very approximate manner and the professional orders are still centralized within the legislative framework adopted in the early 1980s. 15 COMPREHENSIVE CASE STUDY FROM CAMEROON 9. 
Health monitoring and information systems, Cameroon 9.1 Overview of health monitoring and information systems The midterm evaluation of the first Health Sector Strategy 2001–2010, carried out in 2006/2007, led to its being updated in line with the achievement of the Millennium Development Goals in 2015. 
The 2001– 2015 Health Sector Strategy reinforced the role and viability of the health district by strengthening the health district system, including through integration of reforms in line with the Alma-Ata Declaration, leading to greater institutional, technical and economic autonomy for health districts. 
With regard to the performance of monitoring and information systems in Cameroon, an evidence based policy brief (19) noted the following in 2010. 
•None of the health districts went farther than the start-up phase in the process leading to autonomy. 
•Routine population-related data were poorly reported, including in the areas of epidemiology, the budget, mapping of health facility services, infrastructure and equipment, and human resources. 
•The updated health sector strategic paper considered health information as a priority intervention area, with the aim of having 90% of health facilities managed using proper documentation. 
Specifically, this involves (a) properly organized data collection; (b) analysis of the data; and (c) using the data for continued improvement of the quality of services and care. While provision can be made for the creation, in the medium term, of an integrated system of budgetary and health information, there is currently no mechanism in place for its implementation. 
• 
An analysis by the Health Metrics Network gave the following scores on a scale from 0% to 100%: data management 28%, civil registration system (including registration of births and deaths) 18%, access to census information 38%, access to information on health mapping 39%, and access to information on human resources 59%. • Field actors have limited interest in the collection of data as the data are generally not transformed into information for integrated planning. 
Very often, information is not considered as a resource, and being transferred to a data collection unit is perceived by the staff as a form of punishment. 
•The lack of analysis and exploitation of data at the local level, the low levels of feedback, and inadequate sharing of data between public and private actors within the health pyramid reinforce the perception that the data collected are useless. 
These weaknesses undermine the monitoring and evaluation of the use of resources, the supervision of the servicing process of health districts, and equity-oriented planning. Though the development of multi-year health development plans at the health district level and their consolidation at regional level in a structured and organized manner were put in place in 2008, monitoring and evaluation are confined to each implementation structure, including program, without merging into an integrated monitoring and evaluation plan, as provided for in the Health Sector Strategy 2001–2015. 
PHC activities were taken into account in the pilot phase of the World Bank supported Cameroon Health Sector Investment Support Project through performance-based funding in some health districts, and in the monitoring and evaluation mechanisms for the National Health Development Plan 2012–2015. 9.2 Monitoring system associated with performance-based financing Performance-based financing is being implemented as part of the Cameroon Health Sector Investment Support Project, with the support of the World Bank. 
16 PRIMARY HEALTH CARE SYSTEMS (PRIMASYS) The project objective is to improve the quantity and quality of health services offered to the population, with particular emphasis on maternal and child health and combating disease. 
The monitoring and evaluation system for performance-based financing has focused on: 
•establishing, monitoring and evaluating performance indicators for the management process, outcome indicators, and impact indicators; 
•illustrating the relevance, effectiveness, efficiency, equity, accountability and transparency of performance-based financing interventions; 
• monitoring and evaluating the flow and use of financial, human, material and logistic resources in the implementation of performance-based financing; 
•detecting bottlenecks at all stages and at all levels of the implementation of performance-based financing, in line with best practices, in order to undertake appropriate and timely solutions; 
•showing the different actors, in particular the beneficiaries, in an objective and transparent manner, the efforts made to ensure user satisfaction in terms of preventive and curative care under the Minimum Package of Activities and the Complementary Package of Activities. These activities were monitored and evaluated by the Health Sector Investment Support Project, but unfortunately in less than a quarter of health districts in four regions. 9.3 
Monitoring system associated with National Health Development Plan A monitoring and evaluation framework was established to align with the 2012–2015 National Health Development Plan. 
This framework was based on three main activities: monitoring, sectoral review, and evaluation. Apart from these activities within program and some health districts, no planned monitoring and evaluation activities were carried out. 
Despite these shortcomings, some significant results have been recorded by the National Institute of Statistics (2), as follows. 
•Infant and juvenile mortality decreased from 144 per 1000 to 103 per 1000 between the periods 1999–2004 and 2010–2014 (though not reaching the target of 76 per 1000). 
•Overall HIV prevalence decreased from 5.5% to 3% between 2004 and 2014, though with marked disparities between regions and certain social groups. 
•Distribution campaigns for long-lasting insecticide-treated nets achieved a 54.8% coverage rate amongst children aged under 5 years in 2014 against 0.9% in 2000. 
•Free care for children aged under 5 years with malaria has been effective since 2013. 
•Full vaccination coverage for children aged 12–23 months increased from 48% to 75%, while immunization coverage against measles rose from 64% to 89% between 2004 and 2014. 17 P9COMPREHENSIVE CASE STUDY FROM CAMEROON 
10. Strategic outlook and considerations The Cameroonian health system has adopted its Health Sector Strategy for 2016–2027. 
The strategy is aligned with the Growth and employment strategic document 2010–2020 (20), with the development of the health district as a strategic priority objective and with universal health coverage as the ultimate goal.
The proposed structure of the community-level health services aims to strengthen the integration of health program and accelerate the development of the health district model. 
There is continuing debate on how to implement decentralization of public health through the effective transfer of powers from the central State to the municipalities. The option chosen was the adoption of performance based funding as part of the State budget allocation framework for the purchase of care and services. The architecture of universal health coverage has recently been adopted, though the weak regulation of the health sector and the liberalization of training for health care professionals continue to conspire to relegate PHC and the concepts of community health to the background, to the benefit of curative care in a profit-oriented environment. 18 PRIMARY HEALTH CARE SYSTEMS (PRIMASYS) References 1. Strengthening the role of employment injury schemes to help prevent occupational accidents and diseases. Geneva: International Labor Office; 2013. 2. Multiple Indicator Cluster Survey / Demographic and Health Survey. 
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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. 
Minister of Public Health viii On behalf of the Government of Cameroon, I would like to extend my gratitude to all the people who offered their technical and/or financial support in the development of this document. 
Minister of Public Health ix 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 adult. 
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 country 1. 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 i Conversion rate: FCFA 500 = USD 1 x 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 assessed  
1. 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
2.  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”. 
3. 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 behaviors 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 subsector 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. 
Page 19 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. xii xiii 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). xiv 
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; xv (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. xvii PART ONE : SITUATION ANALYSIS xviii 1 
P21 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. P22 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 2 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 2007 10 . 
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: 3 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 countries 12. 
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 councils 13. 
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 Centers (IHC). 
Moreover, Mayors are chairs of the management committees of District Hospitals (DH) and Medicalized Health Centers (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 tarred 14 . 
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 Limbe 15 . . 4 1.5. 
P24 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 internet 16. 
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). 5 CHAPTER 2: 
P25 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). 6 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. 
P26 GOVERNANCE AND STEERING/STRATEGIC MANAGEMENT HEALTH PROMOTION DISEASE PREVENTION CASE MANAGEMENT People living environment Acquiring skills for health Community actions for Health Promotion Family Planning Communicable diseases Epidemic prone diseases (EPD) Vertically transmitted diseases Non-communicable diseases (NCD) Communicable diseases Maternal, neonatal, infant, child, and adolescent health Non-communicable diseases (NCDs) Sensory-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 
PHEALTH SYSTEM STRENGTHENING 7 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 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. 
8 The coverage level of the population through the provision of basic services of health promotion is still weak which is a sign that population 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 behaviors; (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.
 P27 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 program: The National Malaria Control Program (NMCP), National Program for the Fight against Tuberculosis (NPFT), The 9 National AIDS Control Committee (NACC) and the Enlarge Program 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 needs 29. 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 zero-prevalence of viral hepatitis B, C and D were 12%, 1.03% and 10% in 201431 respectively. 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 10 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 inhabitants 35. 
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 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% deaths 39. 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 2014 42 ), 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 documented 44. Some EPDs are targeted in the routine Expanded Programs on Immunization, namely tuberculosis, poliomyelitis, diphtheria, maternal and neonatal tetanus, pertussis, viral 11 hepatitis B, Hemophilic influenza 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 multisector 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. 12 Table 4: History of EPDs in Cameroon from 2011 to 2015 EPD 2011 2012 2013 2014 2015 Suspected cases Deaths Lethality (%) Suspected cases Deaths Lethality (%) Suspected cases Deaths Lethality (%) Suspected cases Deaths Lethality (%) Suspected cases Deaths Lethality (%) Cholera 23 152 843 3.6 125 4 3.2 29 0 0,0 3 355 184 5.5 228 10 4.4 Meningitis 2 733 191 7.0 1 128 103 9.1 1 013 68 6.7 1 156 60 5.2 1 230 62 5.0 Malaria 1 389 072 2 255 0.2 - - - 614 433 711 0.1 1 291 938 1 769 0.1 - - - Measles 4 574 27 0.6 14 806 73 0.5 1 681 10 0.6 4 152 16 0.4 9 895 39 0.4 Severe acute gastroenteritis 1366 2 0.1 2187.7 60 0.3 46017 63 0.1 5347.7 80 0.1 56706 70 0.1 Bloody diarrhea 2 114 4 0.2 7 376 13 0.2 10 966 7 0.1 13 066 11 0.1 12 892 9 0.1 Typhoid fever - - - 55100 21 0.0 138758 31 0.0 176899 28 0.0 229849 28 0.0 
Human influenza 34 087 14 0.0 35 868 37 0.1 70 234 6 0.0 83 640 5 0.0 99 645 12 0.0 Poliomyelitis 187 0 0.0 216 1 0.5 444 2 0.5 700 2 0.3 498 2 0.4 Source: 
History of EPDs, 2011-2015. (DLMEP, unpublished) 13 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 programs. 
These are: Onchocerciasis In 2013, over 1.5 million people had serious skin lesions45 caused 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 West 47. 
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 areas 49 . Schistosomiasis Two million Cameroonian are currently infected by this disease 50. 
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 disease 51. Leprosy In 2014, 719 cases of leprosy were recorded in Cameroon. 
To date, about fifteen health districts remain highly endemic for this disease 52. 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 centers 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 families 54,55. 14 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 surgery 57. 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, respectively 58. 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 15 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 Program. 
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 specialists 64. 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% homozygotes 67. 
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 16 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 17 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 group 81. 
Moreover, chronic malnutrition is the cause of 14.7% deaths in children below 5 years of age 82. 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 Region 83. 
Overall, 10 599 (34%) out of 31 112 HIV positive pregnant women were put on ART, representing 25% of expected HIV positive pregnant women 84. 
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 low 85. 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 
P34 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 population 87. 
To better describe this health system and assess the impact of each pillar 18 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 program 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 166,6 185,1 162 162,4 162 207,1 6,6 7,2 5,8 5,0 5,0 5,5 0 1 2 3 4 5 6 7 8 0 50 100 150 200 250 2010 2011 2012 2013 2014 2015 % of the national budget Billions of FCFA Budget allocated to the health sector Proportion of the budget of the health sector compared to the national budget 19 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). 20 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 Inter-ministerial committee for the Review of Program 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 inhabitant 96. 
Generally, health financing encounters many difficulties, including: low efficiency in the use of resources, inadequate 21 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 program 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 22 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 hour 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 23 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 Infant and child mortality (per 1 000 births) 103 2014 110 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. 24 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 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 medicine 108 . 
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 Health 109. 
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 25 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 center, which limits access to care110. The referral and counter-referral systems 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.111112113 other modalities for services provision new modalities have been recently defined in the health system. These are contract signing; social marketing; decentralization involving Regional and Local Authorities; telemedicine; and task shifting 114. 
All the benefits of these innovative modalities concerning the provision of services are not leveraged and capitalized enough to improve the geographical and financial access to health services and care. 
P41 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 regions 115 . 
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 26 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 P42 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. 
+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 27 ratio (medical doctor, nurse and midwife) was 1.07 per 1000 inhabitants in 2011 while WHO recommends 2.3 personnel per 1000 inhabitants121. 28 Table 8: Distribution of human resources for health per region Qualifications REGIONS Diaspora TOTAL Adamawa Centre East Far North LT NO NW WE SO SW CRW 3 26 27 131 6 11 47 97 11 8 0 367 Social Assistant 1 54 1 9 9 3 0 12 5 11 0 105 Other health professionals 7 305 55 176 508 26 499 555 44 237 1 2 413 Administrative staff 47 770 58 69 191 58 184 131 64 152 0 1 724 Dental Surgeon 4 22 0 4 17 1 2 3 3 2 0 58 Pharmacy clerk 5 133 42 166 137 92 211 234 24 134 0 1 178 Nurse 817 4 512 874 1 733 3 276 965 1 590 2 599 781 1 804 3 18 954 General Practitioner 38 500 53 71 307 42 82 116 45 94 72 1 420 Specialist doctor 16 192 5 10 127 3 9 26 11 16 7 422 Paramedical 176 1 343 204 342 786 160 377 593 175 368 2 4 526 Support staff 77 1 401 120 816 1 534 227 844 726 100 828 0 6 673 Pharmacist 7 38 4 12 40 8 2 26 4 21 0 162 Traditional doctor / Traditional birth attendant 0 0 0 189 0 10 0 1 1 4 0 205 Total 1 198 9 296 1 443 3 728 6 938 1 606 3 847 5 119 1 268 3 679 85 38 207 Source: MOH & GCHP, 2011. 29 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. 
P43 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 30 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. 
P44 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. 31 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 Program 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 processed 125 . 
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 32 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 program. 
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 behaviors 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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33 PART TWO: INTERVENTIONS FRAMEWORK 34 35 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. 36 3.2. REMINDER ON THE 
P47 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 behaviors 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 37 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. 
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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. 38 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 
P49 CHAPTER 4: LOGICAL FRAMEWORK OF INTERVENTIONS. 
Overall objective of the strategy: 
To contribute to the development of a healthy and productive manpower capable of ensuring a strong, integral and sustainable growth. IMPACT INDICATORS OF THE HSS: Maternal mortality ratio (Baseline 782 deaths/100,000 live births in 2011) Newborn and child mortality rate (Baseline 103 deaths/1000 live births in 2011) VERIFICATION SOURCE: DHS-MICS, WHO annual reports Overall objective the NHDP: 
To provide and make accessible quality priority essential and specialized healthcare and services to the population Table 10:
 Logical framework of 2016-2020 NHDPS STRATEGIC AXIS 1 : HEALTH PROMOTION Core issue of the component: Inadequate capacities of populations to adopt healthy behaviors to address their health issues Strategic objective:
 Bring the population to adopt healthy behaviors by 2020 Tracer Indicators: - % of household members using improved private toilets - Prevalence of obesity in urban areas - Percentage of targeted companies which apply the principles of occupational health and safety - Chronic malnutrition rate in children below 5 years of age Strategic sub-axis 1.1: Institutional, community and coordination capacities in the area of health promotion Specific objective HP 1 
1: By 2020, strengthen institutional, coordination capacities and the participation of the community in 40% HDs in the area of health promotion Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Percentage of HDs with functional DHCs (a) 65 % in 2015 DOSTS Report 2015 70% 75% 80% 85% 90% 41 Implementation strategy Interventions Tracer Indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 1.1.1 Availability of technical expertise and transfer of competence to administrations of the health sector for an effective implementation of health promotion actions 1.1.1.1.
Strengthen at all levels the availability of promotion inputs in health facilities (human and financial resources, drugs, outreach material, etc.) Percentage of the MOH budget allocated to health promotion interventions DRFP DPS, RDPH, MINFI, DPML, MINFOPRA X X X X X Availability of financial and human resources, recruitment by MINFOPRA depending on the expressed HRH needs 1.1.2
 Transfer of competence to community stakeholders for the appropriation of health interventions 1.1.2.1. technical support to leaders and community stakeholders (CBOs, CSOs, CHWs, RLAs and Dialogue Structures) in addressing health issues in their environment Percentage of HD CSOs affiliated to the CSO regional platform having contributed to the implementation of the HD AWP DOSTS DPS, DLMEP, RDPH, HD, DHC, TFP, CSO/NGO, MINATD RLA X X X X X 1.1.2.2.
Train and recruit polyvalent CHWs for the provision of MHP activities at the community level (see appendix 2) Percentage of HDs having at least 3 polyvalent CHWs trained for the provision of community MHP DOSTS DRH, DPS, RDPH, FRSP, SD X X X X X 1.1.3 Strengthening of the legal framework for a better community participation 1.1.3.1. Update the legal framework for community participation.
 Availability of updated regulatory instrument governing community participation in heath interventions DOSTS MOH (General 
Inspectorates, DAJC, DPS, DPML, NBTP, Tech., TSSC/HSS, Ethical Committee, RDPH, HD) X X 42 1.1.4: Provision of technical expertise and transfer of competence to RLAs and Community-Based Organizations (Dialogue Structures, Civil Society Organizations, Non Governmental Organizations) in the area of health promotion(b) 1.1.5 Improvement of multi-sector coordination for health promotion interventions 1.1.5.1.Develop and implement a multiannual and multi-sector health promotion plan Goal achievement rate of the multiannual health promotion plan DPS/HPD X X X X X.
The main stakeholders take part in all the phases of the plan design process (participatory approach), adequate financial resources are available to implement and ensure M/E of planned interventions; beneficiaries understand, adhere and participate in promotion activities 43 1.1.5.2.Design and carry out AWP activities for health promotion in schools, universities and professional environments.
Percentage of targeted secondary schools having an implementation report for health promotion activities MINEDUB MINESEC, MINSESUP MINTSS MOH (DPS), RLA, CSO X X X X X 1.1.6: Update of training curricula for a better integration of social and environmental approach in syllabuses(b) 1.1.7: 
Improvement of health promotion service provision that meet all the needs of the individual 1.1.7.1. Ensure the availability and implementation of community healthcare and service packages Percentage of HDs providing at least 50% of the community intervention packages in their AWP DPS RDPH, HD, DHC, HC, CSO, Civil Society, RLA X X X X X The legal framework and the interventions guide regulating community participation is updated, disseminated, and takes into account the motivation aspects for the community stakeholders 44 Strategic sub-axis1.2: Living conditions of the populations Specific objective HP 1 2: y 2020 improve the living conditions of populations in at least 30% of health districts.
 Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Percentage of households using solid fuel as first source of domestic energy used for cooking 80.4% MICS 5 78% 76.5 % 75% 72.5 % 70% Percentage of households with access to potable water 72.9 % MICS 5 73.5% 74% 75% 76.5 % 78%.
 Implementation strategy Interventions Tracer Indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 1.2.1: Improvement of the hygiene environment (Water, Sanitation and Hygiene, etc.) 1.2.1.1. 
Continuous scaling up of Community-Led Total Sanitation (CLTS) in councils/HDs Percentage of HDs implementing CLTS(a) DPS RDPH, HD, MINEE, RLA, MINATD, X X X X X Collaboration and coordination are effective between MOH and MINEE on the establishment of CLTS; RLAs actively participate in sanitation activities and consider CLTS as priority actions; no social and cultural barriers in the use of toilets. 
45 1.2.1.2.Ensure the equitable training and deployment of health engineering staff in HDs Proportion of HDs with health engineering HRs DPS RDPH, HD, HD, CSO, RLA X X 1.2.1.3. Among professionals develop health promotion and disease prevention interventions achievement rate of activities provided for in the health plan of targeted companies over the last 12 months MINTSS DCOOP, Employer Groups, Companies, MINTSS ,DPS X X X X X Company managers (public and private) understand the challenges and participate in health promotion activities of their employees 1.2.2: 
Promotion of structured urbanization for towns, and development of slums(b) 1.2.3: Strengthening prevention actions against soil, water and air pollution(b) 1.2.4 Development of best practices on resilience and management of climate related risks and disasters(b) 46 Strategic sub-axis 1.3: Strengthening of health promoting skills for individuals and communities Specific objective HP3 1 3: 
By 2020, develop promotion actions in at least 40% of HDs in order to strengthen aptitudes that are favorable to the health of individuals and communities Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020. 
Prevalence of pregnancies among adolescent girls 25.2% MICS 5 24% 22% 19% 17% 14% Prevalence of smoking in persons aged 15 and above 6% GATS 2013 6% 5.5% 5.5% 5.5% 5%.
Implementation strategy Interventions Tracer Indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 1.3.1 Promotion of good feeding habits 1.3.1.1.
Develop C4D for the adoption of healthy behaviors in the field of food and nutrition Percentage of HDs having an integrated Communication plan for health promotion and disease prevention DPS/HPD MINCOMME RCE, MINADER, ANOR, MINEDUB, MINESEC, MINESUP, MINMIDT X X X X X 1.3.2: Fight against smoking, alcohol abuse and consumption of illicit substances(b) 47 1.3.3 Strengthening road safety 1.3.3.1.Build capacities for drivers and populations living in accident-prone areas in first aid (pre-hospital management) Percentage of HDs having community teams trained in first aid DOSTS DLMEP, NPHO, MINATD, MINTRANSP ORT, MINTP, DGSN, RDPH, Red Cross, Firefighters, AMUCAM, etc. X X 1.3.3.2.Strengthening C4D for road safety.
 Number of victims (injured or dead) of inter urban road accidents MINTRANS PORT DPS, DOSTS, Secretariat of State for Defense, DGSN, CONAROUTE X X X X X NHDP objectives integrated in partner ministries work plans, close collaboration between MOH and MINTRANSPORT 1.3.4 Strengthening sport and physical activities 1.3.4.1.
Ensure construction/rehabilitation of proximity sport infrastructure for the practice of physical exercise Proportion of RLAs with developed and conventional spaces for sport and physical activities CU DPS, RDPH, HD, MINATD, RLA, MINHDU, MINSEP X X X Strong collaboration between MOH and MINSEP 1.3.4.2. 
Increase the number of sports instructors in divisions/sub-divisions Percentage of approved centers for sports and physical activities having a trained sports instructor MINSEP All ministries X X X X X 48 1.3.5. 
Strengthening of integrated communication for development (C4D) and social marketing 1.3.5.1.Develop C4D for the adoption of healthy behaviors in the following areas: food/nutrition, prevention and screening of communicable and none communicable diseases, abuse of psycho active substances, especially narcotic drugs and alcohol % of children aged 6 to 23 months having received food from at least four food groups in the previous day DPS/HPD MINCOM, RDPH, HD, HF, CHW, Councils, CSO/CBO, MINADER, MINEPIA, MINPROFF, MINEDUB, MINESEC, Mobile telephone operators X X X X X Close collaboration between MOH and partner ministries. 
Prevalence of dental decay in primary school pupils Strategic sub-axis 1.4: 
Essential family practices, family planning, promotion of adolescent health, and post-abortion care Specific objective HP4 1 34: 
By 2020, bring 25% families to adopt essential family practices including family planning. Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020.
 Modern contraceptive prevalence rate in women of childbearing age 16% Calculated from MICS 5 data 22% 24% 25% 27% 30% Proportion of unmet needs in FP 18% MICS 5 17% 16% 16% 15% 14% Implementation strategy Interventions Tracer indicators Managers Implementing partners 2016 2017 2018 2019 2020 Success requirements 1.4.1: 
Improvement of public policies on FP(b) 1.4.2: Improvement of FP services requirements(b) 1.4.3: Improvement of FP service provision and use 1.4.3.1.Extend and ensure the availability of FP service provision in HFs and at the average number of stock outs for essential tracer drugs in HFs (FOR THE RECORD) DSF DPS, RDPH, SSD, DSF, CENAME, DPML, X X X X X Information and rational supply procedures are mastered in the 49 community level (modern contraceptive, FP equipment, etc.) MINJEC, MINESEC, MINESUP, CSO chain 1.4.4: Strengthening the monitoring and coordination of RH/FP interventions (b) 1.4.5: 
Strengthening of other health promoting essential family practices 1.4.5.1.Develop information sharing mechanisms on EFP in the community (discussion groups, home visits, etc.) Proportion of DHs having a technical personnel trained in EFP(a) MOH (DSF) MOH (DPS, DRH,RDPH, SSD, HF) X X 1.4.5.2.Strengthen health education and C4D in families, prisons and schools, so as to help individuals address their health issues together (population mobilization) Percentage of households implementing at least 7 out of 15 essential family practices(a) DPS MINCOM, DSF, RDPH, HD, SD, Community stakeholders X X X X X Availability of financial resources 50 STRATEGIC AXIS 2: DISEASE PREVENTION Core problem of the component: 
Morbidity and mortality from communicable and non-communicable diseases remain high in Cameroon Strategic objective: By 2020, reduce premature mortality due to preventable diseases Tracer indicators: Prevalence of hypertension in adults aged 15 years and above in urban areas Strategic sub-axis 2.1: Prevention of communicable diseases Specific objective PREV1 2 1: reduce by 10% the incidence/prevalence of the main communicable diseases (HIV, malaria and tuberculosis) and eliminate some NTDs (lymphatic filariasis and HAT). 
Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Incidence of HIV 2.4‰ Country profile of HIV estimates in Cameroon 2010-2020 2.3‰ 2.2 ‰ 2.1 ‰ 2.0 ‰ 1.9 ‰ Prevalence of HIV 4.3% EDS-MICS 2011. 4.2% 4.1 % 4.1% 4.0% 3.9% Prevalence of Viral Hepatitis B 11.9% CPC 2015 11.5% 11.0 % 10.5 % 10.3 % 10.0 % Coverage of preventive chemotherapy for onchocerciasis (CDTI) coverage) 80% 2015 activity report for NTDs 81% 82% 83% 84% 85% Incidence of TPM+ tuberculosis 117 new cases per 100,000 inhabitants in 2015. 
Cameroon National Coordination Body Single Concept note TB/HIV 2016- 2017 102.5 88 73.5 58.5 44.5 51 Implementation strategy Interventions Tracer indicators Services in charge Implementing partners 2016 2017 2018 2019 2020. 
Success requirements 2.1.1: Strengthening of coordination and integration of interventions on the prevention of communicable diseases 2.1.1.1.
Strengthening technical skills of institutional and community stakeholders (CBO, CHW, RLA leaders) for the integrated prevention of the most frequent communicable diseases (HIV, STI, viral hepatitis, malaria, cholera and Ebola) Proportion of HDs with at least 3 polyvalent CHWs trained for the provision of quality community MHP (health promotion, disease prevention and case management) (FOR THE RECORD) MOH (DRH) MOH (DPS, DLMEP, RDPH, HD), MINATD, CSO/NGO, Partners, RLA X X 2.1.1.2.
Develop and implement an integrated strategy for communication which takes into account the aspects of health promotion and disease prevention. Percentage of HDs having carried out and documented at least 75% of IEC/C4D activities included in their Integrated Communication Plan MOH (DPS) MINCOM, MINSANTE (DLMEP, RDPH, HD, CNLS and other priority programs), community stakeholders X X X X X 2.1.2: Improve the prevention of HIV/AIDS, tuberculosis, STIs and viral hepatitis mainly for the most vulnerable groups 2.1.2.1. Regular supply of HFs with prevention inputs for communicable diseases average number of essential tracer drugs stock-outs in HFs (FOR THE RECORD) MOH (DPML) MOH (CENAME, RDPH, RFHP, HD, HF), CSO/CBO X X X X X 52 2.1.2.2.
Organizing communication/counseling/s screening activities for the prevention of the main communicable diseases within the general population and in special populations (prisons, secondary schools, universities, companies, etc.). 
Percentage of inmates aged 15-49 years having screened for HIV in the last 12 months and who collected their results Percentage of people aged 15-49 years having screened for HIV in the last 12 months and collected their results MOH (DPS) MOH (DLMEP, RDPH, HD), MINATD, MINESEC, MINESUP, MINJUSTICE, CSO/NGO, NACC X X X X X Availability of material and financial resources 2.1.3. 
Strengthening of Malaria prevention 2.1.3.1.Purchase and distribute LLINs Percentage of households having a LLIN for two people MOH (DLMEP) MOH (DPS, RDPH, DOSTS, DCOOP, PNLP), MINFI, CSO/NGO, TFP X X Availability of material and financial resources 2.1.3.2.
Organize preventive treatment campaigns for seasonal malaria and NTDs Proportion of children below 5 years in the North and Far-North having received a preventive treatment for seasonal malaria MOH (DLMEP) MOH (DPS, RDPH, DOSTS, DCOOP, PNLP), MINFI, CSO/NGO, TFP X X X X X Availability of material and financial resources 2.1.4: Strengthening the prevention of NTDs and other communicable diseases(b) 53 Strategic sub-axis 2.2: EPDs and public health events, surveillance and response to epidemic-prone diseases, zoonosis and public health events Specific objective PREV2 2.2: 
By 2020, reduce in at least 50% of districts the risks of occurrence of major public health events and epidemic-prone diseases including zoonosis. 
Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 percentage of HDs with measles outbreak and having organized response according to national guidelines 34% DLMEP report 2014 70% 80% 90% 95% 95%. 
Percentage of measles outbreak notified and investigated 50% DLMEP Report 2014 70% 80% 90% 95% 95% Implementation strategy interventions Tracer indicators Services in charge implementing partners 2016 2017 2018 2019 2020 Success requirements 2.2.1.
 Strengthening of the epidemiological surveillance system 2.2.1.1.Build institutional capacities for CERPLE (Regional epidemics prevention and Control Centers) for the coordination of emergencies at the regional level. percentage of CERPLE with minimal operational capacities needed for surveillance and response to EPDs/public health events(a) MOH (DLMEP) MOH (RDPH, DRH, DSF), dialogue structure, partners X X 2.2.1.2.
Develop and coordinate a national functional laboratory network for the surveillance of EPDs and other diseases Percentage of RDPH having reference laboratories operating as a MOH (DPML) MOH (RDPH, HD, LNSP), TFP X X X X X 54 network for the surveillance of EPDs 2.2.1.3.
Update health risk map in RDPH/HDs (HDs at risk of epidemics and health emergency) every year and develop annual operational plans for appropriate responses to identified health risks. 
Proportion of RDPH that updated annual map of epidemics risks and subsequent operational response plans MOH (DLMEP) MINATD, MINCOM, MOH (RDPH, NPHO, CIS) X X X X X 2.2.2: 
Improving the prevention of vaccine preventable diseases 2.2.2.1.Organise intensified additional immunization activities and campaigns (Immunization against Polio, deworming of children from 12 to 59 months during MCHNAW) nationally. 
percentage of HDs that organized immunization campaigns and intensified additional activities MOH (DSF) MOH (EPI, DPS, SDV, RDPH, HD, HF, CHW), TFP, CSO/CBO X X X X X 2.2.2.2. Strengthen the provision of service for routine immunization (purchase of vaccines, strengthening of relationship with communities, micro-planning, outreach strategies) 
FOR THE RECORD Percentage of targeted HDs that organized immunization campaigns and intensified additional activities (FOR THE RECORD) MOH (DSF) MOH (EPI, SDV, RDPH, HD, HF, CHW), community structure X X X X X 55 2.2.3 : Improving the prevention of other EPDs not included in the EPI(b) 2.2.4 
Strengthening preparedness and response to epidemics and major public health events 2.2.4.1.Ensure ongoing supply of HDs with inputs needed for response against epidemics and potential emerging diseases. Percentage of HDs with inputs for response against other EPDs not included in the EPI over the last three months MOH (DPML) MOH (DLMEP, RDPH, DHS, HF, CHW, CENAME), partners, CSO/CBO X X X X X Availability of financial resources, and control of the influx of refugee in border regions 2.2.4.2.
Strengthen the mechanism of Integrated Disease Surveillance and Response (IDSR) to EPDs Percentage of HDs affected by measles epidemics and that organized response according to national guidelines (FOR THE RECORD) MOH (DLMEP) MOH (DPS, DPML, RDPH, SSD, HF, CHW, CENAME), TFP, CSO/CBO X X X X X 
Resources are mobilized for case detection and response 56 Strategic sub-axis 2.3: Maternal, Newborn, Child and Adolescent Health and PMTCT Specific objective PREV3 2.3: 
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 Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 
Immunization coverage with the reference antigen (Penta3) 84.50% MOH EPI Report 2015 85% 86% 88% 90% 92% Coverage in ANC 1 82.8% MICS5 83% 83% 84% 84.5 % 85% Immunization coverage in measles /rubella vaccine 80% MICS5 81% 82% 83% 85% 86%. 
Percentage of HIV positive pregnant women on ART 84.4% NACC Report 2015 85% 86% 86.5 % 87% 88% % of children aged 0-5 years sleeping under a LLIN 54.80% MICS 5 85% 86% 88% 89% 90% Mother-to-child transmission rate of HIV (percentage of HIV exposed children) 6.5% NACC Report 2014 6% 5.5% 5% 4.5% 4% Percentage of newborn with low birth weight (below 2.500 grams) 9% MICS5 7% 7% 6% 6% 6% Percentage of pregnant women having received at least 3 doses of IPT during pregnancy (% IPT3) 26% MICS 5 35% 40% 45% 50% 55% 57 Implementation strategy Interventions Tracer Indicators Services in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 2.3.1 
Building institutional (HF) and community capacities in the area of RMNCAH 2.3.1.1.Ensure the permanent availability in HFs of inputs for effective implementation of high-impact interventions on the Mother, Newborn, Child and Adolescent targets (early HIV screening, PCR, equipment for maternity wards, drugs for IPT, PMTCT, HIV, vaccines, etc. 
Average number of essential tracer drugs stock-outs in HFs (FOR THE RECORD) MOH (DPML) MOH (DLMEP, CENAME, RHPF, DSF, RDPH,SSD, HF), TFP, NGO X X X X 2.3.1.2.Building capacities for institution and community providers in the targeted HDs for a quality service provision in the following areas: PTMCT, ANC, PNC, PAC Percentage of HDs providing Em ONC according to standards (9 functions) (a) MOH (DSF) MOH (DLMEP, DEP, RDPH, HD, HF, RHPF, CENAME), NGO X X X X X Ambulatory care centers are developed and operational enough 58 2.3.2: Improving the provision of RMNCAH healthcare and services 2.3.2.1.
Gradually extend the provision of RMNCAH healthcare and services (outreach strategy, telemedicine, subsidy or free care for some groups, etc.) at the national level while improving the quality of care provided (good reception, use of normative documents) Delivery rates in a health facility MOH (DSF) MOH (DLMEP, DEP, RDPH, HD, HF, RHPF, CENAME), NGO X X X X X Availability of financial resources Percentage of HFs implementing Option B+ MOH (NACC) MOH ( DLMEP), TFP 2.3.3: 
Strengthening of integrated communication at all levels for population mobilization around the RMNCAH targets 2.3.3.1.
Carry on C4D (advocacy, social mobilization, CBC and community supervision) to increase the use of healthcare and services provided in HFs and by CHWs Percentage of children that came for PNC within 48 hours following birth. MOH (DSF) MOH ( DLMEP), TFP X X X X Strategic sub-axis 2.4: 
Prevention of none communicable diseases Specific objective PREV 42.4: By 2020, reduce by at least 5% the prevalence of the main non communicable diseases (diabetes and Hypertension) Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Prevalence of hypertension in people aged 15 and above in urban areas (FOR THE RECORD) 29.7% Kingue et al. 
2015 29% 28.5 % 28% 27.5 % 27% Prevalence of Type 2 Diabetes in people aged at least 18 years in urban areas 6.60% Kingue et al. 
2015 6.60% 6.60 % 6.5% 6% 5.8% 59 Implementation strategy Interventions Tracer indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 2.4.1: Strengthening the coordination and integration of interventions on the prevention of NTDs (b) 2.4.2 
Promoting interventions that enable to reduce modifiable risk factors of none communicable diseases: smoking, poor feeding, sedentary lifestyle and alcohol abuse 2.4.2.1. Strengthen the mechanism prohibiting the sales of illicit or smuggled food products Annual number of seizures made for smuggled food products MINCOM MERCE MINCOMMER CE, MINADER, ANOR X X X X X 2.4.3 Promoting research to reduce the incidence of NTDs(b) 2.4.4 Sensitization of the population non communicable diseases and encouraging prevention 2.4.4.1.
Develop a strategy for integrated communication for the prevention of none communicable diseases (FOR THE RECORD) Percentage of HDs with an integrated communication plan for health promotion and disease prevention (FOR THE RECORD) MOH (DPS) MOH (DLMEP, DROS, RDPH, HD, HF), NIS, TFP, MINCOM X X X X X 2.4.4.2.
Organize at least one annual campaign at the regional level for the prevention and screening of NTDs (Hypertension, diabetes, cancers, etc.) 2.4.4.2. Organize at least one annual campaign at the regional level for the prevention and screening of NTDs (Hypertension, diabetes, cancers, etc.) MOH (DLMEP) MOH (DOSTS, DPS, RDPH, SSD, HF, Priority program), TFP X X X X X 60 2.4.5 : 
Improving the prevention of oral diseases, visual and hearing impairments(b) 2.4.6 Strengthening the prevention of sickle-cell anemia, other genetic and degenerative diseases 2.4.6.1.
Strengthen the availability of service provision for the prevention of genetic diseases (sickle cell anemia) at the operational level Percentage of RDPH that organized at least one screening and sensitization campaign of sickle cell anemia MOH (DLMEP) MOH (RDPH, HD, HF, dialogue structure), community stakeholders X X X X X 2.4.7: Strengthening the prevention of mental disorders, epilepsy and other neurological disorders (b) 2.4.8: 
Strengthening the prevention of diabetes, hypertension, cardiovascular and kidney diseases (b) 2.4.9: Strengthening the prevention of cancer, asthma and other chronic respiratory diseases (b) 2.4.10: Strengthening the prevention of rare diseases (b) 61 STRATEGIC AXIS 3: CASE MANAGEMENT Core problem of the component: The quality of diagnosis and curative case management is inadequate. 
Strategic objective: By 2020, reduce the overall mortality and lethality in health facilities and the community Tracer indicators: - 
Perioperative mortality rate in 3rd and 4th category hospitals - Specific mortality rate for malaria in children below 5 years of age - Intra-hospital direct obstetrical lethality rate - Maternal mortality rate - Newborn mortality rate - Child mortality rate - Neonatal and child mortality rate Strategic sub-axis 3.1: Curative management of communicable and none communicable diseases specific objective CM 1 3.1: By 2020, 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. 
Tracer indicators baseline source period Success requirements 2016 2017 2018 2019 2020 Treatment success rate of smear-positive TB patients 82% 2013 Cohort, NTBCP Report 83% 84% 85% 86% 87% Treatment success rate of TPB+ Percentage of cases of Buruli ulcer cured without any complications 80% activity report on NTD 82% 84% 86% 88% 90% Implementation strategy Interventions Tracer indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 3.1.1.Improving the quality of healthcare and services in HFs in their 8 aspects, focusing on the reception of patients 3.1.1.1. 
Sensitize healthcare and service providers on the importance of good reception Satisfaction index from beneficiaries of health services and care MOH and NIS MOH (DOSTS, RDPH, HF, Comm. Unit., CONAC, CONSUPE, DGRE X X X X X 62 3.1.2 Improving the diagnosis and curative case management of HIV/AIDS, TB, STIs and viral Hepatitis 3.1.2.1.
Ensure the availability of inputs for the diagnosis and case management of communicable diseases (HIV, TB, STIs and viral Hepatitis) average number of essential tracer drugs stock-outs in HFs (FOR THE RECORD) DPML DLMEP, RDPH, NTBCP, NACC, CAPR, DHS, HF, CHW X X X X X Anticipation actions taken for the potential withdrawal of some TFPs committed in the purchase of drugs especially ARV, vaccines, RH products, blood products and their derivatives. 3.1.3. 
Improving the diagnosis and case management of malaria and main causes of fever (Dengue, Typhoid, Flu...) 3.1.3.1. 
Systematic use of operational procedures and protocols approved for the diagnosis and case management of malaria percentage of 4th, 5th and 6th category targeted hospitals where 75% of technical staff apply protocols for case management of communicable diseases (Malaria, AIDS, TB) MOH (DLMEP) MOH (DOSTS, IGSMP, DPS, RDPH, DHS, Priority program, HF) X X X X 3.1.4: Improving the diagnosis and case management of Neglected Tropical Diseases 3.1.4.1. Systematic use of operational procedures and protocols approved for the diagnosis and treatment of NTDs Percentage of targeted DHs where 75% of technical staff apply protocols for the management of main NTDs (Buruli Ulcer, Leprosy) MOH (DLMEP) MOH (DOSTS, IGSMP, DPS, RDPH, DHS, Priority programs, HF) X X X X 3.1.5:
improving the diagnosis and case management of Non Communicable Diseases 3.1.5.1.Decentralize the management of chronic diseases (hypertension, stroke, diabetes, etc.) through the creation of ambulatory medical % of targeted MHCs where 75% of technical staff apply guidelines for task shifting during the management of hypertension and MOH (DLMEP) MOH (DSF, DPML, IHC, MHC, DH, HD), priority programs, community X X X X X 63 centers and task shifting at the devolved level diabetes stakeholders 3.1.5.2.
Organize care activities/campaigns out of HFs for populations living in difficult-to-access areas hypertension/diabetes screening rate recorded during world days for the fight against these pathologies MOH (DOSTS) MOH (DLMEP, RDPH, DHS, Priority programs, HF, CHW), CSO X X X X X.
 The process of task shifting at the operational level is effective in the health system 3.1.6: Improving the comprehensive (holistic) case management at all levels of the health pyramid 3.1.6.1 
Develop and ensure the use of simplified guides and protocols for the comprehensive management of diseases Percentage of 4th, 5th and 6th category targeted hospitals where 75% of technical staff apply protocols for case management of communicable diseases (Malaria, AIDS, TB) (FOR THE RECORD) MOH (DOSTS) MOH (DLMEP, RDPH, DHS, HF, CHW), CSO X X X X X % of targeted MHCs and DHs where 75% of technical staff use management standards/protocols of main non communicable diseases (diabetes, mental health, Hypertension) 64 3.1.6.2. Sensitize care providers on the patient-centered approach (holistic case management) satisfaction index for the beneficiaries of health services and care (FOR THE RECORD) MOH (general inspectorates) and NIS MOH (DOSTS, RDPH, HF, Communication. Unit., CONAC, CONSUPE, DGRE XXXXX 3.1.6.3.ensure hospital management of children below 5 years of age according to standards % of targeted IHCs and MHCs that managed at least 80% of children below 5 years of age suffering from diarrhea/ARIs with IMCI approach MOH (DLMEP) MOH (DOSTS, DSF, HF, RDPH, HD) X X X X X 3.1.6.4.
Develop and implement palliative care protocols % of DHs and RHs using approved palliative care protocols MOH (DOSTS) MOH (DLMEP, NCaCP, HF, RDPH, HD) X X X X X Strategic sub-axis 3.2: Maternal, newborn, child and adolescent conditions specific objective CM2.3.2: 
By 2020, 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. 
Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Percentage of newborn who came for postnatal care within 48 hours following birth 68.5% MICS5 69% 69.5 % 70% 72.5 % 75% Improving technical platforms, reception and accessibility to care Delivery rates in a health facility 61.3% MICS5 62% 64% 66% 68% 70% Percentage of obstetric fistula cases repaired ND Increase by 30% over the period improving financial accessibility to care Rates of caesarian sections 2.4% CEM ONC Survey 2015 3.5% 5% 6% 7% 8% 65 Implementation strategy tracer indicators service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 3.2.1 
Improving financial and cultural accessibility to RMNCAH care and services by targeting as priority the most vulnerable populations and the most underprivileged districts 3.2.1.1.
Strengthening the implementation of ongoing strategies aimed at improving geographical, cultural and financial accessibility of RMNCAH targets to quality services and care percentage of IHCs that achieved at least half of the planned outreach/simplified strategies MOH (DSF) MOH (DLMEP, RDPH, HD HF) XXXXX 3.2.2. Improving geographical availability and accessibility to services related to the prevention of vertical transmission of HIV and Hepatitis B from mother to child (scaling up PMTCT in the overall functional HFs) (b) 3.2.3 
Improving the integrated management of child illnesses (Clinical and community IMCI) 3.2.3.1.
Provide children below 5 years of age with healthcare and services while using IMCI approach percentage of DHs with at least 1 personnel trained in clinical IMCI MOH (DSF) MOH (DLMEP, RDPH, HF, CHW), CSO/CBO, MINJUSTICE, DGSN, MINDEF X X X X X Availability of financial resources for the training of HRH in IMCI 3.2.4 : Improving the availability of quality RMNCAH service and care provision packages 3.2.4.1.
Ensure the proper use at all levels of normative documents and operational procedures for the management of mother and child health. Percentage of targeted MHCs and DHs where 75% of technical personnel apply approved protocols for the management of mother and child health MOH (DOSTS) MOH (DSF, IGSMP) X X X X X 66 3.2.4.2 
Strengthening service provision for the proper management of adolescent health in district hospitals. Percentage of DHs that have user-friendly services for the management of adolescent health. MOH (DSF) MOH (DOSTS, HF), MINPROFF, MINJEC, MINAS XXXX 3.2.4.3.
Ensure in HDs the availability of high-impact intervention packages on the maternal, newborn and child health (BEmONC, EmONC, CEmOC, PAC...) percentage of children born of HIV positive mothers on ART MOH (DSF) MOH (DRH, DLMEP, DPML, NACC) XXXXX 
percentage of HDs providing at least 75% of CHP interventions (FOR THE RECORD) 3.2.5 Building of institutional capacities in RMNCAH in HFs and the community(b) 3.2.6: 
Strengthening integrated communication at all levels for population mobilization around maternal, newborn and child health (b). 67 Strategic sub-axis 3.3: Emergencies and public health events Specific objective Case management 3.3.3: 
By 2020, ensure the management of medical and surgical emergencies and public health events according to standard operating procedures (SOPs) in at least 60% of HDs. Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 perioperative mortality in 2nd, 3rd and 4th category hospitals (FOR THE RECORD) ND reduction by 20% by the end of the period basic study, stakeholder commitment (TFP, MOH, community stakeholders, private sector) to the financing of NHDP interventions Percentage of targeted DHs that managed at least 80% of medical and surgical emergency cases according to SOPs in the 6 last months ND 13% 40% 53% 100% 100%.
 Implementation strategy interventions Tracer indicators Service in charge implementing partners 2016 2017 2018 2019 2020 success requirements 3.3.1: strengthening multi-sector coordination in the management of emergencies and public health events 3.3.1.1.
Establish at all levels a support funds for the coordination of the management of emergencies and public health events (FOR THE RECORD see CERPLE) percentage of CERPLE having minimal operational capacities needed for the surveillance of EPDs/public health events and response MOH (DLMEP) MOH (DCOOP, DLMEP, RDPH, HD), other ministries, TFP XXXX X 3.3.1.2.
Ensure the functioning of the “national emergency operation center for effective availability of a budgeted national plan for the management of public health events and annual reports of MOH (DOSTS/DLMEP) MOH (RDPH, HD), MINATD, other ministries, TFP XXXXX 68 management and coordination of field activities related to the implementation of the plan MOH (DLMEP) DLMEP, MINATD, other ministries, TFP 3.3.2: 
Strengthening the provisional management process of resources for effective management of medical and surgical emergency cases and public health events 3.3.2.1 
Regularly supply health structures with inputs for the management of medical and surgical emergencies after assessment of their institutional, consumption and management capacities percentage of DHs and RHs which have drugs/consumables for effective management of common medical and surgical emergencies and EPDs DPML DOSTS, DLMEP, RFHP, MINATD, other ministries, TFP X X X X X 3.3.2.2.
Strengthening the functioning of the response mechanism to emergencies (regular simulation of emergency situations, staffing of investigation and response teams) proportion of RDPH having made simulation of emergency situation yearly MINATD (DPC) MOH (DOSTS, NPHO, DEP, HIU, DROS, DLMEP, RDPH), partner ministries XXXXX Resources are mobilized for simulation exercises 3.3.2.3.
Establish multisector Rapid Intervention and Response Teams (RIRTs) in the 10 regions Percentage of RDPH with rapid intervention and response teams (RIRTs)’ MOH (DLMEP/DOSTS) MOH (NPHO, DEP, HIU, DROS, RDPH), partner ministries XXXXX 69 3.3.3 
Improving the diagnosis and curative case management of emergencies and public health events 3.3.3.1.
Ensure pre-hospital management (first aid) of emergency cases with the full participation of the community percentage of HDs with community teams trained in first aid (FOR THE RECORD) MOH (DLMEP) MOH (DOSTS, RDPH, HD, HF), partner ministries, Red Cross XXXX 3.3.3.2.Build financial, infrastructural, and technological capacities of CERPLE, the National Emergency Operation Centre, and border health posts on rapid and effective response in case of epidemics and other public health emergencies(FOR THE RECORD) proportion of CERPLE with minimal operational capacities needed for the surveillance of EPDs/public health events and response (a) (FOR THE RECORD) MOH (DLMEP) MOH (DRFP, DOSTS, HF), partner ministries. 
Red-Cross X X X availability of financial resources 3.3.3.3.Build HHR technical capacities of DHs/ RHs/ border health posts and community actors for an effective response to epidemics or other public health emergencies proportion of targeted DHs that managed at least 80% of medical and surgical emergencies cases according to SOPs during the last 6 months (FOR THE RECORD) MINATD/MOH MOH, MINDEF, UNHCR, MINCOM, MINJUSTICE, MINAS, MINPROFF, DGSN, TFPs X X X X.
An institutional and community health human resources needs assessment is carried out and a substantial allocation of resources is effective. 70 Strategic sub axis 3.4: 
Management of Disability Specific objective CM 43.4: Reduce by at least 10% the proportion of the population with at least one correctable disability by 2020. 
Tracer indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 proportion of cataract patients and who recovered their sight after surgery ND increase by 50% by the end of the period Implementation strategy Interventions Tracer indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 3.4.1 : Drafting an integrated and coordinated policy for the management of disability, including mental disorder 3.4.1.1.Ensure disability management in accordance with updated guidelines and standards Proportion of RHs and CHs that ensured medical management according to the SOPs of at least 70% of correctable physical disability cases MOH (DLMEP) MOH (RDPHs, HDs, HFs), MINAS, MINFI, learned societies, TFPs X X X X X proportion of DHs with an operational physiotherapy unit 3.4.2 : 
Decentralizing the interventions of disability management 3.4.2.1.Strengthen institutional capacities and those of stakeholders in the prevention and management of correctable disability Proportion of RDPH that organized at least one annual cataract surgery campaign MOH (DLMEP) M (DPS, HRD, RDPH), MINAS, MINPROFF X X X The management of disability is valued in promoting and motivating the staff 71 STRATEGIC AXIS 4: STRENGTHENING THE HEALTH SYSTEM core problem of the component. 
Low development of health system pillars Strategic objective: Increase institutional capacities of health facilities for equitable access of populations to quality health care and services Tracer Indicators: 
Global index on the availability of healthcare and services Strategic sub axis 4.1.
Health Financing Specific objective SHS14.1: Reduce by at least 10% out-of-pocket payments of households through an equitable and sustainable policy by 2020. 
Tracer indicators baseline source period Success requirements 2016 2017 2018 2019 2020% of 

health expenditure borne by households 70.6 % NIS. 
National Health Accounts 2012 69% 67% 65% 63% 60% implementation of viable prepayment mechanisms proportion of population covered by a health risk sharing mechanism 3% DHS-MICS 2011 6% 7% 8% 9% 10% implementation strategy interventions. 
Tracer Indicators Service in charge implementing partners 2016 2017 2018 2019 2020 Success requirements 4.1.1 
Developing health risk sharing mechanisms 4.1.1.1.Develop and implement a national financing strategy – oriented towards UHC Proportion of the national budget allocated to the health sector MOH(DRFP) MOH (DPS,RDPH), MINTSS, MINAS, MINPROF, CDT, TFPs, MINEPAT, MINFI X X X X X. 
The Government is engaged in reform 72 4.1.1.2.
Reinforce financial risk protection mechanisms to improve access to health care (health insurance, social security, healthcare vouchers, mutual health organizations, etc.) Proportion of the population covered by a disease risk sharing mechanism (FOR THE RECORD) MOH (DPS) MOH (DRFP,RDPH), MINTSS, MINAS, MINPROF, CDT, TFPs, MINEPAT, MINFI XXXXX 4.1.2.
 Rationalizing and strengthening institutional mechanisms of health financing 4.1.2.1. Produce annually and ensure the availability of health financing analysis tools availability of an approved financial information analysis report.
 MOH(DRFP) MOH (HIU,RDPH), TFPs, MINEPAT, MINFI XXXXX 4.1.3 Strengthening financial resource mobilization 4.1.3.1.Strengthen advocacy for increased budgetary allocation of the sector Proportion of the national budget allocated to the health sector (FOR THE RECORD) MOH (DRFP) MOH (DCOOP, HFs, RDPH), MINEPAT, MINFI XXXXX 4.1.4: 
Reinforcing autonomy in the management of financial resources at the operational level 4.1.4.1.
Draft framework laws that give more autonomy in the management of revenues allocated to HFs at the decentralized level in order to match funding received and problems identified in HFs.
 Availability of a framework instrument that grants autonomy in the management of revenues allocated to HFs at the decentralized level MOH (DRFP) MOH (DAJC, RDPH) TFPs, MINEPAT, MINFI X 4.1.4.2. 
Annually adopt a distribution key for the MOH budget taking into account NHDP priorities Availability of a report validating the distribution key of the MOH budget in the various programs MOH (DRFP) MOH (RDPH, DEP, STCPHSS), RLAs X XXXX 73 4.1.5.
 Strengthening the performance and efficiency of the health system 4.1.5.1. Gradually extend the performance purchasing system taking into account the results of the PBF impact assessment on the health system and services proportion of health Districts that integrated the performance-based funding approach (PBF) MOH (DRFP) MOH (SG, DCOOP, RDPH, HDs, HFs), MINTSS, MINAS, MINPROFF, RLAs, TFPs, MINEPAT,MINFI XXXXX availability of up-to-date texts on how to use revenue allocated and other legal texts necessary for scaling up PBF 4.1.5.2.
Preparing the National Health Accounts at regular intervals availability of a report on the National Health Accounts MOH (HIU) MOH (DRFP, RDPH), NIS, TFPs, MINEPAT,MINFI XX Strategic sub axis 4.2. 
Healthcare and service provision Specific Objective SHS 2 4.2: By 2027, 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 Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020.
Proportion of developed HDs(a) 7% MOH speech at the NA 2015 budget 40% 80% Resources are mobilized and available to finance planned interventions in the NHDP 74 implementation strategy Interventions.
Tracer indicators Service in charge implementing partners 2016 2017 2018 2019 2020 Success requirements 4.2.10. 
Building institutional capacities of HDs focused on the development of HFs for a better case management at all levels of the health system 4.2.1.1. 
Update and implement hospital reforms availability of updated instruments governing the organization and functioning of public HFs and case management (FOR THE RECORD) X X X X X 4.2.2 : 
improving provision of infrastructure (construction/rehabilitation/extension of health facilities based on standards and equipment) 4.2.2.1.Develop and implement a validated development plan for health infrastructure in the health sector to ensure availability of quality PHC at the operational level and priority specialized care availability of a national infrastructure development plan (construction/rehabilitation/extension, equipment and maintenance) MOH (DEP)/RLAs MOH (DRFP,DOSTS, RDPH, HFs ), TFPs, MINTP, MINATD X XXXX.
Proportion of the population living within a radius of less than 5 km from a health facility (IHC, MHC and HD) proportion of IHCs, MHCs and HDs constructed or rehabilitated according to standards and in accordance with the infrastructure development plan 4.2.2.1.
Ensure maintenance of infrastructures and equipment Proportion of HDs that have a multi-purpose biomedical maintenance agent MOH (HRD) MOH (DRFP, RDPH), MINESEC, MINESUP X XXXX 75. 
Proportion of RDPH that signed biomedical, electricity/refrigeration, plumbing contracts with maintenance companies MOH (DEP) MOH (RDPH, HDs), CSOs 4.2.3 Increasing the number of equipment in health facilities based on standards 4.2.3.1. 
Develop and implement a coherent plan for equipping Health facilities at all levels according to priority needs proportion of HDs equipped based on standards and according to the National health infrastructures development plan MOH (DEP/DOSTS) MOH (DEP, DRFP, RDPH, HFs), TFPs, MINTP, RLAs XXXX 4.2.3.2.
Construct, equip and make functional the National Blood Transfusion Centers and approved specialized Centers at the devolved level and ensure the permanent availability of blood products Proportion of RDPH with an approved regional blood transfusion structure MOH (DEP/DOSTS/ DPML) MOH (DRFP,HRD, RDPH, NBTP, HFs), TFPs, MINTP XXXX 4.2.4.
Strengthening community action and providing the community with inputs based on standards and priorities (b) 4.2.5. 
Setting up a quality assurance system for healthcare and services (b) 4.2.6 improving the availability of quality health care and service packages in health facilities at all levels.
4.2.6.1. Gradually increase the availability/accessibility of MHP/CHP in HFs at the operational level proportion of DHs providing at least 75% of the interventions of the CHP (FOR THE RECORD) MOH (DOSTS) MOH (DRFP, RDPH, HFs), TFPs, MINTP XXXXX 76 development of health districts and centers of excellence proportion of public IHCs and MHCs delivering at least 80% of MHP interventions MOH (DOSTS) MOH (DRFP, RDPH, HFs) XX 4.2.6.2.
Provide schools and universities with first aid kits Proportion of schools and universities health centers with a first aid kit MINEDUB/MI NESEC/MINE SUP MOH (DLMEP, DOSTS) XXXX 4.2.6.3.Evaluate and classify HDs according to their level of viability(a) Proportion of HDs whose level of development was assessed MOH (DOSTS) MOH (DRFP, RDPH, HFs), TFPs X X 4.2.7. Strengthening the referral/counter referral system (b) 77 Strategic sub axis 4.3: Drugs and other pharmaceutical products Specific objective SHS 3 4.3: By 2020, increase by 25% the availability and use of quality drugs and pharmaceutical products in all HDs Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020.
 Proportion of blood transfusion needs met 18% 2015 NBTP Activity report 20% 30% 40% 50% 60% average number of stock out days of essential tracer drug in health facilities 6 Days DPML, MOH 2015.
 Report 6 Days 5 Days 4 Days 3 Days 2 Days implementation strategy Interventions Tracer indicators service in charge implementing partners 2016 2017 2018 2019 2020 Success requirements 4.3.1. 
Strengthening regulatory mechanisms in the pharmaceutical, medical analysis and blood transfusion sectors 4.3.1.1. 
Update and implement the National Pharmaceutical master plan at all levels (supply, quality assurance, access and rational use of drugs, pharmacovigilance, etc.) Availability of updated National Pharmaceutical Master Plan and activity report of the year preceding the evaluation of the implementation of this plan MOH (DPML) MOH(NDRA, CENAME, RFHP, RDPH, HDs, HFs), TPFs XXXXX 4.3.1.2.
Organize and make operational the National Laboratory Network (RENALAB) Availability of a regulatory instrument establishing and organizing the National Laboratory Network and annual reports of data transmission activities MOH (DPML) MOH (IGSPL, LANACOME, RFHP, CPC, NPHL, RDPH, HDs, HFs), TFPs XXXXX 78 4.3.2.
Strengthening quality assurance mechanisms and the availability of drugs and other pharmaceutical products 4.3.2.1.Create and make operational an Integrated Pharmacovigilance Center in each region Proportion of regions that produced an annual activity report on Pharmacovigilance MOH (DPML) MOH (NDRA, CENAME, RFHP, RDPH, HDs, HFs) XXXX 4.3.2.2.
Reinforcing the quality assurance system of drugs Proportion of pharmaceutical products controlled before and after marketing in pharmacies and public hospital pharmacies MOH (DPML) MOH (NDRA, CENAME, RFHP, RDPH, HDs, HFs) XXXXX 4.3.2.3.
Strengthen the supply chain of essential drugs and acquire a central warehouse, reagents, vaccines and other medical devices and cold chain logistics Average number of stock out days of essential tracer drugs in RFHP MOH (DPML) MOH (CENAME, RFHP, RDPH, HDs, HFs) XXXXX 4.3.3: 
Promoting the rational use of quality drugs 4.3.3.1Strengthen the management of drugs in health facilities (training in the rational and computerized management of stocks,…) average number of stock out days of essential tracer drugs in HFs (FOR THE RECORD) MOH (DPML) MOH (CENAME, RFHP, RDPH, HDs, HFs) XXXXX 4.3.3.2.
Intensify the fight against the use of illicit drugs (street drugs, counterfeit drugs, illegal laboratories, etc.) Proportion of RDPH that organized seizures and destruction of illicit drugs annually MOH (DPML) MOH (NDRA, CENAME, RFHP, RDPH, HDs, HFs), ONPC XXXXX 4.3.4: Establishing sustainable financing mechanisms for drugs (b) 79 Strategic sub axis 4.4. 
Human Resources for Health Specific objective SHS 4 4.4: Increase the availability of HRH in at least 40% of HDs, RDPH and central Departments according to prioritized needs by 2020 Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Proportion of MHCs, IHCs and DHs with at least 50% of the required technical staff 40% Annual Reports on HRDP Implementation, 2013 HRH Census 42% 43% 45% 48% 50% retention and motivation of personnel posted in difficult-to-access areas. 
Implementation strategy Interventions Tracer indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 4.4.1 
Gradual staffing of health facilities according to standards (quality and quantity) 4.4.1.1.Build the managerial capacities of heads of technical structures at the central level, RDPH, GHs /CHs/RHs and HDs with high development potential Percentage of Regional delegates and targeted DHSs who received training/capacity building in management MOH (HRD) All the technical departments, MINFOPRA, MINFI, TFPs XX 4.4.1.2.
Recruit HRH in the following priority areas (midwifery, psychiatry, emergency doctors, mortuary attendants, etc.) percentage of MHCs and DHs in northern regions, East and South Regions with at least a midwife MOH (HRD) All the technical departments, MINFOPRA, MINFI, TFPs XXXXX.
Advocacy with MINIFI is strengthened and the human resources requested are recruited 4.4.1.3. 
Ensure the continuous updating of public and private health workforce and their equal geographical distribution in the public sub-sector Proportion of RDPH that sent consolidated and complete data of the HRH, including that of the private and traditional sub-sector to the DHR annually MOH (DHR) All the technical departments, MINFOPRA, MINFI, TFPs XXXXX 80 4.4.1.4.
Rationally deploy recruited or existing staff in health facilities, taking into account private sector resources proportion of MHCs, IHCs and DHs with at least 50% of the required technical staff (FOR THE RECORD) MOH (HRD).
All the technical departments, MINFOPRA, MINFI, TFPs XXXXX 4.4.1.5. Capacity building of HRH pending recruitment in identified priority areas: mental health, maternal and child health, emergency medicine and surgery) % of doctors in MHCs and DHs with at most four years experience who benefited from at least continuous training in the targeted areas MOH (HRD) All the technical departments, MINFOPRA, MINFI, TFPs XXXXX 4.4.2.
Improving the rational management of human resources 4.4.2.1. Upscale the computerized definition and monitoring of the career profile of health work force (central and regional SIGIPES) proportion of RDPH equipped with IT tools for the management and follow-up of career profiles (Regional SIGIPES ) MOH (HRD).
All the technical departments, MINFOPRA, MINFI, TFPs XXXXX Personnel career monitoring indicators and procedures are integrated into integrated supervision tools 4.4.2.2.
Ensure continuous evaluation of professional practices Proportion of MHCs and DHs with 75% of targeted staff applying validated protocols for the management of health issues MOH (HRD) All the technical departments, MINFOPRA, MINFI, TFPs XXXXX 4.4.2.3.Reinforce the implementation of the HRH motivation plan (rewards and retention in difficult-to-access and insecure areas) HRH Satisfaction Index MOH (HRD).
All the technical departments, MINFOPRA, MINFI, TFPs XXXXX 81 Percentage of IHCs, MHCs and DHs that are difficult to access and insecure and have at least 50% HRH who have been working for 3 years MOH (HRD).
All the technical departments, MINFOPRA, MINFI, TFPs, Councils XXXXX Strategic sub axis 4.5
Health Information and Research in Health Specific Objective SHS 5 4.5, ensure the development of research in health and the availability of quality health information for evidence based decision-making at all levels of the health pyramid by 2020. 
Tracer indicators baseline source Period Success requirements 2016 2017 2018 2019 2020 Promptness rate of MARs in HDs 0 NHIS 40% 45% 50% 55% 90% completeness rate of MARs in HDs 0 NHIS 40% 45% 50% 55% 100% proportion of research results reported ND 40% 45% 50% 55% 60%.
 Proportion of research results that were used for decision making ND 40% 45% 50% 55% 60% implementation strategy Interventions. Tracer indicators Service in charge of implementing partners 2016 2017 2018 2019 2020 Success requirements 4.5.1: 
Strengthening the national health information system 4.5.1.2.Conduct baseline surveys for the monitoring/evaluation of the NHDP and HSS Percentage of baseline surveys carried out to monitor the implementation of the 2016- 2020 NHDP MOH (TS/SCHSS) MOH (All technical departments, learned societies), MINRESI XX Financial resources are available 4.5.2 Strengthening health research 4.5.2.1.
Build the capacities of managers at the devolved levels in the field of health research Proportion of Regional Delegates who benefited from capacity building in research projects MOH (DROS) MOH (HRD, RDPH, HD, HFs) XX 82 4.5.3.
 Improving the use of health data for decision making at all levels 4.5.3.1. Disseminate at all levels the results of research carried out in the health system and promote the use of evidence for decision-making percentage of research findings that have been the subject of decision-making (FOR THE RECORD) MOH (DROS) MOH (TS/SC-HSS, DEP, NPHO, CIS. 
Technical departments), MINRESI X XXXX STRATEGIC AXIS 5. STRATEGIC GOVERNANCE AND STEERING core problem of the component.
Low performances of the health system Strategic objective: increase the performance of the health system at all levels by 2020 Tracer Indicators: - Achievement rate of the 2016-2020 NHDP objectives Strategic sub axis 5.1. 
Governance Specific Objective SG1 5.1: improve governance in the sector through the strengthening of standardization, regulation and accountability by 2020 Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 proportion of targeted MHCs and DHs with 75% of staff applying validated protocols for the management of maternal and child health issues (FOR THE RECORD) ND audit or activity report 50% 55% 60% 65% 70% Corruption perception Index in the sector 7.56/10 National anticorruption strategy in Cameroon CONAC 7.5/ 10 7.2/ 10 5/10 4.5/ 10 4/10 83 Implementation strategy Interventions Tracer Indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Success requirements 5.1.1.
Strengthening the legislative and regulatory framework of the sector 5.1.1.1.Prepare/update reforms adapted to the new environment of the sector, especially instruments on hospital reform, the functioning of the coordination and M/E bodies for the implementation of the NHDP, community participation, etc. 
Availability of an updated legal instrument governing community participation in health interventions (FOR THE RECORD) MOH (DOSTS) MOH (General Inspectorates , DAJC, DPS, DPML, BTNP, Tech. 
Dir., TSSC/HSS, ethics committee, RDPH, HDs) XX Availability of an updated regulatory text governing the organization and functioning of NHDP steering, coordination and M/E bodies at all levels availability of updated legal/regulatory texts governing the organization and functioning of public hospitals and case management 5.1.1.2.
Reinforce quality approach through accreditation of public and private HFs proportion of accredited DHs and others ranking as such (with a quality assurance system for healthcare and services) MOH (DOSTS) MOH (General Inspectorate, DEP, DPS, learned societies), ethics committee 84 5.1.1.3.
Prepare and disseminate management protocols and normative documents in some targeted areas (mental health, EmONC and PAC) % of MHCs and DHs, with 75% of the technical staff using management standards/protocols of the main none communicable diseases: diabetes, mental disorders, hypertension (FOR THE RECORD) MOH (DOSTS) MOH (DEP, DPS, learned societies), ethics committee XXXXX 5.1.2.
 Improving transparency and accountability 5.1.2.1.strengthen governance in health facilities satisfaction index of beneficiaries of healthcare and services MOH (General Inspectorates) and NIS MOH (DOSTS, DRFP, HFs, comm. Unit), CONAC, CONSUPE, General directory for external research (GENDER) XXXXX 5.1.2.2.
Establish mechanisms to ensure social control at all levels of the health pyramid Proportion of DHs and RHs whose annual technical and financial reports validated by members of the hospital management committee were transmitted MOH (DOSTS/DPS MOH (DRFP, HFs, CELCOM, dialogue structures, CSOs, NGOs) XXXXX 5.1.2.3.
Organize internal and external controls/audits to ensure the management of resources and activities according to Proportion of whole distributors and pharmacies inspected General inspectorates.
All managers, CONAC, CONSUPE, GDER XX X X X 85 standards and procedures in force at all levels of the health pyramid Proportion of GHs, CHs and RHs that had an external audit General Inspectorates. 
All managers, CONAC, CONSUPE, GDER, control brigades, audit firm 5.1.2.4. Develop the culture of accountability at all levels of the health pyramid to ensure transparency in resource management Proportion of Category 1 and 2 hospitals that submitted their technical activities reports to MOH and/or published them online General Inspectorates , DRFP MOH (SG, All managers, CONAC, CONSUPE, GDER, dialogue structures , CSOs/NGOs) XXXXX Proportion of Central Departments, public administrative institutions (health) and RDPH that produced an annual performance report General Inspectorates , DRFP MOH (SG, All the managers, CONAC, CONSUPE, GDER, dialogue structures , CSOs/NGOs) 5.1.2.5. 
Establish and perpetuate Rapid Result Initiatives (RRIs) in category 1, 2, 3 and 4 hospitals Proportion of category 1 to 4 health facilities that implement RRIs General Inspectorates CELCOM, All the managers, CONAC, CONSUPE, GDER XXX XX 5.1.3.
 Increasing the participation of beneficiaries and implementing stakeholders in the management process (b) 86 5.1.4. B building the managerial capacities of heads and managers of health facilities (b) 5.1.5Strengthening the logical link between strategic planning, preparation, allocation and monitoring the execution of the budget 5.1.5.1 
Revive the PPBS chain of the MOH Availability of a report on the implementation of PPBS chain activities (taking into account NHDP interventions in MTEF, respecting the budget distribution as mentioned in the MTEF etc.) Coordinator of PPBS chain TS/SC-HSS, DEP, DRFP, Follow-up unit XXXXX 5.1.6. 
Improving working conditions and computerizing the managerial process (b) Strategic sub axis 5.2: Strategic steering Specific Objective SG2 5.2.
By 2020 reinforce the planning, supervision, coordination, and strategic and health surveillance at all levels of the health pyramid Tracer Indicators Baseline Source Period Success requirements 2016 2017 2018 2019 2020 Achievement rate of integrated supervision missions of RDPH and HDs ND 2015 TS/SC-HSS Report 20% 25% 30% 40% 50% Proportion of recommendations of coordination meetings/SC that were implemented 80% 2015 TS/SC-HSS Report 100 % 100 % 100 % 100 % 100% 87 Implementation strategy Interventions Tracer indicators Service in charge Implementing partners 2016 2017 2018 2019 2020 Conditions for success 5.2.1. 
Reinforcing the institutional framework of strategic steering 5.2.1.1.Develop/update HDs action plans in line with NHDP Proportion of HDs with HDDP in line with NHDP MOH (TS/SCHSS) MOH (DEP/CPP, heads of priority programs, RDPH, HDs) XXXXX 5.2.1.2. 
Support RDPH in the development of consolidated regional health plans and regional AWPs in line with NHDP Proportion of RDPH that developed consolidated regional health plans and regional AWPs in line with 2016-2020 NHDP MOH ( TS/SCHSS) MOH (DEP/CPP, Heads of priority programs, RDPH, HDs) XXXXX 5.2.1.3.
Develop and implement the approved prison health policy document Availability of the approved prison health policy document and the annual reports of health activities in prisons MINJUSTICE MOH (TS/SC-HSS, DEP, DLMEP, RDPH), other ministries XXXXX 5.2.1.4.
Make operational the steering, coordination and follow-up mechanism of the NHDP implementation Proportion of HDs and RDPH that organized at least 3 coordination and follow-up meetings for the implementation of their AWP and that produced a substantial annual report TS/SC-HSS All programs heads , TFPs, Partner Ministries, DEP XXXXX 88 Proportion of recommendations of the coordination/SC meetings that were carried out (FOR THE RECORD) TS/SC-HSS All programs heads, TFPs, Partner Ministries, DEP Proportion of HDs with the final evaluation report of HDDP TS/SC-HSS All HD heads Proportion of RDPH with final evaluation report of RCHDP TS/SC-HSS All RDPH 5.2.1.5.
Organize on a quarterly basis coordination and monitoring and evaluation meetings of the 2016-2020 NHDP at all levels Proportion of HDs and RDPH that complete the monitoring dashboard of performance projected in the NHDP TS/SC-HSS MOH (SG, Tech. 
Dir, DEP) MINEPAT XXXXX The institutional framework for implementing the NHDP is functional, human and financial resources are available to ensure coordination of interventions in the health system achievement rate of Integrated Supervision Missions of Regional and District levels (FOR THE RECORD) TS/SC-HSS MOH (SG, Tech. Dir., DEP) MINEPAT 89 5.2.1.6.
Organize on annual basis a sector or thematic health review with all stakeholders Availability of an annual report on the sector or thematic health review TS/SC-HSS MOH (SG, Tech. Dir., DEP) MINEPAT X XXXX 5.2.1.7.
Organize the mid-term and final evaluation of the NHDP implementation proportion of HDs and RDPH with NHPD mid-term evaluation reports TS/SC-HSS MOH (SG, Tech. Dir., DEP) MINEPAT X 5.2.1.8. 
Edit, popularize and disseminate the results of reviews and evaluations to all stakeholders (CSOs, TFPs, private sector, learned societies, professional associations, MOH structures and partner ministries) Proportion of HDs and RDPH that have the final NHDP Evaluation Report TS/SC-HSS MOH (SG, DEP, CS, CIS, Tech. Dir.), CSOs, TFPs, private sector, learned societies, professional associations, MOH structures and partner ministries XXXXX 5.2.2 Strengthening the strategic surveillance mechanism 5.2.2.1. 
Reinforce the strategic monitoring system availability of the annual strategic monitoring report NPHO MOH (CIS, DLMEP, DOSTS,TS/SC-HSS XXXXX 5.2.3: 
Strengthening devolution and decentralization 90 5.2.4 strengthening national partnership 5.2.4.1. 
Strengthen partnership with private actors, civil society and community actors (capacity building of contractors-OCASC, FALC, CEPCA, RENAFSOM, CSO, etc. -Document actions of regional CSO platforms and experiences with the private sector, etc.) Percentage of agreements signed and respected between the MOH and CSOs working in the health sector MOH (DCOOP) MOH (DAJC, DRFP, other Tech. dept., RDPH, HDs, HFs) , TFPs , RLAs, CSOs, NGOs XXX X X 5.2.5 
improving the alignment and harmonization of TFPs interventions 5.2.5.1. Develop and implement a National Compact around the health sector strategy (validation of a document of national platform for political dialogue) Achievement rate of the National Compact objectives MOH (TS/SCHSS) MOH (DCOOP, RDPH, DRFP, other Tech. Dept.), TFPs, CSOs, NGOs XXXXX (a) See page 97 of IMEP for the definition (b) the cells in gray color in the above logical framework of interventions refer to the strategies whose interventions shall formally be developed during the 2nd cycle of the planning (See page 185 of the HSS 2016-2027) 91 PART P72 THREE: IMPLEMENTATION AND MONITORING/ EVALUATION FRAMEWORK 92 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 program 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. N
ATIONAL 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 subsector 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: 93 (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 inter-ministerial 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 94 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 program/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 program. 
A decision of the Prime Minister will specify the provisions inherent to its organization, functioning, and missions. 95 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. 96 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;  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. 
P76STEERING 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 programs 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 program) 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 program/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; 97 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.
98 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. 99 PART FOUR: BUDGETARY FRAMEWORK 100 101 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 1 717.8 102 financing. 
This cost estimate is based on program 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 3’1 
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. 103 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.
P77 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 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. 104 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%0. 
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. 105 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. 
106 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. 107 
P81 APPENDIX 1: 
RAPID EVALUATION CRITERIA OF THE VIABILITY LEVEL OF A HEALTH DISTRICT Component Criteria Min Score Max Score Technical viability availability of technical human resources DHS staff 0 2 0: No Medical Doctor at the HD 1: 1 Medical Doctor at the HD + 1Head of the health bureau + 1 Head of financial affaires bureau 2: 
Full team in accordance with the organizational chart of the MOH Technical staff in IHCs 0 2 0 : Number of staff required < 50 % 1 
: Number of staff required ≥ 50 % and < 75% 2: Number of staff required ≥ 75 % Technical staff at the District Hospital 1 2 Rural DH: 1. At least: Major sub criteria: 1 Medical Doctor +1 Anesth + 2 Lab Tech + 1 X-Ray Tech + 5 nurses2 Minor sub criteria: 1 nutritionist +1Physiotherapist 2. Requirements: Major sub criteria: 2 Medical Doctors +1 Anesth + 2 Lab Tech + 1 X-Ray Tech + 5 nurses Minor sub criteria: 1 nutritionist +1Physiotherapist Technical staff at the District Hospital 1 2 Urban HD: 1. 
At least: Major sub criteria : At least 5 Medical doctors +1 Anesth + 5 Lab Techs + 2 X-Ray Techs + 10 nurses Minor sub criteria: 1 nutritionist +1Physiotherapist 2. 
Requirements: 2 The score should be given to the HD assessed even in the absence of 2 minor sub criteria 108 Component Criteria Min Score Max Score Major sub criteria. 
At least 10 Medical doctors +1 Anesth + 10 Lab Techs + 4 X-ray Techs + 15 nurses minor sub-criteria: 
1 nutritionist +1Physiotherapist Packages for healthcare and services availability of the MHP in IHC/MHC 1 4 1. IHC/MHC provides less than 50% of the MHP interventions 
2. IHC/MHC provides between 50% and 75% of the MHP interventions 
3. IHC/MHC provides between 75% and 85% of the MHP interventions 
4. IHC/MHC provides more than 85% of MHP interventions availability of CHP 1 4 1. DH provides less than 50% of CHP interventions 2. 
DH provides between 50% and 75% of CHP interventions 3. DH provides between 75% and 85% of CHP interventions 4. 
DH provides more than 85% of CHP interventions Infrastructure Availability of quality infrastructure in IHC/MHC 1 3 1. IHC/MHC fenced and with a leak proof roof 2. IHC/MHC fenced and with a leak proof roof, clean walls, clean toilets and potable water 
3. IHC/MHC with upgraded infrastructure Availability of a quality infrastructure at the DH 1 3 1. DH fenced and with a leak proof roof 2. DH fenced and with a leak proof roof, clean walls, clean toilets and potable water 3. DH with upgraded infrastructure Health Coverage 1 3 1. Less than 25% of HAs have an IHC 2. 
Between 25% and 50% of HAs have at least one IHC 3. More than 50% of HAs have at least one IHC Equipment Minimum equipment for IHCs 0 3 Minimum : 1 Functional microscope + 1 functional densitometer + sterilizer + delivery kit + delivery table + isothermal box + complete minor surgery box + 4 observation beds + 1 solar energy source (Electric) + scale + 1 functional refrigerator 0: 
Less than 25% of IHCs have the aforementioned equipment; 1: 25 - 1 but < 2; 3: If utilization rate >2 ANC coverage (%) 0 3 0 : < 25% ; 1: 25 - < 80% ; 3 : ≥80% TB cure rate (%) 0 3 0 : < 25% ; 1: 25 - < 80%; 3: ≥80% ANC coverage (%) 0 3 0 : < 25%; 1 : 25 - < 80% ; 3: ≥80% Assisted Deliveries (%) 0 3 0: < 25%; 1: 25 - < 80% ; 3 : ≥80% DTC3 coverage (%) 0 3 0: < 25%: 25 - < 80%; 3: ≥80% Patients referred among inpatients 0 3 0: 
If reference rate is < 25% ; 1: If reference rate is between 25 - < 80% ; 3: If reference rate is between ≥80% Hospitalization rate in DH (%) 0 3 0 :< 1%; 1: rate between 4 and 5%: 2 rate between 6 and 9%; 3: rate between 10- 15% Overall total 18 85 HD classification grid - Health district in the start-up/operationalization phase: performance between 18 and 40 points. - Health District in consolidation/functional phase: performance between 41 and 75. - Health District in empowerment/viability phase: performance between 76 and 117. 113 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/neighborhood/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 diarrhea; 7) consultation at the health center 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 centers 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). 114 ACKNOWLEDGEMENTS 
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“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 population 87”. Of true as reflected in this quote and as per feedbacks from the fields in rural and underserved communities in Cameroon. Proximities of some of these underserved communities to the central regional district hospitals has no added advantages when it comes to provision of basic health intervention tools rather the most furthest shares the burden equally. 
 The situation today compared with that of the past ten years as per this write-up is disheartening when it comes to what is happening in the conflict prone regions of the North West South West Regions of the country where separatist fighter and government soldiers are stocked in conflict since twenty sixteen with over 90% health facilities closed down as the rural population are now either taking refuge in the bushes or displaced in other towns in the country or worst still refugees in other countries.
It is unfortunate that even health care providers are targets during the war in the restive Anglophone regions of the country. Women there are left alone to fend for themselves especially pregnant women who deliver under very inhumane conditions assisted by whoever can and is available and of course courageous person to brave the odds.
The international Humanitarian NGO, Doctors without borders are a glaring example to mention as they have been banned from operating in the North West Region of the country. 
They are accused by the government for sympathizing with separatist fights against the central administration. Else way in the same regions there are reports of war victims being remove from Ambulances to unknown destinations or refused evacuation to hospitals by the loyal forces of the republic. Nurses and doctors alike have been targeted and killed by the Military for refusing to hand over the wounded to them which of course could not be proven whether the patient is a separatist or not.
Health care providers are apolitical in the services to mankind whether during conflicts or not. We are called to serve the sick without prejudice and without any political or ethnic inclinations or bias of any sort, what we interested in is whether you need our services or not. So please let health workers do their job as they took an oath of office to go do. Njumbe
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 17 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.
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Technical evaluation of the Regional Funds for Health Promotion in Cameroon
Project Abstract
Since 2012, GIZ (Gesellschaft für Internationale Zusammenarbeit GmbH) has been supporting the Ministry of Public Health of Cameroon (MINSANTE) through the "Project to Support Reproductive Health" (PASaR). 
This project is funded by the German Ministry of Cooperation (BMZ) and the State of Cameroon. The objective of the PASaR project in its current implementation phase (2018-2020) is to improve the population's coverage of good quality health services, including sexual and reproductive health and rights (SRHR). 
The GIZ and the MINSANTE have jointly committed themselves to pursuing this objective. The project operates through a multi-level approach divided into three fields of action, which contribute to strengthening the capacities of partner institutions: 
Access to quality services in sexual and reproductive health and rights; Quality Human Resources; Regional Funds for Health Promotion (RFHP). 
The project seeks to achieve the following main outputs: Output A: Population access to quality health services in the districts supported is improved, particularly in the area of sexual and reproductive health and rights; Output B: The capacities of health facility teams in the districts covered are strengthened; Output C: The capacities of the Regional Funds in their health promotion role are strengthened.

The state of Cameroon operates ten Regional Funds for Health Promotion that are the regional implementing partners of the national health strategy. In this context the ten RFHP should be able to support new national initiatives in health like the Universal Health Coverage (UHC). 
Universal health coverage means that all people and communities can use the preventive, curative, rehabilitative and palliative health services they need, of sufficient quality to be effective, while also ensuring that the use of these services does not expose the user to financial hardship. This definition of UHC embodies three related objectives:

•    Equity in access to health services - everyone who needs services should get them, not only those who can pay for them;
•    The quality of health services should be good enough to improve the health of those receiving services; and
•    People should be protected against financial-risk, ensuring that the cost of using services does not put people at risk of financial harm.

Before the effective start of the Universal Health Coverage in which the Regional Funds are called upon to play an essential role, the Government should ensure the organizational, technical and financial viability of these structures.
GIZ contracted out the Swiss Tropical and Public Health Institute to participate to the organizational, technical and financial assessment of the ten RFHP in its specific component related to the pharmaceutical supply chain management including procurement and distribution of health products intended for health structures throughout the country.
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U.S. GOVERNMENT DONATES EQUIPMENT TO THE REGIONAL FUND FOR HEALTH PROMOTION IN LITTORAL REGION ON THE OCCASION OF THE WORLD PHARMACISTS DAY
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PRESS RELEASE/COMMUNIQUE DE PRESSESeptember 24, 2021 Yaoundé, Cameroon—On the occasion of the World Pharmacists Day under this year’s theme, “Pharmacy: Always Trusted for Your Health,” the U.S. government, through the United States Agency for International Development (USAID), donated health and safety equipment to the Regional Fund for the Promotion of Health in Douala to strengthen the supply chain and increase availability of safe medicines and essential commodities for health facilities in the Littoral region.
USAID/Cameroon’s Country Representative Paul Richardson said: “The United States government provides support to Cameroon's 10 Regional Funds for the Promotion of Health to establish and implement a last-mile distribution strategy to deliver lifesaving medicines to about 350,000
HIV/AIDS patients. With an investment of about 38 billion CFA (USD$68 million) since 2011, we have provided technical assistance, logistics support, minor infrastructure upgrades, and the procurement of HIV/AIDS and malaria commodities for Cameroon, as well as supported the shipment of 303,050 doses of COVID-19 vaccines to Cameroon through the COVAX mechanism.”
USAID donated a generator, computer equipment, smoke detectors, and fire extinguishers, aimed at improving last-mile delivery operations, warehouse storage conditions, and inventory management of health commodities.
 Cameroonian officials in attendance included Regional Delegate of Public Health in the Littoral Region Dr. Albert Mambo, Director of Pharmacy, Medicines and Laboratories Dr. Sadou Salihou, Administrator of the Regional Fund for Health.
Promotion Dr. Joseph Marie Bikoti, Coordinator of the Regional Technical Group Dr. Victorinne Noelle Nicole Yongu, and President of Cameroon’s National Order of Pharmacists Dr. Franck Nana.
The U.S. Embassy looks forward to strengthening collaboration with the Cameroon Ministry of Public Health to improve health conditions for all Cameroonians.
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Executive Summary
The Department of Technical Cooperation for Essential Drugs and Traditional Medicine
(TCM), WHO, organized a meeting on multi-country regional pooled procurement of medicines in Geneva, Switzerland, on 15th - 16th January 2007. The objective of this meeting was to provide a forum for sharing experiences from the ongoing regional and global pooled procurement program and also to explore priority areas for inter-regional collaboration.
The meeting brought together experts from various regional and global initiatives, representatives of sub-regional economic groups and development partners interested in pooled procurement. The meeting was organized to include plenary presentations on lessons learnt, i.e. strategies, achievements and constraints, and group work and discussions on the key principles of effective pooled procurement.
Presentations made on sub-regional and global experiences included successful pooled procurement initiatives such as: a) the Pharmaceutical Procurement Services of the Organization of Eastern Caribbean States (OECS) which operates a centralized tendering and procurement system based on a drug revolving fund for its nine member countries; b) the Group Purchasing Program of the Gulf Cooperation Council whose core function is pooled procurement of pharmaceuticals and medical supplies for the ministries of health of its six member states; c) the Pan American Health Organization (PAHO) Strategic Fund that links technical cooperation in procurement and supply management with acquisition of strategic public health supplies and d) The WHO Global Drug Facility which apart from its pooled procurement program for anti-TB medicines and supplies also provides services in response to specific constraints and requests. 
Emerging pooled procurement initiatives such as i) the experience of pooled procurement of TB medicines in the South African Development Community (SADC); and ii) the East African Community (EAC) experience of pooled procurement of HIV medicines were also shared. 
The Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) also shared a
study it is conducting to assess the feasibility and operational costs of voluntary pooled procurement as a possible facilitator of improved availability. The harmonization of medicines regulations for regional pooled procurement was also presented.
The main strategies adopted by the Caribbean and the Gulf States for their pooled procurement initiatives include ensuring the political commitment of their member states, establishing a permanent secretariat and adopting a centralized tendering system. 
The OECS highlighted achievements such as strong bargaining power, average cost savings of 37% for 25 selected items over a five-year period, enhanced quality control, sharing of information and experiences, and measurable increased access to medicines. 
The GCC reported that its pooled procurement services have demonstrably reduced costs, saved millions of dollars over the years and enhanced the efficiency of health services for its member states. 
The GDF identified quality, competitive procurement, long-term agreements with manufacturers, forecasting and planning as lessons learnt on good practice and sustainability.
The EAC and SADC highlighted the initial steps taken towards adopting pooled procurement initiatives, ongoing and planned harmonization activities and their current status. They reiterated their interest in forging ahead with pooled procurement.
The key principles of an enabling pooled procurement system, including shared political will, models of pooled procurement, organization, pricing, patents, financing, sharing of information and experience, capacity building and harmonization, were further discussed during group work. Vii Multi-country Regional Pooled Procurement of Medicines
The challenges and constraints, principles, and solutions for the various elements were discussed, with the following key issues highlighted:
• The level of political commitment is critical and the price and non-price, i.e.  
• Regional pooled procurement should be tailored to meet the needs of the countries and can be initiated with a limited list of products.
• High standards and transparency are critical in the procurement process and prices from pooled procurement must therefore be transparent.
• The procurement process of multi-year contracting is recommended to ensure stable sources of supply.
• The need for clear transparency on patent status and support for countries to use TRIPS flexibilities to promote public health was emphasized, with the recommendation to incorporate patent pooling in pooled procurement activities.
• Financing of regional pooled procurement must be sustainable, predictable and timely and resources must be mobilized for a capitalization fund to stabilize initial regional pooled procurement efforts.
• The sharing of information and experiences through cross-training, study tours or twinning to disseminate lessons learnt is considered beneficial to both experienced and emerging groups, and should be facilitated at political and technical levels.
• Developing databases on key issues such as prices, patent status, prequalification of suppliers and medicines registration can be useful and, in some cases, necessary for regional pooled procurement.
• Capacity building based on best practice should be undertaken at country and regional levels, and should also address the particular needs of member countries.
• Regional pooled procurement can be promoted to support local manufacturing using the principles of fair competition, with basic GMP established for all.
• Harmonization in regulatory policies, quality assurance, patent laws and pooling of local production for sub-regional consumption are expected to improve access to medicines, and also send strong message on quality assurances and prices.
• The harmonization of donor procurement or development of mechanisms for integration to ensure synergy with donors is also considered essential. Six priority areas identified for inter-regional collaboration and technical assistance were: a) workshops and meetings for advocacy and in assisting sub-regional bloc in the selection of appropriate procurement model; b) operational research, surveys and studies to conduct feasibility studies, cost benefit analysis and review patent laws; c) sharing of information and experiences through study visits, documents on pooled procurement related strategies, policies and processes; d) capacity building through training or technical assistance on patents and flexibilities, national forecasting regulatory activities, negotiation skills and resource mobilization; e) harmonization of activities between regional pooled procurement blocs and global financing mechanism, procedures, tools and guidelines on medicines registration and quality assurance; and f) facilitate collaboration in key areas such as the WHO/UN prequalification scheme, interregional collaborative activities among the various sub-regional blocs and regional collaborative action to use TRIPS flexibilities.
viii 1. Background
Lack of access to medicines contributes to millions of deaths annually, including those resulting from diseases such as HIV and AIDS, tuberculosis and malaria that can be treated with existing medicines. Inefficient procurement and supply systems, weak regulatory and quality assurance mechanisms and high medicine costs continue to be the main obstacles to regular access to quality essential medicines in countries, including those in the African, Caribbean and Pacific regions.
The procurement of medicines is an important component of an effective medicines supply system, and therefore a major determinant in the quality of health delivery services. It is a complex process involving activities which range from the selection of items; quantification of needs; identification of appropriate method of procurement; selection of suppliers; award of contracts; negotiation with suppliers for deliveries and payment; and monitoring the status of orders. Key elements in the medicines supply chain such as quantity, cost and quality are influenced by the procurement process.
Over the past three decades, governments and their development partners have made great efforts to improve availability and affordability of quality medicines, particularly for vulnerable populations. Despite these efforts, access to essential medicines remains a major public health problem, and WHO reports that an estimated 270 million people in Africa, which represents nearly half the population, still lack regular access to even the most essential medicines
(WHO Medicines Strategy, countries at the core, 2004-2007).
Innovative approaches for ensuring a consistent and sustainable supply of essential medicines are therefore needed at country, regional and global levels. Pooled procurement is an example of one such widely recognized initiative. Also known as group purchasing, pooled procurement is defined as “Purchasing done by one procurement office on behalf of a group of facilities, health systems or countries. Group members agree to purchase certain drugs exclusively through the group.” (Management Sciences for Health (MSH), Managing Drug Supply). The concept of pooled procurement is currently based on four models, reflecting the level of collaboration and integration among the parties concerned, which can range from information sharing to collective purchasing through to decentralized or centralized mechanisms. These models are:
• Informed buying – defined as information sharing, in which purchasers or countries share information on prices and suppliers but procurement is done individually.
• Coordinated informed buying – is also defined as information sharing, whereby purchasers or countries conduct joint market research, share information on supplier performance and prices, but procurement is done individually.
• Group contracting – member countries negotiate prices collectively and select suppliers based on the agreement that procurement will be from the selected suppliers, while the actual purchase can be conducted individually.
• Central contracting and procurement – this generally involves a central buying unit established by the member countries to act as their procurement agent in the tendering and award of contracts.
Successful pooled procurement schemes have reported major reductions in unit prices of medicines, for example, prices more than 25% lower than individual country prices in the
Organization of Eastern Caribbean States (OECS) (Burnett 2001). In addition, efforts to establish pooled procurement mechanisms and inter-country harmonization, have led to improvements in procurement and quality assurance systems and capacity in individual countries.
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FORWARD
The Economic Community of West African States (ECOWAS) was established via the Treaty of Lagos in
May 1975. ECOWAS is a regional organization for West Africa headquartered in Abuja, Nigeria, with 15 member countries including: Benin, Burkina Faso, Cape Verde, Cote D’Ivoire, Gambia, Ghana, Guinea,
Guinea-Bissau, Liberia, Mali, Niger, Nigeria, Senegal, Sierra Leone and Togo. The 15 countries that constitute ECOWAS have different political heritage. There are eight (8) Francophone countries, five (5)
Anglophone countries and two (2) Lusophone countries. This political reality significantly influences policies, practices as well as business activities. Coincidentally, the linguistic differences are also reflected in the systems of medicines regulation, contributing to the challenges facing medicines registration harmonization as a public health tool for improving accessibility, affordability and availability of safe, efficacious and quality medicines in the region.
The region, with a population of about 365 million, has similarities of disease burden. In general, all the countries have a huge burden of malaria, HIV/AIDS, Tuberculosis, neglected tropical diseases and other newly emerging diseases. Combined with these communicable and non-communicable diseases are poverty and malnutrition, which also impact on the types of medicines required.
Existing disparity among health standards, expertise and policies in West Africa is a significant but not an insurmountable barrier to better overall health. The lack of reciprocal recognition of regulatory processes between Anglophone, Francophone and Lusophone countries is a constraint to human resource mobility that, once removed, will allow quality and affordable medicines to circulate throughout the region as needed. Additionally, enhanced communication and information exchange between member countries will make integration easier and more beneficial to all Member States. Equally the low availability of essential medicines to support, sustain and manage public health interventions of the disease burdens is aggravated by none commitment of Governments of ECOWAS Member States and stakeholders to strengthen the pharmaceutical industries to step up medicines production and improve on other pharmaceutical sectors. When local pharmaceutical production of medicines particularly for priority essential medicines are promoted, encouraged and financed by ECOWAS Agencies and Stakeholders, increase in the capacity of available quality, safe and affordable medicines in the region would be achieved.
The West African Health Organization (WAHO) formed in 1987 by the Heads of State and Government from all fifteen (15) countries in the Economic Community of West African States (ECOWAS) through an adopted Protocol created the organization. By The Protocol, WAHO was granted the status as a Specialized Agency of ECOWAS and describes the organization’s mission as follows: "The objective of the West African Health Organization shall be the attainment of the highest possible standard and protection of health of the peoples in the region through the harmonization of the policies of the Member  WAHO/TECHNICAL DOCUMENT/ 04.14 States, pooling of resources, and cooperation with one another and with others for a collective and strategic combat against the health problems of the region." From this mandate the objective of the West African Health Organization (WAHO) under its Essential Medicines and Vaccines Program is to facilitate access to essential and quality medicines, vaccines and essential health products and reduce the use of illicit medicines and counterfeiting in the ECOWAS region.
Among the various activities done under the program it sets its goal to have a harmonized and functioning pharmaceutical sector within ECOWAS in accordance with national and international recognized policies and standards. Such initiatives will enable the industry and the various relevant institutions make their contribution to improved public health in the region of which it is capable and will contribute to West Africa truly becoming self-sufficient in the provision of healthcare. This then calls fora strong strategic plan which would inform the future; a region that is capable of taking care of its people.
It also recognizes the human resource limitations in access to medicines and seeks to help address this situation through the development of the pharmaceutical industry, strengthening of regulatory institutions and quality control laboratories, improvement in information sharing system and issues on TRIPS flexibilities as well as the fight against counterfeit and illicit trade in medicines.
Our commitment is clear: quality, safe, efficacious medicines for the ECOWAS region cannot be compromised, all efforts to support and strengthen the Pharmaceutical Sector to achieve WAHO’s mandate is our utmost concern. We would ensure the establishment and implementation of the ECOWAS
Regional Pharmaceutical Plan, WAHO therefore calls on all stakeholders to support the implementation
of the Plan to make it effective and beneficial to the population of the region. Dr. Xavier CRESPIN
Director General
West African Health Organization	
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 Continuous availability of favorably priced pharmaceuticals is an important aspect of any national health system. Providing quality and low priced pharmaceuticals to the population is a complicated undertaking, ranging from the identification and selection of medicines to the procurement and quality assurance of medicines circulating on the market.
National registration of medicines is one way to assure the quality, safety and efficacy of medicines being provided to the population. However, registration of medicines can be cumbersome requiring a lot of information from applicants. As a result it is sometimes difficult to get pharmaceutical companies to cooperate fully in the registration process as the cost may outweigh the benefits.
A regional pharmaceutical sector, incorporating a vibrant manufacturing industry, and a robust regulatory system, that is enduring, sustainable, competitive and managed in an integrated manner to be able to provide quality affordable, safe and efficacious essential medicines to meet the needs of the region and for exports.
The ECOWAS Regional Pharmaceutical Plan, is an overarching regional sectoral strategic document and roadmap that would achieve its vision for the pharmaceutical sector through the promulgation of medicines policies, provision of support to pharmaceutical manufacturing, effective and robust medicines regulatory systems, research and development, information sharing, competent and motivated human resource.
It is a plan that would oversee the entry of West Africa into new medicines discovery and the development and commercialization of West African developed, researched blockbuster medicines, reference centers of excellence for quality control laboratories and centers of excellence for local production of medicines, as well as strengthen the medicines regulation harmonization processes. It also recognizes the critical need for good governance of pharmaceutical systems by governments to play a catalytic role in order to strengthen the growth of the industry and to put a brake on overreliance on imports and pharmaceutical Education and Research to achieve excellence in pharmaceutical sciences and technologies, education and training.
The impact would in the medium to long term enable the pharmaceutical industry to meet almost entirely the region’s demand for formulations and substantially for bulk medicines and in the long round the pharmaceutical industry would achieve global recognition as a low cost producer and supplier of quality bulk drugs and formulations to the world. Creation of centers of reference excellence for quality control laboratories, bioequivalence, bioavailability and clinical trials of medical products, foreign, regional and national investments and access to affordable finance and provision of time-limited, easily understood accessible incentives and foreign Technology.
The package of solutions proposed is in line with the strategic approach of the African Union
Commission (AUC) and the Pharmaceutical Manufacturing Plan for Africa (PMPA). Similarly, it is recognized that there are a host of development partners. None Governmental Organizations (NGOs),
African centers of excellence and others already engaged in various activities including regulatory harmonization, skills development, technology transfer and so forth. WAHO believes that in 
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  implementing this ECOWAS Regional Pharmaceutical Plan, the coordination and integration of  the serious initiatives will be critical.
EXECUTIVE SUMMARY
The Essential Medicines and Vaccines program of the West African Health Organization (WAHO) covers seven strategic areas that ensure the earlier accessibility of safe, efficacious and quality essential medicines and other medical products for the population in the region. These areas are carefully aligned to handle the challenges facing the region taking into consideration the disease burden and cross border issues, the high incidence of priority diseases such as HIV/AIDS, Malaria, Tuberculosis, infectious diseases, neglected tropical diseases and non-communicable and communicable diseases. The fight against counterfeit and illicit trade in medicines, the utilization of the WTO TRIPS flexibilities provisions on pharmaceutical products, pharmacovigilance, medicines regulation, quality control of medicines an the strengthening of the pharmaceutical production of medicines. Africa is hugely dependent on imported pharmaceutical and medical products.
The case of HIV is a clear example: Africans home to nearly 70% of the 34 million people living with
HIV globally, and yet it imports more than 80% of its antiretroviral drugs. The HIV/AIDS response can act as a pathfinder to catalyze progress in Africa across health and can be leveraged to support Africa to enhance pharmaceutical security for TB, malaria and other health challenges. Today, there is a real opportunity for Africa to develop its pharmaceuticals sector, both to enhance supply security and to advance industrial development. Interventions made by way of policy and guidelines development, building capacities, support to ECOWAS Member States in the provision of Anti-retroviral Therapies to treat people leaving with HIV/AIDS, establishment of pharmacovigilance centers and centers of excellence of quality control laboratories. Equally numerous supports have been given to some pharmaceutical manufacturing companies in the region by means of enhancing their facilities to increase the production of essential medicines which is one of the key objectives of this program to strategically intervene for easier and early access to essential medicines.
The ECOWAS Regional Pharmaceutical Plan gives a clear vision and mission to achieving self-sufficiency and a fair collaboration with the global players in the production, distribution and safe use of quality, efficacious, safe and affordable essential medicines throughout the region. Clear goals and objectives have been set and activities mapped out to meet them between now and the year 2025. In doing so, cognizance was taken of the efforts that have been made by WAHO so far, certain inherent risks and assumptions that are likely to affect implementations and a broad stakeholder outlook that brings all players in the pharmaceutical sector on board. The plan is supported by a clear implementation plan for the activities, timelines and expected outcomes.
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 AfDB African Development Bank AIT Accra Institute of Technology AHM Assembly of Health Ministers AMRH African Medicines Regulatory Harmonization API Active Pharmaceutical Ingredient
ARIPO African Regional Intellectual Property Organization AU African Union AUC African Union Commission BA/BE Bio-availability/Bio-equivalence CBBR Center for Bioequivalence and Bio-Pharmaceutical Research CePAT Centre for Pharmaceutical Advancement and Training CS Communication Strategy CTDs Common Technical Documents EAC East African Community EBID 
ECOWAS Bank for Investment and Development ECSA-HC East, Central and Southern African Health Community ECOWAS Economic Community of West African States EMACCOM ECOWAS Medical Product Anti-Counterfeit Committee ERPP ECOWAS Regional Pharmaceutical Plan FPP Finished Pharmaceutical Products GDP Gross Domestic Product GLP Good Laboratory Practice GIZ Deutsche Gessellschaff fur Internationale Zusammenarbeit GMP Good Manufacturing Practice IFC International Finance Corporation WAHO/TECHNICAL DOCUMENT/ 04.14 IFPMA International Federation of Pharmaceutical Manufacturers Association IMF International Monetary Fund ISO International Standard Organization JURTA Joint United Nations Regional Team on AIDS.
MOH Ministry of Health MRH Medicines Registration Harmonization NEPAD New Partnership for African Development NMRAs National Medicines Regulatory Authority NQCL National Quality Control Laboratory
OAPI Organization Africaine de la Propriété Intellectuelle (African Intellectual Property Organization) ORD Oral Dosage Form PLWHAs People Living With HIV/AIDS PMAG Pharmaceutical Manufacturers Association of Ghana PMGMAN Pharmaceutical Manufacturers Group of the Manufacturers Association of Nigeria PMPA Pharmaceutical Manufacturing Plan for Africa PPP Public Private Partnership QA Quality Assurance QC Quality Control QCL Quality Control Laboratory R & D Research and Development SIAPS Systems of Improved Access to Pharmaceuticals and Services. SSFFC Substandard, Spurious, Falsified and Falsely Labeled Counterfeit TRIPs Trade Related Aspects of Intellectual Property Rights UNAIDS Joint United Nations Program on HIV/AIDS UNDP United Nations Development Program UNIDO United Nations Industrial Development Organization WAHO/TECHNICAL DOCUMENT/ 04.14 Page 10 of 57 WAEMU West Africa Economic Monetary Union
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1.0 INTRODUCTION
The Economic Community of West African States (ECOWAS) was established via the Treaty of Lagos in
May 1975. ECOWAS is a regional organization for West Africa headquartered in Abuja, Nigeria, with 15 member countries including: Benin, Burkina Faso, Cape Verde, Cote D’Ivoire, Gambia, Ghana, Guinea,
Guinea-Bissau, Liberia, Mali, Niger, Nigeria, Senegal, Sierra Leone and Togo. The 15 countries that constitute ECOWAS have different political heritage. There are eight (8) Francophone countries, five (5)
Anglophone countries and two (2) Lusophone countries. This political reality significantly influences policies, practices as well as business activities. Coincidentally, the linguistic differences are also reflected in the systems of medicines regulation, contributing to the challenges facing medicines registration harmonization as a public health tool for improving accessibility, affordability and availability of safe, efficacious and quality medicines in the region.
The region, with a population of about 365 million, has similarities of disease burden. In general, all the countries have a huge burden of malaria, HIV/AIDS, Tuberculosis, neglected tropical diseases and other newly emerging diseases such as Ebola. Combined with these communicable and non-communicable diseases are poverty and malnutrition, which also impact on the types of medicines required.
Figure 1. Map of West Africa Member States
Most of the 15 countries in the ECOWAS region source most of their medicines from south East Asia especially India and China. For instance, although 70% of people living with HIV/AIDS are in Africa,
34m globally, 80% of their medicines are imported.
To create more value for their shareholders, research and development (R&D) multinational pharmaceutical companies in developed countries are forming partnerships with pharmaceutical manufacturers in Asia. This has made Asian pharmaceutical manufacturers to focus on exporting to the developed markets for better value creation instead of Africa. If this trend continues, the security of pharmaceutical supplies to Africa cannot be guaranteed and this would equally affect the West Africa region thereby leading to the collapse of our health systems, exacerbate public health challenges and stifle industrial and economic developments in ECOWAS.
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Health Systems rely on the continuous availability of safe, affordable pharmaceuticals of assured quality.
Results from surveys done between 2001 and 2007 by UN (2008) indicate that availability of essential medicines in developing countries averages 35% in the public sector and 63% in the private sector. WHO
(2004) estimates that almost two billion people lack regular access to essential medicines, and addressing this gap could save up to 10 million lives every year. Poor access and irrational use of pharmaceuticals influence the performance of health systems and ultimately affect health outcomes.
In recognition of the enormous challenges facing healthcare systems, including lack of access to essential medicines, and the reliance on others for solutions, Heads of State of Africa directed the African Union
Commission to develop a pharmaceutical manufacturing plan (PMPA) for the continent. The PMPA was duly developed and adopted by the Conference of African Ministers of Health held in Johannesburg,
South Africa in April 2007 and endorsed by the Heads of State and Government in Accra, Ghana in July
2007. The PMPA is premised on the inalienable principle that access to quality healthcare, including access to all essential medicines that are affordable, safe, efficacious, and of good quality, is a fundamental human right. The PMPA proposes that the promotion of industrial development and the safeguarding and protection of public health are not mutually exclusive priorities and that the production of quality medicines and the development of an international GMP compliant industry in Africa are possible, desirable and eminently doable.
The Joint Multi-stakeholders Consultation meeting for the implementation of the ECOWAS Charter on
Public Private Partnership Initiative for Local Pharmaceutical Production of Priority Essential
Medicines signed by all ECOWAS Health Ministers in Praia, Cape Verde on the 5th of April, 2013, during the 14th Ordinary Meeting of the Assembly of Health Ministers (AHM), was jointly organized with
UNAIDSinBobo-Dioulassofrom6-7November,2013.Participantsincluding pharmaceutical manufacturers, ECOWAS Member States representatives, the PLWHAs, Civil Society, partner sand the AU/PMPA consortium affirmed the need to have a regional pharmaceutical plan which would identify and strengthen all areas that are relevant to ensuring quality, safe and efficacious essential medicines as well as embrace all relevant stakeholders and institutions.
The 15 countries of ECOWAS have similar health and economic challenges. The disease patterns are similar and so are the peoples and their cultures. Although formal trade between ECOWAS countries is low, movement of peoples and informal trading are very active indeed.
Pharmaceutical regulation is at different levels in the 15 ECOWAS countries; some regulators are strong, others are not. As a result, medicine distribution in the ECOWAS region is very chaotic and very undesirable, with poor prospects for the achievement of the expected healthcare outcomes.
These challenges impede pharmaceutical and economic development of the ECOWAS region. The
ECOWAS Regional Pharmaceutical Plan should provide a framework that will capture all the challenges and provide strategies to address them in a systematic and cost effective way

Table 1–Distribution of Pharmaceutical Manufacturers in ECOWAS
	Country
	Number of manufacturers
	Remarks

	Benin
	1
	Francophone

	Burkina Faso
	-
	Francophone

	Cape Verde
	1
	Ludophone

	Cote d’Ivoire
	2 Francophone
	Francophone

	Gambia
	-
	Anglophone

	Guinee Conakry
	
	Francophone

	Ghana
	36
	Anglophone

	
	
	



2.2 Pharmaceutical Production in ECOWAS In a sub-region with a population of about 365 million, and an estimated market size of $4b, the pharmaceutical industry in West Africa has enormous potential and opportunities for the production and supply of essential medicines. However, the local pharmaceutical production within the ECOWAS region is still characterized by dependence on imported medicines and other health-related products. The Table 1 below indicates the distribution of pharmaceutical manufacturing units across the 15-member state ECOWAS region: Table 1–Distribution of Pharmaceutical Manufacturers in ECOWAS Country Number of Manufacturers Remarks Benin 1 Francophone Burkina Faso - Francophone Cape Verde 1 Lusophone Cote d’Ivoire 2 Francophone Gambia - Anglophone Ghana 36 Anglophone Guinee Conakry 1 Francophone WAHO/TECHNICAL DOCUMENT/04.
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	Guinee Bissau
	-
	Lusophone

	Liberia
	-
	Anglophone

	Mali
	1
	Francophone

	Niger
	120
	Francophone

	Nigeria
	2
	Anglophone

	Senegal 
	2
	Francophone

	Sierra Leon
	-
	Anglophone

	Togo
	 2
	Francophone

	TOTAL
	166
	Anglophone = 156 +Francophone = 9+
Lusophone = 1



As can be seen from the Table, the manufacturing industry is concentrated in Nigeria and Ghana: Nigeria alone has up to 120 active registered manufacturers while Ghana has 36 active manufacturers. Capacity utilization in Nigeria however is about 40 per cent, meaning that there is a large volume of underutilized manufacturing capacity which could be applied to produce new products upon demand, for example for export. The vast majority of manufacturing activity focuses on formulation of imported raw materials, with only small scale active pharmaceutical ingredients(API) manufacturing in Ghana by Lagray Chemicals Ltd for the production of azithromycin API.
Most production consists of non-complex, high volume essential products, such as basic analgesics, simple antibiotics, anti-fungal against, anti-helmintics, anti-diabetics, anxiolytics, anti-malarial drugs, antacids and vitamins. Despite huge potentials for local pharmaceutical production in ECOWAS, there are many challenges such a slow patronage, high cost of production, high dependence on imported inputs, lack of capital and high commercial interest rate from banks, low level of export and lack of a policy frame work for pharmaceutical business in ECOWAS. These factors militate against the policies of government of the ECOWAS, which largely seek to promote local production of pharmaceuticals. In summary, the industry today is nascent, with a few countries that can serve as a base on which to build.
Although it is theoretically possible to start pharmaceutical manufacturing from scratch, ECOWAS would be better served by focusing its energy and resources on existing players as they have a better chance of succeeding.
2.2.1 ARVs demand and supply within ECOWAS.
Africa represents the vast majority of the world’s demand for antiretroviral medicines by volume. In
2010, antiretroviral therapy coverage stood at 30% in the ECOWAS countries, with 618 000 people on treatment in the region. On the supply side, however, ECOWAS countries have very little production capacity, and hence almost all of the region’s antiretroviral medicines are imported from India. There is concern in some quarters that the low margins in antiretroviral medicine manufacturing for Africa may 
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On antiretroviral medicine manufacturing, ECOWAS countries are not starting from zero. Several companies in Nigeria are locally manufacturing anti-retrovirals – though they represent only 6% of the country’s market share. DANADAMS Pharmaceuticals Industry in Ghana, Evans Medicals Ltd, May and
Baker PLC both in Nigeria produce anti-retrovirals, but only produce 20 per cent of its capacity because of low demand. Apart from periodically supplying the Ministry of Health and partners with anti-retroviral medicines, the company also exports to Burkina Faso, Cote d'Ivoire, the Gambia, Benin and Togo under the support of WAHO.
African anti-retroviral medicine manufacturers-in general focus-predominantly on downstream parts of the value chain – that is, packaging and formulation of pills. No company in Africa, and for that matter,
ECOWAS, currently produces APIs for antiretroviral medicines. The lack of antiretroviral API capacity is a significant gap in supply security. It is also a key component of cost competitiveness, as API accounts for 60–80% of the price of antiretroviral medicines. On quality, a core group of manufacturers in Africa have achieved international-level certification. However no company in an ECOWAS country has yet managed to secure prequalification or good manufacturing practice certification for antiretroviral drugs.
This is a critical requirement for success, as antiretroviral drugs are currently purchased primarily by donors who require international certification for procurement. Currently, WHO has selected and endorsed five pharmaceutical manufacturing units in Nigeria to be given the WHO prequalification certification within the next two years, the process is ongoing. The Pharmaceutical manufacturing companies in Ghana are seriously working towards that.
2.2.2 Challenges to Local Manufacture of ARVs
Estimates value the global antiretroviral medicine market at about US$18billion. Generic-accessible emerging economies, including Africa, make up less than 5% of the market, totaling about
US$850million in 2010. Given the low health budgets of African governments and the dire need for antiretroviral medicines, African countries pay far lower prices for their antiretroviral medicines than do developed markets: On average, in 2010, first-line therapy cost only US$109 per person per year and second-line therapy cost US$673 per person per year in African countries. By contrast, a year of antiretroviral therapy in developed countries costs in the order of US$10,000 per person.
The implication is that generic antiretroviral medicine manufacturing for West Africa is a tough business with very small margins. In fact, the same is true of most products in Africa, given the high share of generics. In such a low-margin business, African manufacturers must become cost competitive against international peers to survive and thrive.
Although West Africa has a small pharmaceutical manufacturing base today, truly addressing supply security will require upgrading capacity and capabilities to move to world-class levels of quality and cost. 
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To better understand the cost challenges faced by ECOWAS, it is useful to get a general sense of oral solid dosage (OSD) manufacturing economics.
Costs of a typical multi-product facility break down roughly as 60–80% API and 20–40% conversion cost. Conversion cost is composed of approximately 50% labor and 50% other components. For APIs, an at-scale plant can be reasonably assumed to have similar costs to plants in India and elsewhere, although some Indian plants are vertically integrating to produce their own APIs, thereby saving a 10–
20% margin on that cost. On the labor side, ECOWAS generally lags behind on both cost and productivity. In addition, there are hidden costs, including the tariffs associated with importing raw materials and exporting finished goods, taxes paid on profits, and interest paid on loans.
Across all these areas, stories abound of how small differences add up to a significant advantage for foreign manufacturers. A similar situation exists on capital to set up the plants; building in ECOWAS is generally more expensive than in India, making capital investments harder to pay off. Altogether, the status quo makes it difficult for African manufacturers to compete with established foreign manufacturers. If West Africa is to build a competitive pharmaceutical manufacturing industry, the time to start is now.
First, pharmaceutical usage in the region may be at a low base, but it is beginning to take off. With West
Africa’s projected economic growth rates (Table 1), more money will be available for healthcare through government investment and private spending. This presents an opportunity for the region to capture its fair share of market growth rather than having to displace existing competitors. The antiretroviral drugs market is expected to grow substantially. West African treatment coverage is currently only 30%, and growth will be driven by the continued scale-up of program to close that gap. If West Africa were to reach the African Union’s adopted target of 80% coverage by 2015, the market today would more than triple, to 2.4 million people. Further growth potential exists with the introduction of treatment as prevention.

Table 1: Real GDP growth in West Africa: Average 1993-2002 and 2011
	
	Average 1993-
2002
	2011

	West Africa
	3.4
	4.9

	Benin
	4.9
	3.8

	Burkina Faso
	5.5
	4.9

	Cape Verde
	7.5
	3.8

	Cote D’Ivoire
	3.2
	4.9

	Gambia
	3.8
	4.6

	Ghana
	4.5
	 13.5

	Guinee
	4.4
	 4.0






                                                            WAHO/TECHNICAL DOCUMENT/ 04.14

	
Guinee
	
0.4
	
4.8

	Liberia
	-
	6.9

	Mali
	4.5
	5.3

	Niger
	2.8
	5.5

	Nigeria
	4.7
	6.9

	Senegal
	3.3
	4.0

	Sierra Leon
	1.9
	5.1

	Togo
	1.0
	3.8


Source: IMF, World Economic and Financial Surveys, October 2011.
Secondly, as India and China continue to emerge, their labor costs will rise and manufacturing will need to look for its next low-cost location. Already some manufacturing is moving out of China as minimum wage rises. West Africa can capture some of that business if it can improve its competitiveness.
Thirdly, developing a pharmaceutical manufacturing industry is a long-term project, and so West Africa must start sowing seeds now for that future. China has been building for 15 years and is only now starting to reap rewards, while India’s strong global business is the result of more than 30 years of sustained investment.
Fourthly, the shift in development cooperation towards an emphasis on country ownership and leadership and fostering a more balanced relationship with international partners in terms of power and investments, has been accelerated by the financial crisis. The political window is open to garner support from development partners for more sustainable solutions, in the AIDS response and beyond, including to investing in local manufacturing and simplifying market access to medicines through regulatory harmonization as a means to cultivate a knowledge-based economy, strengthen industry, reduce costs and ultimately save lives and money.
Developing pharmaceutical manufacturing along regional lines has several advantages. Manufacturing hubs that serve the region could achieve scale faster than manufacturers that only serve a national market.
Scale is critical to achieving cost competitiveness and the viability of this industry. Greater scale allows fixed costs to be spread more effectively, allows for lower price API procurement due to the higher volumes and over the longer term could even permit the development of API production.
At the institutional level, much of the technical know-how required will need to be obtained through technology transfer arrangements with existing skilled players from outside West Africa. Finding sufficient partners for long-term skills transfer may be facilitated through a regional approach, and could be focused on several selected facilities that serve the regional market.
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2.2.3 Interventions in Support of Local Pharmaceutical Manufacture Over the past 5 years, a number of interventions have been initiated by the West Africa Health Organization (WAHO) in partnership with development partners and ECOWAS to strengthen the manufacturing capacity of selected pharmaceutical firms and the supply within the region of antimalarials and ARVs. Between 2009 and 2010, consultants were engaged to develop business plans, feasibility studies and facility structural drawings for 4 pilot pharmaceutical manufacturing units,
Danadams -Ghana, Evans Medicals PLC-Nigeria, May and Baker –Nigeria and Inpharma
Pharmaceuticals in Cape Verde. Equipment support to Danadams Pharmaceuticals Ltd, Ghana, received support from WAHO to purchase equipment (3 Humidity Chambers and 1 Infra-red Spectrophotometer) worth US$ 80,000 in March, 2011. Between March 2010 and March 2011, sixty local pharmaceutical manufacturers were trained in Good Manufacturing Practice (GMP) based on WHO Modules 1, 2, 3 in
Nigeria, Cape Verde and Benin.
In March 2011, representatives of local pharmaceutical manufacturers in the region validated and adopted the Common Technical Document (CTD) on Medicines in Bobo-Dioulasso. In February 2011 a consultant was engaged to develop Financial Proposal to support Local Pharmaceutical Manufacturers to produce essential medicines within ECOWAS Member States followed by a visit to the ECOWAS
Investment and Development Banks (EBID) by Management and Professional Officer for Medicines and
Vaccines to negotiate WAHO support to facilitate funds Local Pharmaceutical Manufacturers. A
Workshop on the development of a Business plan for the operationalization of the Pharmaceutical
Manufacturing Plan for Africa (PMPA) was held in Chad, between 6th and 10th June, 2011. WAHO supported the development of Bioavailability/Bioequivalence (BA/BE) studies guidelines, from 27-29
June, 2012 in Lomé 30 regulatory affairs personnel in the pharmaceutical manufacturing sector were respectively trained on the application of Bioavailability and Bioequivalence studies guidelines and the
WAHO Certification Schemes in pharmaceutical finished products, Active pharmaceutical ingredients and prequalification of medicines to enhance the work of the BA/BE Centre which is to be established inthe region. To improve the safety and efficacy of medicines imported and produced in the region, in 2011,
WAHO supported the development of guidelines for ECOWAS/WAHO Certification Scheme for finished products, raw pharmaceutical materials and pre-qualification requirements documents for evaluation of pharmaceutical manufacturers for market authorization.
Six pilot Pharmaceutical Manufacturers in the region, received US $25,000 each, to support their WHO prequalification processes, from WAHO in June, 2012. To ensure ECOWAS commitment to improving the local pharmaceutical production of medicines, the 14th Assembly of Health Ministers endorsed the
“ECOWAS Charter on Public Private Partnership Initiative for Local Pharmaceutical Production of
Priority Essential Medicines” in Praia, Cape Verde from 4-5 April, 2013. A Joint Multi-stakeholder
Consultation for the Implementation of the ECOWAS Charter on Public Private Partnership Initiative for
Local Pharmaceutical Production of Priority Essential Medicines was held in Bobo-Dioulas so from 6-7
November, 2013. Contracts were signed between WAHO and two Pharmaceutical Industries for the supply ARVs for the ECOWAS Buffer Stock in Cote d’Ivoire.
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2.2.4 Challenges to building local manufacturing
Regards of the efforts done in the ECOWAS the region the pharmaceutical industry is faced with challenges. Estimates value the global antiretroviral drug market at about US$ 18 billion. Generic accessible emerging economies, including Africa, make up less than 5% of the market, totaling about
US$ 850 million in 2010. Given the low health budgets of African governments and the dire need for antiretroviral drugs, African countries pay far lower prices for their antiretroviral drugs than do developed markets: On average, in 2010, first-line therapy cost only US$ 109 per person per year and second-line therapy cost US$ 673 per person per year in African countries. By contrast, a year of antiretroviral therapy in developed countries costs in the order of US$ 10 000 per person.
The implication is that generic antiretroviral drug manufacturing for West Africa is a tough business with very small margins. In fact, the same is true of most products in Africa, given the high share of generics.
In such a low-margin business, African manufacturers must become cost competitive against international peers to survive and thrive.
Although West Africa has a small pharmaceutical manufacturing base today, truly addressing supply security will require upgrading capacity and capabilities to move to world-class levels of quality and cost.
To better understand the cost challenges faced by Africa, it is useful to get a general sense of oral solid dosage (OSD) manufacturing economics.
Costs of a typical multi-product facility break down roughly as 60–80% API and 20–40% conversion cost. Conversion cost is composed of approximately 50% labor and 50% other components. For APIs, an at-scale plant can be reasonably assumed to have similar costs to plants in India and elsewhere, although some Indian plants are vertically integrating to produce their own APIs, thereby saving a 10–
20% margin on that cost. On the labor side, Africa generally lags behind on both cost and productivity.
In addition, there are hidden costs, including the tariffs associated with importing raw materials and exporting finished goods, taxes paid on profits, and interest paid on loans.
Across all these areas, stories abound of how small differences add up to a significant advantage for foreign manufacturers. A similar situation exists on capital to set up the plants; building in Africa is generally more expensive than in India, making capital investments harder to pay off. Altogether, the status quo makes it difficult for African manufacturers to compete with established foreign manufacturers.
2.3 Distribution of Pharmaceuticals in the region

In general, there exists pharmaceutical distribution system across the ECOWAS region. In the private sector, the distribution system is largely poorly organized and disjointed. There are several unauthorized intermediaries involved in pharmaceutical distribution. This poses a great challenge in conducting audit trail of imported or locally manufactured products from the point of supply to the ultimate consumer. The environmental and climatic conditions under which pharmaceutical products are stored in, this negatively impacts on product availability, security and the final price and in turn accessibility. Across the region, the distribution through the public sector as in the Central Medical Stores (CMS) and the Central
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“d’Achat des Médicaments Essentiéls et Génériqués” (CAMEG), however, are much better organized and managed through the national procurement agencies. Global initiatives support these national procurement agencies to ensure access to essential medicines such as ARVs, ACTs and anti-TB medicines.
2.4 Medicines Regulation
In the ECOWAS region, member states have in place basic legal framework for the regulation and control of the manufacture, distribution and utilization of medicines for human use. Situational analysis shows the existence of two different systems that serve to regulate health-related products within the region. The English-speaking countries have a system in which the regulatory functions are centralized in a semi-autonomous/autonomous body; the French and Portuguese-speaking system has regulatory functions shared between several bodies under the authority of the Ministry of Health. Assessment of
NMRAs in 2008 by WHO and in 2011, by AU/NEPAD-WAHO, both showed major deficiencies in the regulatory capacities of the NMRAs. Medicine regulation in the sub-region is still problematic, a situation precipitated by weak infrastructure, weak enforcement power and lack of cooperation from other law enforcement agencies, inadequate human resource capacity, over-reliance on imported pharmaceuticals, lack of bio-analysis facilities for pre-qualification, and lack of an avenue for information exchange between agencies. The medicines regulatory sector is also faced with the problems of poor motivation and low retention of staff; high levels of counterfeit and illicit medicines and lack of harmonization of medicines regulation.
There were also differences in the requirements for medicines registration in member countries.
 There is need to improve, and some of the actions required include the restructuring or establishment of NMRAs to enable them to undertake their regulatory activities more effectively, developing and implementing comprehensive guidelines and procedures for drug registration and strengthening human capacity at
NMRAs in Partner States.
It is a general consensus among NMRAs that the various institutional authorities agree on a common system on which all the pharmaceutical policy harmonization and regulation issues would depend. Given the diversity and severity of health issues afflicting West Africans, there was a compelling need to harmonize health policies, practices and standards among ECOWAS Member States. The fast-spreading illicit medicines markets and the sophistication in counterfeit medicines meant that in the absence of a unified and collaborative approach to combating these problems at the regional level, gains made by local- and national-level campaigns would be lost. Acknowledging this reality, ECOWAS committed itself to bringing about true regional integration in the health sector to ensure the highest possible standard of health for all West Africans.
Subsequently, the NMRAs have agreed to work towards a region-wide approach to reviewing the institutional and legal framework for medicines regulation, dossier evaluation, inspections, local production of essential medicines including traditional medicines, illegal markets and counterfeiting, quality control 
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ECOWAS region, WAHO has funded the development of the Common Technical Document (CTD) and training manual for medicines registration harmonization, which was validated and adopted by NMRAs in
March 2011, in Bobo-Dioulasso, Burkina Faso. WAHO trained 45 NMRAs regulators from seven (7)
Member States of ECOWAS on the medicines registration harmonization common technical document in
April 17 - 19, 2013. A further 15 regulators were also trained on Good Manufacturing Practice (GMP) based on WHO Modules 1, 2, 3, conducted in three sessions in Nigeria, Cape Verde and Benin from March
2010 –March 2011. To strengthen the MRH process in the ECOWAS region a project proposal was sent to
AU/NEPAD Consortium in March, 2011 for financial and technical support.
In May 2012, in Cote D’Ivoire, 30 regulatory inspectors and registrars of medicines were trained on the application of bioavailability and bioequivalence studies guidelines and the WAHO Certification
Schemes for Pharmaceutical Finished Products (FPP), Active Pharmaceutical Ingredients (APIs) and prequalification of medicines. The medicines registration harmonization (MRH) Governing Board and six
Technical Working Groups (TWGs) were constituted for the implementation of the MRH process in the region and their terms of references (TORs) were also developed in Accra, Ghana from 22-23 May, 2013.
2.5 Pharmaco-vigilance
The situation of pharmacovigilance in the region was assessed from 11-14 May, 2010 for the 15
ECOWAS member states. From this analysis only five (5) countries were full members of WHO-UMCPV, four (4) were associate members and six (6) countries did not have a pharmacovigilance system in place. As such WAHO, trained two persons from each of these six (6) countries to equip them with basic skills and research tools to enhance pharmacovigilance system, and technically provide laptops and financially supported their linkage via Vigil flow to WHO-UMC from 13-15 April, 2011. A total of 15 pharmacovigilance contact persons from the national medicines regulatory authorities were empowered in the skill of communication and crisis management in pharmacovigilance 22-24 February, 2012 in Accra to understand the data/signals of adverse reports and interpret to health workers and patients.

2.6 TRIPS and access to medicines
Lack of access to medicines remains a major impediment to public health in many African countries. This has a negative impact on the achievement of the health related Millennium Development Goals. The desire to improve on the accessibility of essential medicines on the African continent motivated the AU
Assembly Decision 55, at the Abuja Summit in January 2005 to mandate the African Union Commission
(AUC) to develop a Pharmaceutical Manufacturing Plan for Africa (PMPA) within the NEPAD framework, the 2nd Session of the AU Conference of Ministers of Health undertook “to pursue, with the support of our partners, the local production of generic medicines on the continent and to making full use of the flexibilities within the Trade and Related Aspects of Intellectual Property Rights (TRIPS) and
DOHA Declaration on TRIPS and Public Health” as an important element of improving access to medicines. 
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It is evident that ECOWAS, as a region, needs to strengthen its health systems by enhancing access to essential medicines. The region is fast losing opportunities for improving her people’s development and health due to the poor response to the challenges of lack of access to medicines. ECOWAS needs to follow the example of other regional organizations that have made great advances towards harmonization of regulations on access to medicines using TRIPs flexibilities. There is therefore an urgent need to take appropriate actions to ensure effective improvement of access to medicines in the region, using TRIPs
Flexibilities. In recent times, several important interpretations have been tested in bilateral negotiations, in national courts and, most importantly, at the WTO Council on TRIPs. The examination of those specific TRIPs flexibilities and safeguards would ensure that the current development at the global level in respect with TRIPs flexibilities and its impact on access to essential medicines inures to the benefit of
Member States of the region. So far WAHO has developed the TRIPs flexibilities policy and guidelines for the ECOWAS which was validated and adopted from 28-29 October, 2012 in Accra by Intellectual
Property officers from all 15 Member States and key partners such as ARIPO, OAPI, UNDP and WHO.
From 15-16 July, 2013, in Bobo-Dioulasso, WAHO also sensitized directors of the ministries of health, trade, judiciary and industry in the 15 ECOWAS member states to create awareness on the existence of the ECOWAS TRIPs policy and guidelines, the need for its incorporation into national laws and the benefits of implementing the provisions of the WTO TRIPs flexibilities to improve access to essential medicines for public health interventions. An Advocacy TRIPs flexibilities document to enhance the
implementation of the TRIPS flexibilities has been developed and was validated by TRIPs experts’
from19-22 November, 2013 in Bobo-Dioulasso.
2.7 Counterfeit Medicines
The fight against counterfeit and illicit medicines trade in the ECOWAS region cannot be over emphasized. Counterfeit and illicit medicines trade is a menace that has negatively affected public health globally, threatening patient safety, jeopardizing the health of its victims and often leading to deaths.
Between January 1999 and October 2000 alone, the WHO received from 20 countries, 46 confidential reports on fake medicines, notably counterfeit medicines, with 60% of the reports coming from developing nations and 40%, developed nations, notably countries south of the Sahara. Even though the reports received were not validated, and therefore, could not be used for the purposes of quantification, the information clearly confirms the existence of the phenomenon. Many stakeholders globally, such as the World Health Organization (WHO), International Federation of Pharmaceutical Manufacturers
Association (IFPMA), Chirac Foundation, have tried to find solutions to combat this menace but with no much success.
In West Africa, the incidence of counterfeit medicines has been studied with reports varying from about
17% in Nigeria to over 50% in other countries and further compounded by illicit medicine markets.
Prevalence of counterfeit medicinal products in the region has led to reported therapeutic failures, drug resistance and in some cases, death on a rather alarming scale. The West African Health Organization, 
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Page 25 of 57 deem it her responsibility to solicit the collaboration of all stakeholders in the fight against counterfeit and illicit medicines trade to arrest the situation in West Africa. In the bid to find solutions to such a problem, the fight against Counterfeiting and Medicines trafficking in ECOWAS Member States constitutes a major priority in WAHO’s Strategic Plan 2009-2013. WAHO has tried to achieve its goal by having series of consultative meetings with the various key stakeholders, developed and validated an operational strategic plan to be used as a tool in the fight against counterfeit and illicit medicines trade and has put in place a legal framework to enforce the fight. To ensure the smooth and effective operation of the strategic plan, a regional ECOWAS Medicines Anti-counterfeit Committee (EMACCOM) was constituted with members drawn from the National Medicines Regulatory Authorities (NMRAs) of all the 15 ECOWAS
Member States to control counterfeit medicines in the region.
2.8 Quality Control of Medicines
The sale of medicines on the open unregulated market makes the ECOWAS region particularly susceptible to the circulation of substandard and counterfeit medicines. The situation is further compounded by poor QC infrastructure for testing suspected products. QC laboratories are expensive to set up, run and maintained because of equipment costs, cost of chemicals, reagents and reference standards, retention of qualified human resource personnel, provision of constant supply of electricity, running water, etc. A survey conducted under the auspices of WAHO in 2011, showed that 17 national
QC laboratories for the testing of medicines were in existence in the ECOWAS region providing support to the NMRAs in regulatory assurance of the quality of medicines. A needs assessment of these laboratories conducted by WAHO between 2010 and 2011showed that none had been accredited to ISO
17025; five of the laboratories located in Ghana, Nigeria, Senegal, Burkina Faso and the Cape Verde were well equipped, adequately resourced with qualified personnel and had quality management system in place. These laboratories had reasonable capacity to conduct both chemical and microbiological analyses of pharmaceutical products. The remaining 12 laboratories were not adequately resourced and therefore could not carry out sufficient pharmacopeia tests to assess the quality of pharmaceutical products.
Besides efforts by national governments to upgrade national laboratories, WAHO, the regional health agency had since 2010, initiated program to strengthen the capacity of medicines testing laboratories in selected countries. These include development of guidelines and training manuals for laboratory quality management systems, training of laboratory managers and staff in the utilization of the developed manuals and guidelines, selection of five QC laboratories for upgrade and support towards attainment of
ISO 17025 certification and subsequent elevation to the status of centers of excellence for testing of medicines.
2.9 Innovation, Research and Training in support of local pharmaceutical production
ECOWAS states governments recognize the critical role of research and development in the promotion of quality health care. Some ECOWAS countries have in place policies related to support for research into 
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Page 26 of 57 industrial development in general and the pharmaceutical or health sector in particular. As a result, there have been some modest efforts in the establishment and maintenance of research institutions through allocation of  resources, with the support of partners. The Centre for Scientific Research into Plant Medicine in Ghana, the National Institute for Pharmaceutical Research and Development in Nigeria and the Louis Pasteur
Research Institute in Senegal are but a few examples. A common feature shared by all these institutions in the ECOWAS Member States is their poor funding by the state, and in most cases the governments only support staff emoluments. As a result, most of their research activities are donor-funded and therefore do not necessarily address regional health priorities.
Additionally, most research funding targets basic and operational research which does not necessarily lead to product development. The linkages between academia, research institutes and industry are so weak that they rarely collaborate in research and development. There is a lot of interest in traditional medicines as potential sources of lead molecules for new treatment of diseases, but there is also a lack of capacity in this respect. While most of the Research & Development (R&D) institutions in the region are able to screen plant extracts for activity they are however unable to move beyond screening to structure elucidation and optimization because of lack of equipment and expertise in drug discovery. There is a need to provide equipment and develop expertise in order to create a platform for medicine discovery in the region.
Training curriculum in the region’s universities should be tailored to suit both traditional and modern trends of pharmaceutical developments. Areas such as regulatory affairs, pharmaceutical technology, drug formulation and development and clinical studies have to be strengthened. Paying attention to regional harmonization of educational curriculums at the undergraduate, post graduate and at the pharmacy technician levels would lead to the production of qualified manpower and improve the quality of pharmacy practice. The West Africa Postgraduate College of Pharmacists (WAPCP) and any other similar institutions within the region can play leading roles in ensuring the training of Pharmacists and Pharmaceutical Scientists to meet the expertise and demand of the pharmaceutical market within the ECOWAS region.
2.10 SWOT Analysis
This section presents a summary analysis of the strengths, weaknesses, opportunities and threats (SWOT) of the ECOWAS pharmaceutical sector with respect to capacity for production of essential medicines, supply of medicines and operating regulatory environment.
2.10.1 Strengths
 Leadership and governance (Political will to support pharmaceutical sector)
 Availability of Manufacturing Capacity
 Developing Regulatory Capacity
 Harmonization (Medicines Regulation, education)
  Rapidly expanding Market (Population greater than 300 million)
 Increased collaborations and improved information sharing amongst stakeholders
 Human Resources and Training
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 ECOWAS public-private-partnership (PPP) initiatives
 Most ECOWAS countries have Medicines policies
2.10.2 Weaknesses
 Leadership and governance at the enterprise level
 Lack of a regional strategic approach
 Inability of Manufacturers to attain WHO pre-qualification
 High cost of locally manufactured medicines compared to imports as a result of: -
a. High Tariffs
b. Human Resources
c. Cost of funds
d. Inadequate infrastructures
e. Dependence on imported raw materials
f. Inadequate implementation of existing policies
g. Inadequate incentives
 Inadequate regulatory capacity
 Poor distribution & supply chain system
 Inadequate investments in Research and Development
 Over reliance on imported medicines
 Inadequate Human Resource and Poor remunerations
 Inadequate Market Information and data
 Low level of Pharmaceutical research, development and technology
 Weak capacity of QC Laboratories
 Porous borders
2.10.3 Opportunities
 Proposed Common External Tariff
 ECOWAS Trade Liberalization Scheme
 Existence of Generic Manufacturers
 Existence of the AUC-PMPA
 WHO Pre-qualification of Medicines program
 TRIPS Flexibilities and safeguards
 Proposed Regional Certification Schemes
 Proposed Regional Centers of Excellence
 Existence of reasonable regulatory capacity
 Charter of AHM on PPP for local production of medicines
 Propose Centre for Bioequivalence & Biopharmaceutical Research (CBBR)
 ECOWAS initiative for private sector development
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2.10.4 Threats
 Political Instability in the region
 Weak Governance and Procurement Systems
 Inadequate Healthcare budgets
 Dependence on Donated Medicines
 TRIPS Flexibilities and safeguards
 Substandard, Spurious, Falsified, Falsely labeled and counterfeit medical products
 Lack of transparency in the Procurement Systems
 Smuggling of Medical products
 Low Patronage by Governments and Donors for locally produced medicines
3.0 VISION OF THE ECOWAS PHARMACEUTICAL PLAN
A regional pharmaceutical sector, incorporating a vibrant manufacturing industry and a robust regulatory system that is enduring, sustainable, competitive and managed in an integrated manner to be able to provide quality, affordable, safe and efficacious essential medicines that meet the needs of the region and for exports by 2025.
4.0 MISSION OF THE ECOWAS PHARMACEUTICAL PLAN
The ECOWAS Regional Pharmaceutical Plan seeks to lay down a strategic approach for member states to develop an efficient and effective pharmaceutical sector that would manufacture and supply safe and good quality medicines for national, regional and international markets. This shall be accomplished through the promulgation of policies and legislation that support pharmaceutical manufacturing, robust and harmonized medicines regulatory systems, establishment of centers of excellence and best practices in pharmaceutical services, research and development, information sharing and the development and maintenance of competent and motivated human resources.
5.0 GOAL OF THE ECOWAS PHARMACEUTICAL PLAN
The goal of the ECOWAS Regional Pharmaceutical Plan is to provide a strategic framework within which the pharmaceutical sector in the region will be managed and regulated to provide self-sufficiency in the production, access to and rational use of affordable essential medicines and other medical products of proven quality safety and efficacy.
6.0 OBJECTIVES WITH JUSTIFICATION
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6.1 To improve and strengthen the governance of the pharmaceutical systems to ensure transparency, accountability as well as patronage of medicines produced in the ECOWAS region by the year 2020
Governance systems for pharmaceuticals and other medical products differ widely in member states.
Whereas in some countries matters that have to do with medicines policies, regulation, procurement, quality control and other such activities are handled directly by departments in the Ministries of Health, in other countries these activities are shared between different Agencies which may or may not be part of the
MOH establishment. These different governance systems result in overlap of functions which tend tocreate gaps that threaten the efficiency and effectiveness of medicines management. This objective tends to evaluate these systems to facilitate exchanges, build confidence in pharmaceutical manufacturing, distribution and use within ECOWAS.
The activities to be undertaken as part of this plan to achieve this objective include:
Activities:
a. Conduct a survey of existing governance structures and policies pertinent to the pharmaceutical sector in each ECOWAS member states
b. Review the existing governance structures and their functions in the ECOWAS member states and make recommendations
c. Provide technical and logistics support to strengthen the governance structures in the ECOWAS member states
d. Harmonize all the policies and develop a regional medicines policy
e. Develop an implementation plan and budget ECOWAS Regional Pharmaceutical Plan
f. Support countries to develop and review their medicine policies to be in line with the regional
Pharmaceutical Plan
g. Develop, adopt and promote an ECOWAS regional strategy for procurement of pharmaceutical products
h. Promote regional pooled procurement for medicines, vaccines and API’s
i. Provide buffer stock of medicines and vaccines for priority endemic diseases and for seasonal outbreaks of epidemics within the region
j. Develop and implement a communication strategy for the major changes proposed in this plan
6.2 To promote and support competitive and efficient regional pharmaceutical manufacturing to ensure the supply of essential medicines produced in the region from 30% to 60% by the year 2020
It is recognized that local production of essential medicines has many advantages for the region including but not limited to; saving foreign exchange, creation of jobs thus alleviating poverty and promoting social development, technology transfer, stimulation of exports, and enhanced self-sufficiency in drug supply. A viable pharmaceutical Industry in West Africa will, therefore, positively 
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At the institutional level, much of the technical know-how required will need to be obtained through technology transfer arrangements with existing skilled players from outside West Africa. Finding sufficient partners for long-term skills transfer may be facilitated through a regional approach, and should focus on selected facilities that serve the regional market. The following activities are therefore to be implemented as part of the ERPP to achieve this objective:
Activities
a. Advocate for zero tariff on pharmaceutical raw materials within the ECOWAS Common
External Tariff (CET)
b. Advocate for Exemption of Finished Pharmaceutical Products and inputs from VAT
c. Identify manufacturers of API’s and support them to build capacity to supply the pharmaceutical manufacturing sector
d. Identify manufacturers of EXCIPIENTS and support them to build capacity to supply the pharmaceutical manufacturing sector
e. Develop credit worthiness and capacity of industry to access funds
f. Advocate for establishment of special fund to support the industry
g. Develop capacity in pharmaceutical technology and good manufacturing practices (GMP)
h. Promote medicines produced within the region through education and exhibitions
6.3 To support pharmaceutical manufacturing in order to achieve international certification for 10 pharmaceutical manufacturers by the year 2020
Although pharmaceutical manufacturing has been going on in some member countries for several years, none of them has so far had any of their products prequalified under the WHO prequalification scheme or other Good Manufacturing Practice (GMP) certification. This is a critical requirement for success, as medicines for Malaria, Tuberculosis and antiretroviral drugs are currently purchased primarily by donors who only patronize those companies with International Certification. Currently,
WHO has selected and endorsed five pharmaceutical manufacturing facilities in Nigeria and two in
Ghana which have expressed interest in the WHO prequalification scheme and are being supported for certification within the next two to three years. In response to this and as a strategy to facilitate 
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Activities a. Circulate an expression of interest document for interested industries to indicate their willingness to participate in the ECOWAS Certification and Prequalification Scheme
b. Conduct audit of selected companies and identify GAPs
c. Establish an incentive scheme for progress in compliance requirements of the certification and prequalification schemes
d. Develop a cGMP roadmap for manufacturers in the region
e. Provide Technical assistance and capacity building for companies that have expressed interest in attaining international certification
f. Secure technical and financial support for the actualization of the regional Centre for Bioequivalence and Bio-pharmaceutical Research (CBBR) in Ghana
6.4 To strengthen the National Medicines Regulatory Authorities (NMRAs) regulatory capacity and quality infrastructure in the ECOWAS region to achieve International Certification and designation as Regional Centers of Excellence by the year 2018.
Pharmaceutical manufacturing in the ECOWAS region faces a number of challenges and to make them competitive and ready for international certification, there will be need for capacity building in areas such as Regulatory affairs, Pharmaceutical business management, Pharmaceutical manufacturing and Plant operations and maintenance among others. At the country level, building the industry also requires enhanced regulatory capacity. Creating markets with consistent, sufficient demand will require streamlined and enhanced registration processes and good-quality regulation.
Although 17 National Medicines Quality Control Laboratories exist in most member states, a recent
WAHO study has indicated that only one of them is ISO 17025 certified for certain tests while others are in the process of achieving international certification. It is therefore of utmost importance that the
5 laboratories classified under Category A by WAHO be supported to achieve international certification. NMRAs and NQCLs that achieve international standards will then be designated Centers of Excellence to provide training and capacity building for the others.
Activities
a. Conduct needs assessment of medicines regulatory authorities.
b. Review National Medicines laws.
c. Develop/improve the infrastructure of NMRAs including Quality Control Laboratories and CBBR.
d. Develop the HR capacity of NMRAs.
e. Develop criteria for certification of Medicines Regulatory Professionals.
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f. Harmonize requirements for registration of medicines and licensing of manufacturing facilities across the region.
g. Implement the WAHO Certification and Pre-qualification Schemes.
h. Develop a harmonized regional Pharmacovigilance policy to ensure the safety of medicine and vaccines,
i. Support NMRAs to obtain International Standard Organization Certifications (ISO)
j. Design a website for MRH to link with existing WAHO website, and train NMRAs on its application
k. Provide technical and logistics support to five identified laboratories to achieve International
Certification and be designated as Regional Centers of Excellence in the ECOWAS region
l. Monitor and evaluate performance of the quality control laboratories every two years
6.5 To reduce by 75% the incidence of Substandard, Spurious Falsified and Falsely labeled
Counterfeit - (SSFFC) medical products in the ECOWAS region
The fight against counterfeit and illicit medicines trade in the ECOWAS region cannot be over emphasis.
Counterfeit and illicit medicines trade is a menace that has negatively affected public health globally, threatening patient safety, jeopardizing the health of its victims and often leading to deaths. Although details of studies are uncoordinated and sketchy, it is estimated that the incidence varies from about 10% to over 50% across the region and is further compounded by illicit medicines markets. Prevalence of counterfeit medicinal products in the region has led to reported therapeutic failures, drug resistance and in some cases, death on a rather alarming scale. In the bid to find solutions to the problem, WAHO has developed and validated an operational strategic plan to be used as a tool in the fight against counterfeit and illicit medicines trade and has put in place a legal framework to enforce the fight. To ensure the effective operation of the strategic plan, a regional committee called the ECOWAS Medicines Anti counterfeit Committee (EMACCOM) has been established. It is believed that with collaboration from all the key stakeholders the fight against counterfeit and illicit medicines trade in West Africa can be successfully achieved.
Activities
a. Create, support and build capacity of EMACCOM National steering committees in the 15 countries
b. Conduct a situation analysis of SSFFC medical products and illicit trade in Medicines in the region
c. Develop, validate, adapt and adopt common tools for the evaluation of the counterfeit medicines phenomenon and pre-test tools in 3 countries
d. Conduct surveys in ECOWAS member countries to establish level and extent of counterfeit medicines in the region
e. Support intensified Post Marketing Surveillance activities by NMRAs/EMACCOM
f. Provide resources to stakeholders for effective monitoring and evaluation.
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6.6 To establish a regional body for medicines regulation in line with the African Union’s medicines harmonization program by the year 2020
Realizing the importance of regional medicines harmonization as a tool to access quality and safe medicines, a Consortium consisting of partners to facilitate African Medicines Regulatory Harmonization initiative under the AU/NEPAD was constituted. The Consortium has received six project proposals for harmonization of medicines registration in the East African Community (EAC), Southern Africa
Development Community (SADC), Central African region, Economic Community of West African States
(ECOWAS), West African Monetary Union (UEMOA) and the East, Central and Southern African
Health Community (ECSA-HC). The ECOWAS MRH project proposal and budget was sent to NEPAD and the Consortium for approval in March 2011. Already various portions of this proposal including the development and validation of the terms of reference for the Governing Board and Technical Working
Groups have been accomplished. A common technical document (CTD) for medicines registration has been developed and approved which has been followed with training sessions for member states. The ultimate goal of the medicines registration harmonization is to create a platform for the establishment of a regional medicines agency in line with the AU-WHO project for the establishment of the African
Medicines Agency in the long run. The following activities will be implemented as part of this plan to achieve the objective:
Activities
a. Implement the ECOWAS Medicines Harmonization project proposals submitted to the AU and the Consortium
b. Formulate Regional Medicines Regulatory Harmonization Policy.
c. Review and adapt the African Union’s Medicines Regulation Harmonization program as appropriate
d. Conduct sensitization workshops for decision makers and key stakeholders on the adapted
Harmonization program
e. Constitute a Governing Board and Technical Working Groups for Medicines Regulation Harmonization in ECOWAS region
f. Monitor and evaluate performance of the Medicines Regulatory Authorities every two years
6.7 To facilitate the incorporation of ECOWAS policies on TRIPs flexibilities into national laws of a minimum of ten member states within the region by the year 2020.
Over the years ECOWAS has recognized the urgent need for appropriate actions to ensure effective improvement of access to medicines in the region, using TRIPs Flexibilities. In recent times, several important interpretations have been tested in bilateral negotiations, in national courts and, most importantly, at the WTO Council on TRIPs. The examination of those specific TRIPs flexibilities and safeguards would ensure that the current development at the global level in respect with TRIPs flexibilities and its impact on access to essential medicines inures to the benefit of Member States of the 
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So far WAHO has developed the TRIPs flexibilities policy and guidelines for the ECOWAS region which has been validated and adopted by Intellectual Property officers in all 15 Member States. WAHO is planning a sensitization program for the ministries of health, trade, judiciary and industry as part of its overall advocacy strategy, to create awareness on the existence of the ECOWAS TRIPs policy and guidelines, the need for its incorporation into national laws and the benefits of applying the WTO TRIPs flexibilities provisions for improved access of essential medicines for public health interventions. Other activities considered in this plan to achieve this objective are:
Activities
a. Implement the WAHO TRIPs flexibilities strategies as contained in the harmonized ECOWAS
TRIPs Policy and Guidelines with reference to the WAHO TRIPs Strategic Advocacy Document
2013.
b. Monitor and evaluate the implementation of the WAHO TRIPs flexibilities strategies every year
c. Create awareness in OAPI and ARIPO member states on the TRIPS flexibilities in the region
6.8 To formulate and implement policies that will promote innovation, research and development into pharmaceuticals and medicinal products within the ECOWAS region as well as establish a competitive grant in the ECOWAS region by the year 2020
Through a multi stakeholder approach, this objective seeks to institute regional scientific conferences with varying themes based on current issues in the pharmaceutical sector. These will afford a platform for manufacturers, scientists, researchers, academia and regulators to exchange scientific papers from which new policies and actions will evolve. It also seeks to encourage drug development research activities and eventually the manufacture of traditional medical products of proven quality and safety under current good manufacturing practices (cGMP) conditions. The activities to achieve this objective are:
Activities
a. Organize an annual/ biennial scientific and technology exchange meetings for the Pharmaceutical sector players and other stakeholders in the ECOWAS region
b. Establish ECOWAS research grants for collaborative development of traditional medicinal products and excipients
c. Build drug development capacity (pharmaceutics, toxicology, clinical trials etc.) backed by an incentive scheme within the industry
d. Manufacture standardized traditional medicinal products under GMP
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e. Establish working relations with the Drug Advisory Council of the WAPCP on Pharmaceutical research and practice in the reg
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7.0 RISKS, ASSUMPTIONS AND MITIGATION PLANS
	
 
	
RISKS/ ASSUMPTIONS
	
MITIGATION PLANS

	
 1.
	Resistance of MRAs to the
harmonization of medicine regulatory
systems
	An ECOWAS medicines harmonization network should
be developed within the AMRH to push the regional
process forward and in all these the economic and
developmental prices the region is paying must be
brought to the fore in real terms. Develop and implement
a communication strategy (CS) for all stakeholders.

	
 2.
	Non-cooperation of procurement agents
and variation in procurement
laws/regulation in member countries
	WAHO champions must be identified in all the structures
of ECOWAS as well as in-countries to be used for
advocacy and implementation of the CS.

	
 3.
	
Unavailable development financing to
support the plans
	Relevant DFIs and DPs must be identified and brought
on board to help with financing the plan. Implement the
CS.

	
 4.
	

Unavailability of human capital to
support the plans
	An HR plan should be developed as part of this plan but
that implementation should be 5 years ahead of all other
strategies of this plan

	
 5.
	

Non-cooperation of stakeholders to
actualize the plans in all its forms
	Use the ECOWAS structures and champions in-country
to advocate for cooperation from stakeholders and
implement the CS.

	
 6.
	
Is the political will available to support
the implementation of the plans?
	The opportunity costs of inaction in financial and
developmental terms should always be included in
WAHO reports to the Assembly of Health Ministers.
Implement the CS.

	
 7.
	Human resource for pharmaceutical
sector requires other scientists aside
pharmacists
	Recognize other disciplines in the human resource
development plans


                    Considerations, Results

Njumbe 
With the above research document on the advancement of the approach in getting a better cost effective and life-saving methodologies to African problems and by Africans themselves, appreciable efforts had/are being put in place to that effect. 
At the administrative and corporate levels a huge task efforts are seen with regional as well as international meetings and workshops that are being held to build relationship with regional and international member states to help combat some reemerging infections with much focus on the current pandemic –COVID-19 which threatens and continue to threaten world health, economic, and social stability as a whole.
  


Data Sources,
1. Data on the increasing prevalence of INSTI TDRs in an urban US setting within a cohort in Washington, DC, USA, during 2004–2013 (0.0 to 1.4%, p=0.04) [72].
2. Drug Advisory Council of the WAPCP on Pharmaceutical research and practice
3. 
 Method of Data Collection:
OBSERVATION DOCUMENTS AND RECORDS.
Method of Data Analysis:
Structured/unstructured data. THE data collection is both structured and unstructured in which information and figures are based on experienced and feedback sources and documents from research institutions. 

Verification Ethical:
From all my research outcomes implicitly or not the “verification ethical” of my work is corroborated by current, moral and human concerns from victims and relatives of victims of consequences at large especially where intelligence and information sources can be traced back.
Considerations:   
The considerations here are the stakeholders who are the main protagonists in the research who are none other than the patients, care providers and the administration of health facilities and the states concerned. 
Results: the research of my criticism can only be gotten after this publication and following reactions from readers and health care providers and the state parties concerned
Chapter 4: Research Methods:
The method used in this research is “qualitative as all information gathered is based on the evidence of my experience as a victim or from victims and co-victims at large. 
As a stakeholder party to the services of health care and a contributor to improving healthcare and care outcomes, this investigative write up is explicitly analyzed to serve as a guide/reorientation to ideal best practices and not implicitly intended to apportion blame and condemn acts of indecency though, inflicted on patients and those dear to them. Harmonizing care delivery in facility based healthcare and sharing of best practices through integrated approaches using the social media platforms is critical and I think where facilities are available it would be necessary that stakeholders in health take this though seriously and see how it could be formulated and promulgated into law.
Goal(s) and Objective(s) of the Research:
The researcher summarily take into account one main goal and objective in this project. To identify, bring to light, contribute his own quarter of what it takes to correct common malpractices in the health care services with particular focus on maternal and child health or reproductive health, as well as share best practices with fellow care providers.
Education is a continuous process and I don’t see how formal or informal we can’t learn from each other for the best interest of those we voluntarily took an oath to serve diligently too and that correcting our flaws should be termed abusive. 
 
Research Hypotheses: 
This research “hypotheses” is typically “Empirical” in which case facts and figures if presented are verifiable with references. Information presented is from researchers and the authors hands-on-experiences in both facility based and people who have had it the hard way and with their story to tell the world. 
Although the facts and experiences expressed herein are verifiable, the author has not jump to conclusion without equally looking at “a cause-and-effect relationship”. For example: Nurses sell medicines to patients instead of them buying from the pharmacies. Or workers in health care facilities are obliging tips from patients as a precondition for them to receive due care. Or patients are neglected to death until care givers intervene surgically.
What are the root causes of all these is one amongst those issues that constitutes the subject matter of the research and the common and most expressed reason is that the salaries or allowances received by workers cannot satisfy their needs. They have to create service advantages in order to make ends meet. But what does the law say about work remuneration in Cameroon? 

CAMEROUN
Labor Code
Law No. 92/007 of 14 August 1992
Section 61: (1) In this law, "wages" means remuneration or earnings, however designated or calculated, capable of being evaluated in terms of money and fixed by mutual agreement or by the provisions or regulations or collective agreements which are payable by virtue of a contract or employment by an employer to a worker for work done or to be done or for services rendered or to be rendered. 
If this provisions by the Cameroon labor code dating back in 1992 as well understood, then there is every evidence that the term “mutual agreement, contract” etc. means therefore that in as much as qualification is concern the provision of this law does not take that into consideration rather, employment is by negotiation or contract which of course is true. We see how policy undermines human well-fare. 
This law is partly responsible for the situation that led to me taking a bold step in being independent from civil service as Cameroon took a global economic crisis for Cameroon personal affair imposing salary cut on workers and out rightly refusing to recognizing “employment based on qualification but rather by negotiation with employers”. This is what opens up to swindling by workers and yet the same laws fail to be realistic to the fact that when ends fail to meet the brain works adversely too. This explains partly the reason for the indecency of workers within facilities and why the job marker and skilled workers are migrating for better paid jobs out of Cameroon.     

Research Strategy and Techniques:
This research strategies are “mixed” composing a combination of methods and investigation with historical facts and references and personal experience of economic crisis and salary negotiation. We acknowledge the incidents that negatively affects of patient population and even if the reason why this is happening is not investigated and brought to light doesn’t deny that fact and when investigation are made public we should face these challenges as there are and not start targeting persons and researchers for a job they were not even paid for in the first place 

Chapter 5: Results of Statistical Analysis:
Results of statistical analysis are static from the point of view of the laws of 1992 stated above whereof the statosquor of the salary or remunerations in my home country since the early days of the global economic crisis has not changed till date. In facilities of health and personnel inertia to the needs and ideal care provision to patients remains and lives much to be desired as well given the hypothesis expected for of and views expressed herein 

Interpretation of Results:
The result interpretation lives little to be desired as very little data has no set distribution to that effect.
 Explanation of Results, Questions about
Alternative Approaches, Strength of Statistical analysis
Chapter 6: Conclusion:
Lessons learned so far or still to be learned should be from a global view point in as much as the case study country on focus is concern. Cameroon on the lamplight, the administration will gradually come to terms with researchers and lovers of this beautiful country, that the policies in place are not the issues but that the implementation and follow up phase is being hampered by excessive bureaucracy.
General Discussion Summary:
INNOVATIVE, EFFECTIVE   NEONATAL, AND NEWBORN CARE IN UNDERSERVED COMMUNITIES’ (GLOBAL HEALTH).OBS/GYNS NJUMBE BENEDICT NGYIA (AIU) N11/17/21 ID NO UB65774HMA74831 O targets the why, where, reason, and how things could be made better so that the vulnerable mother and child in particular and the general population can have a fair share of clinical care in Cameroon just like in advance communities. We see the stakeholders blamed on the one hand for the remuneration deficiencies being a contributing factor to the indecency in health facilities. Why government blames economic crisis for being the handicap faced not only by Cameroon but the entire world. Women and patients one the other had are blamed for not respecting appointments with their doctors while children and mothers dying due to pregnancy related complications are blamed on health providers for not passing health care information to those in need reason why women and children are said to not be dying due to poverty and HIV/AIDS but rather as a result of lack of education and ignorance.
One main cause of ineffective care in health facilities is the absence of qualified personnel and even where these personnel are available, the absence of standard tools for effective interventions further compounds the situation with resulting fatalities. 
The needs of the patients and provision of the needed care often absent at the site of care provision and on the delivery tables of health facilities accounts for the majority of complications arising from pregnancy and delivery yet much time and monies was and continue to be spent training required healthcare providers to this effect. 
While some of the parents and victims most of them women themselves are to blame for their misfortunes given that appointments are not respected at care sides and even medications not afforded for their pregnancy needs, personnel follow-up and health information is not also provided by healthcare providers as indicated, a lesson we all know when learnt, do help people take informed decisions. 
Ensuring healthy lives and promoting well-being at all ages is essential to sustainable development. Currently, the world is facing a global health crisis unlike any other — COVID-19 is spreading havoc and   human suffering, destabilizing the global economy and suspending the lives of billions of people around the globe from their daily welfare.
Pregnancy, perinatal period, prenatal, post-natal care, puerperium, fetal and maternal distress etc. are amongst many others that will be used throughout this manual. The needs and care desired as per case will all depend on individual need assessed and concluded as per competency and the availability of material and facilities required as intervention tolls of choice. What is at state is the inequality distribution of facilities, personnel accessibility to health facilities and the political will of those in leadership position mindful of the policies of each people. 
Customs and tradition oftentimes contribute to the outcomes of most of what people and patients go through especially women and children. Where this is the case which of course is feasible everywhere, social stigma and discrimination of persons due to their disabilities or social status is in society, or worst still absence of relationship influence to their favour at the level of decision making body, they tend to be neglected to themselves. 
The situation in hospitals around our communities is disheartening and lives much to be desired as concerns health care provision. Even in the hospital settings, disparities are abound, services in the surgical unit even though unique as it is from other units of specialization, the providers have one common mentality-that which orients them towards extorting and using their position to exploit the advantages that comes with their services to the needy. Mrs x is victim of imposed and envisaged caesarean section in a local healthcare facility’ she survives thanks to her vigilance and peer influence from a care provider whose decision to be transferred to a different health facility came when Mrs. X was being asked to be evacuated. Her peer has just lost her baby just about 24 hours after birth. Seeing how care-providers and medics failed providing the care due every new born bay and the mother that led to the death of this child, nothing comforting could be felt by this desperate woman and family so say the victim, and this is how the both left the facility to seek safety else way.
The mission of this research topic is to identify and bring to light the flaws of healthcare providers especially those charged with the care provision of maternal and child health care vis-à-vis that of the Pediatrician in caring for the sick child and diseases of reproductive organs of both men and women as well as care that maternal and child convalescents do need after hospital based care now as post care follow-up of patients coming in from their homes after discharge from hospitals.
Before the pandemic, major progress was made in improving the health of millions of people. Significant strides were made in increasing life expectancy and reducing some of the common killers associated with child and maternal mortality. But more efforts are needed to fully eradicate a wide range of diseases and address many different persistent and emerging health issues. By focusing on providing more efficient funding of health systems, improved sanitation and hygiene, and increased access to physicians and physician care, significant progress can be made in helping to save the lives of millions.
Health emergencies such as COVID-19 pose a global risk and have shown the critical need for preparedness. The United Nations Development Program highlighted huge disparities in countries’ abilities to cope with and recover from the COVID-19 crisis. The pandemic provides a watershed moment for health emergency preparedness and for investment in critical 21st century public services. But even with the dreaded Covid-19 pandemic threat and its fatalities on mankind how “prepared will health care providers be given their aged old inertia and habits of extorting from the needy patients and pregnant women in labor and delivery? 
While information about similarities in poor healthcare provision in hospitals around the world typically volatile cares are not isolated as the scenario of many others keeps making headline news, reports around the famous Laquintinie hospital in 2016 breaks the hearts of families and family members of “Monique Koumatékel.
Cameroon: Monique Koumatékel’s sister reveals the hidden truth Cameroon: Monique Koumatékel’s sister reveals the hidden truth posted by Simo Shuh April 13, 2016 Home BIYA
BIYA Tacke Rose, Sister Monique Koumatékel
In mid-March, at the laquintinie hospital in Douala, Rose Tacke tried a caesarean on one of her relatives to save the twins she was carrying. Her desperate gesture made the headlines all over the worldwide. Below is an exclusive testimony.
She has just one desire to do away with this “story.” Perhaps it is excessive optimism. But also an irrepressible desire to regain a foothold in the newspaper, two weeks after the sordid news that was revealed to the world.
On March 12, Rose Tacke, 36, attempted a caesarean on her pregnant aunt, in front of the maternity of Laquintinie hospital in Douala. She swears she wanted to save the twins but could be prosecuted for desecration of a corpse (her aunt had just died when Rose performed the act), an offence punishable by two years in prison.
Now she recluse at home, in the popular district of Akwa, with her face hidden behind a veil to try to preserve what remains of anonymity (her name was soon revealed), she says she hesitated to reveal anything for fear to that her words will be distorted. And we understand why.
She is not a nervous woman but a combative person, determined to tell the truth. In a monotone, she unfolds her story in great detail, sometimes punctuating with a long resigned sighs.
Trips between maternity and morgue It all started with an alert in the neighborhood where the inhabitants live as a family. Koumatékel Monique, 31, was about to give birth and things looked bleak. She was taken to the hospital Laquintinie with Several family members accompanying and Rose joined on a motorcycle taxi.
The true part of the drama between the different hospital services begins
First emergencies, lying on the back seat of the taxi, Monique Koumatékel seems unconscious. But she is pregnant, and was sent to the maternity. Rose talks of the incredible mistake which instead lead them to the morgue, and their arrival at the maternity and the harsh reception of the medical staff, who, without examining the patient, finds out that she is death and returns them to the morgue.
In the absence of a death certificate, the mortuary attendant cannot accept them. Moreover, the mortuary attendant was surprised that a pregnant woman whose fetus was visibly showing signs of life was intended for the mortuary. He asked them to return to the maternity. New petitions addressed to the staff at the maternity again were refused on the grounds this time around that the only operating room in service is busy. Rose Tacke could not contain her anger as the nurse insinuated that she is trying to disguise a crime and ordered her to leave “with her nonsense.”
Rose therefore choose to perform an operation on her in front of the closed doors of the maternity, “in case the new-born would have needed oxygen”
She grabs the pant of one of her colleagues, who examine Monique and detected also signs of life in the womb.
He wants to take a more sophisticated device to confirm this but is stopped by the cynical and scathing words of a nurse, “This is not the first time a woman dies with fetus in the stomach. Rose was still hearing the doors of the maternity closing in front of her family.
“We found ourselves facing helplessness. “And forced to go back to the morgue. She did not have the idea to “operate” Monique, but she acceded it fully. The use of a simple knife was even considered.
It was also discussed to call upon the mortuary attendant, who declined but suggested the use of a blade. Immediately a blade was bought at the pharmacy of the hospital for a sum of 200 F CFA (0.30 euros), along with a pair of gloves. Rose chose to perform her operation just in front of the closed doors of maternity, “in case the new-borns were in need of oxygen.”
A gesture of despair
The mother of a 10 years old albino, said she took great care, she does not remember to have trembled or hesitated. A devout Christian, She said she prayed and “asked the Lord to harden [their] hearts for what she experienced. Once it was all over, she was filled with Deep sorrow and regret, not to have acted earlier.
She is convinced that procrastination of hospital staff condemned the children: “I do not know if the Hippocratic oath has any meaning here. We saw arrogance and condescension caregivers. I came in a taxi. Things might have been different if we had arrived in 4 × 4 Prado. ”
To those who judge her indecent gesture – she knows they are many – who know that she did this act because she is “human and a mother,” but in no case for traditional reasons, as it has sometimes been said. Rose added that she would never be forgiven for not attempting anything. She is pleased to have contributed to exposing the flaws in the health system in Cameroon.
Since then, the family has rallied around her. A group of lawyers under the leadership of Dominique Fousse also defended her. “An invaluable support,” of gratitude from the small trader who never finished high school. What surprised her most was the mobilization of the population. Nearly 500 people took to the streets of Douala, on 13 March.
“In Cameroon, there is a strong awareness of the existence of social classes. There is also the idea that everyone should remain at silent. But this mobilization has shown that these classes could join on many fronts. ”
The young lady also knows that politicians can good strives from it. John Fru Ndi, the chairman of the Social Democratic Front (SDF,) for example, gave her family the sum of 150,000 CFA francs and other gifts in kind.
The young woman, who is not accompanied by any psychologist, swears that she would help with the same determination. She is pleased to have contributed to exposing the flaws in the health system in Cameroon, convinced that there will be an effect from the incident of 12th of March. “People say what they think but my gesture is a lesson for doctors, for society, for every human being, to end the discrimination towards others.”
THE MATERNITY WAS NEW
Laquitinie is the second largest hospital in Cameroon after Yaoundé Central Hospital. Irony of the matter is that, the drama took place less than a month after the inauguration of the new maternity Ashanti Diamant.
The Minister of Health presented it as an advanced unit to facilitate the care given to pregnant women and new-born babies. The new facility was intended to reduce infant and maternal mortality, which is very high in Cameroon (on average 700 women 100 000 die in childbirth, and 100 babies 1 000 die at birth). The neonatology department has 65 beds, 30 bassinets, two rooms to accommodate premature and five incubator”
The scenario herein is not an isolated case however, Mrs, Anafack BIBISH, is a victim of similar circumstances in the same metropolitan, diagnosed twins three months before her expected date of delivery, I was un-avoidably absent from our facility when she went into premature labor at seven months gestational age. “doctor, you are the cause of my misfortune if you were on seat that day that I came knocking you would have saved those children” says Mrs, Anafack, weeping as she explains with bitterness. 
According this unfortunate woman, she know well how not only women are treated in hospitals around the country especially public hospitals reason why she had chosen and had been successfully managing here previous pregnancies in our facility but what happen this time around that without any previous malaise, she suddenly went into an embarrassing contractions and immediately rushed to our facility for help but unfortunately to be told I travelled home for the memorial celebration of my father. 
Feeling disappointed and frustrated, she went on to explain she resorted to the catholic hospital in Bonaberi where she had her shock from a Christian health facility staff who treated her with little or no humanity feeling. She was left to fend for herself on the delivery table until the mother with whom they were vexed with such inhumane treatment took her out to go to another hospital but notice along the way that it was late to do so and were forced to go back. Angered by this attitude towards women in pregnancy, the mother took the staff on their heals who out of humiliation and disgrace, had to reluctantly delivered the premature babies yet into another traumatizing situation so she said. The premature babies were referred to another hospital with incubators, from grace to grass madam Anafack explained that in Protestant hospital Bonaberi where they were sent, she met thirteen other premature babies and with hers fifteen but at the end of it all none of the premature survived. Mrs. Anafack’s twins and the thirteen others passed away. What and unfortunate situation. What happened I asked this miserable woman who could not contain her tears over what happened to her. 
She says, “in the room where our children were kept, each women was responsible for feeding her child, when you baby cries you go in there and remove the child small as they were express breast milk and give them all the staff could do was to come round to find out whether we were attending to the children as instructed or not” I noticed ants covered the baby in the next incubator when I entered there to attend to my kids. What a thought breaking story from the needies in health facilities. 
According the President’s Plan for AIDS Relief (PEPFAR), women and children in Sub Sahara Africa are not dying due poverty. They rather die as a result of lack of education and ignorance because lessons they are supposed to taught by health providers hardly gets to them and so the basic health care information that would have helped them prevent those preventable diseases is hardly attained living the population in in ignorance hence taking uninformed decisions that adversely affects them especially the vulnerable women and children with and ever rising rate in Sub-Sahara-Africa. But are the stakes, the instituted acts of indecency, inertia and inhumane treatment of patients and care givers by health care providers in medical and health facilities as mentioned herein. It baffles me to see that even those at the head of healthcare facilities condone this practices of their colleagues in other health disciplines like administration and the nursing fraternity.
We are all witnesses of the indecency of workers in public hospitals around Douala facilities that according to policies in the health sector are those we are supposed to look up to for and that has to serve as role models and those through whom we oath to be answerable to and through whom to channel our feedbacks to the ministries of health making our services to those in need most profitable and awesome as well as admirable and attractive for others to follow suit.
Few days after delivering my junior sibling to a male child I found myself seeking for help following the sudden swelling of the child’s abdomen and dyspnoea. I had made it known and clear to my family that given the approach of health care providers in Douala, on no occasion should I be rushed in times of need to any of these facilities. 
With this in mind therefore, I had the choice of rushing my nephew to the Presbyterian hospital in Bepanda an institution managed by the Presbyterian Church from the North West Region of Cameroon and with completely a different approach all together in attending to the sick.
 This research experience is not in any way trying to belittle the effort of our fellow Francophones in attending to the sick as well but it is rather and opportunity for us to share best practices in caring for those we willingly chosed to serve and those we took an oath of office to serve without prejudice.
We are in a position to self-evaluate our attitude vis-à-vis what we were taught to do in contrast with the effective implementation of what is expected in the field and how cultural bias varies from one culture to the other in this case we will overwhelmingly accept that the approach of the healthcare providers in Baptist hospital in the Anglophone region is different from that of the same hospital healthcare provider in the Francophone regions of Cameroon and in other French speaking countries, Guinea Conakry another typical example to sight. The few Francophones whom I referred to Big Mbingo hospital testified this great disparities mentioned herein. But why all these the research unfolding will clarify all of these and more. 
At the reception of the Presbyterian hospital where I was still to be seated, someone tap at my shoulder asking me “dad your baby appears to be very sick” turning round I saw it was the Dr. who spotted from his consultation and immediately came out to avoid delayance at the reception as he instructed those in charge to rather follow us with a card and thermometer to his office. Behold I was given human reception and the emergency treated reserved for emergency situations like what I was going through. 
As the doctor arrive his door he politely as ked for the permission of those waiting to be consulted to attend to me before and immediate consulted the child exclaiming to me, he said with an immediate effect I should rush the child to the catholic hospital where there is a surgeon for babies and that he was not and there was none in their facility. He offered to pay for the thermometer and card while assigning a nurse to lead us to the taxi park and give directive to the transporter on where to take us to. 
The same reception was given us like in the Anglophone Catholic hospital by the Nuns in charge but unfortunately the surgeon said she only operate children from 2 and above. This was the beginning of the hell to follow. She directed us to a protestant hospital in the city purely managed by those of the French expression. Going there for my very first and hearing about a protestant hospital I felt comforted going to meet people who actually have the fear of God but unfortunately what I experience the worst than what happens in public hospital in the city.
The nightmare started at the reception of this hospital as the receptionist sighed when she saw the baby and the referral documents from one hospital to the other, saying to herself in French “je ne sait pas ci le chirugiene mallunet qui a passer la nuit jus-que a mentenant vas accepter de regardee l’enfant ci o” meaning that she doesn’t know whether this this wicked surgeon who passed the whole night working up till now will have the time again to listen to and attend to this child o and as she said so turning towards what appeared to be which of course it was the door of the theatre, a slimy gentle man was seen emerging in his whit overall onto the veranda. 
The receptionist rushed out with the child’s card and as I also follow together with the mother of the baby. Surprisingly the surgeon declined listening nor even looking at the dying child in my hands saying “ mon l’heur et arrive” meaning my time is over feeling furious and undressing himself along as he disappears living me frustrated and highly disappointed I called for advice from expert and we resoled that I bear to the very Laquintinie hospital of “Monique Koumatékel”. Well saying it over and over again is like carrying out the same procedure and expecting different results. 
What is of importance to not is that public hospitals in Cameroon, I say Cameroon because it is a matter of policy and so Douala shouldn’t be and isolated case, are out to extorted from the very poor whom jointly constitute the Cameroon considered one of the “poor and heavily indebted countries in the world”. It’s unfortunate that within 15 minutes over 74000 f about $160 US was already extorted from me for an emergency that never was attended to as such yet monies spent and the baby ended up in his early grave.
It is bad and we need to fight hard in order to shun this malpractices in the public health sector which from frank points of view is already constituted and a cankerworm that has taken hold and is spreading in other health facilities especially in the Littoral Region and I think in other places as well.  There yet much to talk of the indiscipline and unethical behaviors not only in Cameroon public hospitals but also in lay private facilities where Laboratory technicians openly announce the lab results of patients in the midst of other patients waiting to collect their results so much so that my client who went for CD4 count and Viral Load tests collapsed when her results were declared as such. 
As if that was not enough, the technician instead of intervening to help the victim she escaped living the miserable woman at the mercy of the fellow patients to help her. Thanks to them an emergency team was called in to arrest the situation. What a mess! and disgrace to a noble profession like the health care profession that has been desecrated by the very people we look up to for an exceptional moral standard.
The scenarios are multifaceted and as if my client was actually ordained to be used as a tool in exposing malpractices of healthcare providers, the same thing still happened to her even when she decided to change hospital and laboratory. The later pleaded guilty and was dismissed while the administration of the former defended their staff promising never to receive request for lab tests from without their hospital. 
Mrs. X, mother to twins survived an imposed caesarean section after a facility head failed in induced labor as he prepared the documents to personally take this woman pregnant with twins for surgical delivery, so says the woman who was transferred to our facility same day. E have a lesson to learn and also to teach ourselves.  
Augmenting labor and inducing labor as well is life and can be dangerous worst of it is even doing so with multiple gests and further more with foetuses in sitting position like it was the case of this woman whom delivered as the last resort because of the situation she presented with, including fetal distress resulting from defecation as induced contractions persisted and the positions implicating dilatation process and progress. This as she explained, had spontaneous rupture of membranes and was losing fore-waters and without contractions as yet which of course is normal with the only risk being infection into the womb and this is an obstetrical responsibility to educate on safe toileting that keep out invading microbes. 
The basic “ Health care Information For All {HIFA}” is yet to be fully implemented in Cameroon as is availability and its circulation with health facilities remains a scarce commodity reserved only for the privileged few who are of the service reason why they use the ignorance of the patient who look up to them for help in enriching themselves. 
The presidents emergency plan for aids relief Pepfar designates and insist that children be breast fed up to 3 years, this is a strange story to most of the women whom since 2014 that the training workshop to that effect took place with me representing Mambanda health area in that training that bought together representative from across health facilities in Douala both public, lay private and private health facilities alike. The raisondetre included but not limited to the exposure of flaws of health care providers and how comprehensively we can share best practices and show gratitude to mankind for making a difference in society.   
The most critical mome3nt in a woman’s life is during her reproductive age and most importantly when she is going through her gestational period reason why we are there in the first place in guiding through to taking informed decisions that positively impacts their welfare and reducing incidents of precipitated deaths that could or are preventable in the lives of and with their children inclusively too. 
It is very important that in contrast to our findings corroborating facts and variables in our research some contributors come in to give a clearer very on the legality under show in most of our institution-health to be precise so that there is reason for policy to take an already informed decision. On hand to through more light in as much as the quality of care in health facilities are concern, . went back home to give a picture on the situation in a public hospital in a typically Anglophone government own hospital “the Bamenda Regional hospital in the English speaking region of the north west of Cameroon: The Quality of Healthcare Rendered in the Regional Hospital Bamenda, North West Cameroon and Assessing the Patients Experiences Bodzewan Emmanuel Fonyuy* and Abimnui Patience Wayihm College of Nursing, University of Bamenda, PMB 20, Bamenda, Cameroon Bodzewan Emmanuel Fonyuy College of Nursing, University of Bamenda PMB 20, Bamenda, Cameroon Tel: +237675044592 E-mail: ebodzewan@gmail.com
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Abstract
Introduction: the study investigated the prevalence of stillbirth at the Buea regional hospital, by taking cases of pregnant women who attended antenatal clinic(s) and those who did not attend but had their deliveries at the Buea regional hospital. The study specifically estimated the prevalence of stillbirths; identified possible risk factors associated with stillbirths, and determined whether the number of antenatal clinic visits is related to the occurrence of stillbirths-because during antenatal clinic visits, pregnant women are educated on risk factors of stillbirths such as: preterm deliveries; sex of the stillbirth; history of stillbirth; history of abortion(s); what age group of mothers are more likely to have a stillbirth.
Methods: the study was a hospital based retrospective study at the maternity in which there were 3577 deliveries registered at the Buea regional hospital dated May 1st, 2014 to April 30th, 2017. With the aid of a checklist data was collected, analyzed and presented with the use of tables, pie-charts and bar charts.

 
Results: the prevalence of stillbirths was 26‰; possible risk factors associated with stillbirths included: preterm deliveries; women aged 20-29 years; history of abortion(s); a history of stillbirth; sex of stillbirths were more of females than males; and insufficient antenatal clinic attendance (≤1 antenatal clinic attendance) had more stillbirths.
Conclusion: the study established that stillbirths can occur in any woman of child-bearing age. possible risk factors associated with stillbirths included: preterm deliveries; women aged 20-29 years; history of abortion(s); a history of stillbirth; gender of stillbirths were more of females than males; and insufficient antenatal clinic attendance (≤1 antenatal clinic attendance) had more stillbirths.
Introduction   Down
Stillbirth is defined as "a baby born with no signs of life at or after 28 weeks of gestation" [1]. It is also defined as the delivery of a dead fetus whose birth weight is more than 500g [2]. One hundred years ago, stillbirth rates as high as 50 per 1000 births were common. Now, rates of less than 5 per 1000 are often seen-more than a ten-fold reduction. Many of the interventions that prevent stillbirth, including antenatal care, hospitalization for delivery and caesarean section for fetal distress were introduced in high income countries after 1935-1940. In high income countries, it is now uncommon for stillbirths to occur at term, or intrapartum. Stillbirth rates in some low and middle income countries, and especially those with low health system coverage and quality, approximate those seen in high income countries a century ago (e.g. 30 to 50 per 1000 births) [3]. In the year 2015, there were 2.6 million stillbirths globally, with more than 7178 deaths a day. The majority of these cases occurred in developing countries. Ninety-eight percent occurred in low and middle income countries. About half of all stillbirths occurred in the intrapartum period, representing the greatest time risk. The estimated proportion of stillbirths that are intrapartum varies from 10% in developed regions to 59% in South Asia. 75% of all stillbirths in South Asia and sub-Saharan Africa, and 60% occurred in rural families from these areas. This reflects a similar distribution of maternal deaths and correlates with the areas of low-skilled health professional attendants at birth. The rate of stillbirth in sub-Saharan Africa is approximately 10 times that of developed countries, where the trends of the number of stillbirth has declined by 19.4% between 2000 and 2015, representing an annual rate of 2% [1]. There was an estimated stillbirth rate of 25.5 per 1000 births for developing countries in the year 2000, with sub-Saharan Africa representing the highest rate (32.2 per 1000 births or a total of 889,697), followed by South Asia (31.9 per 1000 or a total of 1,286,231 births, while stillbirths range from 5 per 1000 in rich countries to 32 per 1000 in South Asia and sub-Saharan Africa [4].

 Methods Up    Down
Study design: this study was a hospital based retrospective study. Records at the maternity unit were studied dated from 1st May 2014 to 30th April 2017.Settings and population: all women who gave birth (both through caesarean section and normal delivery) at the Buea regional hospital.
 Selection criteria
 Inclusion criteria: all deliveries at the Buea regional hospital within the time frame. Deliveries dated from May 1st, 2014 to April 30th, 2017.
 Exclusion criteria: transferred cases of deliveries. Incomplete documented files where not assessed.
 Sample size and sampling: all delivery files at the Buea regional hospital dated May 1st, 2014 to April 30th, 2017. This study was a hospital based retrospective study of records at the maternity unit.
 Data collection: the data for this study was collected using a checklist which had two parts; SHEET ONE for the outcome of all deliveries (both caesarean sections and normal delivery) and SHEET TWO for only women who had stillbirth(s). The checklist was divided into rows and columns which had demographic variables, preterm deliveries, term deliveries and post term deliveries, sex of the stillbirth, history of stillbirth, history of abortion and number of ANC's attended. As well as various age groups (<20yrs, 20-29yrs, 30-39yrs, ≥40yrs). The data obtained was tallied under the various columns with different colors of ink to indicate the various parameters under each age group. This helped facilitated the interpretation of results, for example: a preterm delivery was indicated in black ink, term deliveries in blue ink, post term deliveries in green ink and stillbirths in red ink.
Ethical consideration: ethical clearance was obtained from the Faculty of Health Sciences (FHS), University of Buea and was presented at the Regional Delegation of Public Health to seek for authorization to collect the research data and it was approved. A copy of the authorization letter was presented to the director of the Buea regional hospital for approval and a letter of permission was obtained from the director as well as from the general supervisor of the Buea regional hospital.
 Data analysis: after data was collected, it was entered into a software version where it was checked for its completeness, cleaned and analyzed accordingly. Frequency tables and graphs were used to describe some variables.
 Results Up    Down
Presentation and analysis of data: during the period of study, there were 3577 deliveries at the Buea regional hospital, of which 93 were stillbirths giving a prevalence of 26 per thousands. With respect to age, patients were divided into four groups: < 20years; 20-29years; 30-39years; ≥40years.
Age range of parturient: among the 3563 parturient, of those less than 20 years (<20years): had 46(1.2%) preterm babies, 160(4.47%) term babies, and 10(0.28%) post term babies. Of those parturient between 20 and 29 years (20-29years); had 237(6.63%) preterm babies, 1812(50.66%) term babies and 66(1.85%) post-term babies. Parturient between 30-39years: had 80(2.24%) preterm babies, 1071(29.94%) term babies and 46(1.29%) post term babies; while for those ≥40years, had 6(0.16%) preterm babies, 40(1.12%) term babies and 3(0.07%) post term babies (Table 1).
 Civil status of parturient: two thousand and ninety one (61.49%) of the women were married and 1372 (38.51%) were unmarried giving a total of 3563 (100%) women.
 
Employment status of parturient: one thousand and fifty eight mothers were employed which gave 52.15% as compared to 1705 mothers who were unemployed which gave 47.85% (Table 2).
 Gender of the babies: there were 2013(56.27%) females and 1564(43.72%) males of the 3577 deliveries (Figure 1).
 Gestational age for all deliveries: among the 3577 deliveries; 369 (10.32%) were preterm, 3083 (86.19%) term and 125 (3.49%) post-term deliveries (Figure 1).
 Parturient with stillbirths: there were 93 stillbirths, with mothers aged between 20-29years recording 57(61.3%), followed by mothers aged 30-39years, 20(21.5%) and trailed by mothers aged ≥40years 3(3.2%) (Table 3).
 Time of occurrence (gestational age) of stillbirth: stillbirth occurred most in pre-terms 56(60.2%), followed by term births - 31(33.3%) and lastly 6(6.5%) stillbirth in post-term (Table 4). 53(57%) of the stillbirths were females while 40(43%) were males (Figure 1).
 History of stillbirths: of the 93 stillbirths, 3(3.20%) mothers had a history of stillbirth as compared to 90(96.86%) who had no history of stillbirth (Figure 1).
 History of abortion: among the mothers who had stillbirth, 7(7.5%) have had an abortion in the past as compared to 86(92.5%) mothers who did not have an abortion (Figure 1).
 Number of antenatal clinics attended by each parturient: fifty nine stillbirths (63.4%) was recorded by parturient with ≤1 ANC; 21 stillbirths (22.6%) recorded by parturient with 2 ANC; 10 stillbirths (10.8%) recorded by parturient with 3 ANC and 3 stillbirths (3.2%) recorded by parturient ≥4 ANC (Figure 1).

 Discussion Up    Down
This study was meant to estimate the prevalence of stillbirths at the Buea regional hospital in Meme Division. The result from this study will help health care providers and the population on the prevalence of stillbirth and some possible risk factors associated with the occurrence of stillbirths in our setting. The information from this study came to the conclusion that there were 3563 parturient, those aged; less than 20 years (<20years) had 46(1.2%) preterm babies, 160(4.47%) term babies, and 10(0.28%) post term babies. Those aged between 20 and 29 years (20-29years); had 237(6.63%) preterm babies, 1812 (50.66%) term babies and 66(1.85%) post-term babies. Parturient aged between 30-39years: had 80(2.24%) preterm babies, 1071(29.94%) term babies and 46(1.29%) post term babies; while for those aged ≥40years, had 6(0.16%) preterm babies, 40(1.12%) term babies and 3(0.07%) post term babies. There were 3577 deliveries at the Buea regional hospital, of which 93 were stillbirths giving a prevalence of 26 per thousands. The stillbirth rate of 26 per thousand in this study equals that reported in the year 2009 in Cameroon [5]. Approximately equals to 25.5 per 1000 births for developing countries in the year 2000 and lower than 32.2 per 1000 births in sub-Saharan Africa in which Cameroon is inclusive [5]. It is equal to the average stillbirth rate in developing countries which has been reported to be 26 per 1000 births [6]. The stillbirth rate was significantly higher as compared to stillbirths of other developed countries such as Sweden which had a stillbirth rate of 3.6 per 1000 births [7]. The stillbirth rate of 26 per 1000 in this study is approximately five times higher than that of 5 per thousand in developed countries [6]. Stillbirths occurred most in pre-term births 56(60.2%), followed by term births 31(33.3%) and lastly 6(6.5%) stillbirths in post-term deliveries. This study is in line with results found in a journal which stipulated that stillbirth rates were high and was predominantly associated with preterm births [8]. Mothers aged between 20-29years recorded the highest rate -57(61.3%), followed by mothers aged 30-39years, 20(21.5%) and trailed by mothers aged ≥40years 3(3.2%). This is in line with results which noted that, after the introduction of routine prenatal diagnosis in McGill populations, women aged 35 years and above had fewer stillbirths as compared to their younger counterparts [9]. Furthermore, 3(3.20%) mothers had a history of stillbirth while 90(96.86%) had no history of stillbirths. This view is also shared with reports of past induced abortion, and a history of stillbirth are among other factors associated with stillbirths [6]. Also, 7(7.5%) mothers have had an abortion in the past while 86(92.5%) mothers have never had an abortion. This view is also shared with reports stated that other factors associated with stillbirths were severe anemia, low serum folate concentration, past induced abortion, and a history of stillbirth [6].
Stillbirths occurred more in mothers who had attended fewer antenatal clinic. It occurred more in mothers who attended ≤1 ANC which was 59 stillbirths (63.4%); 2 ANC attendance which was 21 stillbirths (22.6%); 3 ANC after which accounted for 10 stillbirths (10.8%) and those with ≥4 ANC attendance had the least number of 3 stillbirths (3.2%). Furthermore, other reported risk factors for stillbirths were: maternal syphilis, maternal malnutrition; and lack of antenatal care: which improving the use of antenatal care, and nutritional status of the mother could effectively contribute towards reducing the unacceptably high burden of stillbirths in developing countries [10]. Results from this study of 53(57%) stillbirths where were females while 40(43%) were males was probably as a result of the fact that more females were delivered. Same observation was found in a research which was to determine whether the risk of stillbirths was associated with male fetal sex was modified by fetal growth >500g between 28-43weeks of gestation in Scotland between 1980 and 1996. The results concluded that male fetuses were at an increased risk of stillbirths and also there was a significant negative interaction between male and increasing birth weight in term, but not preterm deliveries [11]. Results of this study showed that stillbirths occurred more in mothers who had attended fewer antenatal clinics. It occurred more in mothers who attended ≤1 ANC which was 59 stillbirths (63.4%), those with 2 ANC attendance which was 21 stillbirths (22.6%); those with 3 ANC attendance recorded 10 stillbirths (10.8%); and those who attended ≥4 ANC had the least number of stillbirths - 3(3.2%). In developing countries risk factors of stillbirths are: maternal syphilis, maternal malnutrition; and lack of antenatal care which improving use of antenatal care, nutritional status of the mother could effectively contribute towards reducing the unacceptably high burden of stillbirths. Investigated risk factors associated with stillbirths using personal interviews and medical records abstraction in a hospital-based case control study in Thai Nguyen Province-Vietnam concluded that improved maternal health education and care in all communities may reduce the burden of fetal loss in that province which can be gotten at antenatal clinics [10,12].
 Limitation of the study: records were not well organized, making the task of data collection difficult.
 
Conclusion Up    Down
It was concluded that, the prevalence of stillbirths was 26 per thousand, possible risk factors associated with stillbirth includes: the gestational age of the baby - prevalent in preterm deliveries; age (20-29years); females are more prone to stillbirths than males; a history of abortion; and insufficient ANC attendance (≤1 ANC attendance) are at high changes of having a stillbirth.
What is known about this topic the prevalence of still-birth;
Possible risk factors associated with the occurrence of stillbirths;
Which areas of the globe have the least or highest occurrence of stillbirths.
What this study adds.
Educates health personnel and researchers about the prevalence of stillbirths;
It also educates health personnel and the population at large on some possible risk factors of stillbirth and what can be done to lower it;
It reveals an estimate on what the present occurrence of stillbirth might be in our setting and helps to fight against some cultural beliefs in our setting because when pregnant women come for ANC, they are educated for example on their feeding habits because some of them say when they eat roasted plum, it makes the baby to be dark in complexion when delivered.






Chapter 7: Recommendations for Future Research.
Any recommendations and projections for a proper facility as well as standard of care provision including providers change of attitude towards the sick and the woman and child during labor and delivery. 
These therefore, are the focal steps to a meaningful remedies that can transcend the paradigms and meeting some of the most important things and issues that matter a lot in the welfare of the woman the children and even the adolescent children within the global health agenda.
When the causes of problem[s] are gotten the solution barely follows and the effects or complications tend to be avoided or even reduced to a scale that will positively impact health. Remuneration of workers is a reason for the disparities that is today almost like constituted way of service to the patients and pregnant women birthing is not and should not persist.
ACCORDING TO THE UPDATED GLOBAL STRATEGY
FOR THE POST-2015 ERA:
“To ensure health and well-being for every woman, child and adolescent, we must build on what has worked in the past and use what we have learned to overcome existing and emerging challenges. Fulfilling the Global Strategy and achieving the Sustainable Development Goals (SDGs) will require new evidence-based approaches backed by innovative and sustainable financing mechanisms, such as the Global Financing Facility in support of Every Woman Every Child. The updated Global Strategy includes adolescents because they are central to everything we want to achieve, and to the overall success of the 2030 Agenda. By helping adolescents to realize their rights to health, well-being, education and full and equal participation in society, we are equipping them to attain their full potential as adults.
The three overarching objectives of the updated Global Strategy are Survive, Thrive and Transform. With its full implementation—supporting country priorities and plans and building the momentum of Every Woman Every Child—no woman, child or adolescent should face a greater risk of preventable death because of where they live or who they are. But ending preventable death is just the beginning. By helping to create an enabling environment for health, the Global Strategy aims to transform societies so that women, children and adolescents everywhere can realize their rights to the highest attainable standards of health and well-being. This, in turn, will deliver enormous social, demographic and economic benefits. It is a grand vision. But it is achievable. By implementing the Global Strategy we can deliver a historic transformation that will improve the lives of generations to come. To that end, I will continue to mobilize ambitious action from global leaders and promote the engagement of all sectors of society. Together, we can end the preventable deaths of women, children and adolescents everywhere and create a world in which, for the first time in history, all can thrive and reach their full potential”. BANKI MOON SG UN, 2010.
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Yaoundé, Cameroon—On the occasion of the World Pharmacists Day under this year’s theme, “Pharmacy: Always Trusted for Your Health,” the U.S. government, through the United States Agency for International Development (USAID), donated health and safety equipment to the Regional Fund for the Promotion of Health in Douala to strengthen the supply chain and increase availability of safe medicines and essential commodities for health facilities in the Littoral region.
USAID/Cameroon’s Country Representative Paul Richardson said: “The United States government provides support to Cameroon's 10 Regional Funds for the Promotion of Health to establish and implement a last-mile distribution strategy to deliver lifesaving medicines to about 350,000 HIV/AIDS patients. With an investment of about 38 billion CFA (USD$68 million) since 2011, we have provided technical assistance, logistics support, minor infrastructure upgrades, and the procurement of HIV/AIDS and malaria commodities for Cameroon, as well as supported the shipment of 303,050 doses of COVID-19 vaccines to Cameroon through the COVAX mechanism.”
USAID donated a generator, computer equipment, smoke detectors, and fire extinguishers, aimed at improving last-mile delivery operations, warehouse storage conditions, and inventory management of health commodities. Cameroonian officials in attendance included Regional Delegate of Public Health in the Littoral Region Dr. Albert Mambo, Director of Pharmacy, Medicines and Laboratories Dr. Sadou Salihou, Administrator of the Regional Fund for Health.
Promotion Dr. Joseph Marie Bikoti, Coordinator of the Regional Technical Group Dr. Victorine Noelle Nicole Yongu, and President of Cameroon’s National Order of Pharmacists Dr. Franck Nana.

 WE ALL AGREE THAT EVEN THOUGH SUSTAINABILITY EFFORTS OFTEN LACK BEHIND IN MOST OF THE ABOVE WRITE UP ON GOVERNETS POLICIES AND IMPLIMENTATIONS OF RECOMMENDATIONS, IS HOWEVER IMPORTANT TO ALSO APPRECIATE THE IMPLEMENTATIVE EFFORTS AS WELL FROM ITS ONSET. SUCH IS TRUE OF THE EFFORST OF CAMEROON AND HER PARTNERS SUCH AS USAID.
I the interest of what I do as a profession, and in much of that I have as a duty to see how I can contribute in my own little way to my countries bite to help in the prevention of the transmission of HIV virus from mother to child in response to the UNs sustainable development goals by 2030 from a global point of view and approach.
While education of the people remains the best approach in fighting every illness, some gaps that harper educative efforts from effective working to that effect must not be ignored or underestimated. Policy makers and state government must include all stake holders in health as well as the society in meetings aimed at fighting the disease and other emerging and reemerging diseases and pandemics like the current COVID-19 pandemic. 
The millennium development goals just ended by 2015 did a huge job and achievements in the search for lasting solutions to the transmission of PMTCT) efforts while leaving recommendations for the sustainable development goals.
From a global point of view here are some efforts made and effective recommendations to deplore in making meaningful changes to that effect: njumbbenedict@yahoo.ca
Eliminating Mother-to-Child Transmission of HIV by 2030: 5 Strategies to Ensure Continued Progress
Alexandra C. Vrazo, a David Sullivan, a and Benjamin Ryan Phelpsa
ENORMOUS PROGRESS IN PMTCT
Over the last 3 decades, prevention of mother-to-child transmission (PMTCT) of HIV programs have been at the forefront of HIV care and treatment innovation. The Global Plan Towards Eliminating New HIV Infections Among Children by 2015 and Keeping Their Mothers Alive, launched in 2011, set a series of ambitious targets for 2015 including the reduction of new HIV infections among children by 90% and AIDS-related maternal mortality by 50% from 2009 through 2015.1 The successful global movement to start all pregnant and breastfeeding women on antiretroviral therapy (ART) regardless of CD4 T-cell count or clinical staging (known as Option B+)2,3 set the stage for the World Health Organization's (WHO's) aptly named “Treat All” guidelines, which eliminated many long-standing barriers to HIV treatment.4 Meanwhile, data from several clinical trials—PROMISE, TEMPRANO, START, and HPTN 052—further demonstrated how outcomes improve with ART initiation at any CD4 T-cell count.5–8 These studies demonstrated lower morbidity and mortality, increased linkages to care, faster immune system reconstitution, and decreased HIV transmission in those starting ART sooner. The rapid scale up of Option B+ to more than 21 countries has demonstrated that programs designed to test and then quickly start treatment in all pregnant and breastfeeding women with HIV lead to increased enrollment, infections averted, and lives saved.9 The elimination of mother-to-child transmission of HIV in Armenia, Belarus, the Caribbean, Cuba, and Thailand is encouraging and historic. This multinational milestone provides a clear example of how a strategic approach can succeed when access to services is coupled with strong public health infrastructure, committed political leadership, coordinated engagement of multiple partners, sufficient funding, and a robust monitoring system.10, 11
The increasing awareness of the ART regimens and program strategies that best prevent vertical transmission of HIV has led to a dramatic increase in access to ART among pregnant and breastfeeding women over the last decade. Global ART coverage is now estimated at 77% of pregnant women living with HIV, while ART coverage of all people living with HIV is lower, at approximately 53%. In 22 of the countries with the highest HIV burden—which together account for 90% of the global unmet PMTCT need—ART coverage has almost doubled for pregnant women, with 7 of these countries reaching 90% ART coverage rates among pregnant women living with HIV.12 Moreover, mother-to-infant transmission rates are now below 5% in several countries, including Ethiopia, South Africa, and Tanzania, moving toward the criteria for elimination of MTCT, defined in part by lowering new HIV cases to fewer than 50 per 100,000 live births.9
These advances in PMTCT may signal to some that the mother-to-child transmission battle is won, or soon will be. This is unfortunately not the case. An estimated 90% of the new annual incident infections in children under 15 are still due to mother-to-child transmission, likely due to undiagnosed incident infection during the pregnancy or breastfeeding period, 13 and an estimated 2 million additional children under 15 will be living with HIV by 2020.14 To eliminate new HIV infections among children by 2030, we will need to build upon the successes and investments that have carried us this far. Below, we outline 5 actionable strategies that will consolidate the gains earned by PMTCT programs and help avoid reversals in progress already made.

 5. STRATEGIES TO PROTECT AND BUILD ON PMTCT GAINS
Strategy #1: Advocate for Intensified Political and Financial Commitment for PMTCT
The key take-home message from this article is this: Providers, policy makers, programmers, and communities must continue to advocate strongly for PMTCT, a platform that cost effectively saves 2 lives simultaneously (mother and infant) while preventing HIV and promoting family health. After the much-needed initial scale up of funding for global PMTCT programming and achievements in the earlier years of this decade, both funding and progress have slowed. The year 2015 saw the first global decrease in PMTCT funding since 2010, and further cuts are planned.15 As an example, PMTCT funding declined by 65% between 2013 and 2017 within the U.S. President's Emergency Plan for AIDS Relief (PEPFAR).16 While progress in antiretroviral (ARV) coverage for pregnant women showed rapid global scale up in the early part of the decade, increasing from the previous year by 17% in 2011 and by 13% in 2012, progress has slowed more recently, increasing by just 1.4% and 2.7% in 2016 and 2017, respectively.9
Providers, policy makers, programmers, and communities must continue to advocate strongly for PMTCT, a platform that saves the lives of both mother and infant while preventing HIV and promoting family health.
Advocates for sustaining PMTCT funding must frequently remind policy makers that PMTCT is cost-effective and protects not just 1 but 2 lives.17–19 Besides keeping mothers well, PMTCT protects HIV-exposed children from infection and decreases infant morbidity and mortality, thus reducing the need for infant ART and limiting HIV resistance.20,21 Leveraging the PMTCT platform to improve access to services to improve the health of mothers, infants, and children living with or at risk from HIV infection can help extend services efficiently in an era of increasingly limited resources. Family planning, nutrition, and maternal, neonatal, and child health services are often integrated, such as combining visits for immunizations with infant virological tests for HIV during the breastfeeding period.22,23 Other PMCT services can be integrated into immunization platforms, including rapid HIV testing of mothers who may have seroconverted during pregnancy, of those who did not come to antenatal care, or of those who did not receive an HIV test at antenatal care. Service integration is feasible across a variety of contexts, both in health facilities and in community settings, and can help protect recent hard-fought gains in child survival.24,25 With family planning, modeling exercises have shown that simple interventions such as the inclusion of contraceptives as part of the PMTCT package can have a greater impact on reducing the number of infants born with HIV infection than ARV drugs for PMTCT alone.26,27
Finally, PMTCT platforms can catalyze access to other HIV services, including HIV case finding for men and siblings through family-based models. Successful family-based interventions, such as “MTCT-Plus,” enrolled family members into care and treatment in countries including Côte d'Ivoire, Kenya, Malawi, and Thailand.28–31 MTCT-Plus is a comprehensive approach, linking PMTCT programs with HIV-specific primary and preventive care for the whole family.32 Conceptualized as a suite of services reaching entire families, the cost-effectiveness of PMTCT is compelling: Averting 90% of new pediatric infections alone would significantly reduce expenditures on pediatric care and treatment by country governments and donors. In addition to averting thousands of pediatric infections, a 90% decrease in PEPFAR's pediatric care and treatment costs could represent over $100 million in annual savings (based on PEPFAR planned expenditures in fiscal year 2017).
MTCT-Plus provides integrated services for the entire family, including clinical care and prevention, nutrition, family planning, counseling, and other supportive care, in both clinical and community settings.
Strategy #2: Continue Focused Innovation to Target High-Risk Populations
PMTCT program innovation ushered in an era of “Treat All” and family-based care. Building on PMTCT programs that have redefined the HIV landscape, future innovations in PMTCT policy frameworks and program design must sensitively target populations that bear the highest burden of the epidemic, including adolescent girls and young women ages 10–24 and female sex workers.
Adolescent girls and young women. The “youth bulge” in Africa, where 61% of the population is under the age of 24, has made adolescent girls and young women a major at-risk population for HIV infection,33 where they now account for nearly 75% of new HIV infections in sub-Saharan Africa.34 Besides new incident infections, a substantial number of new HIV-positive diagnoses are made in parentally infected adolescents.35,36 Together, these new and previously undiagnosed adolescent infections could represent a large contribution to new infant infections.
Female sex workers. HIV prevalence is an estimated 13.5 times higher among female sex workers than the general female population.37 The majority of female sex workers worldwide are mothers, and PMTCT platforms represent a unique opportunity to reach and retain these women and their infants in HIV care.38–40 However, due to criminalization, stigma, discrimination, and violence, access to respectful antenatal and postnatal care remains elusive for them, and poor HIV-related outcomes for mothers who identify as female sex workers and their infants are sadly all too common.39,41–43 Programmers can use innovative approaches such as differentiated service delivery models that simplify and adapt HIV services to better meet the needs of people while reducing burdens on the health system44 and stigma measurement tools for key populations45 to inform the design of respectful, sensitive, and stigma- and discrimination-free services to ensure that pregnant and breastfeeding female sex workers are not marginalized from PMTCT programs. Since a substantial proportion of incident HIV infections will occur in high-risk women who are pregnant and breastfeeding, to truly eliminate mother-to-child transmission and to achieve the 90-90-90 HIV treatment goals (by 2020, 90% of all people living with HIV will know their HIV status, 90% of all those diagnosed with HIV will receive ART, and 90% of those on ART will have viral suppression), it will be critical to incorporate periodic HIV retesting and PMTCT programming into both adolescent- and female sex worker-friendly sexual and reproductive health services.
Strategy #3: Refine Novel Service Delivery Modalities for the PMTCT Context
Novel HIV service delivery approaches are crucial to reducing the burden on health facilities in the era of universal treatment, and programmers must advocate that pregnant and breastfeeding women living with HIV are included in these approaches. WHO recently outlined key considerations for promoting differentiated service delivery for pregnant and breastfeeding women living with HIV.44 Under a differentiated service delivery model, people living with HIV who are clinically stable on treatment would need to make less frequent clinic visits than people who are ill and need intensive follow-up. As delivery models evolve to incorporate these considerations specifically for pregnant and breastfeeding women living with HIV, the package of PMTCT services should be deliberately developed to maximize the advantages of these models. Numerous studies have reported on the barriers for pregnant and breastfeeding women—including travel time, cost, and disclosure—that impact both access to and retention in care.46–51 Many of these barriers are being addressed by bringing services closer to where women live. For example, in South Africa, almost 90,000 stable individuals belong to community ART groups implemented by “Médecins Sans Frontières”. 52 These groups have promoted adherence among stable patients with enhanced viral load suppression and higher CD4 T-cell counts, and they have also improved linkages to other supportive services and retention in care.53,54 Appointment spacing and fast-track drug refills have also saved costs and increased retention by reducing clinical visits, the amount of time spent at the clinic, and staff workloads.55 Expanding the use of proven lay cadre platforms, such as mentor mothers and patient advocates, is another strategy to bring differentiated care models to pregnant and breastfeeding women.25,56,57
Recent WHO guidance for differentiated service delivery for pregnant or breastfeeding women highlights distinct considerations for clinically stable women who are accessing ART care at conception compared with women initiating ART during pregnancy or breastfeeding.
During development of differentiated models of ART delivery, it will be crucial for programmers to address the distinct needs of women in the pregnancy and breastfeeding periods, and to consider integration with maternal, neonatal, and child health services, including child health visits. To ensure increased uptake and scale-up of the recent WHO considerations for differentiated service delivery in PMTCT programs, programmers should seek out opportunities to innovate and to publicize any resulting successes.
Strategy #4: Recognize the Importance of Viral Load Monitoring During Pregnancy and Postpartum Despite the promise held by new ARV formulations like dolutegravir for pregnant and breastfeeding women, current first-line ARV regimens have great potential to eliminate mother-to-child transmission as long as regular viral load monitoring is performed to identify challenges with ART adherence or clinical failure. The pregnancy and breastfeeding period represents a time-limited window in which reduced adherence and spikes in maternal viremia, even with ART usage, put the mother and infant at risk.58. 
However, there has been inadequate attention to viral load monitoring in pregnancy and the postpartum period. Recent considerations suggest that the frequency of viral load testing should be increased during pregnancy and breastfeeding, with the goal of achieving suppression before delivery and maintaining suppression during breastfeeding.59 Proposed interventions include viral load testing 4 weeks prior to delivery to set the stage for postpartum interventions in the event of high maternal viral load, including targeted birth testing and enhanced ARV birth prophylaxis.59,60
Much additional research remains on viral load monitoring in pregnancy and postpartum that cuts across clinical, programmatic, and behavioral areas. As a simple step, health cadres already in use in PMTCT programs, such as mentor mothers, can be employed to create demand for viral load monitoring; sensitize and inform mothers about the prolonged risk that incomplete adherence carries; and provide adherence support to mothers. For breastfeeding mothers, the clinical visits for the infant (including newborn visits, immunization visits, and well-child visits) can be leveraged as opportunities to provide access to maternal viral load testing throughout the period of infant exposure.

Strategy #5: Harness Technology to Advance PMTCT's Impact
Technological advances in monitoring and evaluation and HIV diagnostics have the potential to further drive PMTCT program success. The Global Plan brought significant improvements to measuring PMTCT program outcomes, including low-tech longitudinal registers to track mother–infant pairs and an updated monitoring framework as countries moved to providing lifelong ART for women under Option B+.61,62 Despite these advances, ongoing core challenges to monitoring and evaluation include tracking women who move between general ART and PMTCT programs, monitoring maternal viral suppression, and assessing final infant HIV status. The individual medical record data needed to accurately determine these PMTCT outcomes are challenging to track in settings where health infrastructure is limited and electronic systems are not available.63 Several technologies have been used in PMTCT applications to complement paper-based systems to improve the collection and reporting of patient, facility, subnational, and national data to help programmers identify gaps in PMCT programming. Below are a few examples.
SMS-based reporting and messaging algorithms: Short message service (SMS) technology has been used widely for mobile health (mHealth) initiatives. Many of these initiatives, including Mom Connect in South Africa, have been used to provide bidirectional information to pregnant mothers and to health facility staff.64 Other SMS innovations in use for PMTCT include Uganda's nationwide weekly reporting system.65 Each registered PMTCT site reports weekly on 9 indicators by using mobile phones to text data, including on ARV and test kit stock-outs. In 2015, an average of 79% of the 1,687 registered PMTCT sites reported their data, which is received in a central database. This “small data” is analyzed and shared via an electronic dashboard to stakeholders including program managers, district health officials, and implementing partners to allow decisions on targeted technical assistance to sites. The online dashboard program is available publicly at http://dashboard.mets.or.ug, and a smartphone app is also available (B+Track). In Kenya, the HIV Infant Tracking System (HITSystem) uses algorithm-based computer and text messaging alerts. It was first demonstrated to improve the quality and efficiency of early infant diagnosis services in Kenyan hospitals and has been expanded to Malawi, Nigeria, and Tanzania.66 The tool links key stakeholders—clinicians, laboratory staff, and mothers—through web-based and SMS notifications with the goal of improving mother–infant retention in care and health outcomes. Lessons from SMS technologies have demonstrated that for successful use in PMTCT programs, early and sustained engagement with stakeholders, including mothers, health staff, and policy makers, is critical to effectively impact PMTCT outcomes.
Laboratory dashboards: A key challenge in monitoring mother–infant health outcomes in PMTCT programs has been ineffectively used paper-based systems, which hamper the timely return of maternal viral load and infant virological test results, including early infant diagnosis. Lengthy turnaround times also contribute to delays in clinical management and represent a major challenge to managing viremia in mothers and infants living with HIV alike. Dashboards to support the review of national viral load and infant virological test program data have been created in Kenya (http://eid.nascop.org/) and Uganda (https://edash.cphluganda.org/) by integrating open-source laboratory information systems with cloud-based servers. These dashboards allow customizable data views for metrics at the national and subnational level, including viral load suppression rates for pregnant and breastfeeding mothers; infant positivity rate; infant ART initiation rate; early infant diagnosis and viral load turnaround times; and district- and facility-level data disaggregation. Providers and program managers can monitor progress in real-time at the site and lab levels using these dashboards to complement patient-level data, and make adjustments to laboratory or clinical processes to ensure that women with high viral load and HIV-exposed infants receive care in a timely manner.
Novel point-of-care instruments: One of the greatest challenges of the PMTCT cascade is the infant diagnostic test. In high-burden HIV settings, it can be very challenging to get samples from the patient to the laboratory and back, and then to communicate those results to the parent.67 Point-of-care (POC) instruments have the potential to be used at birth or later for infant diagnosis per recent WHO guidelines. Though POC instruments require unique maintenance, reagents, and provider training,68,69 field evaluations have shown that POC instruments are feasible for use in infant diagnosis,70–73 where they increase infant retention in care.74 When coupled with effective clinical and community linkage processes, POC infant testing promises to increase access to testing and improvements in retention among those diagnosed.75
Innovative approaches to reporting and visualizing program and laboratory data online have helped PMTCT programs track results in near real-time in Kenya, Malawi, Nigeria, Tanzania, and Uganda.
Integration of POC instruments into the conventional laboratory diagnostic network and coordination of procurements and training are critical considerations for planners to ensure POC technology adds value to PMTCT programs for infant diagnosis.

 CONCLUSION
PMTCT programs have made significant strides over the last 2 decades, but global funding for HIV is in decline while new pediatric infections persist. To continue to advance PMTCT programs, advocates, public health practitioners, and policy makers have promising options, including the ones outlined in this article. Strategies such as these will help ensure continued progress toward the elimination mother-to-child transmission of HIV, one of the key global health challenges of our time.
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This notwithstanding, other coinfections might complicate the situation of HIV AND AIDS transmission from mother to child before during and after delivery such as:
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Abstract
Every year, an estimated 180 000 babies in the Western Pacific Region are infected by hepatitis B, 13 000 by syphilis and 1400 by HIV through mother-to-child transmission. (1) These infections can be largely prevented by antenatal screening, treatment and timely vaccination for newborns. Despite challenges in controlling each disease, major achievements have been made. National immunization programs have reduced the regional hepatitis B prevalence from over 8% in 1990 to 0.93% among children born in 2012. In addition, HIV testing and treatment have helped keep the regional prevalence of HIV infections at 0.1%. In contrast, the number of maternal syphilis cases is still high in the Western Pacific Region, with an estimated 45 million cases in 2012. Elimination of mother-to-child transmission of these infections cannot be achieved through vertically applied programming and require using and augmenting to the shared Maternal, Newborn and Child Health platform to coordinate, integrate and enable cost efficiencies for these elimination efforts. The Regional Framework for Triple Elimination of Mother-to-Child Transmission of HIV, Hepatitis B and Syphilis in Asia and the Pacific 2018-2030 offers such a coordinated approach towards achieving the triple elimination of mother-to-child transmission of HIV, hepatitis B and syphilis and provides guidance for decision-makers, managers and health professionals working in programs addressing maternal, newborn and child health, HIV, hepatitis, sexually transmitted infections and immunization.
These disheartening figures are from low and middle income countries LMIC, widely blamed for their low standard of living and the low educational attainment of the people too. However, the progress in reducing the prevalence incidence of as well as morbidity rates in these regions is critical of the intervention tools, efforts, personnel availability as well as may be, facilities that provide the venue for advocacies contacts towards the fight against complications that hamper efforts towards the effective prevention of mother to child transmission of HIV and AIDS. 
While the western world stands and continue to stand the chance of higher survival rate and low mortality as well as morbidity rates in same disease scenario, there lessons to continue learning and improving of the approaches we of the underserved communities need for our common survival. 
The Regional Framework for Triple Elimination of Mother-to-Child Transmission (EMTCT) of HIV, Hepatitis B (HBV) and Syphilis in Asia and the Pacific 2018-30 was endorsed by the Regional Committee of WHO Western Pacific in October 2017, proposing an integrated and coordinated approach to achieve elimination in an efficient, coordinated and sustainable manner. This study aims to assess the population impacts and cost-effectiveness of this integrated approach in the Cambodian context.
Methods: Based on existing frameworks for the EMTCT for each individual infection, an integrated framework that combines infection prevention procedures with routine antenatal care was constructed. Using decision tree analyses, population impacts, cost-effectiveness and the potential reduction in required resources of the integrated approach as a result of resource pooling and improvements in service coverage and coordination, were evaluated. The tool was assessed using simulated epidemiological data from Cambodia.

Results: The current prevention program for 370,000 Cambodian pregnant women was estimated at USD$2.3 ($2.0-$2.5) million per year, including the duration of pregnancy and up to 18 months after delivery. A model estimate of current MTCT rates in Cambodia was 6.6% (6.2-7.1%) for HIV, 14.1% (13.1-15.2%) for HBV and 9.4% (9.0-9.8%) for syphilis. Integrating HIV and syphilis prevention into the existing antenatal care framework will reduce the total time required to provide this integrated care by 19% for health care workers and by 32% for pregnant women, resulting in a net saving of $380,000 per year for the EMTCT program. This integrated approach reduces HIV and HBV MTCT to 6.1% (5.7-6.5%) and 13.0% (12.1-14.0%), respectively, and substantially reduces syphilis MCTC to 4.6% (4.3-5.0%). Further introduction of either antiviral treatment for pregnant women with high viral load of HBV, or hepatitis B immunoglobulin (HBIG) to exposed newborns, will increase the total cost of EMTCT to $4.4 ($3.6-$5.2) million and $3.3 ($2.7-$4.0) million per year, respectively, but substantially reduce HBV MTCT to 3.5% (3.2-3.8%) and 5.0% (4.6-5.5%), respectively. Combining both antiviral and HBIG treatments will further reduce HBV MTCT to 3.4% (3.1-3.7%) at an increased total cost of EMTCT of $4.5 ($3.7-$5.4) million per year. All these HBV intervention scenarios are highly cost-effective ($64-$114 per disability-adjusted life years averted) when the life benefits of these prevention measures are considered.
Conclusions: The integrated approach, using antenatal, perinatal and postnatal care as a platform in Cambodia for triple EMTCT of HIV, HBV and syphilis, is highly cost-effective and efficient.
For the sake of this research Thesis, I have chosen four case study zones namely: Western and Eastern Europe and North and South Americas 
Evaluating progress towards triple elimination of mother-to-child transmission of HIV, syphilis and hepatitis B in the Netherlands.
 Abstract
Background: In 2014 the World Health Organization (WHO) established validation criteria for elimination of mother-to-child transmission (EMTCT) of HIV and syphilis. Additionally, the WHO set targets to eliminate hepatitis, including hepatitis B (HBV). We evaluated to what extent the Netherlands has achieved the combined WHO criteria for EMTCT of HIV, syphilis and HBV.
Methods: Data of HIV, syphilis and HBV infections among pregnant women and children (born in the Netherlands with congenital infection) for 2009-2015, and data required to validate the WHO criteria were collected from multiple sources: the antenatal screening registry, the HIV monitoring foundation database, the Perinatal Registry of the Netherlands, the national reference laboratory for congenital syphilis, and national HBV notification data.
Results: Screening coverage among pregnant women was > 99% for all years, and prevalence of HIV, syphilis and HBV was very low. In 2015, prevalence of HIV, syphilis and HBV was 0.06, 0.06 and 0.29%, respectively. No infections among children born in the Netherlands were reported in 2015 for all three diseases, and in previous years only sporadic cases were observed.  In 2015, treatment of HIV positive pregnant women was 100% and HBV vaccination of children from HBV positive mothers was > 99%. For syphilis, comprehensive data was lacking to validate WHO criteria.
Conclusions: In the Netherlands, prevalence of maternal HIV, syphilis and HBV is low and congenital infections are extremely rare. All minimum WHO criteria for validation of EMTCT are met for HIV and HBV, but for syphilis more data are needed to prove elimination.
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Integrated approach for triple elimination of mother-to-child transmission of HIV, hepatitis B and syphilis is highly effective and cost-effective: an economic evaluation.
Chlamydia trachomatis, Neisseria gonorrhea, and Trichomonas vaginalis infections among pregnant women and male partners in Dutch midwifery practices: prevalence, risk factors, and perinatal outcomes.
Abstract:
Background: Antenatal screening for HIV, syphilis and HBV has been successfully implemented in The Netherlands, but data on other STI among pregnant women or male partners are limited. Our objectives: (i) to assess the prevalence of Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG) and Trichomonas vaginalis (TV) among pregnant women and male partners, (ii) to identify risk factors for these STI during pregnancy, and (iii) to identify adverse perinatal outcomes (APO) associated with STI.
Methods: Cross-sectional study. Pregnant women aged ≤ 30 years (n = 548) and male partners (n = 425) were included at 30 midwifery practices during 2012-2016. Participants provided a self-collected vaginal swab (women) or urine sample (men) and completed a questionnaire. Perinatal data were derived from pregnancy cards. APO was defined as premature rupture of membranes, preterm delivery, low birthweight, still birth, neonatal conjunctival and respiratory infections. Data were analyzed by logistic regression.
Results: STI were present in 2.4% of pregnant women (CT 1.8%, NG 0.4%, TV 0.4%), and in 2.2% of male partners (CT 2.2%, NG 0.2%, TV 0%). Of young women (≤ 20 years), 12.5% had a CT infection. Prevalent STI during pregnancy was associated with female young age (≤ 20 years vs ≥ 21 years) (adjusted OR 6.52, CI 95%: 1.11-38.33), male non-Western vs Western background (aOR 9.34, CI 2.34-37.21), and female with ≥ 2 sex partners < 12 months vs 0-1 (aOR 9.88, CI 2.08-46.91). APO was not associated with STI, but was associated with female low education (aOR 3.36, CI 1.12-10.09), complications with previous newborn (aOR 10.49, CI 3.21-34.25 vs no complications) and short duration (0-4 years) of relationship (aOR 2.75, CI 1.41-5.39 vs ≥ 5 years). Small-for-gestational-age was not associated with STI, but was associated with female low education (aOR 7.81, 2.01-30.27), female non-Western background (aOR 4.41, 1.74-11.17), and both parents smoking during pregnancy (aOR 2.94, 1.01-8.84 vs both non-smoking).
Conclusions: Prevalence of STI was low among pregnant women and male partners in midwifery practices, except for CT among young women. The study could not confirm previously observed associations between STI and APO, which is probably due to low prevalence of STI, small study sample, and presumed treatment for STI.
Keywords: Adverse perinatal outcome; Chlamydia; Gonorrhea; Midwifery practice; Pregnancy; Prematurity; STI; Trichomonas.
Abstract
Background: Antenatal screening for HIV, syphilis and HBV has been successfully implemented in The Netherlands, but data on other STI among pregnant women or male partners are limited. Our objectives: (i) to assess the prevalence of Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG) and Trichomonas vaginalis (TV) among pregnant women and male partners, (ii) to identify risk factors for these STI during pregnancy, and (iii) to identify adverse perinatal outcomes (APO) associated with STI.
Methods: Cross-sectional study. Pregnant women aged ≤ 30 years (n = 548) and male partners (n = 425) were included at 30 midwifery practices during 2012-2016. Participants provided a self-collected vaginal swab (women) or urine sample (men) and completed a questionnaire. Perinatal data were derived from pregnancy cards. APO was defined as premature rupture of membranes, preterm delivery, low birthweight, still-birth, neonatal conjunctival and respiratory infections. Data were analyzed by logistic regression.
Results: STI were present in 2.4% of pregnant women (CT 1.8%, NG 0.4%, TV 0.4%), and in 2.2% of male partners (CT 2.2%, NG 0.2%, TV 0%). Of young women (≤ 20 years), 12.5% had a CT infection. Prevalent STI during pregnancy was associated with female young age (≤ 20 years vs ≥ 21 years) (adjusted OR 6.52, CI 95%: 1.11-38.33), male non-Western vs Western background (aOR 9.34, CI 2.34-37.21), and female with ≥ 2 sex partners < 12 months vs 0-1 (aOR 9.88, CI 2.08-46.91). APO was not associated with STI, but was associated with female low education (aOR 3.36, CI 1.12-10.09), complications with previous newborn (aOR 10.49, CI 3.21-34.25 vs no complications) and short duration (0-4 years) of relationship (aOR 2.75, CI 1.41-5.39 vs ≥ 5 years). Small-for-gestational-age was not associated with STI, but was associated with female low education (aOR 7.81, 2.01-30.27), female non-Western background (aOR 4.41, 1.74-11.17), and both parents smoking during pregnancy (aOR 2.94, 1.01-8.84 vs both non-smoking).
Conclusions: Prevalence of STI was low among pregnant women and male partners in midwifery practices, except for CT among young women. 
The study could not confirm previously observed associations between STI and APO, which is probably due to low prevalence of STI, small study sample, and presumed treatment for STI.
Keywords: Adverse perinatal outcome; Chlamydia; Gonorrhea; Midwifery practice; Pregnancy; Prematurity; STI; Trichomonas.
 Abstract
Purpose of Review
With the expanded roll-out of antiretrovirals for treatment and prevention of HIV during the last decade, the emergence of HIV drug resistance (HIVDR) has become a growing challenge. This review provides an overview of the epidemiology and trajectory of HIVDR globally with an emphasis on pediatric and adolescent populations.
Recent Findings
HIVDR is associated with suboptimal virologic suppression and treatment failure, leading to an increased risk of HIV transmission to uninfected people and increased morbidity and mortality among people living with HIV. High rates of HIVDR to non-nucleoside reverse transcriptase inhibitors globally are expected to decline with the introduction of the integrase strand transfer inhibitors and long-acting combination regimens, while challenge remains for HIVDR to other classes of antiretroviral drugs.




Summary
We highlight several solutions including increased HIV viral load monitoring, expanded HIVDR surveillance, and adopting antiretroviral regimens with a high-resistance barrier to decrease HIVDR. Implementation studies and programmatic changes are needed to determine the best approach to prevent and combat the development of HIVDR.

Keywords: HIV, Antiretroviral resistance, Pre-exposure prophylaxis, Prevention of mother-to-child transmission, Children, Adolescents
 
Introduction
Since the first cases of HIV were reported in 1981, an estimated 32.7 million people have died from AIDS-related illnesses and 75.7 million people have become infected with HIV globally [1].With the advances and scale-up of antiretroviral therapy (ART), there has been a significant decline in global mortality and improvement of life expectancy of people living with HIV (PLHIV) [2, 3]. Despite this progress, major gaps persist in the prevention and identification of HIV infection, access to care and treatment, and retention in care [4]. In 2019, out of approximately 38 million people estimated to be living with HIV, 81% were aware of their HIV diagnosis, 67% were receiving ART, and 59% achieved virologic suppression [1]. Work remains in order to achieve the goals set by the World Health Organization (WHO) and the Joint United Nations Program on HIV and AIDS (UNAIDS) to eliminate AIDS as a public health threat by 2030, diagnose 95% of all PLHIV, provide treatment to 95% of those diagnosed, and ensure that 95% of PLHIV on treatment achieve sustained virologic suppression [5].
The introduction of new efficacious and better tolerated antiretroviral drugs (ARV) and ART regimens has been vital in controlling the HIV epidemic [6, 7]. Furthermore, major advances have been made in HIV testing, care, and treatment paradigms [8–10]. ART eligibility was expanded from initial guidance for immunologically suppressed patients with CD4 counts <200 cells/mm3, to PLHIV with a CD4 count ≤500 cells/mm3 plus other high-risk groups in 2013, and subsequently to all PLHIV regardless of CD4 count in 2015 [11, 12]. Prevention of mother-to-child HIV transmission (PMTCT) achieved a dramatic reduction of perinatal HIV transmission and infant morbidity and mortality globally, with new HIV infections among children having declined by 52%, from ~310,000 in 2010 to 150,000 in 2019 [1, 13–15]. The PMTCT paradigm has also contributed to viewing “treatment as prevention” and the introduction of the concept of “undetectable=untransmittable” (U=U) and pre-exposure prophylaxis (PrEP) with ARVs among uninfected people at risk for acquiring HIV [12, 16, 17].
The “test and treat” strategy of universal voluntary HIV testing and immediate ART initiation was shown by mathematical modeling to significantly reduce new HIV infections [18], and has been recommended by WHO and most national HIV treatment guidelines for all PLHIV since 2016 [12]. In recent years, randomized population-based trials in sub-Saharan Africa, the center of the global HIV epidemic, have demonstrated that this approach resulted in >90% of PLHIV being aware of their diagnosis, 88–97% of those diagnosed with HIV received ART, and ≥87% of PLHIV receiving ART achieved virologic suppression [9, 19–22]. In 2019, 68% of adult PLHIV had access to ART, while 53% of children living with HIV aged 0–14 years had access to ART [1].
Despite growing ART coverage among PLHIV, virologic suppression is not uniform across diverse regions and populations [9]. The prevalence of virologic suppression in PLHIV who received ART in 2018 was reported to range from 59 to >95% in Asia and the Pacific, 47 to 83% in Western and Central Africa, 73 to >95% in Eastern and Southern Africa, and 80 to >95% in Western and Central Europe and North America [23]. Compared to adults, children living with HIV have significantly lower rates of virologic suppression, especially infants and young children aged <2 years, and those treated with non-nucleoside reverse transcriptase inhibitor (NNRTI)-based ART regimens [24, 25••, 26]. Virologic suppression rates are also lower among adolescents [27–31], women [32–34], homeless people [35–37], injection drug users [38, 39], and substance users [37, 40].
HIV drug resistance (HIVDR), in addition to prompt linkage to care, ART adherence, early initiation of effective ART that is well tolerated, and accounts for food and drug interactions, is one of the key factors associated with achieving and sustaining virologic suppression among PLHIV [41–48]. HIVDR negatively affects the effectiveness of ART and decreases rates of virologic suppression, leading to treatment failure, immunologic decline, and increased HIV morbidity and mortality. HIVDR to certain ARV classes, such as NNRTIs [49••, 50••], recommended as the first-line ART and PMTCT regimen in low- and middle-income countries through 2018 [51], posed a considerable challenge to achieving the last two of the 95-95-95 global targets and preventing the spread of HIV.
Suboptimal adherence to ART has long been identified as a major contributor to the development of HIVDR among PLHIV [47, 48], and is considered a potential risk for developing HIVDR among PrEP users who become diagnosed with HIV [52]. 
In resource-limited settings facing the highest burden of the HIV epidemic, challenges with procurement of ARVs and suboptimal HIV services are two other major contributors to the development of HIVDR among PLHIV [53, 54]. 
Suboptimal access to, and long turnaround times for HIV viral load (VL) and HIVDR testing, and the limited capacity to translate those results into clinical practice also remain challenging in resource-limited settings [54, 55]. 
Major barriers to suboptimal access to HIVDR testing include its high cost and the need for complex laboratory infrastructure which are often unavailable in resource-limited settings [54]. 
Moreover, the cascade of HIV care and treatment remains vulnerable to the global economic and health challenges such as the ongoing Coronavirus Disease 2019 (COVID-19) pandemic. Current estimates of the impact of the COVID-19 pandemic on the care of PLHIV suggest that disruptions to provision of HIV services and shortages of ARVs may lead to an almost doubling of HIV-related deaths and mother-to-child transmission of HIV in sub-Saharan Africa alone [56]. The development of HIVDR is another serious consequence to consider in the settings of potential shortages in ARVs and disruptions in HIV care.

In recent years, the impact of HIVDR on treatment outcomes, particularly among pediatric and adolescent populations [24, 25••, 26, 57], men who have sex with men (MSM) [58], and injection drug users [59], has become a growing concern. Alarming rates of HIVDR to NNRTIs have been reported in association with expanded access to ART, PMTCT, and prolonged use of failing ART regimens in patients without virologic suppression [24, 46, 50••, 60]. 
The introduction and scale-up of highly efficacious integrase strand transfer inhibitors (INSTIs) that have a high barrier to resistance [41, 61, 62] as the preferred first- and second-line ARVs [51, 63–67] has brought new hope that the scope of HIVDR may be reduced in the future. 
The recent (2020) approval of dolutegravir (DTG) for use in infants and young children by the US Food and Drug Administration (FDA) has positioned this INSTI as the preferred ARV for these vulnerable populations as well [68]. At the same time, the scale-up of PrEP and anticipated introduction of long-acting ARVs into clinical practice globally has generated questions about their impact on HIVDR in the coming years. 
This review will discuss the evolution and epidemiology of HIVDR globally with a special emphasis on pediatric populations and current data on HIVDR among novel ARVs.
Overview of the Global HIV Drug Resistance Landscape
The use of HIVDR testing in resource-limited settings requires authorization and is limited to PLHIV who are consistently failing ART, whereas HIVDR testing is performed routinely in PLHIV initiating and failing ART in resource-rich settings [69]. 
The prevalence of HIVDR globally is studied through surveillance mainly for nucleoside/nucleotide reverse transcriptase inhibitors (NRTIs) and NNRTIs, and increasingly for protease inhibitors (PIs) and INSTIs. 
The focus on HIVDR surveillance on NRTIs and NNRTIs is logical, given that they comprised first-line ART regimens until recently, require fewer genetic mutations to reduce viral susceptibility, and have a lower genetic barrier to resistance compared with PIs and INSTIs [69]. 
There is essentially no cross-resistance between drug classes (e.g., resistance to NRTIs does not translate into resistance to NNRTIs, PIs, or INSTIs), but there is significant cross-resistance within certain drug classes, because most HIVDR mutations reduce the susceptibility to multiple ARVs of the same class [69].
HIVDR is typically divided into three main categories: acquired HIV drug resistance (ADR), transmitted HIV drug resistance (TDR), and pretreatment HIV drug resistance (PDR) [49••]. 
ADR develops when HIV mutations emerge in individuals receiving ART, often secondary to poor adherence or treatment interruption. TDR is detected in individuals with no history of previous ARV exposure (i.e., treatment-naïve) and occurs when individuals are infected with virus that has HIVDR mutations. PDR is detected either in treatment-naïve individuals or in individuals with prior ARV exposure (i.e., treatment-experienced) who are initiating ART. PDR can be either transmitted or acquired drug resistance, or both [49••]. 
The prevalence of ADR, TDR, and PDR differ between resource-rich and resource-limited settings due to the differences in factors affecting development of HIVDR outlined in Table11. PLHIV in resource-rich settings have wider and more ample access and experience with diverse ARVs and, therefore, have had historically higher rates of HIVDR. 
In a large study of almost 85,000 samples from treatment-naïve and treatment-experienced adult PLHIV in the USA during 2012–2018, 33% of samples demonstrated reduced susceptibility to at least one ARV [70]. NNRTI resistance was common (~75% of samples with any resistance) and PI and INSTI resistance were significantly less common (8% and 17%, respectively) in 2018 [70]. 
During 2015–2016, a French study reported prevalence rates of TDR in treatment-naïve PLHIV, with PI and INSTI resistance of 11% and 9%, respectively [71]. 
In contrast, 2013 data from the UK reported low rates of TDRs at 6.6%, including PI resistance at 1.7%, and no major INSTI resistance among treatment-naïve PLHIV [36].
More concerning are the data on the increasing prevalence of INSTI TDRs in an urban US setting within a cohort in Washington, DC, USA, during 2004–2013 (0.0 to 1.4%, p=0.04) [72]. 
While the overall INSTI ADRs remained low at 1.8% in this US study in 2013 [72], 40% of INSTI-experienced patients in a recent study (2008–2017) from Italy were reported to have at least one major INSTI resistance mutation, with a preponderance of INSTI resistance among patients with higher HIV VL [73]. These data suggest that despite the high resistance threshold of INSTIs, with the increasing use of these ARVs globally, INSTI-experienced patients will need to be monitored closely for the INSTI HIVDR.
Reassuringly, the rate of multiclass ADR in heavily treatment-experienced PLHIV in resource-rich settings has decreased over the past decade, with a prevalence of three-class (NRTI, NNRTI, PI) resistance at only 6.7% and four-class (NRTI, NNRTI, PI, INSTI) resistance at <2% in 2014 [74]. Despite relatively low rates of three- or four-class ADR, heavily treatment-experienced PLHIV remain a vulnerable cohort of patients with an urgent need for novel ARV agents.
HIV Drug Resistance in Resource-Limited Settings Data from resource-limited settings suggest high rates of PDR and TDR to NRTIs and NNRTIs. Surveillance by the WHO during 2014–2018 reported that 12 out of 18 low- and middle-income countries (5 from sub-Saharan Africa, 5 from the Americas, 2 from Western Pacific) had NNRTI PDR >10% [49••].
A 2016 systematic review and meta-regression analysis of 56,044 adult PLHIV from 63 low- and middle-income countries found NNRTI PDR prevalence to be between 7.2 and 11.0% [60]. 
It was estimated that the increase in prevalence of PDR between 2015 and 2016 was higher in southern Africa (1.8%) compared to Asia (0.3%) [60].
Unfortunately, the rates of ADR in resource-limited settings have generally increased over time. Surveillance of ADR in 9 low- and middle-income countries by the WHO during 2014–2018 identified a prevalence of NNRTI PDR ranging from 50% in Eswatini to 97% in Uganda among PLHIV receiving ART for ~12 months. Among PLHIV receiving ART for ≥48 months, most of the surveyed countries had higher rates of NNRTI, NRTI, and dual-class NNRTI and NRTI ADR [49••]. 
Similarly, in a systematic review of seven studies in resource-limited settings, the majority of which were in sub-Saharan Africa, overall ADR was detected in 7.2% of patients on ART for 6–11 months, compared to 20.7% of patients on ART for ≥36 months [75]. 
The development of multi-class drug resistance also increased over time (3.7% and 21.6% at 6–11 months and ≥36 months, respectively) [75]. Not surprisingly, the extent of ADR is most pronounced in PLHIV experiencing virologic failure. 
Among 171 treatment-experienced PLHIV with virologic failure in Uganda, Kenya, Tanzania, and Nigeria during 2013–2019, ADR were observed for NNRTIs in 82.5%, for NRTIs in 66.7%, and for PIs in 1.8% of participants, respectively [76]. These data collectively highlight the importance of routine VL monitoring for early identification and management of virologic failure in the context of developing ADR.
HIV Drug Resistance in Pregnant Women, Children, and Adolescents High rates of NNRTI HIVDR are reported among women in resource-limited settings and contribute to the significant rise in TDR among infants and young children living with HIV. 
A South African study (2011–2012) detected NNRTI HIVDR in more than half (65%) of pregnant women living with HIV [77], and a study of a large cohort of mother-infant pairs from South Africa, Brazil, and Argentina showed that women with detectable viremia were more likely than women with virologic suppression to transmit HIVDR to their infants [78], emphasizing the importance of optimizing ART regimens and maintaining virologic suppression throughout pregnancy.

Children with perinatal HIV can acquire HIVDR from their mother (TDR), ARV exposure through PMTCT (PDR and ADR), and failure to sustain virologic suppression on ART (ADR). In two European studies (1993–2017), the prevalence of NRTI, NNRTI, and PI TDR was reported at 3.6–14.6%, 17.9–26%, and 0–10.4%, respectively, among children living with HIV [79, 80]. Rates of overall HIVDR in children living with HIV in resource-limited settings during 2004–2015 have been reported at 13–40%, and as high as 34–79% in those children with prior exposure to ARVs through PMTCT [24, 81–84]. A 2016 meta-analysis that included data from 19 studies with a total of 2617 children living with HIV aged ≤12 years from 13 countries in sub-Saharan Africa found a high prevalence of PDR at 42.7% among children exposed to ART through PMTCT compared to 12.7% among children without PMTCT ART exposure: NNRTI mutations were found in 32.4% and 9.7% of these children, respectively [24]. PDR to PIs in infants and young children with perinatal HIV has also been reported, albeit at low prevalence rates <3% with the exception of one European study (Spain, 1993–2016) described above (10.4%) [24, 79, 80, 82, 83]. To our knowledge, INSTI TDR in infants or young children with newly diagnosed perinatal HIV have not been reported in resource-limited settings to date.
The rates of HIVDR in children living with HIV and adolescents with perinatal HIV are generally high in both resource-rich and resource-limited settings, likely due to a combination of prolonged ART exposure and ART adherence challenges. Within a cohort of 234 children and adolescents with perinatal HIV infection in the USA (2007–2009), 61% had resistance to at least 1 NRTI, 45% to at least 1 NNRTI, and 34% to at least 1 PI, and 18% had resistance in all 3 classes [57]. 
In comparison, a study of 47 predominantly treatment-experienced children and adolescents in sub-Saharan Africa reported a prevalence of 87.2% with ≥1 NRTI resistance mutations, 65.9% with ≥1 NNRTI resistance mutations, and 63.8% with ≥3 PI resistance mutations [85]. 
Adolescents with recently diagnosed horizontally acquired HIV in the USA (2003–2005) were reported to have a high prevalence of HIVDR (18%), particularly to NNRTIs (15%) [86], suggesting that the duration of ART exposure does not necessarily correlate with the absence of HIVDR.

 Evolution of HIV Drug Resistance
HIVDR evolves naturally when confronted by suboptimal pharmacokinetic exposure with selective pressures by diverse ARVs. Over the years of the HIV epidemic, HIVDR has been affected by changes in ART and PMTCT approaches, and the introduction of novel ARVs. For example, the evolution in the management of PMTCT from short course zidovudine to single dose nevirapine to “Option B+” with lifelong triple maternal ART throughout pregnancy and through breastfeeding have affected the trajectory of NRTI and NNRTI HIVDR among women and young children in resource-limited settings. Along with a significant reduction in perinatal HIV transmission, several studies from sub-Saharan Africa have shown a higher prevalence of NNRTI drug resistance in infants with perinatal HIV exposed to PMTCT compared to infants without PMTCT exposure [24, 82, 84, 87]. 
The high prevalence of NNRTI HIVDR resistance with PMTCT exposure and lower rates of virologic suppression in young children along with other considerations have accelerated first-line ART recommendations by the WHO for replacing NNRTIs with INSTIs in adults, including pregnant women living with HIV, and with PIs and INSTIs for newly diagnosed infants with perinatal HIV [51].
INSTIs have also replaced the second-line PIs among PLHIV failing non-INSTI-based ART based on better tolerability, higher resistance threshold, lower cost, and potential for higher adherence [51]. Recent data suggest that regimens combining the INSTI, DTG, and with one or two NRTIs are capable of overcoming pre-existing NRTI resistance in treatment-experienced patients with virologic failure [88–90]. 
The most potent and currently preferred first- and second-line ART and INSTIs (DTG and bictegravir (BIC)) have a high-resistance barrier, but are not fully protected from HIVDR. 
An Italian study of 462 INSTI-experienced PLHIV detected low-level resistance to any INSTI in 42.9% of cases, and intermediate-level resistance to DTG in 15% of cases, supporting INSTI genotype testing in INSTI-experienced patients and encouraging continued support of adherence to INSTI-based ART regimens [73]. In this study, previous exposure to DTG, and not to first generation INSTIs (raltegravir (RAL) or elvitegravir (EVG)), were associated with a decreased susceptibility to DTG, confirming its higher genetic barrier and lack of cross-resistance within this drug class. 
In a larger Canadian study of 1379 PLHIV receiving INSTI-based regimens with RAL, EVG, or DTG, INSTI resistance was reported in both treatment-naive and treatment-experienced PLHIV, with a trend for DTG having a lower rate of resistance compared with RAL and EVG [91]. Risk factors for emergent INSTI HIVDR were similar to other reports and included low CD4 count (<200 cells/μL) and <80% adherence to ART [91]. 
Real-world outcomes with HIVDR data for PLHIV on regimens with newer INSTIs such as BIC and cabotegravir (CAB) are sparse or not yet available. However, HIVDR surveillance is important as there is extensive cross-resistance between DTG, BIC, and CAB [92, 93]. With the majority of national and international guidelines now recommending INSTI-based ART regimens as the preferred first- and second-line regimens for PLHIV [51, 63–67], it will be crucial to monitor INSTI HIVDR globally.
The introduction of PrEP and dual ART regimens for prophylaxis and treatment of HIV has generated new questions about their impact on HIVDR. Currently, HIVDR has been rarely reported among PrEP users who became infected with HIV [16, 94]. HIVDR have been reported in cases when PrEP was initiated during acute HIV infection, or with suboptimal PrEP adherence. PrEP-related HIVDR has the potential to affect the selection of first-line ART regimen initiated by PrEP users who acquire HIV. It also poses a risk to the treatment of hepatitis B in those patients who acquire the infection while on PrEP. Recent preliminary data has shown that the long-acting injectable INSTI, CAB, is a safe and efficacious PrEP agent [95], reducing the challenge of medication adherence for people who have challenges with taking daily PrEP.
In recent years, ART regimens with two ARVs (3TC plus DTG or darunavir/ritonavir (DRV/r), DTG plus rilpivirine (RPV), or DTG plus DRV/r) have been introduced into clinical practice following studies that have shown them to be effective in achieving virologic suppression in treatment-naive adults [90, 96, 97] and/or maintaining virologic suppression in treatment-experienced adults [98–103], with no evidence of the emergence of HIVDR mutations to either of the ARVs used. Studies have shown that dual ART regimens are non-inferior to standard triple ARV regimens, and provide the opportunity to reduce adverse effects of ARVs and simplify ART regimens [90, 97–100, 104, 105]. 
Currently recommended dual ART regimens are either INSTI-based, PI-based, or a combination of an INSTI with a boosted PI [63, 106]. Studies in treatment-naive PLHIV receiving dual ART with DTG plus 3TC or 3TC plus DRV/r did not demonstrate any resistance mutation selection at virologic failure [90, 96].  
Among 556 virologic suppressed PLHIV who switched from a triple or dual regimen (3TC plus boosted PI) to dual ART with DTG and 3TC, 12 patients experienced virologic failure. 
However, none developed resistance mutations to DTG or 3TC [98]. PLHIV receiving dual ART with RAL plus DRV/r had a high rate (29.5%) of INSTI resistance at virologic failure [97]. Conversely, resistance mutations were rare in studies combining 2nd generation INSTIs, DTG, or long-acting CAB, with RPV [99, 100]. Dual ART regimens are promising treatment options for PLHIV who do not have pre-existing mutations to either ARVs with a low likelihood for development of HIVDR, with adequate ART adherence. HIVDR surveillance will allow a better understanding of the emergence of HIVDR in PLHIV receiving standard-of-care dual ART regimens.

Novel Approaches to Combat HIV Drug Resistance.
Numerous novel therapeutic approaches to HIV treatment are undergoing studies, including the use of broadly neutralizing antibodies (bNAbs), long-acting ARVs, and ARVs from new drug classes. These novel approaches are vital in expanding HIV prevention and treatment options, particularly for PLHIV with multi-drug-resistant HIV infection. Long-acting oral or injectable ARVs are also beneficial in overcoming the need for daily medication usage, which can ultimately lead to improved medication adherence and lower HIVDR. A full review of these novel approaches is beyond the scope of this review; however, select agents will be described in brief below.
Several novel ARVs recently approved by the FDA for use in adults include fostemsavir (FTR), ibalizumab (IBA), and doravirine (DOR). FTR, a prodrug of temsavir, is an attachment inhibitor that prevents HIV entry into the CD4 T-cell and is approved for heavily treatment-experienced adults with multi-drug-resistant HIV. FTR-related mutations have been reported at a high rate (48%) in PLHIV receiving FTR as functional monotherapy or with only one or two fully active ARVs through week 96 [107]. Regardless of this limitation, the efficacy and tolerability data support the use of FTR as a salvage treatment option in patients with multi-drug-resistant HIV. IBA is a novel monoclonal antibody administered every 4 weeks as an intravenous infusion. Despite IBA resistance observed to occur in PLHIV receiving IBA as monotherapy [108], antibodies to IBA have rarely been observed in clinical trials with IBA [109, 110]. Additionally, IBA has no reported cross-resistance with other ARVs [111] and even has synergistic in vitro effects with the fusion inhibitor, enfurvitide (T-20) [112], making it a promising agent for the treatment of multi-drug-resistant HIV. 
Lastly, DOR is a novel NNRTI with a higher genetic barrier to resistance compared to first-generation NNRTIs, nevirapine and efavirenz, and the second-generation NNRTI, RPV [113]. PLHIV who previously failed a first- or second-generation NNRTI-based ART regimen had a high-level DOR resistance rate of 6–35% [114, 115].
DOR is currently being investigated for use in combination with islatravir (ISL), a long-acting first in-class nucleoside reverse transcriptase translocation inhibitor with multiple mechanisms of antiviral action. ISL in combination with DOR has demonstrated high potency and good tolerability at week 96 with no viral resistance identified [116]. 
A number of other novel therapeutic agents for the treatment of HIV are under investigation. While initial safety and tolerability studies have been successful, treatment with bNAbs is accompanied with its own set of challenges including inadequate or transient responses in patients with resistant viruses at baseline, and emergence of resistant bNAbs HIV mutations [117, 118]. 
Clinical trials are in progress for newer generations of NAbs for treatment and prevention of HIV. Another novel agent under investigation is Lenacapavir (LEN), which is a subcutaneous long-acting HIV-1 capsid inhibitor that is being developed in combination with other ARVs, and is capable of producing sustained therapeutic concentrations for at least 6 months after a single dose [119]. 
Resistance to lenacapavir in a phase 1b trial was shown to be rare, with no cross-resistance against the commonly used ARVs (NRTI, NNRTI, PI, and INSTI) [120]. Among 29 PLHIV who received monotherapy with LEN, a single mutation emerged in 2 participants who received LEN at doses several-fold lower than used in phase 2 trials [120]. Overall, these novel and investigational therapeutic approaches highlight the ongoing quest for HIV treatment options with higher acceptability, tolerability, and resistance barrier.
 Conclusion
The evolution of ART regimens has contributed to the trajectory of HIVDR and solutions to address this therapeutic challenge. Despite significant progress in the introduction of novel, more potent, and better tolerated ARVs and ART regimens, HIVDR remains a significant challenge globally, particularly in some regions within resource-limited settings where HIV policies and programmatic and health care gaps limit HIVDR surveillance, prevention, and handling of virologic failure and HIVDR. 
The need for routine HIVDR surveillance and VL monitoring is significant and necessary to inform on future recommendations of first-line ART regimens. Point-of-care diagnostics have the potential improve the management of PLHIV with HIVDR at the time of initiating ART or at the time of failure. 
Implementation studies and programmatic changes are needed to determine the best approach to disseminating these services and increase health system capacity in order to combat the development of HIVDR. Novel therapeutic agents bring solutions to the challenge of virologic failure and HIVDR, but do not eliminate the need for the prevention, monitoring, and management HIVDR in order to achieve the elimination of AIDS and control of HIV epidemic globally.
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Perfect. 
This is great, and the evidence as of now is felt at a greater extent by those whose status has been made known to them and how their treatment regiments are and how to comply with their drug posology. The management and follow-up of treatment for the immune compromised has always been met with some challenges especially as concerns; 
While the challenges remain unabated here is what the World Health Organization says about the role of COVID-19, HIV and Antiretroviral: 
People living with HIV (PLHIV) who are not taking antiretroviral treatment (ART) and have a low CD4 cell count, particularly those with advanced HIV disease, are at increased risk of opportunistic infections and AIDS related complications. However, there is evolving and conflicting evidence whether people living with HIV have an increased risk of acquisition of SARS-CoV-2 infection and/or COVID-19 clinical complications in PLHIV compared to the general population.
PLHIV can have a greater prevalence of the known risk factors for COVID-19 acquisition and complications, such as heart disease, kidney disease, diabetes, chronic pulmonary disease, obesity, as well as, other comorbidities and co-infections, like tuberculosis. 
Several case report series and small cohort studies among hospitalized PLHIV with COVID-19 have shown comparable clinical outcomes and similar risk of SARS CoV2 infection when compared with general population, particularly in those with well controlled HIV infection (on ART and with a CD4 count > 200 cells/mm3 and suppressed viral load). These limited clinical data suggest the mortality risk in PLHIV is associated with known COVID-19 factors such as older age and presence of comorbidities including cardiovascular disease, diabetes, chronic respiratory disease and obesity [1-3].
There have been several systematic and non-systematic reviews that evaluated COVID-19 outcomes among PLHIV; most have found comparable outcomes of mortality and morbidity when compared with HIV negative patients [4-8]. Methods did not always include assessment of outcomes while controlling for known COVID-19 risk factors [4]. There is also limited data in patients with advanced HIV disease (i.e. low CD4 cell count).  
One systematic review, notably published as a pre-print, found of 144,795 hospitalized COVID-19 patients in North America, Europe, and Asia the pooled prevalence of HIV in COVID-19 patients was 1.22% [95% (CI): 0.61%-2.43%)] translating to a 2-fold increase compared to the respective local-level pooled HIV prevalence in the general population of 0.65% (95% CI: 0.48%-0.89%) – which hinted at a potential susceptibility among PLHIV [9].  

Additional data on this topic come from several cohort studies from South Africa, the USA and the UK [10-12] have reported a moderate increased risk of death directly attributed to HIV infection after adjustments for age, sex, ethnicity and presence of comorbidities; an unpublished meta-analysis including these studies found that the risk of death was almost double that of HIV-negative patients; however, confounding by comorbidities associated with increased risk of severe COVID-19 cannot be ruled out [13]. 
Protecting people living with HIV during the COVID-19 pandemic, and ensuring they can maintain treatment, is critical. Researchers are currently investigating whether people with HIV have an increased risk of poor outcomes with COVID-19. Preliminary evidence of moderate increased vulnerability of people with HIV makes it even more urgent that people with HIV have access to ARVs and treatments for co-morbidities – such as treatment for hypertension, cardiovascular disease, chronic pulmonary disease, diabetes, tuberculosis, and maintenance of a healthy body weight.  A larger dataset from a broader geographical representation is required to expand understanding of how SARS-CoV-2 co-infection with HIV impacts the severity of illness, disease progression and outcomes from hospitalization with COVID-19. For this purpose, WHO has established a Global COVID-19 Clinical Platform. As of 4 November 2020, WHO has received clinical data from 79 000 patients hospitalized with confirmed or suspected COVID-19, including from 5 291 hospitalized patients living with HIV, from over 30 countries around the world. The platform is open to all Member States and health facilities to contribute data and inclusion will help inform future guidance on how best to ensure PLHIV are well protected during the COVID-19 pandemic.
PLHIV are advised to take the same COVID-19 precautions as recommended for the general population [14-15]: wash hands often; practice cough etiquette; ensure physical distancing; wear masks when appropriate and according to local regulations; seek medical care if symptomatic; self-isolate if one develops symptoms or has contact with a positive COVID-19 case; and other actions per the local and government response.  
It is important to ensure that PLHIV have access to antiretroviral drugs for longer periods (3-6 month supply); and that programs practice multi-month dispensing (MMD) of ARVs, as well as, other necessary medications, such as, opiate substitution therapy (OST), TB preventative therapy (TPT) and treatments for comorbidities. It is also important to ensure that some vaccinations are up to date (influenza and pneumococcal vaccines) and there is access to adequate supplies of medicines to treat or prevent co-infections and comorbidities.
Can antiretroviral or direct-acting antivirals against hepatitis C virus be used to treat COVID-19?
Can antiretroviral be used to prevent COVID-19 infection?
What is WHO’s position on the use of antiretroviral for the treatment or prevention of COVID-19?
How do we ensure human rights and reduce stigma and discrimination?
How can programs assure continued access to HIV services?
What is the role of multi-month prescriptions and dispensing for antiretroviral and other medicines?
Can pregnant or postpartum women living with HIV transmit the COVID-19 virus to their unborn child or infant?
Should pregnant and breastfeeding women living with HIV with COVID-19 and their newborns be managed differently?
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