Lessons from the field

Strengthening human resources for health through multisectoral

approaches and leadership: the case of Cameroon
S Kingue,® E Rosskam,” AC Bela,? A Adjidja® & L Codijia©

Problem Cameroon has a severe shortage of human resources for health (HRH) and those that are available are concentrated in urban areas.
Approach As the result of a national emergency plan for the years 2006—2008, innovative strategies and a multisectoral partnership — led by
the Ministry of Public Health and supported by diverse national and international organizations — were developed to address the shortages
and maldistribution of HRH in Cameroon.

Local setting At the time that the emergency plan was developed, Cameroon had health services of poor quality, an imbalance between
HRH training and employment, a maldistribution of HRH between urban and rural areas and a poor allocation of financial resources for
HRH. It also lacked an accreditation system for use in the training of health workers.

Relevant changes Between 2007 and 2009, the number of active health workers in Cameroon increased by 36%, several new institutions
for higher education in health care and training schools for paramedical staff and midwives were opened, and a national strategy for
universal health coverage was developed.

Lessons learnt In the improvement of HRH, strong leadership is needed to ensure effective coordination and communication between
the many different stakeholders. A national process of coordination and facilitation can produce a consensus-based view of the main
HRH challenges. Once these challenges have been identified, the stakeholders can plan appropriate interventions that are coordinated,
evidence-based and coherent.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Background

Although Cameroon has an acute shortage of human resources
for health (HRH), it lacks the economic resources to support
the mass recruitment of new health workers. Only 27% of the
individuals who completed their training at nursing schools in
Cameroon between 1990 and 2009 were recruited by the Minis-
try of Public Service.' The training in health care that does take
place in Cameroon is also seldom matched with employment
needs. In 2011, for example, severe staff shortages in the fields
of mental health, ophthalmology and anaesthesia-resuscitation
were known to exist, but almost all health science students at
training schools in Cameroon were intending to work as nursing
aids, state registered nurses or laboratory technicians in other
fields of medicine. Approximately 66% of the health workers in
Cameroon are employed in the public sector but more heath
workers are needed in both the public and the private sectors
(Table 1).2

Context

Much of the current HRH crisis in Cameroon can be attributed
to low government spending on health - a mere 4.6% and 5.1% of
the gross domestic product in 2000 and 2012, respectively’ — and
a lack of effective coordination between the key stakeholders.
Poor coordination has led to the duplication of interventions, the
use of conflicting procedures and a general waste of resources.

Substantial increases in the Cameroonian health budget
are not likely to occur in the near future. The main strategy for
reducing HRH problems in Cameroon is therefore to capitalize
on the existing potential — primarily by improving the coordina-
tion and effectiveness of the key stakeholders’ current efforts to
improve the health system.

In response to the HRH crisis, the Cameroonian govern-
ment developed an HRH emergency plan for the years 2006 to
2008. Implementation of this plan led to the recruitment of 5400
health workers, the opening of new training schools for health
workers, the revision of the training curricula for paramedical
staff, and a simplification of the process that contract or tempo-
rary workers need to follow to become permanent employees in
the public sector. Between 2007 and 2010, Cameroonian HRH
received increased financial support from external sponsors.
Over this period, the International Monetary Fund and the
World Bank - via the Heavily Indebted Poor Country initiative —
and the French government - via the Contrat de Désendettement
et de Développement — together contributed about 7359 million
African Financial Community (CFA) francs towards the salaries
of health workers in Cameroon.

The HRH emergency plan for 2006-2008 did not solve
the maldistribution of HRH in Cameroon, where health care
is concentrated in urban areas; the low allocation of financial
resources for HRH, or the absence of an accreditation system
for HRH training. External resources were therefore mobilized
to develop new approaches to address these challenges. The
mobilization process started in 2007, with a 2-day conference
on HRH organized by the Global Health Workforce Alliance.
This conference resulted in the Douala Plan of Action.* In 2010
- with financial support from the World Health Organization
(WHO), the Global Health Workforce Alliance, the French
Development Agency and the European Union - Cameroon’s
Ministry of Public Health formally adopted and implemented a
“country coordination and facilitation” process. The aims were
to clarify the main challenges to effective HRH in Cameroon
and to subsequently create an integrated, participatory and
comprehensive HRH-development strategy - for the years
2011-2015 - that would address these challenges.
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Table 1. Supply and shortfall of human resources for health in Cameroon, 2011

Sector No. of individuals®

Needed Registered Shortfall
Public
Health-care providers 36728 17334 19394
Other workers® 12388 7849 3894
Total 49116 25183 23933
Private
All workers 16743 13024 23933
Entire health sector 65859 38207 27652

¢ Estimates from an external evaluation (S Kingue and F Nissack, unpublished data, 2012).
® Health sector workers not involved directly in health care. This includes, for example, managers,

statisticians and analysts.

The country coordination and fa-
cilitation process for HRH development
was a catalytic force that ensured the
mobilization and coordination of the key
stakeholders. The stakeholders became
jointly responsible for reviewing national
HRH problems, setting strategic priorities
and developing a national, strategic HRH
plan. As part of the process undertaken to
address the problem of HRH maldistribu-
tion, financial resources were mobilized,
the extent of the maldistribution was
evaluated and a retention policy for health
workers was developed.” The main aim
of the retention policy was to ensure the
presence of health workers in rural areas
of Cameroon that are difficult to access.

To address the problem of poor
stakeholder coordination, a meeting with
over 200 participants was convened.” This
meeting led to several reccommendations,
including the development of a multi-
sectoral coordinating committee and a
multisectoral technical working group for
HRH in Cameroon. In 2010, these recom-
mendations led the Cameroonian Minis-
try of Public Health to mobilize a national
coordinating committee composed of
representatives of all the key stakeholders.
This committee currently acts as the um-
brella organization for developing HRH,
raising awareness of issues surrounding
HRH and high-level HRH advocacy. It
also manages an HRH technical working
group, an HRH national observatory and
a multidisciplinary HRH research group.*
The members of the committee include 11
ministerial administrators and represen-
tatives of development partners (n=2),
the private sector (n=1), decentralized
local and regional authorities (n = 1), civil
society organizations (n=1), chambers
of commerce (n=1), professional as-
sociations (n=4), trade unions (n=2),
medical and nursing schools (n=2) and

patient associations (n=1), plus other
experts on an as-needed basis. The com-
mittee meets twice a year routinely and
ad hoc at other times. Before the country
coordination and facilitation strategy was
implemented, the committee responsible
for HRH in Cameroon met relatively
rarely and only on an as-needed basis.
The HRH technical working group in
Cameroon is responsible for the develop-
ment of HRH policies and strategic plans
and the subsequent monitoring of their
implementation. It meets four times per
year to respond to the central HRH issues.
Meetings of both the coordinating com-
mittee and the technical working group
follow established agendas and focus on
specific needs. For example, the commit-
tee’s agenda includes creating synergy
among the various ministries involved
in health sector improvement; ensuring
coherence among health sector activi-
ties, resources and actors; coordinating
and informing the key HRH stakehold-
ers; and seeking sustainable funding
solutions with interested partners. The
agenda of the technical working group
includes creating synergy among the
different activities aimed at health sec-
tor improvement by ensuring coherence
in activities, resources and operators;
harmonizing the various health sector in-
terventions; coordinating and informing
the actors responsible for implementing
the interventions; following up on Cam-
eroon’s commitments to developing its
health sector; encouraging multisectoral
participation; ensuring coherence in the
implementation of health sector strate-
gies and other strategies, such as those to
stimulate growth and employment; find-
ing sustainable solutions to the problem
of health financing in dialogue with all
interested partners; following up the key
indicators of the evolution of the health
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system; and coordinating and supervising
health sector reviews.

Results

Since 2006, strong leadership has fa-
cilitated the process of moving to an
evidence-based approach to HRH devel-
opment in Cameroon. It has encouraged
collaboration between the ministries
involved in the Cameroonian health
sector, fostered relevant discussion and
dialogue, increased trust between the
various stakeholders, and promoted
a consensus view and approach. The
nongovernmental organizations and na-
tional societies involved in health care in
Cameroon have been able to expand their
role, increase their visibility and improve
their credibility with the national govern-
ment and other stakeholders. Even health
workers in remote areas have been able to
contribute to the HRH planning process.

Implementation of the HRH emer-
gency plan resulted in the recruitment
of 6417 additional health workers in
Cameroon between 2007 and 2009.
Such recruitment increased the number
of active health workers in the country
from 11528 in 2005 to 15720 in 2009 - a
36% increase.” Over the same period the
number of Cameroonian institutions for
higher education in health sciences was
increased from five to seven in a further
attempt to address the shortfall in health
workers in general and of specialist physi-
cians and midwives in particular. Train-
ing at degree level has been expanded to
cover an additional 14 medical special-
ties, bringing the total to 26, with the
aim of more than doubling the number
of specialist physicians active in Camer-
oon - to 130 - by 2014. The number of
training schools for paramedical staff in
Cameroon increased by 54% between
2007 and 2013 with the creation of 37
new schools, including 10 for the training
of midwives. Over the same period, the
number of paramedical workers active
in Cameroon increased from 4000 to
about 9000. The aim is to have 81 training
schools for paramedical staff and at least
250 midwives trained per year by 2014.

Payment to health workers increased
considerably too. Between 2007 and 2010,
the monthly gross salaries of government-
recruited assistant nurses, nurses and
physicians had risen by a mean of 8.75%
- to 102540, 147352 and 217578 CFA
francs, respectively.’

As a result of the implementation of
the country coordination and facilitation
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process, all HRH stakeholders are now
involved in all strategic planning that
relates to the national health system. The
Cameroonian government is currently
developing a strategy for universal health
coverage that will include the develop-
ment or expansion of social insurance for
public sector workers and their families,
private health insurance schemes and
community-based health insurance
schemes. The aim is to have at least 40%
of the population of Cameroon covered
by health insurance by 2015.

An external evaluation of the coun-
try coordination and facilitation process
was conducted in 2012 with funding from
the European Union. The data collected
in this evaluation indicated that the pro-
cess had been successfully implemented
in Cameroon. This success was largely
attributed to precise methods that per-
mitted — and still permit - stakeholders

S Kingue et al.

Box 1.Summary of main lessons learnt

In the improvement of human resources for health, strong leadership is needed to ensure
effective coordination and communication between the many different stakeholders.

A national process of coordination and facilitation can produce a consensus-based view of
the main challenges involved in the area of human resources for health.

Once the main challenges have been identified, the stakeholders can plan appropriate
interventions that are coordinated, evidence-based and coherent.

to be identified and then engaged on the
basis of their specific interests and their
potential contributions to solving the
HRH crisis."’ Several lessons can be learnt
from the results of the external evalu-
ation (Box 1). Investing in the country
coordination and facilitation process and
applying it appear to be cost-effective and
sustainable ways to build stakeholder con-
sensus on the actions needed to address
HRH challenges. A return on investment
can be demonstrated. Policies and legal
frameworks to promote the retention of

health workers and, in particular, to de-
velop and scale up effective strategies for
the retention of health workers in rural
areas should help developing countries
such as Cameroon to achieve universal
health coverage and the health-related
Millennium Development Goals by 2015.
The education of potential health workers
should follow competency-based curricu-
la that are responsive to — and respectful
of — population needs. M
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Résumé

Renforcer les ressources humaines pour la santé a travers un leadership et des approches multisectorielles: le cas du Cameroun

Probléme Le Cameroun souffre d'une grave pénurie de ressources
humaines pour la santé (RHS) et le peu de personnel disponible se concentre
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dans les zones urbaines.
Approche Suite a un plan d'urgence national pour la période 2006-2008,
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des stratégies novatrices et un partenariat multisectoriel — dirigé par
le ministre de la Santé publique et soutenu par diverses organisations
nationales etinternationales — ont été développés pour faire face a la pénurie
et a la mauvaise répartition des RHS au Cameroun.

Environnement local A époque ou le plan d'urgence a été développé,
le Cameroun souffrait de services de santé de mauvaise qualité, d'un
déséquilibre entre la formation et I'emploi des RHS, d'une mauvaise
répartition des RHS entre les zones urbaines et rurales et d'une affectation
inadéquate des ressources financieres des RHS. On manquait également
d'un systeme d’homologation pouvant étre utilisé dans la formation des
agents de santé.

Lessons from the field
Strengthening human resources for health in Cameroon

Changements significatifs Entre 2007 et 2009, le nombre d'agents de
santé actifs au Cameroun a augmenté de 36%, plusieurs instituts supérieurs
de formation en soins de santé et écoles de formation paramédicale et de
sages-femmes ont vu le jour et une nouvelle stratégie a été développée
pour la couverture sanitaire universelle.

Lecons tirées Dans 'amélioration des RSH, un leadership fort est nécessaire
pour assurer une coordination et une communication efficaces entre les
nombreux acteurs en place. Un processus national de coordination et de
facilitation peut produire une approche consensuelle des principaux défis
des RHS. Une fois ces défis identifiés, les acteurs clés peuvent planifier des
interventions appropriées, coordonnées, cohérentes et fondées sur les faits.

Pesiome

YKpenneHue KagpoBbIX pecypcoB 34paBOOXpPaHeHUs NOCPeACTBOM MHOTOCEKTOPaJIbHbIX MOAXOA0B U

pykoBogcTBa: Ha npumepe KamepyHa

Mpo6nema B KamepyHe oTMeuaeTcA OCTpasa HexBaTKa KafpoBbiX
pecypcoB 3apaBooxpaHeHna (KP3), a cyuectsylowme pecypchl B
OCHOBHOM COCPEAOTOUEHbI B TOPOACKMX PANOHAX.

Mopxop B pe3ynstate NpUHATUA HAaUMOHANbHOMO MnaHa no 6opbbe ¢
upe3BblUaHbIMY CUTYaLMAMM Ha 2006-2008 rofbl Obinv pa3paboTaHs
HOBaTOPCKMeE CTpaTeruu M yCTaHOBIEHO MeXCeKTopanbHoe
MapTHEPCTBO MO PYKOBOACTBOM MUHWCTEPCTBA 34PaBOOXPaHEHMA
1N NPK NOAAEPXKKE PA3ANYHBIX HAUMOHANBbHBIX U MeXAYHAPOAHbIX
OpraHV3aLmii C LIeNbio peLLeHwA Mpobnem HeXBaTKM 1 HEPaBHOMEPHOTO
pacnpepenerna KP3 B KamepyHe.

MectHble ycnoBus Korfa paspabaTbiBanca AaHHbIM nnaH no 6opbde
C Ype3BbIUANHBIMY CUTYaLMAMM, KAYECTBO YCIYT 3PaBOOXPAHEHWA
B KamepyHe 6bin0 HM3KKMM, OTMevanca AucbanaHc mexay
npodeccnoHanbHOM NOAroTOBKOM 1 3aHATOCTbIO KP3, HepasHomepHoe
pacnpeaeneHne KP3 mexzay ropoacKUMU 1 CENbCKMMM PaioHaMu
1 nnoxoe pacnpegeneHve GUHaHCOBLIX pecypco Ana KP3. Takxe
OTCYTCTBOBAfa CUCTEMA aKKpeaMTaLmMm B 061aCTV NPOGEeCCHOHaNbHOM

NOArOTOBKM PabOTHUKOB 3[10aBOOXPAHEHWA.

OcywectBneHHble nepemenbl C 2007 no 2009 rof Konuyectso
AKTMBHbIX MEANLIMHCKIMX PabOTHMKOB B KamepyHe BO3pOC/io Ha 36%,
Obl10 OTKPBITO HECKONBKO HOBBIX MHCTUTYTOB /1A MOYyYeHWA BbiCLLEro
0bpazoBaHnA B chepe 34PaBOOXPaHEHNA 1 yUeOHbIX 3aBeAeHNN Ana
MAaAWero MeAnUMHCKOro nepcoHana 1 akylepok, papaboTaHa
HaLMOHaNbHaA cTpaTerna BCeobulero oxeara MearKko-CaHUTapHOM
MOMOULbIO.

BbiBogbl [1na ynyuweHuna cutyaumm B KP3 Heobxoanmo cunbHoe
PYKOBOACTBO, CMOCOBHOE 0becrneynTb 3GGeKTVBHYI KOOPAMHALIO
1 CBA3b MEXAY MHOMXECTBOM PasfNYHbBIX 3aMHTEPECOBAHHBIX CTOPOH.
HauroHanbHbIM NPOLECC KOOPANHALMM 1 CORENCTBMA MOXKET NPUBECTY
K KOHCEHCYCY Mpw pelleHn OCHOBHbIX Mpobnem B obnactu KP3.
Nocne BbiABNEHWA OCHOBHbIX NPOBIEM 3aMHTEPECOBaHHbBIE CTOPOHbI
MOTyT CMIaHMPOBaTh COOTBETCTBYIOWME MEPONPUATUA, KOTOPbIE
OyayT ABNATLCA CKOOPAMHUPOBAHHbBIMU, HAYYHO OOOCHOBAHHbLIMM 1
nocnenoBaTenbHbIMU.

Resumen

Reforzar los recursos humanos para la salud a través de enfoques multisectoriales y liderazgo: el caso de Camertin

Situacion Cameruin padece una escasez grave de recursos humanos para
lasalud (RHS) y los recursos disponibles se concentran en las zonas urbanas.
Enfoque Como resultado de un plan de emergencia nacional para los
afos 2006-2008, se desarrollaron estrategias novedosas y una asociacion
multisectorial, dirigida por el Ministerio de sanidad publicay respaldada por
diversas organizaciones nacionales e internacionales a fin de hacer frente a
la escasez y la mala distribucion de los RHS en Camerdn.

Marco regional La situacion de Camertn cuando se desarroll6 el plan
de emergencia era la siguiente: servicios sanitarios de muy poca calidad,
desequilibrio entre la formacion y el empleo de los RHS, mala distribucion
de los RHS entre las zonas urbanas y rurales y una asignacion irregular de
los recursos financieros para los RHS. También carecia de un sistema de
acreditacion en la formacion de personal sanitario.

Cambios importantes Entre 2007 y 2009, el nimero de trabajadores
sanitarios activos en Camerun aumentoé un 36%, se inauguraron NUMErosos
centros de formacion superior en el dmbito de la salud y de formacion de
personal paramédicoy matronasyy se desarrollé una estrategia nacional para
una cobertura sanitaria universal.

Lecciones aprendidas Para conseguir mejorar los RHS es necesario un
liderazgo fuerte que garantice una coordinacién y comunicacién eficaces
entre las distintas partes interesadas. Un proceso de coordinacion y
asesoramiento nacional puede dar lugar a una vision de los principales
desafios de los RHS basada en el consenso. Una vez que se han identificado
dichos desafios, las partes interesadas pueden planificar intervenciones
adecuadas, coordinadas, coherentes y basadas en las pruebas cientificas.
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