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I. INTRCDUCTION

The focus of this assessment is on the delivery of health services to
rural areas in Cameroon. Such a perspective is in keeping with USAID's health
program, which is supportive of the Agency's overall objective to increase
£ood production. Special attention has been paid by the authors to the
sitvation in the newly created South and Adamacua provinces because those were
specifically recommended by the Ministry of Health as priority for a USAID

health program.
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Because of the impact of disease and poor health on productivity and the
fact that 70% of the health problems are amenables¥d cost effective and basic
interventions, ccntinued USAID assistance to health improvement in Cameroon is
justifiable from a developmental perspective. 1In addition, by the year 2000,
the ratio of Cameroon's consumers to food producers will increase three fold.
For these reasons ?lone, investment to reduce loss of the food producing
popuiacion due to disease and premature death is an integral part of a

balanced development strategy.

IT. CAMEROON PRESENT HEALTH SITUATION
2

The Republic of Cameroon covers 465,402 km offering an ecological range
from desert in the far North to tropical forest in the South. 1Its population
aE the beginning of 1986 1s estimated at 10,446,400 (based on the 1976 general
census) and includes about 93 different ethnic groups. Of tnais population,
one-fifth are officially Anglophones and the rest Francophones. The official
languages are at best, second languages and a major part of the population
speaks only their ethnic dialect. Although the urban populacion accounts for
36% of the total populatidn, this ratio i3 expected to rise steadily in the
next years. Urban centers are expected to continue to grow and will contain
over half of the total population within the next ten years. Population
densities vary widely from area to area (from 6.8 inhabitants/km2 in

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

The age structure of the 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 compafable to those of low income countries. Estimates of
mortality in the rural areas make the discrepancy between per capita income

and life expectancy more dramatic. .

An analysis of morpidity and mortality patterns show a predominance of
infectious and communicable childhood diseasaes. The present system of data
, ' . . . . . L a .
collection does not provide reliable epidemiological data on a community

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

~
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Major causes of mortality include measles, tetanus, acute respiratory
infections, and malaria. Diarrheal disease and perinatal death (in particular

neonatal tetanus) are under reported.

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

are another malor 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 diarrhesal-related and children suffered from 3 to 6 episodes a
year. Thirty-five percent of diarrhea incidents are due to rotavirus
infection. OCutbreaks of cholera occur every 2-3 years. Diarrhea is not only
related to diseases like cholera but also to socio-nutritional factors such as
inadeqtate weaning. Poor environmental health, sanitation, and water sources
are significant factors contributing to the high incidence of diarrheal

[y

disease. .

Malaria (P?. falciparum) is holoendemic, particularly in the tropical

forests. There is evidence of recent, progressive chloroguine 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

cases 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 workers for up to one full monch.

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 countrieé?, acute malnutrition (under
80% weight for height) was found to be only 1.1%.for children under five vears
of age. Malnutrition is still felt Lo be a mafs;.problem {(in particular in
Adamaoua province) and is generally due to socio-cultural factors rather than
to shortages of food. Due to ethnic, environmental and esconomic diverszity in
Cameroon, the epidemiolocgical patterns and the mortality,/morbidity profile cf

the population vary widely from one region to the other.’

ITI. DELIVERY OF HEALTH SERVICES .
A. Historical Evoluticn of Health Policies

. Government of Camercon.

At independance, Cameroon inherited a colonial nealth system characterized
by vertical programs and an excessive emphasis on curative facilities (mainly
hospitals in urban areas). From independence the government has committed
1tself 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 éf 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 comparatively high level as compared to other African countries. It is
interesting to note that unlike most African countries, Cameroon does not rely

entirely on external aid assistance for health investment.

Following the Alma Ata conference in 1978, the government of Cameroon
adopted the principle’of "Health for All in the year 2000" and consequently

the £fifth 5 year plan (1980-85) introduced new orientations:




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.

i
The past five years can be considered s transition period. Lessons are

emerging from experience and measures are being :takep, 8o turn the general

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

From 1961 tc 1983, USAID's total assistance to Cameroon has been 5130
million. This represents both direct and indirect assistance, Initially,
USAID'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 institutional capability.

USAID's support to GRC in health began in the 1960's with the provisicn cof
measles vaccine and water supply development. The Mission also helped develop
the University 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 strengthening of health delivery
systems. (ﬁ.T.H.E. project). -

At the beginning of the fifth 5 vear 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. USAID/Camerocon pursued an assistance strategy
that was low-keyed and responsive to MOE interests and requests. Since there
were no bilateral health programs, USAID has made aextensive use of regionally
and centrally funded projects to respond to assistance requests. This
assistance has covered a wide spectrum of activities to both private and

public sector institutions.




The following is a summary of USAID's early interventions in health:

Measles vaccine campaign (1965-70)

Water Supply Development (1966)

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 Tokomberse,

Infant mortality study. Through a Yaoundé Eased regional research
institution, IFORD, USAID sponsored a study.ybich identified
morbidity incidence and rates of infant mortality in Francophone
Africa.

University Center for Health Sciences (CUSS). CUSS is developing the
capability of health staff in delivery of preventive health services
(1973-79).

Nutrition advisory services (1979-82). 4an advisor was provided to
the Ministry of Economy and Plan to assist in the formulation of a
national nutrition strategy.

Mandara Mountains Water Resources (197%-83). The program provided 35
water catchment dams and health education.

Practical Training in Health Education (1979-82). PTHE developed a
health education training program responsive o the health conditions
of rural population.

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

S;renghtening Health Delivery System (S:DS) (1978~82). This regional
project focused on training in management of health delivery systems
in rural areas.

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

education was provided ko 92 rural communities.

In the population sector, recent USAID/Camercon projects have provided
technical and financial assistance to various private and government
institutions. This assistance has covered a yide variety of activities
including support of: demographic data collection and analysis, awareness
raising and policy analysis; transfer of microcomputer hard&are and software;

contraceptive supplies and equipment; training in i: formation, education and




communication skills in family planning and in services delivery; and

biomedical and social science researcch.

B. Present Delivery of Health Services

i, Ministry of Health

a. Organizational Structure of Ministry of Public Health (MOPH)

&
The organizational structure of MOPH (see Appendix I) as puplished in
1981, encompasses 4 directorates- .;;3
(1) The Division of Public Health which is responsible for administration
of curative medical services offered in urban and rural hospitals and
dispensaries,
the Division of Preventive Medicine and Public Bygiene which is
respcnsible for surveillance, environmental health, immunization,
MCH, and control of communicable diseases,
the Division of General Administration which manages the budget of
the MOH and is responsible for preocurement of materi1ails and transport;
the Division of Studies, Planning and Health Statistics wanich is
responsible for short and long range health planning, programming,

and evaluation.

The published organization of the MOPH does not reflect the present
striucture of MOPH. The major changes that have taken place are a result of
the new health strategies i1nitiated by the fifth and sixth Five Year Plans.

However, no new chart has yet been officirally adopted.:

Reorganization of services from the colconial system to the present
structure hag been a slowly evolving process. The reorganization is, however,
very positive., The vertical structures previnusly operating were a major
limitation 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.




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

essential step towards better mmanagement.
b. Pyramid of Health

Cameroon is divided administratively into provinces, divisions
(departements) and subdivisions (arrondissements).‘ 0N tkeory, the
organization of health facilities reflects this hieranchy and is usually
d1vided 1n three tiers: Py

" e

(l1.) Primary care

The large villages in Cameroon are organized as "villages de santd® or
health vililages. Each village has a "case de santé&" supposedly built by the
village and staffed by community health workers {(CHW). The CHW's receive
basic training at the subdivision hospital and manage a village pharmacy on a
ccst recovery basis. They are theoretically supervised by both the
subdivision hospirtal staff and by the neighbouring health centre staff.
Sericu: -Ilnesses and injuries are referred to the health centre. The
*village de sant2" constitutes the first contact between the ropulation and
the nealth services.

-

The Elementary Health Center (EHC) is the smallest government facility and

18 designed to serve 5,000 people. It is theoretically staffed by five

peopie, headed by 3 certified nurse {two years training after sccondary
school), nursing assistants. (one year training 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, includ;ng 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 but

staff includes a doctcr 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 provircial and central hospitals

.

where specialized care is available.

ks
At this stage, operational constraints do not allow this theoretical model

tc function as conceptualized. Patients tend to choose a health facility

based on distance and availability of service.
c. belivery of 3Basic Health Care

This section focuses on the tirst tier of the pyramid of 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 EHC, DEC, and subdivision hospitals are
og}-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 symptdm. Patients come for curative services and health
centers have essentially developed around siuch services. Most of the symptoms
are amenable tc simple and inexpensive measures which do not require
sophisticated diagnostic skills and equipment. As such, they can be
standardized into cost-effective protocols.

At this stage, most existing facilities, particularly those in the rural
areas, are unable to answer patients' der.ands. A deneral 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




vicious circle results: if drugs are not available, patients will not show up,
and the health staff will invest their interests somewhere else. Thus bcth
*he initial investment in the health/facility and the recurrent costs
(essentially salaries of underused staff) become not only a waste of much
needed rescurces, but also bring about the loss of credibility for government

basic health care services.

At the community level and among m.ny health profg;sionals, the prevalent
attitude towards diarrheal disease control is still® the use of drugs
(sulfamides or antipiotics) and, in case of dehydration, intravenous
solutions. Homemadn solutions like "eau de riz" fiice water) are commonly
used. Most health people have heard of ORT and homemade rehydration solutions
but these are not vet integrated in the existing curative routine, nor are the
basic aspecis of prevention zhrough improved hvgiene, water use, and

sanitation.

Preserntly, the government program for immunization is in general carried
out in national campaigns. Rural health centers do not have facilities such
as ref:ige;ators that would enable them to carry out this function on a
ragular basis. Rural health centers are only used as vaccination posts wnere
mcbile teams will come on a predetermined day. Since there is no existing
census of che target population (children and pregnant women in neighbouring
communities) the immunization program is limited to people who were informed
and willing to bring their families for immunization. Cameroon's 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
2Xpected to provide the other 30% coverage.

Malaria is also a major problem but chloroquine often runs out. Another
drug widely used is injectable quinine (Quinimax). Prophylaxis for pregnant
women is said to be not possible in the absence of a regqular supply of
chloroquine., However since pregnant women do not usually attend antenatal
services, the lack of chlorogquine is a secondary issue. There are no lists of
pregnant women, there is no incentive for them to ~ome to government centers.
In spite of a high prevalence of anemia in some regions, iron tablets usually

run out. Little attention has been paid to cultural beliefs and customs that

will enccurage women's participation in such activities or make the MJUH's

services 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 rather than to actual shortages of food. ILocal practices,
customs and beliefs are often viewed by trained nurses from a different ethnic
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 oy the "cése bebés®" for

infants.

-~
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It is obvious that child spacing could help overcome some problems in
mother and cnild health. However this is not believed to be a need in the
inder-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 prcblem
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 concercn is existing nursing staff. These
include state registered nurses, certified nurses, nursing assistants and
*matrons". At present, there are two government schools for rursing and
midwifery: one in Yaounde for Francophones another in Bamenda for
Anglophones. Training for certified nurses is slightly more decentralized
Wwith nursing schcols in Bamenda, Douala, RBafoussam, Garoua, Bertoua and Avos.
Once trained, staff is appointed by the Ministcy 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 arca they do not
know. It can be argqued that this has a practical advantage in that the nurses

are subject to less social pressure from their patients. However, it often

results i1n 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 technigques 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 areas’ especially in 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 whole there is very little accountability in the system. Personnel
decisions rest with the central level and civil servants are seen as

impossible to fire.

(2.) Drug Supply: Pharmaceuticals are distributed f£ree of charge to MOPH
units. It is common knowledge that the government drug supply system has
become 1ncreasingly ineffective over the years and blatantly biased towards
urban areas and tertiary care facilities. The recent increase in the numbers
of basic health facilities has made the situation worse. Health centers are
supplied from the divisional level, itseif 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 standard and based on no ordering system. In some cases, this
resulted in stocks of drugs that were completely inappr.priate to the needs of
the province. In addition it has been estimated that over 30% »f medications

.

do no%t reach the clients.

However, the pharmaceutical situation seems to be improving. The
government i3 now in the process of modifying supply prccedures, 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 freqguent.
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 are available, they are
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provided free of charge to the patient. While nurses write down their
prescriptions in the nut patient book, there seems to be no supervised
inventory and accounting system. Nurses commonly deliver prescription slips

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 pharmacies
seem fairly good since the village traditional strudture acts as an

efficient supervisory system.

~

Lot

Municipalities are encouraged to start pro-pharmacies when no private
pnarmacy exists. There are only 117 propharmacies at this time. These
buy medicine from the Ministry at cost andé are run by a nurse‘under
supervision of a doctor. Their margin of profit is limited by law to

10%, However lack of supervisicen and unethical management often undermine
what could, in theory, be a good system. Purthermore, propharmacies are
not permicted Lo open in towns in which there is a private pharmacy and

have to close if a private pharmacy opens.

(3.) Other Factors

Yost of what has been said for drugs applies to equipment, maintenance of
services, and otner expenditures required for the cperation of healtn
facilities. 3n almost non-existent management system both at health center
level and at supervision level results in a lack of supervision and

accountabiiity.
a, Financing of Health Services

‘"he 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 higheé political visibility but in
the long run it is counter productive, since facilities cannot be sustained.
The imbalance between rural and u;ban areas continues despite official
attempts to reduce it. In 1985 the GRC/MOPH allocated 5.1% of its budget for

recurrent egpenditures. It Seems that the continuing investment program still




does 1ot take into account the recurrent costs. The conseguences are in a way
limited by the fact that the investment program regularly fails to meet its

“argets, due to a lack of absorptive capacity rather than to a lack of funds.

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

breakdown of non-renewable expenditures were not available. The ratio of acn

renewable items {(without which health facilities cannot c¢perate) to salaries

.*
in 1985 was 0.367 which reflects a highly unhealthy $ituation. The personnel
share of operating costs is greater in iower level facilities and can resach
o?

93%. The remaining budget for drugs, medical supplies and maintenance is

therefore totally inadeguate.
Cther Government Institutions Involved in Delivery of Health Services
a. Naticnal Social Insurance Fund: (Ministry of Labor)

This institution is an important factor in the delivery of health
services. 1Its target groups are the employees of the public and private
sactors which ceonstitute approximately 1,4 of the total population. Witt
irban migration it is estimated that tnis target group will .ncrease 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 héaltn facilities include:

3 hospitals (MSC) with 120 beds each (plans are nderway for extansion to

240 beds)

4 MCH clinics for ambulatory care, staffed by at least 38 healt

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. In

Yaounde the fund plans to experiment setting up neighbourhood clinic units

attached to the existing hospitals.




As in MPH facilities, consultations are free and prescriptions for drugs
are given. The fund's nealth services, both hospitals and MCH clinics, are

open to everyone and not just to registered nmembers.
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 agriculture, and technical action. At

l’
the provincial and "departement® level there is a chief of community

development. Tnis person is assisted oy 3 technical coordinators who, at the
*departement® level, work with community developmenﬁiagents trained to carrcy
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 Tivision
fcr Community Development implements its activities tnrough international
PVOs, including CARE and Save the Children. Tie 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 & - field.
Ministry of Social Affairs

Within the ccntext of “responsible parenthood®, the Ministry of Soc:al
Affairs provides family planning information. This Ministry receives USAID
funding for studies intended to better communicate family planning information,

-

4. Ministry <f Women's Affairs
This Ministry is develobing its outreach activities which emphasize
participation of rural wcmen 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 jroup leaders lccated
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 health facilities ar= operated by the private
religious sector and most operate in the rural areas. However, the proportion
of services rendered is higher as utilization of private services 15 greater
than at government health units. There are two major coordinating
organizations: the Federation of Evangelical Churches and Missions of Camercon
(FEMEC) and the Catholic Health Services. Each maintain a medical liaison
office in Yaounde. Both organization receive subsidies from MOPH annualily.

7

These amount to l.5% of their operating nudgets. °*

.
~
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There is great autonomy among the church and missicn clinics ina the.r
provincial health services. This results in a great diversity of heal:h
programs. The health liaison offices in Yaounde worx on a consulta-ive hasis
and are working tcwards the following strategies:

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

Services Wi1ill operate on a cost recovery basis and adapt fees to

socioeconomic context 0f the catcnment area.

Praeventive medicine and outreach programmes will pe funded wrare

using outside donor assistance.

311 procgrams are working towards Camernonization.

The'present document does not pretend Lo draw up an ex+tensive list of all

Aiperiences in integrated basic health care, out will ment:ion briefly zrocects
a

that seem relevant to further "SAID projects in Camerccen.

a. The Presbyterian Hospital in Ebolowa, South Province, is making a
conc-rted effort to integrate preventive medicine into its activities. Over
the past 15 years, the nospital maintained a mobile unit to provide some
curative care but primarily health education and immunization services in a
catchment area 80 miles around the hospital. This mobile unit was maintained
from funds and volunteers from the Dutch Government. More recently USAID,
through ASHA funde, 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
grovide the required support and training for outreach dispensary personnel.
The recurrent costs of the mobile unit are estimated at 756,000 to 1 millio.
CFA per month (2,500 - 3,000 US dollars per month). The mobile unit staff use
cost recovery system where drugs, i.e., chloroguine, antibictics, etc. are

sold. Mothers have to pay 200 CFA for the growtn chart for their children.

b. The Tokombere Health Program is based around a hospital and a network
of 14 Catholic dispensaries. The program us2s medical students and has
developed its services to suit the socio-economic’condltions of the 55,0C0
people 1n the catchment area. Health staff work with villagers to develop

o

their health programs and rely on iocal leaders to Celiver health educa::ion.

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 i1s buiit
around village-identified nealth workers and :tradit.onal »irth at+endants
(TBA) trained for 3-6 months. Monthly refresher training and supervision
contribute to making the prcjlect a success. The project reports a 40% drop in
infant mortality. Six of these health centers are being used as drug

distribut:on depots to 74 Government health posts.

.essons can be drawn from these mission health efforts:

Provision of outreach from hospital works where the facility provides
the support and maintenance;

Use of existing structures 1.2, tradit-ionai health workers and
community 1ead§:s 15 a very effestive approach to communities;

An efficient and effective supervision system can be provided;

The private sector provides the Government with a suppoct system on

which government efforts can pase their activities

Multilateral Organizations

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 Healtn Care.




dowever, the lessons learned in Africa since then have led WHO, AFRO
/Brazzaville) to start promoting decentralization and concentrating on
operational (or Jdistrict) level., While there is agreement on the need
decentralization, the MOPH appears to be reluctant to begin since they
view decentralization as a develcopment policy for Cameroon and do not

ease initiating the process alone,

WHO's funding essentially goes to training programs, increasingly through
Cuss. pecific prograns include immunization (1986 was choser as the African
Year £or Irmunization and WHO provided technical assistance to organize the
national days for immunization in Camercon), control of diarrheal Jdiseases
{supporting an ORT demonstration centre in Yaounde), =2ssential drugs program
(providing technical 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 Healtn Develcpmant)

etc.

UNICZF's regional the GOBI-FFF package which has been adcptred

by +*ne MOPH as thelir own, he operational level, UNICEF collaborates
essentially with the Miniscry of Wemen's Affairs (promoting i1nccme generating
activities, use of ORT in the "Maisons Familiales" etc¢.;, with the MOPHE
(sépplying vaccines, operating funas, and packages of ORT); and with the

Ministry of Agriculture (village water supply).

[y

World Bank has been working tugether with Ministry of Health over the past
two vears in the preparation of a integrated health development project in
specific areas of Cameroon. Although the government f£inally decided not to
ask for a commercial lonan for a sccial program, the preparation process has
been extremely effective in analysing existing problems and making practical
recommendat-ions which has, in turn, increased the awareness and competence of

key persons in MOPH.

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

Africa




OCEAC deals with the control of communicable diseases in 11 countries >f
French speaking Africa. It has inherited the typical vertical structure of
research projects and traditionally is not involved directly in :the delivery

Oof health services. However OCZAC maintains close links with the services »of

Preventive and Rural Medicine in the field ("ex-Service des Grandes £ndémies")
t

in particular in the field of epidemiological data ccllection. 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 o
research)., OCEAC is looking for funding to organize seminars in the fiel
promote tne use of tne new data collection forms agd ko raise awareness o

utility of data collection at 2ll levels of health care.
S. Bilateral organizations
a. USAID

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

agriculture, and educstion with rarticipation of the privace sector.

Under the Child Survival initiative, USAID is considering funding two
complementary projecte. The first, under Pritech plans to begin CRT train:ing
and coordination at the national level. 7The second is the proposed CS/MCH
praject to follow Pritech's CRT ini%iative. 1In addition, the US government's
contributions ianclude Peace Corps VYolunteers working with communities to

implement health related programs.

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 nct exist in sufficient number in Camercon o
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 Endémies") are French expatriates, as in the Adamocua Province.




A successful ocilatzaral program of basic health care in Cameroon i3 the
Serman Technical Assistance. for several years GT2 has been financing a
orimary health care project in the North West Province that incorporates the
private sector. This project has been such a success tha%t 1t is 1n the
p:oceés of extension to the Scuth West and is recommended as a model oy the
MCpd. TZ started working with the existing administrative structire ac the

level moving ‘cwards the periphery. The struckture set up oy :this
roject parallels that of the government's and focuses on village neal-zh pos:s
y supervised from 3amenda, but has little ratation Wwith existing
centers.
b‘\

The Belgian Tecbnical Assistance concentrates its activities

This project started in 1381 and will continue until 12990,

tne delivery of an integrated health program Wikh a cost

comp%nent. Their activity seems effective for a1 variety of

terms of the delivery of services, the project concentrate

on training outreach personnal who ar=2 in tuazn

Belgian physicians working at Maroua hospital. The cost

component is managed by a person chosen by the community

Payrents are macde baszed sn a fee

when coming to the clinic £or a symptonm.

medication, and unlimited visits until cured. The drugs suppli
project are only for participating hz2aith centers, i.e.

made their payments. At present this proJect is working i1n 4

zencars.

Otaer countries invalved i1n £inancing o7 1oplement:ing
in particular) rural healtsn care 1nclude the Netnerland,

Canada {:hrough CUSS).
6. Private Voluntary A3enci2s

A variety of non geovernmenatal organizations, national and international,
cperate in Cameroon and have a significant role 1n 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

or3anizations. Some like the French "Volontaires du Prolets" worx in primary




nealth car2 in the provinces that have been selected for the proposed CS/MCH
project and as such should be incorporated by the project design L2am as
ex1sting ra2sources. We chose to concentrate this Jdocument on US-pased PVOs

which have had a long standing relationship with YSAID/Yaounda.

Save the Children and CARE are the key US based PVCs carrving out

community level health activities. Both organizations work under the

direction of the Ministry of Agriculture, Department of Zommuni:y Devalopment.

. &

~

o
CARE's activities arz concentrated in the ext-rame Nortn of the countrv and
more recently, in the Eastern part of the country. The Wells Project in khe
North has concentrated 1ts activities c¢n providing water and zanica-ion as 3
first activicy and has trained animators to provide health =ducation, primacy
health care activities, a2nd more recently, a weaniag project through Manoff
International. Within the context of the water and sanitation activities,
ccmmunity participation provided materials, labor, and lodging for th

tachnicians.

More recently CARE began a prolect in the Zastern Pravince with MCPH,
Jnder =713 prolect CARE traias Comnunity Development Agents who work with
Community Health Workers (CEW) and village nea.th committees. Home v1si-s ars
conducted in families where chiliren aged 0-5 are identified to be at risk.

At preosent CARE is implementing “his project in 4 communities and will,

f2llowing an evaluation, =2xpand =2 4 addizional villagaes.

ne Northern Wells = as their most suc
initiative 1n expanding Primary Health Care and praventive health.
semidesert area the communities themselves identified ' ater as their
need and through this intervent.ion, communities participated and suppor

primary heal:h care.

At the national level, CARE coordinates their operational plans with
Ministzy of Agriculture, USAID and CARE staff. To facilitate the functioning
of their field level staff, CARE receives an operational fund from the central

lavel and manage 1t themselves.




D. SAVE THE CHILDREN (Community Development Foundation COF)

This PV, views its role as that of an intermediary among the community,
governmental, and private rescurces. CDF began ite acktivities in 1978 in
Doukoula. Today they.are active in 2 additional zones: Ntui in tne Centre
(near Yaounde) and Yokadoma in the Bast. CDF provides an integrated program
which includes health, nutrition, education, agriculture and women's health.

They begin their actions by conducting an assessment of :the community'’'s

P

resources which ultimacely leads to the creation of a viliage committee for

community development and health.

-
*»?

CDF's outreach activities are implemented oy a mobile MCH clinic kean of
£ive persons. These include a nun from the local mission, the coordinator f£or
*he district hosvizal, two nurses and a community agent.
the community once every two weeks ané provides curative
monitoring, ana health education (using locally produced information, and
education and communication (IEC) materials from A.M.d). This team is paid a
nominal sum by CDF and is also provided the logistical support by CLF.
Children under 5 years old are registered and mothers are provided with a

monitoring card {(growtn/vaccination chart).

In addition to fielding a MCH mooile clinic, CDF trains
Traditicnal 3irth Attendants (TBA) for 1-2 weeks. These village

workers are trained in motivational techniques, identification and

of common symptoms, and referral procedures to the health units

srevided with Jdrugs. When communities expres
tn zuilding a comnunitv healtn centar.

s1mple watar systems (zain catchment) and 1
stock of drugs for the community pharmacy.

the community in coordination with the MOPH physician.

Future CDF plans ar2 Lo be implemented through child survival Zunds
focusing on GOBI-FFF (fcod, family planning znd female health). CDF will
monitor 0-5 year old children through a computer program and will also focus

on training mothers c¢n ORT remedies.




Commercial Private Sectors

a. Trad:icional Healers

Traditional health providers receive skills which are passed on f£rom
father or mother or they may receive their training from recognized
traditional health practitioners. In some areas of Cameroon, healsrs 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 their

. . Y

nospitals with 10 to 15 beds each. 1In one region cotal ced capacity of
tradizional healtnh cractitioners accounted for half th?se of MCpP4. A study oy
N

r. Dan Lantum shows that diseases treated by over 5C% of healers include
diarrtea, malaria, upper respiratory chest infections (coughs and asthma), and
sexually transmitted 4iseases. Some healers specialize in particular
diseases. While many heal=2:ss work alone, a sizeaole sample work in a group
practice, referring diseases they cannot treat to cthers in their group or to

modern facilities. The government reccgnizes traditional healers.
b, Profit Making Clinics (private practice)

MCFH identified such clinics, situated primarily in Douala and
Yacundce. r : facilizies have no direct impact on rural areas.
However :“hey ing to seccondary cities. MCPH autnorizes csnly doctors,

nurses and midwives to open clinics.

Polyclinics offer a range of general health, while clinics ofisr
specialized‘care. 3oth polyclinics and the clinics provide services to
sut-patiants. Medical zensul:at:ion "cakinets® offer out-gatl
frequently offer only Jeneral medical consulta-ions. <Consulting physici
may or may not provide drugs as part of their services. Treatment clinaics
("cabinet de soins") are generally run by nurses and provide general medical

services,

Illegal Private Commercial Sector
This sector includes the shops and kiosks that sell medicines alcng
with other items and petty traders who go from village to village to sell

medicines. Although this sale is against the law, it 1s practised openly and




is socially accepted. UUnfortunately these sales promote the coamon practice

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

Future Perspectives

1. Sixth % vear plan

In his speech of presentation of the sixth 5 vear glan to the National

Assembly on July 23, 1986, President Paul Biya stressed several mnaior points:

N

emprasized the need for responsidble paranthood in oridar
. -

the social and econcmic conseguences of an ancontrolled increase
the

naktional birth rate;
ne stressed the need to modernize rural ar=as in
much as possible rura. exodus;
he declared that health efforts would concentratz essentially on
rzventive health and primary health cz2re in order to reach tha goal

of Health For "All in tne year 2000.

Ministry of Public health

3 presant level estimated at 10,446,400 inhabitants the
is expected to rise t£o 12,243,700 inhabitants by 1391,

#111 te provided by the census planned for 1987,

The main orientz2tions of the sixth S-year plan are the follcwing:
Inmproving
services;
Develcping the health infrastructure by reducing tne prevailing
geographical imbalance, especially in rural aad border 3aresas, 2nd

oremoting a national network of propharmacies and MCH centres.

in order to gain credibility in public health services, the following
activities are recomaended: increased delegation of funds to all hosgi:als and
health centers; reorganize services and increase respensibilities of staffy
reqular drug supply; sale of essential drugs at a moderate cost; development
and extension of MCH activities in the routine activities of hospitals and

health centers.




- b

The oolective of the MCH program i35 to reduce child mortality from che
nt Zavels of 105 to 78 per 1000 live birtns. The key 1nce}venhxona
celong to the GCBI-FFF package thch includes growth nonitoring, cral
anydration therapy, immunization, child spacing and female =2du ion. The
rarget population includes children under £ive and women from 15 to 43 yeaurs

of age. {see Appendix 2).

Cameroon has adopted primary health care as the essential stratagy
goal of "Health for All in the year ZGGO'; The Na-ional
velopment established with the support of WHG, will
nizaticn, coordiration and followup of :tihe

+?

program of PHC and tne optimal use of mutilatsral, bilateral and

faciliries will be taken intc account in

ticular as regards pharmacies. Extension of

tne confessional privace sector and

1puktion to that e2ffort.

D, Ministry of Agrigulture

The Derartment of Community Develgoment willl ce 3strengthenad
continue providing services 3t village level, Such services will
on improving the participation of communities in the ident:fication and
racovery of develorment activitiaes and maintznance of facilities.
iccomplish this objective, the plan proposes the creation of Provincial

v

mooLie aducatiosnal centars.

The Ministry of Social Affairs 1s in charge of stuadying the feasibiliity of
curity system tc cover tne *active but unsalaried®™ [i.e. not
khe Nationpal Social Insurance PFund). Such 3 program should

orovide health coverage to rural farmers and their families

<

Within the context of population and family planning, President Biya's
speaech emphasizes a more active role for the government to play: "I wouid like

to draw the attention of Cameroonians of both sexes to the econcmic and social




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

a pbasic human right, can and must be controllied. The purpose, thecefore, is

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

to increasingly strive for the systematic premotion and institution of planned

and respcnsive parenthood."

d. Ministry of Women's Affairs

The social and health development project promctes women's particip

o
1
')
G
3

.

1n these fields. The existing pilot project in Fing Biloun Cen

%3
®
ry
(9]
(5]
<
1]
"
o
o

[Te!

viliages) will bte extended to three new centers in the IZzx%r=me Nor%th, YNor:h

»?

West and Zast. Women's participaticn is recognized as essential to prinmar:

health care and preventive medicine in general (in particular imnunizatcicn)

and women's groups wil.l be encouraged to carry out responsibilities 1n =hoze
programs. .
2. Analysis and Comments

Policy in terms of the sixth 5-year plan follows the guidelines set :p by

=me fifth S-year plan emphasizing service to rural 3rezs., The sixtn S-yea:

p.an cegins by summarizing scme of the main protlems encountered:

’ -

- insufficient operating funding, often responsible for the lcw

iD
D
)

[

of program execution;

- Wweaknesses 1n program design;

1

difficulties in administrztive and financial managenent;

QO

Drazwing from these l2ssons, the emphasis 15 put on increasing zne C2sc

effectiveness and efficiency of healwh serviceas.

As we have seen in previous sections, this gpproach 3eems to fit with the

jog

e existing situation are giv

[13]
o]

facts. It is encouraging that the flaws in t
official recognition and that recommendations to address these problems are
given priority. Interviews with high level officials in MOPH confirm a
general awareness of management problems and a commitment to reduce the

pravaiiing waste of resources. -

The total budget for Ministry of Public Health is projected to be $433

million over the next five years, which represents 3.1% of the plan's overall

(V)




Lo 4.6% in 1985, However excessive attention should

id to is figure since the plan essentially provides a framework and
modified by the President to adapt 2o national requirements. As 3 rule
least 30% of health investments are financed outside of the 5-y=ar plans.
Financial analvsis should therefore be based on annual budget figures that are
officially published in June of each vear (the fiscal year in Cameroon runs
from July lst to June 30th). Close attention should be paid to the 1987-38
annual budget. Figures for 1986-§7 show no evidence of an effective change in

the strategy. Compared o 1985-86 figures, salaries

~nhan the total ogperating kudg {(+4%) and complémentary

frreher (~2.7%). It is hoped that the recommenditicns of
be made operational oy appropriate allocation of resources slaced in the nexc:
budget cvcle.

The degrze of underfunding for current activities has been estimate o ce
25%, Whether this will continue to be the case is a matter for speculation
out the continuing investment program is not likely to ameliorate the matter.
The decision to reallocate resources to the MCPH is obviously 2 political
decision for the national government. If such a decision is not

ative for MOPH will be deciding £ i recovery
itself a political dJdecision since i m th medica
philosophy) or letting the present si
would also have polizical conseguences.
As Wwe have seen, the problem with 13 not only 3 matter ¢

available resources but also a matter of allocation of :these resource @

S
alar:es and otiher and i : zcmpleamentary cts (drag
medical supplies 2tc.) : g i #2332 s1ac=2 19
if health personnrel are ' i ctively, this ratio will nave to be

Lncreased.

As regards more 3specific technical issues, Ministry of Public dealk!
officials are usually open to suggestinns. In addition, many programs are

under revision or about to be updated.

3., National Center for Health Development (CNDS)




This center is still in the planning stage. It was planned by

governrent in collakoration with WEBC. Its objectives include:

operational research in PHC

multl sectoral coordination

on job training for physicians and nurses

coordination within MOPH

create a national awareness for DPEC

b 4y
CNDS is envisioned as a3 link between the inter-ministerial ccuncil for

Zealth and Social Affalirs which is a political organ and tne National
Committee for Health for All. The latter is envisionéé as a technical

esided cver by the Minister of Public Health. The implementacion of

or
CNDS initiative i3 sti1ll not clear. ™MOPH views CNDS as a unit witnin &

MOPH, while WEOQ perceives it to be 3 3eparate structure. The fipal Jdirec:ion

that this struccture will taxke remains to be seen.

The assumption at governmen: level 1s that primary health care can be
achiaved at an affcrdaple ccst as long as effective community participation
and multisectorial coordination are achieved. Community based programs are

he respcnegibility of Ministry of Agriculture, Deparzient of Community
Jevelorment., The objective Of the imary healkth care program is zo o2rganize

"heal*h zones®™ around a health center which supports and supervises

nexghgou:ing *health villages"

One of the goals of the sixth 5 year plan is to decrease the infant
mortality rate, which explains knhe high priority given to M.C.H. activities,
Hcwever, at this stage, a formal prcgram remains L0 ce
tradiziznal MCH apprcach by sélecting the most cost ef

achieve this resul=«.

The general trend in the technical service sectors is towards advocating a
jreater degree of decentralization. Planners have become weary of exceedingly
ambitious programs and appear more interested in indepth preliminary studies
and small scale experimental projects that have an coperational research
component and a multiplier effect. There is also a strong awareness that
program'design has ko take into account the socio-economic realities of the

target area, which at naticnal level translates into a high degree of




flexibility in order adapt to the diversi'.y of Cameroon.

Drug supply is also raceiving a 1ot of attention. The s1
announces 3 substantial increase 9of government spending for me

revision of 1ts policy. The main objectives of +hat polizy ar

rationalize the nomenclature <f drugs used by ministry facilites and
come up wWith a national list;
rationaiize the supply system; for the zaxe of =ffiziancy th

. L
national ~rder should pe centralized and purdthasss akrocad scredul
1n order to achieve timely deliveries and avord shortages.

’

distribution stage, methods have toc be identffled
of nedicine to the provinces are adapred to local epidemiological

patterns and pharmaceutical raquiraments.

The existing data colilection system is seen as non-funchional and the lack
of reliable data i5 3 major w~orry of the Department of Health and Demography
Statistics. They are at present discussing the possinility of establishing
pericdic data coilaction sheets adapted to the training and diagnostic
capabilities of the staff at different lovels of health care. At cresent

1S one data acllection sheet for all facilities. = i35 felrc hospitals

should have different fcrms.

Althougn officials 1n MCPH remain (understandably) evasive on the subiecx,

several internal planning documents refer to the need to introduce cost

recovery systems in the delivery of basic care. h n 1 feeling in tre

£ield is that fees for service : h

lr2ady pay for curative services oy self medication

health centers or =raditional healers. Sdggestions include providing

3
care 1n the fields of prevention and control of communicable diseases and

adopt a cost recovery system for curative services.
IV. MAJOR ISSUES TC BE ADDRESSED IN USAID'S

a. Diversity of appreoach

As stated previously, Cameroon is characterized by diverse ethnic,

ecological, cultuaral and historical packg-~und. AS a consequence there




considerasle varia-:icn from one izea to the other in terms of danography,
aprdemiological patterns and allocation of heaith facilities. 2Project 3es:i3n

will have to analyze =his situa*ticn and develcp appropriate operiakicnal

approacnes 3peci

3. Sovernment of Camercon's Commitment

Recent cha.ges in MOPH structire and programs and political sgeeches

the GRC, MCPH

cern
recurrent costs in the nealth pudget. The implementation
orientad activity by the USAID project should te basad on a

to' fund adeqguately routine activities. The procedures followed by

CARE and Save :the could be replicated. 1In these project

ommunity Development Division allcocates 1
at the beginning of each financial yea
ith plaaning of alil parties involved and wich continue
igh government lavels, the Mnistry's share is 1ncreased unitl
government is responsible for all costs, In t!
posed project tecomes an impetus for beginning cost recover:

commun.ity zased health activities.
Training Need

assumed that training wiil be the intervention which will
improva elivery of services. In Cameroon, there is frequently an
abundance of well gqualified personnel. 3Before embarking on any training
crogram, a thorough assessment should be undertaken outlining which
constraints will be amenable to training and which will not. Based on such an
agsessment, decisions will ce 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.




2. Management Issdues

Tha efficient del: of basiz heal=h car2 ia rural
on an effective manager:al system. The following secti
conponents >f an effici=ntly run management system 1

expressed py fielid staff:

Procedures £or the management of drugs should be clearly
established. Decisions should pe made with the provincial 1leve
as to what drugs should be sold and at what price, if cost
recovery trials are to begin. The central level of MOFH znon
e involved 1n and Xxeph infcrmed o

tage,
oriers

£rom a

level, £ Lshr uantities per

account)

taff allocation and training

We pelieve that a greater awareness of local knowladge, at:titudes and

beliefs would increase the efficiency of health centre staff. 7This

could be done oy incorporating local staff in the health team and tc

a lesser degree tnrough in-service trawining.




The racomrmendat:ions for appropriate management training of healkh

center staff shou.id be integrated into 4 curriculum for in-serv
training to be established at the central level in collaboration with
reievant Cameroonian institutions. Training at field level 3hould =ze
arried out by proviancial and divisional staff: chis training team

.

will oe previously trained by a central level team using focus group

discussions and action basea training.

Mapagement procedures for hzalth cars centreg should delegate
responsivilities to heaith center scaff, in order for them achiave
sufficient autonomy tc respond quickly to immediate neads. However,
knis snould be accompanied by an affective sipervision system from
the division level. These management procedures wi.l reguire
appropriate resources {in particular vehicles and their ogerating
budgetj. Procedures at division level should be elaborated at
provincial lavel, in collaboration with a central level team
specialized in planning and management of health services.

Continucus feedback will be esgential tetwesn the diffarenc Levels,

Zhe Ccruicial ranaagenent 1 establishment of an

system cf data col or for =valuation and monitsring

le
purposes., DJata collected shouli include relesvant indicators for

health statas of the population and financial information on th

delivery :f nealth services

4

. et e A
srnary Health lare .

-

The key interventions for USAID's Child Sfurvival strateqy in &frica are:
immunization, oral rehydration, malaria control, nutrition and child spacing.
These interventions will require the suppor- and belief of heaith workers in
an integrated approach to healtn delivery. Healtn worxers are trained 1in the
delivery of curative services. They fear that the implementation of
preventive care will resul: 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 cn the target population's existing beliefs and

practices.




In agtrition, cne nokes seasona nortages in some par-.s of :he ~cuntry

and gualitacive Jdiet inmbalances. However, existing malnut-ition appears Lo ke

Lo socio-cultural factors than to apout lack °f food. In many

£
Sogtn 2rovince, women choose to sell their fc:d produce. 2

11cal: storage and distridbuticn, and improving £s0d
£ormatiun of poliicies ko overcome malnutri-ion will
comnunity's food habits, beliefs
2xample, some ethnic groups hava
common plate where mer
cnildren are frequ:

N

Any e=duacacion zr

Camerzon and =ie

15 1 siow and deiicate process 1n Ca

3

ne popuiatiodn proolem is still

13l o1 the

modern contracaptives and

vi1es among the urban pepulations.

. Moslaenms
Th3 3are much oo 2
‘ne 1ssus requires a
apprcach. However, a good entry point of apzroaching F.P. could

the nroblems of 3exually Transmitted Diseases in areas wherz

health problem.

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

should include:-

A setter understanding of the motivations and attitudes towards child

spacing inorder to 3evelop appropriate information, ed:cation,

communication (IEC) and delivery systems:




Ixpansion and improvement of the health network to> facilitate an
integrazed delivery of services. USAID's assistance Lo =he poligy

Jevelopment process 1n Cameroon should include increased resource

allocation to operational research and to meeting the growing Aemané for

family planning information and services.

Camercon's child survival stracegy will have to add 2ss environmental

health issues., Sources of water and appropriate disposal of waste need %o

oe an integral part of a community health strategy. A preliminary

on community participation conducted by IBRD shogsv:hat one of
1dentified ry communities is a clean source of water, In

CARE's axperience in kne Northern Wells Project nas shown

cormurniity's sources of water are rendered mcre healthy,

implementation of other praventive health activities are more readily

accepted. Incorporaticn of such a facter witnin a primary healwv

dces not necessarily rean building new waker sources o

basic water supply and sanitation matters in the health education

Dregrams,

nave to be
of community Sased

comnmunication,

Traditional health providers

Dr. Lantum's work is significant 1n demonstrating the lavel of sxilis
ccmpetence of traditional health providers. An assessment ¢f existing
capabilities and institutions in the project's service ar2 must be indertaken
and include the range/type of skills and number of healers. This data neeis
to be incorporated into the delivery of the proposed Child §u:vival initiative

in Cameroon. The ability of healers to influence immunization campaigns and




ventive healtn practices 1§ [reguently underestimated. Traditional
hould be included 1n any proposed heal:h project as collzagues razher
lower levzl hnealth workers. Seminacs £or physicians would o ~ell =o

naterials oa the role of tradizional healers.

Policy diralogue: In summary, the USAID rura.l health ect can kte
instrumental in supporting %he GRC at a decisive moment. The current
Lransition period is amenablie to the introduction of new concepts znd

The main 13sues =0 be discussed at level are the
es:

-

2ffective decentralization of operatisns o the Lowest lavel of =he

care 3ystem comcined with appropriate management can make a major
ol

inprovenent of the delivery of services 2o rucal people.

tne ratic of complementarv inputs to salar:es should be increased zo
ansur2 the health center staff have the means of operating. The
ins=itu=ion of a2 cost recovery system for curacive services will 2allsw a

reallocation of funds towards preventive care.

OPEZRATIINAL STRATEGY

from this aissessment and provide guiding

need %o promote ind 3upPOr:t pasic care in the riral
ars ; of decreasing infant and child mortality rates in

Camerncn | { net.

The commitment of the new government of President Paul Biya and the
attitade of key officials in MOPH appear to indicate increased committment
to improve delivery of services to rural areas. The pragmatic policies
being adopted to ;emedy ex1sting problems indicates definite opportunities
for successful bilateral programs in support of integraced basic care

activities.




Tamercon has been for the past year discussing a <Child Survival/MCH
at the level of bcth Ministry of Planning and Ministry
The components of the proJect are in line with the Agency's
2rogram. The sixth S5-year plan of GRC the same goals:
icancly reduce child mertality by the : The

oreconditions stakted in USAID's crild survival strategy for Africa for the

n
elaction of "focus countries” would place Cameroon in a favorable position

or receiving such assistance. In rural areas, infant and child mortality
~ace Camerscn ameng thne avelcoped countries. Government

ents; Lnfrastructire 2xis%s an

is right for such a prcject. The
to link the present assessment with a

Sarvival,/MCH Project.

A. Design approach strategy

People interviewed strongly suggested that the project

tne central and provincial levels, these

wtiuaily supportive. An excluisively
woulld not quster & i at-enticn, 1avoivenent and sipeor
central miniscry vei and +he would limit the po

dkher provinces. However, by the :ime 3 centrally initiaxzad
s a field operational level it is unlikely it #4ill be
specific conditions of the target area 2r 2acceptacia to the

some eviience :that

_obby to make si
3es on improving tne delivery of

wnile at the same time invelw

The project design team shouald consider a "rolling" approach to design and
1mplementation, focusing more on the general purpose and objectives {(e.q.
decrease infant mortality) than on the specific means to be used. This would
facilitate testing of alternative health services delivery strategies that

could te integrated in subseguent stages of the project. This apprcach would




130 promote Jdecentralization of management, delegation of authorizy and local
The implementation of
desi3yned pilot projects maximizes the probability of identifying
soldations to peorly anda2rstood problems. Design, implementation
evaliation should be a repetitive process wher2 design becomes a perindic
accivity i1ncorporated in the prozect's inplementation. This approach r2quires
a longer term approach and USAID should be prepared cto extend the initial

5-year commit.uent to 10 or 15 years.

A3 a Zi1rst step the design =eam should visit suth prorects as tne 572

project and the 3elgian project in Maroua. Tne teanm shodis
Bank consultant and counterpmarts who prepared the I32RD

t~ development prosect.

The second step would be to carryout an inventcry of the existing
si1tuation, inciuding institutional assessment of health centres,
rdentification of motivated MOPE staff, identification of private sector
pragrams and PVO act:ivities in "he province, assessment of health

ecirf g dentificzsion m3ain problems within -he

stems. 233

acormended Stages fZor Implementation

Preparatiosn Stags:

At sotn central and provinci lavels an a3sessment wiil Ce& reguairad
an #4hat functions are amenaole to training and Which functions
not being performed tecause of other factors ~ 1.e2. politics,

+

culiture, lack of resources.

At tne central level elaboration of a training curriculum integrating
OR?T, immunization, malaria control, nutrition and growth monitoring
and child spacing plus basic management skills. This should have Etwo

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 2xisting anthropolegical data on ethnic
groups in the two provinces; and elaboration of XAP
Jguestionnaires relevant to diarrhoea, nutrition, ccmmunicable

diseases, child spacing, etc.

At the field level strengthen the support systems to existing
health centers, providing them with the basic means Lo operate,
identifying and screngthening ttre manééement pracedures that
promote improved orerations. One of the main points =9 be

.

4
considered would e a cost recovery 4rug supplY system.

collection of baseline data in the catchment area of the
selected health centers that will allew monitoring and
evaluation of the project including health status indicators and

epidemiological data.

Implementation of Child Survival Activities

(o8

In-sarvice training of existing staff: A training te2am should ce

St
L2vel

[

identif1ed at tne provincial level and te bacxed up oV centra
“eam. The continued iatsraction between provincial and national
level will guarantee constant feadback between opecrations and
planning. In a second stage, in-service training could be
decentralized to division level,

Implementation of the selacted key interventions at health centre

: .

particular the

~

Collection of KAP data 1n the cacchment areas (1ir

3

>
-

1 level.

i

differer ~xisting ethnic groups) and analysis at the cent
This will provide 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.)
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3. Surport of Qutreach Programs from :“he Health Center to the villages

On-the-Joo training of health center s+-3aff is essential. Heal:h center
staff nmust be inveclved from the start of the projec:. The responsibilit:.es
of the health center staffs gradually increases, until they ars acrcealls
coordinating the outreach programs (health education, immuniza:zion,

supervision and on the spor training of community health wcrkers, etc.).

If these stages are a logical chronological saguence, thers will te 3

“

varying Jdegree of overlapping. Some of these phases hay even become

simultanecus when the program progressively extends in the provinces.

ot

Censtant monitoring of activities and pericdic evaluations will oroviide
feedback ko refine the protocols follswed and achieve a methodolczy 3dapted Lo

2ach zone.

Since Adamacua and the South Provinces offer very different sit-uations,

-
ot

this approcach will be the most appropriate and if successfual, can provide a

replicable mocdel for the Ministry of Public Health wiktih unified guidelines for

the country and a specific strategy for each area.

o

The ororact Jesign team shculd include a consultant special

i
~
[
=3
17
-
7
fat
b
L1
[}
3
ot
O
3

~znagament 2% healch services and institusional proclen

specialized in community health, a social scientist witn a bdackirsund 1o

13

medical anthropolngy and health education, and a healtn =concmist.

During tne design of the orojeck, the -eam should i1dentify at the central

snd provinclai lave

[
rt.

Sonpesent peonle.  We would nmartictlarly reccrmend at the fentrial lavel
zontacts ce nade with World Bank (who nave been worxing for 2 ye2ars with a
MOPH team +<hat 3zained a lot of experirence in the fields cof integrated neal:h

cara in rural areas), UNICEF and WHO, who have been addressing zimilar issues

[l

and training staff in the relevant fields. Counterparts for the provincial
subprojects should te chosen in agreement with the provincial services of
Preventive and Rural Medicine in order to achieve mor= effective

decentralization.
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I. Introduction.

With a credit rating by leading intecrnational banks of 35.5 out of 190,
Cameroon's credit worthiness is only szcond to G-bon (37.2/100) in sub-saharan
Africa. That relative high credit rating reflects the healthy growtn of -he
economy and the sound economic environment which characterized Cameroon since
1980. Indeed, as indicated in Table I, the annual real rate of increase 1in
the gross domestic product (GDP) was above 10.0 percent from 1980 to 1984. It
was estimated at 7.7 percent in 1985 and forecast to be 5.5 percent in 1386,
The annual rate of increase in real per capita GDP Pluctuated tetween 12.3 and
7.3 percent from 1980 to 1964. Assuming an annual rate of pcpulation 3rowsh
of 3.2 percent, USAID/Cameroon =2stimated that the annual rates of incr

986

ase in

1Y

real per capital GDP amounted to 4.4 and 2.3 percent for 1985 and

[

"

espectively.

~he eccncmic énvironment since 1980 was «—haracterized by (see Table I):

- a moderate rat: of inflation with a high of 15.3 parcent in 1980 and
a low of 6.8 percent in 1983,

- a 'significan* surplus in the balance of trade,

- sustained small surpluses in the Central Government Budget throughout
the 1980-86 period,

- a very modest rate of gcvernment borrowing which fluctiated cetwaen

0.3 and 2.4 percent of GDP.

Given the financial/economic synopis presented arove, {USAID,Cameroon has
recently learned that the World Bank, a major actor in the development of
Camercon, which has a gresat deal of input into the 1986-91 Development Plan,

w11l recommend, in its forthcoming Economic Memorandum on Cameroon, tnat tne

Government of the Republicd of Cameroon {GRC) should take advantage Jf the
country's good credit rating to borrow (especially long-term loans) in
international financial markets. That recommendation underscores Cameroon's

future need for external funds:

- tc 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,




Tatle I: Selected Macroeconomic Indicators.

Real GDP (% change)

Real Per Capita GDP (% change)

Consumer Price (% change)

Baiance of Trade ($ million)

Government Budget Balance (FCFA billion)2’

General Government Borrowing (3% GDP)

Y In its 1986 Annual Report, the World Bank estimated that the growth in real GDP

percent for 1985,

7
1JS Embassy, Yaoundé's reporting cables on central government budget, various years.

N.A. - Not available,

-

Source: Institutg of International Finance, Cameroon: Country Report; Jjamuary 16, 1336,

Washington D.C.
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- 0 1ncrease agricul

or

ural productivity to insure food self-sufficiency
tn the face of rapid population growth and adequate foreign exchange
e

earnings in the perspective of declining oil revenues,

- o build up th

4]

social infrastructure (roads, schools, hospitals,

water 3systems and water sewage systemsS.....) to raise :-he we of .

far

s
@b

all Cameroonians.

<n the July 23, 1986 Zead of State's Message to tne Ex%raordinary Session
of tne National Assemply it was stated that the implementation coscs of the
1386~3. Cevelopment Plan will ve in excess of Canerzon's public and private
resources. The implementation costs of the Planswas estimated of FCFA 6,000
S1llion ($ 17,2 billion a3t the assumed rate of FCFA 350 per 78S 1) at co
1985-65 prices while the contribution of the GPC and Cameroon's private sector
was assessed at FCFA 4,602 pillion (8 13.2 billion). Thus, there will e a

shortfall of at least FCFA 1,398 tillion ($ 4.00 bililion) in constant 13835-3

[s)}

prices during the period 1286-91 to implement tne Sixth Development Plan,
President 3iya has called upon public and private foreign investors to fill

the financial gap.

To fully comprehend Cameroon's need for greater reliance on extarnal
financing,tcorrowing to f3scar growth and development in t né
1950s 1n spitz of the s0lid =2conomic accomplishment achieved by the 3RC

v

ugh sound stawardshi:p of economic resources in the first half of the

-y
-
-

1ro
380s, in-depth analyses of the principal =zconomic sectors ind :the Xev

I

sectoral policies are called for.

¢

- Py

II. Structure of the Ecchomy and Sectoral Poliicies.

.
v

Wnile agriculture r=mains the backbone of Cameroon's economy, 1t was the
petroleum sector which constituted the engine of growth in the early 1380s.
GDP grew at an annual rate above 10 percent during the 13980-84 period spurred -
by the rapid expansion 2f oil production. Increases in GDP bewgan to tapuer

of £ after 1984, however, as oil production peaked in 1985.
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II-1. Mining Sector and 3RC's %andling of Petroleum Reva2nues.

With the rapid expansion of oil production in the early 1980s, the mining
Sector grew from 7.5 percent of GDP in 1330 to 17.35 percent in 1985 {(Taole
IZ). T7The consensus appears to be that o1l product:ion has peaked 1n 1938% and
at least one-taird of proven recoverable o0il reserves have been extrac:ed.
0il production is forecast to decline at the approximate rate of 3 percent
annually until exhaustion of all known recoverable reserves somecime i1n the
1990s.

S320logical sur/eys sugges:t the existence of 3n
reserves at various offshore and inlan
depressed market coaditions, no further expl i is anticipated

future.

Production and foreign exchange =arning figures related to ktne petrolauim
sector has been notoriously scarce in Cameroon. It nas been a delikerate
decision from the GRC to withhold these data. However, in a significant
departars from past practices, tne GRC has recently communicated to the World
Bank historical time-series data on a.%1al foreign exchange =arnings of :the

etroleum sector and has authorized the publication of those iaca in che

's forthcoming Economic Memorandum on Cameroon. The GRC's openness

area was apparently prompted by the need for an =2xhaustiv
s13 of GRC's financez as well 3s %he necessi:=y of full financilal
disclesure for -he purpose of loan application in international financial

markets.

#RC'3 management of cetroleum revenues during -he 1980-85 p
lauded for i:cs forssight in keeping tihe pulk of ol
accaal budgetary pcaceés to avoid wasteful
heightened expectations. Indeed, under contractual agreements reached wiriin
the joint ventureships betwsen the GRC and foreign private oil companies,

GRC's total petroleum revendes inc’uded:

an in-kind st.are of approximately 65 percent of the crude oil
produced,

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

rovalties on a sliding scale from 2-12.5 percent of oil exports,
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Table II: Composition of Gross Domestic Product {in percent].

1980 1981 1982 1983

GDP 100. . 100.0 100,

Agriculture, Livestock, Forestry, Fishery

Mining

Mamufacturing

Construction

Electricity, Gas, Water

Transport and Communication

Trade
Publ:c Administration
Other 3ervices

Import Duties

Source: World Bank, Proposed Investment in Société Industrielle Laitiére Du Camercun;
Report M. IFC,P-734; May:.12, 1986




i. otner various taxes and fa2es related to exploration and exploitaticn

s2rmits,

However, since the advent of o1l production and export, only the income
tax, rovalties and other taxes and fees components of total petroleum zevenueas
f1.n,, 1tems 2-4 apove) nave been incorporated and publisaned 1n the central
gov=rnment budget. The bulk of total petroleum revenues, which wire darived
from the production~sharing arrangements, have been kept outside the normal

ary pricess £or GRC's discretionary use to finance selected

s

neightened expeglations,
otl revenues for investment purposas within Camercon
firancial and =conomic decisicn. 1Indeed, given the shortage of skillad
and iimited rastructure cencemitant with streng eccnomic expansion

charictar: early 1380 Canmeroon and tnhe high interest rates which

e
ailed in international financial markets of that time, the investment of

revenues inside Cameroon wouid have yielded miach lcwer returns than tne

of 211 revenues for investment purposes in foreign financial markets.

2Ll 3eCior

22701053,

1
-

£
The bulk of agricul:zurai production in Cameroon comes from small farm
families wnich account for 79 percent of the tctal 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 (ﬁainly cocoa, coffee and cotton) and the gquasi-entirety of Cameroon's

food production (mainly plantain, zoots/tubers and cereals).
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so-callied nodern agricultural zector includes large pra
an input-mix of rapor:zed machines and h.red
production of palm oil, ruiscer
percent of all agricultural

mong :he Large plantat:ions

GRC est:mates show “hat Cameroon is

seif-sufficient. Through the widely practiced
arners, agricul
pl.ises 1n the

as ceccoa, coffize 3nd coztonl,

£oreign exchang

Indeed, based on government figures oresented 1n tae

oos reprzsented, in terms of FCFA values, 67.8 percent

70-71. Comparable figure for 1974-75 is 70.Z perca=nc.

o1l producticn and 2xports in 1979-80, the share of cash

axports declined to 32.2 percent in 1973-80 and S56.7 percent in 1383-34.

Navertneless, those share still accountea for half »f all

2450rt 27 ies in tne

2r31 and 1 =a

increase of 3.2

cultural groduction amcunted &

at >f population grewth was 3.1 per <
Bank figures, txe PAC estimated tha% the rate o in per capita food
preduction wis +1.4 percent in 1365,

1283,

-0.5 percent in 197% and -2.0 percent in

The decline in the rate of growth 1n per czapita "food precduction since the

mid 1970s is not traceaple to a repressive price policy since prices of food

crops (mainly plantain, roots/tubers and cer=als) are, except for rice,
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Years (in cercent based on FCFA wval.es).
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SOpositidn in S
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1970-71 1574-75 1379-80 2382-34

Agriculcliral Prodicts 67.3 0.2 52.2 6.7
Cccowoa ) 28.4 26.7 20.56 18.4
Coffze ' 24.0 32.2 22.9 19.6
Jthers 15.4 11.2 7.7 8.1

Mon Agriculzaral Praoduces 32.2 29.3 3.3 43.3

All Prsouces MU 100.0' i00.0 200.4

o

Sosrze: Ministi3re De L'Agriculture, 3iian De L'Opération Régénération

cafs:Cacao Au Cameroun, Dirscticn des Ztudes et Proj

1986, YTaourdd, 3. 1l2.

2rop 3a2ctor 15 ktraceable 0 a scarcity.of appropriate high vield technologi=s
ted private distribution/marka%ing system. Those
ms 3ar2 exacerbated cv tne large numoer >f small pcoducers combined With

a2 Iuasl Lnexistence of 3 fuactioning 2xtension dystem arnd a poor road
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né ccffze production has bean caudsed,

o}

1n large par%, oy insufficiant producer iacentive jranted by low controlle
@ pr:ices. Zven though producer prices Were raised by about 40 percent
Srom 1380 ko 12386 3ad price premiums ware granted, oroducars have not
S axpectcazians. Hewever, in 3piz2 of tnose 1acrRases Lo
2rsducer prices, S ; diring =he 1283-36 pericd 423 £O continue 2 =il
cash,/export crop producers and to transfer resources out of the cash/export
c

indeed, the prcducer price for robusta coffee was, on average,

ector.
at 48 percent of FOB export price during the 1980-36 period. Comparapnle

(T

figure for arabica coffee was 44 percent for the 1980-86 period and that for
cocoa Wwas 56 percent for the 1950-83 period. It is important to note that the
raxing of cash/export 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
raelative abundance of foreign exchange earnings derived from the production

and export of oil.

\ %
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Froolems in the exporz/cash crop sector were further exacsrsak2

o lpgrade the rcad network and the Zdomestic marketing system

2¥peditious 3ind =xhaustive evacuations/processiang of cocca and

While product price 135 an i1mportant policy varianle which derermine
producer’s beravior, input price and the relation between inpuat price to

cutcput i The GRC does not, howaver,

apgear L e i supsidy policy sr 3

. .

~well-defined agric: i i nict comprahensively Wwish cota

Supsidies on ¢redic and matsrial inputs are either dirscriy or radirectly
granted without 3 clear cbjective to provide incentives for
2conomically efficirent activities. The costly fetilizer sucsidy,
~4as initizlly introduced by the GRC as an inccme support device to
he use of fertilizers zmong small coffee greowers with the ultimate objective
of expanding coffee prcduction (FYI: It appears that Cameroon has a
comparative advantage in the prcduction of coffee). Although fartilizers
appear, nowadays, to be a well accepted agricultural input amon
still being grant=i at
1 Tha [334-3
toral K cOos5t. IFDC estimates
system continues uneil 1595, that system will

ferti1lizers (64,300 mt in 1384,35) at an astimated sucsidy 29st

The lack of policy coordination among the varicus Ministries also leads to
prece-meal policy decisions which fail to produce the desired impacts. While

MINAGRI (Ministry of Agriculturz) is responsible for the determinaticn of

agricultural input prices and, thus, input subsidy, it is MINCOM (Ministry -of

Commerce and Industry) which sets export/cash crop prices every year. It has

been USAID/Cameroon's observation, in the course of the dialogue on fertilizer
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ssues, -“hat MINAGRI has consistently been dealing with input price/input
subsi1dy policy in compliete abstraction of product price policy. Thus, it
been extremely difficult to discuss with MINAGRI the need for simultaneous

adjustments in fertilizer sunsidy and cash crop prices.

rurthermor=, the lack of policy coordinacicn among the various Ministrie
is one of the principal reasons for, for example, the excessive costs and
inefficiencies of the current subsidized fertilizer system. It
astimated in the I ili report that, through better organiz
cocrdination among various public decisiop-making unlts iavcived in
procurement of fertilizers, THE GRC could lcwer the cost of impor-ing
fertilizers by $ 35 per ton in 13985, The lack of gbvernmental cocrdination az
the distribution level has alsoc led to excessive storage costs, untinmely
Jeliveries of fertilizers and wastes due to storage losses. The improvemant

of policy coordination among the various punlic decision-making unizs involved

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

The lack of policy corrdinacion between MINAGRI and, MINCCM is also one »of

incipal reason for the lack of adequate response f£rom exp
ases in farm gate prices,

Y £O tcast cocoa ard coffes pro

P

MIMAGRI, it has zeen {(and stil

for these export//cash crops. ! no meaningful ccnsultation

hetween MINCOM and MINAGRI on this subject.

Delays in the publication of ths 1986-91 Develocment
full knewledge of GRC's comprehensive Drogram to poost agricaltur

araduction. Hcwever, =he launching 2f the zrogram of

Dxpioitations Ajricoles de Moyenne Importance (ZAMI)®
D

the "Project des Plantations Industrielles (PLIND)* indicate at least
part, GRC's seriousness in dealing with sluggish growth in the agricu
sector and the ways by which the GRC is going about solving the problem.

The EAMI program was launched in July 1986 by MINAGRI with FAC's support.
The objective of the EAMI program is the creation of 3,000 agriculzural
production units covering an estimated area of 50,000 hectares over the
1986-91 period at a total cost of FCFA 52 billion ($ 149 million ). It is

important to emphasize that the EAMI program is focused on the traditional
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or where, as it was pointed out =arlier, produckivity is low bu: wrnich
roduces 55 percent of agricultural 2xports and the guasi totality of “ood
crops. With PONADER (Fonds National Pour le Dedeveloppement Rural) as the
inancial manager of the EAMI program, 32.5 and 53.6 percent of tctal program
nave been earmarked to facilitate the crzation of new plots (clearing the
land and building access roads and 3rainage facilities) and to subsidize

credits respectively.

The PLIND project is an iniziat:ve of GRC's national export/cash >ro
marketing board, ONCP3 (Office Nat:isnal Pcur la Commercialisation
de 3ases). While the IZAMI program appears tc be wall defined on papers, “he
e
nature and content of the PLIND proZect are still bteing discussed with Zocoa

Lporters. However, attampts ar2 oeing made to finalize tne

the end of 198%,

Through several meetings with CNCPB's management, the following details »of

PLIND project have emerged:

ONCPB will requiire acrredized cocoa and coffee eyporters to inavest in
~he creation cf large scal2 cocoa and coffee plantations 25 a
ccondizion to preserving their export Juotas {(TYI: ONC23 grants =24z0rt

guoctas to accredited 2xport2rs on a yearly casis),

Witnin the PLIND projeck, =nhe oblective set by ONCP?B,MINAGRI feor
accredited 2xportars is zrat 30-40 percent of the

should ce gproduced by the zxpor:ers themselves by

nmajority of the hwenty :wo'p:ivate Rabusta coffze

2xample, ar2 not 3t 3.l i1nvolved,  at this point in

production of coffee. Be:ween the snall farmers and

accredited exporters serve as intermediaries for the gathering of

t
coffee cherries in brousse and the processing/storage/transport of

coffee beans Lo Douala),

The GRC will assist cocoa and coffee exporters in the creacion of
PLINDs through clearing of the land, construction. of access coads and

provision of credit subsidy.
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To underscore the importance of the PLIND project, ONCPB nas racently
announced that the Office will create two new cccoa plantations in the
Soutih-West and Center Provinces. The PLIND in the South~West 2Province will
cover 1,000 hectares. The size of the second PLIND located in the Center

Province has not vet been determined.

The ZAMI program and PLIND project seem to illustrate GRC's futurs
commitment of agricultural development via private ownership. While
has in the past supported quasi-public corporations and parastatals

notion of agricultural production, GRC's involvement in the ZAMI and PLIND

2ro
schemes will, with the exceptisn of the two ONCPB's new cocoa plintations

the South-West and Center Proviaces, be strictly limited to the provision
incentives to induce small farauers and private investors to craate new

PEd

agricultural production units.

ZI-3. Manufacturing and Industrial Policies,

Manufacturing industries, the third or fourth largest sactor of the
economy (see Tanle II), are mainly involved in either the processing of local
raw materials or the processing and assembly of imported raw materials. The:
major productive activities consist of food processing, teverages and toracco,

scap products and shoes, metalurgical,/mechanical ‘chemical products,

Most production Jdnits a in Jouala, “ameroon's

sector was fair

3DP in 15%&0 ko

-induced shortage of agricultdiral r£as

lapor <costs, nith iaterest cha
U8 dollar vis-3-vis the French PFranc.

3eside the problems associated with lack of skilled workers and limited
social infrastructure, two additional institutional factors also interfer With
the expansion of the manufacturing sector. First, it is the system of
administered prices imposed on manufacturing products. Under that system, the

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




manufacturing unis. The GRC's reviaw of cost of production and fixation of
administered price are cumbersome and “ime-consuming. In cases of legi-imate

imper=zed input price | requests for adjustments in product prices

could take many months leading ko financial losses and hardship.

Second, the GRC's involvement in manufacturing is significant. @3RC's
share of ownership in the manufacturing sector amounted to approximately 3590

percent in 1985 (f£YI: Of the remaining 50 percent, about 13 percent are in

private Cameroonian hands, 25 percent belong to French investors and 12

percent reprasent other foreign investments). Given that important ownership,
GRC's tavolvement via it3 hoiding company SNI {Socidté Nationale

'Invest.sements) in the management of semi-pudblic ventures has lad :o

financial difficilties as SNI has not always been solely using economic and

financial criteria in making decisions. It appears that the majority of

semi-public ventures are 2xperiancing filnancial problems and, :thus, GRC's
rsements are significant. A program of financial rehabilitacion

instituted to limit budgetary drains.

Other ETconomic Sectors.

information on cther aconomic sschtors are scar

shows that, in relative rerms,

urzcan migration points to diffic

ressurce on sccial amenities.

LrAnSTOrt, communization, trade, and other
regjressions have not been fully studied. However,
comprehensive system cf administerad prices i5 cegulating
provision of services in tne transport sector and that the GRC sets pric
ceilings for consumer products at the retail level. FPurthermore, the
Government's share of ownersnip in transport/distribution was 59.5 percent
1985; in the hotel/“ourism sector, that share was assessed at 82.0 percent

1985,
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The banking sector has been experiencing serious financial Adifficulties
and needed to be restructured. Those difficulties are traceable to
2Xcessi1vely complex and restrictive regulations, undercapitalization and
remely high loan/equity ratio. Its financial viability rests presently on
th RC support via large cash deposits. GRC's involvement in the

barkiny/insurance sector reached up to 63.2 percent of total ownership in 19385.

The relative :mportance of the public administration sector has also
regressed somewhat during the 1980-85 period (see Table II). However, recent
World Bank's assessment points to a bloated public labor force and r=acommends

iring of civil servants should oe refrained.

. Monetarv and Exchange Rate Polici=s.

.

As it was pointed out 2arlier, GRC's management of public finances 1is
basicalilly sound as the central government budge:z has oeen slightly in surplus
since 19380 {see Table I). On the revenue side, however, there appears -0 be
tuo great a reliance on import duties and on taxes/royalties associated with
petroleum exports. In the perspective of declining oil revenues, the emphasis
should be more con direct taxes {e.g., income tax and turnover tax). It
appears that an improved tax collection system is also needed to curtail tax

evaslon and Lacrease tax ravenudes,

SRC's foresight in <eepring oil revenues nutside the normal -udgeta:zy

-

no avoid wasteful excessive purtlic 2xpenditures is an act ¢f control
nenrt.

seldom seen w~ithin the African conti Jowever, the practice of
d1scretionary uses of oil revenues for extra-budgetary financing
alements of Jncertainty in the budgetary process and problems cf
accodntanility. The GRC's recent discloasure of nhistorical =i

J3il revenude 0 “he Worli will,

cudgetary practices.

Being a member of the Central African Monetary Area (CAMA), Cameroon has
basically passive monetary and exchange rate policies. Within CAMA, reyional
monetary considerations impose constraints on BEAC's (Banque des Etats de
1'Afrique Central, the Central Bank for Cameroon, Central African Republic,

Chad, Congo, Zquatorial Guinea ané Gabon) decisions vis-a-vis Cameroon.
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Witnin CAMA's regional context, uniform regional interast ra-es ares set by
taking account of the diversity in national priorities and developmental
Levels and of the need to requlate intra-ragional capital flows in a rcagion
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. Incdeed, with regional rates unchanged, nominal interest racss
were lowered in 1386 in Cameroon by two percentage points for lcans =o local
businesses in an attempt to spur business growth. Furthermore, to cnannel
more capital into agriculture, given the uniform regional interest rates, the
GRC has been putting a lot of financial {as well as management) resoudrces into

FONADER to support a subsidized agricultural crediz.-program.

Low ceilings cn nominal interest rates in the ,face of dourle digit
inflation yield low or negative real interest rates which disccurage savinags.
In Caneroon, Wwhere the per capita income is slightly acove $3800, the rate of
saving may not oe negligible as it is currently assumed py thne BEAC., Inde=4d
credit unions, under AID funded projects, have been successful in mobiiizing
financial resources in rural areas. Thus, the issue of low-negative real
interest rate in khe cortext of savings mobilization should be addressed witn
greater emphasis and 3EAC's assunption con potential savings in Cameroon should

be questioned.

Lcw ceilings on nominal interest rates pose also an impertant welfars

D

. In countries like Cameroon where capital is scarce, the price of

334

I

apital {i.e., interest rate) skould be high. However, 2s iz was pointad oua:

-

earlier, W~ith low c2ilings on nominal int=2rest rates, real interest rates 3ars

1

either low cr negative. Thus, £sr those Cameroonians ~ho have access to
commercial bank credit, their use of capical is subsijized since the real :I52s-
of capi+al is low and, perhapss, negative. That sups:dy constizuat2s z zransiars
of real »zonomic rasodrces from Yarious 2CCROMLC Sectars Lo a privileced sroip
of citizens., In Yaounde, for example, 1: is quite conspicuous tha: the bulk
of the subsidized capital is used by thcse who have access to commercial
credit to build villas for rental :o expatriates. The subsidized capital
should, bv all means, be used to expand activities other tnan luxury housing
which would bring greater social ktenefits to the population.

All the issues presented above point to the need to examine in grzater .

details Cameroon's interest rate policy within the context of CAMA.

[
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CAMA is part of the Franc CFA (Communauté Financidre Africaine. zone.
Thus, Caperocon also belongs to the FCFA zone. Within CAMA's framewecrk {thus,
Wwithin tha FCFA 2one), :=ne GRC relingquishes the right to print i%s own money.
Instead, the money supply, thus, the amount of credit available in the
economy, is determined each year by National Monetary Comm::tees operating
within BEAC. 1In 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 1ts own money and limited ability to borrow
from BEAC could be interpretad as restrictive institutional arrangements.
However, these two institutional arrangements partly explain the low rates of
inflation which prevail in Cameroon. The same -onditions prevail 1n other
CAMA countries while African coun:iries outside the Franc CFA [FCFA) zcne ar=2

plagqued with rampant inflation.

As a member of CAMA, thus of the FCFA Zone, Cameroon has 3an extremely
passive exchange rate policy. The FCFA-French Franc (FF) garity was set at 50
to 1 since 1946 and has not been revised. There are those who think that,
vis-3-vis the PP, the PCFA is overvalued and a devalution is called for.

While the overvaluation of the FCFA vis-d-vis the FF appears to be widely
accepted by West and Central African countries of the CFA zone, thers is no
conseasus 33 tO0 the magnitude of tne overvaliation. Thus, 1% 15 2xX:tremely
difficult to find a new FCFA-FF paricy which would be acceptanle to all West
2nd Central African country members of tne CFA zone. It appears that the

issue of a new FCFA~FF parity is being <tudied by the IMF.

IY. GRC's Five Year Develomment Plans.

ifth Development
1

986, The Sixth

(231

*n Cameroon, the planning horizo1 is five years. The
Plan covers the period running frzw July 1, 1981 to June 30,
Development Plan sets national priorities and the development strategy for the
period going from July 1, 1986 to June 30, 1991. Information on the 1986-91
Plan is sketchy, however, as its publication was delayed for some unknown
reasons. The following analysis is based mainiy on the July 23, 1986 Head of
State's Message to the Extraordinary Session of the National Assembly, various

newspaper articles and interviews.




-18~

Reviewing past performance, the Jdly 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 Jdwell 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 preocesses of administrative procedures and decision-making explained
the impliementation delays. Those delays were further exacerbated by the
reported wid:spread payments arrears of the public sector vis-d-vis private
centractors. The GRC has, however, recently taken measurss to remedy the

.

payment arrears' problem.

IV-l. The 1986-91 Develooment Plan.

Within the 19856-91 time frame, the July 1986 Presidential Message
snunciratad the majsr problems confronting Cameroon. These major problems arce
higt population growth, rural-to-urban migration, urban congestion, rising
demand for employment and gradual environmental detezioration. Under the
Sixth Development Plan, the solving of those problems will require maintaining
a balance between populaticn jrowth, resource endowment and economic
growch/development. To mitigate the rural exodus, the development and
modernization of rural areas will be undertaken. 7o solve the uremploynent
.oroplam, more jobs Will pe cr=ated and changes in the aducation system will
made to render the skills acquired by working age persons more adapted ko th
needs of tle economy. The environmental palance will pe maintained and, above

all, food self-sufficiency will be achieved.

3iven the apove assessment of problens and tasks, the Sixth Developm

?ilan set the targe : ; at 6.7 parcent for

seriod and proceeded to identify develcpme tactics. The focal poiant 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 iancentives
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 entrepreneurs in an attempt to boost the

-
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formation of local 2ntrepreneurship ané local capital. The search for and

rtntroduction of appropriate technologi=s will be reinforced.

All compcnents of the transportaticn network will pe upgraded and expanded
to 2nsure a greater spatial integration of the country, to increase the
accessloility of remote regions and to =xpedite the evacuaticn and marketing

of food and cash crops.

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

orderly drbanizaticn process, :the contriction of new housing complaxes, the

upgradiag of existing dwellings, :he acceleration of urvan and riral

alectrification programs to wmeet a demand which is growing at an estimatad
annual rate of 8.5 percent and the extension’of existing water systems as well

as the installacion of new water systens in provincial cities ard villages.

The education system will give grea:er emphasis to tncse hechnical
trainings which are most adapted to Czneroon's overall developmental needs.
Shor-term technical training will he instituted. The decentralizaticn of the
university system will be pursued., University.programs 3jranting professional

degrees will be created.

in the health sector, the f£oci will 2e on preventive nedecine ind on
srimary health care wich the objectiv> 2f providing health zervices o :the
ntire pcpulation in the year 2000. he provision of social services =0 neady
Cameroonians and to young children wi.l be reinforced. The insticution cf an
appropriate working social security svystem will be scrutinized.
tnhe areas of cultare and commurication, additcional =2fforzs w~will 22
=2 astablish an 1nfrastructar: vhich will foster jrowen.

The implementation of all the secrtoral programs outlined above will, as
was pointed out earlier, yield an average annual rate of growth of
approximately 5.7 percent and , by 1931, 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 perc:ent of GDP respectively,
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The implementation cost of the Sixth Development Plan will amount to
approx:imately PCFA 4,.48 oillion ($ 11.9 billion) in constant 1982-33 prices
o¢ FCSA 6,000 oarllion ($ 17,2 billion) in current 1985-36 prices. Given the
priority areas identified above, the allocation of those developmental fuands

will oe:

26.1 percent for the rural sector,

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

17.1 percent for the manufacturing sector,

167 percent for the social service sector,

16.0 percent for the building and upgrading of social iafrastructuare,

4.1 percent for other sectors not identlfied]above.

To finance the implementaticn of the 1986-91 Development Plan, the 3GRC
w111l suppor: 42.0 percent 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 16.2 and 7.0 percent
respecctively. Thus, the need for foreign funds will amount to at lecst FCFA
1,398 zillion (3 4.0 billion) in constant 1985-86 prices during the negt five

/ears.

V-2, USAID, 7~ameroon's Zomments 2n che 1986-9: Develooment 2Plan

JSAIDsCameroon 1s awalkting the pupolication of the Si§th Jdevelopment Plan
to urdertake derailed cricical sectoral analyses., However, tased on the
oraceding broad description of the Sixth Develcpment Plan, tne
following ger omments can ce made.

In 2nunciiting -“he major ;roblems confranting lameroon during the 1386-91
eriod, tne July 1986 Presidential Message failed to inclucde government
nlicies as a growtn limiting factor. It should be appar=at from the analysis
1n Section II-2 tha%, unless MINAGRI and MINCOM collaborate to identify a

well~defined agricultural prizing policy which deals comprehensively with both
inputs and outputs, attempts to increase agricultural production will, in all
likelihood, fail. 1In the industrial and other sconomic¢c sectors, there is, as
it was pointed out in Sections II-3 and II-4, a need to critically reexamine
the syvstem of administered prices imposed on manufacturing products and on

services to ensure the expansion of those sectors.
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Given GRC's important share of ownership in practicaily all esconomic
sectors and the related financial problems =xverienced by the majority of
semi-public ventures, the July 1986 Presidential Message failed o deal Wit=h
the issae of GRC's ownersnip and the need to institute financial

renabilitation program to assist semi-public venturas.

While the orientation of agricultural export promotion is not clearly
enunciated in the July 1386 Presidential Message, it is iamplicit 1n the ZAMI
program and the PLIND project, Indeed, Cameroon's entire cocoa production and

the bulk of its coffee production are being exported. 3ecause of limited

domestic 3emands, increments of cash crops under the ZAM
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V. Concluding Remarks.

it should be apparent from the preceding economic analysis and the above
examipation of che 19386-91 Develogment Plan that the agricultural sector will
be, 1n the second nalf of the 1980s and beyond, the engine of growtn for.the
Cameroonian economy. The rapid increase in agricultaral output will ensure

food-zufficiency for 3 rapidly growing popuiaticn, provision of agriculzaral
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In additicn, growth 1n agriculture will dampen tne rural-to-drtaan
migration, thus lessening urban congestion proolems. It will also alleviate

t“he unemplcyment sroclem,

To induce the rap:d increase 1a agriculisural ou

T
g

s, the GRC will nave :to
take a harder look at agricultural pclicies and tc b2 mor2 amenanie =0
undertake timely policy reforms. The need for policy reforms to increase
efficiency and reduce budgekary 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 search for foresign markets for cocoa and ccffee. A

critical examination of industrial policies is also called for.
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To finance agricultural programs and other programs a.ming to raise the

standard of living in Cameroon; the GRC has directly called upon the
rticipation of public and private foreiqn investors. It is also very likely
at the GRC will have to resort to external rtorrowing o be anle o hold up

comnitment o fully implement the 1986-91 Development Plan.
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ANNEX

POLITICAL OVERVIEW

Camerson enjoys dne 9f tne most staple governments in Africa. Amadeu

-

2. President Paul Biya, then Prime Minister, succeedea

Ahidsn, who had keen t from the day Cameroon became independent in
L9

9563, resigned 1in
0 :=he Presidency in accordance with provisions in the Constitution.
resident Biya received his own mandate in elections in January, 1984. In
1984, 2lements of -he presidential security force associated with the
President at:émpted o cverthrow the governnent,. but the Army ramained
and quickly put down Zanmeroon's only coudp attemﬁt.
y
Since that time, President Biya has Wworked to consociirdate his posicion in
country through the sole legal polirical party, the Cameroon reople’'s
ratic Movement., The nation's unified lLabor movement 1ig ciosely linxked &2
he politiral life in Cameroon has been a major theme of the Biya government,
“he party and “ne labor union have veen the subject of intensive
campaigas to increase taeir memcercship, and to make individual members moce
tive, but no one is required to join either organization. Cameroonians

reicipated 1n 1986 1n cpen elections for leadershiz positions within the
Tampaizning oy candilate

Dgrzng h1s tenurs n office, 2resident
and appointed new m.niskers, many with technical expertise ap
=heir ministries. The periodic changes ia Ministers have con
icout improyed perfsrmance by the Minister

npanied ov a "moral.zation' camp

Lnterests, Cameroon 135 an African country ~hose
importance is growing. Within Africa Camercon is widely regarded as a truly
1ndependent nation which has managed its affairs effectively. Its record in
managing its economic development has earned Camerocn considerable raspect.
Thus the support Camerocon gives to the U.S. in interhational 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




vnitiatives, including anti-terrorism measures. In Africa, given lLitva's

infldence, this ~4as both an important and useful statement. On the U.S. side

President Reagan publically praised Cameroon's pro private sector policies,

S economic growth and stability, as ~ell as its independence. An agrsenent
on private investment highlighted the visit, and underscored the growing

mutual respect between the two countries.
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‘ USAID/CAMEROON P ANNING LEVELS ($000) FY'S 1988-1990
-LOW OPTION :
- LIFE OF PROJECT . OBLIGATIONS MORTGAGE
PROJECT TITLE & NUMBER YEARS AMOUNT FY 87 FY 68 FY 89 FY 90  END OF FY 90
631
ARDN
AGRICULTURE MANAGEMENT AND PLANNING 0608 79-88 9,700* 900 (FF)
NORTH CAMERCON SEED MULTIPLICATION II 0023 82-91 17,783* 1,140 - 1,433 1,570 (FF)
AGRICULTURAL EDUCATTON 0031 82-89 43,021 4,000 2,460 (FF)
NATIONAL CEREALS RESEARCH & EXTENSION II 0US2 85-95 33,027 3,455 5,445 5,243 5,400 10,229
CREDIT UNION DEVELOPMENT II 0057 86-91 3,200 1,224 410 1,000 (FF)
TROPICAL ROOTS & TUBERS 0058 86-91 5,800 - - 1,605 400 (FF)
AGRICULTURE MANAGEMENT AND PLANNING II 0059 86-93 12,000 - 2,690 4,900 2,600 1,810
AGRICULTURE INPUTS AND MARKETING . 0063 88-93 25,000 - 1,820 2,662 5,050 15,468
NATIONAL AGRICULTURE EXTENSION T 0064 88-92 9,500 - 1,422 1,700 2,000 4,378
AGRICULTURAL EDUCATION II & 0066 90-96 11,000 - - - 1,500 9,500
PD&S . . - 321 300 140 80
HEALTH
CHILD SURVIVAL/MATERNAL CHILD HEALTH 0u56 87-92 9,500 3,010 1,579 1,465 2,300 1,146
PD&S , - an 70 -
3
EDUCATION
SUPPORT TO PRIMARY EDUCATION 0033 84-92 31,074* 5,153 3,271 600 440 2,405
JICI VOCATIONAL TRAINING 0053 85-90 2,768 552 660 (FF)
SENERAL PARTICIPANTS TRAINING 0062 89-99 21,000 - - - -
PD&S 50 - - 80
SDA
PRIVATE ENTERPRISE 0060 90-94 2,500 - - - -
PVO SUPPORT 2161 88-93 4,000 - - - -
PD&S 195 .13
TOTAL 20,000 20,150 20,748 21,490 44,936

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




USAID/CAMEROON PLANNING LEVELS ($%000) FY'S 1988-1990

»

MEDIUM OPTION

LIFE OF PROJECT OBLIGATIONS MORTGAGE
PROJECT TITLE & NUMBER YEARS AMOUNT FY 87 FYy 88 . FY 89 FY 90 END OF FY 9

ARDN

AGRICULTURE MANAGEMENT AND PLANNING 9,700*

NORTH CAMEROON SEED MULTIPLICATION II 2 17,783* - 1,570 (FF)

AGRICULTURAL EDUCATION 43,021 2,460 {(FF)

NATIONAL CEREALS RESEARCH & EXTENSION II 39,027 5,694 5,400

CREDIT UNION DEVELOPMENT I1I ’ 3,200 710

TROPICAL ROOTS & TUBERS 5,800 -

AGRICULTURE MANAGEMENT AND PLANNING II 12,000 2,690 2,800

AGRICULTURE INPUTS AND MARKETING . 25,000 1,820 5,675

NATIONAL AGRICULTURE EXTENSION C 9,500 1,422 2,000

AGRICULTURAL EDUCATION II ¢ x 11,000 - 2,400
PD&S 300 130

HEALTH

CHILD SURVIVAL/MATERNAL CHILD HEALTH
PD&S

EDUCATION

SUPPORT TO PRIMARY EDUCATION 31,074* 1,260

OICI VOCATIONAL TRAINING 2,768

GENERAL PARTICIPANTS TRAINING 21,000 . 17,975
PD&S ) -

SDA
PRIVATE ENTERPRISE

PVO SUPPORT
PD&S - 73

23,100 25,180

*PACD'S AND AUTHORI1ZED LEVELS TO BE AMENDED
FF: Fully Funded. )




UHn L/ AR RFOUN PLANNLING LEVILLo Vaetuug o . 1 J00 L 21U
“HIGH OPTION
LIFE OF PROJECT OBLIGATIONS MORTGAGE ™
PROJECT TITLE & NUMBER YEARS AMOUNT X FY 88 FY B9 FY 90 END OF FY 90

ARDN

AGRICULTURE MANAGEMENT AND PLANNING 9,700* 900 (FF)

NORTH CAMEROON SEED MULTIPLICATION TI 17,783* 1,140 1,570 (FF)

AGRICULTURAL EDUCATION 43,021 4,000

NATIONAL CEREALS RESEARCH & EXTENSION II 39,027 3,455 6,230 7,788

CREDIT UNION DEVELOPMENT 11 3,200 1,224

TROPICAL ROOTS & TUBERS 5,800

AGRICULTURE MANAGEMENT AND PLANNING II 12,000 2,400 410

AGRICULTURE INPUTS AND MARKETING 25,000 6, 700 12,113

NATIONAL AGFICULTURE EXTENSION . 9,500 2,000 4,578

AGRICULTURAL EDUCATION II 11,000 3,400 11,600
PD&S : o k 130 -

HEALTH

CHILD SURVIVAL/MATERNAL CHILD HEALTH
PD&S

EDUCATION

SUPPORT TO PRIMARY EDUCATION

OICI VOCATIONAL TRAINING

GENERAL PARTICIPANTS TRAINING
PD&S

PRIVATE ENTERPRISE
PVO SUPPORT
PD&S

27,920 29,920

b3
*

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




