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This FY 2022 Malaria Operational Plan has been approved by the U.S. Global Malaria Coordinator and reflects 
collaborative discussions with national malaria control programs and other partners. Funding available to support 
outlined plans relies on the final FY 2022 appropriation from U.S. Congress. Any updates will be reflected in 
revised postings. 

This document was prepared in the early months of 2021 as the COVID-19 pandemic continued to evolve 
worldwide, including in PMI-focus countries. The effects of the pandemic on malaria control and elimination work 
in 2022 are difficult to predict. However, because U.S. Congressional appropriations for PMI are specific to work 
against malaria and any appropriations for work against the COVID-19 are specific for that purpose and planned 
through separate future U.S. Government planning processes, this FY 2022 MOP will not specifically address the 
malaria-COVID-19 interface and will reassess any complementary work through timely reprogramming in 
countries.  
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EXECUTIVE SUMMARY  

The U.S. President’s Malaria Initiative (PMI)—led by the U.S. Agency for International Development (USAID) and 
implemented together with the U.S. Centers for Disease Control and Prevention (CDC)—delivers cost-effective, 
lifesaving malaria interventions alongside catalytic technical and operational assistance to support Cameroon to 
end malaria. PMI has been a proud partner of Cameroon since 2017, helping to decrease child death rates by 35 
percent and through investments totaling almost $109.5 million. 

The proposed PMI fiscal year (FY) 2022 budget for Cameroon is $22 million. This Malaria Operational Plan 
(MOP) outlines planned PMI activities in Cameroon using FY 2022 funds. Developed in consultation with the 
national malaria control program (NMCP) and key malaria stakeholders, proposed activities reflect national and 
PMI strategies, draw on best-available data, and align with the country context and health system. Proposed PMI 
investments support and build on those made by the Government of Cameroon as well as other donors and 
partners. 

Cameroon is located in West-Central Africa along the Atlantic Ocean, with a land area of 475,440 km2 and three 
climate zones: (1) the equatorial climate, hot and humid with perennial malaria transmission, and entomological 
inoculation rate of 100 to 400 infective bites/person/year; (2) the Sudanese tropical climate with an intense 
seasonal malaria transmission season of four to six months, and entomological inoculation rate of 100 to 200 
infective bites/person/year; and (3) the tropical Sahelian climate, hot and dry, with a rainy season and malaria 
transmission of up to three months, and entomological inoculation rates of up to 100 infective 
bites/person/year.  

Malaria is the most widespread endemic disease in Cameroon, responsible for 2.7 million reported cases, and 
absenteeism from school and work annually. Plasmodium falciparum is the predominant species of malaria 
parasite, and the primary mosquito vector is Anopheles gambiae s.l. At the national level, the number of cases 
recorded in health facilities, stagnant between 2011 and 2017, has shown an increasing trend since then. The 
number of deaths, after a downward trend over several years, went upward in 2017 and is now showing a small 
decrease in 2019. In response to this increasing burden, the Government of Cameroon has made the fight against 
malaria a priority, with a highlight in the country’s Health Sector Strategy, and the adoption of the High Burden 
High Impact stratification exercise in the National Malaria Strategic Plan. 

PMI will support investments in the following intervention areas with FY 2022 funds: 

Vector control 
Progress to-date: 

• Supported longitudinal entomological monitoring in five sentinel sites/regions, including insecticide 
resistance and vector bionomics. 

• Procured and supported distribution of standard Insecticide-treated mosquito net (ITNs) and Piperonyl 
butoxide (PBO) nets for antenatal care (ANC) channels in two regions. 
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Proposed investments: 

• Procured and distributed 782,706 dual active ingredient (AI) and PBO nets for ANC and Expanded 
Program for Immunization channels. 

• Supported longitudinal entomological monitoring in 15 sentinel sites (10 for insecticide resistance and five 
for vector bionomics). 

• Streamlined durability monitoring of 2022 ITN campaign nets.  

Case Management 

Progress to-date: 
• Procured and delivered rapid diagnostic test (RDTs) and artemisinin-based combination therapies 

(ACTs), and trained facility-based health workers and community health workers (CHWs). 
• Finalized a health facility baseline readiness assessment. 
• Conducted supportive supervision at health facility level. 

Proposed investments: 
• Procure 1.8M RDTs, 707,782 doses of artemether-lumefantrine (AL), and 621,189 injectable artesunate 

and 20,352 rectal artesunate (RAS) treatments. 
• Support existing CHWs and expand community case management in previously uncovered districts, and 

train and supervise providers at public and nonprofit facilities. 
• Support priority private sector case management activities. 
• Implement therapeutic efficacy studies in four surveillance regions and strengthen malaria diagnostics. 

Malaria in Pregnancy (MIP) 
Progress to-date: 

• Supported the development of MIP training modules, a national supervision tool and the launch of the 
MIP Technical Working Group.  

• Trained and provided supportive supervision of ANC providers in 46 districts on malaria case 
management in pregnancy and provision of intermittent preventive treatment for pregnant women 
(IPTp) and ITNs; procured SP treatments.  

• Supported IPTp outreach activity with provision of CHW package of activities for sensitization of 
pregnant women in households on early and frequent ANC attendance and ITN use. 

Proposed investments: 

• Procure one million sulfadoxine-pyrimethamine treatments for a minimum of three-dose treatment for 
pregnant women. 

• Continue support for refresher training and supervision of ANC and health service providers in the two 
supported regions for effective provision of ITNs, IPTp, and case management for pregnant women. 

• Continue IPTp outreach activity with CHWs to include sensitization of pregnant women in households 
on early ANC attendance, use of ITNs, and IPTp reminder or administration from the second IPTp dose 
onward during pregnancy. 
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Seasonal Malaria Chemoprevention 
Progress to-date: 

• Supported seasonal malaria chemoprevention (SMC) implementation provided by PMI for the past three 
years, covering the entire eligible population of children 3 to 59 months of age in the North and Far 
North regions.  

• Conducted independent monitoring surveys to assess the effective coverage during the 2020 campaign: 
96 percent of eligible children received four rounds of treatment and 95 percent received full three-day 
treatments for all rounds.  

• Supported SMC includes both procurement of the sulfadoxine-pyrimethamine + amodiaquine (SPAQ), 
and all other implementation costs. 

Proposed investments: 

• Continue support for four rounds of SMC covering children 3 to 59 months of age, with 8.7M doses of 
SPAQ covering 1.7M children.  

• Increase emphasis on quality of epidemiological data for use in future assessments of SMC effectiveness. 

Supply Chain 
Progress to-date:  

• Transitioned to reporting all commodity stock data through District Health Information Software 2 
(DHIS2) to work toward a harmonized commodity reporting system. 

• Supported the forecasting, planning, and distribution of commodities for SMC campaign needs. 
• Trained on forecasting and supply planning as well as stock management at multiple levels of the supply 

chain. 
• Implemented end use verification surveys (EUVs) in the North and Far North regions, including one 

despite delays due to the COVID-19 pandemic. 

Proposed investments: 
• Continue emphasis on data visibility, accountability of malaria commodities, and increased governance in 

the supply chain.  
• Provide central-level support for development and implementation of the national supply chain strategy 

as well as support to the NMCP for forecasting and supply planning. 

Surveillance Monitoring and Evaluation (SM&E) 
Progress to-date: 

• Established processes and development of tools to standardize and strengthen data collection, validation, 
and quality assurance and encourage data use and reporting of malaria data in the Health Management 
Information System (HMIS).  

• Supported monthly data review meetings at the district level as well as regular supervision down to 
health facilities. 

• Supported production of semiannual malaria bulletins at the central and regional level. 
• Piloted a surveillance assessment using a toolkit newly developed by global partners. 
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Proposed investments: 

• Continue support for routine HMIS strengthening activities. 
• Continue support for monthly data review meetings at district level, as well as targeted supervision at 

health facility level. 

Social Behavior Change 
Progress to-date: 

• Implemented the household Malaria Behavior Survey (MBS) in 2019 and a qualitative study of provider 
diagnostic and treatment practices using a human-centered design (HCD) approach in 2021. 

• Supported the design and printing of posters targeted to health facility-based service providers and design 
of a service communication training module for CHWs and facility-based health workers.  

Proposed investments: 

• Continue support for implementation of activities targeted to community members on consistent use of 
ITNs and proper net care, to health workers on adherence to case management guidelines, and to 
CHWs and community members on early and regular ANC attendance. 

• Continue support to the SMC campaign with a focus on raising community awareness and acceptance of 
the campaign, as well as adherence to day 2 and day 3 treatment.  

HSS general/other  
Progress to-date: 

• Supported Field Epidemiology Training Program (FETP) frontline and advanced training provided to the 
health workforce on malaria surveillance. 

• Supported the NMCP to coordinate technical and implementation partners, as well as to improve 
program management.  

• Built NMCP and regional capacity on SM&E, communication leadership, and malaria diagnostic capacity. 

Proposed investments: 

• Continue funding for frontline and advanced FETP as well as Peace Corps small malaria grants. 
• Provide funding for community and district health committees and civil society organizations to 

coordinate community case management and improve health governance at health area and district 
levels.
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I. INTRODUCTION 

The U.S. President’s Malaria Initiative (PMI)—led by the U.S. Agency for International Development (USAID) and 
implemented together with the U.S. Centers for Disease Control and Prevention (CDC)—delivers cost-effective, 
lifesaving malaria interventions alongside catalytic technical and operational assistance to support Cameroon to 
end malaria. PMI has been a proud partner of Cameroon since 2017, helping to decrease child death rates by 35 
percent through investments totaling almost $109.5 million. 

The proposed PMI fiscal year (FY) 2022 budget for Cameroon is $22 million. This Malaria Operational Plan 
(MOP) outlines planned PMI activities in Cameroon using FY 2022 funds. Developed in consultation with the 
National Malaria Control Program (NMCP) and key malaria stakeholders, proposed activities reflect national and 
PMI strategies, draw on best-available data, and align with the country context and health system. Proposed PMI 
investments support and build on those made by the Government of Cameroon as well as other donors and 
partners.  

Cameroon at a Glance 

• Geography: Cameroon is located in West-Central Africa along the Atlantic Ocean with its two anglophone 
regions sharing borders with Nigeria, while the rest of the country is francophone, with Chad, the Central 
African Republic, Equatorial Guinea, Gabon, and Congo as neighbors. The country land area is 475,440 km2 
and it exhibits all major climates and vegetation of the continent: mountains, rain forest, savanna, desert, 
and ocean coastland. 

• Climate and Malaria Transmission Seasonality: The climate varies with the terrain, from tropical along the 
coast to semiarid and hot in the north. The coastal belt includes some of the wettest places on earth 
(Debundscha has an average annual rainfall of 10,300 millimeters). There are three climate zones in 
Cameroon:  
◦ The equatorial climate (between 4th and 6th degrees of north latitude) is hot and humid with 

abundant precipitation, perennial malaria transmission, and entomological inoculation rate of 100 to 
400 infective bites/person/year. This climate zone is further subdivided: the Guinean type in the south 
of Cameroon with four seasons, including two dry seasons (July to August and December to February) 
and two rainy seasons (March to June and September to November) characterized by abundant rainfall 
(more than 1,500 mm per year) and the Cameroonian type in the South-West region and the Western 
Highlands, with a long rainy season (nine months) and a dry season.  

◦ The Sudanese tropical climate (from the 6th to the 10th north parallel) with a rainy season (March to 
October) and a dry season (November to February), an intense seasonal malaria transmission season 
of four to six months, and entomological inoculation rate of 100 to 200 infective bites/person/year.  

◦ The tropical Sahelian climate (north of the 10th parallel) is hot and dry, with a rainy season varying 
between one and three months (July to September), malaria transmission of up to three months, and 
entomological inoculation rates of up to 100 infective bites/person/year.  

• Population in 2021: 26,765,522 (Cameroon National Institute of Statistics projections) 

• Population at Risk of Malaria: 26,765,522 (NMCP) 

• Principal Malaria Parasites: Plasmodium falciparum (National Strategic Plan [NSP], 2019) 
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• Principal Malaria Vectors: Anopheles gambiae s.l. is the primary vector. Other vectors include An. 
moucheti, An. nili, An. funestus, and An. arabiensis. (Vector Control Strategy, 2021)  

• Malaria Case Incidence per 1,000 Population: 103.0 (NMCP 2020 report) 

• Under-Five Mortality Rate: 79 per thousand (2018 Demographic and Health Survey [DHS] Key Indicators 
Report) 

• World Bank Income Classification and GDP: Lower-middle income economy, $1,507 per capita 
(data.worldbank.org/country/cameroon)  

• Government Health Budget: $361.7M (proposed for 2021) 

• Trafficking in Persons Designations, 2018–2020: Tier 2 (https://www.state.gov/reports/2020-trafficking-
in-persons-report/cameroon/) 

• Malaria Funding and Program Support Partners Include: 

◦ U.S. President’s Malaria Initiative (PMI) 

◦ Global Fund to Fight AIDS, Tuberculosis, and Malaria (Global Fund) 

◦ World Health Organization (WHO) 

◦ United Nations Children’s Fund (UNICEF) 

◦ United Nations Population Fund (UNFPA) 

• PMI Support of National Malaria Control Strategy: PMI works closely with the NMCP to coordinate 
support for activities in the National Strategy for malaria control. (See III. Overview of PMI’s support of 
Cameroon’s Malaria Control Strategy for additional details) 

• PMI Investments: Cameroon began implementation as a PMI focus country in FY 2017. The proposed FY 
2022 PMI budget for Cameroon is $22M; this brings the total PMI investment to nearly $131.5M.  

 

PMI organizes its investments around the activities below, in line with the Cameroon 2019–2023 National Malaria 
Strategy.  

https://www.state.gov/reports/2020-trafficking-in-persons-report/cameroon/
https://www.state.gov/reports/2020-trafficking-in-persons-report/cameroon/
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Figure 1. PMI’s approach to end malaria1 

 

 

Building and strengthening the capacity of Cameroon’s people and institutions—from the central level to 
communities—to effectively lead and implement evidence-based malaria control and elimination activities is 
paramount to PMI. The majority of PMI’s planned support for FY 2022, across the areas of vector control, human 
health, and critical support systems such as supply chain, contains elements of capacity-building and system 
strengthening. PMI/Cameroon will continue to rely on and engage with local partners such as the Center for 
Research in Infectious Diseases, Impact Santé Afrique, and the University of Yaounde 1 Biotechnology Center 
(BTC), and is expanding its local partner base to reach civil society organizations. Finally, PMI/Cameroon will 
continue to rely on private sector partnerships, such as mobile phone networks. 

 
1A number of actions are cross-cutting in nature. For example, social and behavioral change (SBC) is embedded in all vector 
control and human health work; program evaluation (PE) and operational research (OR) are relevant in all of the field work; 
finance and management support and the introduction of new tools/interventions are critical for all programs; and 
elimination requires work across the full spectrum of transmission. 
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The activities proposed in this MOP are tailored to draw on these strengths and address weaknesses; activities 
will be monitored to evaluate the effectiveness of capacity-building efforts. In addition, while PMI understands it 
will take time for Cameroon to fully finance its development priorities, PMI will work with other partners (e.g., 
the Global Fund) to jointly track Cameroon’s funding commitments across the malaria portfolio.  

II. MALARIA SITUATION AND PROGRESS 

Malaria is the most widespread endemic disease in Cameroon. The WHO estimates nearly 6.3 million cases (the 
country reported 2.7 million cases) responsible for more than an estimated 11,000 reported deaths, along with 
absenteeism from school and work. Anopheles gambiae s.l. is the predominant species of mosquito responsible 
for transmission and Plasmodium falciparum is the principal parasite species. At the national level, the estimated 
number of cases has been steadily increasing since 2012. The WHO’s estimated number of deaths, after a 
downward trend over several years, has remained constant. In response to this increasing burden, the 
Government of Cameroon has made the fight against malaria a priority, and it is highlighted in the country’s 
Health Sector Strategy (2016–2027). 

Figure 2. Trends in malaria prevalence 

Children 6 to 59 months of age who tested positive for malaria by rapid diagnostic test (RDT), 2011–2018  
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Figure 3. Malaria prevalence by geographic area 

Children 6 to 59 months of age who tested positive for malaria by RDT (2018 DHS) 
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Table 1. Key indicators from DHS and malaria indicator surveys (MIS)  

Indicator 
2011 DHS- Multiple 

Indicator Cluster 
Survey (MICS) 2011 MIS 2014 MICS 2018 DHS 

% Households with at least one Insecticide-
treated mosquito net (ITN) 

36% 36% 71% 73% 

% Households with at least one ITN for every 
two people 

9% n/a 37% 41% 

% Population with access to an ITN n/a n/a 56% 59% 

% Population that slept under an ITN the 
previous night 

15% 15% 48% 54% 

% Children under five years of age who slept 
under an ITN the previous night 

21% 21% 55% 60% 

% Pregnant women who slept under an ITN 
the previous night 

20% 20% 52% 61% 

% Children  under five years of age with a fever 
in the last two weeks for whom advice or 
treatment was sought 

n/a 67% 33% 61% 

% Children  under five years of age with a fever 
in the last two weeks who had a finger or heel 
stick 

n/a n/a 16% 21% 

% Children receiving an ACT among children  
under five years of age with a fever in the last 
two weeks who received any antimalarial drug 

3% 13% 15% 21% 

% Women who received two or more doses of 
IPTp during their last pregnancy in the last two 
years 

27% 36% 53% 54% 

% Women who received three or more doses 
of IPTp during their last pregnancy in the last 
two years 

n/a n/a 26% 32% 

Mortality rate per 1,000 live births for children 
under five years of age 

122 n/a 103 79 

% Children  under five years of age with 
parasitemia by microscopy 

n/a n/a n/a n/a 

% Children  under five years of age  with 
parasitemia by RDT 

30% 33% n/a 24% 

% Children  under five years of age with severe 
anemia (Hb<8gm/dl) 

6% n/a n/a 7% 
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Table 2. Evolution of key malaria indicators reported through routine surveillance systems 

 2014 2015 2016 2017 2018 2019 2020 

# Suspect malaria 
cases1 1,995,038 2,321,933 2,359,577 3,108,722 3,410,077 3,991,275  4,000,258 

# Patients receiving 
diagnostic test for 
malaria2,*  

2,315,390 2,827,255 3,114,177 3,575,070 3,652,991 4,024,154 3,972,167 

Total # malaria 
cases3 (confirmed 
and presumed) 

1,995,038 2,321,933 2,359,577 3,068,811 2,551,923 2,858,570  2,847,622 

# Confirmed cases4 1,369,512 1,431,000 1,479,345 2,093,009 2,139,482 2,641,083 2,719,953 

# Presumed cases5 625,526 890,933 880,232 975,802 412,441 197,994 125,822 

% Malaria cases 
confirmed6 68.6 61.6 62.7 68.2 83.8 92.4 95.5 

Test positivity rate 
(TPR)7,** 59.2% 50.6% 62.7% 58.6% 59.8% 66.1% 68.5% 

Total # malaria 
cases for children 
under five years of 
age8 

719,559 825,359 831,093 1,060,589 792,507 942,069 909,655 

% Cases for children 
under five years of 
age9 

36.1% 35.6% 35.2% 34.6% 31% 32.9% 31.9% 

Total # severe 
cases10,*** 531,198 543,498 540,517 1,623,396 1,070,005 1,281,379 1,333,907 

Total # malaria 
deaths11 4,398 3,440 2,639 3,195 3,263 4 ,528 4 ,218 

# Facilities 
reporting12 3,492 3,597 4,106 4,418 5,846 5,065 5,617 

Data form 
completeness (%)13 79% 78% 81% 87% 82.2% 85% 83% 

Data sources and comments:  
*In Cameroon, some suspected cases receive both tests (microscopy and RDT) resulting in # diagnostic tests being higher than suspected 
cases. 
**Lower than actual situation because of an artificial increase in the denominator (see note above). 
***All malaria cases during pregnancy were considered severe cases until 2019; the new policy will be implemented in 2020. 

Definitions: 
1 Number of patients presenting with signs or symptoms considered to be possibly due to malaria (e.g., this could be the number of 
patients presenting with fever or history of fever in the previous 24 or 48 hours). 
2 Number of patients receiving a diagnostic test for malaria (RDT or microscopy). All ages, outpatient, inpatient. 
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 2014 2015 2016 2017 2018 2019 2020 

3 Total # cases: Total number of reported malaria cases. All ages, outpatient, inpatient, confirmed and unconfirmed cases. 
4 # confirmed cases: Total diagnostically confirmed cases. All ages, outpatient, inpatient. 
5 # presumed cases: Total clinical/presumed/unconfirmed cases. All ages, outpatient, inpatient. 
6 % Malaria cases confirmed: # confirmed cases (#4 above)/Total # cases (#3 above). 
7 TPR: Number of confirmed cases (#4 above)/number of patients receiving a diagnostic test for malaria (RDT or microscopy) (#2 
above). 
8 Total # cases for children under five years of age: Total # cases for children under five years of age. Outpatient, inpatient, confirmed, and 
unconfirmed. 
9 Total # cases for children under five years of age (#8 above)/Total # of cases (# 3 above). 
10 Total # of hospitalized malaria cases plus all presumed and confirmed cases of malaria during pregnancy.  
11 Total # Malaria deaths reported: All ages, outpatient, inpatient, confirmed, and unconfirmed. 
12 Total # of health facilities reporting data into the HMIS/DHIS2 system for that year. 
13 Data completeness: Number of monthly reports received from health facilities/number of health facility reports expected (i.e., number 
of facilities expected to report multiplied by the number of months considered). 
 

III. OVERVIEW OF PMI’S SUPPORT OF CAMEROON’S MALARIA STRATEGY 

Cameroon’s current National Strategic Plan (NSP) for malaria control covers the period 2019–2023 and is the 
fifth iteration of a national strategy. The NSP articulates a vision of a Cameroon free from malaria. The stated 
mission is to ensure universal access to effective and affordable malaria prevention and treatment interventions 
for all Cameroonians, especially the most vulnerable and marginalized. The strategic focus is to accelerate 
intervention scale-up to reach universal coverage of key interventions and achieve a lasting impact on malaria 
morbidity and mortality. In addition to prioritizing the most vulnerable, interventions are targeted to zones with 
high population density, high endemicity, and intense seasonal transmission as recommended by the High burden 
to high impact initiative (HBHI) of the WHO. 

The goal of the 2019–2023 NSP is to contribute to improving the health of Cameroonians by reducing the health 
and socioeconomic burden of malaria. The objectives are to reduce malaria morbidity and mortality by 60 
percent from 2015 levels by 2023, to reduce malaria incidence from 2015 levels by 60 percent by 2023, and to 
reduce malaria transmission to a very low level (pre-elimination threshold) in some health districts in the Sahelian 
zone of the country (i.e., Far North region) by 2023. 

The NSP outlines specific interventions and activities that fall under six strategic areas. These activities are 
summarized below along with their associated objectives: 

I. Prevention—includes ITN distribution via mass campaigns and routine channels, promotion of ITN use, IPTp, 
seasonal malaria chemoprevention (SMC) for children 3 to 59 months of age in the North and Far North regions, 
and indoor residual spraying (IRS) in 15 districts. The routine ITN distribution strategy will expand beyond 
distribution to pregnant women through antenatal care (ANC) to include the Expanded Program for 
Immunization (EPI) platform for children and introduction of piperonyl butoxide (PBO) ITNs in regions with 
evidence of vector metabolic resistance to insecticides and low efficacy of currently used ITNs. Larval source 
management in urban settings such as Yaoundé and Douala is also part of the prevention strategy, with pilot 
activities being undertaken to obtain preliminary data on effectiveness. One such study, supported by 
l’Organisation de Coordination pour la lutte contre les Endémies en Afrique Centrale, Liverpool School of 
Tropical Medicine, Wellcome Trust, and the Ministry of Health was implemented in Yaoundé from 2018 to 2020. 
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In this study, biolarvicide Bacillus thurigiensis israelensis was used and preliminary data show a reduction in larval 
distribution, adult mosquito density, malaria transmission, malaria prevalence, and insecticide resistance, and no 
effect of larviciding on non-target species diversity.  

II. Case management—includes universal diagnostic confirmation of suspect cases, treatment of confirmed cases 
at health facility and community level according to national guidelines, switch to artemether-lumefantrine (AL) 
rather than artesunate-amodiaquine (AS/AQ) as the first-line ACT in the North and Far North regions due to 
SMC implementation, pretreatment of severe malaria and referral with rectal artesunate (RAS) at the community 
level, scale-up of integrated community case management, pharmacovigilance, and supply chain strengthening. A 
quality assurance/quality control (QA/QC) system will ensure strengthened diagnostics throughout the country. 

III. Communication—includes advocacy, behavior change interventions, social mobilization, social marketing and 
private partnership, and training of health agents, community actors, and journalists. 

IV. Training and research—includes training and creation of a critical mass of researchers (epidemiologists, 
entomologists) and the organization of working sessions on Universal Health Coverage (UHC) at all levels of the 
health pyramid. 

V. Surveillance, monitoring, evaluation, and epidemic response—includes monitoring and evaluation (M&E) 
system strengthening, implementation of M&E, epidemiologic surveillance system strengthening, and epidemic 
response. The NMCP is elaborating a sentinel surveillance model that will focus on ensuring high-quality data 
from a purposefully selected group of health facilities throughout the country. These sites will also serve as 
research platforms for therapeutic efficacy studies and other operational research questions prioritized by the 
NMCP. 

VI. Program management—includes mobilization of funds, financial management, governance, planning, and 
partnership coordination. 

PMI works closely with the NMCP and other partners to coordinate support for activities to best support the 
National Strategy for Malaria Control. PMI and the Global Fund provide the majority of malaria funding to 
Cameroon. Other development assistance for malaria comes from WHO, UNICEF, and the UNFPA. Aside from 
some central-level activities, the bulk of PMI funding supports NMCP activities in the North and Far North 
regions of the country, while the Global Fund focus is in the other eight regions. 
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Figure 4. PMI-supported activities in Cameroon 

 

Source: Cameroon MOP Funding Table 2, Fiscal Year 2021 Malaria Data Integration and Visualization (M-DIVE) 
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Figure 5. PMI-supported service delivery and social and behavior change activities in Cameroon 

 

Source: Cameroon MOP Funding Table 2, Fiscal Year 2021 Malaria Data Integration and Visualization (M-DIVE) 
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Figure 6. PMI-supported vector control activities in Cameroon 

 

Source: Cameroon MOP Funding Table 2, Fiscal Year 2021 Malaria Data Integration and Visualization (M-DIVE) 

IV. PARTNER FUNDING LANDSCAPE 

PMI emphasizes the importance of partner alignment for malaria control, recognizing that different partners bring 
complementary expertise and resources. In recent years, PMI, the Global Fund, and the Bill & Melinda Gates 
Foundation (BMGF) have harmonized financial, supply chain, and programmatic data. In particular, PMI and the 
Global Fund agreed to a harmonized financial taxonomy to aid comparison of our investments to better identify 
potential overlap or gaps. 

Due to the U.S. Government fiscal year budget cycle and approximate timing of annual appropriations, PMI MOP 
resources fund activities that largely occur during the following fiscal year. For example, this FY 2022 MOP is 
anticipated to largely fund implementation of activities starting in 2023. Global Fund resources are based on the 
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calendar year (CY) and planned for a three-year grant cycle. Most partner country governments and other 
partners also budget based on the calendar year. 

The tables below summarize contributions by key external partners and partner country governments in CY 
2020–2022, providing insight into total country investments. Because new grants funded through the Global Fund 
2021–2023 grant cycle are just beginning, or will begin later in 2021, Global Fund country investments may still 
evolve in some countries. The partner country government invests substantial funding into the national-to-local 
infrastructure and service delivery that benefits malaria programs and many others. However, it is not always 
possible to attribute funding for malaria specifically from the partner country government without a standardized 
method. There may be similar challenges for attributing other partner funds. 

Table 3a. Annual budget by Level 1 category for FY 2019/Calendar Year (CY) 2020  

Funder 
Vector 
Control 

Case 
Management 

Drug-Based 
Prevention1 Supply Chain2 

Monitoring, 
Evaluation & 

Research 

Cross-cutting 
and HSS3 

Total Per 
Funder 

PMI $2.9M $4.4M $8.1M $2.6M $1.6M $2.8M $22.5M 

Global Fund $11.2M $4.8M $0.1M $0.0M $0.9M $5.8M $22.9M 

Government⁴       $7.74M 

Other⁵        $0.13M 

Total Per 
Category $14.1M $9.2M $8.2M $2.6M $2.6M $8.6M $53.3M 

 

Table 3b. Annual budget by Level 1 category for FY 2020/CY 2021  

Funder 
Vector 
Control 

Case 
Management 

Drug-Based 
Prevention1 Supply Chain2 

Monitoring, 
Evaluation & 

Research 

Cross-cutting 
and HSS3 

Total Per 
Funder 

PMI $3.6M $4.2M $8.6M $2.3M $1.6M $3.2M $23.5M 

Global Fund  $0.4M $6.7M $0.3M  $3.3M $17.6M $28.2M 

Government⁴       $3.89M 

Other⁵        $0.14M 

Total Per 
Category $3.9M $10.9M $8.8M $2.3M $4.9M $20.8M $55.7M 
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Table 3c. Annual budget by Level 1 category for FY 2021/CY 2022 

Funder 
Vector 
Control 

Case 
Management 

Drug-Based 
Prevention1 Supply Chain2 

Monitoring, 
Evaluation & 

Research 

Crosscutting 
and HSS3 

Total Per 
Funder 

PMI $2.7M $4.0M $8.4M $2.1M $1.4M $3.4M $22.0M 

Global Fund $0.2M $4.4M $0.3M  $1.0M $50.4M $56.4M 

Government⁴       $16.2M 

Other⁵        $0.0M 

Total Per 
Category $2.9M $8.4M $8.7M $2.1M $2.4M $53.8M $94.6M 

1. Drug-based prevention, including SMC and MIP where applicable. 2. Covers management of in-country warehousing and distribution of 
malaria commodities, except for ITNs, which are separately captured under Vector Control. 3. HSS = health systems strengthening. 4. 
NMCP Global Fund work plan, financial gap analysis, 2020. 5. Others include UNICEF and WHO. 

Table 4a. Annual budget, breakdown by commodity, FY 2019/CY 2020 

Funder 
ITNs 

Continuous 
Distribution 

ITNs  
Mass 

Distribution 

IRS1 
Insecticide 

ACTs RDTs 
Severe 
Malaria 

SMC- 
Related 

IPTp- 
Related 

Total 

PMI² $0.9M $0.0M  $0.7M $0.4M $1.7M $2.9M  $6.5M 

Global Fund³ $1.1M $6.0M  $0.7M  $1.5M   $9.3M 

Government4         $0.0M 

Other5         $0.0M 

Total $2.0M $6.0M $0.0M $1.4M $0.4M $3.1M $2.9M $0 $15.9M 

 

Table 4b. Annual budget, breakdown by commodity, FY 2020/CY 2021 

Funder 
ITNs 

Continuous 
Distribution 

ITNs  
Mass 

Distribution 

IRS1 
Insecticide 

ACTs RDTs 
Severe 
Malaria 

SMC- 
Related 

IPTp- 
Related 

Total 

PMI² $1.5M $1.3M  $0.6M $0.2M $2.2M $3.0M  $8.8M 

GF³    $2.9M $0.7M   $0.2M $3.7M 

Gov4         $0.0M 

Other5         $0.0M 

Total $1.5M $1.3M $0.0M $3.5M $0.8M $2.2M $3.0M $0 $12.6M 
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Table 4c. Annual budget, breakdown by commodity, FY 2021/CY 2022  

Funder 
ITNs 

Continuous 
Distribution 

ITNs  
Mass 

Distribution 

IRS1 
Insecticide 

ACTs RDTs 
Severe 
Malaria 

SMC- 
Related 

IPTp- 
Related 

Total 

PMI² $1.1M   $0.7M $0.6M $1.5M $2.8M  $6.8M 

GF³    $1.5M $0.5M   $0.2M $2.2M 

Gov4         $0.0M 

Other5         $0.0M 

Total $1.1M $0.0M $0.0M $2.2M $1.1M $1.5M $2.8M $0 $9.0M 

Note: Categories reflect the harmonized financial taxonomy (Levels 1–3) developed by BMGF, Global Fund, and PMI in 2019, as part of a 
broader data harmonization initiative but may continue to evolve. 1. IRS insecticide: for PMI, commodity costs may be inextricable from 
IRS implementation costs in historical data—field identified as ND where this is the case. 2. PMI commodity costs are fully loaded, including 
costs for the ex-works price of the commodity, quality control, freight, insurance, and customs. 3. Global Fund commodity costs in the 
table above only include ex-works commodity value—additional costs, including quality control, freight, insurance, and customs totaled 
$14.8M over the CY 2022–2024 period. 4. NMCP Global Fund work plan, financial gap analysis, 2020. 5. Others include UNICEF and 
WHO. 

ACTIVITIES TO BE SUPPORTED WITH FY 2022 FUNDING 

The FY 2022 budget tables contain a full list of activities that PMI proposes to support in Cameroon with FY 2022 
funding. Please visit www.pmi.gov/resource-library/mops for these FY 2022 budget tables. Key data used for 
decision-making for this MOP planned investments is provided in Annex A of this document.  

  

https://www.pmi.gov/resource-library/mops
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ANNEX A: INTERVENTION-SPECIFIC DATA  
This section outlines key data that helped inform decision-making around FY 2022 MOP funding allocations to 
PMI-supported activities.  
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1. VECTOR CONTROL 

NMCP Objective  

Under the HBHI approach in the NSP for 2019–2023, Cameroon seeks to achieve high ownership and use of 
ITNs among the general population. Specifically, by 2023 the NMCP objectives include the following: 

• At least 80 percent of the general population sleeps under an ITN. 
• At least 80 percent of the at-risk population in the targeted health districts is protected by IRS. 
• At least 80 percent of the at-risk population in the targeted health districts is protected by larval source 

management (LSM). 

• Vector resistance to insecticides reduced by at least 60 percent in sentinel sites. 

NMCP Approach 

• The NMCP promotes the free distribution of ITNs and the approach to achieve and sustain universal 
coverage through mass distribution campaigns every three years and continuous distribution channels in 
ANC and EPI. The campaign strategy for achieving universal coverage is in accordance with WHO 
guidelines—one ITN per 1.8 persons. 

• Use IRS in targeted areas to reduce the burden of malaria and eventually eliminate malaria in Cameroon. 
• Use LSM in targeted areas. 
• Ensure effective deployment of SBC activities at the community level to support the utilization of malaria 

control interventions, including the use of ITNs. 
• Conduct entomological surveillance to monitor vector densities, bionomics, and resistance in order to 

inform decision-making and track progress on key vector control interventions. 
• Due to widespread insecticide resistance in the country, the NMCP plans to distribute two next-

generation nets used for resistance management (PBO-synergist and dual-AI insecticide) in addition to 
standard ITNs. The distribution will occur in three phases in the 10 regions.  

• Using the HBHI approach, 189 health districts were classified based on malaria risk (very high risk, high 
risk, medium risk, and lowest risk) to plan for the distribution of next-generation nets, which will be 
distributed in areas where malaria risk is higher in order to achieve maximum impact.  

• To sustain coverage of ITNs following campaigns, the strategy includes distribution through routine ANC 
visits and EPI clinics. 

• Use entomological monitoring and insecticide resistance monitoring data alongside malaria stratification 
to determine vector control management plans.  

PMI Objective in Support of NMCP 

• PMI supports all of Cameroon’s NMCP strategies for vector control except for LSM and IRS. 
• PMI supports vector control activities in the North and Far North regions specifically, with some central-

level support for planning and supervision. 
• PMI supports entomological monitoring through: 
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◦ Longitudinal monitoring in five established sentinel sites to determine vector species abundance 
and distribution, biting and resting behavior, feeding preferences, and sporozoite rates. 

◦ Annual monitoring of insecticide resistance for all insecticides currently used for vector control 
and to inform future ITN procurement and distribution. 

PMI-Supported Recent Progress (past ~12 months) 

• Coordinated with NMCP to develop continuous distribution guidelines, train health providers, and 
harmonize data collection and reporting tools for ITN distribution. 

• Supported vector surveillance and vector density, vector species identification (morphological, 
molecular), detection of molecular and metabolic markers of insecticide resistance, and vector biting 
behavior in five entomological monitoring sites monthly. 

• Supported the procurement and distribution of 2,680,807 ITNs in the Far North region. 
• Conducted longitudinal monthly vector surveillance and insecticide resistance monitoring in five sentinel 

sites (Simatou, Gounougou, Bonaberi, Nyabessang, and Mangoum). 
• Supported the NMCP in the development of a five-year insecticide resistance management plan to 

maximize impact of insecticide-based vector control interventions. The strategy includes integration with 
other sectors to monitor the existing use of insecticides through agricultural and ITN-based activities to 
provide data-driven decision-making tools to the NMCP.  

• Supported the organization of the national Vector Control Working Group committee and meetings. 
• Trained 97 Cameroonian entomologists on malaria entomological techniques. 
• Provided technical assistance (TA) and training to the NMCP and implementing partners to ensure 

routine ITN distribution is strategically planned and executed. 
• Conducted NetCalc exercise to identify the most effective and efficient options to maintain ITN coverage 

and organize coordination meetings with key stakeholders to discuss results and planning. 

The COVID-19 pandemic had an impact on the implementation of activities. Travel restrictions and physical 
distance delayed some activities and the April and May entomological collections could not be undertaken. 

PMI-Supported Planned Activities (next ~12 months with currently available funds) 

• Conduct insecticide resistance monitoring in 10 sites. 
• Conduct vector bionomics monitoring every other month in five sentinel sites. 
• Procure 782,706 dual AI and PBO ITNs for routine distribution via ANC and EPI. 
• Support mass campaign in the Far North region in 2023 through procurement, TA, and distribution of 

ITNs. 
• Conduct baseline durability monitoring data collection using the standard approach.  
• Conduct community mobilization activities in conjunction with ITN campaign. 



 

 
 

28 

1.1. ENTOMOLOGICAL MONITORING 

Key Goal 

Determine the geographic distribution, bionomics, and insecticide resistance profiles of the main malaria vectors 
in the country to inform vector control decision-making. 

Key Question 1 

Where is entomological monitoring taking place, what types of activities are occurring, and what is the source of 
funding?  

Supporting Data  

Table A-1. Entomological monitoring activities for 2021 
Site Region Activities* Supported by 

Simatou Far North Monthly vector bionomics monitoring* PMI 

Gounougou North Monthly vector bionomics monitoring* PMI 

Bonabéri Littoral Monthly vector bionomics monitoring* PMI 

Mangoum West Monthly vector bionomics monitoring* PMI 

Nyabessang South Monthly vector bionomics monitoring* PMI 

Mogode Far North Insecticide susceptibility PMI 

Gazawa Far North Insecticide susceptibility PMI 

Mada Far North Insecticide susceptibility PMI 

Garou North Insecticide susceptibility PMI 

Touboro North Insecticide susceptibility PMI 

Ngaoundere Adamawa Insecticide susceptibility PMI 

Tibati Adamawa Insecticide susceptibility PMI 

Bertoua East Insecticide susceptibility PMI 

Yokadouma East Insecticide susceptibility PMI 

Njombe Littoral Insecticide susceptibility PMI 

*Trapping methods include human landing catch (HLC), pyrethrum spray catch (PSC), and CDC light traps. 
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Figure A-1. Entomological monitoring sites used routine surveillance and insecticide resistance 
monitoring activities in Cameroon in 2021 
Vector bionomics and insecticides resistance activities implemented in varied terrains including dry savanna, tree 
savanna and woodland, and dense moist forest.

 

High diversity of Anopheles species were identified during monthly longitudinal vector surveillance in five sentinel 
sites. Of these, 10 were found to be involved in malaria transmission. These include An. gambiae s.l., An. funestus 
s.l., An. nili, An. moucheti, An. demeillonni, An. pharoensis, An. ziemanni, An. multicinctus, An. rufipes, and An. 
marshallii. Three species within the An. gambiae complex were identified: An. gambiae s.s., An. coluzzi, and An. 
arabiensis. Two species of An. funestus s.l. were identified: An. funestus s.s. and An. leesoni. Mean human biting 
rate varied from 10.2 bites/person/night (b/p/n) in Mangoum to 116.3 b/p/n in Simatou. In the Northern sites 
of Gounougou and Simatou vector biting occurred early in the morning, until 8 a.m. In Mangoum, Nyabessang, 
and Bonabéri, An. gambiae s.l. bites more outdoors than indoors as indicated by endophagic index. 
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Table A-2. Distribution and bionomics of malaria vectors (2020) 

Site/ 
District 

Vector* Season 
(month) 

Preferred 
Biting 

Location  

Peak Biting 
Time 

Preferred 
Resting 

Location** 

Preferred 
Host 

Monthly 
EIR*** 

Simatou An. gambiae  
s.l. 

July Indoor 
(0.52) 

4:00–5:00 a.m. 
indoors; 5:00–

6:00 a.m. 
outdoors 

ND Human 14.01 

Simatou An. funestus 
s.l. 

ND Outdoor 
(0.59) 

ND ND Human 0.62 

Simatou An. rufipes ND Equal 
(0.50) 

ND ND Animal 0.00 

Simatou An. demeilloni ND Indoor 
(0.64) 

ND ND Human NA 

Simatou An. pharoensis March, 
August 

Indoor 
(0.52) 

ND ND ND 2.89 

Simatou An. ziemanni September Indoor 
(0.54) 

ND ND ND ND 

Gounougou An. gambiae  
s.l. 

July–
September 

Equal 
(0.50/ 
0.50) 

10:00 p.m.–6:00 
a.m. indoors; 
0:00–1:00 a.m. 
outdoors 

ND Human 10.42 

Gounougou An. funestus 
s.l. 

November Indoor 
(0.64) 

ND ND Human 0.75 

Gounougou An. pharoensis March Outdoor 
(0.70) 

ND ND ND ND 

Mangoum An. gambiae  
s.l. 

October Outdoor 
(0.54) 

0:00–1:00 a.m. 
indoors; 10:00 
p.m.–5:00 a.m. 
outdoors 

ND Human 8.90 

Mangoum An. ziemanni September, 
October 

Outdoor 
(0.79) 

ND ND ND 1.45 
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Site/ 
District 

Vector* Season 
(month) 

Preferred 
Biting 

Location  

Peak Biting 
Time 

Preferred 
Resting 

Location** 

Preferred 
Host 

Monthly 
EIR*** 

Bonabéri An. gambiae  
s.l. 

NA Outdoor 
(0.65) 

0:00–1:00 a.m. 
indoors; 11:00 
p.m.–3:00 a.m. 

outdoors 

ND Human 6.16 

Nyabessang An. gambiae  
s.l. 

October Outdoor 
(0.57) 

ND ND Human 2.74 

Nyabessang An. paludis December
–June, 
August 

Outdoor 
(0.54) 

ND ND ND 17.08 

Nyabessang An. moucheti October, 
August 

Indoor 
(0.54) 

ND ND ND 2.38 

Nyabessang An. nili October Outdoor 
(0.55) 

ND ND ND ND 

*Primary vector species listed first, in bold, followed by secondary vectors 
** Marked as ND if not determined 
*** Entomological inoculation rate 

Please refer to The PMI VectorLink Cameroon Annual Entomology Report (October 2019-September 2020) for 
additional information. 

Key Question 2 

What is the current insecticide resistance profile of the primary malaria vectors? 

Supporting Data 

Resistance of An. gambiae s.l. to three pyrethroids (permethrin, deltamethrin, alpha-cypermethrin) was detected 
in all sites. Pre-exposure to PBO partially increased mortality of An. gambaie sl. Susceptibility to clothianidin and 
chlorfenapyr was recorded in all five sites, resistance to pirimiphos-methyl was detected in Mangoum and 
susceptibility to bendiocarb was detected in Simatou, Gounougou, and Bonaberi. Target site mutations 
associated with insecticide resistance (kdr-e, kdr-w, ace-1, and N1575Y) were detected in vectors of the different 
sites.  
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Figure A-2. Percentage mortality of An. gambiae s.l. after exposure to permethrin, deltamethrin, 
and alphacypermethrin at ×1, ×5, and ×10 times the diagnostic concentration, and to bendiocarb 
and pirimiphos-methyl in Gounougou in 2020 

100 percent mortality of An. gambiae s.l. after exposure to bendiocarb at ×1 and pirimiphos-methyl at ×1. 90 
percent mortality of An. gambiae s.l. after exposure to permethrin at ×1. 

  

Figure A-3. Percentage mortality of An. gambiae s.l. after exposure to permethrin, deltamethrin, 
and alpha-cypermethrin at ×1, ×5, and ×10 times the diagnostic concentration, and to bendiocarb 
and pirimiphos-methyl in Simautou in 2020 

100 percent mortality of An. gambiae s.l. after exposure to bendiocarb at ×1 and pirimiphos-methyl at ×1. 
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Figure A-4. Percentage mortality of An. gambiae s.l. after exposure to permethrin, deltamethrin, 
and alpha-cypermethrin at ×1, ×5, and ×10 times the diagnostic concentration, and to bendiocarb 
and pirimiphos-methyl in Mangoum in 2020 

100 percent mortality of An. gambiae s.l. after exposure to pirimiphos-methyl at ×1. 

 

 

Figure A-5. Percentage mortality of An. gambiae s.l. after exposure to permethrin, deltamethrin, 
and alpha-cypermethrin at ×1, ×5, and ×10 times the diagnostic concentration, and to bendiocarb 
and pirimiphos-methyl in Nyabessang in 2020 

100 percent mortality of An. gambiae s.l. after exposure to pirimiphos-methyl at ×1. 90 percent mortality of An. 
gambiae s.l. after exposure to deltamethrin at ×10, permethrin at ×10, and bendiocarb at ×1. 
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Figure A-6. Percentage mortality of An. gambiae s.l. after exposure to permethrin, deltamethrin, 
and alpha-cypermethrin at ×1, ×5, and ×10 times the diagnostic concentration, and to bendiocarb 
and pirimiphos-methyl in Bonabéri in 2020 

100 percent mortality of An. gambiae s.l. after exposure to deltamethrin at ×10, permethrin at ×10, 
alphacypermethrin at ×10, bendiocarb at ×1, and pirimiphos-methyl at ×1. 90 percent mortality of An. gambiae 
s.l. after exposure to deltamethrin at ×5 and permethrin at ×5.

 

 

Pre-exposure of mosquitoes to PBO before deltamethrin, permethrin, or alpha-cypermethrin partially increased 
the mortality of An. gambiae s.l. but did not reach full susceptibility in all sites surveyed except in Bonabéri with 
alpha-cypermethrin. 
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Figure A-7. Percentage mortality of An. gambiae s.l. using WHO Susceptibility Tests to determine 
the impact of PBO synergists on the recovery of susceptibility to permethrin, deltamethrin, and 
alpha-cypermethrin 

PBO increased mortality of An. gambiae s.l to permethrin, deltamethrin, and alpha-cypermethrin in all sentinel 
sites, except deltamethrin in Simatou, achieving susceptibility to deltamethrin (≥90 percent mortality) in 
Gounougou and Bonabéri and susceptibility to alpha-cypermethrin (≥90 percent mortality) in Nyabessang and 
Bonabéri. 
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Figure A-8. Percentage mortality of An. gambiae s.l. to clothianidin 2 percent in all five sentinel sites 
in 2020 

Over 90 percent mortality of An. gambiae s.l. to clothianidin 2 percent over the whole 7-day period in all five 
sentinel sites except days 1-4 in Mangoum. 

 

 

Figure A-9. Percentage mortality of An. gambiae s.l. to chlorfenapyr (100 µg/bottle) in all five 
sentinel sites 

Over 90 percent mortality of An. gambiae s.l. to chlorfenapyr (100 µg/bottle) over 24-hour, 48-hour, and 72-
hour periods in all five sentinel sites except the 24-hour mortality periods in Simatou and Bonabéri. 
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Conclusions for Entomologic Monitoring Investments 

At current funding levels, PMI can support surveillance only every other month at five sentinel sites and annual 
monitoring at 10 insecticide resistance monitoring sites. PMI Cameroon is proposing to expand entomological 
monitoring and insecticide resistance sites for FY 2022 and initiate streamlined durability monitoring to provide 
data that can inform targeted PBO and dual-AI ITN distribution strategies. Routine entomological surveillance will 
continue in the five sentinel sites with the addition of collecting human behavioral data during HLC collections to 
understand the spatiotemporal overlap in human and mosquito behavior.  

• Based on the resistance data suggesting high levels of pyrethroid resistance and only partial recovery of 
susceptibility with PBO, the distribution of dual insecticide ITNs is recommended in high malaria burden 
districts where pyrethroid resistance is high to ensure that ITNs being distributed are suitable for vector 
control in the area. 

• Synergist bioassays with permethrin, deltamethrin, and alpha-cypermethrin were conducted and 
mortality partially increased in all sites, but full susceptibility was only restored in one site (Bonabéri) with 
alpha-cypermethrin, suggesting that PBO ITNs + alpha-cypermethrin would be a better choice in this 
location. 

• Susceptibility to clothianidin 2 percent and chlorfenapyr (100 µg/bottle) was recorded at all sites, 
suggesting that new interventions such as next-generation nets with chlorfenapyr may be promising in 
Cameroon. 

• Based on vector bionomics data, the human biting rate and EIR of Anopheles species is highly seasonal, 
increasing during the rainy rice cultivation periods. The rainy season is more pronounced in the North 
and Far North regions, lasting about four months. In all monitoring sites human biting peaked after 
midnight and continued until 8 a.m. and in three of the sites, outdoor biting was more common than 
indoor biting. Potential operational research or program evaluation could address complementary vector 
control interventions, such as LSM to target outdoor and morning biting mosquitoes in sites where the 
rainy season is short.  

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

1.2. INSECTICIDE-TREATED NETS (ITNs) 

Key Goal 

Achieve high ITN coverage and use targets with effective nets, based on insecticide resistance data, in PMI-
supported areas and maintain high coverage and use with consistent ITN distribution (via campaigns and/or 
continuous channels). 

Key Question 1 

How has net ownership evolved since the start of PMI in the country?  
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Supporting Data 

Figure A-10. Trends in ITN ownership  

Percentage of households that own ITNs 

 

 

The line graph shows households owning at least one ITN is slightly higher in PMI focus regions (81 percent in the 
North and 87 percent in the Far North) than the national average of 73 percent in the 2018 DHS. Full household 
ITN coverage, as measured by percent of households with at least one ITN for every two people, increased from 
9 percent in the 2011 DHS to 41 percent in the 2018 DHS nationally. The Far North region’s full household ITN 
coverage of 51 percent was slightly higher than the North region and the national average, which were 42 and 41 
percent, respectively, according to the 2018 DHS. 

Overall, there has been a steady increase in ITN ownership from the 2011 DHS to the 2018 DHS. Fewer than 
half of all households have enough ITNs to cover all household members. It should be noted that a national ITN 
mass distribution campaign was implemented in phases starting in 2019 and completed in early 2020. Future 
estimates of ITN ownership via household surveys should reflect additional improvements in coverage.  

Key Question 2a 

What proportion of the population has access to an ITN? Of those who have access, what proportion of the 
population reports using an ITN?  
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Supporting Data 

Figure A-11. Trends in ITN access and use 
Percentage of household population with access to an ITN and percentage of those who slept under an ITN the 
night before the survey 

 

The line graph shows that the population access to an ITN national average increased from 21 percent in the 
2011 DHS to 59 percent in the 2018 DHS. Population ITN access is higher in both PMI focus regions, at 72 
percent in the Far North and 63 percent in the North, according to the 2018 DHS. Use of ITNs among the 
household population increased from 15 percent in the 2011 DHS to 54 percent in the 2018 DHS. In the North 
and Far North regions, ITN use increased from 13 percent to 57 percent and from 4 percent to 72 percent, 
respectively, between 2011 and 2018.  
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Figure A-12. Cameroon ITN use:access ratio map 

 
The figure of the 2018 DHS map shows that although there is room for improvement, most of the country has a 
ratio of ITN use to access of at least 0.6 and the PMI focus regions have a ratio of use to access between 0.8 and 
>1.0. In the North and Far North, the trends of use given access have substantially improved between the 2011 
and 2018 DHS, with the ratio in the North increasing from 0.43 to 0.91 and the ratio in the Far North increasing 
from 0.30 to 1.0. 

The map indicates that there is a strong culture of net use. Recent data indicate that there may be lower net use 
during low-transmission (i.e., dry) months (2019 MBS). Efforts to extend access should be maintained, as should 
SBC efforts designed to maintain high levels of year-round ITN use and promote net care. 

Key Question 2b 

What percent of pregnant women and children under five years of age report sleeping under an ITN? 
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Supporting Data 

Figure A-13. Trends in ITN use among children and pregnant women 
Children under five years of age and pregnant women 15 to 49 years of age who slept under an ITN the night 
before the survey 

 

The line graph shows that at the national level ITN use among children increased from 21 percent in the 2011 
DHS to 60 percent in the 2018 DHS. ITN use among pregnant women mirrors that of the ITN use among 
children. 

Substantial increases in ITN use by children five years of age and pregnant women occurred between the 2011 
DHS and the 2018 DHS in Cameroon. Nationally, and in the North region, the increases in net use slowed 
between 2014 and 2018; however, net use in the Far North continued to climb, suggesting prioritization of net 
use by pregnant women and children under five years of age in the Far North. Overall, women of reproductive 
age and children under five years of age are prioritized for net use in households that have an insufficient number 
of nets. School-aged males in these households tend to have lower use. As household access to nets increases, 
however, these differences even out (2019 MBS). PMI will continue to focus on routine net distribution to 
targeted priority populations via ANC, EPI, and SBC activities to encourage pregnant women to obtain a net at 
their first ANC visit and encourage consistent use of that net during pregnancy and beyond.  

Key Question 3 

If ITN access is high but use is low, what significant structural and/or behavioral challenges affect the adoption 
and maintenance of ITN use and care behaviors? 

Supporting Data 

Historical household data reflected in the ITN use:access report (2018 DHS) show that the Far North and North 
regions have among the highest net use as shown by access ratios compared with other regions in the country. 
Analyses at national level indicate comparatively higher use given access by poor and rural populations than 
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higher wealth quintiles and urban areas. Survey data suggest that given adequate access to nets, nets are used. 
Access does continue to be a challenge and efforts to expand access to nets through campaigns and routine 
distribution should continue.  

ITNs are the sole vector control activity in the PMI focus regions and it is important to ensure consistent net use 
in the context of highly seasonal malaria transmission and an intense hot season (prevailing conditions in the PMI 
focus regions). Outdoor sleeping is another important factor to consider. The MBS, which focuses on identifying 
the ideational factors associated with key malaria behaviors, was fielded in the North and Far North regions of 
Cameroon in September 2019. The MBS found that there is room for improvement in consistent net use in 
households with an adequate number of nets (measured as sleeping under a net every night during the previous 
week) for school-aged children. Self-efficacy to consistently use nets and social norms of net use appeared to be 
important factors associated with increased net use in these regions and will be considered for SBC design. The 
MBS also indicated that net care behaviors could be improved, namely tying up nets when not used, using soft bar 
soaps for washing, and drying in the shade. These behaviors will be included in ITN SBC. Due to the critical 
importance of ITNs for malaria prevention in Cameroon, consistent net use throughout the year by all household 
members and proper net care are priority behaviors for SBC to ensure optimal protection and the longevity and 
integrity of existing nets. Please refer to Section 3.4 for information on how SBC interventions will be directed to 
address the challenges identified above.  

Key Question 4 

What type of nets are being distributed via which channels? 

Supporting Data  

Table A-3. ITN distribution 

Level 
Nationwide/Region/ 

State/Province 

Mass Campaign 
[2019] 

ANC EPI School Community Other 

North Pyrethroid Dual AI Dual AI NA NA  

Far North Pyrethroid Dual AI Dual AI NA NA  

Key Question 5 

What is the estimated need for ITNs during CY 2021–2023? How many, and what types, of ITNs will be 
procured, and by what partners? Through what channels will ITNs be distributed? Are there any projected ITN 
gaps?  
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Supporting Data 

Table A-4. ITN Gap Analysis Table 

Calendar Year 2021 2022 2023 

Total country population 26,765,522 27,419,137 28,088,845 

Total population at risk for malaria 26,765,522 27,419,137 28,088,845 

PMI-targeted at-risk population 7,948,629 8,197,461 8,455,701 

Population targeted for ITNs 7,948,629 8,197,461 8,455,701 

Continuous Distribution Needs       

Channel 1: ANC 299,885 317,512 335,219 

Channel 2: EPI 266,470 279,156 290,945 

Channel 3: School 0 0 0 

Channel 4:  0 0 0 

Additional ITNs required to avoid ITN stockouts 141,589 149,167 156,541 

Estimated Total Need for Continuous Channels 707,943 745,835 782,706 

Mass Campaign Distribution Needs       

Mass distribution campaigns  0 5,009,560 0 

Estimated Total Need for Campaigns 0 5,009,560 0 

Total ITN Need: Continuous and Campaign 707,943 5,755,395 782,706 

Partner Contributions       

ITNs carried over from previous year 20,650 92,134 0 

ITNs from Government 0 0 0 

ITNs from Global Fund  266,470 4,898,500 0 

ITNs from other donors 0 0 0 

ITNs planned with PMI funding  512,957 654,146 638,038 

Total ITNs Contribution Per Calendar Year 800,077 5,644,780 638,038 

Total ITN Surplus (Gap) 92,134  (110,615) (144,667) 

 

With the budget available, PMI will procure 638,038 dual AI nets for routine distribution. The routine distribution 
need is quantified at 782,706, leaving a gap of 144,668 nets. Filling this gap will be prioritized if funding levels are 
increased from the planning level. See gap analysis table for details.  

Key Question 6 

What is the current status of durability monitoring? 

At the time this MOP was written, no current durability monitoring was being implemented. However, the team 
plans on providing support for durability monitoring of ITNs distributed in the national mass campaign in 2022, 
which includes dual AI, PBO, and pyrethroids.  
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Conclusions for ITN Investments 

PMI will support procurement and distribution of dual AI ITNs for routine distribution through ANC and EPI in 
the North and Far North regions. The NMCP, through its 2021–2023 Global Fund grant, will procure all ITNs 
needed for the 2022–2023 national mass campaign.  

Using the data generated from insecticide resistance monitoring, a high level of pyrethroid resistance was 
detected in all sites; however, mosquitoes are fully susceptible to chlorfenapyr, which supports the procurement 
of dual AI ITNs. PMI will continue to monitor the changing dynamics of mosquito species composition, biting 
behavior, and insecticide resistance. 

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

1.3. INDOOR RESIDUAL SPRAYING 

PMI does not implement IRS in the country. 

2. HUMAN HEALTH 

2.1. CASE MANAGEMENT 

NMCP Objective 
By 2023: 

• At least 80 percent of suspected cases of malaria seen in health facilities and in the community are tested 
by RDT or microscopy. 

• 100 percent of confirmed cases of malaria are treated in accordance with national guidelines, in both 
health facilities and in the community. 

• Commodities are permanently available in 100 percent of health facilities and in the community. 

NMCP Approach 
Cameroon’s strategy for case management for 2019–2023 includes the following: 

• 2023 objectives: At least 80 percent of suspected cases of malaria seen in health facilities and in the 
community are tested by RDT or microscopy; 100 percent of confirmed cases of malaria are treated in 
accordance with national guidelines, in both health facilities and in the community; commodities are 
permanently available in 100 percent of health facilities and in the community. 

• Intensify trainings/refresher courses for health personnel on updated national case management 
guidelines. 

• Sensitize both public and private sector providers on national guidelines; reinforce scale-up of universal 
diagnostic testing (RDT and microscopy).  

• Revitalize the pharmacovigilance system. 
• Reinforce malaria focused supportive supervision for case management at both health facility and 

community, and in microscopic diagnosis. 
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• Implement quality control of commodities: The 2019–2023 NSP states that a strategy must be developed 
by the National Laboratory for the Control of Medicines. 

Cameroon 2021–2025 community health strategy includes the following: 
• Develop a new strategy based on a decentralized administrative approach and support from communes. 
• Focus on harmonizing integrated community case management (iCCM) curriculum, training, and 

remuneration of community health workers (CHWs). 
• Coordinate activities to be conducted by health committees based at the district and health area levels, 

with TA by civil society organizations.  
• Plan for CHWs to provide service to population of 1,000 living more than 5 kms from a health facility. 
• Extend iCCM to all health districts (including 22,000 CHWs in 109 districts not currently covered) to 

ensure good geographic coverage of the population. 

PMI Objective in Support of NMCP 

PMI supports the NMCP in meeting its case management objectives through central support for NMCP case 
management activities and through support in the North and Far North for training and supervision of health 
providers at the facility and community level.  

PMI-Supported Recent Progress (past ~12 months) 

• Procured 725,475 RDTs and 1,227,600 ACTs and delivered 250,000 RDTs and 223,890 ACTs in 
Cameroon.  

• Trained 397 facility-based health workers in 18 districts and 506 CHWs in four districts in clinical case 
management; 20 percent of each group of trainees were women.  

• Finalized a baseline readiness assessment in 117 health facilities that examined the percentage of health 
facilities with health workers trained in case management, including using Malaria Rapid Diagnostic Tests 
(mRDTs) to diagnose malaria and treating positive cases with ACTs. Results from this baseline 
assessment showed variance in the provision of quality malaria services among facilities. The average 
facility competency scores obtained ranged from 48 percent to 95 percent for malaria case management.  

• Trained 24 clinical supervisors on the outreach, training, and supportive supervision (OTSS+) model and 
digitized the French OTSS+ checklist. Launched post-training supportive supervision in 225 health facilities 
(facilities visited included those that had participated in the baseline readiness assessment, 73 of which 
experienced an improvement in their overall performance at the post-training supervision).  

Recent challenges have included conducting trainings and supervisions in the context of COVID-19. Where 
possible, pivots were made to virtual trainings and phone-based supervisions. COVID considerations were 
added to the OTSS+ checklist. The rollout of CHW trainings was delayed due to the pandemic, but they 
eventually took place with prevention measures ensured, and partners coordinated to immediately distribute a 
first provision of RDTs and ACTs to all participants to avoid further delays. 

PMI-Supported Planned Activities (next ~12 months with currently available funds)  

• Procure RDTs, ACTs, injectable artesunate, and microscopy supplies in quantities that will cover the 
need in the North and Far North regions. 

• Procure RAS in quantities that will cover the need in the North and Far North regions. 
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• Provide training and supportive supervision for service providers at public and nonprofit health facilities in 
29 of 46 districts in the North and Far North regions to effectively deliver malaria case management 
services. Activities will include refresher training for new staff, in-service training, and supportive 
supervision, and will be integrated with the MIP training and supervision package. This training and 
supervision package will be incrementally expanded to increase coverage to additional districts in both 
the North and Far North. 

• Train and support CHWs in 11 additional districts, expanding coverage from 6 to 17 districts. 
• Implement therapeutic efficacy studies in two new surveillance sites. 
• Perform assessment of case management in private sector to inform capacity strengthening. 

Key Goal 

Improve access to and use of timely, quality, and well-documented malaria testing and treatment by providing 
facility- and community-based health workers with training, supervision, and malaria commodities to provide 
quality, effective care.  

Key Question 1a 

What is the status of care-seeking and/or access to care for children under five years of age with fever? 

Supporting Data 

Figure A-14. Trends in care-seeking for fever 
Among children under five years of age with fever in the two weeks before the survey, percentage for whom 
advice or treatment was sought 

 

 

Nationally, care-seeking for children with fever has not changed substantially since 2011 as measured by 
household surveys, though it did improve between 2014 and 2018 data points. In the PMI focus regions, care-
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seeking in the Far North region increased rather substantially, though levels in both PMI focus regions hover at 
the 60 percent mark.  

Key Question 1b 

What significant structural and/or behavioral challenges affect prompt care-seeking?  

Supporting Data  

Based on the most recent household survey data from 2018, care-seeking practices seem to have improved 
substantially since 2014. The care-seeking rates in the PMI focus areas are in line with national-level estimates, 
hovering around 60 percent. While it is encouraging to see this improvement, these estimates still indicate 
behavioral gaps in care-seeking that PMI and partners need to work to address. Furthermore, the recent 2019 
MBS, though not designed to provide coverage estimates of behavior uptake, showed that only 33 percent and 
57 percent of children under five years of age were taken promptly for care (same or next day after onset of 
fever) to a qualified provider (health facility or CHW) in the North and Far North, respectively. The MBS 
identified several factors as behavioral determinants influencing uptake of prompt care-seeking, including 
knowledge of ACTs as appropriate treatments, knowledge about how soon to seek care, and preference for 
injectable treatments. MBS respondents also had strong preferences for self-medication and reported low 
perceived community norms related to prompt care-seeking. The preference for injectable treatments is a 
somewhat complex determinant to leverage because it compels attendance at the cost of proper case 
management (i.e., overtreatment with injectable treatments is a recognized ongoing problem in Cameroon). 
Other factors that the MBS identified as correlated with prompt care-seeking were a perception that facilities and 
CHWs were well-stocked with antimalarials, a belief that facility-based providers do not require payment for 
malaria treatment for children, and practice of not first treating a febrile child with medication they have at home. 
Please refer to Section 3.4 for information on how SBC interventions will be directed to address the challenges 
identified above.  

Key Question 2a 

What proportion of patients are being tested and appropriately treated for malaria?  

Supporting Data  

Figure A-15. and Figure A-16. Trends in diagnosis and treatment of children with fever 
Among children under five years of age with fever in the two weeks before the survey, proportion who received 
a finger/heel stick 
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Among children under five years of age with fever in the two weeks before the survey who received any 
antimalarial, proportion who received an ACT 

 

Household estimates show that a low proportion of children with fever end up receiving a diagnostic test. While 
the North region is similar to Cameroon’s national estimates, the Far North seems to lag even further behind in 
testing of febrile children. Similarly, treatment with ACTs for those children treated with antimalarials is low in 
Cameroon generally, and even lower in the PMI focus regions.  

Figure A-17. Round 2 supportive supervision results for Cameroon (August 2020) 

 

Key Question 2b 

What significant structural and behavioral challenges affect testing and treatment practices among providers? 
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Supporting Data.  

Household survey data from both 2014 and 2018 indicate that provider adherence to case management 
guidelines for malaria testing and treatment in Cameroon, including the North and Far North regions, is a 
challenge that could be addressed with a better understanding of factors related to provider behaviors in health 
facilities. The proportion of children under five years of age with fever who received a finger or heel stick serves 
as a proxy indicator for diagnostic testing of suspected malaria cases and is low in both regions at 24 percent and 
13 percent, respectively, in the North and Far North. These figures suggest limited diagnostic testing by providers 
in these regions. Perhaps more troubling is the proportion of children being treated for malaria who receive an 
ACT, the appropriate treatment for malaria. In both regions, the reported 13 percent suggests that most children 
are being prescribed something other than the recommended first-line therapies for malaria. Indeed, routine data 
show that 49 percent of all confirmed cases are considered severe malaria, indicating that overdiagnosis of severe 
malaria, and consequently, rational use of severe malaria medications is a big challenge in Cameroon. 

Two rounds of OTSS+ data in the North and Far North indicate that there are gaps in provider competencies, 
staffing, and supplies for diagnosing and treating malaria per national guidelines. In the most recent OTSS+ round, 
none of the facilities visited (n = 65) met the standards for quality malaria case management, and only 15 percent 
of health workers who were observed demonstrated competence in management of uncomplicated malaria. A 
recent PMI-supported qualitative data collection focused on malaria diagnosis and treatment also found that lack 
of knowledge and training on the part of providers was a major issue in these regions. Financial barriers and the 
health facility cost recovery model were also found to impact the quality of service delivery in different ways: 
leading to tensions with patients over “free treatment,” creating a sense of competition with CHWs, and resulting 
in inconsistent availability of stocks (due to low motivation to stock medicines that do not generate income for 
the facility). 

The 2019 MBS represents community/household respondents, thus has limited ability to provide direct insights 
on provider behavioral factors. However, one factor that may be relevant is individuals’ attitudes toward 
providers; this measure is based on questions related to perceptions of provider knowledge about malaria case 
management as well as whether they require payment for services that are supposed to be free (i.e., testing and 
treatment for children). The proportion of respondents with favorable attitudes toward facility-based providers 
was 40 percent and 52 percent in the North and Far North, respectively. This was higher for CHWs, at 51 
percent and 66 percent. This measure was largely driven by the payment questions rather than perceptions of 
knowledge, which may indicate that cost recovery practices by health facilities likely influence provider service 
delivery behaviors.  

Provider adherence to case management guidelines is a priority area for SBC funding. Please refer to Section 3.4 
for information on how SBC interventions will be directed to address the challenges identified above.  

Key Question 3 
What is the current and planned support for case management at health facilities and in the communities by 
CHWs?  

Supporting Data  
PMI has supported the NMCP to reinforce the capacity of health workers at facility level in malaria case 
management in 18 districts in the North and Far North regions, 7 in the North, and 11 in the Far North. This 
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coverage will expand to a total of 30 districts and 435 health facilities over the 2021 calendar year. Activities 
include training in diagnosis and treatment of uncomplicated and severe malaria, targeted supportive supervision, 
and quality assurance. 

In the Far North, iCCM is supported by UNICEF in 10 districts, by the Global Fund in eight districts, and by PMI 
in 10 districts (seven of these are newly supported by PMI in 2021). Three districts in the region are currently not 
covered by iCCM. In the North, iCCM is supported by UNICEF in four districts, by the Global Fund in five 
districts, and by PMI in six districts (three of these are newly supported by PMI in 2021). Health facilities provide 
support to CHWs by providing data collection materials and malaria commodities for iCCM. On-the-spot 
refreshers are provided at health facilities when needed during supervisions and monthly report submission.  

Key Question 4 

What is the estimated need for RDTs during CY 2021–2023? Are there any projected RDT gaps based on 
anticipated partner contributions compared to estimated needs? 

Supporting Data 

Table A-5. RDT Gap Analysis Table 

Calendar Year 2021 2022 2023 

Total country population  26,765,522 27,419,137 28,088,845 

Population at risk for malaria 26,765,522 27,419,137 28,088,845 

PMI-targeted at-risk population 7,948,629 8,197,461 8,455,701 

RDT Needs       

Total number of projected fever cases 1,604,776 1,658,106 1,720,739 

Percent of fever cases tested with an RDT 63% 66% 68% 

RDT Needs (tests) 1,205,844 1,234,784 1,264,419 

Needs Estimated based on Consumption Data       

Partner Contributions (tests)       

RDTs from Government 0 0 0 

RDTs from Global Fund 0 0 0 

RDTs from other donors 0 0 0 

RDTs planned with PMI funding 760,000 2,116,771 1,525,376 

Total RDT Contributions per Calendar Year 760,000 2,116,771 1,525,376 

Stock Balance (tests)       

Beginning Balance  578,705 132,861 1,014,848 

- Product Need 1,205,844 1,234,784 1,264,419 

+ Total Contributions (received/expected) 760,000 2,116,771 1,525,376 

Ending Balance  132,861 1,014,848 1,275,805 

Desired End of Year Stock (months of stock) 6 6 6 

Desired End of Year Stock (quantities) 602,922 617,392 632,210 

Total Surplus (Gap) (470,061) 397,456  643,596  
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There are no projected RDT gaps. PMI plans to procure sufficient RDTs to meet the needs of the North and Far 
North regions. 

Key Question 5 

What is the estimated need for ACTs during CY 2021–2023? Are there any projected ACT gaps? 

Supporting Data 

Table A-6. ACT Gap Analysis Table 

Calendar Year 2021 2022 2023 

Total country population 26,765,522 27,419,137 28,088,845 

Population at risk for malaria 26,765,522 27,419,137 28,088,845 

PMI-targeted at-risk population 7,948,629 8,197,461 8,455,701 

ACT Needs       

Total projected number of malaria cases 953,756 940,920 949,287 

Total ACT Needs (treatments) 953,756 940,920 949,287 

Needs Estimated based on HMIS Data       

Partner Contributions (treatments)       

ACTs from Government 0 0 0 

ACTs from Global Fund 0 0 0 

ACTs from other donors [specify donor] 0 0 0 

ACTs planned with PMI funding 1,240,830 1,492,599 470,460 

Total ACTs Contributions per Calendar Year 1,240,830 1,492,599 470,460 

Stock Balance (treatments)       

Beginning Balance  336,576 623,650 1,175,329 

- Product Need 953,756 940,920 949,287 

+ Total Contributions (received/expected) 1,240,830 1,492,599 470,460 

Ending Balance  623,650 1,175,329 696,502 

Desired End of Year Stock (months of stock) 6 6 6 

Desired End of Year Stock (quantities) 476,878 470,460 474,644 

Total Surplus (Gap) 146,772  704,869  221,858  

 

There are no projected ACT gaps. PMI plans to procure sufficient ACTs to meet the needs of the North and Far 
North regions. 
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Key Question 6 

What is the estimated need for definitive treatment and pre-referral treatment for severe malaria during CY 
2021–2023? Are there any anticipated gaps? 

Supporting Data  

Table A-7. RAS Gap Analysis Table 

Calendar Year 2021 2022 2023 

Artesunate Suppository Needs       

Number of severe cases expected to require pre-referral dose 123,675 131,814 74,316 

Total Artesunate Suppository Needs (suppositories) 90,283 96,224 54,251 
Needs Estimated based on Other (please specify in comment 
section)       

Partner Contributions (suppositories)       

Artesunate suppositories from Government 0 0 0 

Artesunate suppositories from Global Fund 55,350 58,118 61,024 

Artesunate suppositories from other donors 0 0 0 

Artesunate suppositories planned with PMI funding 80,074 41,077 6,790 

Total Artesunate Suppositories Available  135,424 99,195 67,814 

Stock Balance (suppositories)       

Beginning Balance  0 45,141 48,112 

- Product Need 90,283 96,224 54,251 

+ Total Contributions (received/expected) 135,424 99,195 67,814 

Ending Balance  45,141 48,112 61,675 

Desired End of Year Stock (months of stock) 6 6 6 

Desired End of Year Stock (quantities) 45,141 48,112 27,125 

Total Surplus (Gap) 0  0  34,550  

 

Pre-referral treatment with RAS is to be delivered at the community level as per Cameroon’s national strategy. 
The number of RAS suppositories procured was calculated with the assumption that 13.5 percent of severe 
malaria cases will be initially seen at the community level. There are no projected RAS gaps. PMI plans to procure 
sufficient RAS to meet the needs of the North and Far North regions. 

Key Question 7 

What is the estimated need for any other standard antimalarial drug used in the country (e.g., primaquine for P. 
vivax) during CY 2021–2023? Are there any anticipated gaps? 

Supporting Data  

This question is not relevant in Cameroon. 
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Key Question 8 

Are first-line ACTs effective and monitored regularly?  

Supporting Data  

Please note that these data are not from PMI-funded studies. 

Table A-8. Recently completed and ongoing antimalarial therapeutic efficacy studies 

Year Sites 
PMI 

Funded 
Y/N 

Treatment Arms 
PCR-Corrected 

ACPR>90% 
Location Molecular Resistance 
Work Completed or Planned 

2016 Garoua, Maroua N SPAQ vs ASAQ 91.8 vs 91.4 The Biotechnology Centre 

2019 Yaounde N Pyramax-artesunate 98.6 
Institute of Tropical Medicine, 
Tubingen, Planned 

2020 Yaounde N ASAQ and AL Analysis ongoing The Biotechnology Centre, 
2021 Yaounde Y ASAQ and AL Analysis Ongoing The Biotechnology Centre, Planned 

ACPR: adequate clinical and parasitological response. AL: artemether-lumefantrine. ASAQ: amodiaquine-artesunate. DP: 
dihydroartemisinin-piperaquine. PARMA: PMI-supported Antimalarial Resistance Monitoring in Africa.  

Key Question 9 

Are there other areas (e.g., lab strengthening, private sector support, etc.) that should be considered for PMI 
support?  

Supporting Data 

The 2018 DHS found that, among children with fever for whom care or treatment was sought, 37 percent of 
care-seeking occurred in the private health sector, and an additional 31 percent occurred in other private sector 
sources, such as a shop. This high percentage of private-sector care-seeking indicates a need for investment in 
private-sector case management of malaria. With FY 2019 funds, PMI is supporting a situational assessment on 
the state of malaria care in the private sector and workshops to develop a national strategy to improve malaria 
case management in private, for-profit points of care. The forthcoming data from these activities will inform the 
details of private sector case management activities.  

A malaria diagnostics refresher training course was held at the central level in Yaoundé in 2020, which aimed to 
strengthen the capacity of laboratory technicians and enable them to perform high-quality malaria diagnostic 
services. Results from pre- and post-tests indicate that overall participant scores were low, with very few 
participants meeting the target scores for parasite detection (13 percent) and counting (7 percent), indicating a 
need for continued support in the area of lab strengthening.  

Overdiagnosis of severe malaria has been identified as a challenge. During the past two years, PMI and the NMCP 
have been working on the following strategies to address this important issue:  

• PMI and the NMCP are developing training and refresher courses on microscopy diagnosis and case 
management using an updated curriculum and a new tool for supportive supervision to strengthen 
capacity, with performance improvement being measured using a recently introduced tool, the Health 
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Network Quality Improvement System featuring a unique identifier for each health facility and provider. 
This tool will also facilitate Ministry of Health (MOH) tracking with possibly disciplinary measures 
implemented.  

• The NMCP recently received Global Fund funding to incentivize appropriate treatment of uncomplicated 
malaria through the World Bank’s performance-based financing program. Additionally, UHC, which 
seeks to build on and standardize existing structures offering free or subsidized care, particularly to 
pregnant women and children under five years of age, will reduce overdiagnosis of severe malaria in a 
systematic way. Although initial implementation of UHC has been delayed to 2022, it will mitigate the 
consequence of the cost recovery system favoring severe malaria and injectable artesunate.  

• The country is also focusing on expanding iCCM to improve access and promote early care-seeking 
behavior and treatment of uncomplicated malaria at the community level, particularly for the poor and 
rural populations. Coverage of iCCM will increase by 30 percent in 2021 nationally. This will indirectly 
reduce fever patient volume attending health facilities.  

• PMI is scaling up logistic capacity-building to improve commodities tracking and consumption data 
reporting. PMI began support at district and peripheral levels in the last trimester of 2020, to strengthen 
logistic data reporting and improve stock management. Bimonthly data review and validation meetings at 
the district level with health facility staff for clinical and logistic data triangulation is also ensuring 
commodities are better tracked.  

• Lastly, a strategic communication plan for malaria is being finalized, with full implementation beginning 
later in 2021. Based on data from the 2019 MBS and the 2021 qualitative study using the human-centered 
design (HCD) approach, the plan is drafting key strategies on community knowledge of efficacy of ACTs, 
perception of risk of delayed treatment, and expectation of appropriate services, in addition to 
addressing provider behavior.  

Conclusions for Case Management Investments 

The programmatic and survey data above describe challenges with coverage and quality of services and efforts to 
date to address these challenges. FY 2022 funding will build off of these efforts. To address coverage gaps, FY 
2022 MOP funds will allocate more to the community case management budget line than in previous years and 
will support expansion of community-based case management to previously uncovered districts. In terms of 
quality of service, FY 2022 funds will support training and supervision for service providers in the North and Far 
North regions. The FY 2022 MOP also includes a new line for private sector case management activities. Please 
see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

2.2. DRUG-BASED PREVENTION  

NMCP Objective 

Under the 2019–2023 NSP, the NMCP objective is to have:  
• Comprehensive coverage of interventions to prevent malaria in pregnancy including: 

◦ At least 80 percent of pregnant women protected by IPTp3 in accordance with national guidelines by 
2023. 

◦ At least 80 percent of pregnant women protected by ITNs. 
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◦ Prompt diagnosis of at least 80 percent of malaria infections in pregnant women, and 100 percent 
treatment of confirmed cases according to national guidelines. 

• At least 95 percent of children 3 to 59 months of age protected from malaria with four cycles of SPAQ in 
health districts eligible for SMC in the North and Far North regions. 

NMCP Approach 

IPTp policy and programming 

IPTp with sulfadoxine-pyrimethamine (SP) administered at ANC was adopted in 2007. The policy was updated in 
2012 to increase the number of doses of SP administered during pregnancy from at least two doses total to at 
least three doses total, one dose at each ANC beginning at 16 weeks and continuing monthly until birth. The 
policy was further updated in 2020 to start SP earlier at 13 weeks, and continued monthly during ANC visits.  

• The current NSP (2019–2023) includes guidance for free distribution of SP for IPTp beginning at 13 
weeks with doses administered at least one month apart. 

• Within the context of integrated malaria prevention and case management, and to reverse the malaria 
burden trend, CHWs will pilot provision of IPTp from the second dose onwards at the community level 
in conflict zones where access to healthcare is limited, starting in 2021 (this pilot will occur in Global 
Fund-supported regions). 

• CHWs will raise awareness for early ANC attendance and IPTp and ITN uptake at educational talks 
conducted during home visits. In districts with no CHWs, the mentorship approach will select women 
role models (community champions) who successfully attended ANC, received ITN early, and 
completed IPTp3 to sensitize women in their community.  

SMC program background 

Cameroon introduced SMC in 2016 with sulfadoxine-pyrimethamine and amodiaquine (SPAQ) to roughly 1.1 
million children of eligible age (children 3 to 59 months of age) living in the 45 health districts of the North and Far 
North regions, with a coverage of 86 percent. In this first SMC campaign, three monthly cycles were 
implemented between July and September with each cycle consisting of a three-day campaign. Implementation 
was door-to-door, with a fixed point as follow-up for households that were absent during the first attempted 
visit. Initially, mobilizers moved door-to-door to enumerate all children between 3 and 59 months of age. On the 
day of distribution, agents went to the same households (door-to-door) to administer the first dose of SPAQ and 
demonstrate to caregivers how to properly administer the second and third doses of each cycle. 

Between 2017 and 2020, annual SMC campaigns provided four cycles of SPAQ to an average of 1.6 million 
children 3 to 59 months old, with an average coverage of 94 percent. 

PMI Objective in Support of NMCP 

PMI currently supports the national strategy for free distribution of SP for IPTp at ANC beginning at 13 weeks 
with doses administered at least one month apart. Support to MIP also includes provision of ITNs at first ANC 
visit, and effective case management of malaria during pregnancy. Coverage is provided in the North and Far 
North regions. 
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Starting in 2018, PMI provided full support for SMC planning and implementation, with activities covering the 
North and Far North. SMC implementation in Cameroon covers children 3 to 59 months of age with four SPAQ 
cycles during the rainy season (July-October) using a door-to-door strategy.  

PMI-Supported Recent Progress (FY 2020) 

PMI supported the NMCP at the central level on the development, review, and adoption of key normative 
malaria control documents, including the national strategic plan, the diagnostic quality assurance guidelines, the 
training modules, the validation of OTSS+ as a national supervision tool, and the review of the SMC strategy 
adapted to the COVID-19 context. Additionally, support to the NMCP to launch the Case Management and 
Malaria in Pregnancy Technical Working Group was provided with two meetings organized to date. Training of 
199 ANC providers, including midwives, was also provided in 38 districts in the regions supported by PMI in late 
2020. 

PMI support for the 2020 SMC campaigns provided more than 1,000 training sessions for over 18,000 actors, 
including 15,102 distributors, and 1,553 other actors trained annually for the campaign. PMI procured annually 
around 7.5 million SPAQ doses for administration to more than 1.7 million children and all materials and tools for 
the campaigns. Challenges to SMC implementation in 2020 included the restrictions imposed by COVID-19, 
including smaller or virtual training sessions, the need to minimize contacts between distributors and community 
members, and the need to provide protective equipment, including masks and hand sanitizer to distribution 
teams. New training modules were developed, and protocols put in place to modify the directly observed 
therapy approach to distribution of the SMC drugs. In the past, distributors would give children the first dose of 
treatment. In the COVID-19 context, distributors would observe caregivers administering the medication to 
reduce potential exposures.  

PMI-Supported Planned Activities (FY 2021 with currently available funds)  
MIP 

• Train up to 100 ANC providers from at least seven districts and reference hospitals in the Far North and 
North regions on malaria case management in pregnancy and provision of IPTp and ITNs. 

• Provide supportive supervision of 199 health providers in 38 districts in the North and Far North, 
including provision of IPTp and ITNs at first ANC. 

• CHWs will conduct IPTp outreach to implement a package of activities to include sensitization of 
pregnant women in households on early ANC attendance, use of ITNs, and IPTp reminder or 
administration from the second IPTp dose onward.  

SMC 
• Plan and implement 2021 SMC campaign, including review and modification of the strategy; procurement 

and distribution of SPAQ, material, and tools; and training all actors. 
• Implement a new SMC strategy, “leader de ménage,” to increase uptake of second and third doses of 

SPAQ using community and neighborhood advocates or champions. 
• Focus on increased collaboration among partners implicated in SM&E and SBC, and increase focus on 

epidemiological surveillance and data quality assurance. 

Please see FY 2022 MOP budget tables for a detailed list of proposed activities with FY 2022 funding. 
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2.2.1. MALARIA IN PREGNANCY (MIP) 

Key Goal 

Support the national strategy for MIP, which includes provision of ITNs at the first ANC visit, a minimum of three 
doses of IPTp in malaria endemic areas starting at 13 weeks gestational age, and effective case management of 
malaria per WHO guidelines. 

Key Question 1a 

What proportion of pregnant women are accessing ANC early and frequently (as recommended by national 
and/or WHO strategies) during their pregnancy? 

Supporting Data  

Figure A-18. Trends in ANC coverage 

Women 15 to 49 years of age with a live birth in the five years before the survey (most recent birth) 

 

Household data from 2011 to 2018 show women who received at least one ANC visit from a skilled provider 
nationally remained relatively constant. While lower than the national average, ANC coverage remained constant 
in the North region as well (72 percent in 2011 and 73 percent in 2018). In the Far North, ANC coverage 
increased from 59 percent in 2011 to 78 percent in 2018. During this same time period, the proportion of 
women with at least four ANC visits nationally was also quite constant, ranging from 62 percent to 65 percent. 
Between 2014 and 2018, ANC4 coverage remained stable in the North region (47 percent) but increased in the 
Far North from 38 percent to 46 percent. Data on women who received an ANC visit in the first trimester are 
not available for 2018. In 2014, 35 percent of women received an ANC visit in the first trimester nationally, 21 
percent in the North, and 24 percent in the Far North.  
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Key Question 1b 

Are there important health system and/or behavioral barriers to ANC attendance at health facilities?  

Supporting Data 

ANC attendance has remained relatively steady in Cameroon from 2011 to 2018. Fewer women attend any 
ANC in the North and Far North than the national average. Fewer women in the North and Far North also 
attend ANC in their first trimester according to the last household data point in 2014. Data from the 2019 MBS 
survey showed that only 47 percent of women in the North Region and 51 percent in the Far North Region were 
aware that they should start ANC as soon as they get pregnant. 

Several data sources provide insights into factors that seem to influence women in attending ANC. Access and 
educational barriers are important social and environmental factors to understand. A study conducted by the 
NMCP in 2018 assessed issues around cost of health service delivery and found that less than 60 percent of 
women nationwide were aware that SP is free during pregnancy. Women with less education and lower 
socioeconomic status are less likely to receive IPTp3. A recent PMI-supported qualitative study reinforced this for 
the North and Far North regions in identifying that women’s financial dependence on husbands and lack of 
communication between couples was a contributing factor for delayed care-seeking (Breakthrough Action Insight 
Report, draft 2021). The 2019 MBS also found that lack of knowledge on dosing and timing of IPTp and ANC 
visits were important predictors of women’s intention to seek ANC. Community norms also appeared to be a 
significant ideational factor: women in the North who perceived IPTp to be a community norm were 1.6 times 
more likely to report an intention to go to ANC than women who did not perceive IPTp to be a community 
norm; this figure was 1.7 in the Far North.  

These data suggest that there may be contextual barriers to ANC attendance that are specific to these regions. 
PMI is supporting the implementation of a coordinated SBC campaign targeted to community members and 
health workers to increase ANC attendance in these regions. Early and regular ANC attendance is a priority 
behavior. Please refer to section 3.4 for information on how SBC interventions will be directed to address 
challenges and improve these behaviors. 

Key Question 2 

What proportion of pregnant women are receiving the recommended doses of IPTp?  
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Supporting Data 

Figure A-19. Trends in IPTp  
Women 15 to 49 years of age with a live birth in the two years before the survey who received the specified 
number of doses of SP/Fansidar during their last pregnancy 

 

Note: IPTp3 baseline uses the first survey available after the recommendation was updated to three or more doses. 

Household data from 2011 to 2018 show women who received at least one dose of IPTp nationally increased 
from 44 percent in 2011 to 75 percent in 2018. This increase was from 34 percent to 55 percent in the North 
and from 28 percent to 65 percent in the Far North. During the same time period, women who received at least 
two doses changed from 27 percent to 54 percent nationally, from 19 percent to 39 percent in the North and 
from 17 percent to 52 percent in the Far North. The proportion of women receiving three or more doses 
changed from 26 percent to 32 percent nationally, from 29 percent to 24 percent in the North, and from 24 
percent to 30 percent in the Far North between 2014 and 2018.  

Overall, IPTp coverage in the North and Far North regions falls slightly below the national average. Between the 
2 most recent data points in 2014 and 2018, IPTp uptake has declined in the North and improved in the Far 
North. 

Key Question 3a 

What is the gap between ANC attendance and IPTp uptake (i.e., missed opportunities for giving IPTp at ANC)? 
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Supporting Data  

Figure A-20. Trends in missed opportunities for IPTp 

Percentage of women 15 to 49 years of age, 2018 DHS 

 

The 2018 DHS found 65 percent of women received at least four ANC visits, while only 32 percent received at 
least three doses of IPTp. This gap was smaller in the North and Far North regions with 47 percent and 46 
percent of women attending at least four ANC visits, respectively and 24 percent and 30 percent of women 
receiving at least three doses of IPTp, respectively. The data suggest that missed opportunities to provide IPTp at 
ANC is a challenge throughout the country, including in the PMI focus regions.  

Table A-9. 2020 MIP indicators, DHIS2 

 
# Expected 
pregnant 
women 

# Women 
attending 
ANC1 

Attendance 
rate for 
ANC1 

# Women 
receiving 
IPTp3 

% Women 
receiving 
IPTp3 

# Women 
receiving an 
ITN 

% Women 
receiving an 
ITN 

Nation
wide 

943,780 700,972 74.30% 281,471 40.20% 279,935 39.90% 

North 133,409 111,451 83.50% 51,133 45.90% 50,711 45.50% 

Far 
North 

231,580 150,295 64.90% 49,620 33.00% 101,756 67.70% 
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Routine data from 2020 summarized in the table above show that 74 percent of women nationwide (84 percent 
North, 65 percent Far North) attended ANC1, while only 40 percent (46 percent North, 33 percent Far North) 
received at least three doses of IPTp. Though these trends are slightly different than the 2018 household survey 
data points, they underscore the need to improve repeat ANC visits and distribution of IPTp. ITN distribution at 
first ANC also shows room for improvement with 40 percent of pregnant women receiving an ITN nationwide 
(46 percent North, 68 percent Far North).  

Key Question 3b 

What significant health system and/or behavioral challenges affect provider delivery of MIP services (e.g., IPTp 
and ITN distribution at ANC)?  

Supporting Data 

The data points above illustrate that there are gaps between ANC attendance and uptake (or provision) of IPTp 
and ITNs. OTSS+ data generated during supportive supervision visits to facilities indicate that lack of adequate 
MIP training and supervision for providers may be an important factor influencing provider behaviors. During the 
last outreach visit, only 11.5 percent of providers demonstrated skills in MIP (i.e., achieved a performance of 90 
percent or above; most providers performed at a 60 percent to 90 percent level). A specific observed deficiency 
was that providers did not educate pregnant women about the consequences of malaria in pregnancy or the 
benefits of preventing malaria with SP. Another observed deficiency was of providers not adhering to the Directly 
Observed Therapy Guidelines for IPTp and not explaining potential side effects. These issues have been discussed 
with providers and problem-solving action plans developed to improve the quality of services. Structurally, 
standard ANC registers have not yet been revised to enable providers to capture more than three ANC visits, 
although that information is added manually. While some facilities have developed creative work-arounds, 
existing infrastructure does not support the notion that ANC4 is a goal that providers are accountable for. 

On the patient side, there are also relevant factors that may limit opportunities for ANC providers to deliver 
IPTp, particularly IPTp2, 3, and 4. In general, pregnant women in the North and Far North regions attend fewer 
ANC4 visits than pregnant women in the rest of the country. The 2019 MBS found that in the North and Far 
North, respectively, only 53 percent and 39 percent of women of reproductive age knew they should attend at 
least four ANC visits during pregnancy. Forty percent and less than 30 percent of respondents in the North and 
Far North, respectively, knew that pregnant women should receive IPTp three or more times during pregnancy. 
Please refer to Section 3.4 for information on how SBC interventions will be directed to address the challenges 
identified above. 

Key Question 4 

Does the national ANC program or HMIS collect data and track the proportion of pregnant women with fever, 
those tested for malaria, those found to have malaria infection, and those who are treated?  
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Supporting Data 

Table A-10. Suspected malaria, testing, positivity, treatment of malaria in pregnant women from 
the routine information system, 2018–2020 for Cameroon and by region for the North and Far 
North 

  Indicators 2018 2019 2020 

Cameroon 

Suspect malaria cases (fever) 3,410,077 3,991,275 4,000,258 

Pregnant women with fever 
(suspect malaria) 

164,802 216,730 272,145 

Proportion of pregnant women 
with fever 

4.8% 5.4% 6.8% 

Tested for malaria 274,907 300,463 289,128 

Testing rate 166.8% 138.6% 106.2% 

Malaria positive 140,916 145,552 185,899 

Test positivity rate 51.3% 48.4% 64.3% 

Malaria treated 98,145 144,781 172,693 

Percent treated 69.6% 99.5% 92.9% 

 

Health facility data from routine HMIS show that malaria in pregnancy is not rare in Cameroon. In 2020 there 
were more than 270,000 pregnant women with fever who were counted as suspected malaria cases. Pregnant 
women represented almost 7 percent of all suspected malaria cases. Testing rates are high, but it should be 
noted that there may be some double-counting of testing if both RDTs and microscopy are done. Test positivity 
rates were high in 2020 at 64 percent. Almost all cases diagnosed with malaria are treated. Not shown here, the 
regional trends in the North and Far North are similar to these national trends. 

Key Question 5 

What is the estimated need for SP during 2021–2023? Are there any anticipated SP gaps? Are there gaps in other 
IPTp commodities? 

According to the gap tables, PMI plans to have sufficient stocks of SP to meet the needs in the North and Far 
North regions over the next three years.  
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Supporting Data 

Table A-11. SP Gap Analysis Table 

Calendar Year 2021 2022 2023 

Total Country Population 26,765,522 27,419,137 28,088,845 

Total Population at Risk for Malaria 26,765,522 27,419,137 28,088,845 

PMI Targeted at Risk Population 7,948,629 8,197,461 8,455,701 

SP Needs       

Total Number of Pregnant Women 374,856 387,038 398,898 

Proportion of women expected to attend ANC1 at 13 weeks or 
greater 

66% 68% 70% 

Proportion of women expected to attend ANC2 52% 54% 56% 

Proportion of women expected to attend ANC3 39% 43% 47% 

Proportion of women expected to attend ANC4 24% 26% 28% 

Total SP Needs (treatments) 700,650  798,649  903,529  

Needs Estimated based on Other (specify in comments)       

Partner Contributions (treatments)       

SP from Government 0 0 0 

SP from Global Fund  0 0 0 

SP from Other Donors 0 0 0 

SP planned with PMI funding 539,600 854,323 830,687 

Total SP Contributions per Calendar Year 539,600 854,323 830,687 

Stock Balance (treatments)       

Beginning balance  404,100 243,050 298,724 

- Product Need 700,650 798,649 903,529 

+ Total Contributions (Received/expected) 539,600 854,323 830,687 

Ending Balance  243,050 298,724 225,883 

Desired End of Year Stock (months of stock) 6 6 6 

Desired End of Year Stock (quantities) 350,325 399,324 451,764 

Total Surplus (Gap) (107,275) (100,600) (225,882) 

 

Conclusions for MIP Investments 

PMI and the NMCP are working together to address the serious ANC access gap and improve IPTp uptake. 
Priorities will be put on training and supportive supervision aimed at building capacity at health facilities for 
malaria case management during pregnancy and provision of IPTp and ITNs. PMI support to CHW integrated 
training and supervision will also contribute to improving household sensitization of pregnant women on early and 
frequent ANC attendance and use of ITNs. Please see FY 2022 MOP budget tables for a detailed list of proposed 
activities with FY 2022 funding. 
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2.2.2. SEASONAL MALARIA CHEMOPREVENTION (SMC)  

Key Goal 

Support the national strategy for SMC targeting relevant geographic areas and age groups, which includes four 
rounds covering children 3 to 59 months of age, in accordance with WHO recommendations. 

Key Question 1 

What is the estimated need for SMC drug (SPAQ) during CY 2021–2023? Are there any projected SPAQ gaps? 

Supporting Data 

There are no gaps for SPAQ during CY 2021–2023. PMI plans to procure sufficient quantities of SPAQ to meet 
all needs for the two eligible regions. 

Table A-12. SMC Gap Analysis 

Calendar Year 2021 2022 2023 

Total population in the SMC targeted age range 5,568,822 5,690,115 5,855,641 

SMC Drug (SP+AQ) Needs       

National population 3-11 months targeted for SMC 355,293 367,311 377,851 

National population 12-59 months targeted for SMC  1,193,132 1,232,411 1,271,760 

Total national population targeted for SMC  1,548,425 1,599,722 1,649,611 

PMI population 3-11 months targeted for SMC 355,293 367,311 377,851 

PMI population 12-59 months targeted for SMC 1,193,132 1,232,411 1,271,760 

Total PMI population targeted for SMC  1,548,425 1,599,722 1,649,611 

Total SP+AQ Needs (co-blisters) 8,319,797 8,519,472 8,723,939 

Partner Contributions (co-blisters, national)       

SP+AQ carried over from previous year 806,350 331,153   

SP+AQ from Government 0 0 0 

SP+AQ from Global Fund 0 0 0 

SP+AQ from other donors 0 0 0 

SP+AQ planned with PMI funding 7,844,600 7,700,000 8,723,939 

Total SP+AQ Contributions per Calendar Year 8,650,950 8,031,153 8,723,939 

Total SP+AQ Surplus (Gap) 331,153  (488,319) 0  

 

Key Question 2 

What are the estimated non-commodity resources needed to properly deliver SMC over the next three years 
(e.g., staffing, SBC, etc.)?  
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Supporting Data  

Over the next three years, PMI plans to cover the implementation costs of SMC in the 46 districts of the North 
and Far North regions which comprise the entirety of the SMC eligible areas in Cameroon. PMI will support all 
elements of campaign implementation, including planning meetings; procuring and distributing materials and tools 
for the campaign; training and supervising mobilizers, distributors, and supervisors; and engaging in community 
and interpersonal communication for adherence. PMI will also support data collection, entry, and review with 
DHIS2.  

Figure A-21. SMC implementation areas 

SMC implemented in the 46 districts of the North and Far North regions 

 

Key Question 3 

If refusal or adherence to full dosing of SMC is a challenge, what behavioral challenges affect SMC acceptance and 
adherence? 

Supporting Data 

According to results from the 2020 campaign, neither refusal nor adherence to full dosing is a significant problem. 
In 2020, coverage of all four cycles was 96 percent of all eligible children according to parental declaration (and 
82 percent based on confirmation of either the SMC card or by empty blister pack) based on results from 
independent monitoring surveys. Of all eligible children, 95 percent received the second- and third-day doses at 
each cycle according to parental declaration and 75 percent by confirmation. In addition to independent 
monitoring surveys, PMI supported another activity to address NMCP concerns about potential issues with low 
adherence in which household leaders were identified and tasked with reminding neighbors to give their children 
the Day 2 and Day 3 SMC medications. Results from monitoring this activity showed that retention of drug 
packaging and/or SMC cards was slightly higher in the intervention areas that employed household leaders but 
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the overall difference was not large. The intervention seemed to be more effective in the North than in the Far 
North.  

The MBS conducted in 2019 in the North and Far North regions in Cameroon included questions on knowledge, 
perceptions, and behaviors around SMC. Results showed that knowledge could be improved. Fewer than one-
tenth of respondents in the North Region and just about one-fifth in the Far North had adequate knowledge 
about the number of months per year and number of days per month that a child should take SMC. Some 
problematic perceptions of SMC were also identified. Of all the respondents, 46.8 percent believed that SMC 
distributors forced parents to accept SMC, while 37.9 percent believed that healthy children did not need to take 
SMC. Similarly, 45.0 percent believed that SMC could harm children and 24.4 percent did not trust SMC 
distributors. However, respondents overwhelmingly believed in the efficacy of SMC and were confident in their 
ability to follow SMC recommendations. Eighty percent of survey respondents in the North and 95 percent in the 
Far North reported an intention to ensure their child received SMC during the next rainy season. SMC was 
shown to be a widely accepted intervention for which respondents held positive attitudes. 

Table A-13. SMC coverage of communities that implemented the household leader program 
compared with control communities 

Survey 
regions 

Age group Declaration Finger mark SMC card 
Empty blister 

shown 

Proof (finger 
mark or 

campaign card 
or empty 
blister) 

North 
Target group 96.7% 0.0% 40.0% 80.0% 82.0% 

Control group 95.5% 2.3% 30.5% 61.2% 69.9% 

Far North 
Target group 97.4% 13.4% 55.2% 90.7% 90.7% 

Control group 96.6% 5.8% 47.5% 77.5% 88.6% 

Total 
Target group 97.1% 7.6% 48.5% 86.0% 86.9% 

Control group 96.2% 4.6% 41.8% 72.1% 82.3% 

Source: Evaluation of Household Leaders strategy 

The table above shows the difference in SMC coverage disaggregated by communities that implemented the 
household leader program (target group) and control communities, disaggregated by region. Several categories of 
determining SMC coverage are presented: declaration refers to parents stating that their child received SMC; 
finger mark indicates that the child received a mark on their fingernail during the campaign to show receipt of 
treatment and as able to show this mark as evidence; SMC card indicates that the receipt of treatment was 
indicated on a card that was verified; empty blister shown indicated that the drug packaging was produced as 
evidence that the treatment was received; and finally, proof indicated that any of the three (finger mark, SMC 
card, or empty blister) were produced to show the treatment was received. The coverage as indicated by 
parental declaration show very similar results across these categories in the 96 to 98 percent range. Very few 
children had finger marks indicating receipt of SMC across all categories. SMC cards were available to show 
receipt of SMC in 30 percent to 55 percent of households, with slightly higher coverage shown in the target 
groups. Empty blister packs of medication were available in 61 percent to 91 percent of households, with slightly 
higher coverage in the target groups. Coverage as indicated by any of these (finger mark, SMC card or empty 
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blister pack) was between 70 percent and 91 percent, with slightly higher coverage in the target groups and in the 
Far North than in the North region. 

Conclusions for SMC Investments 

PMI plans to continue to support all aspects of SMC in the eligible districts in Cameroon, covering the entirety of 
the North and Far North regions. This support includes procurement of SPAQ to cover four rounds of 
distribution to all eligible children 3 to 59 months of age. Planning, implementation, and compilation and analysis 
of campaign data are all planned to be included in PMI support. Because Cameroon has been implementing SMC 
for five years, the NMCP is well versed in the requirements and areas for potential improvement or additional 
efficiencies. 

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

2.2.3. ADDITIONAL DRUG-BASED PREVENTIVE STRATEGIES 
This country is not a designated country for near-term pre-elimination or elimination and there is no PMI support 
planned for such work in Cameroon. 

3. CROSS-CUTTING AND OTHER HEALTH SYSTEMS 

3.1. SUPPLY CHAIN 

NMCP Objective 

Pillar 3 of the 2019–2023 National Strategic Plan for the Fight Against Malarias states, “By 2023, 80 percent of 
health structures and CHWs have the antimalarial inputs on a permanent basis.” 

NMCP Approach 

The approach to achieve the above objective includes the creation and maintenance of an integrated logistics 
management information system for commodity visibility; reinforcement of supply chain logistics, including regular 
update of guidelines and data collection tools to allow for real-time monitoring of key indicators; and 
collaboration across the various supply chain stakeholders. 

PMI Objective in Support of NMCP 
PMI provides supply chain support to improve the skills of the Logistics Management Unit personnel to improve 
supply chain coordination, communication and advance the national supply chain governance and transformation 
and evolve the current Forecasting and Supply Planning capabilities of NMCP to ensure the sustainable practice of 
determining malaria commodity needs to enable the regional and district levels to make real-time analyses and 
decisions that help them become more responsive and proactive to shifting health facility supply chain needs and 
to procure and distribute malaria commodities. This support includes a central-level focus in support of the 
overall forecasting and supply planning and coordination as well as more targeted support in the North and Far 
North regions to increase the capabilities of the Regional Fund for Health Promotion (RFHP) located in each 
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region and the health facilities they serve. PMI-procured commodities are also delivered and distributed only in 
these two regions. 

PMI-Supported Recent Progress (FY 2020)  
- PMI supported the NMCP in transitioning to reporting all commodity stock data through DHIS2; 

however, because the quality of data is a concern, improving the quality is an ongoing focus for PMI’s 
support in the North and Far North regions. 

- In addition to the implementation of the SMC campaigns, PMI also supports the forecasting, planning, and 
distribution of commodities for campaign needs. 

- PMI supports the training of NMCP on forecasting and supply planning tools as well as assisting in 
creation and review of quarterly supply plans at the national level. 

- At the regional level in the past year, PMI has supported trainings in stock management to a total of 268 
people, including staff at the regional warehouse level as well as facility level. 

- PMI performed one end-use verification (EUV) survey in the North and Far North regions. Although 
these should be performed every six months, COVID -19 delayed the survey and led to the slowdown of 
other activities in the country. 

PMI-Supported Planned Activities (FY 2021 with currently available funds) 

• PMI is very focused on improving stock data visibility and use in the country, particularly in the two PMI-
focused regions, by strengthening the existing reporting mechanism (via DHIS2) for rapid and full 
reporting of stock data. This is factored into the development of a stockout reduction strategy as the lack 
of reliable historical data has led to a less than ideal baselining process.  

• As it does every year, PMI is working to ensure a smooth SMC campaign from a logistical perspective, 
including following up on the timely arrival and distribution of commodities. 

• PMI is striving to establish the right governance to ensure the RFHP are stocked according to plan and 
improving use of data at regional and district levels to drive restocking actions that preempt facility 
stockouts. This work also includes support to the RFHP to distribute commodities in line with a validated 
allocation plan to ensure appropriate accountability of all malaria commodities. 

Key Goal 

Ensure continual availability of quality products needed for malaria control and elimination (ACTs, RDTs, SP, Art. 
Inj., and ITNs) at health facilities and community level. 

Key Question 1 

Has the central level, (or subcentral level, if appropriate) been stocked according to plan for ACTs, RDTs, SP, 
and Art. Inj. over the last year (2020)? If not, have they been under, over, or stocked out?  

Supporting Data 

Because PMI provides commodities only to the North and Far North regions, those are the two regions PMI 
most closely monitors. Over the past two years, it has been a struggle to maintain a minimum stock level for all 
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commodities other than RDTs. Even when there are enough commodities in stock, they are then often showing 
up as overstocked, although the large decreases in estimated months of stock from quarter to quarter that are 
seen indicate that creating an accurate expected average monthly consumption is also a challenge to ensure 
commodities are stocked according to plan ;stock on hand is seen to drop by significantly more than three 
months’ worth in a three-month timespan. Moving forward, the RFHP minimum stock levels are increasing to six 
months because the supply chain has not been responsive enough to avert stockouts at the previous lower level 
of three months. In addition, PMI is working to strengthen the procurement response in accordance with 
predicted future stock levels to ensure placement of orders in time to avoid low stock and stockouts. To also 
ensure accountability for the distribution of these commodities, PMI plans to work closely with the RFHP to 
improve their governance and order validation processes.  

Key Question 2 

What are the trends in service delivery point stockout rates for ACTs (including ability to treat), RDTs, Art. Inj., 
and SP over the last year (if tracked)? Is there a seasonal or geographic difference in stockout rates? 

Supporting Data 

Due to the quality concerns of stock facility data, including a possible over-reporting of stockouts as a zero that 
could indicate either a stockout or not reporting, PMI is only able to report stockout data as collected in the last 
EUV so there are no trends over time to report. The ability to treat remains fairly high with less than 10 percent 
of facilities stocked out of all AL formulations although stockouts of AL 6x4 on its own is particularly high. RDT 
stockouts are low as they are also generally available at the regional level. SP shows a particularly high stockout in 
the latest EUV but this may be due to a large quantity of SP expiring about a year ago and new product not 
arriving in the country until recently. Now that SP should be more available within the regions, PMI will monitor 
whether this decreases the higher stockouts of SP than other commodities to ensure no specific additional 
actions are needed to ensure access to this important drug for IPTp. Overall, the stockout trends emphasize the 
importance of keeping commodities stocked according to plan at the regional level. 

Key Question 3 

What is the difference between quantities for ACTs consumed and malaria cases, and RDTs consumed and 
numbers tested? What is driving any differences seen? 

Supporting Data 

On average since September 2018, just over one ACT has been reported as consumed per confirmed malaria 
case, with higher discrepancies in late 2018 and 2019 than in 2020. Some cited causes for the discrepancies 
include known treatment of cases that are not confirmed (presumptive cases) as well as the unavailability of all 
four presentations of ACTs leading to either doubling up on the lower weight bands or cutting of larger weight 
bands. Compared with the regional-level stock availability, there is a point in time when 6x4s are the only 
available ACTs and we see major consumption of these from one quarter to the next; at the same time the trend 
switches to fewer ACTs reported consumed than confirmed cases, indicating that cutting this larger weight band 
could be a cause. This trend goes back up in correlation to the lower weight bands becoming available once again 
in-country. Other causes of underconsumption include using other treatments, such as severe malaria 
medications, to treat uncomplicated malaria as well as not capturing quantities dispensed at the community level.  
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On average since September 2018, just under one RDT is reported as consumed per suspected case tested, with 
a larger discrepancy in late 2018 and averaging almost exactly a one-to-one ratio throughout 2020. One of the 
primary reasons for the trend of suspected cases exceeding the number of RDTs used is that tests consumed by 
CHWs are not systematically captured in the reporting because this figure is usually rolled up in all of the service 
reporting data but with no separate line, making it difficult to capture this information. 

Overall, there are known issues in the quality of data reported in DHIS2 and the completeness of reports and 
variables that also could impact the ratios PMI is monitoring. Therefore, while there are known reasons explaining 
discrepancies, the data quality concerns does make it difficult to be fully confident in the current trends seen; this 
is why PMI continues to focus on activities to improve data quality in DHIS2. 

Key Question 4 

To what extent does a functional logistics management information system (LMIS) provide visibility into timely 
and quality logistics data from various levels of the system? To what extent is commodity data visibility dependent 
on surveys or supervisory data rather than routine data reported by an LMIS? 

Supporting Data  

N/A 

Due to the previously mentioned data quality issues, PMI is not reporting on LMIS reporting trends and instead is 
relying on the more reliable EUV data. However, timely reporting is being monitored and health facilities are 
encouraged to continue reporting on a monthly basis. 

Key Question 5 

What are the main supply chain TA functions supported by PMI? Are there additional investments that PMI 
should make (e.g., increasing visibility of demand at health facilities) to ensure continual availability of quality 
products needed for malaria control and elimination at health facilities and the community level? In areas 
performing well, is it dependent on PMI/donor funding (e.g., PMI and Global Fund pay for warehousing and 
distribution)? Should more be done to foster self-reliance in domestic systems and, if so, what approaches should 
be considered? 
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Supporting Data 

Figure A-22. PMI supply chain investments by technical area 

 

PMI invested almost one-quarter of its Cameroon supply chain funding in ensuring that PMI procured 
commodities as well as ensuring that ITNs procured by Global Fund in the last ITN campaign are stored securely 
and distributed to end recipients. This also includes the warehousing and distribution of SMC commodities and 
some use of the private sector for ITN distribution. Otherwise, PMI pays a fee to the RFHPs to store and 
distribute PMI-procured pharmaceuticals and RDTs.  

The next two most highly invested areas are in M&E as well as TA for management information systems. This is in 
line with the concerns around availability of quality data and identified as an area of continued focus in the 
stockout strategy baseline. Even prior to this strategy activity, the graph shows that in FY 2020, the previous 
support toward general human resource capacity TA shifted away to other, more targeted TA, including an 
increase in strategy and planning as well as a focus on improving timely procurement of commodities. TA for the 
warehousing and distribution of commodities also remains high to improve visibility and accountability of PMI 
commodities in-country as well as to ensure the right actions take place to mitigate future stockouts.  

As part of the assistance provided, PMI works closely with the NMCP and other regional stakeholders to 
improve ownership and accountability for sustainability. The engagement of private sector actors is done in 
coordination with the RFHPs and the focus for increased visibility includes a plan on ensuring local stakeholders 
are trained to also use that data for decision-making. 

Key Question 6 

Are there any other considerations that impact funding allocation in this category? If there is a specific budget line 
item in Table 2 that is not covered by the above questions, address here. 
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Supporting Data  

PMI’s priorities are not simply to ensure the availability of the commodities but to support the country toward 
ensuring availability of quality commodities. The current pharmaceutical regulatory system in Cameroon includes 
fluctuating waiver and customs clearance processes, which creates challenges to ensuring the adequate supply of 
PMI-funded commodities and increases the concern for the quality of products in the country. PMI plans to focus 
on supporting the regulatory systems by strengthening regulatory capacity and governance. The work will focus 
first at the national level in synergy with other supply chain activities already being implemented in Cameroon. If 
needed, this work can also expand to providing TA on health financing to address the cost recovery issues 
mentioned earlier, which can lead toward less than optimal implementation of case management guidelines.  

Conclusions for Supply Chain Investments 

PMI plans to maintain consistent support for supply chain activities with the continued emphasis on data visibility, 
accountability of malaria commodities, and increased governance in the supply chain. In addition, PMI will 
continue to provide central level support for development and implementation of the national supply chain 
strategy as well as support to the NMCP for forecasting and supply planning. No changes are expected from the 
FY 2020-21 approved activities.  

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

3.2. SURVEILLANCE, MONITORING, AND EVALUATION (SM&E) 

NMCP Objective 

By 2023: 

• 100 percent of health districts use good quality information resulting from routine malaria surveillance to 
improve decision-making. 

• 100 percent of sentinel sites conduct complementary malaria surveillance activities. 
• 100 percent of malaria epidemics and emergency situations are controlled within two weeks.  
• 100 percent of planned malaria control activities, including studies and evaluations, are implemented in 

time. 

NMCP Approach 
1. HSS:  

a. Use DHIS2 to obtain essential malaria surveillance data. 
b. Use available opportunities to update the DHIS2 tools to strengthen data collection and standardize 

information collected nationwide by all health facilities.  
c. Strengthen data collection, transmission, and storage systems and provide logistic support to the 

rollout of the DHIS2 by procuring information and communications technology (ICT) materials and 
internet connection in facilities and providing incentives to the staff in charge of data entry to the 
DHIS2.  

d. Strengthen strategic information production and analysis capacities of all actors involved in malaria 
surveillance as well as increase analysis and use of malaria data for decision-making.  
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e. Ensure the quality of routine data through data quality audits and organize data validation meetings to 
improve the system.  

2. Conduct sentinel epidemiological surveillance:  
a. Strengthen institutional and operational capacities of sentinel sites; conduct entomological 

surveillance.  
b. Monitor the therapeutic efficacy of antimalarials; monitor the prevalence of plasmodium species in 

sentinel sites.  
c. Conduct weekly surveillance of malaria in sentinel sites and specific targeted health districts. 

3. Strengthen malaria epidemic preparedness and response  
a. Develop guidelines for malaria surveillance, including epidemics management. 
b. Train health personnel on malaria surveillance in epidemic-prone health districts, including setting 

thresholds for monitoring upsurges in malaria cases.  
c. Develop epidemic preparedness and response plans.  
d. Assess the preparedness of targeted areas.  
e. Consistently analyze surveillance data to detect, manage, and evaluate possible emergency situations 

or malaria epidemics. 
4. Monitor and evaluate mass campaigns and other routine interventions 

a. Conduct household surveys (MIS, DHS, and MICS) to measure malaria indicators. 
b. Conduct post-campaign surveys to assess the effectiveness of mass campaigns (SMC campaigns, ITN 

campaigns). 

PMI Objective in Support of NMCP 

PMI supports the NMCP’s SME objectives through periodic support of household surveys and continuous 
support of routine surveillance systems (both at the national level and with focused support at the district level in 
the North and Far North regions), and through support to the Field Epidemiology Training Program (FETP) 
(focused on the North and Far North regions). 

PMI-Supported Recent Progress (FY 2020) 

• Strengthened Country Malaria Technical Working Groups: Working with partners and the NMCP, 
PMI supported the formation of regional malaria surveillance and M&E technical working groups 
(SMETWG) for the North and Far North regions by developing the terms of reference and supporting 
quarterly meetings during which recommendations were made for data use. This is in addition to the 
ongoing support for quarterly national SMETWG meetings. 

• Built M&E leadership competencies and capacity of NMCP and MOH staff at national and regional 
levels: PMI supported creation of HIS management and governance tools including the National Strategic 
Plan, an M&E manual, and data analysis and quality assurance tools. Between June 2019 and June 2020 
PMI supported the training of 45 malaria focal points responsible for health information systems and 10 
data managers. 

• Developed tools, planned, and supported joint supervision and rapid data quality assessments: Four 
teams from the national level conducted regional level supervision. Four teams from the regional level 
conducted supervision visits to 62 health facilities. Annual rapid data quality assessments were conducted 
in 45 selected health facilities.  
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• Developed the Data Quality Module in DHIS2: PMI trained NMCP and Health Information Unit staff of 
the MOH on the implementation of a Data Quality Review in the DHIS2, developed standard operating 
procedures for the Data Quality Review and malaria dashboard to display malaria data quality indicators 
in DHIS2.  

• Supported data analysis and use: Implementing partner staff are supporting NMCP staff and other 
partners at the central level and in the North and Far North in the coordination of monthly data review 
meetings and in the development of bulletins and dashboards for data review and analysis. Ninety NMCP 
and MOH staff have been trained in data analysis and validation at the district level. 

• Supported FETP training programs: PMI supported two advanced malaria-specific FETP trainees and 
one cohort of frontline trainees in the North region. PMI supported the Directorate of Disease Control 
to develop training materials for a malaria-specific frontline FETP, and conduct the training for the North 
region. Support for a second cohort of frontline trainees from the Far North is planned. 

• Piloted a national surveillance assessment: PMI is supporting a pilot of the new WHO standardized 
assessment toolkit. Currently, the protocol has been finalized, Institutional Review Board approval has 
been attained, and the assessment is in the fieldwork phase.  

• Supported an ICT assessment: PMI supported an ICT assessment in the North and Far North regions in 
2020, which informed hardware and communication network needs for DHIS2 access. A total of 170 
laptops were distributed in 2020. 

PMI-Supported Planned Activities (FY 2021 with currently available funds) 

• Continue central level support for DHIS2: PMI will continue to support routine health information 
system strengthening and scale-up of DHIS2, and ensure quality of malaria data under that system in 
partnership with NMCP and the MOH Health Information Unit. 

• Complete the malaria surveillance assessment: Complete the pilot for the surveillance assessment that 
is currently in the field, including data collection, analysis, and dissemination of results. 

• Support NMCP to collect, analyze, and use routine malaria data: PMI will continue to support the 
Cameroon NMCP to streamline data collection, reporting, analysis, and use at the central, regional, and 
district levels. This will include support for the SMETWG activities; for data quality assessments; for 
district, regional, and central level data review and validation meetings; and for production of regional and 
national malaria bulletins. 

• Support FETP malaria-specific advanced and frontline training programs: The frontline training will 
include support for at least two additional cohorts of trainees, one each in the North and Far North. 
Training will be targeted to Chiefs of Health Areas, health facility staff, and malaria surveillance focal 
points in the districts (see also Section 3.5, Other Health System Strengthening). 

• Implement an MIS: Previously planned funds will be used to support a nationally-representative MIS, 
including testing for malaria parasitemia during the peak malaria transmission season. The MIS was 
planned to be implemented last year but was delayed due to the COVID-19 pandemic. 

Key Goal 

To support the NMCP to build their capacity to conduct surveillance as a core malaria intervention using high- 
quality data from both surveys and routine health information systems. 
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Key Question 1 

Which data sources are available to inform estimates of intervention coverage, service availability and readiness, 
and morbidity and mortality? 

Supporting Data 

Table A-14. Available malaria surveillance sources 

Source 
Data Collection 

Activity 
2019 2020 2021 2022 2023 2024 

Household Surveys 
Demographic Health 

Survey  
     P 

Household Surveys Malaria Indicator Survey   P    

Household Surveys 
Multiple Indicator 

Cluster Survey 
      

Household Surveys 
Expanded Program for 
Immunization survey 

      

Health Facility Surveys 
Service Provision 

Assessment 
      

Health Facility Surveys 
Service Availability 

Readiness Assessment 
survey 

      

Health Facility Surveys 
Other Health Facility 

Survey 
      

Malaria Surveillance and Routine 
System Support 

Therapeutic Efficacy 
Studies 

  P P P  

Malaria Surveillance and Routine 
System Support 

Support to Parallel 
Malaria Surveillance 

System 
      

Malaria Surveillance and Routine 
System Support 

Support to HMIS X X P P P  

Malaria Surveillance and Routine 
System Support 

Support to Integrated 
Disease Surveillance and 

Response 
      

Malaria Surveillance and Routine 
System Support 

Electronic Logistics 
Management 

Information System 
      

Malaria Surveillance and Routine 
System Support 

Malaria Rapid Reporting 
System 

      

Other 
End-Use Verification 

Survey 
X X P P P  

Other 
School-based Malaria 

Survey 
      

Other 
Knowledge, Attitudes 
and Practices Survey, 

Malaria Behavior Survey 
X      

Other 
Malaria Impact 

Evaluation 
      

Other 
Entomologic Monitoring 

Surveys 
X X P P P  

*Asterisk denotes non-PMI funded activities, X denotes completed activities, and P denotes planned activities. 
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PMI will continue to support the HMIS and the DHIS2 platforms, dashboard use, and updating, and ensure 
reporting on malaria indicators through the revised data collection forms. PMI supports biannual EUVs focused 
on the North and Far North regions. An MIS, originally planned to be implemented in 2020, will be fielded 
during the peak transmission season of 2021 due to COVID-19 delays. These surveys and assessment results 
will be used to inform programmatic decisions and monitor performance.  

Key Question 2 

What HMIS activities have been supported? What current priorities will be supported with FY 2022 MOP 
funding?  

Supporting Data 

PMI continues to strengthen the HMIS system through support for activities such as data collection, data 
validation, data quality assessment, and data use at the national, regional, health district, and facility levels (at 
select high-burden facilities). These activities include the development of tools and the establishment of 
standardized processes for review and validation of data. In addition, PMI has supported data reporting through 
the production of semiannual NMCP malaria bulletins at the central and regional levels. Regional and lower-level 
support is focused in the North and Far North regions. In addition, PMI is funding a pilot surveillance assessment 
using a new global toolkit. Results will serve as a baseline against which improvements in HMIS can be measured.  

Other investments in the HMIS are provided by other global partners. The Global Fund provides some support 
for printing registers and tools for use by health facilities and also supports some national level training to improve 
data use; significant gaps have been identified in the M&E portfolio. Funding for registers is inadequate and ICT 
infrastructure and equipment is insufficient to meet the current needs. These have been identified as gaps by the 
NMCP in the current NSP for Malaria Control.  

Key Question 3 

Are there specific outcomes of past/current HMIS strengthening efforts that can be identified? 
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Supporting Data 

Table A-15. Outcomes of HMIS strengthening efforts in the North and Far North regions as of 
June 2020 

Indicator Description North Far North 

Timeliness % expected reports 
received on time 

72.5% 63.8% 

Completeness Confirmed malaria cases for 
children under five years of 
age 

98.1% 98.4% 

Accuracy Suspect cases tested 77% 86.5% 

Accuracy Confirmed severe malaria 
cases 

78% 92.5% 

Accuracy Death from malaria 96% 91.5% 

*Accuracy indicators are based on 33 health facilities from the North and 29 from the Far North. 

The process of rolling out reporting HMIS data on the DHIS2 platform is still quite new in Cameroon. With 
ongoing support, the reporting completeness, timeliness, and accuracy should continue to improve. Because PMI 
support is primarily focused on the North and Far North regions, results above are limited to these regions. PMI 
is currently supporting a national malaria surveillance assessment with FY 2019 funds that will provide a baseline 
measure from which to measure progress. 

Key Question 4 

Are there any other considerations that impact your funding allocation in this category (e.g., strategic information 
or capacity-building in-country)?  

Supporting Data 

The NMCP has requested additional support for M&E activities related to the SMC campaign to ensure that the 
data that are being collected and reported are accurate. This includes use of the DHIS2 platform for recording 
and reporting SMC data and related data quality assurance activities.  

Conclusions for SME Investments  

The PMI support provided to date to the NMCP has been greatly appreciated and has led to concrete products 
such as the M&E plan and Routine Data Quality Assessment tools, as well as new processes that encourage a 
culture of data use, such as regular supervision, data review and validation meetings and production of malaria 
bulletins. Gaps still remain, such as the limited availability of registers for health facilities, which are challenging to 
fill with the limited resources available.  

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 
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3.3. OPERATIONAL RESEARCH 

NMCP Objective 

• Complete at least 80 percent of identified research projects. 
• By 2023, obtain and promote at least 80 percent of results from OR on the implementation of 

interventions in different thematic domains. 

NMCP Approach 
NMCP priorities include epidemiologic research, human behavior research, vector research, reinforcements of 
partnerships for research, and research on optimizing implementation of SMC with support from OPT-SMC, a 
project of the London School of Hygiene & Tropical Medicine. 

PMI Objective in Support of NMCP 

PMI is not currently supporting OR activities. 

PMI-Supported Recent Progress (FY 2020)  

N/A 

PMI-Supported Planned Activities (FY 2021—with currently available funds)  

N/A 

PMI Goal 

PMI will conduct PE/OR that helps to evaluate coverage of at-risk population, intervention quality, or delivery 
efficiency; study reducing malaria transmission and disease burden; test effectiveness of new or evolved priority 
interventions and strategies; or explore new metrics and mechanisms to assess intervention impact.  

Key Question 1 

In consultation with the NMCP, have technical challenges or operational bottlenecks in program interventions 
been identified that require PE/OR? How have they been prioritized?  
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Supporting Data 

Table A-16. Ongoing Program Evaluation and Operational Research 
Funding Source Implementing Institution Research Question/Topic Status/Timeline 

OPT SMC TBD 

What is the best strategy to 
implement SMC and ensure 
adherence to the 2nd and 3rd 
doses? 

Concept note submitted. 

Global Fund Local Implementing Partner Uptake of IPTp*4 Concept note being drafted. 

Key Question 2 

Are there specific challenges in any intervention areas that merit further exploration or research with the 
potential of establishing strategies or interventions applicable in the near future?  

Supporting Data 

In the future, small studies to better understand seasonal net use behaviors as well as who is using ITNs in the 
household (and when) will be important. There may be opportunities to leverage routine entomological 
monitoring to provide further insights on these behaviors. 

The Cameroon National Strategic Plan includes emphasis on larval source management (LSM). To support this 
initiative, a study combining SBC and vector control activities investigating acceptance and incentivization 
potential and LSM feasibility in agricultural sites could be explored. As a complementary vector control tool, LSM 
has the potential to combat both indoor and outdoor biting mosquitoes and may be effective in locations where 
breeding habitats such as rice paddies are productive for Anopheles spp, increasing exposure risk for surrounding 
communities. In particular, this will occur where outdoor biting by primary vectors occurs, where malaria burden 
is high, and agricultural larval breeding habitats have been previously identified.  

Key Question 3 

Are there any other considerations that impact your funding allocation in this category?  

Supporting Data 

With the existing gaps in funding for support of basic interventions the PMI budget does not allow for 
prioritization of OR/PE activities. 

Conclusions for Program Evaluation and Operational Research Investments 

N/A 
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3.4. SOCIAL AND BEHAVIOR CHANGE (SBC) 

NMCP Objective 
The updated NSP (2019–2023) specifies the following strategic objective for communication for development: 
“By 2023, at least 80 percent of the population, including special populations, are using malaria services and 
products.”  

The NSP continues to emphasize the important role of SBC, in addition to advocacy, social mobilization, 
capacity-building, and coordination among partners. Specific communication strategies included in the NSP are 
the following: 

• Communication for mass campaigns (ITNs, SMC). 
• Communication on the availability and use of malaria control products and services. 
• Communication to healthcare providers on adherence to guidelines and use of malaria services and 

products. 
• Communication during crises. 

NMCP Approach 
The review of the previous national strategy (2014–2018) recommended that the NMCP put renewed emphasis 
on communication in the fight against malaria, particularly on the role that political and religious leaders, civil 
servants, and CHWs can play in sensitizing communities to adhere to interventions. The new NSP highlights the 
importance of using diverse distribution platforms for communications, including traditional media (radio, 
television), new media (social media), existing networks for interpersonal and group communication (educators, 
CHWs, traditional artists), as well as better leveraging local leaders/opinion leaders, and educational 
entertainment (movies, songs). 

The updated National Malaria Communication Plan is currently under development. PMI is supporting the 
finalization of this document to ensure it is in line with the Roll Back Malaria (RBM) SBC Working Group’s 
guidelines and tools for national SBC plan development. This undertaking will further elaborate communication 
objectives, behavioral determinants, and approaches reflecting MBS results, other formative data, and alignment 
with the overall NSP goals and objectives. The prioritized behaviors relevant to the North and Far North regions 
will continue to focus on uptake of key behaviors, including consistent and correct use of ITNs year-round, 
prompt care-seeking for fever, regular ANC attendance, awareness and acceptance of SMC, and provider 
adherence to case management and MIP guidelines for quality service delivery.  

PMI Objective in Support of NMCP 

PMI supports the overall national communication objectives, but concentrates support on implementation of 
SBC, including M&E, in the North and Far North regions, as well as capacity-building and coordination both in the 
focus regions and at central level. This includes development of the national communication plan, supporting 
engagement in the global RBM SBC Working Group, establishing the national Cameroon RBM Communication 
Sub-Committee, as well as regional SBC Coordination Meetings in the North and Far North. There is good 
overall alignment between NMCP strategies and PMI support for communication approaches and prioritized 
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behaviors. Due to PMI’s focus in the North and Far North regions, PMI support for SBC takes into account the 
unique geopolitical, climatic, and cultural contexts unique to these regions that impact behaviors. PMI puts 
relatively less emphasis on advocacy activities and is increasing attention to community engagement efforts. PMI 
coordinates with other donors, namely the Global Fund, to ensure efforts are complementary; this is 
accomplished primarily through platforms convened by the NMCP (e.g., stakeholder meetings), but PMI also 
coordinates directly with the Global Fund for specific activities such as formative data collection.  

PMI-Supported Recent Progress (FY 2020) 

PMI supported the following SBC activities in FY 2020: 

• Finalization of the MBS report and technical briefs (MBS conducted in the North and Far North regions). 
• Support to 27 community radio stations (15 in Far North and 12 in North) to refine and broadcast 

messages, including hosting a radio content design workshop. Targeted messages include consistent use 
of bed nets, information on free case management for children under five years of age and free IPTp and 
ITNs for pregnant women at health facilities, and messages to prepare populations to the start of SMC 
campaigns.  

• Development and validation of the health facility-based providers and CHW training modules focused on 
service communication; these modules are parts of the larger health providers training curriculum 
implemented by PMI’s service delivery partner. 

• Coordination and support to the NMCP and other PMI partners to implement SBC for the 2020 SMC 
campaign including conceptualization of the “leader de menage” approach to use community champions 
to promote day 2 and 3 adherence by households. A difference of 12 points was observed in the “leader 
de ménage” pilot district compared with a similar control district.  

• Implementation of the design phase of a comprehensive qualitative formative research activity using the 
HCD approach to improve malaria diagnostic and treatment uptake for children under five years of age 
in the North and Far North regions (incorporating both determinants of community care-seeking and 
provider behaviors). 

• Facilitation of Leadership in Strategic Communication Workshop with NMCP leadership (10 staff), 12 
regional communication focal points, and five malaria implementing partners’ staff, to improve capacity 
for formative research, design, implementation, management, and M&E for SBC. 

• Collaboration with NMCP to organize quarterly coordination meetings with SBC partners at national 
level (Cameroon RBM Communication Sub-Committee), as well as monthly regional SBC Coordination 
Meetings in the North and Far North.  

PMI-Supported Planned Activities (FY 2021—with currently available funds) 

PMI will support the following SBC activities in FY 2021: 

• Dissemination of the MBS results via webinar and development of manuscripts. 
• Continuation of support to community radio stations for dissemination of radio messaging, including 

monitoring of radio broadcasts. 
• Implementation of the next design, development, and implementation phases in the HCD approach to 

improve malaria case management for children under five years of age, targeting service providers.  
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• Design and implementation of community-based SBC interventions based on the MBS results and the 
qualitative HCD activity. 

• Technical consultation for design of SMC SBC for the 2021 campaign. 
• Finalization of the NMCP SBC National Communication Plan. 
• Engagement with the global SBC community through participation in the RBM SBC Working Group and 

international meetings when possible (e.g., ASTMH, RBM SBC Working Group annual meeting). 
• Development of a malaria SBC Knowledge Management strategy. 
• Continuation of support to the national and regional SBC coordination mechanisms through regular 

meetings and agenda-setting. 

Key Goal 

Through the use of SBC interventions and in alignment with a country’s national malaria control communication 
strategy, PMI supports the uptake and correct and consistent use of malaria interventions, thereby improving the 
overall quality of malaria control efforts that will contribute to reductions in malaria. 

Key Question 1 

What behaviors is PMI proposing to prioritize through its SBC programming? What data support this 
prioritization? Will support be geographically targeted or national? 

Supporting Data  

Table A-17. Prioritized behaviors with FY 2022 funds 

Behavior 
Target 

Population 
Geographic 

Focus 
Justification 

Consistent use 
of ITNs 
throughout the 
year and 
proper net 
care 

All household 
members, 
particularly 
children 5 to 
17 years of age 

North and Far 
North regions 

While net use given access in the North and Far North regions 
appears high overall, further analyses of 2018 DHS data showed 
increased net use during high-transmission months with a 
noticeable rapid drop-off as data collection continued in the drier 
season. Children 5 to 17 years of age had lower net use than 
children under five years of age. The MBS also provided data 
suggesting net care behaviors (tying and washing) are problematic. 
Because ITNs are the sole vector control activity in the PMI focus 
regions, ensuring consistent and proper use of nets by all 
household members, as well as longevity and integrity of nets 
through proper care are programmatic priorities.  

Health worker 
adherence to 
case 
management 
guidelines 

Facility-based 
health workers 

North and Far 
North regions 

According to the 2018 DHS, with only 24 percent of children in the 
North and 13 percent in the Far North who should be receiving a 
diagnostic test presumably getting one (via recall of finger/heel 
stick), and only 13 percent of children in both regions receiving an 
ACT among all children treated with an antimalarial, provider non-
adherence to case management guidelines is a challenge. Other 
data sources, including the OTSS+, a recent qualitative study on 
provider malaria service delivery, and the 2019 MBS highlight 
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Behavior 
Target 

Population 
Geographic 

Focus 
Justification 

multiple factors influencing this issue: payment for services, lack of 
provider knowledge/training, and attitudes toward providers. 
These data sources also highlight opportunities or avenues to 
address certain issues, which will be a focus of SBC activity design. 

Early and 
regular ANC 
attendance 

Pregnant 
women, their 
spouses/ 
household 
decision- 
makers, 
ANC 
providers, and 
CHWs 

North and Far 
North regions 

The 2018 DHS data suggest that fewer women attend ANC in the 
North and Far North regions than the national average, and 
initiation of ANC may also be later in pregnancy for women in 
these regions (2014 data point). Overall coverage of IPTp3 is low 
at 24 in the North and 30% in the Far North. The MBS and 
complementary qualitative data collection provide insights on 
factors associated with ANC attendance, including lack of 
knowledge/awareness on timing and SP dosing, financial barriers 
that also seem to be linked to autonomy and household decision-
making, as well as community norms around ANC attendance. A 
multi-pronged approach targeting a variety of primary and 
secondary audiences is the proposed approach to improving ANC 
attendance in these regions. 

Supporting Data  

Key Question 2a 

For consistent use of ITNs throughout the year and proper net care, what gaps exist in understanding the 
barriers to the adoption and maintenance of these behaviors? 

The 2019 MBS found that there is room for improvement in consistent net use in households with an adequate 
number of nets (measured as sleeping under a net every night during the previous week) for school-aged 
children: a reported 84 percent of children under five years of age consistently used a net in the North and a 
reported 94 percent did so in the Far North; however, among children 5 to 17 years of age, only 70 percent in 
the North and 86 percent in the Far North did so. The MBS found that self-efficacy to hang, care for, and 
consistently sleep under an ITN is a significant predictor of net use. In the North, people were 3.8 times more 
likely to use an ITN if they reported high self-efficacy for ITN use; in the Far North they were 1.8 times more 
likely to use an ITN. Perceptions that others in the community used ITNs (i.e., social norms) was also significantly 
associated with ITN use. In the North, those with this perception of high community ITN use were 1.3 times 
more likely to use an ITN; those in the Far North with this perception were 2.5 times more likely to use ITNs. 
The MBS also provided an indication that net care behaviors could be improved: in the North, 42 percent of 
ITNs in the household were hung but not tied up to prevent damage; this figure was 53 percent in the Far North. 
A high proportion of nets were also improperly dried (i.e., left in the sun) leaving the net vulnerable to loss of 
insecticide and physical integrity. Promoting the proper care of nets will be an important component of ITN 
distribution and SBC. 

With respect to knowledge gaps, the MBS and DHS data provide a good sense of how SBC activities to promote 
proper ITN use and care should be designed. As the activities are refined and implemented, robust monitoring is 
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needed to ensure that messages are reaching and resonating with the target population. As those monitoring data 
are collected and analyzed, they will help to guide any SBC modifications needed. Additionally, small studies to 
better understand seasonal net use behaviors as well as who is using ITNs in the household (and when) will be 
important. There may be opportunities to leverage routine entomological monitoring to provide further insights 
on these behaviors.  

Key Question 2b 

For health worker adherence to case management guidelines, what gaps exist in understanding the barriers to the 
adoption and maintenance of these behaviors?  

There are fortunately a number of data collection activities that are helping to identify the factors that seem to 
influence provider behaviors and the quality of malaria care delivered to patients. These include the 2019 MBS, 
OTSS+ supervision data, and the more recent PMI-supported qualitative study of provider diagnostic and 
treatment practices using an HCD approach. These data sources seem to be mutually reinforcing in the themes 
they identify and are helping to validate anecdotal perspectives shared with PMI over the last couple of years.  

• Financial and costing issues pose a challenge for quality of care and the impacts manifest in different ways. 
Cameroon’s cost-recovery system compels health facility staff to generate income from services 
delivered to patients in order for the facility to remain operational. The patients bear the cost, even for 
supposedly “free” testing and treatment for children under five years. Facilities find other ways to 
generate income.  
◦ From the HCD work, we understand that women, who are responsible for the majority of care-

taking but often have limited financial resources, often delay taking a child for treatment. Men often 
do not become involved (e.g., by providing funds for healthcare) until the child’s condition has 
worsened, thus making the health facility visit a stressful (and expensive) experience for the 
caretakers. 

◦ The HCD work also highlighted a competition and tension between facility-based providers and 
CHWs, particularly when there is income to be generated from the provision of services. Some 
respondents indicated that facility providers will withhold supplying CHWs in order to maintain their 
income-generating stock of medicines at the facility. Data from both the MBS and HCD work suggest 
that communities favor CHWs over facility providers. 

◦ The cost recovery model also seems to impact availability of commodities at health facilities as they 
tend to place orders for medicines that generate income or use stockouts as a justification to 
prescribe other medicines they can charge for.  

• The OTSS+ data as well as the HCD insights emphasize the lack of knowledge on the part of providers 
on updated case management guidelines. Training has yet to be comprehensively rolled out. 

The PMI Cameroon team’s expectation is that additional insights will be gained from the subsequent phases of 
the HCD work which will focus on designing and testing solutions to these identified problems. These insights, 
combined with continued OTSS+ implementation, will shape the design of impactful provider behavior 
interventions that will be useful across PMI partners.  
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Key Question 2c 

For early and regular ANC attendance, what gaps exist in understanding the barriers to the adoption and 
maintenance of these behaviors?  

The 2019 MBS and the recent qualitative HCD work provide important insights to better understand barriers to 
early and consistent ANC attendance to enable women to receive as many IPTp doses as possible.  

• Factors that seem to influence ANC attendance include knowledge and socioeconomic status or financial 
autonomy. A 2018 NMCP study assessed issues around cost of health service delivery and found that less 
than 60 percent of women nationwide were aware that SP is free during pregnancy. A recent PMI-
supported qualitative study reinforced this for the North and Far North regions in identifying that 
women’s financial dependence on husbands and lack of communication between couples was a 
contributing factor for delayed care-seeking (Breakthrough Action Insight Report, draft 2021). The 2019 
MBS also found that lack of knowledge on SP dosing and timing of ANC visits were important predictors 
of women’s intention to seek ANC.  

• Community norms also appeared to be a significant ideational factor in the MBS: women in the North 
who perceived IPTp to be a community norm were 1.6 times more likely to report an intention to go to 
ANC; this figure was 1.7 in the Far North.  

• According to the MBS, positive attitudes and self-efficacy were also important predictors: Women in the 
Far North with positive attitudes were three times more likely to report an intention to seek ANC; 
women in the North with a higher perception of IPTp response efficacy and more positive attitudes 
toward ANC and IPTp were roughly twice as likely to intend to go to ANC.  

There is an opportunity for a variety of actors to support early and consistent ANC attendance by pregnant 
women in the North and Far North, including spouses to promote joint decision-making and community norms 
supportive of decision-making. Health workers, including CHWs, will also play an important role in encouraging 
return ANC visits. PMI is supporting the implementation of a coordinated SBC campaign targeted to community 
members and health workers to increase ANC attendance in these regions.  

Key Question 3 

What is the country’s capacity to design, implement, and monitor SBC interventions at the national and 
subnational level?  

Supporting Data  

PMI has made important recent investments to bolster capacity for SBC in Cameroon at both national and 
regional levels. The NMCP now has a management team trained in the design and implementation of SBC 
programs and holds regular SBC coordination meetings at the central level. COVID-19 Risk Communication and 
Community Engagement communication platforms have actually provided an opportunity for improved 
coordination, and the NMCP’s engagement in the RBM SBC working group has helped to ensure that the 
National Malaria Communication Plan is being developed in line with global guidance and tools. Recent formative 
data collection activities, both quantitative for the MBS and qualitative for the HCD activity, have provided 
additional capacity-building opportunities for behavioral research and program design. With a relatively strong 
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foundation at the central level, there is room for improvement at the regional levels with respect to the cohesion 
of the regional SBC working groups.  

Conclusions for SBC Investments 

PMI will support a variety of SBC activities based on rich formative data collected to date in the North and Far 
North regions. These activities will include community-level interventions to promote consistent net use and 
proper net care throughout the year, particularly during lower transmission points of the year when use drops; 
special attention will be paid to promote net use by school-aged children as a group that may have relatively 
lower use. Health workers will also be targeted to ensure proper adherence to malaria case management 
guidelines and overall quality of service delivery. Specific SBC activities will be shaped by the ongoing HCD 
process and will focus on behaviors that are not simply the result of lack of training (e.g., how to properly 
perform an RDT), but are more entrenched and may be perpetuated by systems in place (i.e., cost recovery 
model). Though these issues are complex, the HCD approach will take multiple perspectives into account to 
identify solutions that can have an impact. These approaches will include community level interventions that 
address community perceptions and expectations of treatment for uncomplicated malaria and attitudes toward 
health workers with the intention to address patient preference for injectable treatments. ANC attendance to 
promote improved IPTp uptake is another priority behavior for which multiple audiences will be engaged: CHWs 
for outreach activities to pregnant women; local leaders, peer networks, and community champions; ANC 
providers; and pregnant women and their spouses. No additional formative research is planned; rather, the focus 
is now on interpreting findings from formative research to design impactful programs and monitor outcomes. PMI 
will continue to support capacity-building at national and regional levels through continued engagement with the 
global RBM SBC working group; support for national and regional SBC coordination mechanisms; and 
participation in conferences and workshops. There are no proposed changes in support level for SBC activities 
from FY 2020.  

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 

3.5. OTHER HEALTH SYSTEMS STRENGTHENING 

MOH Objective 

• The Government of Cameroon is working to implement a phased strategy designed to move the country 
toward UHC over the next five years. 

• PMI investments, including SMC, IPT, and clinical and community service delivery strengthening directly 
contribute to this effort. 

• PMI is contributing to efforts to strengthen central and regional staff capacity in SM&E, SBC, and diagnostics 
nationwide.  

• At the same time, PMI will benefit from increased coordination and harmonization as some of the 
unintended incentives created by the different funding mechanisms are addressed (e.g., concentrating 
treatment in facilities instead of the community, or over-prescribing certain medications). 

NMCP Objective 

By 2023:  



 

 
 

87 

• Bring at least 80 percent of health personnel to implement activities against malaria in accordance with 
national directives. 

• Respect management procedures in the implementation of 100 percent of planned activities. 
• Mobilize at least 80 percent of the necessary funds to implement the national strategic plan. 
• Activate at least 95 percent of mobilized resources at all levels of the health system. 

NMCP Approach 

• Provide working sessions on UHC at all levels of the health pyramid. 
• Strengthen refresher trainings and integrated outreach supportive supervision for implementation of 

planned activities at all levels of the health system. 
• Build NMCP national and regional capacity to provide support for program implementation, including 

communication, governance, and financial management. 

PMI Objective in Support of NMCP 
• PMI goal is to continue to support capacity-building activities to strengthen not just health service 

providers, but also NMCP staff and regional and district technical teams, in the implementation of the NSP.  

PMI-Supported Recent Progress (FY 2020) 

• Supported the NMCP to coordinate technical and implementation partners, as well as to improve 
program management.  

• Supported FETP malaria-specific Frontline Training programs and residents participating in the Advanced 
training cohort. The Frontline Training supported one cohort of trainees in the North region and another 
one in the Far North. Advanced training support was provided to two residents engaged in malaria 
projects and mentored by NMCP staff (see also Section 3.2 – Surveillance, Monitoring, and Evaluation). 

• PMI-Supported Planned Activities (FY 2021—with currently available funds) 
• Supported the NMCP to assist them in their role of coordinating technical and implementation partners, 

as well as opportunities to build capacity via conference and workshop attendance (national or 
international) to improve program management. Office management support is included.  

• Supported small project grants for which Peace Corps volunteers can submit applications and potential 
support for a third year malaria volunteer. 

• Supported FETP malaria-specific Frontline Training programs and residents participating in the Advanced 
training cohort. The Frontline Training will include support for at least two cohorts of trainees in the 
North and Far North. Training will be targeted to malaria focal points at health facilities and hospitals. 
Advanced training support will be directed to two residents engaged in malaria projects and mentored by 
NMCP staff (see also Section 3.2 – Surveillance, Monitoring, and Evaluation). 

Key Goal  

Ensure PMI’s priorities are well represented through the advancement of UHC and support for FETP and Peace 
Corps. 
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Key Question 1 

How do the ongoing efforts to support the UHC strategy and PMI’s support to the FETP program and Peace 
Corps support the advancement of PMI’s priorities? 

Supporting Data  

USAID/Cameroon is supporting the development and implementation of UHC strategy through non-Country 
Operational Plans U.S. President’s Emergency Plan for AIDS Relief funding provided by the Sustainable Financing 
Initiative within the Office of HIV/AIDS. The first phase of the UHC strategy, which will hopefully begin in 2022, 
seeks to build on and standardize existing structures offering free or subsidized care, particularly to pregnant 
women and children under five years of age, including the World Bank’s performance-based financing and the 
French and German supported Cheque-Santé. 

In the context of decentralized administrative authorities, there is opportunity to work with communes, health 
committees, and civil society organizations to coordinate the implementation of integrated community case 
management and promote good governance and community engagement at the health area and district levels for 
improved services quality.  

Examples of studies implemented through the FETP program include the following: 
• Evaluation of Resource Availability for Malaria Case Management of Under-Five Children in the Far North 

Region of Cameroon. 
• Investigation of a malaria epidemic in the Minawao Refugee camp in the Mokolo Health District. 
• Investigation of Seasonal Malaria Chemoprevention for Under-Five Children using Sulfadoxine-

Pyrimethamine and Amodiaquine in the Far North Region of Cameroon: A Quasi-Experimental Study. 

Currently, Peace Corps Volunteers have been evacuated from Cameroon due to the COVID-19 pandemic. 
PMI’s support to Peace Corps in Cameroon assumes that a volunteer program will be restarted and will fund 
small projects grants to support malaria projects implemented by Peace Corps Volunteers and fund a third-year 
volunteer who can be embedded with a PMI implementing partner.  

Conclusions for Additional HSS Investments 

With FY 2022, PMI will capitalize on the opportunities for community engagement in the context of 
decentralization by supporting meetings for community and district health committees to improve health 
governance, an important part of Cameroon’s new community health strategy.  

Funding for FETP and Peace Corps is planned to further support malaria prevention nationally, and surveillance in 
the two focus regions. PMI will also support the implementation of the new community health strategy (2021–
2025) and further engage with civil society organizations for improved coordination of iCCM activities and 
governance.  

Please see FY 2022 PMI budget tables for a detailed list of proposed activities with FY 2022 funding. 
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