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WELCOME 

With initial focus on the Northwest and Southwest, these strategies and approaches will enable the         

attainment of the following specific objectives: 

1. Increase HIV case identification to diagnose at least 90% of those living with HIV, link to care and treat-

ment, and ensure 90% ART coverage of HIV infected adults, pregnant women, and children in health 

facilities and communities. 

2. Improve adherence support, retention in care and viral load uptake to achieve 90% VL suppression for 

HIV infected adults, pregnant women and children. 

3. Improve M&E systems and promote the use of strategic information for program improvement. 

4. Strengthen the health system to support delivery of high quality and sustainable HIV related services 

within facilities and communities. 

GOALS AND STRATEGIES OF HIV- 

FREE PROJECT 

Strategy 1:  

HIV Case identification 

& linkage 

Strategy 2:  

HIV  Care &    

Treatment 

Strategy 3:  

Adherence, 

and Retention 

Strategy 4:  

Data Management 

and Quality             

Improvement 

Project Goal: To reduce HIV-related morbidity and mortality for infected individuals 

through comprehensive, high-quality integrated and innovative HIV testing programs,          

optimized care and treatment program for adults, children, and pregnant women (Option 

B+), building on the successes of PEPFAR support in the HIV-Free Project in the NW and 

SW regions of Cameroon. 

Cross cutting approaches: 

Cross-cutting Implementation Approaches: Coordination and joint supervision 

Promote Task shifting and onsite mentorship. 
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EDITORIAL 
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The last three months have been one of the most 

challenging periods ever experienced by the HIV 

Free NW/SW II Project since its start on April 1, 

2017. Our result was way below expectation which 

raised a lot of eyebrows  vis-à-vis our project     

implementation. Despite these challenges, our 

stance “On the road to 90-90-90” has not and will 

not be moved. We must not lose track of the goal 

we are fighting to achieve, which is to eliminate 

HIV from the public health challenges              

classification table by 2030 as we for sure will   

attain  UNAIDS Vision   95-95-95. “The    Problem 

Child” – Retention was our major setback during 

the International AIDS Conference in                 

Johannesburg South Africa. Our  retention rate as 

was x-rayed on the presentation stood at 32% 

(RED); very far  below expectations from the CDC 

because it    implied that we are not on a good  

footing for   epidemic control if we keep   losing 

clients from treatment. We were then asked to    

account for the thousands of clients we have lost to 

follow up and those who defaulted   treatment.  

Though accounting for the lost clients was not   

going to be any easy, we had a limited duration of 

barely two weeks to attain green on the             

classification table. It is for this reason that we     

activated the “Aggressive Follow-up” as the major 

strategy to ensuring our ability to find and bring 

back to treatment with the ART Register being our 

major source of information. The fallouts of the 

Problem Child were NOT going to affect only the 

CBC Health Board alone, but other organizations 

benefitting funds from CDC/PEPFAR. To attain 

our goals, we spent the Easter Season at our places 

of work and achieved our targets with an 86% 

(GREEN).   

As you already know, the next six months are    

going to be more demanding than you have already 

Prof. Tih Pius Muffih 

       Project Principal Investigator  

experienced. One of the fallouts of the Problem 

Child on us was the division of the 10 regions of 

Cameroon into zones including; Zone 1 (North 

West, South West, and West Regions); Zone 2 

(Littoral and South Regions); Zone 3 (Center and 

East Region); Zone 4 (Adamawa, North and Far 

North Regions). CBCHB remains the implementer 

for Zone 1 while EGPAF remains in Littoral and 

will be taking South Region. The implementer for 

Zone 3 is not yet decided while Zone 4 is going to 

be by some American  Non-Governmental        

Organization. The work we do within this period 

is going to determine the fate of our services in the 

Center and East Regions. It is for this reason that I 

launched “Operation ALL Green (OAG)” for ALL 

our 6 indicators. This strategy is meant to end on 

September 30, 2019. To effectively track this   

strategy, we are going to have weekly review 

meetings known as “Situation Room”.  We are 

expected to reach epidemic    control with the zone 

1 project in 2 years; and I’m confident we will 

achieve this. Let me end by wishing you a very 

fruitful Easter Season as you take the rendezvous 

with me to impatiently wait for more updates on 

the Lihwangi   E- Newsletter. 

Enjoy reading …!  



**** 

ON THE FIELD 
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All Indicators MUST Go GREEN 

S 
tatistics for Q2 indicates that testing target 

was met in the SW though with a drop from 

3.3% in Q1 to 3.0% in Q2. Other indicators 

such as treatment new and treatment current are 

less than 85%. This data was presented at the Q2 

coordination meeting that took place on May 10, 

2019 at the CBCHS Complex. Going by every  

programme area, management proffered solutions 

and suggestions to handle the reason for the gaps 

noticed. In the area of viral load, the clinical    

mentors were to remind facility staff to encourage 

clients to do viral load (especially in the case of 

paediatric test which is subsidized while  following 

the algorithm. The two main focus during the  

meeting were on retention in care and viral load. 

The Manager also reiterated on the  Principal     

Investigator message dubbed “Operation All Green 

(OAG)”. OAG seeks to ensure that all indicators 

attain at least 90% of its project set  targets.  

Hence the Manager cautioned staff to  effect PI’s     

message by implementing what they have learned, 

intensify work and employ new approaches as 

they go back to their stations. 

The SW Manager Dr. Atembeh Bernard           

appreciated staff for ensuring that the data for  

active search of LTFU and defaulters was sent to 

CDC in good and adequate form. He noted that in 

order not to fall in the situation of the campaign, a 

tool has been develop to help APS track their   

clients and follow up defaulters and Loss to     

Follow UP (LTFU).  

 

 HIV Free SW Manager emphasizing the need to go ’Green’ 



ON THE FIELD 

Lihwangi Newsletter Issue 14; Vol. 2 

KP Tracking Tools Developed for Quality Data 

F 
or proper documentation and reporting 

with quality data of KP activities in the 

SW region, a temporary register and      

reporting tools have been developed to capture and 

report KP activities in the three piloting health  

facilities. The M&E Supervisor and Focal Point  

of the activity orientated facility staff on how the 

tools should be used. This was done at Regional 

Hospital Buea, Baptist Hospital Mutengene and 

Regional Hospital in Limbe. The onsite orientation 

involved staff from all the entry points so that no 

KP will be missed.  

As stipulated in their action plan, the three-piloting 

facilities kick started the programme in their      

various facilities with a step-down training of the 

KP friendly service training. The service           

providers were also expected to sort KP in      

treatment current to follow up their treatment and 

through them  initiate their peers on ART.   

HIVF SW team orientating service providers at Regional Hospital Limbe on KP tools 

***** 

KEY POPULATION DATA FOR 3 SITES IN MAY 2019 

SITE 
CATE-
GORY 

S
E
X 

TEST
ED 

POSI-
TIVE 

INITI-
ATED 

VL 
DONE 

BHM 

Female 
Sex 

Workers 
(FSW) F   4 4   

              

RH Limbe FSW F   3 3   

              

RH Buea 

FSW F   1 1   

(Men 
having 

Sex with 
Men) 
MSM M   2 2   
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facilitators identified the gaps, and proposed     

solutions and shared experiences from other      

facilities. The service providers also had lessons 

on adherence and viral load, formation of mother 

support groups, infant feeding and nutritional   

support. The PMTCT Focal point reiterated on the 

importance of this approach (on site) since each 

site problem is unique and needed a solution based 

on their realities.  

The target of FY19 was to increase the mother 

support groups from 5-13. Before the start of the 

training 4 more groups were added. Some sites 

after the training showed interest to start the   

Mother Support Group (MSG), this will be       

followed up to ensure implementation. This gives 

optimism to meet the set targets for MSG and turn 

the PMTCT indicator ‘green’. 

On-Site Training to Turn  PMTCT Indicators Green   

D 
ata from PMTCT indicators such as 

male as partner enrolment, final      

outcome for HIV exposed infants in 

FY19 have not been  encouraging. The   Focal 

point attributed it to some lapses in              

counselling  and inadequate information for the 

advancement of the project. Hence, focal point 

persons, in charge of the different strategies like; 

PMTCT Cohort   Monitoring and Paediatric care 

embarked on an on-site training to ensure good 

and intensive counseling; brainstorm on       

strategies to increase male partner testing,      

follow up of final outcome and to capacitate   

service providers on the creation of Mother  

Support Groups. This activity took place in May 

and June in 19 health facilities in three health 

districts in the SW. 

The training was more interactive where the    

Working session at Buea Road Integrated Health Centre 

***** 



ON THE FIELD 

Lihwangi Newsletter Issue 14; Vol. 2 

APS Desk Possesses a  Temporary VL Register  

D 
ue to the persistent complaints from 

health facilities on pending viral load  

results from the NEID lab, a temporal 

viral load register was provided to Psychosocial 

Counsellors (APS) in some facilities in the South-

west Region. According to the SW EID/VL Focal 

Points Mr. Sone Fritz, these temporal registers will 

help track all uptake and results as received as well 

as in sorting pending viral load results and  notify 

the NEIDR laboratory with the updates. 

The EID/VL Focal person however cautioned  

Clinical site mentors to cross check the various  

registers to ensure that viral load reports are 

tracked accordingly and are coherent from the   

different entry points. For the new treatment     

centres, like Batoke Integrated health centre, CMA 

Holforth, the temporary VL registers were given 

both to the lab and care and treatment centre. 

These efforts were highly applauded by the SW 

Regional Technical Group, since it is helping them 

close a gap they had earlier identified.  

 

 

 

 

 From the 12 sites, a total of 92 mothers have been 

enrolled in the January maternal cohort with 87 

actives and 5 transferred out. In the infant cohort 

43 infants have been enrolled; 42 actives, while 1 

died. Among the 42 infants, 33 DBS for PCR have 

been collected while 29 have had results.  

 

***** 

***** 

Service Providers Assimilating PMTCT Cohort Monitoring 

A 
ll 12 piloting sites for the PMTCT      

Cohort monitoring have been supervised 

for their first quarter indicating that the 

service providers are assimilating the PMTCT  

Cohort Monitoring approach. The activity that 

started in January 2019 in the SW region entered 

their first month of reporting at the end of April 

2019. The sites were supervised through direct 

and remote supervision especially for sites in 

Kumba Health District. The points of interest 

were to check enrollment of women, number 

placed on treatment, if there are any not initiated 

and why. The focal person was keen at checking 

the correctness of documentation and in reporting 

and the harmonization process of these reports. 

 Given that it is a new activity, there are some few 

challenges like grasping the technicality of       

enrolment; some women refused enrollment while 

others attended ANC in a facility that is not their 

treatment facility. 
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instituted to decongest health   facilities with high 

volumes of active files,  improving patient         

follow-up, their retention on treatment, ensure care 

continuum for people living with HIV in the    

community and by the community and to guarantee 

community involvement in the national response to 

HIV/AIDS. It has an overall goal to improve the 

retention of people on ART from 60.4% in 2014 to 

90% in 2020 and 95% in 2030; and to improve the 

adherence of PLHIV to ART. It specifically       

involves referring 30% of the active file of stable 

patients by 2022 in the community system and 

most importantly maintain 100% of patients on 

ART managed in the community.  

 

Increasing ARV Access Through Community ART Dispensation 

Introduction  

D 
efaulting to treatment by many has 

been blamed on inaccessibility to 

health care for ARVs. From 2017, the 

CBCHS in collaboration with the government is 

poised at supporting Community Arts             

Dispensation. Community-based ARV            

dispensation is an action which consists in      

supplying ARV to PLHIV in the community 

through a non-medical facility, based in the    

community or group of people living in the same 

area, united by ties of common interests. The  

dispensation of ARV is performed by people who 

do not necessarily have medical training, but   

remain under the supervision of a health facility 

(supervising HF) and coordination of the national 

AIDS Control committee. The approach was   

Community ART Dispensation through hospital based support group 
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Challenges  

Just like any other strategy and being a new        

approach gaining grounds within the health milieu, 

Community ART Dispensation is experiencing 

some challenges. Many health facilities still find it 

difficult to engage CBOs in this activity with many 

complaining that the clients will not be well      

managed by the CBO and the fear that some of the 

CBOs do not have an appropriate environment  

suitable for dispensation. Among the support 

groups that were trained on community ART      

activities like those in Mamfe, Muyuka, Fontem, 

Ekondo-titi, Tah Banga and Bakundu  are yet to 

begin this activity since most of them have been 

displaced. Due to the socio-political crisis many of 

these groups cannot be access to ensure that they 

start the implementation of this activity. 

 

Conclusion  

Community ART dispensation is one of the targeted 

and strategic approaches to meet epidemic control. 

With easy access to ARV and adherence 

to treatment through the community  dispensation  

there will be drastic reduction in the spread of the 

virus.  

 

Methodology  

There are 3 major models of Community ART 

Dispensation; community dispensation by       

community dispensation points, community      

dispensation by support groups and community 

ART groups (CAGs) of 6 persons.  Clients        

receiving medication through Community Art   

Dispensation must be stable in health with       

controlled viral load. They must have been on 

treatment for at least 12 months. To continue with 

the fostering of this activity the CBCHS under the 

HIV free SW project organized a 2 days training 

for leaders of 15 identified Community Based   

Organisations (CBOs) 31 support groups (SGs) 

leaders and 5 community ART groups (CAGs) for 

better execution of these activities. The project 

developed and disseminated M&E tool for      

monitoring and reporting of Community ART  

Dispensation of activities. There has been        

continuous collaboration with other health        

facilities to engage other CBOs into Community 

ART Dispensation activities. Continue             

sensitization with facility staff to educate clients 

on the advantages of community dispensation of 

ART. There is also follow up to ensure clients 

monitor their treatment with the viral load test and 

some other necessary test. Drug availability is one 

of the issues followed up to rule out stock of 

ARVs at the dispensation points. 

 

Results  

The technical support of the HIV project in    

Community ART Dispensation cannot be          

underrated. This is seen in the increase of groups 

doing  community dispensation and the            

practicality of CAD amongst others.  

• With 32 support groups, a total of 535 clients 

are being dispensed with ART 

• 1005 among 6 CBOs 

• 470 among 27 Community ART groups 

 

 

 

***** 
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hesitation. There is much I have learned from 

short lessons and experience sharing with other 

members. I have also attended many capacity 

building seminars in the field of HIV. Having  

collected drugs at the health facilities and now at 

the Community Based Organization (CBO), there 

are many advantages collecting from CBOs. First, 

it is highly confidential, there is no waste of time 

when you go for refill.   

My advice to everyone out there is that it is very 

important to know your status. If you are positive, 

take your treatment at the right time. Adhere to 

your treatment. Our nutrition is also of prime   

importance.  I go to church to ask God for grace 

to cope with the situation and really not pray for 

Him to take away the virus. I don’t play with my 

drugs. If I could work my way from an AIDS   

patient to an undetectable viral load stage, you too 

can. Adherence is the only key.  

M 
y name is Theresia, I’m a social   

worker by profession. I was diagnosed 

HIV positive in December 2005.     

Before my diagnoses, I was usually sick and had a 

series of health problems. It started with a running 

stomach, then an on and off fever, pile, skin rashes 

and then oral candidiasis. On consultation in the 

hospital I explained my problems and the doctor 

sent me to the laboratory for a series of tests      

including HIV. 

 My result was positive. Although the counselor 

however assured me that having HIV is not a death 

sentence I felt very bad and had many thoughts 

running through my mind. I could not hold the 

tears that I gathered within, I just burst in tears as I 

exit the gate of the hospital.   

I was asked to do a series of tests before I could be 

placed on treatment. From the symptoms I         

presented, I was told I was at the 4th stage; that is 

already AIDS stage. I was placed on treatment   

immediately. The side effects of Trimoune 30 were 

really horrible on me. I experienced what is called 

Lipodystrophy; that is fat redistribution in the 

body, numbness in my feet. My physique really 

changed. We were counselled on taking our drugs 

well, how to live positively during a facility    

meeting called adherence meeting. At the time I 

started off with treatment, I had a CD4 of 12 cells 

but now my viral load is undetectable. 

My family has been very supportive. I really could 

not tell anyone that same day but when I opened 

up, their support has been awesome. My brother 

was funding my bills because at the time I started 

treatment, we had to pay for the test and buy our 

drugs as well. 

I was advised by the coordinator of our support 

group to join the forum and I did without           

With Adherence, I bounced back 

***** 
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Organization (TASO) Uganda which he      

acknowledged gave him more experience in      

managing a group of persons living and affected by 

HIV and AIDS. 

His leadership and availability to dispense to       

persons living with HIV at any hour of the day is  

outstanding as collaborators and clients affirm. The 

follow up of client on adherence is evident on the 

100% viral load suppression registered for both  

support group members and those collecting      

treatment from the CBO. He together with two    

subordinate manages a group with an active file of 

178 and they averagely dispense to about 70        

persons a month.  

He encourages clients to belong to the support group 

because he thinks is a good tool to build up the    

client. It makes you to open up in many ways and 

learn.  

Although committed in metal work  and               

coordination of the CBO, he finds time to read. 

Reading as a hobby pays off as it has also widened 

his knowledge about health. He is a Presbyterian 

and member of the Christian Men’s Fellowship an 

active arm in the Presbyterian Church in Cameroon. 

C 
ommitted, flexible and      

teachable are some identical 

facts of our role model for this 

edition. Mr. Che Christopher a 57-year-

old, who hails from Mankwi, Bafut in 

Mezam Division of the NW region of 

Cameroon. He is married and a father of 

four; two boys and two girls. He started 

his elementary education at             

Government School Mankwi-Bafut 

from 1969-1976. With the desire to start 

raising income, he immediately dived 

into apprenticeship programme         

specifically in metal works. Pa Che as 

he is fondly called has undergone     

several seminars and training in the   

domain of HIV and AIDS.   

In his professional career, Mr. Che after his training 

in his trade struggled with family to gather            

resources. He finally opened his workshop in August 

15, 1985; a year and date that is marked in history as 

the day Pope John Paul II visited Cameroon. ‘A 

memory that cannot wipe out easily’. From 1985, the 

hardworking father has held fast to this trade to fend 

for his      immediate and extended family.  

Mr. Che’s work with the community in the health 

domain started in 2004 with his membership with 

one of the Community Based Organizations; Hope is 

Rising Association (HIRASSO) in the SW. He is the 

Coordinator of HIRASSO Buea which operates in 

dual capacity; as a Support Group and as a         

community dispensation point. Being Coordinator of 

the CBO; he was one of those whom the  Regional 

Technical Group in the SW trained on the operation 

of Community ART Dispensation. 

Support group is a springboard for him, he has     

attended many seminars with the government and 

other HIV funding partners. He attended an          

international seminar in The AIDS Support           

Mr. Che Christopher  

Coordinator, HIRASSO CBO 

***** 



On the Road to 90-90-90 

CBC HEALTH BOARD 

“HIV is just like any other disease; get tested and get treated” 

Prof. Tih Pius Muffih, Project Principal Investigator. 

Our Contacts 

HIV Free Cameroon: (+237) 677 76 47 81  

E-mail:  hivfswdocteam@gmail.com 

Website: www.cbchealthservices.org 

South West: (+237) 677 57 11 11  

North West: (+237) 677 64 78 99 

Center:         (+237) 679 40 58 49 

Littoral:        (+237) 675 41 41 75 

Others:  

 (+237) 677 80 76 69 (NW/CE) 

 (+237) 677 52 66 37 (SW/LIT) 

 (+237) 677 00 23 95 (Com CA) 


