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Preface
The third generation of the Strategy of Cooperation with Countries (SCC) concretises the major reform
programme adopted by the World Health Assembly to build the capacity of WHO and make sure its
interventions better address the needs of countries. It reflects the twelfth general programme of work
of WHO at the level of the country and the regional transformation agenda. The transformation
programme aims at transforming the Regional organisation into a clear-sighted, proactive, resultbased, transparent and responsible institution that is capable of meeting expectations. This generation
of SCC takes into account the role of different partners, including non-state actors, in the support of
governments and communities.
The third generation of SCC is rooted in the lessons learned from the implementation of first and
second generation SCCs, the strategy in favour of countries (policies, plans, strategies and priorities)
and the United Nations Development Assistance Framework (UNDAF). SCCs also fall in line with the
world health context and its orientation towards Universal Health-care Coverage, because they
integrate the principles of alignment, harmonisation and efficiency formulated in the declarations of
Rome, (2003), Paris (2005), Accra (2008) and Busan (2011) on the efficiency of aid. The third generation
of SCCs also takes into account the principles that underlie the “Harmonisation for Health in Africa”
(HHA) mechanism and international partnerships for health and similar initiatives (IHP+), thereby
reflecting the decentralisation policy and building the decision making capacity of governments in
order to improve the quality of public health programmes and interventions.
Devised in the framework of consultation with the main stakeholders in the health domain at the level
of the country, the SCC document highlights the results expected from WHO secretariat. In line with
the strategy which lays a renewed emphasis on countries, SCC must serve as a platform to
communicate the action of WHO in the country, formulate WHO’s work plan in favour of the country,
undertake advocacy, mobilise resources and ensure the coordination of the action of partners, and
shape the health aspect of UNDAF and other health partnership platforms in the country.
I express my gratitude for the key and efficient role played by the government in the conduct of this
important exercise of designing SCC. I also call on all WHO members of staff, especially its
representative, to increase their efforts to ensure efficient implementation of the programmatic
orientations given in the present document, in order to obtain better health results that are likely to
contribute to health and development in Africa.
Dr Matshidiso MOETI
Regional Director of WHO for Africa

Foreword
The move from MDGs to SDGs and the almost permanent threat of public health emergencies,
especially deadly epidemics like that of the Ebola virus, as well as terrorist attacks and catastrophes
impose on us the necessity to build functional, resilient and highly reactive health systems using the
“One Health” approach to enhance sustainable development, anticipate and minimise risks and ensure
a much better contribution to the protection of populations. The WHO programme for the
transformation of health in Africa will be our compass.
The challenge of Universal Health-care Coverage calls to our ability to better organise the offer of
services that are equitably accessible to all in the framework of constructive and inclusive dialogue.
The issue will be enhancing better understanding of the stakes of public health at the service of
development, strengthening the trust of the population of this symbol of health which is the health
unit or the hospital, and free the energy of all stakeholders for effective and multiform participation in
the improvement of the health system.
It is also obvious that achieving significant progress towards Universal Health-care Coverage (UHC)
ideal goal combines with our ability to imagine, elaborate and implement an efficient strategy for the
funding of health which is adapted to our continuously changing environment.
If we can make progress in terms of funding health, but also in terms of reorganisation and efficient
functioning of the health system, given that human resources are fundamental, as well as the use of
Information and Communication Technologies (ICT) to better master information in real time for
decision making, and if we can revamp the health district so that it fully plays its role of operational
level animation, then we will be in a better position to meet some specific priority challenges like
mother and neonatal mortality, systematic vaccination as spearhead of constant reduction of child
mortality, fight against HIV/Aids and hepatitis, malaria, tuberculosis and neglected tropical diseases,
etc.
But we will have to pay more attention to, and act more against, the growth of non-communicable
diseases, and the fight against some of them can be efficient at low cost. Therefore, awareness raising
in this domain is essential and will have to be carefully and relentlessly organised and orchestrated in
a multi-sectoral framework. The threat of resistance to antibacterial drugs is very serious today and
calls for our vigilance and efforts in research and innovation.
The growing danger of counterfeit drugs concerns us and invites us to take preventive measures to
make good medicines available and accessible wherever they are needed. Moreover, conservation,
rational prescription and correct use of drugs are also preventive measures. The fight in order to stop
this criminal phenomenon cannot be efficient if not with strong political support in a multi-sectoral
and multidisciplinary framework.
Partnership is, and remains an efficient and winning strategy that we should develop and maintain in
the framework of our legitimate quest for a better performance of the health system and priority
programmes. Working together means that we should mutually respect the rules of the game and
commitments taken, including deadlines mutually agreed on. In so doing, the trust that will ensue will
lead us to new horizons and more ambitious perspectives.

Finally, we must lay emphasis on the health of adolescents who represent a priority target in the fight
against HIV/Aids, in blood transfusion which plays a cross-cutting role in the response to the main
causes of mother and child deaths, and in emergencies, including violence and traumas.
It is possible to work differently and better when necessary. In this light, setting stages in the
implementation and doing strategic targeting will help us obtain tangible results and build our selfconfidence to scale up our activities. We will therefore be able to meet some specific priority
challenges like maternal and neonatal mortality and systematic vaccination as spearhead of the
constant reduction of child mortality, and maintain a polio-free Cameroon.
Special attention will therefore be paid to monitoring-evaluation and the measurement of the impact
of interventions.
In all, this is a strong, conscientious, individual and collective commitment that will make us go forward
and that turn our health system into an efficient and unavoidable factor for the emergence of
Cameroon by 2035.
Dr Roungou Jean Baptiste
Representative of WHO in Cameroon
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Executive summary
The cooperation strategy between the World Health Organisation (WHO) and Cameroon (WSCC)
constitutes the document that defines the support of WHO to the health development policies, plans
and strategies of the country. The present document is the third generation document, which covers
the 2017 – 2020 period, and follows the first generation (2003 – 2009) and the second generation
(2010 – 2015).
Cameroon, with a little more than 22 million inhabitants in 2015, has a human development index
(HDI) of 0.504, which places it at the 152nd position of countries evaluated (2013). From the
macroeconomic perspective, the GDP was estimated in 2013 at 15846 billion CFA, with an annual
growth rate of 5.9% and an inflation rate of 1.9%. On the political plan, Cameroon presently enjoys
stability with democratically elected institutions, but this situation is however disturbed by conflicts
and terrorism in the north of Nigeria and in the Central African Republic, which have an impact on the
country.
Cameroon aims to be an emerging country by 2035, and has elaborated a vision to that effect, as well
as intermediary strategic documents. As far as health is concerned, a 2016 – 2027 sectoral strategy
and a National Plan for the Development of Health 2016 – 2020 have been devised by the government
to address the present health challenges.
The health situation remains preoccupying, with an epidemiological profile which is dominated by
communicable diseases (malaria, HIV/AIDS, tuberculosis, diseases that can be avoided through
vaccination, and neglected tropical diseases) which particularly affect the most vulnerable groups of
the population. However, we are witnessing an epidemiological transition with a notable increase of
the impact of non-communicable diseases whose morbidity load is constantly growing. As far as
mother and child health are concerned, though infant and juvenile mortality rate went down between
2004 and 2014, that of maternal mortality increased during the same period, according to CDHE 2011
and MICS 2014, with differences between the 10 regions of the country. Potentially epidemic diseases
remain persistent despite the downward evolution of some of them (eg, cholera) between 2011 and
2014. The influx of refugees and conflicts/terrorist acts constitute new health emergencies in the East
and Far North regions of the country, and so does the occurrence of massive trauma cases due to
highway accidents.
The health system is relatively fragile in all its components, its restructuring having been slowed down
by vertical programmes for the fight against diseases during the implementation of the 2011 – 2015
sectoral health strategy. Access to basic and specialised health care remains costly; human resources
in the health sector are still insufficient, in particular for some categories at all levels of care, and their
management is highly centralised; the health information system remains divided into small parcels;
supply in essential drugs is marred by disruptions which provoke shortage of stocks; the funding of the
system deserves to be better organised, despite on-going initiatives (result-based funding, gratuity of
treatment for some diseases in children below five years and pregnant women); strategic and
operational piloting suffers from insufficient coordination.
The present document indicates the main realisations of the country in relation to the 6 leadership
priorities of WHO namely, Universal Health-care Coverage, International health regulation (IHR)

(2005), the improvement of access to essential medical products, social, economic and environmental
determinants of health, non-communicable diseases (NCD), and the Millennium Development Goals
(MDGs) related to health.
From the point of view of cooperation and partnership for development, the document gives a short
description of the help environment in the country and analyses the action of WHO as perceived by
partners in the past, of collaboration with the United Nations system in the framework of UNDAF and
the United-in-action strategy, as well as the description of proposals made by partners in the
leadership role that WHO should play during the next four (4) years in matters of health. Elements of
the contribution of the country to world health action are also mentioned.
The activities related to the previous cooperation strategy 2010 – 2015 were in line with the strategic
objectives of WHO, which took into account the intervention areas of the sectoral strategy for health
(SSH) and the national health development plan (NHDP) through operational plans. Indications are
made on major realisations achieved in the domains upheld by the cooperation strategy, namely the
fight against diseases, the improvement of the health of the baby, the mother, and the adolescent,
and the survival of the child, preparation and response to emergency and catastrophe situations, the
promotion of health and the strengthening of the health system.
Given the analysis of the present situation and the evaluation of the implementation of the previous
cooperation strategy, and bearing in mind the problems recorded in the sectoral strategy for health in
2016 – 2017 and the 2016 – 2020 NPDH, the priorities selected for the third generation of the strategy
of cooperation between WHO and Cameroon make reference to the five categories of the strategic
programme of WHO which follow:



The fight against communicable diseases;
The improvement of access to interventions aiming at preventing and taking care of noncommunicable diseases and their risk factors;
 The promotion of health at all stages of life;
 The building of the capacities of the health system in order to improve policies, strategies, and
the planning and delivery of services;
 The intensification of the capacities of alert and response to outbreaks of diseases and
emergencies, mainly natural and man-made disasters.
For each of the above categories, strategic priorities and the main domains of action are defined, as
well as the different strategic approaches which will be used. They all take into account the millennium
development goals (MDGs) related to health.
The role of each level of the WHO secretariat in the implementation and evaluation of the present
strategic programme is clearly described in the document.

CHAPTER 1: Introduction
As part of its missions to bring high quality health to all peoples, WHO is today at its twelfth global
work programme for the 2014-2019 period, which includes strategic prospects, priorities over a fiveyear period and key areas in which it provides health assistance around the world.
In a bid to accommodate national priorities of member countries in this programme, WHO attempts
to match its action with the needs of each country on the grounds of their national strategies in the
framework of the design and implementation of cooperation strategies with these countries. This is
also true with sustainable development goals set at international level, to which WHO’s contribution
is largely expected in the domain of health.
Cameroon is an intermediary-income country which enjoys a certain degree of political and economic
stability, where the health profile is still dominated by communicable diseases, though noncommunicable diseases are gradually gaining ground. Improvements have been observed in child
health, whereas women’s health care is still a cause for serious concern. Persisting cases of emergency
are still recorded in areas like epidemics, the refugees found in the country as a result of
conflicts/terrorist acts in neighbouring countries, and the numerous cases of trauma coming as a result
of road accidents. Political commitment and financial investments in the social sector are proof that
the country is concerned with the well-being of its population. Within the next five years, the
government intends to improve its health system, which is less and less able to deliver appropriate
services and care, as well as all the other components necessary for its efficiency such as funding,
human resources and health education.
WHO’s cooperation strategy with Cameroon (WCSC) has been on since 2003, and is materialised by
the first generation document which spells out the mid-term strategic cooperation framework
between the government and WHO. It takes into account the evolution of the political, economic and
institutional contexts in the country. On the basis of facts, it analyses the health sector, epidemiological
and demographic trends as well as social, economic and environmental factors which have a major
impact on the health of the populations. The current WCSC, the third generation, covers the period
2017-2020. It is intended to act as WHO’s contribution to meet the goals spelt out in the 2016-2027
Strategic Document for Health designed by the government, and further detailed in the
implementation document: the 2016-2020 National health development plan. The domains of
cooperation are identified in synergy with the government and other health partners bearing in mind
national priorities on the one hand, and the strategic orientations of WHO and the United Nations
System (UNS) on the other hand. This WCSC can thus be used to draw the plan of action of WHO office
in Cameroon for the next two years, as well as guidelines on the way WHO’s office in Cameroon shall
operate and collaborate with the other levels of the Organisation.

The present WCSC has been drawn thanks to close collaboration between the WHO Office in
Cameroon, the Ministry of public health and national and international health partners in compliance
with WHO’s guidelines in a bid to share information, make the country feel involved, and meet the
expectations of each party involved so that the document can later prove useful and be used rationally.
The design process started by the setting up of a technical team from the WHO office by the
Representative, and a national focal point to head the team from the Ministry by the Minister of Public
Health. Both teams worked hand in glove to gather the necessary documents and analyse the situation
from all perspectives. To this effect, the tasks were well distributed. The Office hired a national
consultant to analyse the state of the cooperation and partnership. Sessions were organised on a
regular basis to discuss findings. During a workshop involving the national team and that of the WHO,
both parties finalised the different components to analyse the situation and proposed strategic

priorities and domains of action. The latter have been validated by all the staff of the WHO during a
retreat of the bureau and were presented to the government and all the other partners during a
workshop. It was then validated. Afterwards, a consultant was hired to analyse WHO’s participation
with regard to implementation, follow-up and assessment of the WCSC.

CHAPTER 2. State of Health and Development
2.1 Political, Social and Macroeconomic Situation of the Country
Cameroon is a country in Central Africa, which covers an area of 475 650 km². It shares boundaries
with: Nigeria, in the west; Congo, Gabon and Equatorial Guinea, in the south, the Central African
Republic, in the east; and Chad, in the north-east. The country has been independent since 1960 and
it has two official languages: English and French. It is made up of more than 240 ethnic groups and
counts over 200 political parties. It is member of several international organisations, including CAEMC,
ECCAS, the African Union, the Arab League, the Commonwealth and La Francophonie. The country is
divided into 10 regions, 58 divisions, 360 sub-divisions and 360 councils (1).
It was estimated that in 2015 Cameroon counted 22 179 707 inhabitants, 44% of whom are young
people below 15 years. Growth rate was estimated to stand at 2.6% between 2005 and 2010 (2).
According to estimates of MINEPAT and UNDP, life expectancy will rise from 51.7 years in 2010 to 56.3
years in 2020 (3). With a human development index (HDI) which stood at 0.504, Cameroon occupied
the 152th position out of 187 countries that were evaluated in 2013 (4). However, the inequalityadjusted human development index (IHDI) has witnessed a light increase from 0.156 to 0.161, thus
revealing an increase in inequalities in living standards with regard to health, education and revenue.

In 2014, 37.5% of the population were living below the poverty line, precisely 90% in rural area and
52% in the northern part of the country (5). In 2010, 70% of the population were under-employed. The
net percentage of children in full-time education at the primary school level (children from 6 to 11

years) has stagnated around 80% between 2005 and 2010. The literacy rate of adults above the age of
15 was thought to be 71% in 2010, that is 55% for women, with regional disparities (from 29.5% in the
Far North to 93 % in the Littoral) (6).
In 2013, Cameroon’s GDP was estimated at CFA F 15 846 billion, with an annual growth rate of 5.9%
and an inflation rate of 1.9% (35). It is forecast that average annual growth rate will stand at 6.3%
between 2015 and 2017 (7). In 2015, there was a 2.7% increase in consumer price, thus translating a
reduction of household purchase power as compared to 2014.
The present situation of conflict/terrorism prevailing in northern Nigeria and in the Central African
Republic has effects on the security of people and their goods in the Far North and East Regions, thus
hindering basic social service delivery (health services and care). According to the 2017 HNO, the
number of refugees and internally displaced people is said to be 352 000 and 192 000, respectively.

2.2 Health Situation of the population
Epidemiological Profile
The epidemiological profile in Cameroon is dominated by communicable diseases. HIV/Aids, malaria
and tuberculosis, are blamed for about 23.7% of total morbidity rate and 25% of deaths. HIV
prevalence stands at about 4.3%, with disparities observed among regions, age and sex groups. Within
the youth population aged 15 to 24, it was said to be 1.7% in 2011. It is five times higher within the girl
population (2.6%) than within the boy population (0.5%), thus confirming the already observed trend
many years ago showing that this pandemic is dominantly affecting the female population (12). The
number of people living with HIV in 2015 was estimated at 620 000 (36). The number of cases of
successfully cured tuberculosis has been growing since 2001 thanks to the quality of health care
offered. Malaria, however, remains the main cause of morbidity and mortality among children aged 0
to 5. This notwithstanding, some studies indicate that neglected tropical diseases come in second
position among communicable diseases with high morbidity, after HIV/AIDS and before malaria. The
overall weight of communicable diseases seems to decrease over time.

Deep causes of communicable diseases can partly be found in the country’s diverse ecosystem, which
serves as breeding ground for vectors of several of these diseases. Measures to prevent diseases
caused by vectors are hindered by insufficient sensitisation (low use of treated mosquito nets), and/or
it is so costly that it can’t be extended to a large scale (fighting black fly by spreading insecticide over
rivers).
With regard to HIV-Aids, it should be noted that the practice consisting of having several sexual
partners slightly reduced between 2011 and 2014, that is, moving from 6% to 5.1% among women,
and from 29% to 25.7% among men (13). Besides, sexual intercourse before 15 years old has dropped
from 16.4% to 16% for girls and from 10.9% to 9.3% for boys. Youth sensitisation on HIV prevention
has intensified, and is materialised by a programmes like “Aids-free Holidays”.
Within the same period, measles vaccination rate rose from 76 to 80.4%, leading to a significant drop
in the number of cases. This is actually a disease that can be prevented through vaccination. Such a
success comes as a result of nation-wide campaigns and systematic vaccination. They should
nonetheless be intensified.
These diseases can also be blamed on other socioeconomic and cultural factors. Over 27% of
households do not have access to potable water and only 10.9% of them use appropriate water
treatment techniques. In 2012, close to 52% of households did not have improved toilets. This
proportion ranged from 17% in the Far North to 66.8% in the Littoral (2012 MDG Report). As concerns
environmental hygiene, more than 23% of annual waste production of the country is thrown directly
in gutters and/or in nature (12, 13, 14).
.
The main factors engendering these diseases remain poor food hygiene,
Non-communicable diseases
insufficient sport activity and settlement. Physical exercises and better food
are booming (figure 1), and are
habits are still not well emphasised as means of preventing NCDs.
dominated by cardiovascular
Furthermore, according to the GATS report of the NIS (15, 16), about 1.1
diseases, cancers, accidents and
million Cameroonians are tobacco smokers, of whom 13.9% are men, and
traumas. They account for 14%
of all diseases and 23.3% of
4.3% women. Measures to discourage tobacco consumption remain
overall mortality.
insufficient owing to economic stakes involved and smuggling. It is estimated
that among the population aged 15 and above, each individual consumes an
average of 8.4 litres of alcohol per year (17, 18). 4% of men against 0.9% of
women are said to be alcohol addict. 52.2% of young boys take alcoholic drinks
before the age of 15 as opposed to 33% of young girls.

trends in overall weight of transmissible and non-communicable diseases in Cameroon
From 1990 to 2013. (adapted from Global Burden of Diseases of 2013[60])

With regard to mother and child health, infant and child mortality has dropped steadily from 144‰
to 103‰ of living births between 2004 and 2014 (CDHE 2011 and MICS 2014 (12, 13). During this same
period, infant mortality rate has decreased from 74‰ to 60‰ of living births between 2004 and 2011,
though higher rates were recorded in the North and North-West Regions. Between 2011 and 2014, the
national mortality rate moved from 31‰ to 28‰ of living births. Malaria, low respiratory tract
infections and diarrhoeic diseases total 43% of morbidity and mortality of children aged 0 to 5.
The prevalence of chronic malnutrition (retarded
growth) revolved around 31% from 2011 to 2014.
Moderate and severe malnutrition reduced from
5.6% to 5.2% during this period, with the North and
Far North regions being the most affected with a
total of 12% and 10.2%, respectively. In 2014, the
national underweight prevalence stood at 14.8%
while obesity was at 6.7% (12, 13). The percentage
of mothers who practised exclusive breastfeeding
during the first six months was 28.2% in 2014 (12,
13).
Mothers and their children at a centre offering nutritional advice

Several factors can explain the sharp increase in
maternal mortality from 430 to 782 deaths for 100
000 living births between 2004 and 2011 (12).
Among them are: anaemia during pregnancy (40%
in 2014), the low rate of childbirth with the
assistance of a trained health personnel (64.7% in
2014) [28], low income and geographical difficulties
to access health services, the scarcity of some
essential drugs and blood products to save mothers’
lives, the low use of modern contraceptives (16,1%
in 2011), and the high rate of HIV-positive women
(5.6% against 2.9% for men).
Pregnant women during an ante-natal consultation

As concerns potentially epidemiological diseases (PED), catastrophes and other public health
emergencies, the epidemiological landscape has been greatly characterised by cholera, bacterial
meningitis, measles, yellow fever, and poliomyelitis outbreaks. Table 1 below presents the evolution
in the number of cases and deaths due to these epidemics between 2011 and 2015.
Table 1 : Evolution of PED in Cameroon from 2011 to 2015
2011
PED
23
152
Meningitis 2733
4
Measles
574
Gastro1
enteritis
366
Bloody
2
diarrhoea
114
Typhoid
fever
Cholera

2012
Death
percentage
(%)

843
191
27
2
4
-

3,6

125

4

7 1128
14
806
21
0,1
877
7
0,2
376
55
100

103

0,6

2013
Death
percentage
(%)

73
60
13
21

3,2

2014
Death
percentage
(%)

29

0

0

9,1 1010
1
0,5
681
46
0,3
017
10
0,2
966
138
0
758

68

6,7

10

0,6

63

0,1

7

0,1

31

0

2015
Death
percentage
(%)

3
409
944
4
152
53
477
13
066
176
899

191

5,6

51

5,2

16

0,4

80

0,1

11

0,1

28

0

Cases

Deaths

Death
percentage
%

123

6

4,9

1221
9874

61
34

5
0,4

55793

70

0,1

12656

9

0,1

226342

28

0,0

Source : PED Data, 2011-2015. (DLMEP, unpublished) (19)

Cases of health emergencies are generally reported during outbreaks, traumas, population
displacements and floods. Other humanitarian crises come as a result of food insecurity, (like in the
Sahel), armed conflict and terrorist attacks in the Far North (no one can as of now say when it will come
to an end), the afflux of refugees fleeing armed conflicts in the CAR and Nigeria and who will still be
fed in case the conflicts persist. No case of meningococcal meningitis has, however, been reported
these last two years thanks to immunisation campaigns organised to administer MenAfriVac to
populations in high-risk regions (19).

2.3 Country’s responses to health problems (cf. the sectoral strategy for
health)
In 2009, Cameroon designed a development plan for 2035: “Cameroon : an emerging, democratic and
united country proud of its diversity”. According to this plan, the country has set four main objectives,
one of them being “poverty reduction to a socially acceptable level” (9).
The Growth and employment strategy paper (GESP), (2010-2019), which is the document which spells
out the mode of implementation of the vision, reiterates government’s will to pursue the achievement
of millennium development goals (MDG), and contribute to healthy human resource which can be
productive and capable of carrying inclusive, sustainable, high growth. Cameroon further adopted the
post-millennium development goals set in 2015 by the UN general assembly (10).
In order to meet national as well as international objectives in relation to health (GESP, ), and move
towards Universal Health-care Coverage, Cameroon has devised a Health Sectoral Strategy (HSS) which
runs from 2016 to 2027. Its vision is to become a « country wherein universal access to quality health
services is guaranteed for all by 2035 meanwhile fully involving communities”. This will be translated
by improvements in the health system to enforce services and essential basic and specialised health
care. (11).
In a bid to enforce the HSS, the country has designed a National Health Development Plan (NHDP)
which covers the period running from 2016 to 2020. It lays emphasis on maternal, neonatal, infantile,

juvenile and adolescent health, as well as on casualty management, disease prevention, and especially
the improvement of the health system.

The health system
The implementation of the 2001-2015 health sectoral strategy, which, among others, planned
improvements in the health system, has greatly focussed on the design of programmes to combat
diseases. Activities to develop the health system proper were rather scanty. The present system
portrays several weaknesses which hinder its evolution towards Universal Health-care Coverage.
The country’s health system consists of three levels: the central, the intermediary and the peripheral
levels (see Table 3).
Table 3: Layers of the Health Sector and their Functions
Level

Administrative structures

Central

Office of the Minister,
Secretariat General,
Directorates and similar
structures

Competences
Policy design
Coordination

Health facilities

Dialogue platforms

Referral hospitals, university
teaching hospitals, Central
hospitals and others of the same
category, CENAME,CPC,

National council on health,
hygiene, and social matters

Regulation
CHRACERH, LANACOME,CBIRC,
NPHO)
Technical support to District
hospitals
Intermediary

10 Regional delegations

- Regional Coordination

Regional hospitals and others of
the same category; Regional drug Regional health promotion funds
supply centres

- Regulation
Health care delivery
Peripheral

189 Health districts

District coordination
Regulation

- District hospitals
- Clinics; - SMC; - IHC, doctors’
surgeries

DHC; DMC
HC; MC

Source: MINSANTE. Human resource Development Plan: Diagnostic (2012). Additional information taken from the 2013 flowchart (20)

In 2015, there were 3756 integrated health centres and sub-divisional health centres, 218 district
hospitals and the others of the same category, 15 regional hospitals and 15 central and referral
hospitals.
Service delivery concerns primary health care (PHC) at peripheral level. However, basic health care
packages (BHCP) and complementary health care packages (CHCP) delivery is still below satisfaction
(see Appendix 1). In 2011, for instance, vaccination rate stood at 79.6 % (12, 13,). With regard to CHCP
specifically, no health district offers comprehensive services and care due to lack of appropriate
technical equipment.
It can be said that the number of health facilities is enough but the problem lies in their geographical
distribution across the country. As a matter-of-fact, health facilities and infrastructure are not equally
distributed among regions and even among health districts such that cases of people living 20km away
from a health facility are not scarce. This situation has been worsened by the poor quality and the
insufficient number of technical equipment, which led the populations to hardly resort to these
facilities [12]. Moreover, some structures have stopped operating owing to the low rate of follow-up
of renovation/construction works, on the one hand, and insufficient supply with equipment and

human resources, on the other hand. The fact that there are different brands of medical equipment
within the same structure, coupled with their old age, constitutes not only a hindrance to the
implementation of a good repair and routine maintenance strategy, but also does not make it possible
to save money.
Specialised health services and care (surgery, paediatrics,
gynaecology and obstetrics, medical imaging and
haemodialysis) are available in some health facilities at the
intermediary and central levels. Populations cannot afford
specialised health care because they are too costly. Quality
health care remains a dream because of the low standard
of equipment. It should be observed that in the absence of
excellence and reference centres in the peripheries, most
of these structures limit themselves to primary health care
delivery (20, 21).
Informal health care delivery has greatly increased around
the country though their suppliers hardly meet the
requirements and their activities are not monitored by the
ministry in charge of health.

Patients waiting to be attended to in district hospital

The main health delivery indicators are summarised in the table below.
Indicators

Percentage of fully immunised children

Contraceptive use
Antenatal care (percentage of women aged 15 to 49 who
have received antenatal care from trained health personnel
Assisted childbirth
Percentage of facilities which can carry out diagnosis tests
Availability of WHO’s standard tracer molecules in health
facilities

Coverage Rate
3rd dose of the combined five-effect
vaccine: 79,6 %
3rd dose of the anti-polio vaccine: 84,5
%
BCG : 91,2 %
Anti-Measles vaccine: 79,9 %
64, 4 %
(ranges from 50,8 % (North Region) to
89,9 (Centre Region, excluding
Yaoundé)
34,30 %
64 %
Varies between 34,6 % (the North
Region) and 95,2 % (Douala)
ND
86 %

Source

EDS-MICS 2014

EDS-MICS 2014
EDS-MICS 2014
EDS-MICS 2014

Ministry of public health: “state of
affairs and diagnosis of the Health
Sector”

The availability of rapid diagnosis tests (RDT) for some diseases (malaria, HIV/AIDS, tuberculosis) in
most health facilities has greatly improved their diagnosis. Besides, treatments are now available at
least at the district hospital to take care of, and follow-up, patients suffering from these diseases.
Unfortunately, regular shortages in stock of RDT and drugs seriously hinder the performance of health
facilities in this regard. Although treatment procedures have been designed to improve basic health

care delivery (basic and complementary packages), they are not yet enforced since they have not been
vulgarised and the personnel are still to be trained to implement them. As of the moment, it is difficult
to know the proportion of health facilities which meet basic standards as far as infrastructure and
equipment are concerned. In some health facilities, medical prescription are made just parsimoniously,
this is also the case of the implementation of measure to avoid infections and ensure hygiene in the
hospital. There is need to carry out a study to better size up the problem relating to the performance
of health facilities, including making sure that health care is permanent, integrated and
comprehensive.
The health system is progressively getting ready to react accordingly in situations of epidemic
outbreaks, catastrophes and humanitarian crises. The country is gradually acquiring what is needed to
enforce the international health regulation (IHR) (2005), which includes the coordination mechanism
in case of emergency (the existence of an Emergency Operation Centre (EOC) at central level, and at
the Provincial centres to prevent and combat epidemics which have at their disposal rapid intervention
units ; the supervision system which relies on some 2500 connected telephones and an alert system
via mobile phones ; more competent staff ; a certified national laboratory in compliance with
international standards, undergoing regular assessment and endowed with level 3 biological security.
A network of laboratories is being progressively set up. Maps of national resources are still awaited,
but the country has identified priority risks. Stocks are dispatched and ready for use in case of outbreak
of certain epidemics (cholera and meningitis) and catastrophe (terrorist attacks, road accidents) the
IHR communication plan is being designed. The main entries have already been identified, but have
not been tested and the plan of implementation is still inexistent. No legal provision in the country is
conflicting with the implementation of the IHR.
In the regions affected by security crisis and terrorism (Far North and East), WHO has commissioned
teams to render humanitarian services and help prevent diseases and take care of the wounded. The
strategy adopted by WHO for high risk zones is known as “Hit and Run”. It consists in making quick
incursions in these areas to offer health care under the protection of forces of law and order. Each
region affected has designed strategies and plans to attend to displaced people and refugees, who
benefit from WHO’s support.
As concerns human resources, it should be noted that in spite of government’s effort to recruit staff,
there is still a serious shortage, as well quantitative as qualitative, in accordance with WHO’s standards.
There is 0.08 doctor for 1000 inhabitants, 0.51 nurse and midwives for 1000 inhabitants, 14 chemists
for 100 000 in Douala and Yaoundé but 0.5 for 100 000 in rural areas. The UNFPA recently published a
document revealing that Cameroon needs 1146 midwives to ensure that every childbirth is at least
assisted by well trained and qualified staff. So far, only 665 have been trained by the government and
only 179 have been recruited. Moreover, their working conditions are not yet the best. The Far North
and the North have the lowest numbers of midwives. This shortage of staff is worsened by their poor
management characterised by the inability to use them rationally, keep them in remote areas,
motivate them (some professional unethical practices can be blamed on this), and train them to
improve the management of health facilities (22, 23, 29).
As far as the national health information system (NHIS) is concerned, it is very clear that the
institutional and organisational framework remains weak, as there is no management procedure
manual, no guide to follow up activities, but there exists a multitude of subsystems of information and
data collection tools in a low computerised environment. A strategic plan to reinforce the NHIS was
drawn in 2008 to cover the period running from 2009 to 2015 (31). The country recently created a
network of health data providers (the Cameroon Health Data Collaborative) so as to create a common

platform to measure and evaluate investments in the national health information system. Among
other things, this will make it possible to: i) support the ministry of health in its effort to monitor and
assess and with regard to result management; ii) ensure strategic supervision; iii) set up a framework
to share experience; iv) create a link between different stakeholders involved in health and other
sectors; v) build the capacity of members of the network; vi) strengthen the link and collaboration
among all key interface actors and the health sector. Thirty two partners are members of this platform,
including WHO.
With regard to the improvement of access to essential medical products, there exists a national drug
supply system coordinated by the National Board for the Supply of Essential Drugs and Medical
Consumables (CENAME). The national list of drugs is updated on a regular basis, and the national policy
encourages generic drugs easily available in the health system, but it is not compulsory to use them as
first choice. CENAME is managed by a board of directors selected among health stakeholders.
However, for the past few years, it seems to be out of breath and needs auditing to determine the
deep causes of the problems reported in relation to supply. There is a whole laboratory (LANACOME)
to check the quality of drugs and other consumables. But this laboratory lacks sophisticated equipment
and it fails to check all drugs. The fight against low quality medical products, fake ones, those with fake
labels and those that have been falsified and/or counterfeited is effective but poorly organised since
smuggled products can still be found on the national market. There is no autonomous structure
regulating the pharmaceutical sector. (25, 26).
As concerns funding, the 2012 national health accounts
(27) reveal that the total amount of money used for
health is CFA F 728.1 billion, in other words 5.4% of the
GDP (27). Households constitute the main source of
funding (70.5%), followed by the government (14.5%),
donors (7.1%) and the private sector (less than 1%). Since
2011, only 4.5% to 5.5% of the national budget is
devoted to health, far below the 15% as decided upon by
African Heads of States during the Abuja summit in April
2001. In 2013, the contribution of households still stood
at 61%, the third most important in Sub-Saharan Africa,
behind Sudan and Nigeria (28).
Health insurance is still at its early stage. Health
expenses consist of 97% of direct payment where the
health care is delivered, and only 3% are settled through
a mechanism to mutualise risks or by a third party. The
supply of dome drugs to patients for free, as mentioned
earlier (30), without an adequate mechanism to recover
the funds used by health facilities is neither sustainable
nor bearable on the long run.

External funding (EF) granted by MINSANTE’s partners
account for 14% of the total funding of the sector every year,
thus corresponding to 31.4% of the budget of MINSANTE in
2015. Public financial resources allocated to health remain
insufficient, reason why the country is still dependent on
external funding. However, main multilateral partners now
put as a condition to their support their gradual withdrawal.
This is for instance the case of the GAVI Alliance whose
funding is expected to come to an end in 2020 while the World
Funds joint-financing requires that the State must gradually
increase its share. External funds contribute very little to
strengthen the health system and they focus essentially on the
fight against communicable diseases and mother and child
health. Innovating funding systems (health cheque, PBF) are
only a minute proportion of the resources mobilised. The
mutualisation of resources is still limited owing to the lack of
harmonisation of mechanisms to collect external funds by the
various partners, coupled with the non-inclusion of some EF
in the national budget, and fragmented and less developed
prepaid systems.

The global real-time information and follow up system of the execution of the budget is still embryonic.
The budgeting software used does not make it possible to follow up the use of resources at the
decentralised level. Things are even tougher because of lack of effective procedures to manage the
resources of this sector (national budget as well as external funding).

Given that Cameroon is still to design a national strategy to fund health, the quality of expenditures in
this domain is still low. In 2012, for instance, the country spent $61 per inhabitant but achieved results
corresponding to countries which spent only $10 to $15 per inhabitant (24).
The country has adopted Universal Health-care Coverage (UHC) and has started the process to design
the strategy to implement it. OASIS conducted a study to evaluate the financing system of health in
Cameroon and to propose options and changes that can lead to better performances. The best
scenario has been validated by diverse participants in the presence of high State official.
On the issue of the strategic and operational running of the health sector, one can observe that there
is insufficient planning, coordination, supervision, follow up and assessment. There are cases where
strategic and operational plans were simply absent, and in some cases, they did not at all comply with
the priorities of the NHDP, and are not always geared towards the effective enforcement of the BHCP
and the CHCP. Follow up and supervision of lower rank structures by higher rank ones face logistic,
financial and planning difficulties. There is no common guideline to follow up and assess.
It has been observed that with regard to the 6 pillars of the health system, very few health districts can
effectively enforce the BHCP and the CHCP. Health districts are not yet institutionally, financially and
technically autonomous enough to guarantee Universal Health-care Coverage. The main challenge
here will be to strengthen the different components of the system so as to ease health care delivery.
Greater political will is now perceptible in the country to create favourable conditions to offer universal
health-care coverage (32). A study has been conducted to determine the state of affairs in order to
start the process to design a UHC strategic plan. There are on-going experimentations of funding
mechanisms which will reduce direct payments. A public debate has been initiated by denominational
organisations on the UHC.
The 2016-2027 health sectoral strategy deals with the weaknesses presented in the above analysis in
relation to the following five components: health promotion, disease prevention, health care delivery,
the improvement of the health system, governance and strategic running (11). The National health
development plan (2016 – 2020 NHDP) which is the model followed by the WCSC, will have as priority
the strengthening of the health system while laying emphasis on governance and strategic running of
the health sector, the improvement of routine pre-emptive and curative interventions, the
amelioration of interventions to cut down maternal mortality, dealing with epidemics and public
health emergencies, and greater community involvement.

2.4 Other issues (equity, gender, human rights, etc.)
Human rights protection and civil liberties have improved thanks to the cancellation of emergency
laws, the advent of the multi-party system, and press freedom, among others. Cameroon has ratified
several conventions including those on the elimination of all forms of discrimination against women,
and those protecting children’s rights. On the contrary, some population groups like the pygmies (the
forest area), the bororo (in the northern part of the country) and those living on islands are still
marginalised because either they are too attached to their sociocultural and economic environment
or enough has not been done or what has been done is not adapted to integrate them.

Bearing in mind social, economic and environmental factors which can affect health, in spite of the
slight increase in HDI over the years, Cameroon only moved from the 153rd to the 154th position
between 2009 and 2013. However, social and economic factors, namely gender equality and women
empowerment, gender balance, equity and human rights, climate change and environmental health
are included in all of the country’s health programmes.
Although most MDGs were not met, those in relation to health have been on top of the agenda of
political programmes and constitute the reference for the present 2001-1015 HSS. Sustainable
development goals (SDG) have now been used as reference to draw the 2016-2027 HSS, while
establishing a correlation between SDGs and the objectives and priorities set in this document. This is
why it would be appropriate to continue with activities bearing in mind SDGs.

2.5 The environment of development partners
As part of the process to draw the present 2017-2020 cooperation strategy, the WHO’s office in
Cameroon carried out an evaluation study of development partners so as to better apprehend the
relevance of its interventions and collaboration, its impact on Cameroon’s health system and the key
role played by WHO as facilitator and platform to bring together technical and financial partners
involved in the health sector in Cameroon.



Development-oriented partnerships and cooperation

It was mentioned earlier that Cameroon’s health sector benefits from technical and financial assistance
from several development partners whose actions fall within various domains more or less visible
depending on their modus operandi. Multilateral cooperation is predominant and is implemented via
specialised agencies of the United Nations System, the European Union, the World Bank, the African
Development Bank, the Islamic Development Bank, the World Funds against AIDS, Tuberculosis and
Malaria, UNITAID and the Clinton Foundation. There are many instances of bilateral cooperation and
new partners have joined in, namely PEPFAR and the Korean cooperation (KOICA). Several NGOs also
come in exclusively to implement health programmes.
The HSS’s steering committee is supposed to be the institution charged with conducting the
implementation of the strategy. However, many other exchange platforms between MINSANTE and
its partners exist and in which you generally have the same partners. These frameworks are created
according to areas of intervention (combating infant and mother mortality, vaccinations (CCIA)...), or
health programmes (AIDS (NACC), tuberculosis (NTCC), malaria (NMCC), river blindness (GTNO)…). The
WHO is involved in all these platforms and takes active part in all on-going joint initiatives such as
Global Fund, COMPACT, IHP+, HHA, MUSKOKA, GAVI Alliance, GFF.
Partnership with the Ministry of Public health essentially comes in the form of budget supply,
institutional support, (follow up and assessment, contract signing, strengthening of health districts),
building, equipping and maintain health infrastructure, and the implementation of priority health
programmes. The exchange framework involving health partners in order to implement the health
sectoral strategy operates with lots of difficulties.
In its capacity as MINSANTE’s privileged adviser, WHO is the leading health partner, but its relationship
with others largely depends on the partner. Many technical and financial partners feel excluded from
or less involved in WHO’s interventions and they wish this situation could change for in future. This
worry has been expressed by the Japanese Embassy, KOICA, Médecins Sans Frontières, CEPCA, the
Service Diocésain de Santé and SIGHTFIRST (an NGO).

A word on the quality and results of these interventions to say that almost all interventions match with
the guidelines set in the national strategic and/or operational (HSS, NHDP...) plans as well as with the
Country’s Cooperation strategy (CCP). CCP’s interventions between 2010 and 2015 were many and
varied, taking into account all the domains selected to feature in this document on disease mitigation,
the health system, health promotion and epidemic, emergency and catastrophe management.
According to most partners, the results achieved have globally been satisfactory thanks not only to
WHO’s effort to bring these partners to the discussion table, but also to the actual participation of
some of them.
Partners have identified priority areas which they have in common with WHO. These include: the
training of technical staff, communication for better understanding of the areas, WHO’s advocacy for
financing, more WHO’s coordination, the harmonisation of TFPs and their interventions in situations
of emergency or catastrophe as well as for mother, child and adolescent health. Some partners think
that the WHO must focus more on the mechanisms which can help improve the health system (PBF
for instance), and especially health financing.
The main challenge is to have the country set up a structure which will coordinate health-related
activities, endowed with divisions based on themes and programmes.
In spite of these encouraging results, there still
exist serious loopholes. As a consequence,
partners’ satisfaction was mitigated. For instance,
OCEAC expressed total satisfaction with the
screening and treatment of cases of AHT in
endemic zones, but expressed dissatisfaction
with the way information was shared on
surveillance and the enforcement of Global
Health Regulations (GHR) at the health
checkpoints found at the boundaries.



Partners’ proposals for the next CCP:
1.
Greater systematised coordination and follow up
conducted by WHO; more WHO-MINSANTE strategic
and non-operational interaction, more visibility of
TFPs and greater and greater accountability to nurse
trust among the partners;
2.
Greater participation of partners in the follow up and
assessment of CCP;
3.
The government should fully adopt the new strategies
proposed by her partners (GFF/PBF, diagnose and
treat HIV/Aids, etc.);
4.
Ease partners’ action without at all replacing
MINSANTE and be officially assigned to assist the
ministry in some specific domains in addition to the
usual areas of support;
5.
Improved disease treatment.

Collaboration with the UN system in Cameroon

Being just one component of the UN system, WHO supports the country in the framework of the
United Nations Development Assistance Framework (UNDAF) designed together with the government
and enforced through common programmes and humanitarian action. UNDAF plans that until 2020,
emphasis will be to increase social inclusion of the most vulnerable groups, develop and increase
economic, social and environmental resilience and in relation to human development, to consolidate
achievements and meet new social challenges. The health component is included in this last aspect, of
which the target results are that “men, women, adolescents and children should have access to and
make greater and equitable use of services in charge of preventing and treating HIV/AIDS, tuberculosis,
malaria and other diseases”, and that “quality reproductive health services are equitably available for
women, new-born babies, children and adolescents”. WHO is involved in the H6 and RMNCAH/TRUST
FUND common programmes to cut down mother and child mortality, and be the leader in the health
sector in relation to the humanitarian action carried out by the UN system and other partners.

The assessment of the partnership with the UN system has helped identify several ways to improve on
cooperation with WHO. All partners of the UN system are ready to ameliorate their partnership with
Cameroon in the next CCP. In this regard, WHO should:
o Continue and improve its leadership action among UN institutions in Cameroon in relation to
health development while working out new strategies which will have real impact on health
indicators in the country ;
o Be more available for discussions on health development, planning, advocacy for financing.
“WHO’s voice should be more audible”.
o Continue its action to develop policies, directives and health guides:
 WHO’s partnership will be geared towards improving the mechanisms recommended
in the UNDAF, mobilising more financial, material and human resources, and ensuring
good relation with MINSANTE so as to meet these objectives.
 Help appropriate and reinforce the Delivering as One (DaO) strategy among United
Nations Organisations in Cameroon in the framework of the UNDAF;
o Improve responses to cases of emergency and catastrophe in consonance with specialised
agencies like the HCR, the Red Cross and other humanitarian partners.



Cameroon’s Contribution to global health action

Cameroon has made its own contribution to the African Public Health Emergency Fund (APHEF), a good
example within the sub-region. It further took part in the study on the 9-month treatment of multiresistant tuberculosis as prescribed by WHO since May 2016. The experimentation of toll free
telephone calls based on a network of about 2500 cell phones for real-time data transmission on
epidemiological supervision and the management of epidemic (especially cholera) deserved the
country a special award by the African Development Bank. This initiative is gradually being
implemented in several other countries in Africa. Finally, thanks to the GIS project (Geographic
Information System), the country has been able to draw the map of all health districts and areas and
locate areas of great interest on the map (health facilities, markets, schools, neighbourhoods...). This
has greatly contributed to better planning at the micro level and quality improvement of vaccination
campaigns to counter poliomyelitis outbreak. This very database is further used to analyse data from
programmes beyond the district level and better envisage health actions. This experience is being
replicated in other countries and AFRO is planning to organise a workshop bringing together several
countries to disseminate this approach.

2.6 Assessment of WHO’s cooperation during the cooperation strategy
cycle
The 2010-2015 cooperation strategy has served as backbone for the implementation of three
successive two-year plans of action. Significant results have been achieved in relation to the strategic
agenda, though shortcomings are still observed in its implementation. The cooperation centred around
five main strategic axes : i) disease control; ii) the improvement of the health of the mother and her
new-born baby, adolescent health and child survival ; iii) preparation and reaction in situations of
emergency and catastrophe; iv)health promotion; v) the strengthening of the health system.

Key products and achievements

Strategic axes

Key products and achievements

Fight against
diseases

1.

Better epidemiological surveillance thanks to the use of modern
information, communication and location technologies at each of the
three level of the health pyramid

2.

Adoption and enforcement of new WHO’s guidelines on ARD

3.

Support to efforts to improve the quality of DOTS services to fight
tuberculosis, especially multi-resistant tuberculosis

4.

Fund raising for the World Fund to achieve and sustain universal
coverage of interventions to combat malaria

5.

Drawing of the map of NTDs, and availability of drugs for mass
distribution and specialised treatments

6.

Support to surveys on tobacco consumption by adults and youngsters,
leading to a better appraisal of this ill in the country.

the improvement of 1.
the health of the
mother and her newborn baby,
adolescent health
and child survival

Support to the implementation of the national road map to accelerate
the reduction of maternal and neonatal morbidity/mortality
1.

Increased maternal death surveillance (via the telephone
network),

2.

Human resource capacity building, and

3.

The investigation of maternal death and of the integrated
treatment of infant diseases

2.

Improved coordination among partners to set up and execute H6 and
RMNCAH/TRUST FUND projects

3.

Contribution to the inclusion of new vaccines in the EPI,

4.

The organisation of several vaccination campaigns against
poliomyelitis, measles, yellow fever and meningitis,

5.

The design of a National Health Strategic Plan for adolescents and
youth in Cameroon (2015 – 2019),

6.

The Elaboration of norms and standards of service delivery in the area
of adolescent and youth reproductive and developmental health

7.

The creation of centres to address youth problems in health facilities

preparation and
1.
reaction in situations

The creation of an emergency centre at the central level, and Regional
Centres to prevent and combat epidemics and other health
emergencies in the regions

Strategic axes

Key products and achievements

of emergency and
catastrophe

2.

The continuous implementation of Global Health Regulations

3.

The Mobilisation of financing from various donors to carry out
humanitarian assistance

4.

Infrastructure development (local offices in Bertoua, Maroua and
Douala, operation Hubs in Garoua Boulai and Batouri, health unit at the
Minawaou refugee camp),

5.

The acquisition of vehicles, equipment and tools (including what is
need to take care of people suffering from trauma as a result of war),
drugs and other necessary consumables and their supply where
needed (at the central and regional levels) to handle cases of epidemic
and humanitarian crises.

6.

Allow those with field experience to take care of emergencies and their
effect on the populations (refugees, the displaced, the wounded)

7.

The creation of a platform to coordinate humanitarian partners
involved in health.

1.

Seize the opportunity of world health days to advocate for the
prevention of transmissible as well as non-communicable diseases and
those that can be avoided through vaccination

2.

Advocate the adoption of the anti-tobacco law by the parliament

3.

Contribution to create the Association of Journalists for Health
Promotion and the Association of Journalists for the Promotion of
vaccination

Health promotion

The strengthening of 1.
the health system

Capacity building of senior consultants and other health officials on
management procedures

2.

The Elaboration of a manual of administrative, accounting and financial
procedures for EVP

3.

The creation of a framework to improve on governance

4.

The design of a national diagnosis and therapeutic guide to be used for
primary and secondary health care

5.

The setting up of a national human resource development plan
(NHRDP) and human resource watchdog

6.

The creation of national health accounts to analyse cash flow in the
country in relation to health

Strategic axes

Key products and achievements
7.

Draw and publish annual health statistics on the most frequent
diseases and those that must be declared

8.

The creation of a computerised system to locate health areas on the
map for a better management of the health map

9.

The updating of the national list of essential drugs

10.

Give an estimate of the country’s needs for drugs, reagents and other
medical inputs used in priority programmes (TB, HIV, Malaria, NTDs,
etc)

11.

The elaboration and enforcement of a national blood transfusion
strategic plan.

Some pictures illustrating the products and results of cooperation
between 2010 and 2016

The telephone equipment network used for health matter

Evolution graph of vaccination rates in 2011 and 2014

WHO’s representative administring oral polio vaccine during
the launch of a vaccination campaign

Vehicles donated by WHO to MINSANTE to be used for
epidemics, emergencies and catastrophes

The WHO in the field: MINAWAOU Maternity Ward in the Far North
Region, WHO’s donation to Nigerian refugees

WHO’s internal and external environment analysis
The WHO is known in Cameroon to be not only the privileged adviser of the ministry of health, but also
the leader and technical adviser of other development partners involved in health. Generally with a
bilateral partner, it acts as joint chair of the platform set up by technical and financial partners. It
mainly works on policy and strategy design, norms and standards and resource mobilisation for the
benefit of health.
In 2016, WHO’s Office in Cameroon operated with a 40-member strong staff consisting of 13 technical
advisers, and 27 support staff members. Support teams in the field comprised 60 persons, essentially
made up of consultants and SSA. Technical programmes as well as support teams were organised to
reflect the organisation chart of WHO’s regional office. Teams in the field are in charge of providing
humanitarian care in the Far North and East Regions where WHO has built facilities to accommodate
refugees and other victims of the insecurity prevailing in these areas. Other teams are found in all 10
regions of the country to eradicate poliomyelitis, control diseases and react to epidemic outbreaks.
These teams are normally those that should work with the ministry of health to achieve expected
results as set in the present cooperation document.
The following are the strengths of this cooperation: i) satisfactory working relations with the personnel
of the ministry in charge of health, generally very competent; ii) the unquestionable leadership of WHO
in disease surveillance with the help of ICTs for which it is the main hardware and connexion supplier;
iii) relatively easy conditions at the ministry to make finances available, and to gather documentary
evidence; iv) the government can enjoy permanent technical expertise from WHO at three levels; iv)
WHO’s support to organise international capacity building workshops, seminars and colloquia on a
variety of topics; vi) WHO’s support for the country’s participation in international capacity building
workshops, seminars and colloquia on a variety of topics; vii) regular capacity building of WHO office
to mobilise additional finances; viii) support to react to epidemics, emergencies and to the design and
setting up Emergency Centres and Regional centres to pre-empt and combat epidemics and other
public health emergencies, plus constant support to health crisis management; ix) advocacy to design
a national health financing strategy, and to increase sustainable funding of the health sector.
The weaknesses are as follows: i) WHO’s insufficient support to develop the health system mainly
because of lack of appropriate experts in this domain at the national office and also lack of funding in
this regard; ii) difficulties for WHO personnel to get documentary evidence from the ministry in relation
to funds devoted to activities; iii) insufficient funding for some programmes (NCD, health system,
health promotion…) ; iv) lack of a health economists who could help design strategies to finance the
health sector and help achieve Universal Health-care Coverage; v)WHO’s management methods which
do not match with cases of emergency, especially when it comes to purchasing on the international
market; vi) the stagnation of WHO’s own resources; vii) shortage in some support and security staff,
and in equipment faced by the National Office and in offices in the field, namely those in areas where
insecurity is prevailing.

Main opportunities include: i) high level political involvement to achieve Universal Health-care
Coverage; ii) the availability of a health sectoral strategy which spells out the country’s health policy;
iii) support from several health development partners involved in the health sector under WHO’s
coordination; iv) the availability of several financial partners and financing initiatives, thus opening a
large array of financing sources for the health sector; v) the country’s commitment to the global
financial facility (GFF) and the development of health security, including the “One Life” initiative.
Threats to the cooperation essentially relate to: i) the announced withdrawal of the GAVI Alliance
funding to buy vaccines, or also other financing initiatives; ii) little legibility in the State’s ability to
finance certain programmes for which funding will be reduced/withdrawn; iii) government’s poor
mastery of management procedures of finances granted by WHO; iv) low government involvement to
finance emergency operations, probably due to inadequate planning and also the priority put on
security; v) difficulty to have the government validate the accountability document designed with
assistance from WHO to lay guidelines for good management; vi) lack of information on operation
management at the level of the ministry of public health.

Chapter 3: Strategic programme of cooperation
between WHO and Cameroon
Strategic priorities
Given the analysis of the present situation and the assessment of the implementation of the former
cooperation strategy, given the challenges identified for the health sector in the 2016-2027 sectoral
strategy for health and NHDP2016-2020, and relying on the 12th WHO general plan of work and its
strategic priorities, the support of WHO, in collaboration and synergy with other partners, will focus,
for the 2016-2020 period, on the following five strategic priorities:
i)
Support to the fight against communicable and non-communicable diseases
The issue will be contributing to set up sustainable conditions for the prevention, screening and
treatment of communicable diseases, pursue the promotion of health in order to limit the advent of
illnesses related to environmental determinants like water, hygiene and sanitation, promote the
modification of determinants of non-communicable diseases, that is, unsafe food habits, the
insufficient practice of physical exercises, the settling process, among others.
ii)
Improvement of health indicators at all stages of life and promotion of safe behaviour
The contribution of WHO will enable the improvement of vaccination coverage and access to
treatment against malaria, low respiratory infections and diarrhoea-related illnesses in children below
five years, and improve the rate of child birth under the assistance of qualified health personnel, as
well as poor financial and geographic access to health services, and the poor availability of blood
products to face haemorrhage during childbirth.
iii)
Improvement of health security
WHO contributes to set up a functional system in matters of prevention, preparedness and response
to epidemics and urgent catastrophes in order to limit their adverse consequences on populations, on
the basis of the “One Health” approach.
iv)
Strengthening of the health system
The contribution of WHO will help: improve the functioning of the health district system to enable it
to support programmes for the promotion of health, the prevention and the treatment of diseases;
guarantee the health security of the country; strengthen the training of personnel in key areas of the
health system; harmonise the health information system; and limit shortages of stock in essential drugs
and medical consumables. A step-by-step approach will be privileged, but strategic targeting will be
ensured. Moreover, the issue will be elaborating and implementing a strategy for the funding of health
which permits to limit direct payment for health care.
v)
Effective result-oriented WHO team
WHO will have to strengthen its leadership position among health partners by improving the
performance of health personnel with training sessions that will give them more skills, and by setting
up optimal working conditions.

Areas of priority action and strategic approaches
For each strategic priority adopted, areas of priority action and strategic approaches have been suggested to enable the design of biennial work plans for
the implementation of the cooperation strategy.

Strategic action 1: Support to the fight against communicable and non-communicable diseases
Areas of priority actions

Strategic approaches

Improvement of access to
interventions contributing to the
morbidity and mortality of priority
communicable diseases (HIV-AIDS,
tuberculosis, malaria, hepatitis)
following the indications of world
strategies for the fight against
those diseases



Improvement of support to the
implementation and monitoring of
interventions for the fight against
neglected tropical diseases (NTD)
Improvement of access to
systematic vaccination for
populations with low vaccination
coverage, and implementation and
monitoring of activities for the
elimination of measles and rubella
Improvement of access to
interventions aiming at preventing
and taking care of noncommunicable diseases and
traumas (including mental
disorders and problems related to
the consumption of psychoactive
substances), as well as the risk












Support the elaboration and diffusion of integrated and harmonised norms and standards for decentralised health care provision, integrated
management and the monitoring of the fight against HIV/AIDS, hepatitis and tuberculosis;
Support capacity building for prevention, rapid diagnosis and treatment of HIV/AIDS, hepatitis, tuberculosis and malaria;
Continue support for the broadening of the implementation of the “Treatment for All” strategy for HIV/AIDS targeting the 90-90-90 objective
in 2020;
Strengthen the implementation of the DOTS strategy of care for tuberculosis, in particular TB/HIV co-infection, multi-resistant and/or ultraresistant bacillus tuberculosis;
Support the pursuing and monitoring/evaluation of national operations aiming at universal coverage through activities for the fight against
malaria (distribution of LITMNs, TPI, free treatment for children, seasonal chemical prevention (SCP));
Support the design and implementation of an integrated approach for the fight against viral hepatitis.
Continue support for the implementation of preventive chemotherapy and care for target NTD cases for their elimination following the
world strategy for the fight against NTDs;
Improve communication strategies on the prevention and treatment of NTDs.
Support the revision and implementation of plans for the strengthening of vaccination in health districts with low vaccination coverage in
the light of the knowledge updated by the satellite locating system and other recent studies;
Build the capacities of vaccination actors following the introduction of new vaccines and new vaccination technologies;
Support the country for the speeding-up of control and elimination of illnesses that are preventable with vaccines: measles, neonatal tetanus,
yellow fever, hepatitis B, and their surveillance




Support the final adoption of the implementation of the multi-sectoral national plan for the fight against non-communicable diseases
(yet to be adopted);
Support the design and implementation of the national plan for mental health, with the building of the capacities of health personnel
on mental health;
Contribute to advocacy towards decision makers and regular sensitisation of populations for the modification of determinants of noncommunicable illnesses which are: unsafe food habits (tobacco consumption, alcoholism), insufficient practice of physical exercises,
settlement process, abnormal use of psychoactive substances and any other type of drug addiction;



factors of those illnesses (including
nutritional ones)

Design and implement multi-sectoral plans and programmes for the prevention of trauma, in the framework of the meeting of the
targets of the Decade of action for road security (2011-2020), and reduce violence and trauma risk factors in children, women and
youths.

Strategic priority 2: Improvement of health indicators at all stages of life and promotion of safe behaviour
Areas of priority action

Strategic approaches

Broadening of access to
interventions aiming at improving
the health of women



Broadening of access to
interventions aiming at improving
the health of the newly born baby,
the child and the adolescent



Promotion of safe behaviour and
environment for the conservation
of health at all the stages of life,
including ageing in good health













Accompany the country in setting up a solid national partnership in favour of reproductive health and the health of the mother, the newly
born baby, the child and the adolescent, including the implementation of GFF;
Accompany the country for the broadening of the reduction of costs of efficient interventions for the monitoring of pregnancy, quality care
for childbirth, essential neonatal care and post-partum care within 24 hours of birth
Accompany the country in the building of capacities and the reduction of the cost of quality care aiming at improving the health and
development of the child, including vaccination coverage, integrated care for malaria, low respiratory infections and diarrhoea-related
diseases.
Support the country in all actions to be taken to address unsatisfied needs in matters of reproductive health and reproductive health care
for adolescents, including the training of youth supervision organisations at community level in reproductive health.
Support the extension of the watch on malnutrition in other regions of the country, the promotion of breastfeeding and the improvement
of the nutrition of the pregnant and breastfeeding woman;
Do advocacy with officials at all levels and communities on issues related to the health problems of old people;
Support the design of a strategy favouring ageing while remaining active and in good health, which eases access to care for old people.
Better mobilise partners and resources to improve the health of old people;
Support the design of strategies aiming at the improvement of environmental hygiene, public sanitation, and the management of solid and
liquid waste, in collaboration with local governments;
Promote individual and collective habits targeting the improvement of general and body hygiene, the use of latrines, the reduction of the
use of firewood, the appropriate use of water and the protection of water sources.

Strategic priority 3: Improvement of health security
Areas of priority action

Strategic approaches

Surveillance of epidemiologic
tendencies at the different levels of
the health pyramid
Implementation of the 2015
International Health Regulation









Support the country for the development of the health information system in order to make it stronger and more reliable, with the use of
aids and new information and communication technologies in real time and decision making
Strengthen the integrated surveillance of illnesses, including zoonosis, and event-based surveillance.
Continue the promotion of multi-sectoral collaboration in the preparation of response to emergency situations;
Pursue the building of the operational capacities of rapid intervention teams at both central and regional levels;
Pursue the evaluation of health risks through the exhaustive evaluation of training needs in relation to the different health risks already
recorded (epidemics, zoonotic risks, natural risks, anthropic risks, …) and for the development of a human resources plan on the basis of the
results of this evaluation;
Accompany the country in the setting up /maintenance of standards of public health laboratories through support to regular accreditation
of the procedures in force in those laboratories.

Implementation of the WHO
programme for the management of
health emergency situations at
country level











Support to the country for the
effective implementation of the
plan for the eradication of polio





Special support for capacity building at entry points
Pursue and sustain the building of capacities of preparation, response, and management of emergencies and catastrophes.
Support the implementation of plans for preparation and response to health emergencies at all levels;
Strengthen the decentralisation of human coordination in the Far North and East regions with the arrival of new humanitarian actors;
Build the capacities of officials and humanitarian actors for better efficiency of humanitarian action and better transition between
humanitarian action and development, mainly at the level of affected regions;
Strengthen civilian-soldier collaboration for better efficiency of intervention in high insecurity areas, mainly the areas where attacks and
terrorist acts are recorded;
Strengthen activities for the management of health information and the monitoring-evaluation of the performances of the health sector with
updating of tools, continuation of the collection of data and information in the field, and building of the capacities of the workers and
institutions involved;
Support crisis-development transition: early recovery and HNO-HRP planning context; collaboration between humanitarian actors, state
officials and development technical and financial partners (TFP); particular accent on resilience at different levels (individuals, communities
and institutions).
Support the planning, implementation and evaluation of mass anti-polio vaccination activities, including systematic vaccination
Give technical and financial support to the strengthening of routine and environmental surveillance of PFA cases, the implementation of the
response vaccination plan to all cases of importation of wild poliomyelitis virus and outbreak of CVDPV.
Support the country for the design and implementation of the transition and devolution plan of the programme for the eradication of polio.

Strategic priority 4: Strengthening of the health system
Areas of priority action

Strategic approaches

Support to the country for the
design of strategic documents,
norms and criteria to make the
health system viable and
procedures for the management of
health programmes










Support the design of a strategy for the funding of health and ensure the monitoring of its implementation for a sustainable funding of the
health sector and progress towards Universal Health-care Coverage (UHC);
Support the design of the strategy for the implementation of UHC in Cameroon;
Undertake advocacy in favour of the mobilisation of all stakeholders for adequate funding of health at least equal to 15% of the State budget
as decided by Heads of State in 2001;
Support the launching of efforts through a pilot approach to the revamping of the health district;
Design procedures to make the health district system reliable; such procedures will enable the health district to go from the start phase (with
the setting up of the necessary inputs) to that of autonomy (where the district functions with minimum external intervention);
Support the design of harmonised procedures for the management of health programmes which are to enable comparative analysis of
programmes in terms of management, in the framework of the improvement of governance;
Support the adoption of the accountability framework for the improvement of governance in the EIP, and its broadening to the management
of all health programmes;
Support efforts aiming at the computerisation of the management of operations in entities of the Ministry of Public Health. Support the
country for the design and diffusion of procedures for the monitoring of the financial and material resources of the health sector.

Support to the country for the
improvement of service and care
packages targeting the person at
peripheral level of the health
system






Support for the integration of the
different health information
systems for the harmonisation of
the collection and treatment of
health data
Improvement of the supply of
essential medicines, vaccines, blood
products and other safe, efficient
and adapted health technologies







Improvement of communication in
matters of public health

Support the finalisation, diffusion of person-centred norms and criteria of care provision (treatment protocol), as well as the building of the
capacities of health personnel on those norms;
Support the process of evaluation of the quality of care (HFA) in health units;
Support the organisation of the functioning of health units at the level of the health district in order to improve the supply of quality care
and services;
Support the setting up of continuity of efficient care (referral and counter-referral system) in the framework of adequate care for
emergencies.
Support the harmonisation of existing health information sub-systems in order to obtain the unification of the national health information
system for decision making, using new information and communication technologies;
Support the development of robust monitoring-evaluation and reporting mechanisms at the level of the health sector using new information
techniques.
Continue advocacy at the level of decision makers for the implementation of the necessary funding for the continuation of the purchase of
drugs and, most of all, vaccines, for programmes for which international aid is about to stop;
Support the necessary reforms of the system of supply in essential drugs and medical consumables to guarantee the permanent availability
of quality drugs and medical and blood products;
Support the building of the capacities of the personnel on the rational use of drugs and medical products.
 Design operational approaches to improve the use of the different communication channels existing and/or create (including new
information and communication technologies), depending on the type of targets and each health programme;
 Develop the different communication tools to improve communication in support of all health programmes.

Strategic priority 5: Efficient and results oriented WHO team
Areas of priority action

Strategic approaches


Improved coordination of health
partners






Training of WHO staff in the
framework of the transformation
programme, the mobilisation of
funding, the new policy for the
management of emergencies and





Pursue and improve the leadership role of health development among United Nations structures in Cameroon and other health partners,
indicating new and high impact strategies on health indicators
To be more present at the table of discussions on health development, planning and advocacy actions for the financing of health actions
Continue action in the development of policies, guidelines and health guides
Facilitate the establishment of a strong working relationship between MINSANTE and health partners to achieve the objectives of the
sectoral health strategy
Contribute, within the framework of UNDAF, to the ownership and strengthening of the United Nations strategy in the United Nations
system in Cameroon
Build the capacities of WHO personnel on the different components of the transformation agenda advocated by the Regional Director of
WHO for Africa, in relationship with all the reforms being undertaken in WHO at the initiative of the headquarters in Geneva, including the
management of risks;
Build the capacities of staff in the development of partnership, the drafting of project proposals for mobilisation of additional funding and
advocacy documents, and in negotiation techniques;

other topics permitting the
improvement of their performances
Improvement of the system for the
evaluation of the performances of
staff







Improvement of measures for the
monitoring of the management of
programmes, logistics, equipment
and different materials, ICT and
finances



Elaboration of security measures
within the premises and during
WHO interventions








Train all the staff in the management of emergencies (SOPs) following the new guidelines adopted by WHO;
Continue the training of staff on leadership and team building principles.
Evaluate the performances of the staff on the basis of key performance indicators (KPI);
Set up a mechanism for the monitoring of the achievement of the products and realisations agreed with the Ministry of Health;
Continue the evaluation of performances in relation to financial management in general and the presentation and auditing of accounts in
relation to the justification of the funds put at the disposal of the government and partners.
Strengthen the collaboration and implementation of joint activities between programmes for the fight against diseases and the health
system;
Build the capacities of GSM users through training sessions by peers and the novel system of specific “counter” initiated by the office;
Strengthen the flow of information and communication at all levels;
Strengthen external communication through press releases, monthly epidemiological briefs, notes to medias and information bulletin; set
up and maintain the presence of WHO on social networks;
Set up the electronic management of documents (EMD).
Implement all the recommendations of the United Nations system related to the security of personnel and premises in the central office
and field offices;
Put the necessary security measures in place during field trips as far as logistics and personnel are concerned. Those measures must be
strengthened in conflict zones.

Matrix for the alignment of strategic priorities with national priorities, GWP priorities, UNDAF objectives and MDGs
WSCC strategic priorities

Areas of action of
WSCC

SSH priorities

HIV, tuberculosis, hepatitis
and malaria
NTD

NTD and trauma, mental
health

Health of the mother

Reduce hospital and community lethality of
communicable and non-communicable priority
diseases, maternal and infant-juvenile mortality
DI
Reduce unattended needs in family planning by
2027 principally in adolescents

1
2

See Appendix 6
See Appendix 5

GWP/WHO
Programmes1

UNDAF Objectives

Targets of
MDGs2

1.1
1.2
1.3
1.4

3.3

1.5

3.2

2.1

3.4

2.2
3.4
3.5
2.5
5.4

3.4

3.1

3.1

3.1
3.1

3.2
3.2
3.6
3.7

3.3
3.3

3.5

WSCC strategic priorities

Areas of action of
WSCC

SSH priorities

GWP/WHO
Programmes1

UNDAF Objectives
Axis 2 – Pillar 2 - Effect 2.3
By 2020, children below 5 years
and women in vulnerable areas
have access to malnutrition
prevention and care services and
use them in an extensive and
equitable way to improve their
nutritional state

Surveillance of illnesses, early
alarm

5.1
5.2

UHR
Management of emergencies
Eradication of wild
poliomyelitis virus
Health documents for the
management of the health
system
Service packages and
complete integrated care
Integration of information
systems
Supply of essential drugs

Efficient and result-oriented
WHO team

Transformation programme
Performance evaluation
management of Programmes
Security measures

3.2

ND

6-1
6-4

ND

Targets of
MDGs2

CHAPTER 4. Implementation of the strategic programme:
Impact on the whole WHO Secretariat
The implementation of the strategic plan will reflect the major changes WHO will bring into its cooperation with
Cameroon, laying emphasis on its role of advisor in matters of policy and strategic orientation as well as its role as
intermediary and referee vis-à-vis the partners of the sector. The present challenges to be met in the health sector on
the one hand, and WHO comparative advantages, like recognised technical mastery with the support of all the levels
of the organisation, a preferential relationship with the ministry of public Health, the ability to group partners around
public health objectives and putting norms, criteria, strategies and reference guidelines at the disposal of actors on
the other hand, will be taken into account.
The change of the country’s health priorities towards the strengthening of the health system for universal health-care
coverage, the Global Health Security Agenda (GHSA), WHO reforms in general and the programme of transformation
of WHO in Africa in particular, the on-going reorganisation of WHO with the setting up of a unique body in charge of
preparation for, and response to, public health emergencies, will have an impact on the role of WHO and its presence
in Cameroon, including the workforce of the office of the representative, the support of the other levels of the
organisation and the allocation of resources to support envisaged interventions. The joint action of WHO and the
Cameroonian government as well as the support of health partners will be vital for the conduct of interventions for
the 2017-2020 period. The consequences of this implementation on the different levels of the organisation are
mentioned below.

4.1 Consequences for the country office
Building of the capacities of the representation office of WHO in the country
As far as human resources are concerned, the project of a new organisation chart is in line with the strategic
programme selected and with the categories of intervention to be conducted. The office has organised itself in a way
to ensure as far as possible support to the government, despite the limited nature of its staff at the moment. It is
hoped that the on-going restructuring at regional level of country offices will go in the sense of the project of the
Cameroon office and will help solve the problem of shortage of staff. Indeed, the present team of technicians will have
to be strengthened, with full time staff for the fight against tuberculosis, NCDs and their determinants (under the
coordination of the official in charge of the fight against the illness). The position of official in charge of epidemics,
emergencies and catastrophes, who is also responsible for the technical coordination of the activities of field offices
created in the framework of care for emergencies and catastrophes will also have to be permanently occupied. Indeed,
it is vital to maintain those field offices and their staff in order to ensure support of WHO in real time, given that
epidemics, emergencies and catastrophes, which are caused by different factors, especially the ones caused by
conflicts in neighbouring countries, will persist for an unforeseeable period. Moreover, the recruitment of an official
in charge of the strengthening of the health system as well as a health economist are proving necessary for strategic
and operational support to the country in this domain, and that of the funding of health, given the priority now given
by the government to the development of the health system. The official in charge of the strengthening of the health
system is even more necessary because WHO proposes to develop pilot health districts by strengthening their health
system. As concerns mother and child health, the programme for the deployment of part-time staff on the field will
have to continue throughout the period of implementation of WSCC to establish surveillance, ensure rapid response
and strengthen all activities for the survival of the mother and the child without exception.
Support staff will also have to be strengthened by an official in charge of travel and supply, an administrative assistant
and logistics and communication clerks.
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As concerns the information system, the present technology in place in the WHO office (VSAT, optic fibre, GPN phones,
telephone fleet, teleconferencing and video conferencing materials …) function well enough to enable communication
both within and out of the country. WHO supported the improvement of epidemiological surveillance with the
telephone fleet which should be maintained, and a digital GIS cartography at the level of health areas. WHO will
continue to support the ministry of public Health which is developing a health information system based on the health
district, the District Health Information System (DHIS), which plans the automatic collection of health data with
smartphones at the level of health areas and their management at different levels of the health pyramid. The National
Operations Centre (NOC) which is to be built by the Ministry of Public Health and some partners will also benefit from
the experience of WHO in matters of ICT. The extension of video conferencing to the 10 health regions (which already
have teleconferencing materials) will permit the limitation of movements in the framework of coordination.
As far as communication is concerned, the improvement of the visibility of WHO action in Cameroon by ensuring the
functioning of the already created web site, and continuing the diffusion of “Health Every day” and “monthly
epidemiological brief” health bulletins of the country office shall continue. It will also be necessary to produce
information and advocacy documents for the intention of real and potential donors, as well as situation reports
(SITREP) informing them on operations in case of specific events. The documentation and information centre will have
to become more operational. The documentation and diffusion of good practices shall become permanent.
Concerning equipment and logistics, the central office and field offices of WHO will have to conform with the new
minimum operating residential security standard norms by equipping themselves with necessary computer and
security materials. The computer fleet will also have to be strengthened to fill the present gaps. The necessity of a
more efficient online library is becoming urgent, and the increase of the car fleet to respond to the different field
activities will help limit the costly renting of cars.
As far as the funding of interventions is concerned, emphasis will have to be laid on the increase of budgetary
allocations for interventions targeting the strengthening of the health system and the fight against NCDs which are
generally underfunded. Another solution is putting together all interventions benefitting from funding and based on
the health system, which are contained in other domains (fight against diseases, mother and child health, emergencies
and catastrophes), for their simultaneous realisation in the concerned pilot health districts. The local search for funding
will have to be continued and sustained. Special emphasis will be laid on the effective realisation of funded
interventions, as well as the auditing of accounts through justifying documents to be presented after execution. The
staff of the WHO office in Cameroon shall continue the improvement of necessary skills in the domains of
communication, advocacy, advice and resource mobilisation.
Planning and budgeting
The nature and number of activities to be planned for, budgeted and implemented during the next biennial periods
will be derived from the strategic priorities and the main intervention areas of the present CCS for Cameroon.
Allocation of funds will be done depending on priorities defined and the importance given each domain of action
selected.

4.2 Consequences on the inter-country level
The WHO inter-country team for Central Africa will ensure proximity support to planned interventions. It will be
responsible for mobilising, at the level of the region and the headquarters, the technical expertise that the country will
not have had time to acquire (in particular in the area of the strengthening of the health system), as well as extrabudgetary financial resources which are necessary for support interventions which are likely to give an impetus to
subsequent ones. The quality of the implementation of CCS will depend on the quality of the technical expertise
brought in, and most importantly on the time taken to respond to requests made by Cameroon. Moreover, the intercountry team will have to fully play its role of bridge between the region/headquarters levels and the country level.
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Given the proximity of the inter-country team, it may also ensure the supervision and the monitoring of interventions
implemented in the country, at the request of the Cameroon office of WHO.

4.3. Consequences on the regional office
As far as the regional office is concerned, it will ensure:









Technical support by its staff or consultants for the realisation of some interventions of the operational plans
designed from CCS, in addition to that of the inter-country team if necessary;
Offer of strategic orientations and regional guidelines on interventions to be realised, in particular in the
framework of the strengthening of the health system, which will have to be adapted to the country;
The building of capacities, in particular in the African region transformation programme, in the domains of
negotiation and resource mobilisation, social determinants of health, health and the environment, health
research, and the strengthening of the health system for its revival, that of primary health care, and that of
the funding of health to advance towards Universal Health-care Coverage;
The mobilisation of additional financial resources (extra-budgetary funds);
Support for the participation of the country office in international workshops on strategic orientation, updating
of knowledge and sharing of experience on best practices between countries of the African region of WHO, in
order to build the capacities of the team of the country office and national officials, in the implementation of
the CCS strategic programme;
Support to mid-term and final evaluation of the implementation of CCS.

4.4 Consequences on the headquarters
The role of the headquarters will essentially be to provide complementary and/or necessary support when support
cannot be provided by the inter-country or regional level. The headquarters will therefore contribute to the
implementation of CCS through:














The provision of policy orientations for WHO action;
The definition of different norms and criteria;
The exchange of expertise and good practices between the different regions of WHO;
Support to research and training;
Robust and sustained support, in perfect collaboration and harmony with the regional office, to preparation
for, and response to, emergencies and catastrophes in the framework of the new structure of WHO for
emergencies;
The mobilisation of financial resources, with special emphasis on the funding of the health system following
proposals to be made by the country office, in order to design interventions in pilot districts, as well as the
fight against non-communicable diseases which should benefit from more substantial funding given the ongoing epidemiological transition in the country.
The provision of global strategic orientations on the different interventions to be implemented in the
framework of CCS;
The provision of health documentation;
Support to Cameroonian technical expertise in the health domain, which may be used by the organisation in
its strategy for the building of the capacities of other countries, including the setting up of partnerships through
network building within the country and at regional and global levels;
Support to the realisation of programmatic audits on the realisation of CCS.

43

CHAPTER 5 Evaluation of the country cooperation strategy
The Cameroon country office, with the support of the regional office for Africa and the headquarters, will be
responsible for the monitoring and evaluation of CCS, with the participation of, and in collaboration with, the Ministry
of Public Health and other partners having participated in the drafting of WSCC. Monitoring will be done on a regular
basis during implementation, and evaluations will be done mid-course and at the end of the WSCC cycle.
An evaluation team will be appointed by the representative of WHO, which may have an internal consultant and other
participants, especially for mid-term and final evaluation. This team will carry out all the monitoring and evaluation of
WSCC.

5.1 Monitoring and evaluation of biennial work plans
The objective of regular monitoring will be to ensure that: i)strategic priorities are taken into account in country
biennial work plans and how the interventions will be carried out to achieve them; ii) the staff of the country office
have the necessary skills to enable the achievement of results in domains of action. There may be a rapid alarm system
to alert on the necessity to reorientate the work plans, adjust the resource allocation of country offices and/or request
additional technical assistance from the inter-country, regional or headquarters office.
The half-yearly monitoring and the final evaluation of the two-year period of work plans will be done in keeping with
WHO management process. The global management system (GMS) set up by WHO permits a rapid evaluation
depending on the frequency indicated, the achievement of products and/or results as well as budgetary consumption.
The evaluation team will however have to highlight all the products and their level of achievement, in order to
determine evolution towards the achievement of results and analyse the problems and other constraints to which
solutions will have to be given. Monitoring and evaluation reports of biennial plans will be share with all the levels of
WHO, the Ministry of Public Health, and the partners having contributed to the drafting of WSCC.

5.2 Mid-term evaluation of WSCC
It will permit to: i) analyse progress made towards results; ii) identify obstacles and potential risks which may require
modifications on strategic priorities or domains of action; and iii) identify the necessary actions for the improvement
of progress during the second half of the WSCC cycle.
Mid-term evaluation will be done at the end of the first year of the 2018 2019 two-year period, and will be jointly done
by the Ministry of Public Health and other health partners, with the support of other levels of WHO. The evaluation
methodology will be based on performance evaluation criteria and will use tools available to that effect. It will enable
the country office to early detect obstacles and potential risks hindering the realisation of interventions and the
achievement of the expected results, which are the achievement of strategic priorities. It will therefore lead to adapted
planning for the 2019-2020 two-year period in order to take necessary corrective measures in terms of interventions
and allocation/reorientation of resources aiming at the achievement of the results expected.
Internal audits to be conducted by the regional office will be profitable to the Cameroon country office, in detecting
weaknesses and taking the necessary measures to reorientate the actions earmarked if necessary.

5.3 Final evaluation of WSCC
An evaluation of WSCC is envisaged at the end of the 2019-2020 two-year period. It will be jointly done by the Ministry
of Public Health and other health partners, in order to assess the achievement of the strategic priorities selected. It
will help: i) measure the achievement of national objectives related to the strategic agenda of WSCC; ii) identify the
achievements and weaknesses of the implementation of CCS strategic programme in the framework of performance
evaluation; iii) determine to what extent the strategic priorities of WSCC have influenced the achievement of the
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objectives of SSH and UNDAF and affected the work of other development partners in the country in order to meet
the MDGs; iv) identify success factors and critical obstacles, and (v) identify the lessons learned and make
recommendations to be shared within WHO and with the government, national stakeholders and development
partners, and to be applied in the design of the next cycle of WSCC.
Final evaluation may be harmonised with that of NHDP and UNDAF. The final evaluation document shall describe
achievements, weaknesses, challenges, lessons learned and make recommendations. It will be spread at all levels of
WHO, with the Ministry of Public Health and with partners.
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APPENDICES
Appendix 1
Table 4: Level of coverage of some primary health care interventions
Components

Vaccination
Prevention and control
of endemic diseases

Education for health

Indicator

Value

Year

Referenc
e
[124]
[23]

Food insecurity rate (%)
Prevalence of breastfeeding (%)
Anemia in women (%)
Anemia in children (%)
Women obesity (%)
Access to potable water (%)
Access to improved latrines (%)
Maternal mortality (for 100 000 births)
Infant and juvenile mortality (for 1 000 births)
Prevalence of modern contraception (%)
Children vaccinated with reference antigen DTC3
(%)

8,1
28,2
40
60
32
72,9
34,9
782
103
21

2011
2011
2011
2011
2011
2014
2014
2011
2014
2014

79,6

2014

[28]

Hospital morbidity due to malaria (%)

20.7

2014

[66]

Subjective morbidity rate (%)
Resort to health care (%)
Availability of essential drugs (%)
Average shortage of stock per year (days)
Consumption of poor quality essential drugs (%)

25
52,6
86
18.1
61,4

2007
2007
2015
2015
2012

Health knowledge rate

n.d.

n.d.

Source: table designed by ST-CP/SSH from data contained in the document “State and Diagnosis of the health sector”
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APPENDIX 2
World Health Organisation
Cameoon

An overview
HEALTH SITUATION
Cameroon has a population that is estimated at 22 million with 44% below 15 years of age, a
population growth rate of 2.6% and life expectancy at birth of about 51 years in 2011. With a
human development index (HDI) of 0.504, Cameroon was 152nd out of 187 countries evaluated
in 2013. In 2014, 37.5% of the population lived below the monetary poverty line.

WHO region

Africa

World Bank income group

Average income

Health of the child
Children exclusively breastfed
during the first months of life (%)
(2007)

28,2

DTC3 vaccine coverage in
children aged on year (%)
(2014)

79,6

Demographic and socioeconomic statistics
56,3 (Men and women)
56,1 (Men)
59,9 (Women)
22 179

Total population (in thousands)
(2015)

44

% less than 15 (2015)

6

% more than 60 (2015)

37,5

Poverty index: % population
having less than $1,25 a day
(PPA) (2014)

71

Adult literacy rate (+years) (%)
(2007-2012)
Rank in terms of gender
inequality (2014)

152/187

Rank in terms of human
development index (2014)
Health system
Total health expenditure in
percentage of gross domestic
product (2011)

4%

Private health expenditure in
percentage of total health
expenditure (2011)

67,1

8%

General public expenditure for
health in percentage of total
public expenditure (2014)
Number of doctors for 1000
inhabitants (2012)

0,08

Number of nurses and midwives
for 1000 inhabitants (2010)

0,51

The epidemiological profile remains dominated by communicable diseases. HIV/AIDS, malaria
and tuberculosis represent about 23.7% of total morbidity and 25% of deaths. The prevalence of
HIV is estimated at 4.3% with numerous differences between regions, age groups and sexes. For
youths from 15 to 24 years, it stood at 1.7% in 2011. In 2012, the number of people living with
HIV is estimated at 550 000. The evolution of tuberculosis is in partial drop with a decreasing
number of declared cases of HIV since 2001. Malaria remains the main cause of morbidity and
mortality in children below 5 years. Non-communicable diseases are emerging strongly because
of changes in people’s life style and eating habits, especially those of people in urban areas. The
disease table is dominated by cardiovascular diseases, cancers, accidents, and traumas. These
diseases represent about 14% of the illness weight and 23.3% of general mortality.
As concerns mother and child health, infant and juvenile mortality rate has gone from 144‰ to
103‰ living births between 2004 and 2014, while maternal mortality has gone from 430 to 782
deaths per 100 000 living births between 2004 and 2011.
Potentially epidemic diseases (cholera, meningococal cerebrospinal meningitis, yellow fever,
measles), worsen the morbidity and mortality of the population from time to time, even though
some of them have decreased over the 2011-2015 period.
The upsurge of health emergencies is generally related to epidemics, traumas, movements of
populations, and floods. Food insecurity due to the Sahel crisis, armed conflicts and terrorist
attacks in the Far North region, and the influx of refugees running away from armed conflicts in
the CAR and Nigeria, also constitute other humanitarian crises.

POLICIES AND HEALTH SYSTEMS
To achieve national and international objectives in matters of health (MDGs, GESP)
and progress towards Universal Health-care Coverage, Cameroon has equipped
itself with a Strategy for the Health Sector (SSH) 2016-2027. Its vision is as follows:
“A country wherein universal access to quality health services is guaranteed for all
social groups by 2035 with the full participation of communities”. It will be
translated in the strengthening of the health system and the implementation of
essential basic and specialised priority health intervention packages. This policy
relies on government documents, especially GESP and the 2035 vision for the
emergence of the country by 2035.
The health system is organised at three levels: the operational level (health
district), the intermediary level of technical support and the central level in charge
of the design of strategies of health development. The health system has a certain
number of problems. The needs in quality health care and services remain
unsatisfied, the coverage of minimum packages and complementary packages of
health activities remaining poor, and specialised care remaining expensive. Despite
efforts to recruit staff, quantitative and qualitative deficit in health-related human
resources remains very important. This problem is aggravated by a non-optimal
management of personnel, with low rationalisation of the use of personnel,
retention in areas with difficult access and motivation (sources of unethical
behaviour of personnel). The institutional and organisational framework of the
national health information system for the management of health services remains
poor, and is translated in the nonexistence of a document on management
procedures and the multiplicity of sub-systems of information and data collection
tools. The National Board of Supply in Essential Drugs witnesses a loss of steam for
which an evaluation is necessary, and there is no autonomous system for the
regulation of the pharmaceutical sector permitting to have quality medical
products (including vaccines). Households continue to be the main source of
funding of health, followed by the government and technical and financial partners
(TFP). The sharing of the disease risk is still embryonic. Health expenditures of
households are constituted by about 97% of direct payments at contact points. The
health sector witnesses insufficient funding, as well as a poor use of funds made
available. There is no national strategy for the funding of health. The strategic and
operational piloting of the health sector has weaknesses in planning, coordination,
supervision, monitoring and evaluation.

COOPERATION FOR HEALTH

Mortality and general health
estimates
28

Neonatal mortality rate (for 1000
children born alive) (2015)
Mortality rate for 1000 children
below 5 years (2015)

103

Maternal mortality rate (for 100
000 children born alive) (2011)

782

Childbirths under the assistance
of qualified staff (%) (20132014)

64,7

Public health and the
environment
73

(Total)

The health sector benefits from technical and financial assistance from
several development partners whose actions vary in different domains.
Several of those partners wish the improvement of cooperation with WHO.
The interventions of WHO and partners are aligned with the orientations of
national strategic and/or operational plans (SSH, NHDP, ..)
UNDAF, the United Nations development assistance framework for
Cameroon which is on-going for the 2013-2017 period, has selected three
intervention areas for assistance: support for strong, sustainable and
inclusive growth, support for the promotion of decent employment, and
support to governance and the strategic management of the State. Foreign
aid from the main financial partners represents 20% of the funding of the
health sector. Multilateral cooperation is predominant and is done through
the main specialised agencies of the United Nations System, the European
Union, the World Bank, the African Development Bank and the Islamic
Development Bank, the Global Fund for the Fight against ADIS, tuberculosis
and Malaria, UNITAID and the Clinton Foundation. Several NGOs also
intervene, essentially In the implementation of health programmes. A

93 (Urban)
54

(Rural)

52

(Total)

84 (Urban)
23

(Rural)

Sources : EDS-MICS 2011 et 2014 ; ECAM4 2014 ; CNS 2011 ; Demographic projections…2016
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concertation framework of health partners for the implementation of the
health sectoral strategy has been set up.
The Minister of Public Health has created a directorate of cooperation for the
coordination of partners.

WHO STRATEGIC PROGRAMME OF ACTION FOR COOPERATION (2016-2020)

Strategic priorities

Main intervention areas
90% of people diagnosed and infected with HIV, tuberculosis and hepatitis receive
treatment
At least 80% of the population have access to a general and specific efficient method of
prevention of malaria, and 80% of children below 5 years have access to free treatment of
malaria in health units and communities
85% of eligible populations have access to mass chemotherapy in 100% of health districts
concerned and 100% of diseases detected for NTD with care for cases have access to
treatment in all health districts mapped out
At least 90% of children below on year receive the third dose of DTC-Penta, RR, and other
new vaccines introduced in the systematic vaccination of the EPI at national level, and at
least 80% in each health district
50% of adult population know about risk factors and means of prevention of
cardiovascular, metabolic, cancer diseases and handicaps, and 70% of population at risk is
diagnosed for High Blood Pressure, diabetes, cancers of the breast and the cervix in 30% of
health districts
The capacities of the personnel of mental health services in the 10 regions of the country
are built for the prevention and care for mental diseases and traumas due to highway
accidents and other causes
The extension of the surveillance of malnutrition is effective in three more regions
Effective monitoring of the quality of emergency childbirth, obstetric and neonatal services
as well as care after abortion in 50% of Health districts
50% of health units in districts offer ICCD services according to the norms
50% of youth supervision facilities at community level are trained in reproductive health
The country has documents (national strategy for the funding of health, norms and criteria
to make a health district viable, procedures for the management of a health district, …),
and health data (national health accounts, national integrated health information system,
…) necessary for the management of a health district
At least 10% of pilot health districts have been made viable in order to offer packages of
service and complete person-based integrated care (operational planning, norms, and
critères, health information, different inputs including drugs, vaccines and other safe,
efficient and adapted health technology
10% of health operational research projects implemented in health districts are selected
every year and receive adequate financial support, under the coordination of a national
institutional platform
The minimal capacities of surveillance of illnesses, early alert, detection/confirmation,
intervention and coordination of the management of emergencies are built in the
framework of UHR (laboratory, logistics, etc.) at national level and in 100% of health
districts
100% of national and regional rapid response teams ensure coordinated initial evaluation
and the plans of action of the health sector and the immediate implementation of response
within 72 hours of the occurrence of an epidemic or a major public health event
100% of health districts do not indicate a case of wild poliomyelitis virus or poliovirus
derived from the vaccine, and the required monitoring indicators are met and maintained
for the certification of the eradication of polio, with the effective support of WHO
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APPENDIX 3
WHO region
Income groups following the classification of the World Bank

Average
income

PRESENT HEALTH INDICATORS
Total population in thousands (2015)

22 179

% population below 15 years (2016)

44%

% population above 60 years (year)

6%

Life expectancy at birth (year) Total, Men, Women

T : 56,3
M : 56,1
W : 59,9

Neonatal mortality rate per 1000 living births (year)

28

Mortality rate for children below 5 years per 1000 living births (year)

103

Maternal mortality rate per 100 000 living births (year)

782

DTC3 vaccination % for children aged 1 year (External Review of EPI 2014)

79,6

%children fully vaccinated (External Review of EPI 2014)

64,4

% births in health care institutions and in presence of qualified health workers (2014)

64,7

Number of doctors for 1000 inhabitants (year)

0,08

Number of nurses and mid-wives for 1000 inhabitants (year)

0,51

Total health expenditures in % of GDP (year)

4%

General public expenditures for health in % of total public expenditures (year)

8%

Estimated GDP growth rate in 2015 : (source : DGAE/MEFPD, 2015)

5,9

Current public expenditure in health in % of total helth expenditures
Private health expenditures in % of total health expenditures (year)

67,1

Literacy rate of adults (15 years and above)(year)

71

Population using an improved potable water source (%)(2015)

73

Population utilisant des installations d’assainissement améliorées (%)(2015)

52

Human poverty index (HPI 2015)

37,5

Monetary poverty index (2015)
Rank on human development index in 2014

150

Rank on sex-specific indicator of human development, out of 148 countries (year)
Rank on human development index, out of 196 countries (2014)

155
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APPENDIX 4
Main participants in health

S/N

Name of
organisation

Role played by
the
development
partner

Multilateral cooperation : institutions of the United
Nations system
Technical and financial
WHO
support

1.

2.
3.
4.
5.

UNAIDS
FAO-PAM
UNDP
UNFPA
UNICEF

6.

Technical support
Technical and financial
support
Technical support
Technical and financial
support
Technical and financial
support

Multilateral cooperation : other partner institutions
Financial support
7. ADB (African

8.

Development Bank)
ABEDA (Arab Bank for
the Economic
Development of Africa)
World Bank

9.
IDB (Isamic Development Bank)

Health
related
targets of
MDGs
3.1 – 3.2 – 3.3 –
3.4 – 3.5 – 3.6 3.7 - 3.8 - 3.d 11

3.3
2.5 – 5.4

3.1 – 3.2 – 3.7
3.1 – 3.2

Main programmatic
support area in the country

Net
contributi
on (US $)

Strengthening of the health system ;
Fight against diseases; improvement of
the health of the newly born baby and
the mother, of the adolescent and the
child; preparation and response to
emergency situations and catastrophes
Fight against HIV-AIDS
Fight against food insecurity and
malnutrition
Reproductive health and population
Survival of the young child, children,
HIV/AIDS, reproductive health,
protection if the child and the adolescent

3.8

Setting up of health infrastructure and
equipment

Financial and
institutional support

3.8

Financial support

3.3

Programme for the Support of
Investments in the Health Sector (PSIHS)
Implementation of performance-based
funding (PBF) in some health districts
Prevention and control of seasonal
malaria (North and Far North);
strengthening of primary and secondary
health care services

Technical support

3.3

Fight against serious endemic diseases
and research

Technical and financial
support

3.8

Financial and technical
support

3.8

Seting up of special funds for the
promotion of health in the seven regions.
Strengthening of primary health care
Infrastructure and equipment

Financial support

10.
(Economic Community of
11. ECCAS
Central African States)

OCFEDCA (Organisation for the
12.

Coordination of the Fight against
Endemic Diseases in Central
Africa)

13. OIC (Organisation of Islamic)
Bilateral cooperation :
14. SOUTH AFRICA
15. ALGERIA
16. GERMANY
 GIZ
 KFW

Financial support

 PASSAR
 PGCSS

17. BRASIL
18. CANADA (canadian
Cooperation)

19. CHINA (Chinese Cooperation)

Technical support

3.3 – 3.8

20. COREE (KOICA)

Technical support

3.8

Infrastructure ; fight against mlaria ;
training
Infrastructure
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Name of
organisation

S/N

21. COTE-D’IVOIRE
22. EGYPTE
23. ETATS-UNIS
 PEPFAR
 USAID
 CDC





PEACE CORPS
MSH
CHAI
ICAP

 ORBIS
 HKI

Role played by
the
development
partner
Technical support

Health
related
targets of
MDGs
3.8

Financial support
Technical and financial
support

3.3
3.d - 11

Technical and financial
support

3.3

Main programmatic
support area in the country

Net
contributi
on (US $)

Infrastructure
Fight against HIV/AIDS
Setting up of EOC (Emergency Operation
Center) in the framework of care for
emergencies
Setting up of a National Public health
Laboratory

Institutional support
Technical and financial
support
Technical and
financialsupport

3.3

Fight against blindness

3.3

Fight against blindness

Institutional support

3.8

Strengthening of the helth system

Financial support
Financial support

3.3

Care for HIV/AIDS

 SBFA

24. FRANCE





FDA
JOINT PROGRAMME
C2D
EXPERTISE FRANCE

25. INDIA
26. ITALY
27. JAPAN (JICA) (Japanese

International Cooperation Agency

NIGERIA

3.3 – 3.2

Joint cross-border surveillance ; joint
organisation of antipolio vaccination
campaigns

3.8

Setting up of primary health care

3.8
3.8

Promoter of the Mada hospital
Promoter of the Pete hospital

28.
29. SENEGAL
30. Switzerland
 Jura Suisse Cooperation

Technical and financial
support

 HUG – UNIGE
Cooperation
 Nant Foundation
 CURES

 Helvetic Foundation
 Swiss
Social
Foundation
31. TURKY
Organisations Non gouvernementales
Operational support
Action Against Hunger
32.

3.d - 11

CARE Cameroon

Financial and
operational support

3.8

34. CEPCA
Cameroon Red Cross
35.

Operational support
Operational support

3.8
3.d - 11

36. FAIRMED

Financial and
operational support
Financial and
operational support

3.3

Humanitarian action in emergency
situations
Sponsoring of civil society
organisations that offer community
interventions
Functionning of religious health units
Operational care for emergencies at
community level
Fight against leprosy and buruli ulcer

3.3

Fight against river blindness

33.

37.

INTERNATIONAL EYE
FOUNDATION
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S/N

38.
39.
40.
41.

Name of
organisation

Lions Club International

Financial and
operational support

MSF (Médecin Sans
Frontières)
PLAN Cameroun

Financial, technical and
logistic support

Rotary Club

Financial support

42. Diocese health service
SIGHTFIRST
43.
44.

Role played by
the
development
partner

SightSavers International

3.3
3.d - 11

Main programmatic
support area in the country

Operational support
Financial and
operational support

3.8
3.3

Financial and
operational support

3.3

Fight against blindness

3.3

Support to the fight against HIV/AIDS,
tuberculosis and malaria

Financial and
operational support

Funding

3.2
3.1 – 3.2

3;2 - 3.3

Support to the Expanded Programme on
Immunisation

3.1 – 3.2

Support to the ational Programme for
the Reduction of Mother and Child
Morbidity and mortality
Support to the fight against HIV§AIDS

3.3

Net
contributi
on (US $)

Fight against blindness
Care for epidemics, emergencies and
catastrophes
Monitoring and integrated
development of the young child
Monitoring of the child : polio
vaccination
Functionning of religious health units
Fight against blindness

Autres organismes de financement
Global Fund for the Fight Funding
45. against HIV/AIDS,
tuberculosis and Malaria
Funding
Global Alliance for
46. Vaccine and
Immunization
Funding
Global Financing Facility
47.
48. UNITAID

Health
related
targets of
MDGs

53

APPENDIX 5
Sustainable Development Goals related to health
Goal 3. Enable everybody to live in good health and promote the well-being of all at any age
3.1
3.2

3.3
3.4
3.5
3.6
3.7

3.8

3.9
3.a
3.b

3.c

3.d
11.5

By 2030, bring maternal mortality rate down to less than 70 per 100 000 living births
By 2030, eliminate avoidable deaths of newly born babies and children below 5 years, all countries being
expected to bring neonatal mortality down to a maximum of 12 per 1000 living births and the mortality rate
of children below 5 years down to 25 per 1000 living births at most
By 2030, eradicate the AIDS epidemic, tuberculosis, malaria and other neglected tropical diseases and fight
against hepatitis, water-borne diseases and other communicable diseases
By 2030, reduce the rate of premature death due to non-communicable diseases by a third through
prevention and treatment, and promote mental health and well-being
Strengthen the prevention and treatment of psychoactive substances, especially narcotics and alcohol
By 2020, reduce by half the number of deaths and injuries due to road accidents at a global scale
By 2030, ensure the access of all to sexual and reproductive health care services, including for family
planning, information and education purposes, and the taking into consideration of reproductive health in
national strategies and programmes
Make sure each person has health insurance comprising protection against financial risks and giving access
to essential quality health services and to safe, efficient, good quality and affordable essential drugs and
vaccines
By 2030, considerably reduce the number of deaths and illnesses due to dangerous chemical substances,
pollution and air, water and soil contamination
Strengthen the implementation of the framework convention of the World Health Organisation for the fight
against tobacco in each country, depending on the context
Support research and the production of vaccines and medicines against illnesses, communicable or not,
which essentially touch the inhabitants of developing countries; give access, at an affordable cost, to
essential drugs and vaccines, in line with the Doha Declaration on the agreement on ADPIC and public health,
which reaffirms the right of developing countries, in order to protect public health and, in particular, ensure
universal access to drugs, to fully resort to the provisions of the Agreement on ADPIC which provides for
flexibility to that effect
Considerably increase the health budget and the recruitment, perfecting, training and retention of health
staff in their posts in developing countries, especially in the least developed countries and developing small
insular states
Increase the means available to all countries, especially developing countries, in matters of rapid alert,
reduction of risks and management of national and global health risks
By 2030, considerably reduce the number of people killed and the number of people affected by
catastrophes, including those provoked by water, and considerably reduce the amount of economic loss
which is directly linked to those catastrophes in proportion of world domestic product, laying emphasis on
the protection of poor and vulnerable people
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APPENDIX 6
Categories and programmes of WHO GWP
1.

COMMUNICABLE DISEASES
1.1. IHV/AIDS : broadening of access to essential interventions for people living with HIV
1.2. TUBERCULOSIS: Increase in the number of tuberculosis patients successfully treated
1.3. MALARIA: Broadening of access to first intention anti-malaria treatment for confirmed malaria cases
NEGLECTED TROPICAL DISEASES: Broadening and maintenance of access to essential drugs against
1.4.
neglected tropical diseases
ILLNESSES PREVENTABLE WITH VACCINES: Extension of vaccination coverage for populations and
1.5.
communities that are difficult to reach
1.6.
2.
NON-COMMUNICABLE DISEASES
NON-COMMUNICABLE DISEASES: improved access to interventions aiming at preventing and taking care
2.1.
of non-communicable diseases and their risk factors
MENTAL HEALTH AND ABUSE OF PSYCHOACTIVE SUBSTANCES: Improved access to services based on
2.2.
mental disorder and disorders related to the consumption of psychoactive substances
VIOLENCE AND TRAUMAS: Reduction of risk factors of violence and trauma, laying emphasis on road
2.3.
safety, children’s traumas and violence against children, women and youths
2.4. HANDICAP AND READAPTATION: Improvement of the access of disabled people to services
2.5. NUTRITION: reduction of nutritional risk factors
3.
3.1.
3.2.
3.3.
3.4.
3.5.
4.
4.1.
4.2.
4.3.
4.4.
5.

PROMOTE HEALTH AND ALL STAGES OF LIFE
REPRODUCTIVE HEALTH AND HEALTH OF THE MOTHER, THE NEWLY BORN BABY, THE CHILD AND THE
ADOLESCENT: Broadening of access to interventions aiming at improving the health of women, the newly
born baby, the child and the adolescent
AGEING AND HEALTH: increase in the proportion of old people who are capable of leading an independent
life
INTRODUCTION OF AN ANTI6SEXIST APPROACH, WHICH PAYS ATTENTION TO EQUITY AND RESPECTS
HUMAN RIGHTS: introduction of male-female equality issues, equity and human rights in WHO policies
and programmes
SOCIAL DETERMINANTS OF HEALTH: Improvement of inter-sector coordination of policies to act on social
determinants of health
HEALTH AND ENVIRONMENT: Reduction of environmental threats that weigh on health
HEALTH SYSTEM
NATIONAL POLICIES, STRATEGIES AND HEALTH PLANS: All countries have complete national policies,
strategies and health plans that have been updated during the last five years
INTEGRATED PERSON-BASED HEALTH SERVICES: The necessary policies, funds and human resources are
available to improve access to person-based integrated health services
ACCESS TO MEDICINES AND HEALTH TECHNOLOGIES AND STRENGTHENING OF REGULATORY MEANS: The
access to safe, efficient and quality medicines and health technologies is improved and the latter are used
in a rational way
INFORMATION AND FACTUAL DATA ON THE HEALTH SYSTEM: All countries are equipped with civil status
registration systems and civil status statistics that function correctly

PREPARATION, SURVEILLANCE AND INTERVENTION
ALERT AND INTERVENTION CAPACITIES: for all risks, all countries have the main alert and intervention
5.1.
capacities required as a minimum by the international health regulation (2005)
ILLNESSES WITH EPIDEMIC AND PANDEMIC TENDENCIES: All countries have improved their capacity to
5.2. strengthen their resilience and acquire appropriate preparation in order to intervene in a rapid,
foreseeable and efficient way in case of serious epidemic or pandemic
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MANAGEMENT OF CRISES AND RISKS ASSOCIATED WITH EMERGENCIES: Countries have the capacity to
manage public health risks associated with emergencies
5.4. HEALTH SAFETY OF FOOD: All countries are well prepared to prevent and mitigate food related risks
ERADICATION OF POLIOMYELITIS: No case of paralysis due to wild poliomyelitis virus or to a poliovirus
5.5.
similar to type 2 vaccine virus at global level
INTERVENTIONS IN CASE OF EPIDEMICS OR CRISES: All countries face threats and emergencies having
5.6.
public health consequences in an appropriate way.
5.3.
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