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List of acronyms and 

APC: Advancing Partners & Communities
ANC: Antenatal Clinic 

ATWG: Advocacy Technical Working Group
CBCHS: Cameroon Baptist Convention Health Serv

CDC: Centers for Disease 
CoC: Chief of Center 

CMA: Centre Medical d’Arrondissement/ SubdivisionalMedicalised Health Center
CSS: Community System Strengthening

DHC: District Health Committee
DMC: District Management Committ
DMO: District Medical Officer
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FHI 360: Family Health International
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HA Health Area  
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NW: Northwest 

NWR: Northwest Region 
NWRDPH: Northwest Regional Delegation of Public Health
NWRFHP: Northwest Regional Fund for Healt

PASP: Policy Advocacy Strategic Plan
PEPfAR: President's Emergency Plan for AIDS Relief
PMTCT Prevention of Mother to Child Transmission
RDPH: Regional Delegations
RFHP: Regional Funds for Health Promotion

SW: Southwest  
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I. INTRODUCTION 

In 2013, CBCHS received an award from CDC/PEPFAR to implement the Local Capacity 

Initiative in ten health districts in the Northwest and Southwest regions of Cameroon which 

had very poor PMTCT indicators. LCI aimed to 

teams and other key stakeholders through capacity development programs and super

to improve health financing and management. 

the Northwest region (Ako, Bafut, Benakuma, Mbengwi, Tubah) and in five out of 18 in the 

Southwest region (Eyomojock, Bangem, Ekondo

the three years of project implementation, CBCH

stakeholders- to take ownership of ANC/PMTCT services to ensure sustainability; revitalize 

and build the capacity of health dialogue structures to adequat

healthcare activities in their communities. 

significantly strengthened the Policy Advocacy aspect of the LCI package. 

The present summarized key 

LCI project covering the period from 201

advocacy strategy set up by CBCH

processes, technics and strategies used to provide participatory respons

reinforce community participation in health in SW and NW of Cameroon. Also, lessons 

learned from the implementation of advocacy strategic plan are shared to ensure 

experiences sharing and provide useful recommendations for futures similar

interventions.Through this report, we would like to sincerely thank FHI 360 for their technical 

support, the SW and NW RFHPs and RDPHs for all the commitment demonstrated 

throughout the process, the MoPH

DMOs and CoCs for their great ownership and participation

well, CBCHS really appreciate your efforts.
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received an award from CDC/PEPFAR to implement the Local Capacity 

e in ten health districts in the Northwest and Southwest regions of Cameroon which 

had very poor PMTCT indicators. LCI aimed to strengthen health dialogue structures, district 

teams and other key stakeholders through capacity development programs and super

to improve health financing and management. LCI works in five out of 19 health districts in 

the Northwest region (Ako, Bafut, Benakuma, Mbengwi, Tubah) and in five out of 18 in the 

Southwest region (Eyomojock, Bangem, Ekondo-Titi, Wabane, Konye) of 

the three years of project implementation, CBCHS focused on mobilizing the different 

to take ownership of ANC/PMTCT services to ensure sustainability; revitalize 

and build the capacity of health dialogue structures to adequately co finance, co

healthcare activities in their communities. With TA support from APC, CBCH

significantly strengthened the Policy Advocacy aspect of the LCI package. 

The present summarized key activities implemented under the advocacy 

LCI project covering the period from 2015 to 2017.After presenting the snapshot of the 

advocacy strategy set up by CBCHS team, key achievements are highlighted showing 

processes, technics and strategies used to provide participatory respons

reinforce community participation in health in SW and NW of Cameroon. Also, lessons 

learned from the implementation of advocacy strategic plan are shared to ensure 

experiences sharing and provide useful recommendations for futures similar

Through this report, we would like to sincerely thank FHI 360 for their technical 

support, the SW and NW RFHPs and RDPHs for all the commitment demonstrated 

throughout the process, the MoPH and GIZ for theirconstructive collaboration, all th

DMOs and CoCs for their great ownership and participation, to all the members of ATWGas 

well, CBCHS really appreciate your efforts. 
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received an award from CDC/PEPFAR to implement the Local Capacity 

e in ten health districts in the Northwest and Southwest regions of Cameroon which 

strengthen health dialogue structures, district 

teams and other key stakeholders through capacity development programs and supervision 

LCI works in five out of 19 health districts in 

the Northwest region (Ako, Bafut, Benakuma, Mbengwi, Tubah) and in five out of 18 in the 

Titi, Wabane, Konye) of Cameroon. During 

mobilizing the different 

to take ownership of ANC/PMTCT services to ensure sustainability; revitalize 

ely co finance, co-manage 

With TA support from APC, CBCHS has also 

significantly strengthened the Policy Advocacy aspect of the LCI package.  

dvocacy component of the 

After presenting the snapshot of the 

team, key achievements are highlighted showing 

processes, technics and strategies used to provide participatory response that enabled to 

reinforce community participation in health in SW and NW of Cameroon. Also, lessons 

learned from the implementation of advocacy strategic plan are shared to ensure 

experiences sharing and provide useful recommendations for futures similar 

Through this report, we would like to sincerely thank FHI 360 for their technical 

support, the SW and NW RFHPs and RDPHs for all the commitment demonstrated 

collaboration, all the Mayors, 

, to all the members of ATWGas 
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ACHIEVEMENTS 2014

 

II.1. Preliminary interventions

a. Initial assessment with ACP

A participatory assessment was conducted in August of 2014 by ACP through FHI 360. 

During this preliminary exercise, CBCH

Development of Strategy and Monitoring

Strengthening Capacity Building Methodologies to better support local councils in advocating 

for communities through new methodologies such as twinning & mentoring; 3) Understanding 

Advocacy & Policy Processes within Cameroon; 4) Strengthening Internal Capacity to 

conduct policy advocacy, data analysis and communications around program successes

After the assessment, FHI 360 s

advocacy, data analysis and communications around program successes

Technical Working Group (ATWG) 

CBCHS developed a Policy Advocacy Strategic Plan with three major objectives

This has helped to clarify the CBCH

out to strengthen the capacity of district and health area dialogue structures to perform their 

duties, there must be strong advocacy interventions at national and regional level for

increased commitment and shared accountability

coordination of dialogue structures. 

capacity-building as shown in the diagram below. 

 

 

Advocacy at 
Regional Level 

Develop and share metrics 
to measure dialogue 

structure functionality

Support implementation of 
current policies regulating 

membership and elections at 
the district level

Support commitment and 
shared accountability at the 

Regional Level

ACHIEVEMENTS 2014-

 

Strengthened Dialogue Structures in the NW and SW Regio
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4-2017 

Preliminary interventions 

Initial assessment with ACP 

assessment was conducted in August of 2014 by ACP through FHI 360. 

During this preliminary exercise, CBCHS prioritized capacity strengthening in the areas of: 1) 

Development of Strategy and Monitoring- Evaluation of Policy Advocacy Activities; 2) 

ning Capacity Building Methodologies to better support local councils in advocating 

for communities through new methodologies such as twinning & mentoring; 3) Understanding 

Advocacy & Policy Processes within Cameroon; 4) Strengthening Internal Capacity to 

conduct policy advocacy, data analysis and communications around program successes

FHI 360 strengthened CBCHS Internal Capacity to conduct policy 

advocacy, data analysis and communications around program successes

cal Working Group (ATWG) was created in CBCHB to handle Advocacy actions

developed a Policy Advocacy Strategic Plan with three major objectives

This has helped to clarify the CBCHS model: at the same time that interventions are carried 

rengthen the capacity of district and health area dialogue structures to perform their 

strong advocacy interventions at national and regional level for

increased commitment and shared accountability to support the functionality and 

ordination of dialogue structures. Thus two integrated strategies were defined

building as shown in the diagram below.  

Advocacy at 
Regional Level 

Capacity Building 
at District and 

Health Area Levels

Provide technical support in 
management, resource 
mobilization, and good 

governance

Mobilize community 
stakeholders and revitalize 

dialogue structures

Clarify roles and 
responsibilities of lower level 

dialogue structures 

Develop and share metrics 
to measure dialogue 

structure functionality

Support implementation of 
current policies regulating 

membership and elections at 
the district level

Support commitment and 
shared accountability at the 

Regional Level

-2017 

Strengthened Dialogue Structures in the NW and SW Regions 
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assessment was conducted in August of 2014 by ACP through FHI 360. 

prioritized capacity strengthening in the areas of: 1) 

Evaluation of Policy Advocacy Activities; 2) 

ning Capacity Building Methodologies to better support local councils in advocating 

for communities through new methodologies such as twinning & mentoring; 3) Understanding 

Advocacy & Policy Processes within Cameroon; 4) Strengthening Internal Capacity to 

conduct policy advocacy, data analysis and communications around program successes. 

Internal Capacity to conduct policy 

advocacy, data analysis and communications around program successes; An Advocacy 

in CBCHB to handle Advocacy actions and 

developed a Policy Advocacy Strategic Plan with three major objectives. 

at the same time that interventions are carried 

rengthen the capacity of district and health area dialogue structures to perform their 

strong advocacy interventions at national and regional level for 

support the functionality and 

were defined:  advocacy + 
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b. Elaboration of policy Advocacy Strategic Plan

An advocacy strategic plan was developed by the ATWG. 

The goal set was: CBCHS to 

for Health Promotion and the Regional Delegations of 

Public Health in the Northwest and Southwest to 

increase their commitment and shared accountability to 

enforce the Ministerial Decision Number 

9933/CAB/MSP of 21st September 1998, which 

outlines the modalities for creation and functioning of 

dialogue structures in Cameroon. CBCH

specifically focuses its advocacy efforts at the 

regional level so they will provide adequate 

support and supervision of lower lev

structures including, technical support provision, 

membership and elections. 

Objectives were set based on key needs 

assessed: 

Advocacy Objective #1: CBCH

metrics of success to document what a functioning 

dialogue structure means from health area to regional levels, by 

December 2016. 

Advocacy Objective #2: Support the Regional Delegations and Funds in the Northwest and 

Southwest to enforce committee membership guidelines and demonstrate commitment to 

organize elections according to the revised criteria by June 2016.

Advocacy Objective #3: CBCH

Funds, District Medical Officers (DMOs), Chiefs of leading health facilities, and Chairpersons 

to implement dialogue structures accountability and reporting by March 2017 according to 

Ministerial Decision Number 9933/CAB/MSP of 21st September 1998.

Targeted Decision-Makers and Actions Requested

DecisionMakers 

Regional Funds for Health 

Promotion  
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Elaboration of policy Advocacy Strategic Plan 

An advocacy strategic plan was developed by the ATWG. 

to work with the Regional Funds 

for Health Promotion and the Regional Delegations of 

Public Health in the Northwest and Southwest to 

increase their commitment and shared accountability to 

enforce the Ministerial Decision Number 

September 1998, which 

outlines the modalities for creation and functioning of 

dialogue structures in Cameroon. CBCHS 

specifically focuses its advocacy efforts at the 

regional level so they will provide adequate 

support and supervision of lower level dialogue 

structures including, technical support provision, 

. Three advocacy 

were set based on key needs 

CBCHS to develop 

metrics of success to document what a functioning 

cture means from health area to regional levels, by 

Support the Regional Delegations and Funds in the Northwest and 

Southwest to enforce committee membership guidelines and demonstrate commitment to 

according to the revised criteria by June 2016. 

CBCHS to engage Regional Delegates, Administrators of Regional 

Funds, District Medical Officers (DMOs), Chiefs of leading health facilities, and Chairpersons 

tures accountability and reporting by March 2017 according to 

Ministerial Decision Number 9933/CAB/MSP of 21st September 1998. 

Makers and Actions Requested were: 

Proposed Collaboration

 Sharing data and holding discussions about the benefits of 

dynamic dialogue structures and discuss suggested 

performance metrics for dialogue structures.

 Translate CBCHS proposition into concrete metrics applicable 

to dialogues structures. 

 Advocate with Regional Delegate to review the legal framework 

and develop adequate tools to enforce functioning of dialogue 

6 

Support the Regional Delegations and Funds in the Northwest and 

Southwest to enforce committee membership guidelines and demonstrate commitment to 

l Delegates, Administrators of Regional 

Funds, District Medical Officers (DMOs), Chiefs of leading health facilities, and Chairpersons 

tures accountability and reporting by March 2017 according to 

Proposed Collaboration 

Sharing data and holding discussions about the benefits of 

dynamic dialogue structures and discuss suggested 

performance metrics for dialogue structures. 

Translate CBCHS proposition into concrete metrics applicable 

gional Delegate to review the legal framework 

and develop adequate tools to enforce functioning of dialogue 
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Regional Delegation of 

Public Health  





Community Representatives 

to Regional Funds  





Mayors of Councils; SDO; 

DO 

DMO; Chief Medical Officers; 

Director of District Hospital;  

Chiefs of Health Centers; 

Village Heads; 







MoPH 

An operational and M&E plans were developed 

process used to generated these change needed. 

 

c. Official launching of the PASP

A total number of 122 participants attended the launching involving key stakeholders from 

national and from both LCI regions. Media organs were also present as well as well as few 

CBCHS’s top Managers. Further to welcome sessions, the Overv

including was presented. This opened the transition to the Presentation of LCI Policy 

Advocacy Strategic Plan itself by the Policy Advocacy Advisor. After open

Country Coordinator of CDC 

these encouraging words, the Governor of the NW Region proceeded to the Official 

Launching and Closing remarks. The Governor noted that the Strategic plan was very 

comprehensive and has come at the right time to boost comm

health activities at the target He

express the sincere appreciations of the government and the People of Cameroon to the 

People of the United States of America f
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structures. 

 Raising discussions and sharing data about the benefits of 

dynamic dialogue structure. 

 Come to consensus about how best to adhere to election 

guidelines. 

 Sensitization to their role in the regional fund and 

communication about the tools and resources needed to fulfill 

their role (this may include tools, guidelines, etc.)

 Engage in planning and execution of elections.

 Sensitization to the role of district-level dialogue structure

communication about the tools and resources needed to fulfill 

their role (this may include tools, guidelines, etc.).

 Engage in the dialogue structure elections. 

 Engage in the development of tools and resources developed 

by the Special Funds. 

 Use CBCHS experience to envisage broad revitalization 

dialogues structures in Cameroon 

s were developed to evaluate both the effects expected and the 

process used to generated these change needed.  

Official launching of the PASP: 14 April 2016 

122 participants attended the launching involving key stakeholders from 

national and from both LCI regions. Media organs were also present as well as well as few 

Further to welcome sessions, the Overview of the LCI Project 

including was presented. This opened the transition to the Presentation of LCI Policy 

Advocacy Strategic Plan itself by the Policy Advocacy Advisor. After open

Country Coordinator of CDC DrOmotayoshared with the participants her impression

these encouraging words, the Governor of the NW Region proceeded to the Official 

Launching and Closing remarks. The Governor noted that the Strategic plan was very 

comprehensive and has come at the right time to boost community participation and support 

health activities at the target Health Districts in both regions. He used the opportunity to 

express the sincere appreciations of the government and the People of Cameroon to the 

People of the United States of America for this profitable partnership. 
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Raising discussions and sharing data about the benefits of 

nsensus about how best to adhere to election 

fund and 

communication about the tools and resources needed to fulfill 

idelines, etc.) 

Engage in planning and execution of elections. 

level dialogue structures and 

communication about the tools and resources needed to fulfill 

their role (this may include tools, guidelines, etc.). 

Engage in the dialogue structure elections.  

Engage in the development of tools and resources developed 

experience to envisage broad revitalization 

to evaluate both the effects expected and the 

122 participants attended the launching involving key stakeholders from 

national and from both LCI regions. Media organs were also present as well as well as few 

iew of the LCI Project 

including was presented. This opened the transition to the Presentation of LCI Policy 

Advocacy Strategic Plan itself by the Policy Advocacy Advisor. After opened discussions, the 

rticipants her impressions. After 

these encouraging words, the Governor of the NW Region proceeded to the Official 

Launching and Closing remarks. The Governor noted that the Strategic plan was very 

unity participation and support 

He used the opportunity to 

express the sincere appreciations of the government and the People of Cameroon to the 
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d. Stimulation of an enable environment 

This key step was to prepare field for the implementation of PASP by making sure there is a 

supportive environment and that interventions align with public priorities in that domain. 

Follow this, in both regions; a comprehensive action plan was developed to strengthen 

community participation in health domain. ATWG participated in all the steps toward that and 

was able to get its priorities considered in those plans. 

 
II.2. Achievements under Objective one

This objective was more conceptual than 

interventional. The key expected result here is to set 

up metrics of functioning of dialogue structures in 

both regions so as to facilitate coordinated, 

optimized and harmonized interventions at all

levels 

II.2.1. Development of metrics

functioning 

 

Under the Local Capacity Initiatives 

framework, to enable good follow

dialogue structure works, with the 

Technical support of FHI 360, ATWG 

has mapped out key performance 

indicators (KPI) that could be used as 

Group picture at the official launching of the Advocacy Plan with the NW Governor
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of an enable environment  

This key step was to prepare field for the implementation of PASP by making sure there is a 

supportive environment and that interventions align with public priorities in that domain. 

w this, in both regions; a comprehensive action plan was developed to strengthen 

community participation in health domain. ATWG participated in all the steps toward that and 

was able to get its priorities considered in those plans.  

Objective one 

more conceptual than 

interventional. The key expected result here is to set 

up metrics of functioning of dialogue structures in 

both regions so as to facilitate coordinated, 

optimized and harmonized interventions at all 

metrics to measure DS 

Under the Local Capacity Initiatives 

framework, to enable good follow-up of 

dialogue structure works, with the 

Technical support of FHI 360, ATWG 

has mapped out key performance 

PI) that could be used as 

t the official launching of the Advocacy Plan with the NW Governor
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This key step was to prepare field for the implementation of PASP by making sure there is a 

supportive environment and that interventions align with public priorities in that domain. 

w this, in both regions; a comprehensive action plan was developed to strengthen 

community participation in health domain. ATWG participated in all the steps toward that and 

t the official launching of the Advocacy Plan with the NW Governor 
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reference performances to measure the functioning of dialogue structures. 

working sessionswere organized involving MoPH, RDPHs, RFHPs and Communities. The 

tool is divided in to three main parts: 

indicators (KPIs) that should be used to measure the functioning of regional level dialogue 

structures and that can be used to evaluate interactions between that regional level 

represented by regional funds with other levels (na

targets district-level dialogue structures, outlining a set of indicators that should be used by 

HDC members, DMO, Regional Funds, Regional Delegations and all actors to assess 

whether HD committee are performing 

and to evaluate the functioning 

could be followed to measure the functioning of local health system in General through the 

central forum of co-planning, co

Committee.An official validation session was organized

regional Delegates, the Focal point of DS at the MoPH, Chai

Regional Funds and the Director of CBCH

NW added to ATWG members participated too. The validated version was

national, regional, district and area levels.
 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 
 

 

 

 

II.3. Achievements under Objective two

II.3.1 Finalization session of Dialogue Structures Guide, 1

The key expected result here was the revitalization of health committees (dialogue 

structures) at the district and area 

Participants at the enlarged technical session

Group Picture at the validation Session of Metrics with MoPHReprensative
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reference performances to measure the functioning of dialogue structures. 

swere organized involving MoPH, RDPHs, RFHPs and Communities. The 

tool is divided in to three main parts: Part I proposes a set of metrics/ key performances 

indicators (KPIs) that should be used to measure the functioning of regional level dialogue 

structures and that can be used to evaluate interactions between that regional level 

represented by regional funds with other levels (national, district and area 

level dialogue structures, outlining a set of indicators that should be used by 

HDC members, DMO, Regional Funds, Regional Delegations and all actors to assess 

whether HD committee are performing well or not. Part III could be used to 

and to evaluate the functioning of health area level DS. HA metrics underlined indicators that 

could be followed to measure the functioning of local health system in General through the 

planning, co-management, co-financing which is Health Area Health 

An official validation session was organized.  It was opened by the NW and SW 

regional Delegates, the Focal point of DS at the MoPH, Chairpersons of SW and NW 

s and the Director of CBCHS. DMOs and other regional team

NW added to ATWG members participated too. The validated version was

and area levels. 

Objective two 

Finalization session of Dialogue Structures Guide, 1st November 2016

The key expected result here was the revitalization of health committees (dialogue 

structures) at the district and area levels. At the conceptual level, ATWG has to:

Participants at the enlarged technical session 

Group Picture at the validation Session of Metrics with MoPHReprensative

9 

reference performances to measure the functioning of dialogue structures. Three (03) 

swere organized involving MoPH, RDPHs, RFHPs and Communities. The 

f metrics/ key performances 

indicators (KPIs) that should be used to measure the functioning of regional level dialogue 

structures and that can be used to evaluate interactions between that regional level 

tional, district and area levels). Part II 

level dialogue structures, outlining a set of indicators that should be used by 

HDC members, DMO, Regional Funds, Regional Delegations and all actors to assess 

to follow-up, monitor 

HA metrics underlined indicators that 

could be followed to measure the functioning of local health system in General through the 

s Health Area Health 

It was opened by the NW and SW 

persons of SW and NW 

. DMOs and other regional teams from SW and 

NW added to ATWG members participated too. The validated version wasdisseminated at 

November 2016 

The key expected result here was the revitalization of health committees (dialogue 

At the conceptual level, ATWG has to: 

Group Picture at the validation Session of Metrics with MoPHReprensative 
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1. Identify clearly all levels of DS from regional to

area levels with their related organs as follow:  

Level Dialogue 
Structures 

Region  Regional 
Funds for 
Health 
Promotion 
(the regional 
health 
committee) 

1. 
2. 

3. 

Health 
Districts 

Health 
District 
Committee 

1. 
2. 

3. 

Health 
Area  

Health Area 
Committee 

1. 
2. 

3. 

 

2. Define the problem so as to be able to circumcise various implications  as stated 

below:  

 

 From the evaluation of MDG that has enable to set national priorities for post MDG, it has 

been discovered that Cameroon's performance for the majority of health indicators was 

still weak because the poorly functioning local health response. 

 Communitiesdo not get involvedin theco

responsible or accountable for

However,dialogue structures were created to facilitate the collaborative response with 

State to better address local health needs.

finance and co-manage health

decentralization, local authorities have been assigned key roles in creating, equipping, 

managing and maintaining health facilities at local level. Nevertheless, the transfer of 

financial and technical skills is not yet effective.

 The weight of health financing is still largely supported by households.

structures were set up to build a local partnership with community and local authorities to 

reduce out of pocket expenditures to health throu

resources. A study by the World Bank in 2010 shows that , private spending accounted 

for 70.4% of total health expenditure (including 94.5% in the form of direct payments), 

Participants at the last Technical sessi

Final Report 2014-2017 - LCI Policy Advocacy Strategies 

Identify clearly all levels of DS from regional to health 

with their related organs as follow:   

Organs 

 General Assembly,  
 Regional Management Committee 

(Managed by an appointed 
Administrator)  

 Regional Hospital Management 
Committee (chaired by the 
Government Delegate) 

 General Assembly  
 District Management Committee 

(chaired by an elected Community 
Representative)   

 District Hospital Management 
Committee (chaired by the Mayor) 

 General Assembly  
 Health Area Management 

Committee (an elected Community 
Representative)   

 Health centers Management 
Committee (chaired by of Village’s 
Head). 

Define the problem so as to be able to circumcise various implications  as stated 

From the evaluation of MDG that has enable to set national priorities for post MDG, it has 

scovered that Cameroon's performance for the majority of health indicators was 

still weak because the poorly functioning local health response.  

Communitiesdo not get involvedin theco-management ofhealth issues anddo not feel

responsible or accountable for the insufficiencies in healthcare accessat local level

However,dialogue structures were created to facilitate the collaborative response with 

State to better address local health needs.The community representatives should co

manage health activities through dialogue structures In the context of 

decentralization, local authorities have been assigned key roles in creating, equipping, 

managing and maintaining health facilities at local level. Nevertheless, the transfer of 

cal skills is not yet effective. 

The weight of health financing is still largely supported by households.

structures were set up to build a local partnership with community and local authorities to 

reduce out of pocket expenditures to health through the mobilization of financial 

resources. A study by the World Bank in 2010 shows that , private spending accounted 

for 70.4% of total health expenditure (including 94.5% in the form of direct payments), 

Participants at the last Technical session to elaborate NW&SW DS Guide

Dialogue structures are organs 

(group of people from the 

community and government 

including health facility staff) 

working together to ensure 

effective community participation 

and ownership in health care. It is 

an avenue 

collaboration between the 

community and the state health 

care structures. They are aligned 

to the health care system at each 

level (regional, district and health 

area) to foster partnership 

between the state and the 

community through 

management and co

Community members are elected 

to serve in dialogue structures for 

a given period.
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Define the problem so as to be able to circumcise various implications  as stated 

From the evaluation of MDG that has enable to set national priorities for post MDG, it has 

scovered that Cameroon's performance for the majority of health indicators was 

management ofhealth issues anddo not feel 

healthcare accessat local level. 

However,dialogue structures were created to facilitate the collaborative response with 

The community representatives should co- 

activities through dialogue structures In the context of 

decentralization, local authorities have been assigned key roles in creating, equipping, 

managing and maintaining health facilities at local level. Nevertheless, the transfer of 

The weight of health financing is still largely supported by households. Dialogue 

structures were set up to build a local partnership with community and local authorities to 

gh the mobilization of financial 

resources. A study by the World Bank in 2010 shows that , private spending accounted 

for 70.4% of total health expenditure (including 94.5% in the form of direct payments), 

on to elaborate NW&SW DS Guide 

Dialogue structures are organs 

(group of people from the 

community and government 

including health facility staff) 

working together to ensure 

effective community participation 

and ownership in health care. It is 

an avenue for communication and 

collaboration between the 

community and the state health 

care structures. They are aligned 

to the health care system at each 

level (regional, district and health 

area) to foster partnership 

between the state and the 

community through co-

management and co-financing. 

Community members are elected 

to serve in dialogue structures for 

a given period. 
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13.2% of the funding was provided by external reso

covered 16.4% of the total health expenditure in Cameroon. 

 Staff deployment at the regional level is not always based on need assessment or 

priorities. This results in the inefficient and inequitable distribution of qual

personnel to the detriment of remote rural areas. The regions with the lowest density of 

health workers (according to RaSSS Report of the WB country office, 2012, national 

projections provide 11 health workers per 10,000 inhabitants) are also 

health performance is the most weak. Dormant health committee would not report on the 

lack of personnel in their health facilities.

 Essential drug stock-outs and laboratory consumables in health facilities occur regularly 

because of weak monitoring or very poor management. With lack of control from 

community, stock-outs are frequent as well as rampant parallel sale of drugs by health 

personnel in local health facilities. This is less recurrent where there is a functioning 

dialogue 

 

3. Identify and analyze existing

most important were:  

 The Ministerial Decision Number 9933/CAB/MSP of 21

for creation and functioning of dialogue structures. The gab is that thi

mention the link between these local levels and the regional level (Special fund); this law 

is just applied to district and health area levels and not regional level. This is not enough 

to guide community participation because it does not pr

dialogues structures should be financed, as well as the accountability and reporting 

procedures. In its articles 4 and 5, this law positions community participation as 

something relevant to the will of health responsible sent

health Area). It would bevery pertinent to involve other major stakeholders as Councils 

regarding the decree no. 2010/0246/pm of 26 February 2010

the exercise of some powers transferred by the stat

This is one of root causes of 

health services: The members of the health committee progressively gave up their initial 

responsibilities and left them to heal

professionals pays less attention to the knowledge, needs and priorities of the community 

health worker.  

 Arrete No. 005/CAB/PM of 21st January 2013, to recognize the constitution of the 

regional funds (regional di

(PIG). The Gap about this is that these laws is not showing clearly the interaction 

between the 03 levels of dialogue structures and not consider district dialogue structures 
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13.2% of the funding was provided by external resources, while public resources only 

covered 16.4% of the total health expenditure in Cameroon.  

Staff deployment at the regional level is not always based on need assessment or 

priorities. This results in the inefficient and inequitable distribution of qual

personnel to the detriment of remote rural areas. The regions with the lowest density of 

health workers (according to RaSSS Report of the WB country office, 2012, national 

projections provide 11 health workers per 10,000 inhabitants) are also 

health performance is the most weak. Dormant health committee would not report on the 

lack of personnel in their health facilities. 

outs and laboratory consumables in health facilities occur regularly 

nitoring or very poor management. With lack of control from 

outs are frequent as well as rampant parallel sale of drugs by health 

personnel in local health facilities. This is less recurrent where there is a functioning 

existing laws or policies as targets for change

The Ministerial Decision Number 9933/CAB/MSP of 21st September 1998 fixed modalities 

for creation and functioning of dialogue structures. The gab is that thi

mention the link between these local levels and the regional level (Special fund); this law 

is just applied to district and health area levels and not regional level. This is not enough 

to guide community participation because it does not provide clear articles about how 

dialogues structures should be financed, as well as the accountability and reporting 

procedures. In its articles 4 and 5, this law positions community participation as 

something relevant to the will of health responsible sent by the state (DMO and Chief of 

health Area). It would bevery pertinent to involve other major stakeholders as Councils 

decree no. 2010/0246/pm of 26 February 2010 to lay down conditions for 

the exercise of some powers transferred by the state to councils relating to public health. 

This is one of root causes of Problems with the interface between the community and the 

services: The members of the health committee progressively gave up their initial 

responsibilities and left them to health professionals. At the same time health 

professionals pays less attention to the knowledge, needs and priorities of the community 

Arrete No. 005/CAB/PM of 21st January 2013, to recognize the constitution of the 

regional funds (regional dialogue structure) as a governing public interest group 

). The Gap about this is that these laws is not showing clearly the interaction 

between the 03 levels of dialogue structures and not consider district dialogue structures 
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urces, while public resources only 

Staff deployment at the regional level is not always based on need assessment or 

priorities. This results in the inefficient and inequitable distribution of qualified health 

personnel to the detriment of remote rural areas. The regions with the lowest density of 

health workers (according to RaSSS Report of the WB country office, 2012, national 

projections provide 11 health workers per 10,000 inhabitants) are also the areas where 

health performance is the most weak. Dormant health committee would not report on the 

outs and laboratory consumables in health facilities occur regularly 

nitoring or very poor management. With lack of control from 

outs are frequent as well as rampant parallel sale of drugs by health 

personnel in local health facilities. This is less recurrent where there is a functioning 

laws or policies as targets for change to set gaps. The 

September 1998 fixed modalities 

for creation and functioning of dialogue structures. The gab is that this law does not 

mention the link between these local levels and the regional level (Special fund); this law 

is just applied to district and health area levels and not regional level. This is not enough 

ovide clear articles about how 

dialogues structures should be financed, as well as the accountability and reporting 

procedures. In its articles 4 and 5, this law positions community participation as 

by the state (DMO and Chief of 

health Area). It would bevery pertinent to involve other major stakeholders as Councils 

to lay down conditions for 

e to councils relating to public health. 

Problems with the interface between the community and the 

services: The members of the health committee progressively gave up their initial 

th professionals. At the same time health 

professionals pays less attention to the knowledge, needs and priorities of the community 

Arrete No. 005/CAB/PM of 21st January 2013, to recognize the constitution of the 

alogue structure) as a governing public interest group 

). The Gap about this is that these laws is not showing clearly the interaction 

between the 03 levels of dialogue structures and not consider district dialogue structures 
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and health area as compone

structures at local level have to be reviewed so as to precise (legally) the relationship 

between the 03 level of special fund in order to clarify level of authority and reinforce their 

link.  

 Decree No. 95/013 of 7 February 1995 on the organization of basic health services 

in health district. All the local health stakeholders should respect this since it is 

mentionedthat the health district is a socio

services accessible to all with the full participation of beneficiaries. Article 3 also mentions 

the integration of structures for dialogue and community participation in the health district

 Decree no. 2010/0246 / PM of 26 feb 2010 to lay down conditions 

some powers transferred by the state to public health councils relating to health as well 

as Decree No. 2011/0004 / PM of 13 January 2011 laying down the procedures for 

exercising certain powers transferred by the state to municipalitie

construction, equipment and management of district health centers: Council Executives 

are not aware of this decree and will have to own  this to be able to play fully their role.

 Order No. 35-A-MSP-CAB of 8 October 1999 laying down procedures f

establishment, organization and functioning of health districts: Local stakeholders and 

District Medical Officers should own and respect this policy so as not to have Health 

districts or health areas without dialogue Structures. There is no excuse n

community participation structure in a particular Health District.  For its operation to be 

effective, a committee made up of community representatives, health officials, 

decentralized local government and territorial administration shall give

any implementation of a health district decision. (see annex

analyzed) 

From the analysis done, the frame

tackle through advocacy discussion with 

About RegionalLevel DS

 Policy organizing dialogue structures not addressing 
relationship between levels of dialogue structures as 
well as interaction with dialogue structure and 
administrative and care structures;

 There is no tool of local planning
harmonized manual on needs identification at national 
level. There is no policy obliging Regional Funs
involve dialogue structure at the levels when planning. 
They do it just by their own volition not because 
following a scheme;   

 Policies organizing lower level not mentioning interaction 
between special fund and lower level;

 National guideline on dialogue structures emphasizing 
that dialogue structures don’t have relationship and are 
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and health area as components of the same status. Normally the law organizing dialogue 

structures at local level have to be reviewed so as to precise (legally) the relationship 

between the 03 level of special fund in order to clarify level of authority and reinforce their 

cree No. 95/013 of 7 February 1995 on the organization of basic health services 

All the local health stakeholders should respect this since it is 

mentionedthat the health district is a socio-economic entity providing quality health care

services accessible to all with the full participation of beneficiaries. Article 3 also mentions 

the integration of structures for dialogue and community participation in the health district

Decree no. 2010/0246 / PM of 26 feb 2010 to lay down conditions 

some powers transferred by the state to public health councils relating to health as well 

as Decree No. 2011/0004 / PM of 13 January 2011 laying down the procedures for 

exercising certain powers transferred by the state to municipalitie

construction, equipment and management of district health centers: Council Executives 

are not aware of this decree and will have to own  this to be able to play fully their role.

CAB of 8 October 1999 laying down procedures f

establishment, organization and functioning of health districts: Local stakeholders and 

District Medical Officers should own and respect this policy so as not to have Health 

districts or health areas without dialogue Structures. There is no excuse n

community participation structure in a particular Health District.  For its operation to be 

effective, a committee made up of community representatives, health officials, 

decentralized local government and territorial administration shall give

any implementation of a health district decision. (see annex- List of policies identified and 

From the analysis done, the frame below was designed clarifying for each level major gap to 

tackle through advocacy discussion with regional team 

About RegionalLevel DS About lower Levels DS

Policy organizing dialogue structures not addressing 
relationship between levels of dialogue structures as 
well as interaction with dialogue structure and 
administrative and care structures; 

is no tool of local planning- There is no 
harmonized manual on needs identification at national 

l. There is no policy obliging Regional Funs to 
involve dialogue structure at the levels when planning. 
They do it just by their own volition not because 

Policies organizing lower level not mentioning interaction 
between special fund and lower level; 
National guideline on dialogue structures emphasizing 
that dialogue structures don’t have relationship and are 

 No manual of reference; no guide 
showing how they should carry out 
technical activities as needs 
identification, planning of activities; 

 Ascendance of administrative 
structures on dialogue 
due to weaknesses legal frame 
(law of 1998 organizing dialogue 
structures and law of 1995 
organizing district health services); 
this create conflict of 
responsibilities between 
Administrative structures and 
Dialogue structures.
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nts of the same status. Normally the law organizing dialogue 

structures at local level have to be reviewed so as to precise (legally) the relationship 

between the 03 level of special fund in order to clarify level of authority and reinforce their 

cree No. 95/013 of 7 February 1995 on the organization of basic health services 

All the local health stakeholders should respect this since it is 

economic entity providing quality health care 

services accessible to all with the full participation of beneficiaries. Article 3 also mentions 

the integration of structures for dialogue and community participation in the health district 

Decree no. 2010/0246 / PM of 26 feb 2010 to lay down conditions for the exercise of 

some powers transferred by the state to public health councils relating to health as well 

as Decree No. 2011/0004 / PM of 13 January 2011 laying down the procedures for 

exercising certain powers transferred by the state to municipalities regarding 

construction, equipment and management of district health centers: Council Executives 

are not aware of this decree and will have to own  this to be able to play fully their role. 

CAB of 8 October 1999 laying down procedures for the 

establishment, organization and functioning of health districts: Local stakeholders and 

District Medical Officers should own and respect this policy so as not to have Health 

districts or health areas without dialogue Structures. There is no excuse not to have a 

community participation structure in a particular Health District.  For its operation to be 

effective, a committee made up of community representatives, health officials, 

decentralized local government and territorial administration shall give its opinion before 

List of policies identified and 

below was designed clarifying for each level major gap to 

About lower Levels DS 

No manual of reference; no guide 
showing how they should carry out 
technical activities as needs 
identification, planning of activities;  
Ascendance of administrative 
structures on dialogue structures 
due to weaknesses legal frame 
(law of 1998 organizing dialogue 
structures and law of 1995 
organizing district health services); 
this create conflict of 
responsibilities between 
Administrative structures and 
Dialogue structures. 
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autonomous entities in contrary to agreement organizing 
Regional Funds; 

 No policy showing how Regional Funds
the lower level; the funding of lower level is done on free 
volition; 

 Confusion of responsibilities between the regional 
Delegation and the Regional Fund
that it’s to the regional delegation to do this justifying 
that they are also a dialogue structure as those at lower 
level.  

 No policy obliging Regional fund
structure; 

 The lack of governance at lower level and no policy 
guiding the accountability and financial relation between 
Regional Funds and lower level;  Lack of capacity in 
lower level to justify funds received from Special funds; 

 No fund allocated by the state to special fund to fulfill its 
missions; 

 Lack of funding allocated by special fund for the capacity 
building of dialogues structures; 

 Local contributions to the functioning of special fund 
very poor. No tool or guideline at national level 
describing how this should be done;

 No harmonized tool at national leve
supervision of dialogue structures by special Fund.

 

4. From the analysis of the problem, ATWG 

structure should be following the policies and other expectations. This guided 

discussion with regional funds and regional delegations and enables to have consensus 

easily on immediate action to be taken to get the gap correcte

A functioning dialogue structure is the one that enforces health policies at local level to optimize the 
performance of the local health system. It is one that mobilizes opportunities and capacities to facilitate 
the accessibility and availability of he
CBCHS has provided an overview of what is happening and what needs to be changed for this to 
occur. 
What should be 
happening 

What is happening in reality

Provide control over 
health staff and 
resources in health 
center at the 
appropriate level (e.g. 
hiring/supervising a 
pharmacy attendant, 
inventory of resources) 

 The control and staff supervision are 
done at the district level by DMO 
assisted by COC at HA level and by 
the Directors of Hospital at the district 
level;

 Community Representatives are not 
involved or informed;

 DMOs who oversee all the health 
activities in the district, report to the 
Regional Delegations and to Special 
Fund and rarely to DMCs

Gather information from 
the community on their 
health needs and 
priorities to share with 

 Nothing at all is done by DS 
concerning evidence/informations 
gathering and sharing, (no tool, no 
staff assigned for)

Final Report 2014-2017 - LCI Policy Advocacy Strategies 

rary to agreement organizing 

Regional Funds should finance 
the lower level; the funding of lower level is done on free 

Confusion of responsibilities between the regional 
Funds: RFHPs consider 

that it’s to the regional delegation to do this justifying 
that they are also a dialogue structure as those at lower 

funds to supervise dialogue 

The lack of governance at lower level and no policy 
guiding the accountability and financial relation between 

and lower level;  Lack of capacity in 
lower level to justify funds received from Special funds;  
No fund allocated by the state to special fund to fulfill its 

g allocated by special fund for the capacity 
building of dialogues structures;  
Local contributions to the functioning of special fund 
very poor. No tool or guideline at national level 
describing how this should be done; 
No harmonized tool at national level guiding the 
supervision of dialogue structures by special Fund. 

 No policy engagin
to co-finance local health issues.

 Recrudescent poverty that weaken 
the contributive capacity of 
villages to health issues

 Dialogue structure 
memberslackcapacity on 
resourcesmobilisation

 There is still a poor ownership of 
health issue because
not really involving them as 
expected in regulations in force.

 No harmonized tool of reporting 
and accountability at national level 
to guide dialogue structure on their 
operational task;

 Weak M&E from regional 
Delegation and special fund

 No tool to help HDC and HAC to 
supervise health facilities

 No harmonized guideline on this at 
national level;

 HDC and HAC don’t have 
capacities or tool or strategy to 
strengthen the capacity of 
communities;

From the analysis of the problem, ATWG defined also what a functioning dialogue 

following the policies and other expectations. This guided 

discussion with regional funds and regional delegations and enables to have consensus 

on immediate action to be taken to get the gap corrected. 

A functioning dialogue structure is the one that enforces health policies at local level to optimize the 
performance of the local health system. It is one that mobilizes opportunities and capacities to facilitate 
the accessibility and availability of health care and services to local populations. In the table below, 

has provided an overview of what is happening and what needs to be changed for this to 

What is happening in reality What needs to change

The control and staff supervision are 
done at the district level by DMO 
assisted by COC at HA level and by 

e Directors of Hospital at the district 
level; 
Community Representatives are not 
involved or informed; 
DMOs who oversee all the health 
activities in the district, report to the 
Regional Delegations and to Special 
Fund and rarely to DMCs 

 COC and HAMC should
regular control over health 
center activities;

 DMO and DMC should run 
regular control over health 
district activities;

 Community representatives 
should fully participate in 
activities at health area and 
district levels.

Nothing at all is done by DS 
concerning evidence/informations 
gathering and sharing, (no tool, no 
staff assigned for) 

 HAMC and DMC  should 
work closely with all health
staff and the community to 
identify needs and priorities 

13 

No policy engaging communities 
finance local health issues. 

Recrudescent poverty that weaken 
the contributive capacity of 
villages to health issues 
Dialogue structure 
memberslackcapacity on 

mobilisation 
There is still a poor ownership of 
health issue because state worker 
not really involving them as 
expected in regulations in force. 
No harmonized tool of reporting 
and accountability at national level 
to guide dialogue structure on their 
operational task; 
Weak M&E from regional 
Delegation and special fund 

ool to help HDC and HAC to 
supervise health facilities 
No harmonized guideline on this at 
national level; 
HDC and HAC don’t have 
capacities or tool or strategy to 
strengthen the capacity of 
communities; 

what a functioning dialogue 

following the policies and other expectations. This guided 

discussion with regional funds and regional delegations and enables to have consensus 

A functioning dialogue structure is the one that enforces health policies at local level to optimize the 
performance of the local health system. It is one that mobilizes opportunities and capacities to facilitate 

alth care and services to local populations. In the table below, 
has provided an overview of what is happening and what needs to be changed for this to 

What needs to change 

COC and HAMC should run 
regular control over health 
center activities; 
DMO and DMC should run 
regular control over health 
district activities; 
Community representatives 
should fully participate in 
activities at health area and 
district levels. 

HAMC and DMC  should 
work closely with all health 
staff and the community to 
identify needs and priorities 
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state health care 
structures  
Plan, implement, and 
prioritize health care 
activities in line with 
community needs (e.g. 
sensitization, outreach, 
staffing, and advocacy) 

 The planning and th
of activities are done by health 
personnel and coordinated by chief of 
health area at area level and District 
Medical Officer at the District level 
and Regional Delegate of public 
health at the region level without any 
implication of commu

Assist health facilities 
by making available 
manpower where there 
is insufficient staff (e.g. 
recruit auxiliary staff) 

 More often, health staffs are 
requested by the manager of health 
facilities, not the DMC as it should be 
the case. It is only in Tubah and 
Bafut that District committees were 
able to apply to Council and State for 
new workers.

Sensitize and organize 
the community for 
health promotion and 
prevention of diseases 

 This has ju
grant in ten health districts. But 
elsewhere, nothing at all is done in 
terms of community awareness and 
outreach communication. It is 
National program of Immunization 
that often goes in community for 
immunization campains that is the
only contact out of health facility 
between heath staff, DS and 
community.

Mobilize the community 
to participate more 
actively and positively 
in the various health 
programs 

 Nothing as such yet done. In 
practice, health 
patients/clients in the facilities due to 
poor organization and management 
of the health system.

 There is no communication plan 
about various health programs run at 
local level.

Identify health problems 
and needs of the 
community and 
propose strategies to 
solve them. 

 The identification of material, 
financial needs is done only by health 
personnel without any implication of 
communities ;

 The district budget is elaborated by 
DMO and submitted to the DMC 
where community has no capacity of 
input or review and are therefore 
always adopted without any 
significant contribution of community 
representatives 

Inform the health 
personnel on the 
outbreak of any disease 
in the community 

 There is no local tool to notify health 
incidences or to do a periodic health 
assessment to identify any change of 
health situation of th

 DSs lack updated skills and are not 
prepared to deliver adequate local 
health monitoring.

Enhance and  It’s just with LCI program that the ten 
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so as to develop adequate 
action plan.

The planning and the implementation 
of activities are done by health 
personnel and coordinated by chief of 
health area at area level and District 
Medical Officer at the District level 
and Regional Delegate of public 
health at the region level without any 
implication of communities; 

 HAMC and DMC should 
work closely with health staff 
and the community to plan, 
implement, and prioritize 
health care activities in line 
with community needs 
identified.

More often, health staffs are 
requested by the manager of health 
facilities, not the DMC as it should be 
the case. It is only in Tubah and 
Bafut that District committees were 
able to apply to Council and State for 

w workers. 

 HAMC and DMC should run 
a constant staff monitoring 
and mobilize workers to fill 
the gap where there is 
insufficient staff (from 
Councils or State)

This has just been done with LCI 
grant in ten health districts. But 
elsewhere, nothing at all is done in 
terms of community awareness and 
outreach communication. It is 
National program of Immunization 
that often goes in community for 
immunization campains that is the 
only contact out of health facility 
between heath staff, DS and 
community. 

 HAMC and DMC should do 
a constant monitoring of 
local population and 
organize door to door and 
outreach sensitization with 
health workers, to 
health and prevent diseases

Nothing as such yet done. In 
practice, health staffs wait for 
patients/clients in the facilities due to 
poor organization and management 
of the health system. 
There is no communication plan 
about various health programs run at 
local level. 

 HAMC and DMC should 
mobilize local CBO and CSO 
and village heads trough 
outreach activities to enable 
them to participate in 
health programs

The identification of material, 
financial needs is done only by health 
personnel without any implication of 
communities ; 
The district budget is elaborated by 
DMO and submitted to the DMC 

ere community has no capacity of 
input or review and are therefore 
always adopted without any 
significant contribution of community 
representatives  

 HAMC and DMC  should 
work closely with health staff 
and the community to set 
needs and priorities so as to 
develop adequate and 
inclusive strategies

There is no local tool to notify health 
incidences or to do a periodic health 
assessment to identify any change of 
health situation of the population. 
DSs lack updated skills and are not 
prepared to deliver adequate local 
health monitoring. 

 HAMC and DMC  should 
work closely with local 
population to trace any 
uncommon cases of 
diseases in the community.

It’s just with LCI program that the ten  HAMC and DMC  should 
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so as to develop adequate 
action plan. 

HAMC and DMC should 
work closely with health staff 
and the community to plan, 
implement, and prioritize 
health care activities in line 
with community needs 
identified. 

HAMC and DMC should run 
a constant staff monitoring 
and mobilize workers to fill 
the gap where there is 
insufficient staff (from 
Councils or State) 

HAMC and DMC should do 
a constant monitoring of 
local population and 
organize door to door and 
outreach sensitization with 
health workers, to promote 
health and prevent diseases 

HAMC and DMC should 
mobilize local CBO and CSO 
and village heads trough 
outreach activities to enable 
them to participate in various 
health programs. 

HAMC and DMC  should 
work closely with health staff 
and the community to set 
needs and priorities so as to 
develop adequate and 
inclusive strategies 

HAMC and DMC  should 
work closely with local 
population to trace any 
uncommon cases of 
diseases in the community. 

HAMC and DMC  should 
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participate in outreach 
activities 

selected DS were able to develop an 
action plan and organize outreach 
activities.

 They were also able to mobilize 
additional supports at local level to 
implement activities, what was not 
the case before the

Mobilize the community 
towards the better 
utilization of health 
services 

 Nothing at all is done about the 
awareness aiming to boost
utilization of health services.

 No DS is prepared to deliver such 
communication, which required 
constructive arguments. 

 Health personnel and DS are not 
skilled to run marketing actions to 
stimulate better use of services. 
There is a risk of the popul
discourage if they have high 
expectations while coming to health 
facilities and do not have any 
adequate response because of lack 
of commodities, personnel and 
medicines.

Educate the population 
on the health policy, 
programs and activities 

 Nothing at all done in term of h
policy education : No tool and no 
skill to do this

Promote the spirit of 
partnership 
(collaboration, team 
spirit, confidence, 
cordiality, togetherness 
in health care etc.) 
between the state 
(health services) and 
the community. 

 Nothing related to value, stimulation 
of commitment is done. 
 

Participate in co-
financing and co-
management of health 
activities with the health 
personnel. 

 At this stage, it is not yet co
management and co
is done. 

 There is still great ascendance of 
state worker who have the full control 
and who decide. 

 DS are still very weak and should be 
reorganized, trained and tutor to 
perform their expected role.  

Mobilize resources for 
health care in the 
community. 

 DS doe
finance health activities.

 Special Fund often provides funding 
which is unfortunately used without 
any visibility and no reporting.

 There have no self
generating activities.
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selected DS were able to develop an 
action plan and organize outreach 
activities. 
They were also able to mobilize 
additional supports at local level to 
implement activities, what was not 
the case before the LCI interventions. 

work closely with health staff 
and  village heads to 
organize outreach activities 

Nothing at all is done about the 
awareness aiming to boost the 
utilization of health services. 
No DS is prepared to deliver such 
communication, which required 
constructive arguments.  
Health personnel and DS are not 
skilled to run marketing actions to 
stimulate better use of services. 
There is a risk of the population being 
discourage if they have high 
expectations while coming to health 
facilities and do not have any 
adequate response because of lack 
of commodities, personnel and 
medicines. 

 HAMC and DMC  should 
ensure that staff are 
available and services are 
functional then work closely 
with health staff to mobilize 
local population and to carry 
out door to door talk to invite 
them to use their health 
facilities

Nothing at all done in term of health 
policy education : No tool and no 
skill to do this 

 HAMC and DMC to 
mobilize health worker to 
educate the population on 
health policy and programs 

Nothing related to value, stimulation 
of commitment is done.  

 HAMC and DMC to organize 
regular meeting involving 
community, councils, local 
stakeholders and health staff 
to discuss 
develop participative 
solutions to problem 
identified

 DS are to be revitalized and 
members to be continuously 
trained to be able to deliver 
expected actions.

At this stage, it is not yet co-
management and co-financing which 
is done.  
There is still great ascendance of 
state worker who have the full control 
and who decide.  
DS are still very weak and should be 
reorganized, trained and tutor to 

form their expected role.   

 DMC and HAMC to mobilize 
additional resources from 
councils, donors, village 
development associations 
and incomes generating 
activities to co
activities

DS does mobilize resources to 
finance health activities. 
Special Fund often provides funding 
which is unfortunately used without 
any visibility and no reporting. 
There have no self-income 
generating activities. 
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work closely with health staff 
and  village heads to 
organize outreach activities  

HAMC and DMC  should 
ensure that staff are 
available and services are 

ctional then work closely 
with health staff to mobilize 
local population and to carry 
out door to door talk to invite 
them to use their health 
facilities 

HAMC and DMC to 
mobilize health worker to 
educate the population on 
health policy and programs  

HAMC and DMC to organize 
regular meeting involving 
community, councils, local 
stakeholders and health staff 
to discuss health issues and 
develop participative 
solutions to problem 
identified 
DS are to be revitalized and 
members to be continuously 
trained to be able to deliver 
expected actions. 

DMC and HAMC to mobilize 
additional resources from 
councils, donors, village 
development associations 
and incomes generating 
activities to co-finance health 
activities 
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a. At the action stage  

To get all the expected changes possible in each of the regions 6 advocacy meetings were 

organized to get the regional delegations and regional funds involved and operate a common 

diagnosis of weaknesses identified in the functioning of DS. Discussions and meetings were 

organized with other stakeholders precisely GIZ, the Focal point of DS at the M

Meetings were organized with DMO, Councilors, and Chairpersons of District health 

committees to share findings and brainstorm of potential solutions. As result a mix team 

made with RDPH, RFHP and ATWG members was put in place in each region that has 

worked to set up a common action plan was that enabled to:

 

1. Assess weaknesses in the functioning of DS in both Regions.

Through field visit and discussion with local stakeholders, analysis 

at the beginning of LCI, re-examination of survey baseline used during the preparation of the 

advocacy strategic plan, ATWG has drawn a complete frame of weaknesses related to 

functioning of DS in both regions. This was shared an

through advocacy meetings organized. 

2. Develop ToR of renewal of DS in both regions (see annex) 

A ToR was elaborated by mix team put in place involving ATWG showing reasons why DS 

should be revitalized, how it should be done,

timeframe. This was shared and adopted by both regional teams and ATWG. 

3. Revise elections criteria and modalities (see annex)

In both regions, a revision meeting of election modalities was organized that enable

come out with a new upgraded document that harmonize terms of mandates, encourages 

participation of youth, women and other minorities. Terms of mandates too was dropped from 

5 to 3 years in order to align with mandates at regional funds level. Minimum

level was brought in so as to encourage meritocracy. Many areas of conflict of interests were 

cleansing and clarifications established around some considerations. 

elections are made on the basis of Decree No. 93/228/PM of 15

memorandum and articles of association of the Regional Fund for Health Promotion as well 

as its Internal Regulations and Resolutions.  The various dialogue structures for health care 

development in the Region are ancillary organs of the R

constitution and bye-laws. The RFHP sets the period for the tenure of office for each set of 
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anges possible in each of the regions 6 advocacy meetings were 

organized to get the regional delegations and regional funds involved and operate a common 

diagnosis of weaknesses identified in the functioning of DS. Discussions and meetings were 

ith other stakeholders precisely GIZ, the Focal point of DS at the M

Meetings were organized with DMO, Councilors, and Chairpersons of District health 

committees to share findings and brainstorm of potential solutions. As result a mix team 

PH, RFHP and ATWG members was put in place in each region that has 

worked to set up a common action plan was that enabled to: 

Assess weaknesses in the functioning of DS in both Regions. 

Through field visit and discussion with local stakeholders, analysis of previous data collected 

examination of survey baseline used during the preparation of the 

advocacy strategic plan, ATWG has drawn a complete frame of weaknesses related to 

functioning of DS in both regions. This was shared and owned by both regional teams 

through advocacy meetings organized.  

Develop ToR of renewal of DS in both regions (see annex)  

A ToR was elaborated by mix team put in place involving ATWG showing reasons why DS 

should be revitalized, how it should be done, expected results, methodology to be used and 

timeframe. This was shared and adopted by both regional teams and ATWG. 

Revise elections criteria and modalities (see annex) 

In both regions, a revision meeting of election modalities was organized that enable

come out with a new upgraded document that harmonize terms of mandates, encourages 

participation of youth, women and other minorities. Terms of mandates too was dropped from 

5 to 3 years in order to align with mandates at regional funds level. Minimum

level was brought in so as to encourage meritocracy. Many areas of conflict of interests were 

cleansing and clarifications established around some considerations. 

elections are made on the basis of Decree No. 93/228/PM of 15/03/1993, and the 

memorandum and articles of association of the Regional Fund for Health Promotion as well 

as its Internal Regulations and Resolutions.  The various dialogue structures for health care 

development in the Region are ancillary organs of the RFHP and are governed by its 

laws. The RFHP sets the period for the tenure of office for each set of 
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organized to get the regional delegations and regional funds involved and operate a common 
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committees to share findings and brainstorm of potential solutions. As result a mix team 

PH, RFHP and ATWG members was put in place in each region that has 
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examination of survey baseline used during the preparation of the 

advocacy strategic plan, ATWG has drawn a complete frame of weaknesses related to 

d owned by both regional teams 

A ToR was elaborated by mix team put in place involving ATWG showing reasons why DS 

expected results, methodology to be used and 

timeframe. This was shared and adopted by both regional teams and ATWG.  

In both regions, a revision meeting of election modalities was organized that enabled to 

come out with a new upgraded document that harmonize terms of mandates, encourages 

participation of youth, women and other minorities. Terms of mandates too was dropped from 

5 to 3 years in order to align with mandates at regional funds level. Minimum educational 

level was brought in so as to encourage meritocracy. Many areas of conflict of interests were 

cleansing and clarifications established around some considerations. The modalities for 

/03/1993, and the 

memorandum and articles of association of the Regional Fund for Health Promotion as well 

as its Internal Regulations and Resolutions.  The various dialogue structures for health care 

FHP and are governed by its 

laws. The RFHP sets the period for the tenure of office for each set of 
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officers and prescribes the date for new elections. Thus community representatives stay in 

office for three (3) years renewable once. T

validation committee for the elections.  This session is usually in the months of march/April of 

each election year.  The work of health committee members is voluntary. 

participate to the elaboration of new modalities for its technically and the RFHP and RDPH 

were after ownership headed the process.

4. Elaborate a timeframe of renewal exercise (see annex)

A timeframe was designed to enable coordinated action. In both regions, the period from 20 

April till 5 June was identified to run elections. The four major moments were:

 The organization of pre

 The organization of zonal and health area elections in may

 The organization of district electi

 The evaluation of trainings at June

 The training of newly elected members July

 

5. Issuing and sending of circular letters to call DMO and CoC for the renewal (see 

annex) 

After the revision of elections modalities, circulars letters

to call DMO to organize elections. Circulars letters were sent with ToR, Timeline and a copy 

of election modalities 

6. Draw a common action plan for the renewal exercise

 

To facilitate harmonized implementation of activities, 

estimations of expenses was done involving all the districts. This exercise has helped to 

come out with common action plan and standard sample of budget that were adapted by 

each party to make provisions. As arrangements

the whole process of renewal in the ten LCI health districts in SW (Bangem, Konye, 

EkondoTiti, Eyumojock, Wabane) and NW (Akon, Bafut, Benakuma, Mbengwi, Tubah). 

 

7. Develop election tools 

 

Elections tools were developed

and HD forms, Reporting templates. These tools was elaborated in each region by mix team 

put in place and sent to all the HA through districts health services. 
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officers and prescribes the date for new elections. Thus community representatives stay in 

office for three (3) years renewable once. The management committee of the RFHP is the 

validation committee for the elections.  This session is usually in the months of march/April of 

each election year.  The work of health committee members is voluntary.   

ation of new modalities for its technically and the RFHP and RDPH 

were after ownership headed the process. 

Elaborate a timeframe of renewal exercise (see annex) 

A timeframe was designed to enable coordinated action. In both regions, the period from 20 

l till 5 June was identified to run elections. The four major moments were:

The organization of pre-electoral mobilization in communities from 15 April to 15 may

The organization of zonal and health area elections in may 

The organization of district elections May- early June 

The evaluation of trainings at June 

The training of newly elected members July-August 

Issuing and sending of circular letters to call DMO and CoC for the renewal (see 

After the revision of elections modalities, circulars letters were done by Regional Delegates 

to call DMO to organize elections. Circulars letters were sent with ToR, Timeline and a copy 

Draw a common action plan for the renewal exercise 

To facilitate harmonized implementation of activities, in each region, common planning and 

estimations of expenses was done involving all the districts. This exercise has helped to 

come out with common action plan and standard sample of budget that were adapted by 

each party to make provisions. As arrangements, CBCHS has covered all the expenses for 

the whole process of renewal in the ten LCI health districts in SW (Bangem, Konye, 

EkondoTiti, Eyumojock, Wabane) and NW (Akon, Bafut, Benakuma, Mbengwi, Tubah). 

Develop election tools  

oped with Regional Funds: Posters, Release for media; Zonal, HA 

and HD forms, Reporting templates. These tools was elaborated in each region by mix team 

put in place and sent to all the HA through districts health services.  
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officers and prescribes the date for new elections. Thus community representatives stay in 

he management committee of the RFHP is the 

validation committee for the elections.  This session is usually in the months of march/April of 

  ATWG technically 

ation of new modalities for its technically and the RFHP and RDPH 

A timeframe was designed to enable coordinated action. In both regions, the period from 20 

l till 5 June was identified to run elections. The four major moments were: 

electoral mobilization in communities from 15 April to 15 may 

Issuing and sending of circular letters to call DMO and CoC for the renewal (see 

were done by Regional Delegates 

to call DMO to organize elections. Circulars letters were sent with ToR, Timeline and a copy 

in each region, common planning and 

estimations of expenses was done involving all the districts. This exercise has helped to 

come out with common action plan and standard sample of budget that were adapted by 

, CBCHS has covered all the expenses for 

the whole process of renewal in the ten LCI health districts in SW (Bangem, Konye, 

EkondoTiti, Eyumojock, Wabane) and NW (Akon, Bafut, Benakuma, Mbengwi, Tubah).  

: Posters, Release for media; Zonal, HA 

and HD forms, Reporting templates. These tools was elaborated in each region by mix team 
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8. Organize pre-electoral mobiliz

 

Proximity talks were organized in all the districts in both regions using the tools and 

documents prepared. In LCI health district

and the involvement of LCI supervisors that wer

both regions. This exercise has enabled to communicate and raise awareness in the 

community on the reason of renewal, the eligibility criteria’s, expectations of state about 

health committees etc.  

 

9. Organize elections at the zonal, health area and district levels ( see bio data in 
annex) 

Elections were systematically done in all the districts in both regions following the revised 

criteria and aimed at selecting new vibrant members in various communities to revitalize

community participation at all levels. This has helped also to harmonize terms of mandates in 

both regions that will facilitate follow up of dialogue structures as well as the organization of 

future elections by regional teams.

 For the NW Region 

A total number of 19 Health District Health Committees (DHC) with 152

230 Health Area Health Committee (HAC) with 1840 CR

Committees (HMC) with 76 CR were put in place with. 

 

19 HD revitalized with 152 
newly elected CR 

 

 
 For the SW region 

 

A total number of 18 Health District Health Committees (DHC) with 144 newly elected 

community Representatives (CR),

and 19 Hospital Management Committees (HMC)

 

18 HD revitalized with 144 
newly elected CR 

 

 

 For the LCI sites in both Regions  

-- All the 10 health district committees (DHC) were renewed with 80 newly elected CR

-- All the 88 Health Area Committees renewed with 528 newly elected CR; 
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electoral mobilizations in health zones 

Proximity talks were organized in all the districts in both regions using the tools and 

documents prepared. In LCI health districts, this was intensified by the implication of councils 

and the involvement of LCI supervisors that were trained and worked with LCI bureaus in 

both regions. This exercise has enabled to communicate and raise awareness in the 

community on the reason of renewal, the eligibility criteria’s, expectations of state about 

ns at the zonal, health area and district levels ( see bio data in 

Elections were systematically done in all the districts in both regions following the revised 

criteria and aimed at selecting new vibrant members in various communities to revitalize

community participation at all levels. This has helped also to harmonize terms of mandates in 

both regions that will facilitate follow up of dialogue structures as well as the organization of 

future elections by regional teams. 

umber of 19 Health District Health Committees (DHC) with 152  

230 Health Area Health Committee (HAC) with 1840 CR  and 19 Hospital Management 

(HMC) with 76 CR were put in place with.  

230 Health Areas 
revived with 1840 
newly elected CR 

 

19 Hospital Management 
Committees upgraded with 76 

newly elected CR

A total number of 18 Health District Health Committees (DHC) with 144 newly elected 

(CR),  110 Health Area Health Committee (HAC) with 660 CR

and 19 Hospital Management Committees (HMC)  with 72 CR were put in place.

110 Health Areas revived 
with 660 newly elected CR 

 

18 Hospital Management 
Committees upgraded with 

72 newly elected CR

For the LCI sites in both Regions   

All the 10 health district committees (DHC) were renewed with 80 newly elected CR

All the 88 Health Area Committees renewed with 528 newly elected CR; 

18 

Proximity talks were organized in all the districts in both regions using the tools and 
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e trained and worked with LCI bureaus in 

both regions. This exercise has enabled to communicate and raise awareness in the 

community on the reason of renewal, the eligibility criteria’s, expectations of state about 

ns at the zonal, health area and district levels ( see bio data in 

Elections were systematically done in all the districts in both regions following the revised 

criteria and aimed at selecting new vibrant members in various communities to revitalize 

community participation at all levels. This has helped also to harmonize terms of mandates in 

both regions that will facilitate follow up of dialogue structures as well as the organization of 

 newly elected CR,  

and 19 Hospital Management 

19 Hospital Management 
Committees upgraded with 76 

newly elected CR 
 

A total number of 18 Health District Health Committees (DHC) with 144 newly elected 

110 Health Area Health Committee (HAC) with 660 CR  

with 72 CR were put in place. 

18 Hospital Management 
Committees upgraded with 

72 newly elected CR 
 

All the 10 health district committees (DHC) were renewed with 80 newly elected CR 

All the 88 Health Area Committees renewed with 528 newly elected CR;  
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-- All the10 Hospital Management Committees renewed with 40 newly elected CR were 

definitively renewed.  

-- In all LCI sites, ATWG succeeded to fully involve councils during this renewal exercise.

 

10 health HDC 
renewed with 80 
newly elected CR 

88 HAHC renewed 
with 528

elected CR

 Methodology used  
 

- Work with administration through DMO to determine dates

- Get the SDO /DO to issue invitation letters,

- Involve councils in sensitization and during elections, 

- Orientation sessions : before and during elections to establish consensus in some 

areas), 

- Prioritize team work, 

- Use of standard agenda

- Financing mechanism : disbursement as activities are carried out ( DMO and Team 

budget and our finance staff do payment 

Elections process was evaluated where discussion 

were discussed to better organize future

and shared with regional and national decisions makers.
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ospital Management Committees renewed with 40 newly elected CR were 

In all LCI sites, ATWG succeeded to fully involve councils during this renewal exercise.

88 HAHC renewed 
with 528 newly 

elected CR 

10 HMC renewed 
with 40 newly 

elected CR 

Work with administration through DMO to determine dates 

Get the SDO /DO to issue invitation letters, 

Involve councils in sensitization and during elections,  

Orientation sessions : before and during elections to establish consensus in some 

Use of standard agenda 

Financing mechanism : disbursement as activities are carried out ( DMO and Team 

budget and our finance staff do payment on the same day),   

Elections process was evaluated where discussion where weaknesses, challenges face

to better organize future renewal processes. Report of the renewal was done 

and shared with regional and national decisions makers. 

19 

ospital Management Committees renewed with 40 newly elected CR were 

In all LCI sites, ATWG succeeded to fully involve councils during this renewal exercise.  

10 councils 
involved 

Orientation sessions : before and during elections to establish consensus in some 

Financing mechanism : disbursement as activities are carried out ( DMO and Team 

weaknesses, challenges faced 

Report of the renewal was done 
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Opening Session- Ekondo-Titi. SW

Campaign by Canditats  to HDC - Tubah, NW 

Deputy Mayorcongratulating  new team- Konye. SW

Family photo - Bafut. NW 

GALERY- RENEWAL
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Titi. SW 
Secret ballot 

Tubah, NW  

Intallation of new  team by DO Konye. SW 

Bafut. NW  Family photo 

RENEWAL OF DS IN SW AND NW REGIONS 

Electoral committeeCounting ballots. Bafut
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Secret ballot - Bafut. NW 

team by DO – EkondoTiti. SW  

Family photo - EkondoTIti. SW  

N SW AND NW REGIONS  

Electoral committeeCounting ballots. Bafut 
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II.4. Achievements under Objective three

Under this objective, it was expected to upgrade all the guide

documents used by DS. To get this done, meeti

regional teams the necessity of this to be done, the procedures, timeframe and terms of 

reference. Following activities were implemented: 

II.4.1. Revision of DS guide 

 

This intervention started with the a

documents and tools used by DS

and to propose adequate inputs through regional and common working sessions.

ATWG Work

Participants at the harmonized session
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Achievements under Objective three 

expected to upgrade all the guides, tools, working frame and 

documents used by DS. To get this done, meeting were held in both regions to discuss with 

regional teams the necessity of this to be done, the procedures, timeframe and terms of 

reference. Following activities were implemented:  

 

This intervention started with the assessment of weaknesses and gaps in current 

and tools used by DS. This enabled to identify gaps in the current framework 

and to propose adequate inputs through regional and common working sessions.

ATWG Working session to agree on gaps and set priorities 

Participants at the harmonized session 
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, tools, working frame and 

ng were held in both regions to discuss with 

regional teams the necessity of this to be done, the procedures, timeframe and terms of 

esses and gaps in current 

. This enabled to identify gaps in the current framework 

and to propose adequate inputs through regional and common working sessions. 
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After the elaboration of a harmonized guide

validation session was organized regrouping 

teams from Regional Delegations Public Health 

SW and NW, Regional Funds NW and SW and 

ATWG members. The exercise as expected 

enabled to finalize the draft of the Guide that was 

presented to Regional Management Com

of both Regional Funds for adoption the revision 

by Regional Management Committee

II.2.2. Capacity assessment of Regional Teams

The assessment was done In order to 

needs and identify key area of weaknesses in 

order to be able to formu

measures/recommendations or to design 

adequate capacity development response for the 

regional team that work on the daily basis to 

monitor and provide technical assistance to health 

area and district level dialogue structures. A report 

was done presenting the methodology used to do the 

assessment and presenting findings under the following 

areas: Management of DS activities; Supervision of DS 

activities; Reporting of activities carried out related to 

DS activities; Communication, coaching of

level DS by Regional level. Recommendations 

made presenting corrective measures needed for 

each weak area identified. 

action need to be taken to improve planning of 

DS Activities with clear action and M&E plans;  

RDPHs need to allocate resources for the 

implementation of DS activities; RDPHs and 

RFHPs need to improve supervision and 

reporting; RDPHs and RFHPs need to 

intensify communication with focal point 

DS at MoPH (upper level), with HA and 

HD in order to follow-up appropriat

activities; RDPHS and RFHPs office’s 

work need to be more organized with clear 

definition of role of each team member at 

regional level (Database of COC, members of DS, to 

be set up, follow up meetings,  evaluation activities to be put in 

place); RDPHS and RFHPs need to have job aids or job description to 

guide DS team members on their works; DS regional teams need to set up a coaching 

mechanism to empower lower level DS with technical planning moments between RDPH and 

RFHP. 
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After the elaboration of a harmonized guide, a 

alidation session was organized regrouping 

eams from Regional Delegations Public Health 

SW and NW, Regional Funds NW and SW and 

ATWG members. The exercise as expected 

enabled to finalize the draft of the Guide that was 

presented to Regional Management Committees 

of both Regional Funds for adoption the revision 

y Regional Management Committee.  

II.2.2. Capacity assessment of Regional Teams 

ssessment was done In order to circumcise 

needs and identify key area of weaknesses in 

order to be able to formulate corrective 

measures/recommendations or to design 

adequate capacity development response for the 

regional team that work on the daily basis to 

monitor and provide technical assistance to health 

area and district level dialogue structures. A report 

done presenting the methodology used to do the 

assessment and presenting findings under the following 

areas: Management of DS activities; Supervision of DS 

activities; Reporting of activities carried out related to 

DS activities; Communication, coaching of lower 

ecommendations were 

made presenting corrective measures needed for 

 For RDPHs, urge 

action need to be taken to improve planning of 

DS Activities with clear action and M&E plans;  

llocate resources for the 

implementation of DS activities; RDPHs and 

RFHPs need to improve supervision and 

and RFHPs need to 

intensify communication with focal point 

DS at MoPH (upper level), with HA and 

up appropriately DS 

activities; RDPHS and RFHPs office’s 

work need to be more organized with clear 

definition of role of each team member at 

regional level (Database of COC, members of DS, to 

be set up, follow up meetings,  evaluation activities to be put in 

PHS and RFHPs need to have job aids or job description to 

guide DS team members on their works; DS regional teams need to set up a coaching 

mechanism to empower lower level DS with technical planning moments between RDPH and 
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PHS and RFHPs need to have job aids or job description to 

guide DS team members on their works; DS regional teams need to set up a coaching 

mechanism to empower lower level DS with technical planning moments between RDPH and 



 

Final Report 2014

 

 

 

 

 

 

 

 

II.4.2. Training of Regional Teams on Dialogue Structure Management, supervision and 

Reporting, 3rd and 4th November 2016

 

To enable good follow-up of dialogue structure works, this workshop was to empower 

Regional Teams of both Regions to sharp their skills so as to be

of follow-up and support to Dialogues Structures. This has helped to Update Regional Teams 

 

(8 persons) on current national and global health priorities (SDG health goals and Priority of 

new national HSS); strengthen 

supervise activities and on DS 

with this training, it is expected more pro

regions, with innovative activities through quality coaching, more presence on the field with 

timeliness and quality Reporting

Participants one of technical 
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of Regional Teams on Dialogue Structure Management, supervision and 

November 2016 

up of dialogue structure works, this workshop was to empower 

Regional Teams of both Regions to sharp their skills so as to be able to optimize the quality 

up and support to Dialogues Structures. This has helped to Update Regional Teams 

(8 persons) on current national and global health priorities (SDG health goals and Priority of 

trengthen regionalteams on innovative approaches to monito

on DS coaching and effective reporting. As final expected changes, 

with this training, it is expected more pro-activity in DS follow by Regional Teams in both 

activities through quality coaching, more presence on the field with 

timeliness and quality Reporting. 

Participants at the training session  

Participants one of technical sessions 
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of Regional Teams on Dialogue Structure Management, supervision and 

up of dialogue structure works, this workshop was to empower 

able to optimize the quality 

up and support to Dialogues Structures. This has helped to Update Regional Teams  

(8 persons) on current national and global health priorities (SDG health goals and Priority of 

eams on innovative approaches to monitor and 

eporting. As final expected changes, 

activity in DS follow by Regional Teams in both 

activities through quality coaching, more presence on the field with 
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II.4.3. SW and NW Training session

Advocacy, Supervision and supportive supervision

 

Under the Local Capacity Initiatives framework, after the renewal of membership in health 

committees, all the members at the health area level were trained in 10 LCI health districts in 

SW and NW with the contribution of Regional Fund for Health Promotion. In the sam

continuity, this training was aiming at empowering members of district health committees of 

LCI districts on DS management, advocacy, coaching and supportive supervision to enable 

them to better follow lower level health committees and to better interact

stakeholders at regional and local level to enforce the role of community in the co

co-management and co-financing of health activities. At the end 

representative of 10 LCI districts

advocacy, coaching and supportive supervision. Expectations being that HDC members to 

know their roles and responsibilities and playing their expected roles, be able to advocate for 

their health needs and to be able to provide adequate c

 

 

 

 

 

 

 

 

II.3.4.Organization of Regional forum

 

 

 

 

 

 

 

II.4.3.Organization of regional forum of LCI councils on local health financing

In both regions, forums were organized to emphasi

field of health issues by councils. 

regional levels under the LCI, it was still necessary to stimulate councils to increase their 

support to local health issues. The forum mobilized the five districts medical officers, five 

chairpersons of LCI district health committee, 1

districts. Discussions covered national and local health challenges, health challenges in L

Prof Tih , Director of CBCH
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Training sessions of Community representatives of LCI health district

Advocacy, Supervision and supportive supervision 

ocal Capacity Initiatives framework, after the renewal of membership in health 

committees, all the members at the health area level were trained in 10 LCI health districts in 

SW and NW with the contribution of Regional Fund for Health Promotion. In the sam

continuity, this training was aiming at empowering members of district health committees of 

LCI districts on DS management, advocacy, coaching and supportive supervision to enable 

them to better follow lower level health committees and to better interact

stakeholders at regional and local level to enforce the role of community in the co

financing of health activities. At the end 

10 LCI districts were trained on their roles and re

advocacy, coaching and supportive supervision. Expectations being that HDC members to 

know their roles and responsibilities and playing their expected roles, be able to advocate for 

their health needs and to be able to provide adequate coaching to lower level DS.

egional forums of mayors of LCI districts on local health

II.4.3.Organization of regional forum of LCI councils on local health financing

In both regions, forums were organized to emphasize on the responsibilities of councils in the 

issues by councils. After all supports provided to health area, district and 

regional levels under the LCI, it was still necessary to stimulate councils to increase their 

issues. The forum mobilized the five districts medical officers, five 

of LCI district health committee, 1st and 2nd deputy Mayors from the five health 

. Discussions covered national and local health challenges, health challenges in L

Prof Tih , Director of CBCHS addressing Participants at the NW session
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of Community representatives of LCI health districts on 

ocal Capacity Initiatives framework, after the renewal of membership in health 

committees, all the members at the health area level were trained in 10 LCI health districts in 

SW and NW with the contribution of Regional Fund for Health Promotion. In the same 

continuity, this training was aiming at empowering members of district health committees of 

LCI districts on DS management, advocacy, coaching and supportive supervision to enable 

them to better follow lower level health committees and to better interact with other key 

stakeholders at regional and local level to enforce the role of community in the co-planning, 

financing of health activities. At the end 67 community 

were trained on their roles and responsibilities, on 

advocacy, coaching and supportive supervision. Expectations being that HDC members to 

know their roles and responsibilities and playing their expected roles, be able to advocate for 

oaching to lower level DS. 

of mayors of LCI districts on local health 

II.4.3.Organization of regional forum of LCI councils on local health financing 

ze on the responsibilities of councils in the 

After all supports provided to health area, district and 

regional levels under the LCI, it was still necessary to stimulate councils to increase their 

issues. The forum mobilized the five districts medical officers, five 

deputy Mayors from the five health 

. Discussions covered national and local health challenges, health challenges in LCI 

addressing Participants at the NW session 
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districts, and competencies 

Cameroon. 
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of councils in field of health, health and decentralization in 

Regional forums organized were able to stimulate Mayors to take following resolutions: 

Mayors, DMOS, Chairs of HDC, Regional Delegates and other participants at NW forum 

Group picture at the SW Forum(Mayors, DMOS, Chairs of HDC, Regional Delegates and other participants) 
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 Councils to mobilize populations to use health facilities through various events they 

attend or organize  

 Councils to work with district health services (DHS) to create or reinforce outreach 

stations in remote zones 

 Councils to work with DHS to create maternity waiting hom

home delivery for women far from health facilities.

 District Medical Officers (DMOs) to work with Mayors to register District to Mutual Health 

Organizations. 

 Councils to mobilize population for good hygiene and sanitation through 

EQUIPMENT OF HEALTH FACILITIES

 Councils to work with District Medical Officers, elites, and health committee to equip 

health facilities. 

STAFFING 

 Councils to work with District Medical Officers, elites, and health committee to recruit 

more staff to mitigate the current staffing need.

 Councils to work with DHS to assure staff deployed are on duties and performed as 

expected 

LOCAL HEALTH STRATEGIC PLANNING

 District Health Services to work with Councils and health committees to identify health 

needs, identify solutions, interventions, strategies and elaborate an inclusive strategic 

plan to be followed by all parties and stakeholders.

COUNCILS FINANCIAL ALLOCATION TO HEALTH

 District health services to work with councils to define priority health needs t

by councils before each budget session (November).

 Increase councils allocations for health, hygiene, water and sanitation to prevent health 

problems 

 Councils to emphasize on health needs while making their appeals to local or 

international partners  

 Councils to reinforce the use of local partners and NGO and mobilize them to support 

health activities  

 Councils to support health areas in setting Income Generating Activities

 Councils and HDCs and DHSs to organize fundraising events

II. II. 4.4 Technical Assistance 

Since 2014 and with FHI360’s TA mentorship
areas of needs initially mapped out were strengthened to better support local health 
stakeholders to address access barriers to PMTCT 
Working Group (ATWG) was created with FHI 360 support for effective implementation and 
monitoring of advocacy by CBCHS
Advisor have continued to be coached by FHI 360 on polic
useful for their functionality.
developed metrics of success to document what a functioning dialogue structure means from 
health area to regional levels; Support the Regi
Funds to enforce policies and demonstrate commitment to better support health activities; 
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Councils to emphasize on health needs while making their appeals to local or 

Councils to reinforce the use of local partners and NGO and mobilize them to support 

Councils to support health areas in setting Income Generating Activities

Councils and HDCs and DHSs to organize fundraising events 

nical Assistance support of FHI 360 

Since 2014 and with FHI360’s TA mentorship through workshops, virtual coaching
areas of needs initially mapped out were strengthened to better support local health 
stakeholders to address access barriers to PMTCT services. An Advocacy Technical 

was created with FHI 360 support for effective implementation and 
monitoring of advocacy by CBCHS. Both the ATWG and the CBCHB Policy and Advocacy 
Advisor have continued to be coached by FHI 360 on policy dialogue and that has been very 
useful for their functionality.CBCHS developed a Policy Advocacy Strategic Plan and 
developed metrics of success to document what a functioning dialogue structure means from 
health area to regional levels; Support the Regional Delegations of Public Health and Special 
Funds to enforce policies and demonstrate commitment to better support health activities; 
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Councils to emphasize on health needs while making their appeals to local or 

Councils to reinforce the use of local partners and NGO and mobilize them to support 

Councils to support health areas in setting Income Generating Activities 

through workshops, virtual coaching, CBCHS 
areas of needs initially mapped out were strengthened to better support local health 

An Advocacy Technical 
was created with FHI 360 support for effective implementation and 

. Both the ATWG and the CBCHB Policy and Advocacy 
y dialogue and that has been very 

developed a Policy Advocacy Strategic Plan and 
developed metrics of success to document what a functioning dialogue structure means from 

onal Delegations of Public Health and Special 
Funds to enforce policies and demonstrate commitment to better support health activities; 
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and engage stakeholders to implement dialogue structures accountability and reporting. The 
Strategic Plan is currently being implemented and has helped CBCH
organizing functioning of health dialogue structures in Cameroon by revising the working 
framework of dialogue structures. 
conduct policy advocacy, data analysis and communications around program successes. 
This has helped to document successes achieved that led to the production of many success 
stories. CBCHS was able to work with regional health teams to revise the modalities for the 
selection of community representatives into the dialogue structures with new performance 
indicators. FHI 360 also helped to develop 
future capacity building exercises within CBCH
M&E and efficient tools for need assessment, trainings and methodologies of preparing and 
delivering capacity development activities. Skills trans
have been very useful for the LCI team in strengthening the capacitie
stakeholders to be able to deliver quality health services. 

 

 

 

 

 

Session with MrsAmitaMenrhotra and Mrs Tracy O’or FHI360 

Advocacy Training workshop of CBCHS staff and Community 

Leders from 10 LCI health districts- With FHI 360
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future capacity building exercises within CBCHS. Capacities were strengthened in an area

efficient tools for need assessment, trainings and methodologies of preparing and 
delivering capacity development activities. Skills transferred and tactics shared by FHI 360
have been very useful for the LCI team in strengthening the capacitie
stakeholders to be able to deliver quality health services.  
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II.4.5. Development of toolkits on dialogue structures functioning

 

 

 

 

As planned, series of toolkits were prepared to continue to guide DS members to ma

their roles and responsibilities so as to be able to fully play their own duties regarding the co

planning, co-management and co

- Toolkit 1: Modalities to elect community representatives into dialogues s

- Toolkit 2: Duties of members of dialogues structures

- Toolkit 3: Dialogues structures procedures for internal auditing

- Toolkit 4: Management of financial resources

- Toolkit 5: dialogues structures meetings

- Toolkit 6: Composition of health dialogue 

II.5. other interventions 

Alongside the implementation of the PASP, other key related activities not directly 

linked to an objective were also achieved

II.5.1. Case of revitalization of abandoned Wabane CMA

 

During initial district assessment

shut down since three year and abandoned in the bush which led to the increase in neonatal 

deaths in the district as well as low uptake of all health indicators. With LCI advocacy

interventions all the stakeholders were 

enabled the elaboration of participatory action plan that led finally after 6 months of advocacy 
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Alongside the implementation of the PASP, other key related activities not directly 

linked to an objective were also achieved. 

II.5.1. Case of revitalization of abandoned Wabane CMA 

During initial district assessment, it was discovered that the WabaneDistrict

since three year and abandoned in the bush which led to the increase in neonatal 

deaths in the district as well as low uptake of all health indicators. With LCI advocacy

he stakeholders were put together to discuss and find solutions. This 

enabled the elaboration of participatory action plan that led finally after 6 months of advocacy 
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As planned, series of toolkits were prepared to continue to guide DS members to master 

their roles and responsibilities so as to be able to fully play their own duties regarding the co-

Amongst we have: 

Toolkit 1: Modalities to elect community representatives into dialogues structures 

Alongside the implementation of the PASP, other key related activities not directly 

District Hospital was 

since three year and abandoned in the bush which led to the increase in neonatal 

deaths in the district as well as low uptake of all health indicators. With LCI advocacy 

put together to discuss and find solutions. This 

enabled the elaboration of participatory action plan that led finally after 6 months of advocacy 
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and material donation from CBCH

strengthened, to the reopening of the hospital in 14 January 2016. 

facility and recruited 05 new health workers to mitigate health staffing needs in the 

districtThree weeks after the opening, 80 consultations, 10 ANC 1and 5 successful

with up to 30 other services including minor surgery were recorded. The official opening was 

done by the Regional Delegate of SW
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and other sources mobilized by the health committee 

The council renovated the 

recruited 05 new health workers to mitigate health staffing needs in the 

Three weeks after the opening, 80 consultations, 10 ANC 1and 5 successful delivery 

with up to 30 other services including minor surgery were recorded. The official opening was 

WABANE CMA AFTER 
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FUTURE PROJECTIONS

Building on results obtained, CBCHS is planning to:

 Disseminate findings widely for replication. Engage discussions

making level to own and scale up

SW; 

 Set up a permanent advocacy unit within CBCHS to provide TA to other programs 

and projects and to tack

levels 

CHALLENGES FACED
 Conflict of schedules with partners (not allowing implementation of up to 60% of 

activities at expected dates);

 Reticence of some Mayors to commit resources to health iss

 Staff Turn-over in HA and HD that slow involvement of some district stakeholders 

newly appointed 

LESSONS LEARNED 

 The smooth functioning of community participation in

dynamism of health dialogue structures

 Populations are willing to participate and only need to be guided, trained and coached 

to be able to fully play their expected roles in co

health activities ; 

 Good collaboration between district health services, councils and administration 

facilitate is the key to maintain a dynamic move at local level useful for continuous 

functioning of health dialogue structures

 Constant supervision and technical support by the regional level is one of the major 

conditions to ensure reporting, accountabilit

local levels.  

 To achieve the 2030’s Sustainable Development Goals related to health domain, 

communities need to be put in the heart of health system. This re

efforts on communities is important to s

detection, prevention and care. This is a pathway to increase the uptake of mother 

and child health which remains critical till date despite of all vertical interventions 

ongoing.  
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Good collaboration between district health services, councils and administration 

is the key to maintain a dynamic move at local level useful for continuous 

of health dialogue structures; 
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conditions to ensure reporting, accountability and effectiveness in interventions at 

To achieve the 2030’s Sustainable Development Goals related to health domain, 
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efforts on communities is important to stimulate their involvement in disease early 

detection, prevention and care. This is a pathway to increase the uptake of mother 

and child health which remains critical till date despite of all vertical interventions 
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Good collaboration between district health services, councils and administration 
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y and effectiveness in interventions at 

To achieve the 2030’s Sustainable Development Goals related to health domain, 
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 To reduce the burden of communi

community more especially the burden of neonatal and maternal death in our 

localities, strengthening of grassroots response through the revitalization of DS  have 

to be considered as main priority of our nation

 To cause populations to be their self

to be empowered well monitored and coordinated with updated framework and 

policies combined with significant financial allocations. 

RECOMMANDATIONS

Following recommendations are directly built around major policy advocacy gaps tackled 

throughout the implementation of the strategic plan

experiences could significantly

community participation in Cameroon

R1 Legal framework to be upgraded to meet new challenges
- Health policies within the framework of decentralization should be revised to include 

responsibilities of councils in the financing of health dialogue structu

- The Ministry of public health should revise the national framework organizing 

community participation in health to reposition clearly relationship between councils, 

regional funds and health committees.

- A ministerial decision should be issued clarifyi

structures and accountability and reporting mechanism between HA, HD, regional and 

national levels dialogue structures.

- A ministerial decision should be issued to clarified interactions between vertical 

programs of ministry with dialogue structures to enable programs to intentionally 

involve health committees in the implementation of vertical health program

- A standard guide or operating procedures should be developed 

harmonized functioning of he

 

R2 To guarantee quality membership through routine renewal

- The MoPH should issue a national decision laying down standard elections 

modalities to enable democratic, transparent and fair selection of community 

representative in health dialogue structures. 

- A National Procedure Guide on Health committee renewal should be developed 

clarifying steps, activities and tacks to be achieved before, during and after elections 

from zonal, area, district to regional levels.  Such guide sh

to be used at each level to raise awareness, to organize transparent vote and 

document election process. 
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document election process.  
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- Circular letter should be issued after each end of mandate by the Minister to call for 

automatic renewal of health committee

responsibilities of Chiefs of Centers, District Medical officers, Regional funds and 

regional delegations in the renewal process. 

R3 To enable supportive supervision and coordination

- National curricula of traini

each election they should receive trainings on their roles and responsibilities 

including contents about the management and supervision of health activities. 

- National and standard supervision checklist

and provided to enable health committees to fully play their expected roles and 

responsibilities. Each health committee should dispose of an action plan developed 

and approved by the General Assembly. 

- Metrics to measure DS activities proposed by LCI should be owned, upgraded and 

used at national level as standard tool of measuring DS performance 

R4 To stimulate ownership by communities

- HA and HD members should be systematically trained on local resources 

mobilization and on development and management of income generating activities. 

They should be coached by regional teams to mobilize additional support from elites, 

councils, parliamentarians and any other local sources to cover health needs.

R5 To stimulate implication of councils 

- Dialogue structure legal framework should be revised to highlight the responsibility 

of councils in supporting dialogue structures and health activities.

- A circular letter should be issued précising that mayors and councilors are coop

member of HA and HD Executive committees and should participate in the 

elaboration and implementation of health plans at the district and local level. 

E 
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Circular letter should be issued after each end of mandate by the Minister to call for 
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each election they should receive trainings on their roles and responsibilities 

including contents about the management and supervision of health activities. 

National and standard supervision checklist and reporting tools should be developed 

and provided to enable health committees to fully play their expected roles and 

responsibilities. Each health committee should dispose of an action plan developed 

and approved by the General Assembly.  
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member of HA and HD Executive committees and should participate in the 

elaboration and implementation of health plans at the district and local level. 
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CONCLUSIONS 

The revitalization of communities through trainings and provision of tools has 

community participation, support and follow

Based on proven strategies, we are confident that the implementation of the five 

recommendation areas proposed will definitely improve the quality of comm

in Cameroon. By so doing, the local health response will be empowered with the positive 

effects on disease prevention, care and surveillance in our communities. Health committees 

will be more dynamic and will fully play their expected r

and co-management of health activities. As impact

resources with good supervision and accountability at all level which will also secure enough 

trust useful to mobilize additional resources from local or external partners. For this to be 

possible, added to improved supervision and coaching of dialogue structures by regional and 

national levels teams, immediate actions is required to upgrade the legal framework so as to 

create enabling conditions for sustainable community participation in Camero
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The revitalization of communities through trainings and provision of tools has 

community participation, support and follow-up of health response in the 10 LCI districts.  

Based on proven strategies, we are confident that the implementation of the five 

recommendation areas proposed will definitely improve the quality of comm

in Cameroon. By so doing, the local health response will be empowered with the positive 

effects on disease prevention, care and surveillance in our communities. Health committees 

will be more dynamic and will fully play their expected roles in the co-planning, co

management of health activities. As impacts, the will be more efficient utilization of 

resources with good supervision and accountability at all level which will also secure enough 

ional resources from local or external partners. For this to be 

possible, added to improved supervision and coaching of dialogue structures by regional and 

national levels teams, immediate actions is required to upgrade the legal framework so as to 

enabling conditions for sustainable community participation in Camero
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The revitalization of communities through trainings and provision of tools has increased 

in the 10 LCI districts.  

Based on proven strategies, we are confident that the implementation of the five 

recommendation areas proposed will definitely improve the quality of community participation 

in Cameroon. By so doing, the local health response will be empowered with the positive 

effects on disease prevention, care and surveillance in our communities. Health committees 

planning, co-financing 

, the will be more efficient utilization of 

resources with good supervision and accountability at all level which will also secure enough 

ional resources from local or external partners. For this to be 

possible, added to improved supervision and coaching of dialogue structures by regional and 

national levels teams, immediate actions is required to upgrade the legal framework so as to 

enabling conditions for sustainable community participation in Cameroon.  
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