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1. :NTRODUCTION
 

The focus of this ssessment is on the delivery of health services to
 

rural areas in yameroon. Such a perspective is in keeping wi-th [SAZD's health
 
program, 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 were
 

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 
the health problems are amenable.to cost effective and basic
 

interventions, continued USAID assistance to health improvement in Cameroon is
 
justifiable from a developmental perspective. In addition, by the year 2000,
 

the ratio of Cameroon's consumers to food producers will increase three "old.
 
?or these reasons alone, invest:n3nt to reduce loss of the 
food producing
 

populacion due to disease and premature death is an integral part of a
 

balanced development strategy.
 

11. CAMEROON PRESENT HEALTH SITUATICN
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The Republic of Cameroon covers 465,402 km offering an ecological range
 

from desert ia the far 
North to tropical forest in the South. its pcpulation
 
at the beginning of 1986 is estimatel at 10,446,400 (based on the 1976 general
 

census) and includes about 93 different ethnic groups. Of this population,
 

one-fifth are 
officially Anglophones and the rest Francophones. The official
 

languages ace at 
best, second languages and a major part of the population
 

speaks only their ethnic dialect. Al.though the urban population accounts for
 
36% of The total populati6n this ratio is expected to rise steadily in the
 
next years. Urban centers are r:pected to continue to 
grow ane will contain
 

over half of the total population within the next ten years. Population
 

densities vary widely frcrm 2
area to area (from 6.8 inhabitants/km in
 

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

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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Cameroon belongs to the group of lower middle income countries with a per
 

capita income of 890 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 low income countries. Estimates of
 
mortality in the rural 
areas make the discrepancy between pcr 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 epidemiolog4cal data on a coir.unity
 
level. 
 Existing data usually reflect the situation at the hospital level.
 

Major causes of mortality 
include measles, tetanus, acute respiratory
 

infections, and malaria. 
 Diarrhea: disease and perinatal death (in particular
 

neonatal tetanus) are under reported.
 

The major causes of out patient consultation are malaria, intestinal
 
parasites (and in particular hook .iorm and amoebiasis), skin diseases, throat
 
infections and acute respiratory infections. Sexually transmitted diseases
 
are another major cause of morbidity for 15 
to 44 years old patients.
 

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
 
-year. Thirty-five percent of diarrhea 
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 
socio-nutritional factors such as
 
inadeqUate weaning. Poor environmental health, sanitation, and water 
sources
 
are significant factors contributing to the high incidence of diarrheal
 

disease.
 

Malaria (P. falciparum) is holoendemic, 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.
 
However, no reliable community based data are 
available and under reporting of
 

casis is especially high in rural areas.
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Other major endemic diseases include tuberculosis, leprosy, and
 
cerebrospinal meningitis. Preliminary mapping of guinea worm disease shows it
 
as prevalent in the North and in 
some areas of the South. With increasing
 
migration, this easily controlled disease will 
spread. Guinea worm tends to
 
occur at the height of the agricultural 
seascn and frequently incapacitates
 
agricultural wockers for up to one 
full month.
 

Although the 1978 National Nutrition Survey shows a rate of 22.4% 
for
 
chronic malnutrition (under 90% height for age) in the rural 
areas (this is
 
compatible with figures in neighboring countriesr, acute malnutrition (under
 
80% weight for height) was found to be only 1.1%.for children under five years
 
of age. Malnutri:ion is still felt to be 
a major problem 'in particular in
 
Adamaoua province) and is generally due to socio-cultural factors rather than
 
to shoctages of food. Due to ethnic, environmental and economic diversity 
in
 
Cameroon, the epidemiological patterns and the mortality/morbidity profile of
 
the population vary widely from cne 
region to the other.
 

III. DELIVERY OF HEALTH SERVICES
 

A. Historical Evolution of Hea..th 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
 
hospitals in urban areas). 
 From independence the government has committed
 
itself to provide free medical 
care to its constituents. The government of
 
Cameroon has allocated up to 6.3% of its 
total budget to health. WHO
 
recommends an average of 10%. 
 This decreased to a present rate 
of 4.6%, but
 
still represents $12.6 per capita spending in health which places Cameroon at
 
a comparetively high level as 
compared to other African countries. it is
 
interesting to 
note that unlike most African countries, Cameroon does not rely
 
entirely :)n 
external aid assistance for health investment.
 

Following the Alma Ata conference it,1978, the government of Cameroon
 
adopted the principle of "Health for A1l 
in the year 2000' and consequently
 
the fifth 5 year plan (1980-85) introduced new orientations:
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- extension of coverage of health services
 
- integration of public health services
 
- priority to preventive medicine
 
- participation of the community.
 

This required drastic changes in health strategies and allocation of
 
resources 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 taken .to turn the 
general

philosophy of Primary Health care for all 
into viable p~ograns.
 

USA:D Involvement in health in Cameroon
 

From 1961 
to 1985, USA:D's total assistance to Cameroon has been $180

million. 
T.is represents both direct and indirect assistance. Initially,

USA:D's bilateral assistance attempted to 
respond to a variety of requests

from the government. 
 In the 
70's, AID's focus shifted towards strengthening
 
of institut.onal capability.
 

USAID's support to GRC in health began in 
the 1960's with the provision of
measles vaccine and water 
supply development. The Mission also helped develop

the dniversity Center for Health Sciences 
(CUSS) which trains most of the
 
nation's doctors, 
nurses and paramedicals. 
Support 
was also given to child

feeding programs through PL 480 and the strenq'hening of health delivery
 
systems. (P.T.H.E. project).
 

At the beginning of the fifth 5 year plan, confronted with institutional
 
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. 
 USA:D/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 
use of regionally

and centrally funded projects to 
respond to assistanre requests. 
This
 
assistance has covered a wide spectrum of activities to 
both private and
 
public sector institutions.
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The following is a summary of 
 SAID's early interventions in health:
 

Measles vaccine campaign (1965-70)
 

2. Water Supply Development (1966)
 
3. 
 North Cameroon Rural Health Services (1975-82). Through a grant to
 

Catholic Relief Services, USAID provided support for 
the
 
strengthening and expansion of Catholic Mission's health services 
in
 
North Cameroon. 
Under this project, community level health workers
 
were trained as 
auxiliary nurses at Tokombere,
 

4. Infant mortality study. Through 
a Yaound4 based regional research
 
institution, !FORD, USAID sponsored a study.,bich identified
 
morbidity incidence and 
rates of 
infant mortality in Francophone
 

Africa.
 
5. University Center for Health Sciences 
(CUSS). CUSS is developing the
 

capability of 
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 Resourr 
.,(1979-83). 
 The program provided 35
 
water catchment dams and health education.
 

8. 
 Practical Training in Health Education (1979-82). PTHE developed a
 
heal:h education training program 
responsive 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. 	 Strenghtening Health Delivery System (SHDS) (1978-82). 
 This regional
 
project focused on training in management of health delivE.ry 	systems
 

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

education was provided to 
92 rural communities.
 

In the population sector, 
recent USAID/Cameroon projects have provided

technical and financial assistance to various private and government
 
institutions. 
 This assistance 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
 

http:delivE.ry


communicacion skills in family planning and 
in services delivery; and
 
biomedical and social 
science research.
 

S. 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:ive medical services offered in urban and rural 
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 procurement of materials and transport;
 

(4) 	the Division of Studies, Planning and Health Statistics wiich is
 
responsible for short and long range heath planning, programming,
 

and evaluation.
 

The published organization of the MOPH does not 
reflect the present
 
structure of MOPH. 
 The major changes that have taken place are a result of
 
the new health strategies initiated by the fifth and sixth Five Year Plans.
 
However, no new 
chart has yet been officially adopted.'
 

Reorganization of services from the colonial 
system to the present
 
structure has 
been a slowly evolving process. The reorganization is, however,
 
very ?ositive. The vertical 
structures previously operating 
were a major
 
limittion for effective integration of 
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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Accompanying the reorganization were changes of people in key positions. 
Younger staff with more adequate training and field experience ware placed in
 
charge of programs. Although difficult to document, this effort is an
 
essential 
step towards better management.
 

b. Pyramid of Health 

Cameroon is divided administratively into provinces, divirons
 
(departements) and sudivisions.(arrondissements). 
 I theory., the
 
organization of health facilities reflects this hieranchy and is usually
 

divided in three tiers­

(I.) Primary care
 

The large villages in 
Cameroon are organized as 'villages de sant4' or
 
health villages. Each village has a 'case de 
sant6' supposedly built by the
 
village and staffed by community health workers 
(ChW). 
 The CaW's receive
 
basic training at the subdivision 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 health centre staff.
 
Serious illnesses Qnd injuries are 
referred 
to the health centre. The
 
'village de sante' constitutes the first contact between the population and
 
the health services.
 

The Elementary Health Center (EHC) is 
the smallest government facility and
 
is designed 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 tra-ining after primary school), 
or
 
health workers trained on the job.
 

The Developed Health Center (DHC) has beds 
for maternity patients and
 
short 
term care, and is supposed to have a staff of 11 
persons, including a
 
state registered 
nurse (4 year training), assistant nurses and health aides, a
 
laboratory technician and 
a sanitary technician, it usually serves over
 

10,000 people.
 



(2.) Secondary Care
 

The subdivisional hospital has basically the 
same facilities as 
a DHC bui
 
staff includes a doctor and 
several certified nurses.
 

The divisional hospital has 
two general practitioners, 
one surgeon, one
 
obstetrician and a relatively large nursing and technical staff.
 

(3.) Tertiary care is carried out 
by provi ftial 
and central hospitals
 
where specialized care is available.
 

At this stage, operational constraints do nct allow this 
theoretical model
 
to 
function as conceptialized. Patients tend to 
ckoose a health facility
 
based 
on distance and availability of service.
 

c. Delivery of 
3asic Health Care
 

This section focuses on 
the first tier of 
the pyramid cf health. As this
 
tier is nearest to the rural population, it is the most critical 
level to
 
strengthen so 
as to decrease infant or 
childhood mortality rates.
 

The essential activity of EEC, DHC, and subdivision hospitals are
 
out-patient clinics. 
Major motives for consultation appear 
to be malaria,
 
diarrhea related diseases, acute respiratory or throat infections, skin
 
diseases, measles (although this is 
less frequent since immunization coverage
 
improved), sexually transmitted diseases, wounds and infections, back pains,
 
fever, headache, etc. Malnutrition in children is often discovered in
 
relation with another 
symptom. 
 Patients come for curative services and health
 
centers have essentially developed around such services. 
 Most of the symptoms
 
are amenable to 
simple and inexpensive measures which do iot 
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 drugs 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 drugs that are 
not essential. A
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vicious c:le results: if drugs are not available, patients will not show up,
 
and the health staff will 
invest their interests somewhere else. Thus both
 
the initial investment in the health/facility and the recurrent costs
 
(essential". 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 control is sttll the use of drugs
 

(sulfamides or antibiotics) and, in case of dehydration, intravenous
 
solutions. Homemade solutions like 'eau de riz 
 'rice 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
 
basic aspects of prevention through improved hygiene, water use, 
and
 

sanitat:on.
 

Presently, the government program foc 
immunization is in general carried
 
out in national campaigns. 
 Rural health centers do not have facilities such
 
as refrigerators that would enable them 
to carry out this function on a
 
regular basis. Rural health centers are only used as 
vaccination posts where
 
mobile teams will come on a predetermined day. 
 Since there is no existing
 
census of the tar'et population (children and pregnant 
women in neighbouring
 
;ommunities) the immunization program is limited to 
people who were informed
 
and willing to bring their families for immunization. Cameroon's Expanded
 
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
 

expected to provide the other 
30% coverage.
 

Malaria is also 
a major problem but chloroquine often runs out. Another
 
drug wide.ly used is injectable quinine (Quinimax). Prophylaxis for pregnant
 
women is said to be not possible in the absence of a cegular supply of
 
cnloroauine. 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 government centers.
 
In spite of a hig prevalence of anemia in some regions, iron tablets usually
 
ru-n 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
 

servc,'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
 
groups. 
 It is often linked to sociocultural problems such as 
inappropriate

weaning practices racher 
than to actual shortages of food. 
 Local practices,
 
customs and beliefs are often viewed by trained nurses 
from a different ethniQ
 
origin as 'backwards'. 
 Little effort has been made as 
yet to collect
 
information and design educational materials adapted to 
specific socioeconomic
 
and ecological conditions. 
 Nutrition education is almost non-existant.
 
Growth charts are 
not available in most health 
centers. 
When scales exist, it
 
is usually either the bathroom type scale for adults o; the "p~se bebis' 
for
 
infants.
 

It is obvious that child spacing could help 
overcome some problems in
 
mother and child health. However this is not 
believed to be 
a need in the
 
under-populated areas of Cameroon, especially the 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. .Indirectly, the 
two 
issues are related. Operational research
 
to 
identify target populations and design appropriate messages emphasizing
 
health education is an essential first step.
 

d. Support systems
 

(1.) Staff allocation, training and supervision: At the level of
 
basic 
health care, the primary concern is existing nursing staff. 
 These
 
include state registered 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 3aimenda for
 
Anglophones. 
Training for cert'ified nurses 
is 
slightly more decentralized
 
with nursing schools in Bamenda, Douala, Bafoussam, Garoua, 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. Zt can be argutd thac this has a practical advantage in that 
the nurses
 
are subject to 
less social pressure from their patients. However, it often
 
results in misunderstandings with the local population and hence in reduced
 
efficiency in their work.
 



At present, there is 
no 
formalized system for in-service training of
 
existing staff. Technical skills tend 
to diminish as staff 
are not kept up to
 
date 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 the 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 arejs, especially 'n the
 
North. 
 Staff supervision is often theoretical since 
the Divisional Service
 
for Preventive and Rural Medicine does not always have-the 
means of
 
transportation or 
the budget to carry out 
its supervisory responsibilities.
 
On 
the whcle there is very little accountability in the system. 
 Personnel
 
decisions rest with 
che central level and civil 
servants are 
seen as
 

impossible to fire.
 

(2.; Drug Supply: Pharmaceuticals are distributed free of charge to MOPH
 
units. 
 It is common 
knowledge that the government drug supply system has
 
become increasingly ineffective over 
the years and blatantly biased towards
 
urban areas and 
-ertiary care facilities. 
 The recent increase in the numbers
 
of basic health f-icilities has made the situation worse. 
 Health centers are
 
supplied frcm the divisional level, 
itself supplied by the provincial level.
 
Until now, drugs were sent 
to the province from the central pharmacy once 
a
 
year. 
 The amounts were invariably insufficient, the types of medicine and
 
quantities were standaird 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 repch 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 frequent.
 
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 areas. When drugs ate available, they are
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provided free of charge to 
the patient. Rhile nurses write down their
 
prescriptions in the out patient book, 
there seems to 
be no. supervised
 
inventory and accounting system. 
 Nurses commonly deliver prescription slims 
to their patients who must purchase the drugs from a pharmacy.
 

The government is trying 
to promote alternatives:
 

At 
the village level, village pharmacies have begun and 
are managed by a
 
community health worker. 
 The chance of success 
for village pharnacies
 
seem fairly good since the village traditional structure acts as 
an
 
efficient supervisory system.
 

Municipalities are encouraged 
to start pro-pharmacies when no 
private
 
pharmacy exists. 
 There are only 117 propharmacies at 
this time. These 
buy medicine from the Ministry at cost and are run by a nurse under
 
supervision of 
a doctor. 
 Their margin of profit is limited by law 
to
 
10%. However lack of supervision and unethical management often undermine
 
what could, in theory, be a good system. 
 Furthermore, propharmacies are
 
not permitted to open in towns in which there is 
a private pharmacy and
 
have to close if a private pharmacy opens.
 

(3.) Other Factors
 

Most of what has been said for drugs applies to equipment, maintenance of
 
services, and other expenditures required for the operation of health
 
facilities. 
 An almost non-existent management system both at 
health center 
level and ate 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 political visibility but 
in
 
the long run it is counter productive, since facilities cannot be 
sustained.
 
The imbalance between rural and urban areas continues despite 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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oes not 
take into account the recurrent costs. 
The consequences are in 
a way
 
limited by the fact 
that the i.nvestment pcogram regularly fails to meet its
 
targets, due to a lack of absorptive capacity rather than to a lack of funds. 

The global insufficiency of recurring costs financing is further
 
compounded by a gLoss imbalance in the allocation of 
resources. Salaries in
 
1985 accounted for 72.,7% of 
the operating budget. 
 Data on the further
 
breakdown of non-renewable expenditures were not available. 
The ratio of non
 
renewable items (without which health facilities cannot operate) to 
salaries
 
in 1985 was 
0.367 which reflects a highly unhealthy situation. The personnel
 
share of operating costs is greater 
in lower level facilities and can reach
 

98%. 
 The remaining budget for drugs, medical su-plies and maintenance is
 
therefore totally inadequate.
 

2. 
Other Government Institutions Involved in Delivery of Health Services
 

a. National Social Insurance Fund: (Ministry of Labor)
 

This institution is an important factor in the delivery of health
 
services. !ts 
target groups aLe the employees of 
the public and privace
 
sectors which constitute aproximately 1/4 of 
the total populatlor. With
 
urban migration it is estimated that this target group -will increase in the
 
near future. 
 As this population 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 
those of the government.
 
Existing h4alth facilities include:
 

3 hospitals (MSC) with 120 beds each (plans are underway for extension to
 

240 beds)
 

4 MCH clinics for ambulatory care, staffed by at least 
8 health
 

professionals including 
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. :n
 
Yaounde the fund plans 
to 
experiment setting up neighbourhood clinic units
 
attached 
to the existing hospitals.
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As in MPH facilities, consultations are free and prescriptions for drugs
 
are given. Thu fund's nealth services, both hospitals and MCH clinics, are
 

open to eve:yone and not just to registered members.
 

b. Ministry of Agriculture
 

The Division of Community Development coordinates development activities
 
at the community level. The community development programs usually include 3
 
sectors: 
educational action, women in egriculture, and technical action. 
 At
 
the provincial and 'dipartement' level there is 
a chief of community
 
development. 
This person is assisted by 3 technical coordinators who, at the
 
"departement' level, 
work ,;ith community development agents trained to carry
 
out each of the activities at 
The village level. Their primary responsibility
 
is in the provision of improved water 
sources and sanitation. As an integral
 
part of 
this program, they emphasize community participation. The Division
 
for Commuinity bevelopment implements its activities through international
 
PVOs, including CARE and Save the Children. 
 The provision of Primary Health
 
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
 

Within t.he context uE 
'responsible parenthoodo, the Ministry of Social
 
Affairs provides family planning information. This Ministry receives USAID
 
funding for studies intended to better communicate family planning information.
 

d. Ministry of Women's Affairs
 

This Ministry is developing its outreach activities which emphasize
 
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 cooperatives.
 



3. Confessional Private Sector
 

More than one third of all heal:h facilities are operated by the private 

religious sector and most operate in the ruiral areas. However, the proportion
 

of services rendered is higher as utilization of private services is greater
 

than at government health units. There are two major coordinating
 

organizatioas: the Federation of Evangelical Churches and Missions of Cameroon
 

(FEMEC) and the Cathoiic Health Services. Each maintain a medical liaison
 

office in Yaounde. Both organization receive subsidies from MOPH annually.
 

These amount to 1.5% of their operating budgets.
 

There is great autonomy among the church and mission clinics in their
 

pro'rincial health services. This results in 
a great diversity of health
 

programs. The health liaison offices in Yaounde work 
on a consultative basis
 

and are working towards the following strategies:
 

Health facilities will respond to the population's demand for services.
 

Services w4.ll operate on a cost recovery basis and adapt fees to 
the
 

sociceconomic context of the catchment area.
 

Preventive medicine and outreach programmes will be funded where possible
 

using outside donor assistance.
 

All programs are working towards Cameronization.
 

rhe'present document does not pretend to draw up an extensive list of all
 

experiences in integrated basic health care, but will mention briefly projects
 

that seem relevant to further SAID projects in Cameroon.
 

a. The Presbyterian Hospital in Ebolowa, South Province, is making a
 

concerted effort to 
integrate preventive medicine into its activi:i.s. Over
 

the past 15 years, tne hospital 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 Government. More recently USAID,
 

through ASHA funds, has supported this effort. This hospital conducts
 

in-service training in preventive medicine for its staff and those 
in the 7
 



dispensaries attached to the hospital. The mobile unit is being used to
 

provide the required support and training for outreach dispensary personnel.
 

The recurrent costs of the mobile unit are estimated at 750,000 to i milion
 
CFA per month (2,500 - 3,000 US dollars per month). The mobile unit 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 its qarvices to suit the socio-economic conditions of the 55,000
 

people in the catchment area. Health staff work with villagers to develoo
 

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

Tokombere has become a training site for Catholic nursing students.
 

c. The Achatugi Primary Health Care Program, started with six villages
 

in 1977, now provides coverage 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 supervision
 

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 facility provides
 

the support and mai icenance;
 

- Use of existing structures i.e. traditional health 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.
 



-17-


However, the lessons learned in Africa since then have led WHO, AFRO
 
(Brazzaville) to 
start promoting decentralization and concentrating 
on the
 
operational (or district) 
level. 
 While there is agreement on the need for
 
decentralization, the MOPH appears 
to be reluctant to begin since they do 
not

view decentralization as a development policy for 
Cameroon and do not 
feel at
 
ease initiating the process alone.
 

WHO's funding essentially goes to 
training programs, increasingly through
 
CUSS. Specific programs include 
immunization (1986 4as. chosen as 
the African
 
Year for :mmunization and WHO provided 
technical assistance to orianize the
 
national days for immunization in Cameroon), 
contr.l *f diarrhea! diseases
 
(supporting an ORT demonstration centre in 
'laounde), essential drugs program
 
(providing tecnnical assistance to 
lay the ground for 
a local pharmaceutical
 
industry and for 
a more 
rational drug supply), promoting inter-sectorial
 
coordination (with the creation of the National Centre for 
Health Ceveiopmen)
 

etc.
 

b. UNICEF
 

UN:CEF's regional strate-gy is the GOBI-FFF package which has been adopted
 
by the MOPH as their own. 
 On the operational level, UNICEF collaborates
 
essentially with t!e Ministry 
of Women's Affairs (promoting income generating
 
activities, use 
of ORT in the 'Maisons Familiales' etc.), with the MOPH
 
(supplying vaccines, operating funds, and packages of ORT); and with the
 
Ministry of Agriculture (village water supply).
 

c. iBRD
 

World Bank has been working together with Ministry of Health over 
the past
 
two years in the preparation of 
a integrated health development project in
 
specific areas of Cameroon. 
 Although the government finally decided not 
to
 
ask for a commercial loan for 
a social program, the preparation process has
 
been extremely effective in analysing existing problems and making practical

recommendations which has, in 
turn, increased the awareness and competence of
 
key persons in MOPH.
 

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



OCEAC deals with the control of communicable diseases in 
 i countries of
 
French speaking Africa. 
 It has inherited the typical vertical 
structure of
 
research projects and traditionally is not 
involved directly in the delivery
 
of health services. However OCEAC maintains close links with the services of
 
Preventive and Rural Medicine in the field ('ex-Service des Grandes Znd~mies")
 
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 been slightly modified recently to 
allow computerization of
 
data to 
improve their utility for operational purposes (as opposed 
to
 
research). OCEAC is looking for funding to organize seminars in the field to
 
promote 
the use of the new data collection forms agd'to raise awareness of 
the
 
utility of data collection at all levels or health care.
 

5. Bilateral organizations
 

A. USAID
 

Currently OSAID's focus is on 
developing 3 integrated sectors: health,
 
agriculture, and education with participation of the private sector.
 

Under the Child Survival initiacive, USAID is considering funding two
 
complementary projects. 
 The first, under Pritech plans to 
begin ORT training

and coordination at 
the national level. 
 The second is the proposed CSiMCH
 
project to follow Pritech's ORT initiative. 
 In addition, the US government's
 
contributions include Peace Corps Volunteers working with communities to
 
implement health :elated programs.
 

B. Others
 

The major contribution in the health field in monetary terms is made by
 
the French government. It consists to a large degree of 
'substitution
 
cooperation' where French professional health 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 bilateral program has had relatively little impact
 
on basic care 
in the rural area. 
 The main exceptions to this are 
the three
 
provinces where the physicians in charge of 
the Preventive and Rural Services
 
(ex "Grandes End~mies*) are 
French expatriates, as 
in the Adamcua Province.
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A 3uccfss-u! bilateral program of basic health care in Cameroon is the
 
German Technical Assistance. 
For several years GTZ has been financing a
 
primary health care 
project in the Nortn West Province that incorporates the
 
private sector. 
 This project has been such a success that it is in the
 
process of extension to 
the South West and is recommended as a model by the
 
MOPH. 
GTZ started working with the existing administrative structure at 
the
 
provincial 
level moving towards the periphery. The structure set 
up by this
 
project parallels that of the government's and focuses on village health posts
 
directly supervised from Bamenda, but has little retation with existing MOPH
 

health centers.
 

The 3elgian Technical Assistance concentrates i:s activities in 4a::ua.
 
This project started in 1981 
and will continue until 1990. 
 -t supports
 
the delivery of an integrated health prcgram with a cost recovery 
component. Their activity seems effective for 
a variety of reasons. :n
 
terms of the delivery of 
services, the project concentrates its activities
 
on 
training outreach personnel who are in turn supervised very :cosely by 
Belgian physicians working at Maroua hospital. The cost recovery
 
component is managed by 
a person chosen by the community who is based at
 
the hea>th center. Payments are made based 
on a fee for Service for an
 
episode of illness, i.e. a patient pays 
a sum of approximately 6iJ CFA
 
when coming to the clinic for a symptom. This fee includes tests,
 
medication, and unlimited visits un:il cured. 
 The drugs supplied for this
 
oroject are only for participating health centers, i.e. 
centers iho have
 
made their payments. At present 
this project is working in 4 health
 

centers.
 

Other countries involved in financing or implementing (tnrough 
volunteers
 
in particular) rural health care 
include the Netherland, italy, Belgium and
 
Canada (through CUSS).
 

6. Private Voluntary Agencies
 

A variety of 
non governmenatal organizations, national and 
international,
 
operate in Cameroon and have a significant role in supporting basic health
 
care in rural areas or 
dealing with health related issues. 
 It was not
 
possible'to dedicate, the time needed to 
a complete investigation of these
 
organizations. 
 Some like the French "Volontaires du Projets" work 
in primary
 



health care in the provinces that have been selected for the proposed CS/Mci 
project and as sucn should be incorporated by the project design team as
 
existing resources. 
 We chose to concentrate this document on 
US-based PVOs
 
which nave 
had a long standing relationship with SAD/Yaound6.
 

Save the Children and CARE are 
the key US based PVOs carrying out
 
community level health activities. Both organizations work under the
 
direction of 
the Ministry of Agriculture, Department of Community Development.
 

a. CARE
 

CARE's activities are concentrated in 
the extreme North of 
the countrv and
 
more recently, in the Eastern part of 
the country. 
 The Wells .ro3ect in the
 
North has concentrated its activities on providing water and sani:aticn 
as a
 
first activity and has trained animators to prov:de healtn educattzn, primary 
healt'h care activities, and more recently, a weaning project through Manoff
 
International. 
 Within the context of the water and sanitation activities,
 
community participation provided materials, labor, 
and lodging for the
 

technicians.
 

More recently CARE 
-e:an a pro~ect 
in the Eastern Province with MCH.
 
Under this prolect CARE trains Community Development Agents who work with
 
Community Health Workers 
(CSW) and village health committees. Home visits are
 
conducted in families where children aged 
0-5 are identified 
to be at risk.
 
At present CARE is implementing this protect in 4 communities and will,
 
following an es1luation, expand :o 4 additional villaces.
 

CARE staff view the Iorthern Wells ?ro~et as 
their mcst successful
 
initiative in expanding Primary Health Care and preventive health. :n this 
semidesert area the communities themselves identified water as their first
 
need and through this intervention, communities participated and 
supported
 
primary health care.
 

At the national level, CARE coordinates their operational plans with
 
Ministry of Agriculture, USA:D 
ind CARE staff. To facilitate the functioning
 
of their field level 
staff, CARE receives an operational 
fund from the central
 
level and manage it themselves.
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b. SAVE THE CHI:LDREN (Community Development Foundation CDF)
 

This PVO views its role 
as that of an intermediary among the community,
 
governmental, and private 
resources. 
 CDF began its activities in 1978 in
 
Doukoula. 
 Today they are active in 2 additional zones: 
Ntui in the Centre
 
(near Yaounde) and Yokadoma 
in the East. CDF provides an integrated program
 
which includes health, nutrition, education, agriculture and women's health.
 
They begin tneir actions by conducting 
an assessment of the communizy's
 
resources which ultimately leads 
-o the creation of 
a village com.'ittee for
 
community developmen: and health.
 

CDF's outreach activities are implemented by a mobile MCH clinic ceam 
of
 
five persons. These include a nun from the 
local mission, the coordinator for
 
the district hospital, 
two nurses and a community agent. 
 This :eam ':si:s
 
the community once every two 
weeks and provides curative services, weight
 
monitoring, 
and health education (using locally produced information, and
 

education and communication (IEt) materials from A.M.A). 
 This team is paid a
 
nominal sum by CDF and 
is also provided the logistical support by CDF.
 
Children under 5 years old 
are registered and mothers are provided with 
a
 
onitoring card ,grcwh/vaccinationchart).
 

:n addition to fieldinc a MC.* mobile clinic, CDF trains CHW and
 
Traditicna Birth Attendants (TBA) for 1-2 weeks. 
 These village level health
 
workers are tra-ned 
in motivational 
techniques, identification and treatment 
of common symptoms, and referral procedures to the health units and are 
provied wtn drtugs. When communities express an interest, CDF assists th. 
.n buildinc a community health center. Such a 
 -v wou usually include
 
simple ware: 
systems (rain catchment) and latrines. 
 CDF 'r-vides :-.e firs:
 
stock of drugs for the community pharmacy. Subsequent stocks 
are toucht ty
 
the ccnmunity in coordination with the MOPH physician.
 

Future :DF plans are 
to be implemented through child survival 
funds
 
focusing an GOB:-FFF (food, family planning and female healtn). 
 CDF will
 
monitor C-5 year old children through a computer program and will also focus
 
on training mothers on ORT remedies.
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7. Commercial Private Sectors
 

a. Traditional 
Healers
 

Traditional health providers receive skills which are passed on 
from

father or mother or 
they may receive their 
training from recognized

traditional health practitioners. In 
some areas of Cameroon, healers have at
least 3 years training. 
 Most traditional healers treat 
their patients on an
ambulatory basis. 
However, 25% 
of the healers have homes which serve 
as thei:
hosoitals with 10 
to 15 beds each. 
 :n one region tot 
l Zed caoacit, of
traditional health Practitioners accounted for half those of MCP:. 
A study by
Dr. Dan Lantum shows 
that diseases trea:ed by 
over 50% of healers include:
diarrhea, malaria, upper respiratcry chest 
infections (couchs and asthma), 
and

sexuaily t:ansmitted diseases. 
Some healers specialize in particular

diseases. 
While many healers work alone, 
a zizeable sample work in a group

practice, referring diseases 
they cannot treat to others in their group or 
to
modern facilities. 
 The government recognizes traditional healers.
 

b. 
 Profit Making Clinics (private practice)
 

:!CPH has -dent.f.ed 97 such clinics, situated primarily in Douala and

Yaounde. 
At present these 
facilities have 11o 
 direc: impact 
on Cira areas.However 
they are expanding to secondary cities. MCPH authorizes cnly doctors,
 
nurses and midwives to 
open clinics.
 

Polyclinics offer 
a range of general health, while clinics offer
3DPecialized'care. 
 Both polyclinics and the clinics provide services to 
in-and
out-patients. 
Medical *:onsultat.on 'cabinets' offer out-patient 
services ad

frequently offer only general medical consultations. Consulting physicians

may or may not provide drugs as part cf 
their services. Treatment clinics

i'cabinet de soins" 
 are ienerally run by 
nurses and provide general medical
 
services.
 

c. Illegal 
Private Commercial Sector
 

This sector 
includes the shops and kiosks that sell medicines along
with other 
items and petty traders who go from village to village to' sell
medicines. Although 
this sale is against the law, it 
is practised openly and
 

http:onsultat.on
http:dent.f.ed
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is socially accepted. Unfortunately these sales promote the common practice
 

of self-oedication and 
a degree of self-diagnosis.
 

C. Future Perspectives
 

1. Sixth 5 year plan
 

In his speech of presentation of the sixth 5 year plan 
to the National
 
Assembly on July 23, 1986, President Paul Biya stressed several major points:
 

- He emp-.asized th-e need for responsible parenthood in order to avoidJ 
the social and economic consequences of an uncontrolled increase of 

the national birth rate; 
- he stressed t..e need to modernize rural areas in order to limi: as 

much as possible rural exodus; 

- he declared that health efforts would concentrate essentially cn
 
preventive health and primary 
heath care in order 
to reach the goal
 
of Health Fov A.1 
 in the year 2000.
 

a. Ministry of Public health 

-ron a presenc level estimated at 10,446,400 inhabitants the popu1ation in 
Cameroon is expected 
to rise to 12,243,700 inhabitants ty 1391. More exact
 
figures will be provided by the census planned for 1987.
 

The main orientations of the sixth 5-year plan are 
the follcwing:
 

- :morovi.ng the efficiency and cost effe':tveness :f existi-.g 

services; 

- Developing the health infrastructure by reducing the prevailing
 
geographical imbalance, especially in 
rural and border areas, and
 
promoting a national network of propharmacies and MC9 centres.
 

in order to gain credibility in public health services, 
tne following
 
activities are recomrnended: increased delegation of funds to all 
hospitals and
 
health centers; 
reorganize services and increase responsibilities of staff;
 
regular drrg supply'; sale of essential drugs at a moderate cost; 
development
 
and extension of MCH activities in 
the routine activities cf hospitals and
 

health centers.
 

http:morovi.ng
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The oodec:ive of 
the MCH program is to 
reduce child mortality from the
 
present -evels of 105 to 
78 per 1000 live births. The key interventions
 
prcmoted beiong to the GOB:--FF package which includes growth monitoring, oral
 
rehy!ration therapy, immunization, child spacing and female !ducaticn. -he 
target population includes children under five and wcmen from 15 to 
49 years
 
of age. (see Appndix 2). 

Cameroon has adopted primary health care as 
the essential strategy 
to
 
achieve the goal of 'Health for All 
in the year :000". The Nati.onal Centre
 
for uealth Development established with the support'of WHO, ,i1 
provide the
 
framework for the organization, coordinaticn and followup of 
the nationt
a
 
program of 
PEC and the optimal use of mutilateral, bilateral ind 
PVO aid.
 

Confessional 
health facilities will be 
taken into account in :he
 
development of -ew infrastuctjre and private initiative will 
oe enco.raged,
 
in particular as 
regards pharmacies. Extension of the 
national health
 
coverage by the confessional orivate sector and the CNPS be
cill a maor
 
contribution 
to that effort.
 

b. Ministry cf Agriculture 

The Decartment of 
Community Development will 
be strengthened 
so as to
 
continue providing services at village level. 
 Such services will be 
focused
 
on improving the participation of communities 
in the identification and cost
 
recovery of developmaent activities and maintenance of 
facilities. 
 :n order to
 
accomplish this obJective, the 
plan proposes 
the creation of Provincial level
 

mobile educational centers.
 

c. Ministry of Social kffairs
 

The Ministry of Social Affairs is in charge of studying the 
feasibility of
 
a social security system to 
cover the 'active but unsalaried' (i.e. 
not
 
eligible for the National Social 
:nsurance Fund). Such 
a program should
 
provide health coverage to 
rural farmers and their families.
 

Within the context of population and family planning, President Biya's
 
speech emphasizes a more active role for 
the government to-play: 
'. would like
 
to 
draw the attention of Cameroonians of both 
sexes to the economic and social
 



consequences of an unplanned increase 
in the birth rate. Procreation, alzeit ­

a basic human right, can and must be controlled. The purpose, therefore, is
 
to discard our beliefs, practices and customs in this
not 

regard, but rather
 
to increasingly strive for the systematic promotion and 
institution of planned
 

and responsive parenthood.'
 

d. Ministry of Women's Affairs
 

The social 
and health development project promotes women's participation
 
in these fields. The existing pilot project in Fang Biloun Center 
 ve:ng 2
 
villages) will be extended to three 
new centers in the Extreme Nortn, 
Ncrit
 
West and East. Women's participation is recognized as 
essential to Drimary
 
health care and preventive medicine in general (in pa:ticular immunization)
 
and wcmen's -groups will be encouraged to carry out reaonsi:ii e n e
 

programs.
 

2. Analysis and Comments
 

Policy in terms of 
the sixth 5-year =lan follows the guidelines set _p by
 
the fifth 5-year plan emphasizing service 
to rural areas. The sixth 5-year
 
plan begins by summarizing some of t.he 
main problems encountered:
 

- insufficient operating funding, often responsible 
for the lcw level
 

of program execurion;
 

- weaknesses in program design:
 

-
 difficulties in administrative and financial management;
 
Drawing from these lesscns, 
the emphasis is put on increasing the cost
 

effectiveness and efficiency of health services.
 

As we have seen in previous sections, this approach seems to fit with the
 
facts. :t is encouraging that the flaws in the existing situation are -iven
 
official 
recognition and that recommendations 
to address these problems are
 
given priority. Interviews with high level officials in MOPE confirm a
 
general awareness of 
management problems and a commitment 
to reduce the
 

prevailing waste of 
resources.
 

The total budget for Winistry of Public Health is projected to be $433
 
million over 
the next five years, 4hich represents 3.1% of the plan's overall
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budget, as opocsed to 4.6% in 183. 
However excessive attention should not be 
paid to this fi.aure since the plan essentially provides a framewoLk and can be
 
modified by the President 
to adapt to national requirements. As a rule at
 
least 30% of health investments are financed outside of the 
5-year plans.
 
Financial analysis should therefore be based 
on annual oudget figures that are
 
cf.cially published in June of each year 
(the fiscal year ir Cameroon runs
 
from July 1st to June 30th). Close attention should be jaid to 
the 1987-88
 
annual budget. Figures for 
1986-87 show no evidence of an effective cnance in 
the strategy. Compared to 1985-86 figures, salaries increase faster (-6.7%)
 
than the total ocerating budget (+4%) and complementary inputs decrease 
still
 
firther (-2.7%). it is hoped that the recommendations of the si:th plan Will
 
be made operational by appropriate allocation of 
rescirres placed in the nex:
 

budget cycle.
 

The degree of underfunding for current activities has been estimated 
to ce 
5%. Whether this will continue to be 
the case is a matter for speculation,
 

but the continuing investment program is not likely 
to ameliorate the matter.
 
The decision to reallocate resources to 
the MOPH is obviously a political
 
decision for the national government. if such a decision is 
not t3ken, :he 
alternative for MOPer will be deciding for partial cost recovery metnods (in 
itself a noli tcai decsion since it Jeparzs from the free a are 
philosophy) oc lettinq the present situat cn progresSively =eter-orae. hi 
would also have political consequences. 

As we have seen, the problem with recurrent costs is not only a matter of
 
available resources 
but also a matter of allocation of these resources 
between
 
salaries and other expenditures. The ratin cf complementary imIuts (drugs,
 
medical supplies etc.) 0o salaries in :985 was 36,7% (the lowest since 19K): 
if health personnel are to function effectively, this ratio will nave to be
 

increased.
 

As regards more specific technical issues, Ministry of Public Health
 
officials are usually open to suggestions. In addition, many programs are
 

under revision or about to be updated.
 

a. 
Natio.nal Center for Health Development (CNDS)
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This center is still 
in the planning stage. 
 it was planned bi the
government 
in collaboration with W.O. Its objectives include:
 

- ocerational research 
In PHC
 
- multi 
sectoral coordination
 

- on job training for physicians and nirses
 
- coordination within MOPE
 

-
 create a national 
awareness for P!C
 

C:JDS is envisioned as a link between the iater-iniste:ija council for
:ealth 
and Social 
Affairs which is a political organ and the National
Committee for 
Health for A.. 
 The latter is envisioned as a technical organ
presided over by 
the Minister Of 
Puolic Health. 
 The implementation of t:e
CNDS initiative is st.ll 
not clear. MOPH views CNDS as a unit within the4CPH, while W'4O perceives it to be 
a sePar3te structure. 
 The final Jirec::on 
that this st:ucture will take remains 
to be seen.
 

The assumpcion at government level 
is that primaty health be
care can
achieved at 
an affordable cost 
as long as 
effective community Participation
and mult:sectorii coordin.tion are achieved. Community based Prorams are-e zes~onslzi'_i, 
 of 4niszry of Agriculture, lepar-ment of 
Ccmrnizy

DeelaomEnt. -he oajective zf the ?rma:y healh cae pograml is :o organize
'health 
zones' around a 
health center 
which supports and supervises
 
neighbouring "health 
villages'.
 

One of 
the goals of the sixth 5 year plan is 
to decrease the 
infant
mortality rate, ",!hich explains tne high priority given to M.C.H. activities.
However, at 
this stage, a formal program remains 
to be designed, updating the
traditicnal MCH approach by selecti .g the most cost effective interven!tions to 
achieve this cesult. 

The qener3 trend 
in the technical service sectors 
is towards advocating a
greater degree of decentralization. 
 Planners have become weary of 
exceedingly
ambitious programs and appear more 
interested 
in indepth preliminary studiesand small scale expe:mental projects that have an ,perational researchcomponent 
ind a multioler effect. 
 There is also 
a strong awareness 
that
 program design has 
to take into account 
the socio-ecooomi-c 
realities of 
the
target area, which at 
national level translates into a high degree of
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flexibility in ord.: 
to adapt to the diversic:y of Cameroon.
 

Drug supply is also receiving a lot of attention. 
The sixth plan
 
announces a substantial 
iacrease of government spending for medicines and

revision of 

a
 
its policy. 
 The main objectives of 
that policy are 
the following:
 

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

- rationalize the 
supply system; 
for "he sake of efficiency the 
national ortder should be centraLized and purthases abroad scheduled 
in order to 
achieve timely deliveries and avoid shortages. 
At the
 
distribution stage, methods have to be 
identified so 
that deliveries
 
of medicine to the provinces are adapted to 
local epldemioiogicai
 
patterns and pharmaceutical requirements.
 

The existing data collection system is seen as non-functional and the lackof reliable data is 
a major worry of the Department of Health and Demcg:aph.

Statistics. 
 They are at present 
discussing the possibility of establishing

periodic data collection sheets adapted 
to 
the training and diagnostic

capabilities of 
the staff at different levels of health care. 
 At present

there 
is one iaza collection sheet for all 
facilities. 
 :t is felt hospitals
 
and basic facilities should have different forms.
 

ALthough officials 
in MOPE remain (understandably) evasive on 
the subject,

several 
internal planning documents refer to 
the need to introduce ccst
 
recovery systems in the delivery of basic 
care. 
 The general feeling in the

field is that fees for 
service are acceptable to 
the population. 
 eople

already pay for curative services by self medication or attending confessional
 
health centers or traditional healers. 
Suggestions include providing free
 care in 
the fields of prevention and control of communicable diseases and
 
adopt a cost recovery system for curative services. 

17. 
MAJOR ISSUES TO BE ADDRESSED ZN USAID'S HEALTH STRATEGY
 

A. Diversity of approach
 

.As stateJ previously, Cameroon" is characterized by diverse ethnic,
ecological, cultural 
and historical background. 
 As a consequence there is
 



-2t­

conjiderable variation from one area 
to the other in 
terms of demography,

epl sm:ological patterns and allocation of health facilities. ?roject design 
will have to analyze this situation and develop appropriate operational
 
approaches specif:c 
to the target areas.
 

B. Govecnment of 
Cameroon's Commitment
 

Recent changes in MOPH structure and programs and political speeches at 
a
 
higher level 
indicate there is a political will 
to 
improve the delivery of
 
basic health care. owever, this change of 
policy hai to overcome both the
 
inertia of an overly-centralized system and strong pressure 
fr:m existing

interest groups. 
A USAID project supporting the GRC/MOPH can help override
 
these obstacles.
 

A serious matter 
for concern is the existing level of 'underfinding of
 
recurrent cnsts in the health budget. 
 The implementation of any health center

oriented activity by the USAWD project should be based 
on a com.nitment by MOPH
 
to fund adequately routine activities. The procedures followed by PVO's, e.g.

CARE and Save the Children could be replicated. in these projects the
 
Ministry of Agriculture, Community Development Division allocates its
 
contrioution to 
tne project at 
the beginniag of each financial year.
 
radual'., with 
 planning of all parties involved and with cont:nued policy


dialogue at high government levels, the Mnistry's share 
is increased unitl
 
ultimately the government is responsible for all 
costs. 
 In this manner, the
 
proposed project becomes an 
impetus for beginning cost recovery system for
 
community based health activities.
 

C. institutional Assessmant and Training Need
 

it 
is often assumed that training will be the intervention which will
 
improve the delivery of services, 
 in Cameroon, there is frequently an
 
abundance of well qualified personnel. Before embarking on any training
 
program, a thorough assessment should be 
undertaken outlining which
 
constraints will 
be amenable to training and which will 
not. Based on such an
 
a§sessment, 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 identified based 
on such as assessment.'
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D. Management issues
 

The efficient delivery of basic tealth care 
in rural areas is ontingent
 

on an effective managerial system. 
 The following section discusses the
 
components of an efficiently run management system in order of priority, as
 
expressed by field staff:
 

I. Insufficient drug supply
 

This problem should be brokzn down into different issues:
 

The estaolishment of an essential drugs list adapted to 
the
 
level of the health care facility is under process and 
we
 
believe USA:D should encourage that approach 
at the central
 

level.
 

Procedures for the management of drugs should be clearly
 
established. 
 Decisions snould be made with the provincial level
 
as to 
what drugs should be sold and at 
what price, if cost
 
recovery trials are 
to begin. The central level of MOPH should
 
be invclved in and kept informed of 
the process. At an initial
 
stage, the simolest system would 
te to systematize all Jrucs
 
orders at the division 'evel. 
 The dr*gs shouli te pur:hased
 
from a provincial warehcuse whi:h is supplied by 
the central
 
level. The establishment of average quantities per health
 
centre 
(taking epidemiological patterns into account) could Ile
 
one 
method of control. 
 It will :e necessary :o set _upa simple
 
accounting and inventory system for 
the health centre's
 
pharmacy. 'SA:D needs to 
identify successful experiences f:rom
 

other donors and build 
them.
 

2. Staff allocation and training
 

We believe that a greater awareness of local knowledge, attitudes and
 
beliefs would increase the efficiency of health centre staff. 
 This
 
could be done by incorporating local 
staff in the health team and to
 
a lesser degree through in-service training.
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The recommnendations for appropriate management training of 
health
 

center 
staff should be integrated into a curriculum for in-service
 
training to be established at 
the central level in collaboration with
 
Lelevant Cameroonian institutions. Training at 
field level should be
 
carried out 
by provincial and divisional staff: 
this training team
 
will be previously trained by a central level 
team using focus group
 

discussions and action basec training.
 

3. Others
 

Management procedures for health care centr-
 should delegate
 
responsioilities to health center staff, 
in order 
for them to achieve
 
sufficient autonomy to 
respond quickly to imnediate needs. However,
 
t.is should be acccuicanied by an 
effective supervision system 
 om
 
the division level. 
 These management procedures will require
 
appropriate resources (in particular vehicles and their operating
 
budget,'. 
 Procedures at division level should be elaborated at
 
provincial level, 
in collaboration with a central 
level team
 
specialized in planning and management of health services.
 
Continuous feedback will 
be essential between tne different levels.
 

One crucial management tool will 
oe the establisnment of an
 
appropriate system of data collection for 
evaluation and monitoring
 
purposes. Data collected should 
include relevant indicators for the
 
health status of 
the population and financial 
information on the
 

delivery of 
health services.
 

E. Primary Health Care 

The key interventions for USA:D'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 delivery. 
 Health workers are trained in the
 
delivery of 
curative 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 works. 
 For any intervention,
 
the strategy must be based on 
the target population's existing beliefs and
 

practices.
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.n nutrition, one notes seasonal shortages in some parts of the country
and qualitative diet imbalances. However, e'(isting malnut:jtion appears to be
relaced -more to socio-cultural factors than t( about lack 
 f food. :n many

areas of 
the South Province, women choose 
to sell their 
fc:d Produce. 
 The
pcoblen is technical: 
storage and distribution, and improving food preparation
practices. The formation of policies 
to overcome malnutrijion will 
require a
comprehensive knowledge of community's food habits, beliefz and practices. 
 :n
the Northern Province, for example, 
some ethnic groups have 
one staple crop,
cassava. 
 They tend 
to eat from one common plate where men eat 
first, then
 
women and children last. 
 Consequently,. children are 
f:;equantly chronically

under-nourilshed 
even from a caloric value. 
 Any education and rehabilitation
 
actions must be based on 
such data.
 

Child Scacina: in 
light of the changing policy climate in Cameroon and 
the
emphasis 
on child spacing in the sixth five-yeLr plan. incriased USA::D 
 o
of 
population policy development is both timely and anprop~iati. 
 USA:D's
 
continued investment would 
help sustain the recently created momentum.
 

Population policy is a slow and delicate process in Ca croon. 
Within the
government, awareness of 
the population problem is still 
lniited to a few key
officials. 
Nonetheless, in official circles there has zee-
 an increased
 
wiilingness 
to discuss far~ll 
 planning issues. 
 The public statements 
of to=..

overnzent officials and religLous leaders advccate an active role in the

:romotion of natural F.P. and modern birth control methods. An econcmic and
intelIectual elite has acc, ss 
 o modern contraceptives and 
tnere appears :o be
 
an 
unmet demand for services among 
the urban populations.
 

:n :he 
rural areas, especially among more traditional ==cieties (Moslems

in the North), and in under populated areas, the po~ulaticns are much moreconservati7e. 
 As such, 
the complexity and sensitivity of 
:he issue requires a
 very cautious approach. 
 However, a good entry point of approaching F.P. could

be addressing the problems of Sexually Transmitted Diseases in 
areas where
 
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 motivations and attitudes towards child
spacing inorder to develop appropriate information, education,
 
communication (IEC) and delivery systems:
 



Expaision and improvement of the 
healt5' network to facilitate an
 

integrated delivery of services. 
 USAID's assistance to the policy
 

development process in Cameroon should 
include increased resource 
allocation to operztional research and to meeting the growing demand for 
family planning informnation and services.
 

Cameroon's child survival strategy will have to addcess envirornmental 
health issues. Sources of water and appropriate disposal of waste need to
 
be an integral part or a community health strategy. A preliminarv report 
on community participation conducted by :BRD shows,,that one of the fir£v. 
needs identified by communities is a clean source of water. 
 :n addi-.ion,
 
CARE's experience in the Northern Wells Project hs' shown that when a 
community's sources of water are rendered more healthy, then the
 

implementation of otner preventive health activities are more 
readily 
accepted. :ncorporation of such a factor within a primary health context 
does not necessarily mean building 
new water sources but incorporating 
basic water supply and sanitation matters in the health education 

programs. 

Health education is key .n terms of delivering preventive services. 
 The 
design for this intervention will have to be based on a thorough
 
assessment of 
 :ommunity based resources, such as social institutions and 
means of communication. The czmmun:ty's existing attitudes and :ehaviors
 
will form the basis for the design of this inter -ention. .he acceptance
 
of .mmunization, ORT, sanitation, improved nutrition and child spacing
 

practices !ave to be based on such data.
 

The health 
edacarion component should *-e shared, from tne design 
stace
 
onwards wizh other insti.utions operating outreach procrams.
 

Traditional health providers
 

Dr. Lantm's work 
is significant in demonstrating the level of skills and
 
competence of traditional health providers. 
 An assessment of existing
 
capabilities and institutions in the project's service are must 
be undertaken
 
and include the 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 campaigns and
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other preventive health practices is frequently underestimated. 
 =raditiona'
 
leaders should be 
ircluded in any proposed health project as 
colleagues r-:her
 
than as lower level 
health worxers. 
 Seminars for physicians would do 
wel :o
 
include materials on 
the role of traditional healers.
 

Policy dialocue: :n summary, the USA:D rural health project can 
be
 
instrumental in supporting the GRC at 
a decisive moment. 
 The current
 
transition period is amenable 
to the introduction of 
new concepta and
 
approaches. 
 The main issues to be discussed at central level 
are the
 
follcwing ones:
 

effective decentralization of operations 
to the l est le'vel of 
the health
 
care system combined with appropriate management 
can make a ma~or
 
improvement of 
the delivery of serviccs to 
rural people.
 

the ratio of complementary incuts to 
salaries should be 
increased to
 
ensure 
the health center staff have the 
means of operating. The
 
institution of 
a cost 
recovery system for curative services will a-lzw a
 
reallocation of 
funds towards preventive care.
 

cccrdination, both intersectorlal 
and with other donors and i.,ilemenz.i.g
 
acencies is essen ia: to avoid dup.ication and improve efficlenc'V. 

V. RCCMM_.!DAT:ONS FOR AN OPERAT:ONAL STRATEGY 

Two essential points emerge from this assessment and provide guiding
 
principles for a coherent zratecy.
 

There is an obvious need *to promote and support basic 
 care in the r-ral 
areas if the goal of decreasing infant and chili mortality rates in
 
Cameroon is to 
be met.
 

The commitment of 
the new government of President Paul 
Biya and the
 
attitude of key officials in MOPH appear 
to indicate increased committment
 
to improve delivery of services to rural 
areas. The pragmatic policies

being adopted to 
remedy existing problems indicates definite opportunities

for successful 
biiateral programs in support of integrated basic care
 
activities.
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USArD,'Cameroon has been for the past year discussing a Child Survival/MCH
 

project with the GRC, at the level of both Ministry of Planning 
and Ministry
 
of Public Heal:h. The components of 
the project are in line with the Agency's
 
Child Sur';.v.al program. 
The sixth 5-year Plan of CRC has the 
same aoals:
 
signilfiant>/ reduce child mortality by 
the end of the decade. The
 

?recondit:cns 
stated in USA:D's child survival strategy for Africa for the
 
selection of 'focus countries' would place Cameroon in 
a favorable position
 
for receiving such assistance. 
 In rural areas, infant and child mortality
 
rates place Cameroon among the less developed countri.es. Government
 
commi=ment is to imcr'ovina 
the situation evidents: i.n:rastructure ex.sts and
 
there is no duplication with other 
donors' activities.
 

Therefore, it seems that the timing is right for such 
a project. The
 
foliow.nq ccmments are intended 
to link the present assessment with a
 
,iission's stratev n tne 
Child Sur'vival/MCH Project.
 

A. Desi,:n approach st:ategy
 

PeoOle interviewed strongly suggested that the project should work
 

simultaneously at 
the central and provincial levels, these two levels of
 
activities being mutial':, supportive. An exclusively 'grassroots, project
 
ou not. muster. the. recuired at-ent:on, invol:ement and support of the
 
:enira. .:nistrvlevel and the would limit tne potential of extending :he
 
project to other p-ovinces. However, by the time a centrally initiated 
project reaches a field operational level it is unlikely it will be
 
appropr:ate to the specific conditions of the target area or 
acceptable to the
 
health staff. There is some 
evidence that strong pressures exist at the
 
c-:ntral evel1 to maintain tine 
statis quo, particularly* in the field of .rug 
supply, where intecests groups 4ill lobby to make sure the situation does not
 
improve. 
 A project whicn focuses on improving the delivery of basic health
 
care at the 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 (e.g.
 
decrease infant mortality) than on the specific means to be used. 
 This would
 
facilitate testing of alternative health services delivery strategies that
 
could be integrated in subsequent stages of 
the project. This approach would
 

http:foliow.nq
http:countri.es
http:Sur';.v.al
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a1l0opromote decentralization of management, delegation of authority and local
 
participation ln 
'he health development process. 
 The implementation of
 
flexiblv designed pilot projects maximizes the probabiit of identifyinc
 
possible solutions 
to poorl'y understood problems. 
 Design, implementation and
 
eval-acion should be a repetitive process where design becomes a periodic

activity incorporated in the project's implementation. This approach requires
 
a longer 
term approach and USAID should be prepared to extend the initial
 
5-year commitment to 10 
or 15 yea:s.
 

B. Col'ection of 
background infDrmation
 

As a first step the design team should visit suth 
projects as the GTZ
 
funded Achatugi project and the Belgian project 
in Maroua. 
 The team s',ou'
 
meet with 
the World Bank consultant and counterparzs who prepared the 
 P3?D
 
integrated health development project.
 

The second 
stec would be to carrycut an inventory of the existing
 
situation, including institutional assessment of 
health centres,
 
identification of motivated MOPH staff, identification of private sector
 
programs and,VO 
 actevtes in the province, assessment of health needs of
 
specific zones, identification of 
main Problems within the health syste.m, 
and
 
an -nveni:r-/ cf 'alaole succor 
 systems. 
 Based on the assessment, ni-e 
areas of oeration should be selected within each vrovince.
 

C. Recommended Stages for 
implementation
 

1. Preparation Stage:
 

At both central and provincial levels an assessment will 
oe required
 
on what functions are amenable to 
training and which functions are
 
not being performed because of other factors 
- i.e. politics,
 

culture, lack of 
resources.
 

At the central level elaboration of 
a training curriculum integrating
 
ORT, immunization, malaria control, nutrition and growth monitoring
 
and child spacing plus basic management skills. 
 This should have two
 
purposes:
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design of in-service training for existing staff 
in the rural
 

areas and curriculum revisions for the 
health training
 

institutions; review of 
existing anthropoIogical data on ethnic
 

groups in 
the two provinces; and elaboraticn of ?AF
 
questionnaires relevant to 
diarrhoea, nutrition, communicable
 

diseases, child spacing, etc.
 

At the field level strengthen the support systems to existing
 

health centers, providing them with the basic means 
to operate,
 
identifying and strengthening the management procedures tha:
 

promote improved operations. 1ne of the main points to be
 
considered would be a cost recovery jrug supply system.
 

collection of 
baseline data in the catchment area of the
 

selected health centers that will allow monitoring and
 

evaluation of 
the project including health status indicators and
 

epLdemiological data.
 

2. Implementation of 
Child Survival Activities
 

in-service training of existing staff: A training team should oe
 
identified at the provinc.al level 
and be backed : by central level
 

team. The continued i:tecaction between provincial and national
 

level will guarantee constant feedback 
between operations and
 

planning. In a second stage, in-service t:aining could bc
 

decentralized to division level.
 

:mplementation of 
the selected key interventions at health centre
 

level.
 

Collection of KAP data in 
the catchment areas (in oartirular 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 specific health education programs
 
focusing on Child Survival key interventions and of adapted material;
 

Organization of 
support systems for outreach activities (supply of
 

transportation, etc.)
 

http:provinc.al
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3. Support of Outreach Proyrams from the 
 e-alth Center to the Villages
 

On-the-1o training of health center 
staff is essential. Health center
 

staff must be involved from the start of 
the project. The responslbilities
 

of the health center staffs gradually increases, until they are actually
 

coordinating the 
outreach programs (health education, immunization,
 

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

if these stages are a logical chronological sequence, there will be a 

varying degree of overlapping. Some of these phases may .even become 

simultaneous when the program progressively extends in the provinces.
 

Constant monitoring of activities and periodic evaluations will provide
 

feedback to 
refine the protocols followed and achieve a methodology adapted tc
 

each zone.
 

Since Adamaoua and 
the South Provinces offer very different situations,
 

this apprcach will be the most appropriate and if successful, can provide a
 

replicable model for 
the Ministry of Public Health with unified guidelines for
 

the country and a specific strategy for each area.
 

The Proect design team 
should include a consultant specialized in
 
management of health services and 
 proolems, a medical dccor-4situzional 

specialized tn community health, a social 
scientist with a background in 

medical anthropology and health education, and a health economist. 

During the design of the project, the team should identify at the central
 

and provinclal levels possible counterparts: Cameroon offers a large number
 

.of czmpetent people. We would particularly recomend at the zentral level
 

contacts be made with World Bank (who have been working for 3 years wizh a
 

MOPH team that gained a lot of experience in the fields of integrated health
 

care 
in rural areas), UNICEF and WHO, who have been addressing similar issues
 
and training staff in the relevant fields. Counterparts for the provincial
 

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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. Lntroduction.
 

With a credit rating by leading international banks of 35. out of 100,
 

Cameroon's credit worthiness is only second 
to Gabon (37.2/100) in suz-sanaran
 

Africa. That relative high credit rating reflects the healthy growth of the
 

economy and the sound economic environment which characterized :ameroon since
 
1980. indeed, as indicated in Table I, the annual real 
rate of increase in
 
the gross domestic product (GDP) was above 10.0 percent from 19:1O 
to 1964. it
 
was estimated at 7.7 percent in 1985 and forecast to be 
5.5 percent in 1986.
 

The annua: rate of 
increase in real per cap-ta GDP f'luctuated hetween 12.3 and
 
7.3 percent from 1980 to 1964. 
 Assuming an annual rate of population grpwth
 

of 3.2 percent, USAID/Cameroon estimated that the &nhual 
rates of increase in
 

real per capital GDP amounted to 4.4 and 2.3 percent for 1965 and 1986
 

respectively.
 

The economic environment since 1980 was characterized by (see Table ):
 

- a mcderate rate of inflation with a high of 16.3 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 Budget throughout
 

the 1980-36 period, 

- a 7ery modest rate of government borrowing which fluct,ated Ce:ween 

0.9 and 2.4 cercent of GDP.
 

Given the financial/economic synopis presented above, USAID/Cameroon has
 

recently learned 
that the World Bank, a major actor in the development of
 
Cameroon,which has a great deal of 
input into the 1986-91 Development Plan,
 

will recommend, in its forthcoming Economic Memorandum on Cameroon, tha: rhe
 

Government of 
the Republid 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 underscores Cameroon's
 

future need for external funds:
 

to sustain rates of investment and of job creation which are
 

sufficiently high to accommodate the annual 3.2 percent population
 

increase and the important rural-to-urban migration,
 



Table 1: Selected Macroeconomic Indicators.
 

1980 198i 1982 1983 1984 1985
 

Real OF (% change) 
 14.1 '5.2 10.4 10.5 10.4 7., --

Real Per Capita GDP (% change) 10.8 12.3 7.7 7.3 7.6 4.4 2.
 

Consumer Price (%c.hange) 
 16.3. 14.5 ,,10.2 6,8 H1.1 12.0 10
 

Balance of Trade ($million) 3.0 39.3., 53.2 55.2 93.5 N.A. 
 N 

Government !idget Balance (FCFA billion)-
 2.5 
 4.0 1.4 3.7 1.5 2.7 0
 

General Government Borrowing (%GDP) 1.3 1.1 1.6 
 2.4 1.6 0.9 i 

i/-In its 1986 Annual Report, the World Bank estimated that the growth *n real UEP wrs 
8.6
 
percent for 1985.
 

-= US Embassy,,Yacund6's reporting cables on central government budget, various -,-ears.
 

N.A. - Not available. 

Source: Institute of International Finance, Cameroon: Countr 
Report; January 16, 1986,
 

Washington D.C..
 



-4­

to increase agri-:ultural productivity to 
insure food self-sufficienc
 
in the face of :apid Population growth and adequate foreign exchange
 
earnings in the perspective c! declining oil 
revenues,
 

to build up the social infrastructure (roads, schools, hospitals,
 
water systems and water 
sewage systems ..... 
 ) to raise the welfare of
 

all Cameroonians.
 

in the July 23, 
1986 Head of State's Message to the Extraordinary Session
 
of the National Assembly it was 
stated that the implementation costs of :he
 
1986-91 fevelopment Plan will be 
in excess of Cameroon's public and private
 
resources. The implementation costs of the 
Plan*.Vas estimated of FCFA 5,000
 
billion (S 17.2 billion at the assumed rate of FCFA 350 per US$ 
1) a ccnstan: 
1985-65 prices while the contribution of the GRC and Cameroon's private sector 
was assessed at FCFA 4,602 billion ($ 12.2 billion). Thus, there wil a
oe 
shortfall of at 
least FCFA 1,398 billion 
(S 4.00 billion) il constant 985-86
 
prices during the period 1986-91 to 
implement the Sixth Development Plan.
 
President Biya has called upon public and private foreign 
investors to fill
 
the financial gap.
 

To filly comprehend Cameroon's need for greater reliance on external
 
=i.ancina/borrcwing 
to foster growth and development in the second nalf or te 
1930s in soi:e of the solid economic accomplishment achieved by the GC 
throuch sound stewardship of economic resources in the first half of the
 
1960s, in-depth analyses of the principal economic sectors and the key
 

sectoral policies are called for.
 

Str*ucture of the Economy and Sectoral Policies.
 

While agriculture remains the backbone of Cameroon's economy, 
it was the
 
petroleum sector which constituted the engine of growth in the early 1980s.
 
GDP 3rew at an 
annual rate above 10 percent during the 1980-84 period spurred
 
by the rapid expansion of oil production. increases in GDP began to 
tapper
 
off after 1984, however, as oil production peaked in 1985.
 



-5­
11-i. Mining Sector and 3RC's '-andlina of Petroleum Revenues.
 

With the rapid expansion of oil :roduc:or, in the early 1980s, the mining
 

sector grew from 7.5 percent of GDP in 1980 to 1.7.5 percent in 1985 (:abl.
 

It). The consensus appears to be that oil production has peaked in 1985 and
 

at least one-third of proven recoverable oil reserves have been extzac: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.
 

Geological surveys suggest the existence of untapped oil and natural =as
 

reserves at various offshore and inland locations. However, given the
 

depressed market conditions, no further explor tion is anticipated in the near
 

future.
 

Production and foreign exchange earning figures related 
to the petroleum
 

.sector has been notoriously scarce in CamerCLn. it has been a deliberate
 

decision from the GRC to withhold these data. However, in a significant
 

departure from past practices, the GRC has recently communicated to the World
 

Bank historical time-series data on actual foreign exchange earnings of the
 

petroleum sector and has authorized the publication of those data in :he
 
Bank's forthcoming Economic Memorandum cn Camerocn. 
 The GRC's openness ii
 

-.is area was apparently prompted by the need for an exhaustive and reaismi
 

anal:sis of GRC's finances as well as the necessity of fu'll financial
 

. disclosure for the purpose of loan application in international financial
 

markets.
 

GRC's manacement of petroleum revenues during the 1980-85 pericd has zeen
 

lauded for its foresight in keeping the bulk of oil revenues outside the
 

normal budgetary process to avoid wasteful excessive public exrenditures and
 

heightened expectations. indeed, under contractual agreements reached within
 

the joirt ventureships between the GRC anc foreign private oil companies,
 

GRC's total petroleum revenues included:
 

1. en in-kind share of approximately 65 percent of the crude oil
 

produced,
 

2. an income tax of 57.5 percent of the oil companies's gross income,
 

3. royalties on a sliding scale from 2-12.5 percent of oil exports,
 

/:
)J
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.able 1I: C)rnpcsition of Gross -Dmestic Product (in percent). 

1980 1981 
 1982 1983 
 1984
 

P 
 00.0 100.0 '00.0 100.0 100.0
 

Agriculture, Livestock, Forestry, Fishery 28.7 27.2 27.0 23.2 22.0
 

,Mining 

7.5 11.2 12.1 15.3 
 16.3
 

Marufactu ring 8.8 9.7 
 11.4 11.1 
 11.2
 

Construction 
6.0 5.8 5.8 
 5.6 6.0
 

Electricity, Gas, Water 1.2 1.0 1.0 
 1.1 1.1
 

Transport and Communication 6.4 5.8 5.5 
 4.9 4.6
 

Trade 

14.3 12.9 11.5 
 11.9 13.0
 

Public AL-nii st:at ion 7.1 6.1 
 6.2 6.6 
 5.7
 

Other Services 14.6 14.7 13.7 14. 13.7 

Import Duties 5.4 5.7 5.8 5.6 5.4 

Source: World Bank, Proposed Investment in Soci6t6 Industrielle Laiti6re Du C.ameroun; 
Report 'o. IFC/P-734; May'.22, 1986 
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4. other various taxes and fees related to 
exploration and exploitation
 

permits.
 

However, 
since the advent of oil pc:duction and export, only the 
income
 
tax, royalties and other 
taxes and fees components Of 
total petroleum revenues
 
(i.e., 
items :-4 a3ove) have beer incorporated and published in 
the central
 
government budget. 
 The bulk of total petroleum revenues, which were derived
 
from the production-sharing arrangements, have been kept outside the normal
 
oudgetary process for GRC's discretionary use to finance selected

developmental :r>'ects.
 

Beside :=e 
ccncern for waste and heightened expetations, the postponemenc
 
in using oil 
revenues for investment purposes within Cameroon constituted a
 
sound financial and economic decision. 
:ndeed, given the shortage of skilled
 
:abor and 
ilmnted infrastructure concomitant with strong economic expansion

wnicn characterized the early 
 )?0 Cameroon and tne 
high interest rates which
 
prevailed in international financial markets of 
Lhat time, the investment of
 
oil revenues inside Cameroon would have yielded much lower returns 
than the
 
use cf oil revenues for investment purposes in foreign financial markets.
 

Finally, given the 
importance of oil production and exports during the
 
198O-85 
 eriod, the petroleim sector 
has eclipsed agricult-re as the :rincpa!
 
source of foreian excha-.ge earnings.
 

r,-2. Acricultre and Acricultural Policies.
 

The agricultural sector 
is still the most important sector of tie 
economy
 
in spite of the decline of 
its relative importance. The share of
 
agriculture/~iiestckforestrv/f~sery 
in GDP fell from 28.7 p.-rzent in 1980
 
to 21.0 percent in 1985 (Table ::).
 

The bulk of agricultural production in Cameroon comes from small farm
 
families which account for 
79 percent of 
the total population. That
 
traditional agricultural 
sector (i.e., small producers with less than two
 
hectares per plot, growing food crops in association with cash crops and
 
relying mainly on 
family labor) produces 65 percent of 
total agricultural
 
exports (mainly cocoa, coffee and cotton) and the quasi-entir-ety of Cameroon's
 
food production (mainly plantain, roots/tubers and cereals).
 

http:excha-.ge
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The so-called iodern agricultural sector 
includes large producers who are
 

characterized by an inout-nix of imported machines and hired labor and a
 
sPeciailzation in the production of oalm oil, rubber and banaras. That . cdern 
sector accounts for 35 
percent of all agricultural exports. 
The GRC is an
 
impor:ant share holder among the large plantations which constitute the mcdern
 

agricultural sector.
 

Recent GRC estimates show that Cameroon is presently 90 percent food
 
self-sufficient. 
 Through the widely practiced inter-cropping of food crops
 
and cash c:ops among small farmers, agr-iculture has also been playing an
 
important 
role in ensuring surpluses in the balance of 
trade since 1980 (Table
 
I). Cash crops (such as 
cocoa, ccffee and cotton), which have been (and still 
are) mainly produced by small farmers, have always been an important source of
 
foreign excnance earnings for Cameroon.
 

:ndeed, based on government figures presented in the following table, cash
 
crops rep resented, in terms 
of FCFA values, 67.8 percent of 
total exports in
 
1970-71. Comparable figure fcr 1974-75 is 
70.2 percent. With the advent of
 
oil production and exports in 1979-80, the share of cash crops in total
 
exports declined to 
52.2 percent in 1979-80 and 56.7 percent in 1962-i4.
 
Jevertheless, those share still accounted for half of all 
export values in the
 
early 138Os.
 

:n tne perspective of the post-petroleum era 
and in the face of an annual
 
rate of population increase of 
3.2 per cent, the challenges confronting the
 
agricultural sector, 
in t?.> second half of the 1980s, to ensure food
 
Self-sufficiency and adequate foreign exchange earnings are encrncus for
 
growth in both the food crop 
sector and the exPort/cash cr:p sector have been
 

extremely low. 
 The World Bank estimated that the averace annual rate of
 
growth in agricultural production amounted 
to l.a percent during the i?72-J3
 
period while that of population growth was 
3.1 per cent. Based on the World
 
Bank figures, the FAO estimated that 
the rate of increase in per capita food
 
production 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 prio-es 
of food
 
crops (mainly plantain, roots/tubers and cereals) are, except for rice',
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Export ComFosition in Selected Years fin percf:nt based on FCFA va-;es). 

'970-71 174-75 1979-8C 92-84 

Agricultural Products 67.8 70.2 52.2 56.7 
Cocoa 28.4 26.7 20.6 18.4 

Coffee 24.0 32.2 22.9 19.6 
Others 15.4 11.2 7.7 8.1 

Non Agricultural Products 32.2 29.8 48.8 43.3 
All Products 100.0 i0r.0 i00.0 -00.0 

Source: 	 Ministere De L'Agricultu.re, 3ilar, De 2'Ooration R!een4ration
 
Caf-/Cacao Au Cameroun, Direction des Etudes et 
Progets, Fevrier 

.986, Yaound4, . 12. 

uncontrolled. 
 That Jecline is due to low productivity gains experienced by
 
small farmers ,volved 
in food crcp production. Lcw productivity in tne food
 
crop sector is traceable to 
a scarcity of appropriate high yield technolocqes
 

and inputs and a limited Private distribution/marketing system. 
 Thosi
 
problems are exacerbated by the large number of small 
producers conbined with 
th uasi inex.<stence of a functloning extension s.'stem ano a poor road
 

ne two rk.
 

-The deterrent to increases 
in cocoa and coffee production has been caused,
 
,n large part, by insufficient producer 
incentive granted by 1-.w controlled 
fa:m =ate prices. Even though producer prices were raised by about 40 percent 
from ")80 1o and zrice :-mir.nms were zranted, prcducers have notl986 

responded . o G-C's expectations. However, in spie of those 
increases .n
 

?roducer prices, GRC's polic 
 during the l'80-86 per:,od was to continue -o tax
 
cash/export crop oroducers and to 
transfer resources out of the cash/expor:
 
crop sector. :ndeed, the producer price for 
robusta coffee was, on average,
 
set at 48 percent of 
FOB export price during the 1980-86 period. Comparable
 
figure for arabica coffee was 44 percent for the 980-86 period and that 
for
 
cocoa was 56 percent for 
the 198C-83 period. :t is important to note that the
 
taxing of cash/exoort crop producers and the transfer of 
resources out of the
 
cash/export crop sector took place 
in a period of time where there was a
 
relative abundance of foreign exchange earnings derived from the production
 

and export of oil.
 

http:L'Agricultu.re
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?:olems in the export/cash crop sector 
were further exacer"ated sy a need
 

to upgrade the rcad network and 
: e domestic marketing SYstem to insure an
 
expeditious and exhaustiv'e 
eva atn/Drocessinc of 
cocoa and coffee !::m
 

remote areas.
 

While product pr:ce is an impcr:ant policy variable which determine
 
producer's behavior, input price and 
the relation between input Price 
to
 
output price are also critical policy variatles. 
 The GRC does not, however,
 
appear to have either 
a sound input price pollcy/subsijy policy or 
a
 
well-defined agricultural pricing policy which dealS comprehensivel! with botn
 

inputs and outputs.
 

Sutsidies on credit and material 
iriputs 
are either di:ecClY or indirecti.
 
zran-ed witho.it a clear objective to orovide incentives for the expansion of
 
econcmicallv effictent activities. 
 The ccstly fetilizer sutsidy, for exa.nzle,
 

was initially introduced by 
the GRC as an inccme -upport device to encourage
 
the use of fertilizers among small coffee growers with the ultimate objective
 
of expanding coffee production 
 (FYI: It appears that Cameroon has a
 
comparative advantage in the production of coffee). 
 Althoug fertilizers
 
appear, nowadays, to be 
a well accepted agricultiral input among Camerconian
 
farmers, fertilizer subsidy is still zeing granted a: 
a bud-etarv :y fF
 

.7: pillion (5 24.30 million) in 1924-35. The 19f4-35 s:zsl. ate ate
 
to 79.1 perce t of total deivered cost. 
 UFDC estimates snow that, if zne
 
cur-ent subsidized system continues until 
1995, 
that system will distribute
 
110,200 mt of fertiizers (64,300 mt 
in 1984/85) at: an estimated suzsidv cos:
 
of FCFA 16.70 billion
 

'S 41.75 nillion) in constant 1984-35 prices.
 

:n the perspective of dwindling oil 
revenues, tnere 
is an aov-os need to
 
reduce 
the budgetary burden associated with the fertilizer subsidy. A
 
critical review of GRC's subsidy policy is called for.
 

The lack of policy coordination among 
the various Ministries also leads to
 
piece-meal policy decisions which fail 
to produce the desired impacts. While
 
MINAGRI (Ministry of 
Agriculture) is responsible for the determination of
 
agricultural input prices and, thus, input subsidy., 
it is MXNCOM (Ministry of
 
Commerce and 
industry) which sets export/cash crop prices every year. 
 it has
 
been USA:D/Cameroon's observation, in the course of 
the dialogue on fertilizer
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issues, that M.NAGRI has consistently been dealing with input price/input
 

Subsidy policy in complite abstraction of prcduct price policy. Thus, it has
 
been extremely Jifficult to dJiscuss with M:NAGRI the need for simultaneous
 

ad ustments in fertilizer suosidv and cash crop prices.
 

Furthermore, the lack of oolicv coordination among the various Minstri--s
 
is one of the principal 
reasons for, for example, the excessive costs and
 
inefficiencies of 
the current subsidized fertilizer svstem. 7t has been
 
estimated in the :?:C fertilizer report that, through better organization and
 
coordination among various public decision-making units involved in the
 

?rocurement of fertilizers, THE GRC could lower 
the cost of importing
 
fertilizers by $ 35 per ton in 1985. The lack of governmental coor-ination
 

the distrioution level has also led 
to excessive storage costs, ntinel'.'
 
eliveries of fertilizers and wastes due to storage losses. 
 :he :vemen:
 

of 
policy ccordination among the various onlic decision-making units tnvoive,
 

in the procurement/distribution of fertilizers is a critical 
issue.
 

The lack of policy corrdination between M:NAGRI and M:NCCM is 
a-so one .f
 
the principal reason for 
the lack of adequate response from export/cash :roo
 
oroducers to increases in farm gate orices. 
 For, while the ultimate
 
responsbilit, to 
boast cocoa and coffee product:on has zeen placed unoer
 

_...GR., rand is)it has (een still M:NCM which deter~r,.ed ...ar cate. orices
 
for these export/cash crops. 
 :here has been no meaningful ccnsultation
 

z&rween M:NCCM and M:NAGR: on this subject.
 

Delays in the publication of the 1986-91 Development Plan prevents the 
full Kno'wledge of GRC's comprehensive program to boost agricultiral 

=roduction. Hcwever, :he la'inching of the program of Dromocion
Des
 
';cocitations Agricoles de Moyenne :mportance (ZAMf)" 
and the initia:ion of
 
the 'Project des Plantations Industriellps (PLIND)' indicate at least, in
 
part, GRC's seriousness in dealing with sluggish growth in the agricultural
 
sector 
and the ways oy which the GRC is going about solving the problem.
 

The EAM: program was launched in July 1986 by MINAGR: with FAO's support.
 
The objective of the EAMI program is the creazion of 
3,000 agricultural
 

production units covering an estimated 
area of 50,.000 hectares over the
 
1986-91 period at a total cost of FCFA 52 billion (S 149 million 
 7. is
:t 

important to emphasize 
that the EAMI program is focused on the traditional
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sector where, as 
it Was Pointed out earlier, productivity is low but wnih
 

produces 65 percent of agricuit-ral exports and the quasi totality of food
 
crops. With FONAZER (Fonds 'iationa* Pour le Dedeveloppement Rural) as the
 
ftnancal manager of the EAM! program, 32.5 and 53.6 percent of total program
 
cost 	have been earmarked to facilitate the creation of 
new plots (clearing the
 
land and 
building access roads and drainage facilities) and to subsidize
 

credits respectively.
 

The 	?LJD project 
is an initiative of GRC's national export/cash ro
 

marketing board, ONCPB (Office Natirnal Pour 
la Commercialisation Des Pr'duits
 
de Base). 
 While the EAM- program appears to be well defined on papers, the
 

nature and content of 
the PL:ND project are still being discussed with oocoa 
and coffee exporters. However, attempts are being made to finalize the
 

project by the end of 1986.
 

Through several meetings wigh ONCPB's management, the following detail.s of
 

the PLIND project have emerged:
 

1. 	 ONCPB will require accredi:ed cocoa and coffee exporters to invest in
 

the creation of large scale cocoa 
and coffee plantations as a 
condition to preserving t*-eir export quotas (7Y: 0NC?3 ;rants expzr: 

quotas to accredited expo::ers on a yearly basis), 

2. 	 Within t-e ?L:JD project, 'heobjective set by ONCB/M:NAGR: for
 

accredited .!xporters is ::at 30-40 percent of the export quot:as
 

should be produced by the exporters themselves by 1991 (FY: The
 

majority of :-e 
twenty tw, private Robusta coffee exporters, Eor
 
example, are not at all L.nvolved, at this point in time, in the
 

production of coffee. Between the small farmers and CNCPB, the
 
accredited exporters 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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To underscorE. the importance of 
the ?LIND project, ONCPB has recently
 

3nnounced that the Office will 
zreate two new cocoa plantations in the
 
South-West and Center 
Provinces. 
The ?LIND in the South-West Province will
 
cover 1,000 hectares. The size of 
the second PL:ND located in the Center
 

Province has nct 
yet been deter:iined.
 

The EAMr program and PLLND project seem to illustrate GRC's future
 
commitment of agricultural development via private ownership. 
While the GRC
 
has in the past supported quasi-public corporations and parastatals in 
the 
promotion of agricultural production, GRC's involvement in the EAMI and PL:ND 
schemes will, with tIe exceotion of the two ONCPB's new cocoa plahtations in 
tne South-West and Center Provinces, be strictly limited to the provision of 
incentives to induce small farmers and private investors to create new 

agricultural production units. 

2:-3. Manufacturina and :ndustriai Policies. 

Manufacturing industries, the 
third or fourth largest seceoe of the
 
econcmy (see Table iI), 
are mainly involved in either the processing of local
 
:aw materials or the processing and assembly of imported 
raw materials. The
 
major productive activities consist of 
food processing, beverages and tobacco, 
textI[es, soap )ord-cts and shoes, metal urgical/mechanical/chemica products, 
:ement and plastics. Most production units are located in Douala, camerocn's 

eccncm-n capital. 

he performance of the manilfacturing sector was fairly dynamic lur-ng the
 
1980-82 period going from 8.8 sercent of GDP in 1980 to 11.4 percent in 182 

-Tablei). That sector stagnated somewhat durinq the 1982-84 period because
 
of the 19d3 drough:-induced snortage of agricultural 
raw materials :omoined 
4ith tne increase in lacor costs, hich interest :ha:ges on external Zorrowinq 
and the rising 
costs cf imported inputs assooiated with an appreciation of the
 
US dollar vis-Q-vis the French Franc.
 

Beside the problems associated with lack of skilled workers and limited
 
social infrastructure, 
twn additional inSLltutional factors also interfer with
 
the expansion of the manufacturing sector. 
 First, it is the system of
 
administered prices imposed 
on manufacturing i-oducts. 
Under that system, the
 
GRC sets product price based 
on estimated cost of production presented by'the
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•nanufacturing unit. The GRC's review of cost of production and fixation of 

adminlis-red Orice are cumbersome and time-consuming. 
 :n cases of legitimate

imported input price increases, requests for adjust:ients in product prices
 

could take many months leading to financial losses and hardship. 

Second, the GRC's involvment in manufacturinc is significant. .3RC's 
share of ownership in the manufacturing sector 
amounted to approximately 50
 
percent in 1985 (FYI: Of the 
remaining 50 percent, about 13 percent are 
in
 
private Cameroonian hands, 25 percent belonG 
to French investors and 12
 
percent represent other 
foreign investments). 
 Given that important ownership, 
GRC's involvement via 
its holding company SNI 
(Soci~t6 Nationale
 
d'investisements) in the management of 
semi-public ventures has led to
 
financial difficulties as SNI has not always *een so1.ely using economic and 
financial :riteria in making decisions. t7aocears that t.e majoritv of
 
semi-uiic ventures are 
experiencing financial problems and, thus, 
3RC's
 
subsidy disbursements are significant. A program of 
financiai rehacilitation
 
should be instituted to limit budcetar, drairs. 

I.-4. Other Economic Sectors.
 

Current information on other economic sectors 
are scarce. The limited
 
data orerenrted in Tale r: 
shows that, 
in relative terrs, the const:ucticn and
 

sectCrs nave been stagnant doing the 138C-35 perio.

:hat s-aqna:ion in the face of 
 a rapid ocoulaticn 3rzwth and a signlfican­
rulral _c urcan migration points to difficulijes in the housing 
sector and
 
Lncreased pressure on 
social amenities. 
 GRC's share of ownership in the
 
contruction sector 
amounted to approximately 60 percent in 1985.
 

The data in Table 1: also shows the relative r:euctions 
in sizes of t*e
 
tra nsoar t/ccmmunication, 
 trade, and other services sectors. :he causes of 
those economic regressions have 
not been fully studied. 'nowever, it should be
 
noted that a comprehensive system of administ-red prices is regulating the
 
provision of 
services in the transport sector and that 
the GRC sets price

ceilings for consumer products at 
the retail level. Furthermore, the
 
Government's share of ownership in transport/distribution 
was 59.5 percent in

1985; in the hotel/tourism sector, that share was assessed at 82.0 pcrcent of 
1985. 
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The banking sector has been experiencing serious financial difficulties 

and needed to be restructured. 
 Those dIfficulties are traceable 
to
 
excessively complex and restrictive regulations, undercapitalization and
 
extremely high loan/equity ratio. :ts financial viability rests 
presently on 
the GRC support via large cash deposits. GRC's involvement in the
 
banking/insurance sector reached up to 
60.2 percent of total ownership in :985. 

The relative importance of the public administration sector has also
 
regressed somewhat during the 1980-85 period (see Table 
1.). Ho'wever, recent
 
World Bank's assessment points to a bloated public labor force and recommends
 
that fuirther hiring of civil servants should be refrained. 

il. Fiscal, 'Monetaryand Exchange Rate 2ohicies. *-

As it 'was pointed out earlier, GRC's management of public fi.iances 
is
 
tasical!by sound as the central government budget has been slightly 
in surpl:s
 
since 1980 (see Table 1). 
 O6 the revenue sLde, however, there appears to be
 
too great a reliance on import duties and 
on taxes/royaities associated with
 
petroleum exoorts. :n the pe spective of declining oil revenues, te emphasis
 
should be more on direct taxes (e.g., income tax and turnover tax). :t
 
appears that an 
improved tax collection -ystem is also needed to 
curtail tax
 
evasicr and ,ncrease tax revenues. 

:'he 3RC's focesihh 
ir.:eecing oil revenue3 outside the 
nor al tcdyerar'
 
process to avoid wasteful excessive purlicI expenditures is an act of control 
sedom seen witnin the African continent. However, the practice of
 
discretionary uses of oil revenues for extra-budgetary financin "nt.,od.:ces
 
elements of -Jncertainty in the budgetary process and problems of
 
accountatility. 
 The GRC's recent disclosu.re of historical time-serifs -- _ar)n
 
oil revenues to .he World BanK will, 
peraps, mar. 
a return to egu'
 

budgetary practices. 

Being a member of the Central African Monetary Area (CAMA), Cameroon has
 
basically passive monetary and exchange rate policies. Within CAMA, regional 
monetary considerations impose constraints on BEAC's (Banque des Etats de 
l'Afrique Central, the Central Bank for Cameroon, Central African Republic,
 
Chad, Congo, Equatoria.l Guinea and Gabon) decisions vis-a-vis Cameroon.
 

http:disclosu.re
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Within CAMA's Legional context, uniform regional interest rates are set by
 

taking account of the diversity in national priorities and developmental
 
levels and of 
the need to regulate intra-regional capital flows in a :eqion
 
where country members experience different rates of 
inflation. 
 Thus, uniform
 
regional interest rates appear to 
be too inflexible to 
meet the specific needs
 
of Cameroon. 
 :ndeed, with regional rates unchanged, nominal interest 
rates
 
were 
lowered in 1986 in Cameroon by two percentage points for loans 
to local
 
businesses in 
an attempt to spur business growth. Furthermore, to channel
 
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 
support a subsidized agricultural credit program.
 

Low ceilings on nominal interest rates in the.face of double digit
 
inflation yield low or 
negative real 
interest rates which discourage savings.
 
in Cameroon, where the per capita income 
is slightly above S800, 
the rate of
 
saving may not be negligible as it is currently assumed by the 3EAC. 
 indeed
 
credit inions, under AID funded projects, have been successful in mobilizing
 
financial resour:es 
in rural areas. 
Thus, the issue of low-negative real
 
interest 
rate in the context of savings mobilization should be addressed with
 
greater emphasis and BEAC's assumption on potential savings in Cameroon should
 
be questioned.
 

Lcw ceilings on 
nominal interes: 
rates pose also an important welfara
 
issue. :n countries like Cameroon where capital 
is scarce, the pr:ce if
 
capital (i.e., interest rate) should be high. 
 However, as it was pointel out
 
earlier, with low ceilings on nominal 
interest rates, real 
interest rates are
 
either low or negative. 
 Thus, for those Cameroonians who have access 
:o
 
commercial bank credit, 
their use of capital is subsidized since the real cost
 
of capital is low and, perhaps, negative. That subsidy constitutes a ;ransfer
 
of real economic resources from various economic sectors to 
a privileced rccup
 
of citizens. :n 
Yaounde, for example, it is quite conspicuous that the bulk
 
of the subsidized capital 
is used by those who have access to commercial
 
credit to 
build villas for rental to expatriates. The subsidized capital
 
should, by all means, be used to 
expand activities other than luxury husing
 
which would bring greater social 
benefitfs to the population.
 

All the issues presented above point 
to the need to examine in greater
 
details Cameroon's interest rate policy within the context of CAMA.
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CAMA is part of the Franc CFA (Ccmmunaut6 Financi4re Africaine) 
zone.
 

Thus, Cameroon'also belongs to 
the FCFA zone. Within CAMA's framework (thus,
 
within the ?CFA zone), the GRC relinquishes the right to print its own money.
 

:nstead, the money sutpy, thus, the 
amount of credit available in the
 

economy, is determined each year by National Monetacy Committees operating
 

within BEAC. :n addition, the GRC is limited in its aoility to 
borrow from
 

BEAC 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 print its own money and limited ability to borrow
 

from BEAC could be interpreted as restrictive institational arrangements.
 

However, these two institutional arrangements partly explain the low rates of
 

inflation which Prevail in Cameroon. 
 The same co'nditicns prevail in other
 

CAMA countries while African countries outside the Franc CFA 
(FCFA) zone are
 

plagued with rampant inflation.
 

As a member of CA.MA, thus of the FCFA zone, Cameroon has an extremely
 

passive exchange rate policy. The FCFA-French Franc (FF) parity was set at 50
 
to 1 since 1946 and has not been revised. There are those who think that,
 

vis-i-vis the FP, the FCFA is overvalued and a devalution is called for.
 
While the overvaluation of the FCFA vis-i-vis the FF appears 
to be widely
 

accepted by West and Central African countries of the CFA zone, there is nc
 

consensus as to the magnitude of 
the overal,iation. Thus, it is extremely
 

difficult to find a new 
FCFA-FF parity which would be acceptazle to all West 
.and Ce:tral African country members of the CFA zone. -t appears that mne 

issue of a new FC?A-FF parity is being studied by the =MF. 

IV. GRCs' Five Year Develooment Plans. 

In Ca.ieroon, the pla'nning horizon is five years. The Fifth Develcpment
 

Pan covers the period running from July 1, 1981 to June 30, 1986. 
 The Sixth
 

Development Plan sets 
national priorities and the development strategy for the
 

period going from July 1, 1986 to June 30, 
1991. Information on the 1985-91
 

Plan is sketchy, however, as its publication was delayed for some unknown
 

reasons. The follo.ing analysis is based mainly on the July 23, 
1986 Head of
 
State's Message to the Extraordinary Session of the National Assembly, various
 

newspaper articles and interviews.
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Aeviewing past performance, the July 1986 Presidential Message
 

acknowledged that while the rate of economic growth was "acceptable" during
 

the 1981-86 period, the targets set in the Fifth Development Plan were not
 

achieved. The Message did not dwell on factors which gave rise 
to
 

difficulties of implementation. However, it has been widely accepted that the
 

general caution taken in administering the state budget combined with the
 

lengthy 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-i-vis private
 

contractors. 
The GRC has, however, recently taken measures to remedy the
 

payment arrears' problem.
 

IV-l. The 1986-91 Develooment Plan.
 

Within the 1986-91 time frame, the July 1986 Presidential Message
 

enunciated the major problems confronting Cameroon. These major proolems are
 

high population growth, rural-to-urban migration, urban congeszion, rising
 

demand for employment and gradual environmental deterioration. Under the
 

Sixth Development Plan, the.solvin, of those problems will require maintaining
 

a balance between population growth, resource endowment and economic 

growth/development. To mitigate the rural exodus, the development and 

modernization of rural areas will be undertaken. To solve t"je unemployment 
-problem, more jobs will be created and changes in the eiucation s''s:em wilL be 

made to render the skills acquired by working age persons mo:e adapted to r.ze
 

- needs of the economy. The environmental balance will be maintained and, above 

all, food self-sufficiency will be achieved. 

Given the above assessment of problems and tasks, the Sixth Development
 

Plan set the target average annual growth rate at 6.7 percent for the 1986-91
 

period and proceeded to identify developmental tactics. The focal point of
 

all developmental efforts will be the rural sector to ensure food
 

self-sufficiency 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 carried out and incentives
 

will be given to expand livestock and forestry activities.
 

Within the industrial sector, support will be given to small and medium
 

scale enterprises and to local entrepcen!urs in an attempt to boost the
 

r f
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formation of local entcepreneurship and 'ocal capial. The search for and
 

intrcduction of appropriate technologies will be reinforced.
 

All :omponents of the transportaticn network will me upgraded and expanded
 

to ensure a greater spatial integration of the country, to increase the
 

accessibility of remote regions and 
to expedite tne evacvation and marketing
 

of food and cash crops.
 

To raise the living standard, efforts will be devoted to achieve an
 

orderly urbanization process, the cont:uction of new housing complexes, the
 

upgrading of existing dwellings, the acceleration of urban and riral
 

electrification programs to meet a demand which is growing at 
an estimated
 

annual rate of 8.6 percent and the extension'bf existing water systems as well
 

as the installation of new water systems in provincial cities and villaces.
 

The education system will give greater emphasis to those technical
 

trainings which are most adapted to Cameroon's overall developmental needs.
 

Shor-term technical training will be i-stituted. The decenrralization of the
 

university system will be pursued. University programs granting professional
 

degrees will be created.
 

:n the health sector, the foci will me on preventive medecine and on
 

primary health 
care with the ob~ec:ive of providing health services to =he
 

entire population in the year 2000. :he provision of social services :o nee.:v
 

Cameroonians and to young children wi.l be reinforced. 
 The institution of an
 

appropriate working social 
security system will be scrutinized.
 

:n the areas of culture and commu:ication, additional effor:s will be
 

devoted to establish an infrastructur, which will foster 3rcwth.
 

The implementation of all the secoral programs outlined above will, 
as it
 
was pointed out earlier, yield an average annual rate of growth of
 

approximately 6.7 percent and , by 1991, the
 

agriculture/livestock/forestry/fishery 
sector will represent, by GRC's
 

estimates, 31 percent of GDP. The shares of the manufacturing sector and the
 

services sector will be 27 and 42 per.;ent of GDP respectively.
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of the Sixth Development Plan will amount 
to

aPproximate!y FCFA 4,148 
billion (3 11.9 billion) in constant 1982-83 prices

or 
FC.FA 6,000 billion (5 17.2 billion) in current 1985-a6 prices. 
Given the

priority areas 
identified above, the allocation of 
those developmental funds
 
will ze:
 

- 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 sector,
 
-
 16.0 percent for the building and upgrading of social irfrastructire,
 
-
 4.1 percent for other sectors not 
identified ibove.
 

To finance the implementation of 
the 'L986-91 Development Plan, the GRC

will support 42.0 :ercent of total 
costs. It is estimated that the 
local
 
private sector 
will supply 34.7 percent all 
funds needed. President Biya

called on public and private foreign investors to provide 16.3 and 7.0 percent

respectively. 
 Thus, the need for foreign funds wil: amount to at 
least FCFA
 
1,398 billion (S 4.0 billion) in constant 1985-86 prices during the 
next five
 
years.
 

:v-:. USA:D/Cameroon's Comments on the 1986-91 :eveoom nt Plan 

USA:D/Camercon is awaiting the puolication of the Sixth Development Plan
 
to unldertake detailed critical sectoral analyses. 
However, based on 
the
 
preceding cursory and broad description of 
the Sixth Development Plan, the
 
following general comments can be made.
 

.nenunciating the major problems confrinting Cameroon during 
the 1986-91
 
period, the July 1986 Presidential Message failed to 
include government

policies as a growth limiting factor. 
 It should be apparent from the analysis

in Section 1'-2 that, unless MINAGRI and MINCOM collaborate to identify a
well-defined agricultural pricing policy which deals comprehensively with both
 
inputs and outputs, attempts to 
increase agri-ultural production will, 
in all

likelihood, fail. 
 In the industrial and other economic sectors, 
there is, as

it was pointed out 
in Sections ii-3 and 11-4, a need to critically reexamine
 
the system of administered prices imposed on manufacturing products and 
on
 
services to 
ensure the expansion of those 
sectors.
 

*1 
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Given ZRC's important share of ownership in practically all economic
 

sectors and the 
related financial problems experienced by the majority of
 
semi-public ventures, the July 1986 
Presidential Message f3iled 
to deal with 
the issue of GRC's ownership and the need to institute financial
 
rehabilitation program to assist semi-public ventures.
 

While the o-ientation of agricultural export promoticn is not clearly
 
enunciated in the July 1986 Presidential Message, it is implicit in the E;,MI
 
program and the PL:ND project. 
 Indeed, Cameroon's entire cocoa production and
 
the bulk of its coffee production are being exported. 
 3ecause of limited
 
domestic demands, increments of cash crops under the 
.AMI program and the
 
PIN|D project will also have to be exported. 
 Given the implicit agricultural
 
export orientation, the July 1986 Presidential Messa p failed to outline on
 
export promotion program.
 

V. Conciuding Remarks.
 

it should be apparent from the preceding economic analysis and the above
 
examination of 
the 1986-91 Development Plan that the agricultural sector will
 
be, in the second half of 
the 1980s and beyond, the engine of growth for the
 
Cameroonian economy. 
The rapid increase in agricultural output will ensure
 
food-suffciencv for a rapidly growing population, provision of agriculzural
 
raw mater:als for the agro-industry and foreign exchange earnings for 
a
 
4eveloping economy.
 

In addition, growth in agriculture will dampen the 
ruralLto-irban
 
migration, thus 
lessening urban congestion problems. 
 it dill also alleviate
 

the unemployment problem.
 

To induce 
the rapid increase ia agricultural output, the GRC wil 
 nave to
 
take a harder look at agricultural policies and to be 
more amenazle to
 
undertake 
timely policy reforms. 
The need for policy reforms to increase
 
efficiency and 
reduce budgetary burden will be reinforced by a lack of
 
adequate government 
revenues due to the projected decline in oil 
revenues.
 
There is also a need to 
sezrch for foreign markets for cocoa and coffee. A
 
critical examination of industrial policies is also called for.
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To finance agricultural programs and othe: programs arning 
to raise the
 

standard of 
living in Cameroon; the GRC has directly called upon the
 
participation of public and private foreign investors. 
 it is also very likely

that the GRC will have to 
resort to external borrowing to be aDle o hold up

its ccmimitment to fully implement 
the 1986-911 Development Plan.
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ANJNEX:: 

POL:T:CAL OVERV:EW 

Cameroon enjoys one of 
the most stable governments in Africa. 
 Amadou 
Ahidlo, who had been President 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 Biya received his own mandate in elections in January, 1984. 
 In
 
April, 
1984, elements of the presidential security force associated with the
 
former ?resid-ne attempted 
to overthrow the government, but 
the Army remained
 
loyal, 
and quickly put down Cameroon's only coup attemp t.
 

Since that time, President Biya has worked 
to consolidate his position in
 
the country through 
the sole legal political party, the Cameroon Peo?le's
 
Democratic Movement. 
 The nation's unified 
labor movement is closely l.inked 
to
 
the political life in Cameroon has been a major 
theme of the 3iya government.
 
Both the party and the 
labor anion have been the subject of intensive
 
campaigns to 
increase their membership, and 
to make individual members more
 
active, but 
no one is required to 
join either organization. Cameroonians
 
participated in 1986 in open elections for leadership positions within the
 
pa::y. Many of 
the local party elections were contested, with 1'ively
 
:3nraigning by candidates for 
t.e support of the people.
 

During his tenure 
in office, President Biya has reorganized his governmenc

and appointed new ministers, many with technical 
expertise appropriate to
 
their ministries. 
The periodic changes in Ministers have consistently brought

about improved performance by the Ministers. 
Reorganization ifforts have been
 
accompanied oy a 'moralization' campaign to 
suppress corruption in ?uolic life.
 

In terms of U.S. interests, Cameroon is an 
African country whose
 
importance is growing. 
Within Africa Cameroon is widely regarded as a truly
 
independent nation which has managed 
its affairs effectively. :ts record in
 
managing its economic development has earned Cameroon considerable respect.
 
Thus the support Cameroon gives to the U.S. 
in international fora is
 
particularly 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 administration
 



initiatives, including anti-terrorism measures. 
 :n Africa, given Libya's
 
'.nfluence, this 
was both an important and useful statement. On the U.S. sid!
 
?:esident Reagan publically praiied Cameroon's pro private sectzr policies,
 
its economic zcowth and stability, as well as its independence. Ar agreement
 
on private investment highlighted the visit, and unde:scored the growing
 
mutual respect between the 
two countries.
 



-LOW u-A])/CAMEIt1?(r PLANNING .EVEISOPTION (S(j(1) py'y 1908-1990 

LIFE OF PROJECT
PROJECT TITLE & NUMBER 

ARDN
 

AGRICULTURE MANAGEMENT AND PLANNING

NORTH CAMEROON SEED MULTIPLICATION 

0008 

II 0023 


AGRICULTURAL EDUCATION 
 0031
NATIONAL CEREALS RESEARCH & EXTENSION 11 
0052 

CREDIT UNION DEVELOPMENT II 0057

TROPICAL ROOTS & TUBERS 
 0058

AGRICULTURE MANAGEMENT AND PLANNING II 
 0059 

AGRICULTURE INPUTS AND MARKETING 
 0063

NATIONAL AGRICULTURE EXTENSION 
 0064 

AGRICULTURAL EDUCATION II 
 0966
PD&S 


IEALTH
 

CHILD SURVIVAL/MATERNAL CHILD HEALTH 
 0056 

PD&S 


EDUCATION
 

SUPPORT TO PRIMARY EDUCATION 0033 

DICI VOCATIONAL TRAINING 
 0053 

3ENERAL PARTICIPANTS TRAINING 
 0062 


PD& 


SDA
 

PRIVATE ENTERPRISE 
 0060 

PVO SUPPORT 


0061 


PD&S 

TOTAL 

'PACD'S AND AUTHORIZED LEVELS TO BE AMENDED
 
7F: Fully Funded.
 

OBLIGATIONS 

MORTGAGE
FY 87 FY 80 FY 89 FY 90 END OF FY 90
 

900 (FF)
 
1,140 
 - 1,433 1,570 (FF)
 
4,000 2,460 (FF)

3,455 
 5,445 
 5,243 
 5,400 
 10,229
 
1,224 
 410 1,000 (FF)
 

- 1,605 400 (FF1 
- 2,690 4,900 
 2,600 
 1,810
 
- 1,820 2,662 
 5,050 
 15,468
 
- 1,422 1,700 
 2,000 
 4,378
 

300 
- 1,500321

-1 - 0 9,500
140 
 80
 

3,010 1,579 
 1,465 2,300 
 1,146
 
-
 40 
 70
 

5,153 
 3,271 
 600 440 2,405
 
552 680 (FF1
 

50 
 - 80
 

-


195 73
 

20,000 20,150 20,748 
 21,490 
 44,936
 

YEARS 


79-88 

82-91 


82-89 

85-95 


86-91 


86-91 


88-93 


88-93 


88-93 


90-96 


87-92 


84-92 


85-90 


89-99 


90-94 


88-93 


AMOUNT 


9,700' 

17,783-


43,021 

39,027 


3,200 

5,800 


12,000 


25,000 


9,500 


11.000
11,000 


9,500 


31,074' 


2,768 


21,000
 

2,500 


4,000
 



MEDIUM OPTION USAJD/CAMEROON PLANN1NG LrVF!,S ($000) pY 'S 1988-1990 

LIFE OF PROJECT
PROJECT TITLE & NUMBER 


AGRICULTURE MANAGEMENT AND PLANNING 

NUPTH CAMEROON SEED MULTIPLICATION II 

AGRICULTURAL EDUCATION 

NATIONAL CEREALS RESEARCH & EXTENSION II 

CREDIT UNION DEVELOPMENT I 

TROPICAL ROOTS & TUBERS 

AGRICULTURE MANAGEMENT AND PLANNING 11 

AGRICULTURE INPUTS AND MARKETING 

NATIONAL AGRICULTURE EXTENSION 

AGRICULTURAL EDUCATION II 


PD&S 


HEALTH
 

CHILD SURVIVAL/MATERNAL CHILD HEALTH 


PD&S 


EDUCATION
 

SUPPORT TO PRIMARY EDUCATION 


OICI VOCATIONAL TRAINING 

GENERAL PARTICIPANTS TRAINING 


PD&S 


SDA
 

PRIVATE ENTERPRISE 

PVO SUPPORT 


PD&S 


TOTAL 


OBIIGATIONS 
 MORTGAGE

FY 87 
 FY 88 
 FY 89 
 FY 90 E
 

it - F 9 END OF ry 9
 

900 (FF)
 
1,140 
 - 1,433 1,570 (FF1
 
4,000 2,460 (FF)
 
3,455 5,694 
 5,263 5,400 
 9,960
 
1,224 
 710 
 700 (FF)
 

- 2,005 (FF1
 
- 2,690 5,500 
 2,800 
 1,010
 
- 1,820 3,024 
 5,675 
 14,481
 
- 1,422 1,910 
 2,000 
 4,168
 

1
 

- 2,400,
 
321 300 140 
 130 _
 

3,010 1,980 1,840 
 2,670 (FF)
 
- 40 
 70 ­

5,153 3,231 
 1,040 1,145 
 1,260 
552 680 (FF) 

- 1,525 1,500 17,975
 
50 ­ - 80 ­

900 1,600
 
2,000 
 800 
 900 
 300


195 
 73 80____ 

20,000 23,100 25,180 
 27,240. 
 63,354
 

631 


0008 

0023 


0031 

0052 


0057 


0056 

0059 


0063 


.0064 

"066 


t 


0056 


0033 


0053 

0062 


0060 


0061 


YEARS 


79-88 

82-91 


82-89 

85-95 


86-91 


86-91 

88-93 


88-93 


88-93 

90-96 


87-92 


84-92 


85-90 

89-99 


.90-94 


88-93 


AMOUNT 


9,700' 

17,783' 


43,021 

39,027 


3,200 


5,800 

12,000 


25,000 


9,500 

1,000 


9,500 


31,074* 


2,768 

21,000 


2,500 


4,000 


*PACD'S AND AUTHORIZED LEVELS TO BE AMENDED
 

FF: Fully Funded.
 



ARD F' 

PROJECT TITLE & NUMBER_05 _ 631_ 
LIFE OF' 
YOEARS 

PROJECT 

FY 7 
OrLJGATrlONS 

A NMOUS88 FY F..... 
MORTGAGE 

MORTGAEND OF FY 90 

AGRICULTURE MANAGEMENT AND PLANNING 0008NORTH CAMEROON SEED MULTIPLICATION I 0023 
AGRICULTURAL EDUCATION 

U031NATIONAL CEREALS HESEARC!I & EXTENSION II 0052 
CREDIT UNION DEVELOPMENT i 0057TROPICAL ROOTS & TUBERS 0050AGRICULTURE MANAGEMENT AND PLANNING 11 0059 
AGRICULTURE INPUTS AND MARKETING 0063NATIONAL AGRICULTURE EXTENSION 0064
AGRICULTURAL EDUCATION 11 Q086PD&S "-3,400PD&S 

79-00 
82-91 

82-89 
85-95 

86-91 

86-91 
88-93 

88-93 

88-93 

90-96 

9,7()0 
17,783-

43,021 
39,027 

3,200 

5,800 
12,000 

25,000 

q,500 

11,000 

900 
1,140 

4,000 
3,455 

1,224 

-

-

-

321 

(FF) 

2,460 
6,494 

710 

-

2,690 

1,820 

1,422 

300 

(FF) 

1,433 

5,805 

700 

2,005 
5,500 

4,367 

1,500 

140 

(FF) 

(FF1 

1,570 (FF) 

6,230 

2,400 

6,700 

2,000 

0,6 
130 

7,788 

410 

12,113 

4,578 

11,600 

-

HEALTH 

CHILD SURVIVAL/MATERNAL CHILD HEALTH 

PD&S 

0056 07-92 9,500 3,010 2,700 

40 

2,515 1,195 (FF1 

70 _ 

EDUCATI ON 

SUPPORT TO PRIMARY EDUCATION 
OICI VOCATIONAL TRAINING 
GENERAL PARTICIPANTS TRAINING 

PD&S 

0033 

0053 
0062 

84-92 

85-90 
89-99 

31,074* 

2,768 
21,000 

5,153 

552 

50 

3,231 

680 
-

(FF) 

1,040 

2,115 

1,145 

2,900 

o-80 

1,260 

15,9d5 

_ 

SDA 

PRIVATE ENTERPRISE 

PVO SUPPORT 

PD&S 

0060 

0061 

90-94 

88-93 

2,500 

4,000 

195 

2,000 

73 

800 

900 

1,200 
1,600 

TOTAL 
20,000 24,700 27,920 29,920 55,334 

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


