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I. INTRODUCTION

The focus of this »ssassment is on the delivery of health services to
rural areas in %ameroon. Such a perspective is in keeping wfth USAID's nealtn
grogram, which is supportive of the Agency's overall objective to increase
food production., Special attention has been paid by the authors to the
situation in the newly created South and Adamaoua provinces because those ware
specifically recommended by the Ministry of Health as priority for a USAID

health program.

Because of the impact of disease and poor health on productivity and the
fact that 70% of che hezlth problems are amenable&fs cost effective and basic
irterventions, continued USAID assistance to health improvement in Cameroon is
justifiable from a developmental perspective. 1In addition, by %he year 2000,
the ratio of Camerocon's consumers to food producers will incre2ase three <old.
For these reasons ?lone, investn2nt to reduce loss of the fcod producing
pocpulacion due to disease and premature death is an integral part of a

balanced development strategy.
I1. CAMEROON PRESENT HEALTHY 3ITUATION

Thé Republic of Cameroon covers 465,402 km2 offering an ecological range
from desert in the far North te tropical forest in the South. Its pcpulation
at the beginning of 1986 1s estimated at 10,446,400 (based on the 1976 general
census) and includes about 93 different ethnic gréups. Of this porulacion,
one-fifth are officially Anglophones and the rest francophones. The official
languages are at best, sescond languages and a major part of the population
Speaks oniy their ethnic dialect. Although the urban population accounts for
36% of the total populatidn, this ratio is expected to rise steadily in the
next years. Urban centers are epected to continue to grow and will contain
over half of the total population within the next ten years. Population
densities vary widely from area to area (from 6.8 inhabitants/km2 in

Adamaoua and 8.6 in the South to 95.7 in the dest).

The age structure of tne population is growing steadily younger (55% under
20) due to an increase in fertility (6.5 total fertility rate in 1982) and a
decrease in childhood mortality. The population growth is presently estimated.

at 2.6% per year.
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Canmeroon belongs to the group of lower middle iacome countries with a per .
capita income of 390 U.S. dollars, 1982 estimate. However, an infant
mortality rate presently estimated at 105 per/1000 and life expectancy of 52
years are still comparable to those of lcw income countries. Estimates of
mortality in the rural aceas make the discrepancy between Pper capita income

and life expectancy more dramatic.

An analysis of morbidity and mortality patterns show a predominance of
infectious and communicable childhood diseases. The present system of data
collection, does not provide reliable epidemiologié%l data on a coraunisy

level. Existing data usually reflect the situation at the hospital level,

Major causes of mortality include measles, tetanus, acute respiracory
infections, and malaria. Diarrhea. disease and perinatal death (in particular

neona:ial tetanus) are under reported.

The major causes of out patient consultation are malaria, intestinal
parasites (and in particular hook orm and amoebiasis), skin diseases, throat
infections and acute respiratory infections. Sexually transmitted diseases

are another major cause of morbidity for 15 to 44 vears olcd pacients.

A WHO survey :in 1983-and 1984 on diarrheal diseases reported 50% of :infant
deaths were diarrheal-related and children suffered from 3 to 6 episodes a
¥ear. Thirty-five percent of d.arrhea incidents are due to rotavirus
infection. Outbreaks of cholera occur every 2-3 years. Diarrhea is not only
related to diseases like cholera but also to socic-nutritional factors such as
inadequate weaning. Poor environmental health, sanitation, and water sources
are significant faccors contributing to the nigh iacidence of diarrheal

disease.

Malaria (P. falciparum) is holoendenmic, particularly in the tropical
forests. There is evidence of recent, progressive chloroquine resistance.

The recent emphasis on the expanded immunization program is believed to
have reduced the incidence in whooping cough, poliomyelitis and measles.
dowever, no reliable community based data are available and under regorting of

casts is especially high in rural areas.



Other major endemic diseases include tuberculosis, leprosy, arnd
cerebrospinal meningitis; Preliminary mapping of guinea worm disease shows i=
as prevalent in the North and in some areas of the South. With increasing
migration, this easily controlled disease will spread. Guinea worm tends :o
occur at the height of the agricultural seascn and frequently incapacitates

agricultural workers for up to one full month.

Although the 1978 National Nutrition Survey shows a rate of 22.4% for
chronic malnutrition (under 9Y0% height for age) in the rural areas (this is
compatible with figures in neigﬁborinq count:iesT,"acute ma.nutrition {under
80% weight for height) was found to be only l.1%.for children under five vears
of age. Malnutrizion is still felt to be a mafS?-problem tin particularz in
Adamaoua province) and is generally due to socio-cultural factors rather than
to shoctages of food. Due to ethnic, envicronmental and economic diversity in
Cameroon, the edpidemiological patterns and the mortality.‘morbiditzy profile of

the population vary widely from cne region to the other.
III. DELIVERY OF HEALTE SERVICES
A. Historical Evolution of Health Policies
1. Government of Cameroon.

At independance, Cameroon inherited a. colonia) health system characterized
by vertical programs and an excessive emphasis on curative facilities {mainly
hiospitals in urban areas). From independence the governmant has committed
ltself to provide free medical care to its constituents. The governmaent of
Cameroon has allocated up to 6.3% of its rotal budget to health. WHO
recommends an average 6f 108, 7This decreased to a bresent rcate of 4.6%, but
still represents 312.6 per capita spending in health which places Cameroon at
a comparatively high level as compared to other African countries. It is
interesting to note that unlike most African countries, Cameroon does not rtaly

entirely on external aid assistaznce for health investment.

Following the Alma Ata conference ir 1978, the government of Cameroon
adopred the principle of ®"Health for All in the vear 2000" and consequently

the fifth 5 year plan (1980-8%) introduced new orientations:



- extension of coverage of health services
- inteqration of public health services

- priority to preventive medicine

- participation of the community.

This required drastic changes in health Strategies and allocation of
fesources and the MOH was faced with major problems due to institutional and

financial constraints.

The past five years can be considered a transition period. Lessons are
emerging from experience and measures are being *akeg 80 turn the general

philosophy of Primary Health care for all into viable programs.
2 USAID Involvement in health in Cameroon

From 1961 to 1985, USAID's total assistance to Cameroon has been 3180
million. 7Tais tepresents both direct and indirect assistance. Initially,
USAID's bilateral issistance attempted to respond to a variety of regquests
from the government. 1In the 70's, AID's focus shifted towards Strengthening

of institut.onal capability.

USAID's suprert to GRC in health began in the 13960's with the provision of
measles vaccine and water supply development. The Mission alsc helped develop
the Universi:y Center for Health Sciances (CUSS) which trains most of the
nation's doctors, nurses and paramedicals. Support was also jJiven to child
feeding programs through PL 480 and tre Streng~hening of health delivery
svstems. (ﬁ.T.H.E. proiect). .

At the beginning of the fifth 5 year plan, confronted with institutiocnal
problems and a lack of consistency in GRC's Policies in the health sector,
USAID adopted a "wait and see" attitude and concentrated on agriculture and
education programs in Cameroon. USAID/Cameroon pursued an assistance Strategy
that was low-keyed and responsive to MOH interests and requests. Since there
were no bilateral health Programs, USAID has made extensive uyse of regionally
and centrally funded projects to raspond to assistanre requests. This
assistance has covered a wide spectrum of aétivities to both private and

public sector institutions.
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The fallowing is a summary of USAID's early interventions in health:

1 Measles vaccine campaign (1965-73)

2. Water Supply Development (1966)

3. North Cameroon Rural Health Services (1975-92). Through a grant to
Catholic Relief Sarvices, USAID provided support for the
strengthening and expansion of Catholic Mission's health services in
North Camerocon. Under this project, community level health workers
were trained as auxiliary nurses at Tokombere,

4. Infant mortality study. Through a Yaounda Based regional research
institucion, IFORD, USAID sponsored a studx‘ybich identified
morbidity i1ncidenc: and rates of infant mortality in Francophone
Africa.

5. University Center for Health Sciences (CUSS). <CUSS is develoging the
capability cf health staff in delivery uf preventive health services
(1973~79).

6. Nutrition advisory services (1979-82). An advisor was provided to
the Ministry of Economy and Plan to assist in the formulation of a
national nutrition strategy.

7. Mandara Mountains Water Resourc (1979-83). The procram provided 35
water catchment dams and health education.

8. Practical Training ia Health Education (1979-82). pTYE developed a
healcth education training program respcnsive to the health conditions
of rural population. )

9. PL 480 pre-~school child feeding program (1977-83). The project also
provided mothers with health/nutrition information.

10. ‘Sérenghtening Heaith Delivery System (SHDS) {1378-82). This regional
project focused on training in management of health delivety systems
in rural areas,

11. Northern Wells (1980-84). Potable water, sanitation and health

educaticn was provided to 92 rural communities,

In the population sactor, recent USAID/Cameroon projects have provided
technical and financial assistance to various private and government
institutiors. This assistancé has covered - wide variety of activities
including support of: demographic data collection and analysis, awareness
raising and policy analysis; transfer of microcomputer hardware and software;

contraceptive supplies and equipment; training in information, education and
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communicacion skills in family planning and in services delivery; and

biomédical and social science research.
8. Present Delivery of Health Services
1. Ministry of Health

a, Organizational Structure of Ministry of Public Health (MOPH)
The organizational structure of MOPH (see Appendix I) as published in

1981, encompasses 4 directorates:

(1) The Division of Public Health which is responsible for administration
of cura:zive medical services offered in urban and rurail hospitals and
dispensaries, .

(2) the Division of Preventive Medicine and Public Hygiene which is
responsible for surveillance, environmental health, immunization,

MCH, and control of communicable diseases,

(3) the Division of General Administration which manages the budget of
the MOH and is responsible for pracurement of materials and transport;

(4) the Division of Studias, Planning and Health Statistics waich is
responsibie for short and long range health planning, programming,

and evaluation.

The published organization of the MOPH does not raflect the present
struccure of MOPH., The major changes that have taken place are a result of
the new nealth strategies initiated by the fifth and sixth Five Year Plans.

However, no new chart nas yet been officially adopted. *

Reorganization of services from the colonial system to the present
structure has been a slowly evolving process. The reorganlzation is, however,
very positive. The vertical structures previously operating were a major
limit~tion for effective integration ¢f basic health care services. Primary
health care was added somewhere half way between curative and preventive
services. Duplication was unavoidable and the internal lack of coordination
at the central level had major consequences on the delivery of health services

in the provinces.
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Actompanying the reorganization were changes of people in key positions.
Younger staff with more adequate training and field experience ware blaced in
charge of programs. Although difficult to document, this effort is an

essential step towards better management.
b. Pyramid of Healch

Camerocon is divided administratively into provinces, divic‘ons
(departements) and suhdivisions~(arrondissements).' n theory, the
orjanization of health facilities reflects this hieranchy and is usually

divided in three tiars:-
(l.) Primary care

The large villages in Cameroon are organized as "villages de santé® or
healith villages. =zach village has a "case de santa" supposedly built by the
village and staffed by community health workers (CHEW). The CIW's receive
basic training at the <u:bdivision hospital and manage a village pharmacy on a
cost recovery basis. They are theoretically supervised by both the
subdivision hospital staff and by che neighbouring heaith centre staff.
S2rious illnesses and injuries are tefarred to the health centre. The
"village de santé" constitytes the first contact between the pogulation and
the health services.

The Elementary Health Center (EHC) is the smallest government facility and
is desigan to serve 5,000 people. It is theoretically staffed by five
People, headed by a certified nurse (two years training after secondary
school), nursing assistants. (one year training after primary school), or

health werkers trained on the job.

The Developed Health Center (DHC) has heds for maternity patients and
short term care, and is supposed to have a staff of 11 persons, includ;nq a
state registered nurse (4 year training), assistant nurses and health aides, a
laborgtory technician and a sanitary technician. It usually serves over

10,000 people.



(2.) Secondarv Care

The subdivisional qospital has basically the sape facilities as a DHC bu

staff includes a doctor and several certified nurses.

The divisional hospital has two deneral practitioners, one surgeon, one

obstetrician and a relatively large nursing and technical staff,

(3.) Tertiary care is carried out Ly provircial and central nospitals
whers specialized care is ava.lable.
<~
‘2 -
At this stage, operational constraints do nct allow this theoretical model
to function as conceptualized. Patiants tend to ctoose a health facility

based on distance and availability of service.
c. Jdelivery of Basic Health Care

This section focuses on the first tier of the pyramid cof health. As this
tier is nearest *o the rural Pcpulation, it is the most critical level to

strengtnen so a3 to decrease infant or childhood mortality rates.

The essential accivity of EHC, DHC, and subdivision hospitals ara
Sut-patient clinics. Major motives for consultation appear to be malaria,
diarrhea related diseases, acute cespiratory or throat infections, skin
diseases, measles (although this is less frequent since immunization coverage
improved), sexually t-ansmitted diseases, wounds and infections, back pains,
fever, headache, etc. Malnutrition in children is often discovered in
relation with another symptdm. Patients come for curative services and health
centers have essentially developed around such services. Most of the symptoms
dre amenable to simple and inexpensive measures which do 10t require
sophisticated diagnostic skills and equipment. As such, they can be

standardized irto cost-effective protocols.

At this stage, most existing facilities, particularly those in the rural
areas, are unable to answer patients' demands. A general problem is the
insufficiency of drucs supplied to the health centers. This problem is
compounded by the fact that both health'staff and population have developed

habits of over-prescription and often demand crugs that are not essential. A
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vicious ci1:cle results: if drugs are not available, patients will not show up,
and the haaith staff will invest their intarests somewhere else. Thus both
the initial investment in the health/facility and the recurrent costs
{essentially salaries of underused staff)'become not only a waste of much

needed resources, but also bring about the loss of credibility for government

basic health care services.

At the community level and among many health professionals, the prevalent
attitude towards diarrheil disease contral is still the use of drugs ‘
(sulfamides or antibiotics) and, in case of dehydration, intravenous
solutions. Homemade soliutions like 'eau de riz* Tiice water, are commonly
used. Most health people have heard of ORT and homemade rehydration solutions
but these are not yet integrated in the existing curative routine, nor are the
tasic aspects of prevention through improved hygiene, water use, and

sanitat:.on.

Presently, the government program for immunization is in general carried
out in national campaigns. Rural health centers do not have facilities such
as refrigarators that would enable them to carry out this function on a
reqular basis. Rural health centars are only used as vaccination postcs where
mobile teams will come on a predetarmined day. Since there is no exis ing
census of the tarcet population ‘children and Pregnant women in neighbouring
communities) the immunization program is limited to people Who were informed
and willing to bring their families for immunization. Cameroon's Zxpanded
Program of Immunization {(E.P.I.) is based on a system in which fixed health
facilities are expected to deliver 70% of all vaccinations. Mobile teams are
2xpected o provide -he other 30% coverage.

Malaria is also a major problem but chloroguine often runs out. Another
drug widely used is injectable quinine (Quinimax). Prophylaxis for pregnant
women is said to be not possible in the absence of a reqular supply of
c¢nloroguine. However since pregnant women do not usually attend antenatal
services, the lack of chloroquine is a secondary issue. There are no lists of
pregnant women, there is no incentive for them.to come to gdovernment centers.
In spite of a higu prevalence of anemia in some regions, iron tablets usually
run out. Little attention has been paid to cultural beliefs and customs that
will enccurage women's participation'in such activities or make the MOH's

servi.es acceptable to them.
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Nutrition and growth monitoring is not well instituted. Acute
malnutrition seems fairly common in certain areas and among certain ethnic
droups. It is often linked to sociocultural problems such as inappropriate
weaning practices racher than to actual shortages of food. Loacal practices,
customs and beliefs are often viewed by trained nurses from a diffarent ethnic
origin as "backwards®. Little effort has teen made as yet to collect
information and design educational materials adapted to specific socioeconomic
and ecological conditions. Nutrition education 1s almost non-existant.

Growth charts are not available in most health centers. When scales exist, it
1s usually eizher the bathroom type scale for adults of %he *pése bebés® for

infants.

It is obvious that child spacing could help overcome some problems in
mother and child health. However thic i35 nct believed to be a need in the
under-popuiated areas of Cameroon, especially “he predominantly Moslem North,
and would conflict with most existing customs and beliefs. People however are
very concerned about Sexually transmitted diseases. Addressing this problem
is essential, JIndi-ectly, the two issues are telated. Operational research
to identify target populations and design appropriate messages emphasizing

health education is an essential first step.
d. Support systems

{1.) sStaff allocation, training and supervision: At the level of
basic health zare, the primary concern is existing nursing staff., These
include state reqistered nurses, certified nurses, nursing assistants and
*matrons®. At present, there are two government schools for nursing and
midwifery: one in Yaounde for Francophones another in Bamenda for

Anglophones. Training for certified nurses is slightly more decentralized
with nursing schools in 8amenda, Douala, Bafoussam, Garona, Bertoua and Ayos.
Once trained, staff is appointed by the Ministry of Health at the central
level. GRC policy in appointing health workers is based on the assumption
that sociocultural mixing should promote national unity and level off regional
inbalance. As a consequence, nurses are usually posted to an area they do not
know. It can be argua:d thac this has a Practical advantage in that the nurses
are subject to less social Dressure from their patients. Qowever, it often
results in misunderstandings with the local population and hence in reduced

efficiency in their work.
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At dresent, there is no formalized system for in-service training of
existing staff. Technical skills tend to diminish as staff are not Kept up to
cate with new techniques such as ORT. There is a strongly expressed need for
increased on-the-job training by nurses, laboratory technicians, and other

Categories of health professionals.

Due to che insufficient number of trained midwives, " matrons® are trained
in the divisional hospital to perform deliveries at the health centers. This
system seems to be well accepted. Most nurses are male and as such have
little access to gyneco-obstetric problems in some areas’, especially in “he
North. Staff supervision is often theoretical since the Divisional Service
for Preventive and Rural Medicine do=2s not always have‘gfe means of
transportation or the budget to carry out its supervisory resronsibilities.

On the whcle there is very little accountability in the system. Personnel
decisions rest with che central level and civil servants are seen as

impcssible to fire, -

(2.; Drug Supply: Pharmaceuticals are distributed free of charge to MOPH
unics. It is common knowladge that the government drug supply system has
become increasingly ineffective over the years and blatantlvy biased towards
uroan areas and tertiary care facilities. The recent increase in the numkters
of basic health facilities has made the situation worse. Health centers are
supplied frem the divisional .level, itself supplied by the prcvincial level.
Until now, drugs were sent to the province from the central pharmacy once a
Year. The anounts ware invariably iasufficient, the types of medicine and
quantities were standard and based on no ordering system. In some cases, this
resulted in stocks of drugs that were completely inappropriate to the needs of
the province. In addition it has been estimated that over 30% of medications

do not rerch the clients.

However, the pharmaceutical situation seems to be improving. The
government is now in the process of modifying supply procedures, although no
official document exists as of yet on the present policy. The Central
Pharmacy has been closed and a National Pharmaceutical Office (ONAPHARM) was
created in August of 1985. Deliveries to provinces seem to be more f requent.
An essential drugs list for the country does not exist yet but ordering lists
for basic health facilities are being introduced. It is still too soon to

realize an improvement in the rural dreas. When drugs ate available, thev are
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provided free of charge to the patient. While nurses write down their
prescripticns in the nut patient book, there seems o be RO, supervised
inventory and accounting svstem. Murses commonly deliver prescriptioun slips

to their patients who must purchase the drugs from a pharmacy.
The government is trying to promote altarnatives:

At the village level, village pharmacies have begun and are managed by a
community health worker. The chance of success for vx‘lage pharnacies
seem fairly good since the village traditional struc:u'e acts as an

efficient supervisory system.

Municipalities ara encouraged to start pro-pharmacies when no private
poarmacy exists. Thare are cnly 117 propharmacies at this time. These
buy medicine from the Ministry at cost and are run by a nurse under
supecvision of a doctor. Their margin of profit is limited by law to

10%. However lack of supervision and unethical Mmanagement of-en undermine
what could, in theory, be a good system. Purthermore, propharmacies are
nut permitted to open in towns in which there is a private pharmacy and

have to close if a private pharmacy opens.
(3.) Other Factors

Mgst of what has been said for drugs applies to equipment, maintenance of
services, and other expenditures required for the cperation of health
facilities. An almost non-existent management system both ac health center
level and at supervision level results in a lack of supervision and

accountability.
e, Financing of Health Services

The major problem for Cameroon's financing of health services is an overly
ambitious investment program and severe under-financing of recurrent costs.
In the short term, such a program achieves higher politicail viéibility but in
the long run it is counter p:oductive, since facilities cannot be sustained.
The imbalance betweern cural and urban areas continues despxte official
attempts to reduce it. In 1985 the GRC/MOPH allocated 5.1% of its budget for

recurrent expenditures. It seems that the continuing investment program still
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does not “ake into account the recurrent costs. The consequences are in a way
limited by the fact that the investment program reqularly fails to meet its

targets, due to a lack of absarprive capacity rather than to 3 lack of funds,

The global insufficiency of recurring costs financing is further
compoundec by a gross imbalance in the allocation of resources. Salaries in
1985 accounted for 72.7% of the operating budget. Data on the further

breakdawn of non-renewable expenditures were not available. The ratio of non

renewable items (without which health facilities cannot operate) tn salaries

7
in 1985 was 0.367 which reflects a nighly unhealthy s$ituation. The dersonnel
share of operating costs is greater in lower level facilities and can reach

o’
98%. The remaining budget for drugs, medical sugolies and maintenance is

therefore totally inadequate.
2. Other Government Institutions Involved in Delivery of Health Services
a. National Social Insurance Pund: (Ministry of Labor)

This institution is an important factor in the delivery of healch
services. TIts target groups are the employees of the public and Jrivare
sectors which constitute approximately 1/4 of the total populatior. Wizh
Jyrtan migration ié i{s estimated that this target group will increase in *:he
near future. As this pcpulation is concentrated in the uban or industrial

areas, the fund at this stage has little impact on rural areas.

The fund's services are intended to complement these of khe government.
Zxisting héalth facilities include:
iospitals (MSC) with 120 beds each (plans are underway for axtension to
240 beds)
4 MCH clinics for ambulatory care, staffed by at least 8 health

professionals ineluding a physician.

Within the context of the sixth five Year plan, the fund is planning to
expand its services to the North and the South adding hospital facilities. <In
Yaounde the fund plans to experiment setting up neighbourhood clinic units

attached to the existing hospitals.
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As in MP% facilities, consultations are free and prescriptions for drucs
are given. The fund's nealth services, both nospitals and MCH clinics, are

ocen to everyone and not just to registered members.
b. Ministcy of Agriciulture

The Division of Coummunity Development coordinates development acﬁivities
at the community level. The community development programs usually include 3
sectors: educational action, women in agriculture, and technical action. At
the provincial and "departement® level'chere is a chiLf‘of community’
development. This person is assisted by 3 technical goordinators who, at the
*departement”® level, work with community developmedé;agents trained to carry
out each of the activities at :he village level. Their primary responsibility
is in the provision of improved water sources and sanitation. As anbinteg:al
parz of this program, they emphasize cocrumunity participation. The Jivision
for Community Development imolements its activities through international
PVOs, including CARE and Save the Children. The provision of Primary Eealth

Care has become an integral part of their water and sanitation activities. It

seems, however, there is little coordination with MOPH staff on the field,
c. Ministry of Social Affairs

wWithin the context of ®"responsible pzrenthood®, the Ministry of Social
Affairs provides family planning information. This Ministry receives USAID

funding for studies intended to better communicate family planning information.

4. Ministry of Women's Affairs
This Ministry is develobing its outreach activities which enpha si ze
participation of rural women in the various developmental activities. Many of
their programs place great emphasis on preventive health information. This
Ministry has a staff of 34 permanent animators and 376 group leaders located
in all the provinces who work in the village health centers, women's centers

and cooperaktives.



-] 5=

3. Confessional ?rivate Sector

“Yore than one third of all healch facilities are operated by the privace
religious sector and most operate in the rural areas. However, the propecrtion
of services rendered is higher as utilization of private services is greater
than at government health units. There are two major coordinating
organizatiocus: the Pederation of Zvangelical Churches and Missions of Cameroon
(FEMEC) and the Cathoiic Health Services. Each maintain a medical liaison
office in Yaounde. Both organizacioq receive subsidies from MOPY annuallvy.

L 4
These amount to 1.5% of their operating budgets. °

-~
el

There is great autonomy among :he church and mission clinics in “heir
provincial health services. This results in a great diversity of health
pregrams. The health liaison offices in Yaounde work on a consultative Sasis

and are working towards the following strategies:
dealth facilities will respond to the population's demand for services.

Services will operate on a cost recovery basis and acapt fees to the

sociceccnomic context of the catchmenc area.

?reventive medicine and outreach programmes will be funded where possibia

usi1ng outside donor assistance.
All programs are working towards Camerocaization.

rhe'p:esent document does not pretend to draw up an extensive list of all
gxperiences in integrated basic nealth care, 5ut will mention briefly oroiects

that seem relevant to further USAID projects in Cameroon.

a. The Presbyterian Hospital in Ebolowa, South Province, is making a
concerted effort to Integrite preventive medicine into its activities. Over
the past 15 years, tne nospital maintained a mobile unit to provide some
curative care but primarily health education and immunization services in a
catchment area 80 miles around the hospital. This mobile unit was maintained
from funds and volunteers from the Dutch éovernment. More recently USAID,
through ASZA funds, has supported this effort. This hospital conducts

in-service training in preventive medicine for its staff and those in the 7
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dispensaries attached to the hcspital. The mobile unit is being used to -
provide the required supvort and training for outreach dispensary perscnnel.
The recurrent costs of the mobile unit are estimated at 756,000 to ! million
CFA per montna (2,500 - 3,000 US dollars per month). The mobile uni: staff use
cost recovery system where drugs, i.e., chloroquine, antibiotics, etc. are

sold. Mothers hive to pay 200 CFA for the growth chart for their children.

b. The Tokombere Health Program is based around a hospital and a network
of 14 Catholic dispensaries. The program uses medical students and has
developed i“s sarvices to suit the socio-economic¥conaitions of the 535,000
people in the catchment area. Heal:=h staff work with villagers to develop

their health programs and rely on local leaders to deliver health aducazion.

Tokombere has become a training site for Catholic nursing students.

c. The Achatugi Primary Health Care Program, starced with six villages
in 1977, now provides coveraée to over 23 health posts. The program is built
around villace-idencified health workers and traditional birth attendants
(TBA) trained for 3-6 months. Monthly refresher training and supervisidn
‘contribute to making the project a success. The project reports a 4C% drop in
infant mortality. Six of these health centers are being used as drug

distribution depots to 74 Government health posts.
Some lessons can be drawn from these mission health efforts:

- Provision of outreach from hospital works where the facilitv orovides
the support and mai icenance;

- Use of existing structures i.e, traditional healty workers and
community leaders is a very effective approach to communities;

- An efficient and effective supervision system can be provided:

- The private sector provides the Government with a support system on

which government efforts can base their activities
4. Multilateral Organizations
a. WHO

The aim of WHO since Alma Ata (1978) has been to promote Health for all in
the year 2000, the essential strategy for that being Primary Health Care.
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dowWever, the lessons learned in Africa since then have led WHO, AFRO
(3razzaville) to start promoting decentralization and concentrating on ==n
operitional (or distzjce) level. While there is acreement on the need for
decentralization, the MOpY appears to be reluctant to begin since they do not
view decentralization as a development policy for Cameroon and do not feel a*

edse initiating the process alone.

WH0's fundiag essentially goes -0 training orograms, increasingly through
CUSS. Specific programs include immunization (1386 4as-chosen as the African
Year for Immunizacion and WHO provided technical assistance to orpanize the
national days for immunization in Cameroon), contqulnf diarrheal diseases
(supporting an ORT demonstration centre in Yaounde), essential drugs program
(providing technical assistance to lav the greund for a local pharmaceutical
industry and far a more tational drug suppoly), promoting intar-sectsrial
coordination (with the creation of the National Centre for Health Cevelopmernt)

ecc.
b. UNICEF

UNICEF's regional Stratejy is the GOBI-FFF package which has been adogted
by the MOPHZ as their own. On the orerational level, UNICEF collaboratag
essencially wizh the Ministry of Women's Affairs (promoting inccme generating
activities, use of ORT i{a the ‘Maisons Familiales® etc.), with the MOPYy
(sﬁpplying vaccines, operating funds, and Packages of ORT); and with the
Ministry of Agriculture (village watsar supply).

’

C. iBRD

World Bank has been working together with Ministry of Health over the past
LW40 years in the preparation of a inteqrated health development projec: in
specific areas of Cameroon. dlthough the government finally decided not ta
ask for a commercial loan for a social prograin, the preparation process has
been extremely effective in analysing existing problems and makine practical
recommendations which has, in turn, increased the awareness and competence of
key perscns in MOPH. .

.

d. OCEAC: Organization for Control of Communicable Diseases in Central

Africa
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OCZAC deals with the control of communicable diseases in li countries of
french speaking Africa. It has inherited the typical vertical structurs of
research projects and traditionally is not involved directly in the delivery
of health services. Howavar OCEZAC maintains close links with the services of
Preventive and Rural Medicine in the field ("ex-Service des Grandes Zncémies")
in particular in the field of epidemiological data collection. The data
collection system presently in use by MOPH in Cameroon has been designed by
OCEAC. It has bpeen slightly modified recently to allew computeriration of
data to improve their utility for operational purposes (as orposed to

research). OCEAC is looking for funding to crgarnize seminarzs in the fiald to

r

promote the use of the new data collection forms apd-to raise awireness of the

utility of data collection at ajl levels ot health care.
5. Bilateral organizations
A. JSAID

Currently USAID's focus is on developing 3 integrated secrtors: health,

agriculture, and education with participation of the private sector.

Jndec the Child surv-val initiacive, USAID is considering furding :wo
complementary grojects., The first, under Pritech plans to ktegin ORT “raining
and coordination at the national lavel. The second is the proposed <S/MCH
prajec: to follow Pritech's ORT initiative. In addition, the US governmenc's
contributions iaclude Peace Corps Volunteers working with communities to

imolement health related programs.
3. Others

The major contribution in the health field in monetary terms :is mnade by
the Freach government. It consists to a large deqree of ®substitution
cooperation® where French professional heal:h staff occupy positions within
the MOPH structure. These posts are usually given to specialists in curative
services (e.g. surgery) which do not exist in sufficient number in Cameroop to
fill the needs.* The French bilaceral program'has had relatively little impact
on basic care in the rurcal area. The main exceptions to this are the three
provinces where the physicians in charge of the Preventive and Rural Servicas

(ex "Grandes Endémies®) ara French expatriates, as in the aAdamcua Province.
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A 3uccessiul bilateral program of tasic healith care in Cameroon is the
German Technical Assistance. for several years GTT has been financing a
orimary health care project in the Yortn Aest Province that incorporates the
orivate sector. This project has been such a success that it 1s in the
'process of extension to the South West and is recommended as a model by “he
MOPY. GTZ started working with the existing acdministrative structure at the
Qrovincial level moving towards the periphery. The structure sa* up oy this

roject parallels that of the government's and focusas on village health posts

'Q

dizec-.y supervised from 3amenda, bSut has little ratation with existing MOPY

health centers.

vi

1990 It sup

i2s in Mar-oua.

re

The 3elgian Technical Assistance concentraces ic

1)
'

act
1

-
crts

This project started in 1981 and will continue unti

'O

the delivery of an integrated health pregram with a cost racoverw
compbnent. Their activity seems effective for a variety of rsasons. In
cerms of the delivery of services, -he project concentzates its activities
on training outreach personnel who are in turn supervised very =lcsely joll4
Belgiar physicians working at Maroua hespital., The cost recovers
component is maraged by a person chosen by Lthe community who is based ac
the heal-h center. D2aymen-s are made sased cn a fee fcr service far an
@pisode of illness, i.a., a patient pays a sum of agpreximately 800 CFa
when coming to the clinic for a symptom. This fee includes tests,
medication, and unlimited visizs unzil cured. “ne drugs supplied for tnis
oroject are »nly for participating health centers, i.s. centers <ho have

made their payments. At present this project is working in 4 nealth

cent;ers.

Otnec countries involved in financing or implementing {tnrough voiin=2ars
in particular) rural health care include the Netherland, Italy, 2elgium ané

Carada (through <Uss).
6. Private Voluntary Agencies

A variety of non governmenatal organizations, national and intarnational,
operate in Cameroon and have a significant role in supporting basic health
care in rural areas or dealing with health relateg issues. It was not
possitle to dedicate.the time needed to a complete investigation of these

orzanizacions. Some like the French "Volontaires du Projets"® work in orimary



neaith care in the provinces that have teen selected for tha oropcsed C5/MCH
2roject and as such should Se iacorporated by the Project design =2am as
eXisting rasources. We chose -o concentrate this document on US-based :=VOs

which =ave had a long standing relationship with USAID/Yaounda,

Save the Children and CARE are the key US based »pvCs carrying out
community level health activities. Both organizations work under the
direction of the Ministry of Agricultura, Departnent of Community Develogmenc.

a. CARE

CARE's activicies ars concentrated in the

4]

Xtreme North of the councry ana
nore recently, in the Zastarn part of the countzv. The Wallsg Project in tha
North has concentratad i=s activitias nn groviding water and 53nitarcicn 13s 3
ficst activisty and has trained animacors ko orovide heal:in education, Zrimarcy
neal:ih care activities, and more recently, a weaning project through Manofs§
International. Within the context of the water and sanitation activitiag,
cemmuniy participaticn provided materials, labor, and lodging far the

technicians.

t

Aore r=cently CARE zegzan a Project in the Zastern Provincs wi'h Meps,
JUnder this prolect CARE “rains Community Development Agents who work With
community Health Workers (CH¥W) and village health commi:tees. Home Visits arza2
conducted in families where children aged 0-5 ara icdentified -o be at risk.

At prasent CARE is implementing :his proiect in 4 communities and will,

onal villages,

v

following an evaluation, exgand o 4 addis
CARE staff view the Nocr:=hern wWells Prajact as their mcs:t successful
initiative in expanding Primary Yealth Cara and pravantive health. In this
semidesert area the communities themselves i{dentifiad water as :heir first
need and through this latervention, communities participated and supgorted

primary heal=h cara.

At the national lavel, CARE coordinates their operational_plans Wwith
Ministry of Agriculturs, USAID and CARE staff. 7To facilitate the functioning
of their field ievel staff, CARE receives an eoperational fund from the central

level and manage it themselves.
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5. SAVEZ THE CHILDREN (Community Development Foundation CDF)

This PVO views its role as that of an intermediary ameng che community,

978 in

'™

governmental, and private resources. COF began its activizias in
Doukoula. Today they are active in 2 additional zones: Ntui in the Cantr
(near Yaounde) and Yokadoma in the East. CDF provides an integrated program
which includes health, nutrition, education, agriculture anad wcmen's health.
They begin tneir actions Oy conducting an assessment of the ccmmunisy's
Teésources which ultimately leads %o the creation Bf a viliage comnistee for

community developmen: ané health.

COF's outreach activities are implemented =y a mobile MCH clinic ream o34
five persons. These include a nun from the local mission, the cecordinasor far-
the district hospital, two nurses and a community agenc. Tais team wisizs
the community once every two W2eks and provides curarive services, welignt
monitoring, and health aducation {using lccaliy produced information, and
2ducation and communicaticn (lE7) materials from A.M.A). This ta2am is said a
nominal sum by CDF and is also provided the logistical support by CDF.
Child:ren under 35 years oid are reqgistered and mothers iare providad with a

monitoring card (growsh/vaccination charct).

n addition to fielding a MCY mobile clinic, COF %trains CYw and

healzh

-

Traditicnal 3irth Atcendants (T3A) for 1-2 weeks. hese villace leve
4orkers ire tra_ned in motivational tachniques, icentification and treatment
of common symptcms, and referral procedures to the health units and are
srovided with drugs. Wwhen communities 2XDress an interest, COF 23315535 thern
tn duilding a communizy heal:h center. Such a facilizy wodld dsually incl.ide
s1mple warar svstems (:3in catchment) ind lat:ines. CDF prsvides tne firss
stock of drugs for the community pharmacy. Subsequent Stocks are touzsht by

the community in coordination with *he MOPY physician,

Fature ODF :tlans ar2 to be imglemented through child scrvival funds
focusing zn GDOBI-FFF (fcod, family planning and female health). cof will
monitor C-5 year old children through a computar program and will also focus

on training mothers on ORT renmedies,



7. Commercial Private Sectors
a. Tradizional Zealars

“raditional health providers receive skills #hich are passed on f-om
father or mother or they may receive thaejr training from recogni zed
traditional health practitioners. In some areas of Cameroon, healers have at
least 3 years training, Most traditional healers treat their patients an ap
ambulatory basis. Howaever, 253 of the healers have nhomes which secve 3s their

V3

acspitals with 10 to 1 Seds each. In one region total zaed capacity of
tradizional! =neal:h practitioners accounted for half thase of Mcpx, 2 studv v

.s
9r. Dan Lantum shows that diseases traszed by over 50% of healers inciude:
diarrhea, malaria, upgar fespiratcry chest infactions {coughs and ascthma), and
sextally transmitsad diseases. Some healers specialize in particular
dizeases. wWhilas many hezlers work alone, a s3izeable sample werk in a group
Sractice, refarring diseases they cannot traac to others in their JIoup or to

modern facilities. The Jgovernment recognizes traditional healers,

o. Profit Making Clinics (private practice)

MCPY has ident:ifiad 97 such clinics, situacaed primarily in Douala and
Yaounde, A%t zrasent these facilizies have jo diracz impacet on ri1ral areas,

'+

-

1}

Hdowever thay expanding -o secondary cities. MCPYy authorizes caly doctors,

Adrses and midwives :=o open clinics,

Poiyclinics offer a fange of general health, while clinics offer
stpecialized’cara., 30th 2olvclinics and the clinics provide services to in-3
Qut-patiants. Medical 7onsultartion “cabinets" offer out-patinnt se:Viées
frequently offer oniy gereral medical consultations. Cansul:zing physicians
May Or may not provide drugs as part cf their services. Treatment clinics
("cabinet de soins®) ara 7enercally run by nurses and provide general medica;

services,

c. Illegal Private Commercial Sector

This sector includes “he shops and kiosks tha: sell med.cines along

with other items and petty traders who go from village to village to sell

medicines, Although this sale :g against the law, it is practised openly and
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i1s socially accepted. Unfortunately these salas promote the common practice

of self-medication and = degree of self-diagnusis.

C. Future Perspectives

i. Sixth 5 year plan

In his speech of presentation of the sixth S vear plan to the Mational

Assembly on July 23, 1936, Prasident Paul 3iya stressed a3avara} major points:

- Z%e omprasized the nead for r2sponsible paranthood in order to avoid
’

the social and economic conseguences of an Jncontrolled increase of
the naciocral bircth rate;

- Je strassed the need -0 mcdernize rural are2as in order Lo limiz zs
AUeh as possible rural exodus;

- he Zeclared that health effor-s would concentrate essentially ca
preventive health and primary health care in ordar o raach tha geoal

of Health For "All in che year z000.

a. Ministcy of Public 4ealth

)

TOm A prasenc level estimatad ac 10,446, 400 inhabizancs the oopuliaticn in
Canernon is exgected to rise to 12,243,700 inhabitants ty 1581, More exiact

figures will he proviced by the census planned for 1287.

The nain orientations of the sixth S-vear plan are the follcwing:

¢

- Improviag the efliciency and cost 2ffag<iveness ~f 2X1sting =23ish
services;

- Developing the health infrastructure by reducing the prevailing
decgrapnical imbalance, ecpecially in cural and border araas, and

pramoting a national network of propharmacies and MCY centras.

in order to gain credibility in puolic health services, tne following
activirties ars recomaended: ircraased delagacion of funds o all nosgi:als and
health centers; reorganize services and increase responsibilities of staff;
regular drug supply: sale of essential'drhgs at a moderate cost; Jevelcpment
and extension of MCH activities in the routine activities cf hospitals and

kealth canters.
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The oojective of the MCY Program is to reduce child mortality from the

Present lavels of 105 to 78 per 1000 live birtns. The key interventions

‘U
~

cmoted Deivng ko the GOBI-fFFF package which includes growth Tonitaring, oral
tehydration thecapy, immunization, child spacing and femalsz =zducaticn. The
target population includes children under five and ~“eman from 15 to 43 years

of age. (see App-adix 2).

Cameroon has adopted primary health care as the essential strategy to

o

chieve the gcal of "Health for All in the year 2000', The Naz:o0nal Centre

[N

]

"

Zealth Devalorment established with the support of WEO, will 2roviZe che

franework for the organization, coordinazicn and followup of :t2e nas=ions.

ca?

prodram of PHC and the optimal use of mutilataral, bilateral! ané 2v0 aid.

Confessional healrh facilirties will be taken into accouns in -re
develooment of new in f3astructure and private Lnxtiative will pe encoisrageqd,
in particular as regacrds pharmacies. Extension of the national health
coverage Dy tne confassionai privace sector and the CNPS vill te a masor

contribution to that effort.
b. Miniszry of Agriculture

The Dezartment of Community Development will be st:eng:héned 32 as Lo
continue providing services at village level. Such services will be focusad
on improving the participation of communities in the identification and cos:
racovery of develooment ac:zivities and Mmaintenance of facilizies. =a order ko
iccomplish this obiective, the olan proposes .the creation of Proviacial iavel

motile educational centers.
C. Ministry of Social Affairs

The Ministry of Social Affairs is in charge of studying the feesipilizy of
a social security system to cover the *active bur unsalaried” (i.e. not
eligible for the National Social insyrance Fund). Such a program should

provicde health coverage to rural farmers and their families.

Within the context of population and family pPlanning, President Biya's
Sspeech emphasizes a more active role for the government to.play: "I would like

to draw rthe actent on of Cameroonians of both sexes to the economic and social
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consaqguences of an unplanned increase in the hirthk rate. Frocreation, alzeij:

a tasic human right, can and must te controlled. The purpose, theca

™

Qr

o
'
7]

!

L

cithe

t
"

not to discard our beliefs, practices and customs in this regard, bu

ystemacic orcmotion and institution of 2lanned

un

to increasingly strive for the

and respgonsive parenchood. "

d. Ministcy of Women's Affairs

The social and heaith developnant croject promotas women's Participaticn

t

in these {ields, The existing pilot projec% in fang 3iloun Cenrar {covering

villages! will te extended to tiree new canters in‘the IXtrame Norta, Neren
.

West and Zast. Women's participation is racognized as essential -o rinzcy

health care and preventive medicine in gen2ral (in particular immunizacicn)

and wcren's groups will %e anccuraged to carry out r23ponsicilizias in -na

i

2

pDrograms.,
2. Aralvsis and Comments

20licy in terms of =he sixth S5-year :zlan follows the guidelines set ip oy

4]

the fifth 5-vear plan 2mphasizing service to rural areas. The sixtn S-vear

-

- insufficiant cperating funding, often reszonsibie for whe lcw Level
of program exacucion:

- weaknesses in program design;

- difficulties in administrative and €irancial management;

D:aﬁing from these lesscns, the emphasis is Dut 0a increasing kne cosn

effectiveness and efficiency of healsh servicas.

pporoach seems to £it with tha

1Y)

As we have seen in previous sections, this
facts. It is 2ncouraging that the flaws in the existing situation are 31ven
official recognition and that recommendations to addrecss these problems sre
given priority. Interviews with high level officials in MCPH confi:m a
general awareness of management problems and a commitzent to reduce the

Pra2vailing waste of resources.

The total budget for Ministry of Public Health is prbjected to be 3433

million over :he next five 7ears, ~hich represencs 3.1% of the plan's overall
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However 2xcessive at-enzion 3hould

essentially orovi

lL

es a

esident to adapt to national reguicements.

l2ast 30% of health investnents ara financed outsiie o9f “he

financial analysis should therefore be based on annual oudget figur

cfficially publisned in June of each year (the fiscal year

from July lst to June 3

annual budget.

Lhe strategy.

total

3

ot
che

taan

firther (=2.73). It is

oe made operational %y appropriate allscation of

dudget cycle.

The degree of urderfunding for currentc activities

-8

-

3,

Oth) .

hozed

Compared to 1985-86 figures,

salaries

that the racommandaticns of tn
2

2sCUurles

has Dpe

frimawork and

Figures for 1386-87 show no evidence of an effective

ocarating budget (+43%) and complementary inputs

Whether this will continue to be the case is a matter for

@D,

o

o

AS a

-ty

rea

-
“

@

ir Cameroon runs

Close attention should be -aid to the ,987-38

crange in

{(«6.7%)

out the continuing investment pregram is not likely to ameliorate the mat:ar.

The decision to reallocate resources to the MOPH is obviously a political

decisicn for the national government. TIf such a decision is not “131ken, rhe
aiternative for MOPH will pe deciding for partial cost racovery mataods (in
itself 2 political #Zacision siace is depazis from the frae medical sara
dhilosophy) oc latting :he Jr2sant situaticn progressively Zetariorsza.  This
“ould also have political consequenc=s,

AS We have seen, the problem wWith recurrent costs is not only a matter of

Ailable rasources but
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As tegards more specific technical issues, Ministry of Public Health

officials are 4Jsually open to suggestions.,

under

a.

revision or

about to be updated.

In adédition,

Natiopal Center for Health Development (CNDS)

many programs



This center is still jn the planning staga. It was 2lanned by tha

government in collaboration with AB0.  IEts obiectives include;

- ocerational research in puc

- Tult: sectoral coordination

- on Job training for physicians and nurses
- coordination within MOpg

- Create a national awareness for PEC

]

CIDS is envisioned 43 a link between tha inter~mrnis:e:ial council for

Zealth and Social Affairs “nich is a poli-ical organ and the Na*ionaj
e

Committee for Heal:h for All. The latter igj 2nvisioned as a technical organ

'
"
[t4]
[}
ol
[o%
04
a.
A

“ver bY the Minister of Puolic Health. ~he implementation of toe

CNDS initiative i3 still not clear. MOPY viaws CNDS as a dnit Wwithin the

1)

MOPE, while wWHC fercaives it ko be a SePAriat2 scruckure. The final direcz:on

that this structure “111 take ramaing Y0 e zeen,.
The assumption at government level is that Prtimary aealth care can be
achiaved at an affcrdable cost as long as effective communirty participation

and multisectoriisl coordinution are dchieved, Community basad prodrams

Ta

e

tae T2S2onsitility of Miniscorv of Agricultura, Secar-ment of commanicy

Py

Jevalocmens., Tha 0djective ¢

"
r

p
)
‘g
"~
1o
E]
€Y
)
<

nealrh cara Fr0Gram i3 =0 orzanize

"healsh zones® around a heal:h

0

2nter which supports and supervises

Neighbouring *health villages®.

Cne of the goals of the sixth S year Plan is to decrease the infant
mortality rate, which expiains tne high Priority given to M.C.3H. accivitias,
dowaver, at this stage, a formal Program r-cemains o ne designed, ipdacing =he

traditicnal McH &pproach by selecti .g the mos: co 2ffective intarvenzions to

t
(A

achieve this resul-.

The cen2r3l trsand in the technical service sectors is towards advocating a
Jreater degree of decentralization. Planners have become weary of exceedingly
ambitious programs and 4ppear more intarasted in indepth preliminary studj=s
and small scale 2xperimental srojects that have an operational research
component and a multipliar effect. There i{s also a strong awaraness thas
program design has to take into account the socio—economic realiries of the

target area, which ac nacicnal level translates into a nigh degrae of
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flexibility in ordur to idapt to the diversity of Cameroon.
Jrug supply 13 also f2ceiviag a lot of attention. The sixth plan
3nnounces 3 substantial jacrease of government szending for medicines and a

€Y. The main objectives of that colicy are the following;

2o

tavision of its col

- raticnalize the nomenclature of drugs used by ministry facilites ané
come up with a national list;

- rationalize the Supply system; for -he sake of efficiency tha

. ' .
national ovder should ke centra’izerd and puréhasas abroad schedulad
in order to achieve timely daliveries and avoid shortaces., At :he
»

distridution stage, methods have to be idencffied S0 that deliveries
of medicine to the Drovinces ars sdapted to iocal epidemiologicai

pPatterns and pharmaceutical requir=ments,

The existing data ccllection system is S2enh as non-functional znd “re lack
of reliable data iz 3 major worry of the Oepartment of Fealth and Demcgrazhy
Staristics., They are at present discussing the possibilicy of e@stablishing
Periodic data collection sheets adapted to the training and diagnostic
capabilities of the staff at different levels of heaith care. At Present

there {5 one Zacs collection sheet for all facilities., It is ®alt hospitals

and basic facilitiag should have diffarant forms.

Although officials in MOPH ramain (understandably) evasive on the subject,
several interrnal planning documents refar to the need to introduce ccst

[ecovery svstems in the delivery of basic care. The general feeling in t=ne

-

field is that fees for service are acceptable to tk porulation. Deop
already zay for curitive services S5Y self medication or Attending confessisng!
health centezs or traditional healers. Sugcescions include providing frea
care in the fields of prevention and control of communicable diseases and

adopt a cost cecovery system for curative sarvices.
IV. MAJOR ISSUES TO 3% ADDRESSED IN USAID'S HEALTH STRATEGY

A, Diversity of aporoach

AsS stated previously, Cameroon is characterized by diverse ethnic,

ecological, cultuyral and Nistorical background. As a consequence there is



consideradle variation from one d:23 %o the other in terms of d2mography,
ep..iemiological nsat:erns ang allocation of heai*h facilities. 2roject design
“4ill have to anaivze this situation and develop appropriate operational

ipproaches specific to :he target aress.
3. Govecnment of Cameroon's Commitment

Recent changes in MOPYy structure and programs and political speeches at a
higrer level indicate thers is 4 political will t» imprgve the delivery of
basic health cara. However, this change of policy has to overcome both the
inertia of an ovarly-centrali zed System and strong pressure Erzm existing

.

interest groups. A USAID project sugporting the GRC/MOPH can relp override

these obstaclss.

A serious matter for concern is the existing level of undecrfunding of
recurrant costs in the heal:h budget. The implementation of ary nezlth cenzer
orientad activity by the USAZD project should ke based on 4 comIitment by MOPH
to fund adequataly routine activities. The procedures followed zy P
CAREZ and Save the Childrenlcould be replicated. In tresa projects the
Ministzy of Agriculture, Comnunity Development Division aliocates its

1A

contrioution -o kre Project at the beginniag of each financial vea

<

Q.

Doli

(p]

Sradeaily, With dlanning of all parties involved and with continue v
dialogue at nigh governmenc levels, the Mnistry's share is incrzased uni-l
ultimately the govarnment is responsible for all ccsts. In this manner, %he
Sroposed project becomes an impetus for beginning cost recovery system for
community based health activi-ies.

’

cC. Instituvional Assessm:@nc and Training Need .

It is oéten assumed that training will be the intervention which will
improve the delivecy of services. 1In Camezoon, thece is frequently an
abundance of well qualified bersonnel. 3Before embarking on any training
program, a thorcugh dssessment should be undertaken outlining which
constraints will be amenable to training and which will not. Based on such an
agsessment, decisions will e made on where investments in training will have
the greatest pay-off. Decisions on long-term versus in-~country versus

on-the~job-training will be tdentifi=d based on such as assessment.”



D.

Minagement

«3sues

The efficienc delivery of basic health care in rural ar2as is contingent

on an effective managerial system. The tollowing section discusses the

components

of an efficiently run management system in order of priority, as

expressed by field staff:

1.

Insufficient drug supply

“»

sroblem shouid be troxkzn down into different issues:
ced

“he estaolishment of an essential drugs list adapted to =-e
level of :he nealth care facility is under process and we
believe USAID should encourage that arproach at =h2 central
level,
Procedures for the management of drugs should ke clearly
established. Decisions srould e made with the provincial lavel
4s to what drugs should be s0ld and at what price, if ccs:
recovery trials are to begin. The central lavel of MCPH should
be invelved in and kept infocmed of “he process. At an inisial

Y3tem would te Lo svstamazize all dregs

U

3tage, :the simples:

“r

'y

oy

orders at the divi i2vel, The drigs should te durshasad

(]
3

1
-~

I
Ue

from a provincial warehcuse waich I8 suppliad bv the cencral
level. 7The establishment of averige quantities per heal:h
centre (taking epidemiological patterns into iccount) could ke
Sne method of control. It will se lecessary to set up a simple
iccounting and iaventcrv svstam far -he nealts centra's
2harxracy. “SAID needs to identifv successful 2xreriances Srom

other donors and build then.

Staff allocation and training

We believe that a greater awareness of local knowledge, at:itudes and
beliefs would increase the 2fficiency of health centre stafsf. This
could be done oy incocporating local staff in the health team and to

a lesser degree through in-service training.

-
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The racomnendations for appropriate management training of health
centar stafl should be integrated into a curriculum for in-sarvice
training co be established at the central level in collaboration with

velavant Cameroonian instis=utions. Training at field level should be

7T

carried out by provincial and divisional staff: khis =raining rzeam
will be previously trained by a central level team using focus group

discussions and action basea training.

3. QOthers

Management proceduras for %Lealth cars centres should delegate
tesponsipilitias to neaith center staff, in order for them to achisve

sufficient autonomy o respond quickly to immediate needs. Zowevar,

-~

rn

tnls should be acccmpanied oy an effactive supervision system Sreom

-
i}

the division level. These management procedures will raquir
appropriate tesources (in particular vehicles and their operazing
budget!. Procedures at division level should be elaborated at
provincial level, in collaboration with a Ccentral level team
specialized in planning and management of health services.

v L}

Continuous feedback will ke ossenzial between tne diffaren: levels,

One cruicial management tool will ze the 2scabiisament of an
appropriate system of data collec=icn for 2vaiuation and monitoring
burposes. DJaca collacted snould include relavant indicaters for the
health status of the pooulation and financial information on the

delivery of health secvices.
/

E. 2rimarv Zealth Care .

The key interventions for USAID's Child Survival strategy in Africa are:
immunization, oral rehydration, malaria control, nutrition and child spacing.
These interventions will require the support and belief of health workers in
an integrated approach to health cdelivery. Health workers are trained in the
delivery of curarive services. They fear that the implementation of
preventive care will result in the loss of their job and of their status in
‘the community. Thus, as a first step, health workers need to be convinced
‘that an integrated approach to health delivery waorks. For any intervention,
the strateqy must be hased on the target population's existing beliefs and

practices.
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a Adutrition, ane l0tes seasonal shortages in some par-s of the csuntry
and gualitative Gjier imkalances. Hewever, €¥isting malanut:{={en appears -o ke
relaced more to socio-culsural fac-=ors than t¢ about lack ~f food. =:&n many
areas of :the South ’raovince, women chocse to sell their fe-4d Sroduce. Thre
pcoblam is technical: storage and distribcetion, and improving food precaracion
practices. The formatieon of policies t2 overcome malnu tricion will require a
comprehensive knowledge of community's food habits, Selief: and practices. in
the Northern Province, for example, some ethnic groups havs one staple crop,
cassava. Thay tend :to eac from One common plate where men 2at £ir st, then
“omen and children lase:. Consequently, chiidren are fwequ incly chronically
dncer-nourished even from a calcric value, Ay edu»atxon :nd r2habilitation

actions must e based on such dJdata. .

iyl

Child Scaciag: in light of the changing policy climate in Cameroon ard the

ohasis on child spacing in the sixth five-year plan, incra2asad USAID FIZDOCs

oL popula-ion poiicy development is both “imely angd anprogriats., (SAID's

continued investment would nelp sustain the fecently creat:4 momentum.

Pcpulation policy is a slow and delicate process in Careroon. Within the
government, awareness of the dopulation problem is still linitad to a few ray

officials. Nonethelass, in official circles therce has zees anp increased

willingness <o discuss Sanmyly 2lanning issues. 7Tha Putlic stataments of =c-..
Jovernment Sfficials and r2ligious l=aders advceatas 40 act.ve zole in zhe

Fromotion 2of natural 7.2, and modern oirth contral methods. An 2conemic zad
inteliectual elite nas 2CCes5 ¢o modern ccntriceptives and s-era aprears o bhe

d4n Jdnmet demand for services among the urban populations.

[ BEN

In the ruiral arass, aspecially among more tradit ional <ccietiss (Moslams
in tre Nocth), and in uncer populited areas, rhe Povulaticns ara much more
conse:rvative. As such, the complexity and sensitivicy of the issue requi-es a
very cautious approach. However, a good entr Y point of approaching F.P, could
be addressing the oroblems of Sexually Transmitted Diseases in areas whera

they are a major health problem.

USAID's assistance to GRC/MOPH within the context of a CS/MCH project

should include:.

A better understanding of the motlvatlons and attitudes towards chllo

spacing inorder to develop apvropriate information, education,

communication (IEC) and delivery systams:
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Zxpansion and improvement of the healt™ network ra facilitate an
intearzted delivery of services. USAID's assistance to the doliicy
development process in Cameroon should include incceased resource
allocation co operational research and to meeting the growiag demaad for

familvy planning information and services.

Cameroon's child survival strategy will have to addcess environmental

health issues. Sources of water and appropriate dispcsal of waste need to

[a}

be an integral part or a community health stratagv. A oreliminary -eport

cc

I
Y

on community participation conducted by I8RD shogsathat one of the ¢
needs identified by communities is a clean source of water, In addi-ion,
CARE's axgeriance in the Northera wWaells Project ras’ shown that when a
community's sources of water are randered more healzhy, thnen zhe
implementation of otner preventive health activities are mcre raadily
accepted. Incorporation of such a factor wi-hin a prinary neal:h coataxs
does not necessarily mean tuilding new water sources put incorgoratiag
Basic water supply and sanitation matters in the health education

programs.

dealth ecucation is key .n terms of delivering pravencive services. The
design for tais intsrvention will have to 5e based an a :horough

and

w

issessment of community tased rasources, such as social inszicution

(A

Means ¢f commuaicazion. The communLiy's existing attitudes and zersviors
will f£orm the nasis for the design of this interssntion. The acceptance
o% immunization, ORT, sanitation, improved nutrzizion and child spacing
practices rave to te based on such darca.

’
ealth education ccomponent shoulsd e shared, f:rom tne design stzge

el Y
P

@
ir

onwards with other 1nssituticons operatiang owulreach £rngdrams.
Traditional health providers

Dr. Lantum's work is significant in demonstrating the level of skills and
competence of traditional health providers. An assessment of axisting
capabilities and institutions in the project's service are must be undertaken
and include th range/type of skills and number of healers. This data needs
to be incorporated into the delivery of the proposed Child Survival initiative

in Cameroon. The ability of healers to influence immunization canpaigns and
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other pravantive health practices is Iraguently underestimated. 7Tradizional
leaders should be included in any Procosed healith project as Col.2acgues racher
than as lower level h=ealth ~Jorkers. Seminars for pkysicians woul.d do Jell! :2

include matarials on the role of tradizional healers.

folicy dialogue: In summary, the USAID rural health Project can be
instrumental in supporting the GRC at a decisive moment. The currenc
transition period is dmenable to the introduction of 1ew concepts and
approaches. The main issues to be discussed at central iaval are the

folicwing ones: v

i

n
‘

[4)]

effective decentralization of operations to the il<awase 1 1 of the zealsn
3

cire system combined with aporopriate management can make a Talo

"

improvement of the delivery of services =o rural peopla.

T

the ritio of compliementary inputs to salaries should bYe increased kg

1]

ensure the health center staff have the means of operating. The
institution of a cost -eécovery system for curative gservices will allsw a3

reallocation of funds tcwards preventive care.

ccecriination, zoth intersectorial and witp otzer donors and inplamenting

i3gencias i35 assential o avo:id duplication and improve 2ffi1ciency.

V. RECCMMINDATIONS FOR AN OPERATICNAL STRATSGY

TWo essential points 2merge Irom this assessment and Provide guiding

drinciplas for a coherant rlrataegy,

There is an obvious need %o promot2 and support basic care i1n the riral
areas if the goal of decreasing infant and chils mortality rates in

Camerdon is to be met.

The commitment of “he new government of President Paul 3iYa and tne
attitude of key officials in MOPH appear to indicate increased committmenc
to improve delivery of services to rural areas. The pragmatic policies
being adepted to remedy existing problems indicates definite opportuni“ies
for successful cilateral programs in support of inteq;abed basic care

activities,



USAID/Camerocon has been for the past vear discussing a Child Survival/MCH
Project wWith the GRC, at the level of bath Miaistry of Planning and Ministcoy
of Public Heal:zh., The comgonents of -he project are in line wizh the Agency's
Cnild Survival program. The sixth S-yeac plan of GRC nas the same gmals:
sigmficancly reduce chilsd mortalizy by the end of -he decade. The
preconditions stated in USAID's child survival strateqgy for Af:iéa for the
selection of ‘focus countries®" would place Cameroon in a favorable position
for receiving such assistance. In rural areas, infant and child mortality
rat2s place Cameroon among the less develoved countrias. ‘Gove:nment
commitment 1S L IMproving the situdtion evidents: infrastructire ex:ists and
thece s no duplication Wwith other donors' activities.

l"‘

Thecefore, it seems %hat rzhe timing is right for such a project. The
folliowing ccmments are intended to link “he present assessment wizh a
§ Strategy 1n tne Child Survival/MCH Project.

A. Desisn approach Strategy

Feople interviewed strongly suggested that the project should work
simultaneously at the central and provincial levels, these two lavels of
activizies being mutually supportive, An exclusively *grassroots® zroj=cs
@ouild not muster the required 2t-<anzisn, involvament and suppcr: Of the
searzal miairstry level and “ne would limi- rna potrential of axtending =he

2roject <o otner z-ovinces. However, Sy th

1]

time a centrzally initiared
Project reaches a field opzrational lavel it is unlikely it will be
apprepriate to the specific conditions of the target area or acceptavls to che

ressuras exist a- the

~

j o
13
[
—
‘r
o g
n
i
[*7]
"
re
v3

here :s some evidence :tha: strong
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contrai lavel to maintain the status gquo, par=zicularly
supply, where interests groups will lotby :“c make sure the si:u;tion Joes not
improve. A project whicn focuses on improving the delivery of basic health
Care at rhe provincial level, while at the same time involving the central

level will likely succeed.

The project design team should consider a *rolling” approach to design and
implementation, focusing more on the general purpose and objectives {2.9.
decrease infant mortality) than on tne specific means to be used. Thls would
facilitate testing of alternative health services delivery strategies that

could be integrated in subsequent stages of the project. This approach would
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also promote decentralization of management, delegation of authority and loacal
garticipation ia ke healtn develocment process. The implementasion of
fl2xibly designed Pilot projects maximizes the Drobabiliry of identifyving
P0s3idle s0iutions o poorly understood problems. Design, implementation and
eval:acion should ze a repetitive orocess whers design -ecomes a perindic
activity iacorporated in *the project’'s implementation. This aporoach raguices
a longer term approach and USAID should be prapared to extend the initial

5-year commitment to 10 or IS years.
3. Collaction of background iafsrmation

As 3 first step the design team should visit suth Drojects as the GT2
funded Achatugi project and the Selgian project in Maroua. The “ean shouls
meet with the World 3ank consultant and counterparts who Ddrepared Ltne I3P)

integracad healtp develcement droject.

The second ster would be to carrycut an inventory of the existing
sikuation, including institutional assessment of health centres,
identification of motivated MOPH staff, identification of private sector

Programs and FVO act:ivities in the grovince, 2assessment of health needs of

i

2Cific con2s, idenzification of main problems within che %ealsh system, and

t
J

in {avenzary of ava:lable suprort swvstems, 3ased on zhe isssssiens, limizad

ireas of cperation snould ke seieczed within each zrovince.

C. Recommencded Stages for implementation

1. Prepacation Stage:

.

At both central and provincial levels an assessment will be requira
on what functions are amenable to training and which funczions zre
not being performed tecause of other factors - i.e. politics,

culture, lack of resources,

At the central level elaboration of a training curriculum integ:zating
ORT, immunization, malaria control, nutrition and growth monitoring
and child spacing plus basic management skills. This should have two

purposes:
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in the rural

tal)

design of in-service training for existiag staf
areas and curriculum zevisions for the health training
instituctions; raview of 2xisting antaronoleqgical data on athnic
groups in the :two provinces; and elaboraticn of XAP
questionnaires relevant to diarrchcea, nutrition, communicable

diseases, child spacing, atc.

At the field level strengthen the Support systems to existing
health centers, providing them with the basic means to cperate,
icdentifying and strengthening the man;gement procecurss thas
promote improved operations. Cne of “he main points ta ge

W
considered would =e a cost recovery ‘irug sugely syscem.

collection of baseline cdzta in the catckment iarea of tke
selected health centers that will allow monitoring and
evaluation of the project including healt! stitus indicaters and

epidemiological data.
2. Implementation of Child Survival Activities
in-service training of existing staff: 2 training team should oe

identified at the provinc:al lavel and be zacked D DY cencral lavel

team. The continued interaction ce:ween provincial and national

- level will gquarantee constant feadback between operations and
planning. In a second stage, in-service training ceould be

decentralized to division level,

‘ implementation of the selacted key interventions at Sealth centra
lavel.
Collection of KAé data in the catchment areas (in oarticular the
different existing ethnic groups) and analysis at the central level.
This will provice input for the training of community health workers
and data for the elaboration of sgecific heal:q education orograms

focusing on Chilé Survival key intervéntions and of adapted material;

Organization of support systems for outreach activities (supply of

transpoctation, etc.)
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rom the Eealth Center to the Villages
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On-the-;05 t:zaining of health center staff is essentia.. Zealzh cénce:
staff must be involved from the star: of the projece. The cesponsibilities
of the health center staffs graduaily increases, until they are actually
coordinating the outreach §rog:ams (health education, immunizazion,

supervision and on the spot training of community health workers, etc.).

If these stages are a logical chronological sequence, thare will ze a
varving degjree of overlapping. Some of “hesa pnases ma§_even becone
simultaneous when the program 2rogressively extends in the drovinces.,

o’
Constant monitoring of activitias and periodic evaluaticns wWwill srovide
feedback to refine the protocols followed and achieve a methodology adaptad tc

each zon=.

Since Adamaocua and the South Provinces offer very different si-uations,
this approach will be the most appropriate and if successful, can 2rovide a
replicable model for the Ministry of Public Health with unifiad guicdelines for

the country and a specific strategv for each area.

The pronrect design team should include a ccnsultant specialized in

Jdoeecor

[

m2nagement 3f health services and instituticnal Droblems, a medica
specialized i1n communisy healzn, a social sciz2ntist wisn a sackground in

medical anthroapology and health education, and a health eccnomist.

buring the design of the zroject, the team should identify at the central

3 possible countarparts: <Cameroon offars a large numbas

(ol

and provincial lave
Af competent people. We would particularly recommend a- the santral laval
contacts Se made with World B3ank (who have be=n working for 3 vears with a
MOPH team rtha: gained a lot of experience in the fields of integrated heal-n
care in rural areas), 'NICEP and WHO, who hnave been addressing similar i{ssues
and training staff in the ralavant fialds. Counterparts for the proviacial
subprojects should be chosen in agreement with the provincial services of
.

Preventive and Rural Medicine in order to achieve more effective

decentralization.
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. Introducsion,

With a crn2 rating by leading international banks of 35.3 our of 100,

di:=
Cameroon's credit worthiness is only second to Gabon (37.2/100) in 3u5-35aharan
Africa. That relative high credit rating reflacts the healthy growth of -Re
economy and the sound economic environment which charzacterized tameroon fince
1980. 1Indeed, as indicated in Table I, the annual real rate of increase in
the gross domestic product (GDP) was above 10.0 percent Srom 1940 to 1964. It
was estimated at 7.7 percent in 1385 and forecast to be 5.5 gercent in 1986.
The annual rate of increase in real per capita Goe fluctuated hetween 12.3 and
7.3 percent from 1980 to 1964. Assuming an annual rate of populatisn growth
of 3.2 percent, USAID/Cameroon estimated that the a&nnual rates of increas2 in
real per capital GDP amounted to 4.4 and 2.3 percent for 1985 and .986
respectively.
The economic énvi:onment since 1980 was characterized ty {see Tacle I):
- a mcderate rate of inflation with a high of 15.3 percent in 1980 and
a low of 6.8 percent in 1983,
- a 'significant surplus in the balance of trade,
- sustained small surpluses in the Central Government 3udget :throughout
the 1980-36 period,
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- i very modest rate of government borrowinag which

0.3 zad 2.4 cercent of GDP.

Given the financial/economic synopis presented atove, ISAID/Camerson =as
recently learned that the World Bank, a major actor in the development of
Cameroon, which has a great deal of input into the 1985-91 Jevelopment ?lan,

will recommend, in its forthcoming Sconomic Memoraadum on Camaroon, tha: zik2

Govarnment of the Republic of Cameroon (GRC) should taxe advantage of -:.e
country's good credic rating to borrow (especially long-term loans) in
international financial markets. That recommendation underscoras Camerson's

future need for external funds:
- Lo sustain rates of investment and of job zreation which are

sufficiently high to accommodate the annual 3.2 percent porulation

increase and the important rural-to-urban migration,

{}0



Table I: S=lected Macroeconomic Indicators.

1980 1981 1982 1983 1984

1585 19
Real GDF (% change) . 14.1 5.2 10.4 10.5 10.4 7.7 3
Real Per Capita GDP (% change) 10.8 12.3 7.7 7.3 7.6 4.4 2
Consucer Price (% change) 16.3. l4.§ , 10,2 5.8 11.1 12.0 19
Balance of Trade ($ million) 3.0 39.3,-33.2 55.2 93.5  N.A N
Government Budget Balance (FCFA billion)e’ 2.5 4.0 1.4 37 1.5 2.1 0
General Government Borrowing (% GDP) 1.3 1.1 1.6 2.4 1.6 0.9 i

i In its 1985 Annual Report, the World Bank estimated that the growth in real GCP was 8.6
percent for 1985,
2/

~" LS EmbassysYacundé's reporting cables on central government budget, wvaricus years.

N.A. - Not available.

Source: Institute of International Finance, Cameroon: Country Report; Jaruary 16, 1386,

Washington D.C..
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- t0 increase agricultural productivity to insure food self-sufficiancy

in the face of :-apid population growt and adecuate foreign 2xchange

2arnings in =he perspective ¢f declining oil ravenues,

- to build up the social infrastructure {roads, schools, nospitals,
4ater 3ystems and water sewage Systems.....) to raise tke welfare of

all Cameroonians.

in the July 23, 1986 Zead of State's Message to the Extraordinacvy Session
of the National Assembly it was statad that the implementation costs of =he
1986-91 DJevelopment Plan will be in excess of Cameroon's public and privase
fesources. The implementation costs of the Planewas @stimakted of FCTA 5,000
Sillion ($ 17.2 billion at the assumed rate of FCFA 350 per USS 1) a- censtanc
1385-65 prices while the contribution of the GRC and Cameroon's private sector
~as 2ssessed at PCFA 4,602 billion ($ 13.2 billion). Thus, there wilil 2e a
shocrtfall of at least FCFA 1,398 billion (S 4.00 billion}) ia constan: 1383-3¢€
Prices during the period 1986-91 to implement the Sixth Development 2lan.
President 3iya has called upon public and private foreign investors to fill

the financial gap.

To fully comprekend Cameroon's need for greater reliance on external

r
B
07

financing/borrewing ko fnssar §growth and Zevelopment in the second n2a.f of
1330s i1n spite of the solid economic accomplishment acnieved by %he GRC
hrough sound stewardship of economic resources in the first half of :he
1980s, in-depth analyses of the principal 2conomic sectors and the kay

ctoral policies are called for.
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“l. Structure of the Zccnomy and Sectoral 2o

While agriculture ramains the backbcne of Cameroon's economy, i: was the
petroleum sector which constituted the engine of growth in the early 1380s.
GDP jrew at an annual rate above 10 percent during the 1980-84 pariod spurred
by the rapid expansion of oil production. increases in GDP began to tapper

off after 1984, however, as oil production oeaked in 198S.
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II-1. Mining Sector and 3RC's Zandling of P2troleum Revanues.

With the rapid expansion of oil 2roduction in the eacly 1980s, -he mining
sector grew from 7.5 percent of GDP in 1980 to 17.5 percent in 1985 {Tabl-

II). The consensus appears to be that oil production has peaked in 1283 and
at least one-third of proven racoverable oil reserves have Seen ext--ac-ed.
Oil production is forecast to decline at the approximate rate of 5 percent
annually until exhaustion of all known recoverable reserves sometime in the

1990s.

b T S K4 oy -
Geological surveys suggest the existence of untapped oil and natural :zas
reserves at various offshore and inland iocations. However, given the
et ]
depressed market conditions, no further explorition is anticipated ia the nes:

future.

roduction and foreign exchange earning figures related to the setroleaum
.sector has been notoriously scarce in Camercan. It has beern a deliberate
decision from the GRC to withhold these data. However, in a significant
departure from past practices, the GRC has recently communicated te the Wor.d
3ank historical time-series data on actual foreign exchange earnings 2f -he
petroleum sector and has authorized the publication of rhose data in =he

3ank's forthceming Zconomic Memorandum cn Camerccn., The GRC's opaenness in

Tive 3ind ra=zilistic

n

this area was apparencly promptad bty the need for an axhau
inalrsis of GRC's finances as well as the necessity of full financial
disclosure for the purpose of loan application in internazional financial

markets.

GRC's management of petzoleum revenues during the 1980-85 pericd Ras zeexn
lauded for its foresight in keeping the bulk of oil reventes auzside :the
normal bsudgetary procegs 2 3void wasteful excessive public extendis=uras snd
heightened expectations. 1Indeed, under contractual agreements reached wit-hin
the joirnt ventureships Letween the GRC anc foreign private oil companies,

GRC's total petrolevm revenues included:

1. 2n in-kind share of approximately 65 percent of the crude oil
oroduced,
2. an income tax of 57.5 percent of the oil companies's gross income,

3. royalties on a sliding scéle from 2-12.5 percent of oil expor:s,

’ e
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Table I1: Composition of Gross Tomestic Product (in percent).

1980 1981 1382 1983 1984

PO

GDP 100.0 100.0 100.0 100.0 100.0
Agriculture, Livestock, Forestry, Fishery 28.7 27,2 270 3. 22.0 2
Mining 7.5 1.2 1.1 15, 16.3 1
Marufacturing .8 9.7 14 il 1.2 |
Construction 6.0 ;.8 5.8 5. 6.0
Electricity, Gas, Water 1.2 1.0 1.0 i, 1.1
Transport and Communicat?on 6.4 5.8 5.5 4. 4.6 :
Trade 14.3 12.9 11.5 11. 15.0 L.
Public Administration 7.1 6.1 6.2 6. 5.7 £
Cther Services 14.6 14.7 13.7 14.7 13.7 13
Import Duties 5.4 5.7 5.8 5. 5.4 g
Source: World Bank, Proposed Investment in Socidté Industrielle Laitiére Du Cameroun:

Report Yo. IFC/P-734; May--22, 1986

SN
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1. other various taxes and faes related o exploration and exploitation
germits.,

dowever, since the advenr of oil production and exgors, only the income
tax, royalties z:nd other taxes and fees components s5f total pet:oleum zevenues
f1.2., items -4 acove) nave teen incerperated and published in the central
government budcet. The bulk of total petroleum revenues, which were darived
from the droduction-sharing drrangements, have been kept outside the normal
dudgetary proacess for GRC's discretionary use to finance selected

developmental zrasaces. "

3eside the concern for waste and feighcened exzegiakicons, Fhe pJstponenment
in using oil revenues for lLavestment purposes within Camercon constituted i
sound financial and e2conomic decision. Indeed, given the shortage of skillad
24bor and jimisad tnfrastructure concemi~ant wltn strong aconomic gXgansion
471cn characterized =he 2arly 1390 Cameroon and tne n11gh interes:t rates which
orevailed {n internaticnal financial markets of that time, the investment of

feveaues inside Camercon would have vyielded much lower returns than the

—

i

[o]

use cf oil revenues for investment Purposes in for=ign financial markets.

Firally, given =he importance of oil oreduction and ”XPOorts 4duriag zhe

1380-35 reriod, =he 22croleim sector hes eclipsad agriculcure as the Srincipal
3ource of foraign axchaage 23arnings.
1I-2, Agricul*:ure and Agrizultural Policies.

The agricuitural sector is still the most impor-ant sector of the aconemy
in spite of the decline of its telative imporzance. The sharca of
agricul:ure/lives:ock/fores::y/f:shery in GOP fell from 28.7 S&rczent 12 1980

to 21.0 gercent in 1985 (Taole rI).

The bulk of agricultural production in Camercon comes from small farm
families which account for 79 Dercent of the total population. That
traditional aqriculcural sector (i.e., small producers with less than two
hectares per plot, growing food crops ia association with cash crops and
celying mainly on family labor) produces 65 percent of total agricultural
exports (ﬁainly cocoa, coffere and cotton) and the quasi-entirety of Cameroon's

food production (mainly plantain, roots/tubers and cersals).
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The so-callad nodern agricuitural sector includes larze producers who ara

12ed dY an iaput-mix of imported machines and hired labor and a

Characee

"

falizazion in the praduction of 2alm oil, rubber ind bananas. Thas nedern

(]
i

(]

oe
3eCtor accounts for 35 gercent of all agricultural =xports. The GRC i3 an
important share holder among rhe large plantations which constiute the acdern

agricultiral sec:or.

Recent GRC estimates show _hat Cameroon is presently 90 percent food
self-sufficient. Through the widely oracticed inter~cropoing of food Croos

and cask crops among small farmers, agriculrure has 2lao tzen playing an

po |

lmportant role in 2nsuring surpluses in the balance of trade since 1330 (7asls

[). Cash crops (such as cocoa, ccffee and cot:on), which have bSeen {and still
are) painly produced bv small farmers, have always been an important source of

fnreign exchange 23rnings for Cameroon.

0
[
[7]

incdeed, based on goverament figures presented in the following tatia,

eprnsented, in terms of PCFA valiues, 67.8 per-ent of total expoares in

O

zoDos

"

—

970-71. Comparable figure fcr 1974-75 is 70.2 perzcent. With the advent of
oil production and 2xports in 1979-80, the share of cash CIov3 in total
2xports declined to 52.2 percenc in 1979-80 and 56.7 percent in 1961-34.
Neverthelass, those share still accsunted for half of all axpor: values in the

2darly L38Gs.

N the pezsgactive of the Jost-petroleum era and in the face of in annual
rate of populiation increase of 3.2 ser cent, kthe challenges confronting the
agricultural sector, in t’.s second half of the 1980s, “o0 easura fnod

self-suffiziency and adequate foreign exchange e2rnings are encrncds for

(]

growWwth in 5Soth the frod crop sector and “he 2xgori/cash crip secs have bean

s

r

2xtremely low. The World 3anmk estimated thaL the averace annual rase of
growth ir agriculzural production amounted to 1.3 percent during “ze 1373-33
geriod while that of pcpulation growth was 3.1 par cent. 3ased on the World
Bank figures, the FAO estimated chat :the rate of increase in per capita food
productiion was +1.4 percent in 1965, -0.5 percent in 1975 and -2.0 percent in

1983.

The decline in the rate of growth in per capita food production since the
mid 1970s is not traceable to a repressive price policy since prices of ‘food

crops (mainly plantain, roots/tubers and cereals) are, except foar rice,



Ixport Composition in Selacted Years (in percent Dased on FCFA val:as),
1970-71 1574-75 1376-30 1382-34
Agriculcural 2roducts 67.3 70.2 2.2 $6.7
Cocoa ! 28.4 25.7 20.6 18.4
Coffee 24.0 32.2 22.9 19,56
Others 15.4 11.2 7.7 a.1
Nonm Agriculszural Products 32.2 29.3 +8.3 43.3
All Preduces 100.0 102.3 100.0 02.0
Source: Minist3re De L'Agriculture, 3ilan Je L'Opéra-ion Régénérazion
Cafid/Cacio _Au Cameroun, Direction des Ztudes et Projexs, Tavrie:

1986, “Zanunda, ». 12.

uncontzollzd. That decline is due to low or
small farmers involvad in food crep procducsti
CIOp 32ctor i35 traceabdle :o a scarcity of ap

and :7puts and a limited private distributio
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figure for irabica coffae was 44 cercent for
Cocoa wWas 36 percent for the 198C-83 period.
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Proclems in the export/cash CI0oD sector wera further exacersza-ad Y a nead

t0 uJpgrade the rcad network and tha domestic marketing IYstan

=3

L0 insurce an
2Xveditious and axhaus=ive 2Wacuation/processiag of cocoa and coffse frap

I2note 3r=22s3,

While product price is an impcrzant policy variable which determine
producer's tenavior, inpuc orice and the relation between input price to
output price are also critical dolicy variatles, The GRC does not, however,
appear =9 have =21tier a sound iaput price policy/sudsidy policy or a
w2ll-defined agricultyral aricing policy wnich Jeals Eompcehensively “ith tera

inputs and ouiputs.

Sucsidies on cradit and matarial inputs ara eisher dizacetliv or indirzcoliy
Jranted without a clear objective o provide iacentives far tha 2xpansion of

2concmically afficient activities. Tha ccstly Fatilizer sucsidy

R
u
[a]
ih
~
'
=t
Y]
]
W

was initiallv introduced by the GRC 35 an inccme SUPDOr: device t0 24courige
the use of fartilizers 2mong small coffee growvers with the ultimate cbjective
of expanding coffae sroduction (FYI: It appears that Cameroon has a
comparative advantage in the production of coffea), Althouglt fertilizers

ADDears, nowadays, = he a well accepced agriculktaral inpu- anmong Camerconian

tn

T f FCFA

irners, fertilizer subsidv i3 scil: teing grantad a: a2 sudge

<

T
[
"

[
(3]

-

-
7

3.7 siliion (3 24.30 million) i1a 1984-35. 7The .934-35 $MC3.3¢ 3se 3Tosass

T
o]

79.1 percent of =otal deliverad cosc. I72C mstiraras saow =has=, if =ne
cusrrent subsidized system continues until 1395, that system will distrisu-a
113,200 mt cf fertilizers (64,300 mt in 1284,/35) ac an astimazed suosiiv coss
of FCFA 15.70 billion

i3 41.75 Aillion) in ccnstanc (984-3¢ Srices,
in the perzpective af dwindiing oil revenues, there is an 9 Vi0d3 n=2é =9
raduce the budgetary burden associated Wwith the far+ilizer subsidy. A

Sricical review of GRC's subsidy policy is called for.

The lack of policy coordination émong the various Ministries also leads to
piece-meal policy decisions which fail to produce the desired impacts. While
MINAGRI (Ministry of Agricultuce) is responsible for the determinacion of
agricultural input prices and, thus, input subsidy, it is MINCOM (dinisecy of
Commerce and Industcy) which sets export/cash crop prices every year. I% has

Seen USAID/Cameroon's observation, in the course of the dialogue on farrilizer
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issues, =hat MINAGRI has consistently been dealing with input orice/input

wn
[ o4
o
'
-
(L
o
n

Y 2olicy in complete abstrac=ion of preduct price policv. Thus, it &
Seen extramely difficuls to dr3cuss wizh MINAGR! :he need for simultznecus

adjustments in farvilizer sunsidy and cash CroD Ddrices.

Furthermore, the lack of policy coordinaticn among the various Ministriag
is one of the principal reasons for, for example, the excessive costs and
tnefficiencies of the current subsidized fertilizer system. 1% has Seen
estimated in the [7NC fartilizer resort that, Ehrough LSerter organizz=ion and

¢ decisiop~-making uni%s iavelved in ke

coordination among various publ
drocuremanc o8 fertilizers, THE GRC could lower the <os: of inporting
,

. . " . - '. - . .
ferrilizars by $ 35 per -on in 1985. The lack Ol Jovernmental cooriiaz=ion a=z

-

the distridution level has also led to emxcessive 3torage costs, untimely
deliveries of fertilizers and wastes due =9 storage losses. The 1rmor:Ivatan:

Q.

of polizy ccordination among the various punlic ecision-making units iavolvad

in the seocurement/distribution of fertilizers is a critical isasue.

The lack of policy corrdination between MINAGRI and MINCOM {s also one =f
the principal! reason for the lack of adequate response from expor:/casa hidole}
producers to 1ncreises 1n farm gate prices. For, while the ulrimate

respons-tSility to boast ¢ocoa and ccifee groduction has zeen placed vnder

r—

MINAGRI, 1t has Ceen {and still is) MINCSM which da=armined Szrn T3ite Srigla2s
f2t these expor:t/cash crops. There Ras tfeen no meaningiul consulzatisn

TecWeen MINCCM and MINAGRI on this subject.

delays in the publication of the 1986-91 Development Plan prevents Lhe
€ull xnowladge of GRC's comprerensive PLogram to doost agriculryral
srocuction. HcWever, rhe launching of the £Iogram of "Fromorioa Des
Ixupicitations Agricoles de‘Hoyenne Importance (ZAMI)® and tha ini=ia=ion of
the *?roject des Plantations Industrielles (PLIND)' indicate at ieast, in
part, GRC's seriousness in dealing with sluggish groweh in the agricultural
sector ind the ways dy which the 3RC is going about solving the problenm.

The EZAMI program was launched in July 1986 by MINAGRI with FAO's suppor:.
The objective of the ZAMI program is the creacion of 3,000 agricultural
groduction units covering an estimatad ar2a of 50,000 hectares over the
1986-91 period at a total cost of FCFA S2 billion (3 149 million ). It is

important to emphasize that the EAMI orogram is focused on the traditional
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32Ctor whera2, as i point2d out 2arlier, productivity is low sut wnich

-~

vas
produces 55 gercent of agricuitaral 2xports and the Juasi totalitzy af Zood
c:3ps. With FONADER (Fonds ‘Yaciona. 2Pour le Dédevelopoement Ruril) as =he
financial manager of the ZAMI program, 32.5 and 53.6 Percent of tckal orogranm
Cost have b2en earmarked to fac:litite :he creacion of new plots (clearing the
land and building access roads anrd drainage facilities) and to subsidize

credits respectively,

“he PLIND project is an initiative of GRC's nakional axport/casn <rs3p
macketing board, ONCP3 (Office Nati=nal Pour la Commercialisation DJes

de 3ase). While the ZAMI orogram appears to be well defined on pazers, the

et
natire and content of the PLIND proiect are still ceing discussed with Zocoa

e the

-
(&)

and ccff2e exporters. fowever, attampts are teing made to final

projact by the end of 1986.

WF

Through several meetings wich CNCPB's management, the foilowing de

the PLIND project have emerged:

1, ONCPB will require accredized cocoa and coffee exgortars to inves:t in
the creation of large scal=2 cocoa ané coffee Plantizions 23 a

condition to praserving --eir axport Juotas (TYI: ONC23 3JTENT3 2T

2. dithin the DPLIND projeck, the objective set oy ONC?28, MINAGRI for
dccredited 2xportars is tzas 30-40 percent of the 2¥DOC: gunhas
should be produced by -he 2xporters themselves by 1991 (FYI: The
majocity of :he “wenzy twu'private Aobusta coffze axport=rs, for
2xample, are not at all invoalved,.at this poiac in time, i1 =he
oroduction of coffee, 3etween the cmall farmers and CONC28, :he
accredited axporters serve as intermediaries for the gathering of
coffee cherries in brousse and the processing/storage/transport of

coffee beans to Douala),

3. The GRC will assist cocoa and coffee exporters in the creation of
PLINDs through clearing of the land, construction. of access roads and

provision of credit subsidy.
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70 underscore the importance of the BPLIND project, ONCPB has racantly
innounced that the Office will create two new cocoa plantations in the
South-West and Center Provinces. The PLIND in the South-West Proviace will
cover 1,000 hectares. The size of the second ?LIND located in the Center

Province has nct vet bean determined.

The EZAMI program and PLIND project seem to illustrate GRC's futura
commitment of agricultural dev2lopment via private ownership. While “he GRC
has in the past supported quasi-public corporations and parastatals in the
Qromotion of agricultural production, GRC'S involvement in the ZAMI and PLIND

schemes will, with the axception of the :two ONCPB's neWw cccoa plantacions in

(31

the South-Wast and Canter ?roviaces, be strictly limited to the crovision >
incentives to induce small farmers and private investors to crzate new
‘J

agricultural oroduc=ion units.

11-3. Manufacnuring and Industrial Policies.

Manufacturing industries, +he third or tourth larjest sector of the
econcmy (see Table II), are maialy invoived in either the processing of local
Taw materials or the processing and assembly of imported raw materials. Tha
major produictive activities consist of food processing, beverages and totacco,

t2xtile2s, soap aroducts

w

nd shoes, mezalurgical,/mechanical/chemical praducks,

cement :nd flastics. Most production uni=s ara iocated in Souala, famersen’'s

o]
4y -

2CCACMLIT Capit

413

The performance of the manifacturing sactor was fairlvy dvnamic during i
1930-82 seriod going from 8.3 s2rcent of GDP in 1380 to 1l1.4 percen: ina 1382
{7able II). That sector stagnazed somewhat Jduring the 198:1-34 feriod cecauss

¢
ughc-induced shortage of agricultural raw materials zcmbined

(v
m
ir
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sharges on ex-2rnal sorrswing

t

4.3l the incr2ase in labor costs, hich interas

and the rising costs ¢f impor-ed inputs assocwiatesd with an appreciatian of the

"y

Us dollar vis-Z-vis the Pfrench Ffranc.

3eside the nroblems associated with lack of skilled workers ancd i1imited
sociali infrastructire, %wo additioral institutional factors also interfer with
the expansion of =i manufacturing sector. fFirst, it is the system of
administered prices imposed on manufacturing y-oducts. Under that svstem, the

GRC sets product price based on estimated cost of production presented by’ the



Aanuficturing uni=., The GRC's reviaw of cos: aof Praduction and fixation of
adminiscered price are cimbersome and time-consuming. In cases of legitinate
importad input orice incraases, requests for adjustiments in product Prices

could rake many months leading to financia! losses and nardship.

Second, %he GRC's {avolvament in manufacturing is significant. SRC's
share Of ownership in thke manufacturing sector amounted to appreximately 59
percent in 1385 (7YI: Of the remaining 50 percent, about 13 Ffercent ara in
private Cameroonian hands, 25 percent belong to french investors and 12
percent represent other foreign investments). Given that immortant owWnershin,
GRC's involvement via its hoiding company SNI (Socidta Narionais
¢'investisements) in the management of semi-public ventures has lad to
financial difficylties as SHI has not always zeen solely using econcmic and

financial :zriteria in makiag decisions. It Apfears that tae maljorisy sf

n

Semi-puniic venrures are experiencing financial prceolems aad, =aus, SRC's

Ubsidy dishe aents are significant, A prigram of firancial rehazilisation

"

L
3

3

'n

u

should be ipstitutaed to limit Sudgetary drains.,

II-4. Otrter =Zconomic Sectors.

Current information on other 2cononic sactors arca scarce, The limited

[$9

3ata prezented 1n Tacle II shows that, in relative terms, the const-ucticn sad

2lactricizy/aas,/water secters h3ve been stagnant during the 1380-35 sariod,
Thac stagnazion ia tha face of 3 rapid sopulatica 3rowsh and 3 sigaificans
riral tc ursdan migration P0ints to 2ifficultias in *rhe n01sing sechor and

-

increased pressure on social amenities. GRC's share of ownazship in the

contzuction sector amounted to approximately 60 percent in 1985,

’

The data in Tanle I also 3hows the raelative teductions in si

[X]
[ )
(2]}
o
Dy
2D

s 9
transoork,/cemmunication, trade, and othar services sectors. The causes of
those =conomic regressions have not been fuliy studied. Zowever, i= shouid ze
notad that a comprenensive éystem of administ~red prices is regulating the
provision of services in the transport sector and that the GRC sets srice
ceilings for consumer products at the retail level. Furthermore, the
Government's share of ownership in transport/distribution was 359.5 Percent {n
1985; in the hotel/tourisnm sector, that share was assessed at 82.0vptrcent of

1935,
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The banking sector has Seen 2xXxperiencing serious financial difficulties
and needed to be restructured. Thosa difficulties are traceabla o
2xcessively comclax and rescricrive ragulations, undercapitalization and
extramely hignh loan/equity ratin. ts financial viability rests 2r2sencly on

the GRC support via large cash deposits. GRC's invoivement in the

banking/insurance sector reached up %o 60.2 percent of total owrership in 1935.

The relative importance of tha gublic administration sector has 1also
regressed somewhat during the 1980-85 period (see Table II). However, recent
World Bank's assessment noiits o a bloated public labor force and racommends

that further hiring of civil sarvants snould be cefrained.

Fiscal, “onetarv and ZIxchange 2ats 2clicias.

(X
-
4

ad

AS it was pointed out 2arliar, GRC's management of public fi.isances i3
Zasically sound as zhe central joveramenc budget has seen 3slightly in surol:s
since 1980 {see Table I). On the reverue s1de, nowever, thers aprears %o Se
0o great a r2liance on import duties and on takes/royalties associatad with
petrsleum exporzs. Ia the pe 'spactive of declining oil raventes, the 2mphasis
shouid De more on dirac: taxes (e.g., income tax and turnover *=ax). 1Ix

appears that an improved fax collec-ion gystem is also needed to cur-ail tax

2V3sicn and 1ncreasa hix r2venues,
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The 3RC's focasichr in <g2cing oil ravenues

o
process to avoid wasteful axcessive puzliec 2xpenditdres {s an act of contral

eldom seen witnin the African continent. Fowevar, the practice of

[

discretionary uses of oi. revenues for extra-budgerary financing incrodices
el2nents of dncertainty in the osudgetary process and problems of

;
iccountability., 7The GRC's recent disclsosure of historical time-sariszs 2izz an
OLl revenues %o the World 3ank “ill, pernaps, narx a zaturn to r2gqulz

hudgetary practices.

3eing a member of the Central African Monetary Area (TAMA), Camerson has
basically passive monetarv and exchanga2 rate policies. Within CAMA, regional
monetary considerations impose constraints on 3EAC's (3anque des Z:zats de
l'Afrigue Central, the Cantral 3ank for Cameroon, Central African Republic,

Chad, Congo, Z2quatorial Guinea and Gabon) decisions vis-d-vis Cameroon.
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Within CAMA's ;egioﬁal ccntaxt, uniform regional intares:t rates a-a set oy
taxing account of the diversity in national priorities and developmental
i2vels and of he neaed to regulate iatra-regicnal capital flcws in a z291iasn
Where country nembars experience different rates of inflation. Thus, un:form
ragional intersst rates dppear to ce too inflexible to mee: the specific nzeds
of Cameroon. Indead, with regional rates unchanged, nominal interast ratas
were lowared in 1936 in Cameroocn by two percentage poi:ts.for loans to lacal
businesses in an attempt to SpUr business growth. FPurthermore, %0 channe.
more capital into agriculture, given the uniform regional interest rates, the
GRC has been putting a lot of financial (as well as management) resources into

FONADER co suppor: a subsidized agricultural credit.program.

Low ceilings on nominal interest rates in the ,face of 4doutle digis

inflation vi2ld low or negative real interest rates which discourage saviags.

m™m

In Cameraon, where the per capita income is slightly above 336G, the ra=e o

[

-

[*1

2e

€

saving may not se negligible as it is currently assumed by =he 3ZAC.

(o]

edit unions, under AID funded projects, have been successfil in modiiizing

0

€inancial resourzes in rural areas. Thus, the issue of low-negative real
interest rate in the context of savings mobilization should e addressad with
greater emphasis and 3EAC's assumption on potential savings in Cameroon should

oe questioned.

iow ceiliags on nominal intares: Fat2s pose 31130 2n important welSira
issue. 1In countries like Cameroon where capital is scarca, the price f
capizal (i.e., interest rare) should be high., However, 3s i= was dointad ous

earliar, with low ceilings on nominal incarest rates, real interest ra-es are
either low or negative. Thus, for those Camerocnians who have access =9
commercial tank credik, their use of capital is subsidized since the rea! cos:

apital is low and, perhaos, Jegative. Tha:t subsidy constisutas a =ransfar

mn
(]

o)
of

of citizens., In Yaounde, for example, it is quite conspicuous that the =ulx

edl eccnomic resources from various aconomic sactos3 =o 3 arivilaced zreour

[a}

of the subsidized capital is used by those who have access to ccmmercial
credit to build villas for rental *o expatriates., The subsidized capital
should, by all means, be used to expand activities other than luxuzy heousing

which would bring greater social benefity to the pooulation.

All the issues presented above ooint to the need to sxamine in greatar

details Cameroon's interest rate policy within the context of CAMA.
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CAMA is part of the Franc CFA (Ccmmunautd Financidre Africaine) zone.

Thus, Cameroon alsc belongs to the FCFA zone. Within CAMA's framework (thus,
4ithin th2 FCFA zone), :the GRC relinquishes the right to print i=s own noney.
Instead, the money supply, thus, the amount of credi: available in the
economy, is cdetermined each year by Naticnal Monetary Committees aperating
within B8EAC. In addition, the GRC is limi;ed in its aonility to borrow from
3EAC for budgetary and/or developmental purposes. That limit is set, within

CAMA, at twenty percent of the tax and non-tax receipts of the preceding year.

The GRC's inability to priat its own money and linited ability to horrow
from 3EAC could be Interpreted as restrictive institutional arrzangements.
dcwever, these two institutional arrangements partly explain the low rates of
inflation which prevail in Cameroon. The same conditicns prevail in other
CAMA countries while African countries outside the Franc CFA (FCFA) zone ars2

plagued with rampant inflation.

As a member of CAMA, thus of the 7CFA zone, Cameroon Yas an aXtramely
passive exchange rate policy. The FCFA-Franch Franc {FF) parity was set at 50
to 1 since 1946 and has not bceen revised. There are those who think that,
vis-d-vis the PP, the FCFA is overvalued and a devalution is called for.

While the overvaluation of the PCFA vis-d-vis che FF appears to rce widely
accepted by West and Central African countries of khe CFA 20ne, :hers is nc
consensus as t9 the magnizude of the overvaliation. Thus; it i3 =xtzemelv
difficult to find a new FCFA~FF parity which would be acceprasis o all Wes-
and Cantral African count:ry memters of =4he CFA zone. It appears tha:t cne

issue of a new PCPA-FF parity is being studied bv the IMF.

IV. GRC's Pive 7ear Develobment 2lans.

‘ey
(ol

In Caneroon, the planhning horizon is five 793ars. The Fifth Sevelcpment
Pian covers the period running from July 1, 1981 to June 30, 1986, The 3Sixtha
Develooment Plan sets national priorities and the development strategy for the
period going from July 1, 1986 to June 30, 1991. Information on the 1385-91
Plan is sketchy, however, as its publication was delaved for some unkaown
reasons. The following analysis is based mainly on the July 23, 1986 Head of
State's Message to the EZxtracrdinary Session of the National Assembly, various

newspaper articles and interviews.
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Reviewing past performance, the July 1986 Presidential Message
acknowledged that while the rate of economic growth was "acceptabie® during
the 1981-86 period, the targets set in the Fifth Development ?lan were not
achizved. The Message did not dwall on factors which gave rise *to
difficulties of implementation. Howevér, it has been widely accepted that the
dgeneral caution taken in administering the state budgect combined with the
lengcthy processes of administrative procedures and decision-making explained
the implementation delays. Those delays were further exacerbated by the
reported widespread payments arrears of the public sector vis-d-vis private
contractors. The GRC has, however, recently taken measuras to remedy the

payment acrears' problem.

IV-1l. The 1986-91 Develooment 2lan.

Within the 1986-31 time frame, the July 1986 Presidential Message
enunciated the major problems confronting Cameroon. These major proclems aca
high pcpulation growth, rural-tc-urban migration, urban congestion, rising
demand for employment and gradual environmental dete-ioration. Under the
Sixth Develooment Plan, the solvinc of those problems will require maintaining
a balance tetween population growth, resource endowment and economic
growth/development. To mitigate the rural exodus, the develspment and

modernization of tural areas will be undertaken. To soive :ne unzemplovment

.oroblam, more jobs Wwill be ccreated and changes in the eiucatinn systam will te

~ed Lo cne

o

made to render the skills acguired by working age persons mora ada

U

needs of the economy. The environmental balance will be maiatained and, abova

all, focd self-sufficiency will be achieved.

Given the above assessment of problems and tasks, “he Sixth Develcpment
?lan set the :argat average annual growth zate at 6.7 Ddercent £or the 1986-9%
deriod and proceeded to ideﬁtify develcpmental tactics. The focal point of
all developmental efforts will be the rural sector to ansure food
self-suffici2ncy for the general population and adequate provision of
agricultural raw materials to the agro-industrial sector. Within the rural
sector, the modernization of agriculture will be carrziad out and incentives

will be given to expand livestock and forestry activities.

Aithin the industrial sectocr, support will be given to small and medium

scale enterprises and to lccal entrepren:urs in an attempt to boost the

s
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fornation of local entrapreneurshis and local capi*al. The search for and

intreduction of appropriate technologiss will be reinforced.

All components of the transportaticn network will oe upgradad and expanded
to 2nsure a greater spatial integration of the country, to increase the
accessibility of remote regions and to 2xpedite tne evacuation and marketing

of food and cash crors.

To raise the living standard, effor:s will be devoted to achieve an
orcerly urbanization process, the cont-uction of new housing comglaxes, the
upgrading of existing dweliings, the acceleration of urhan and ciral
electrificaticn programs to meet a demand which is growing at an estimatad
annual rcate of 3.6 percent and the extension‘bf axisting water systems as well

as the instaliation of new water systems in provincial cities and villages.,

The education system will give greater emphasis to thoze “achnical
trainings which are most adapted to Czmeroon's overall developmental needs.
Shor-term technical training will be instituted. The decencrzalizaticn of the
university system will be pursued. University programs granting »nrofessional

degrees will ne created.

ia the nealith sector, the foci will se on preventive nedecine and on
srimazy health care with the objectiva of oroviding “ealth servicas o sk
entire population in the year 2000. :“e prcovision of social services :ca aeady
Cameroonians snd to young children wi.l be rainforced. The institusion of an
appropriate working sccial security svstem will be scrutinized.

Pyt

 In the areas of culture and commurication, 3additional efforzs will hne

o r
oy
.

devoted to establish an infrastructur: which will foster Frow!

i}

p-
(34

The implementation of all the seczaral >rograms ouflined apove will, as
was pointed out earlier, yield an average annual rate of growth of
apg:oximately 6.7 percent and , by 1951, the
agriculture/livestock/forestry/€ishery sector will reprasent, by GRC's
estimates, 31 percent of GDP. The shares of the manufacturing sector and the

services sector will be 27 and 42 per:2nt of GDP respectively.
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The implamentation cost of the Sixth Development ?lan will amount to

es

0

approximately FCFA 4,143 sillion (3 11.9 Sillion) in constant 1982-83 pri
oc FCFA 6,000 billion (5 17,2 billion) in current 1985-36 pPrices. Given :the
Priority are2as identifiad above, the allocation of those developmental funds

will se:

- 26.1 percent for the rural sector,

- 20.0 percent for the upgrading and development of all aspects of the
transportation network,

- 17.1 percent for the manufacturing sector,

- 16:7 percent for the social service sectoc, .

- 16.0 percent for the building and upgrading ‘of social irfrastructura,

- 4.1 percent for other Sectors not icdentified dbove.
‘l

To finance the imglementation of the 1986-9] Development Plan, the 3RC
will support 42.¢0 Dercent of total costs. I- is estimated that the local
drivate sector will supcly 34.7 percent all funds needed. P2President 3iya
called on public and orivate fcreign investors to provide 16.2 and 7.0 parcents
respectively. Thus, “he need fcr foreign funds wil: amount to at leas: FCFa
1,398 billion (3 4.0 billioa} in constant 1985-86 prices during the next five

years,

t7-2. USAID/Camerson's Comments cn %ke 1%86-9] “a2veloomant 2lan

JSAIS/Cameroon i3 awaiting the puolication of the Sixth Development 2lan
to urdertake detailad critical sectoral analvses, However, based or. the
praeceding cursory and broad description of the Six:h Development ?lan, the

following general comments can be made.

‘. -

n énunciacing the major oroblems confranting Cameroon during %he 1386-9:
Period, the July 1986 Presidential Message failed to include government
policies as a growth limiting factor. It should be apparant from the anaivsis
in Section II-2 that, unless MINAGRI and MINCOM collaborate to identifv a
well-defined agricultural pricing polisy which deals comprehensively with both
inputs and outputs, attempts to increase agricultural production will, in all
likelihood, fail. In the industrial and other economic sectors, there is, as
it was pointed out in Sections [I-3 and II-4, a need to critically reexamine
the system of administered orices imposed on manufacturing products and on

services to ensure the 2Xpansion of those sectors.
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Given JRC's important share of ownership in practically all economie
sectors and tne related financial problems 2xperienced by the majority of
semi~-public ventures, the July 1986 2residential Message failed to deal! wi=h
the isste of GRC's ownership and the need to ins:zitute financial

tehabilitation srogram to assist semi-public -ventuyras.

while the o-ientation of agricultural export promoticn is not clearly
enunciated in the July 1986 Presidential Message, it is implicit in the =, MI
program and the PLIND project. Indeed, Cameroon's entire cocoa production and
the dulk of its coffee production are being exported. 3ecause of limi=ed
domestic demands, inc-cements of Cash crops under the  ZAMI pcogram and the
PLIND project will also have to e exportad. Given ﬁhe implicit agricultural
export orientation, the July 1986 Presidential Messagp failed to outline on

eXport promotion program.

V. Concluding Remarks.

It should be apparent from the PFreceding economic analysis and the akbove
examination of the 1986-9) Development Plan that the agricultural sector will
be, in the second half of the 1980s and beyond, the engire of growth for “he
Cameroonian economy. The rapid increase in agricultuyral output will ensure
food-sufficiency for a rapidly growing population, provision of agricul:zural

TaW materials for the agro-industry and foreign 2xchance earnings for a

In addition, growth ia agriculture will dampen :the ruralsto-urtan
migration, thus iessening urban congestion problems, It Wwill also alleviate

the unemployment zroblenm.

To induce the rapid increaase ia agricultural output, the 3’C will nave &9
take a harder look at agricultural policies and to be more amenazle %o
undettake timely poiicy reforms. The need for policy reforms to incroace
efficiency and reduce budgetary burden will be reinforcad by a lack of
adequate government revenues due to the projected deciine in o0il revenues.
There is also a need to secrch for foreign markets for cocoa and coffes. A

critical examination of industrial Policies is also called for,
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Vo {inance agricultural 2rograms and other psrograms aiming to raise the

standard of living in Camerzoon; the GRC has directly called upon the

participation of sublic and private foreign investors. It s also very likelw
that

the GRC will have to resort to external borrowing to be asle zo ho!d up

its ccmmitaent o fully implement the 1986-9] Jevelopment 2lan.
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AMNEX [:I:

PCLITICAL OVERYIzW

Cameroon enjoys one of the most stable governments in Africa. Amadou
Ahidjo, who had teen Pres:ident from the day Cameroon became independent in
1960, resigned in 1982, President Paul Biya, then Prime Minister, succeeded
to the Presidency in accordance with provisions in the Constitution.
President 3iya received his own mandate in elections in January, 1984. In
April, 1984, elements of the Presidential security force associated with the
former ?residenc attempted to overthrow the government,. but the Army ramained

loval, and quickly put down Camercon's only coup attempt.

Since that time, President 8iya has worxed to consolidate his Bositicn i{n
the country through the sola legal political party, the Cameroon Peonle’s

Jdemocratic Mcvement. The nation's inified labor movement is closely linked =2

iad

ne political life in Camerosn has been a major theme of the 3iva government.
3oth the party and the labor dnion have been the subject of intencive
campaigns ko increase their membership, and to make individual members more
active, but no one is required to join eizher organization. Camerconians
garticipated in 1956 in open elections for leadership positicns within the
PeIit¥. Many of the local party alections <4er2 contested, with livelw

ning cty candida-es for *=ne support of the zacplae,

0
w
)

‘0
[
Ve

ul

during Ahis tenure in office, Presideant 3iva has reorganized his governmen=
and appointed new ministers, many with technical expartise appropriate ko

their ministries. The periodic changes in Ministers have consistently brought

1]
o
1]
1]
3

about improved performance by the Ministers. Recrganization 2fforts rav
1:

9]
e
pon
m
1]

accompanied oy 3 'moralization® campaign to suppress corrcuption in pud

In terms of U.S. interasts, Cameroon is an African'count:y whosa
importance is growing. Within Africa Cameroon is Wwidely regarded as a truly
indep2ndent nation which has ﬁanaqed 1ts affairs effectively. 1Its record in
managing izs econcmic development has earned Cameroon considerable raspec:.
Thus the support Cameroon gives tc the J.5. in interhational fora is

pParticularly useful,.

The current state of Cameroonian.s. relationship is illustrated by
President Biya's recent state visit to the U.S. During the visit President

Biya publically announced Cameroonian support for a number of ddministration



taitiatives, including anti-terrorism measures. :n Africa, given Libva's
influence, *his +as both an important and useful statement. On the J.S. sids

President Reagan publically praised Camercon's Pro private sectcr policies,

u

125 aconemic crowehn and stability, as well as its independence. Ar agra=ment
on grivat2 investment highligh=ed khe visit, and undezscorad the Jrowing

mutual respect between the two countries.



USAIN/CAMEROON PLANNING LEVELS (2000) FY'S 1988-1990
-LOW OPTION

LIFE OF PROJECT OBLIGATIONS MORTGAGE

PROJECT TITLE & NUMBER YEARS AMOQUNT E}_g_ FY 88 FY 89 FY 90 END OF FY 90
631
ARDN
AGRICULTURE MANAGEMENT AND PLANNING 0008 79-88 9,700* 900 (FF)
NORTIHI CAMEROON SEED MULTIPLICATION 1] 0023 82-91] 17,783+ 1,140 - 1,433 1,570 (FF)
AGRICULTURAL EDUCATION 0031 82-89 43,021 4,000 2,460 (FF)
NATIONAL CEREALS RESEARCH & EXTENSION 11 0052 85-95 39,027 3,455 5,445 5.243 5,400 10,229
CREDIT UNION DEVELOPMENT 11 0057 86-91 3,200 1,224 410 1,000 (FF)
TROPICAL ROOTS & TUBERS 0058 86-91 5,800 - - 1,605 400 (FF)
AGRICULTURE MANAGEMENT AND PLANNING 11 0059 88-93 12,000 - 2,690 4,900 2,600 1,810
AGRICULTURE INPUTS AND MARKETING . 0063 88-93 25,000 - 1,820 2,662 5,050 15,468
NATIONAL AGRICULTURE EXTENSION o 0064 88-93 9,500 - 1,422 1,700 2,000 4,378
AGRICULTURAL EDUCATION 11 s 0Q§6 9N-96 11,000 - - - 1,500 9,500
PDsS . . - 321 300 140 80
HEALTH
CHILD SURVIVAL/MATERNAL CHILD HEALTH 0056 87-92 9,500 3,010 1,579 1,465 2,300 1,146
PD&S - 40 70
EDUCATION
SUPPORT TO PRIMARY EDUCATION 0033 B4-92 31,074+ 5,153 3,271 600 440 2,405
JICI VOCATIONAL TRAINING 0053 85-90 2,768 552 680 (FF)
SENERAL PARTICIPANTS TRAINING 0v62 89-99 21,000 - - 3 - -
PD&S _ 50 - - 80
SDA
PRIVATE ENTERPRISE 0060 9IN-94 2,500 - - - -
PVO SUPPORT 0061 88-93 4,000 - - - -
PD&S ; 195 73
TOTAL 20,000 20,150 20,748 21,490 44,936

*PACD'S AMND AUTHORIZED LEVELS TO BE AMENDED
*F: Fully Funded.



) USAID/CAMEROON PLANNING LEVFLS (%000) ryY's 1988-1990
MEDIUM OPTION

: LIFE OF PROJECT N OBLIGATIONS MORTGAGE
PROJECT TITLE & NUMBER YEARS AMQUNT FY 87 FY 88 . FY 89 FY 90 END OF FY 9
631 .
ARDN
AGRICULTURE MANAGEMENT AND PLANNING 0008 79-88 9,700* 90U (FF)
NCPTH CAMEROON SEFD MULTIPLICATION 11 0023 82-91 17,783+ 1,140 - 1,433 1,570 (FF)
AGRICULTURAL FEDUCATION 0031 B2-89 43,021 4,000 2,460 (FF)
NATIONAL CEREALS RESEARCH & EXTENSION II 0052 85-95 39,027 3,455 5,694 5,263 5,400 - 9,960
CREDIT UNION DEVELOPMENT 11 0057 86-91 3,200 1,224 710 700 (FF)
TROPICAL ROOTS & TUBERS 0058 86-91 5,800 - - 2,005 (FF)
AGRICULTURE MANAGEMENT AND PLANNING 11 0059 88-93 12,000 - 2,690 5,500 2,800 1,010
AGRICULTURE INPUTS AND MARKETING . 0063 88-93 25, 000 - 1,820 3,024 5,675 14,481
NATIONAL AGRICULTURE EXTENSION T 0064 88-93 9,500 - 1,422 1,910 2,000 4,168
AGRICULTURAL EDUCATION II s "%0066 90-96 11,000 - - - 2,400 12,600
PD&S > by 321 300 140 130 -
HEALTH
CHILD SURVIVAL/MATERNAL CHILD HEALTH 0056 87-92 9, 500 3,010 1,980 1,840 2,670 (FF)
PD&S - 40 70 -
EDUCATION
SUPPORT TO PRIMARY EDUCATION 0033 84-92 31,074 5,153 3,231 1,040 1,145 1,260
OICI VOCATIONAL TRAINING 0053 85-90 2,768 552 680 (FF)
GENERAL PARTICIPANTS TRAINING 0062 89-99 21,000 - - . 1,52% 1,500 17,975
PDsS ) 50 - - 80 -
SDA
PRIVATE ENTERPRISE 0060 .90-94 2,500 900 1,600
PVO SUPPORT 0061 88-92 4,000 2,000 800 900 300
PD&S 195 73 . -
TOTAL 20, 000 23,100 25,180 27,240. 63,354

*PACDP'S AND AUTHOR1ZED LEVELS TO BE AMENDEpD
FF: Fully Funded.



LIFE OF PROJECT OHLJGATIOQS . MORTGAGE

PROJECT TITLE & NUMBER YEARS AMOUNT FY 87 FY 88 FY 89 'EY 93 END OF FY 90
_ 631
ARDH
AGRICULTURE MANAGEMENT AND PLANNING 0008 79-08 9, 700* any (FF)
NORT!I CAMEROON SEED MULTIPLICATION I] 0023 62-9] 17,783* 1,140 1,433 1,570 (FF)
AGRICULTURAL EDUCATION 003) 82-09 43,021 4,000 2,460 (FF)
NATIONAL CEREALS RESEARCH & EXTENSION I 0052 R5-95 39,027 3,455 6,494 5,805 6,230 7,788
CREDIT UNION DEVELOPMENT 11 0057 86-91 3,200 1,224 710 700 (FF)
TROPICAL ROOTS & TUBERS 0050 86-91 5,800 - - 2,005 (FF)
AGRICULTURE MANAGEMENT AND PLANNING 1T 0059 B8-93 12,000 - 2,690 5,500 2,400 410
AGRICULTURE INPUTS AND MARKETING 0063 88-93 25,000 - 1,820 4,367 6,700 12,113
NATIONAL AGPICULTURE EXTENSION .. 0064 88-93 9,500 - 1,422 1,500 2,000 4,578
AGRICULTURAL EDUCATION If ~ Q066 90-96 11,000 - 3,400 11,600
PD5S " >3 : 321 3n0 140 130 -
HEALTH
CHILD SURVIVAL/MATERNAL CHILD HEALTH 0056 07-92 9,500 3,010 2,700 2,515 1,195 (FF)
PD&S . - 40 70 -
ECUCATION
SUPPORT TO PRIMARY EDUCATION 0033 84-92 31,074 5,153 3,231 1,040 1,145 1,260
OICI VOCATIONAL TRAINING 0053 85-90 2,768 552 680 (FF)
GENERAL PARTICIPANTS TRAINING 0062 89-99 21,000 - - 2,115 2,900 15,945
PD&S 50 - - - 80 - -
SDA
PRIVATE ENTERPRISE 0060 90-94 2,500 \ 900 1,600
PVO SUPPORT 0061 88-93 4,000 2,000 800 1,200
PDsS A 195 . 73 ~ -
TOTAL 20,000 24,700 27,920 29,920 55,334

*PACD'S AND AUTHORIZED LEVELS Td‘BE AMENDED
FF: Fully Funded.



