Editorial: The Health Issue
The depth of the crisis in African countries generated by the current world
recession became clear at the conference organised by the Review in September
1984.* The crisis is the proper context in which to situate the health issue and we
begin our editorial with a summary of its main features.

The Crisis in Africa
Thirty African countries had a gross national product of less than US$500 per
person in 1983, another nine earned under US$1,000, and three showed incomes
between US$1,000 and US$1,500, according to the World Bank. Thirty-two countries
are experiencing 'double digit' rates of inflation and twelve register negative
income growth. Since 1980 real income has fallen 11 per cent per person (Loxley
1984).
The production of primary commodities, including cash crops, animal products,
minerals, metals, and in four countries (Angola, Congo, Nigeria, and Gabon) oil,
dominates the economies of sub-Saharan Africa. In fifteen countries primary
commodities accounted for over 85 per cent of exports in 1981. A few countries
depend totally on one export (e.g., Burundi on coffee, Gambia on groundnuts).
Prices are falling and, at the same time, total exports declined — by 0.6 per cent per
year in the 1970s and by 7.2 per cent in the recent recession.
Most agricultural production is still in the hands of peasant farm households, but
agribusiness transnationals are dominant in supplying farm inputs, are owners of
plantations and management firms, and control the buying, shipping, selling,
processing, and marketing of the major cash crops. In some instances, a few
companies control world sales e.g., Cadbury-Schweppes, Nestles, Gill & Duffus,
and Rowntree control 60 to 80 per cent of world cocoa sales [Dinham & Hines 1983,
33]. Agricultural exports fell by 1.9 per cent per year in the 1970s.
Transnational firms control fuels, minerals, and metals more tightly than
agriculture, partly because extraction requires heavier capital investment, but
mainly because those commodities are more valuable than cash crops. Anglo
American, the South African mining conglomerate, is involved in ten African
countries, reaching as far north as Mauretania. The degree of foreign control can be
illustrated by a description of Gabon: 97 per cent of private investment is in the
*Some of the data presented here are culled from the conference papers; a selection, edited
by Peter Lawrence, will be published by ROAPE/James Currey under the title, The World
Recession and the Food Crisis in Africa.
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mining sector (including oil); almost no foreign private investment is in
transformation (that is, it concerns the export of raw materials); the petroleum
sector is completely controlled by French, British and American firms; the same is
true of iron ore and manganese; uranium is in French hands; the only other export is
wood.
Almost all countries experience balance of payments deficits; the lack of foreign
exchange is causing an acute reduction of imported goods that has played havoc
with industrial production, the maintenance of infrastructure, transportation, and
the provision of basic social services. The militarisation of resource allocation has
grown so rapidly that arms imports are now comparable to total aid flows and are
central to both the debt crisis and the import squeeze; armed conflict, provoked by
policies of destabilisation (as for example in Angola and Mozambique), withdraws
large regions and millions of people from production. Four of the five countries
experiencing famine are at war.
Although not as deeply in debt as Latin America, Africa has been forced into more
repeat agreements with the International Monetary Fund than any other continent
and has therefore had to accept economic policies dictated by the IMF — currency
devaluations, export incentives, wage freezes, elimination of price controls, and
reductions in government expenditures including education, health and social
services (Loxley 1984; Sutcliffe 1984). These economic policies have far-reaching
political, social, and ecological consequences of life-threatening dimensions.

Health Effects of the Crisis
There are no accepted indicators of health, only of disease, and most of those are
measures of death. The high death rates that prevail in Africa, especially among
infants and children, are reflected in extremely short lifespans: in 26 of 51 African
countries average life expectancy at birth remains under 50 years. It is under 40
years in five countries:- Gambia, Guinea, Guinea Bissau, Sierra Leone, and Somalia.
Perhaps one needs no other index of exploitation.
As newspaper headlines and shocking TV footage remind us daily, Africa's chronic
food shortage turned, under fraught conditions, into an acute dearth of sustenance
in 24 countries. Food production rose at less than half the rate of population growth
in the 1970s and actually declined 15 per cent in 1981-83 (Loxley 1984). Twenty per
cent of the population of sub-Saharan Africa depends on food imports and food aid.
No fewer than 100 million people are thought to be malnourished. Mass starvation is
reported in Eritrea, Ethiopia, Chad, Mozambique, and Sudan.
With rising levels of deprivation the causes of death become non-specific and any
acute infection is fatal. Death rates remain constant even when a disease (like
smallpox) is totally eradicated or full prevention is achieved by total immunisation
(as against measles). When the burdens of poverty, crowding, malnutrition, and
infection are great, the specific causes of death seem to be interchangeable. Even
the best health services appear to make no impact when standards of living fall
below subsistence levels.
Africa has the highest birth rates in the world and the fastest growing population.
Although most of the population is still rural, annual rates of urbanisation run over 4
per cent. With more than 45 per cent of the population under fifteen years of age in
almost all countries, the number of young and elderly dependents that must be
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supported by the working population is extremely high; the dependency ratio (the
combined population under fifteen and over sixty-four years as a percentage of the
population between those ages) is typically over 90 per cent in Africa whereas it is
under 60 per cent in the industrial market economies.
The labour migration systems instituted internally, regionally, and internationally
by colonial regimes in countries like Algeria, Burkina Faso, Kenya, Mozambique,
and South Africa, left a legacy of ill-health that has yet to be measured. Not only did
the migrants themselves contract diseases, fall victim to industrial accidents and
injuries, and suffer mental illness, but also the families they left behind experienced
increased food shortage and ill health. Nor did migration cease with independence:
France, Germany, and Britain still receive migrant workers from Africa, regional
migration continues in both western and southern Africa, and the scale of internal
migration is greater than ever — both rural and urban, legal and illegal, forced and
voluntary.
Forced migration describes the plight of many refugees. Most labour migrants are
forced by economic necessity to leave their homes; they cannot earn sufficient to
support themselves and their dependents in their local economies. But refugees are
forced out by political situations like civil war; they are inevitably the poor, who
could not pay their way as immigrants to the advanced market economies. With no
economic opportunities in their land of political asylum, and often arriving in a
depleted state of health, their survival is in jeopardy.
Refugees are more numerous on the African continent than on any other; over three
million are known to be in camps. The state of their health in camps located in
Ethiopia, Somalia, and Sudan (to name those most recently seen on television) is
precarious. Hosted by countries that have few health and social services to begin
with, refugees pose an overwhelming challenge to the international community.

Causes of 111 Health
It is public health dogma that Africans suffer from infectious diseases, much as
Europeans did a century ago, whereas chronic diseases afflict the countries of the
North today. This doctrine is the public health version of modernisation theory; it
holds that as 'backward' Africa develops, it too will experience the chronic diseases
associated with industrialisation and urbanisation. That modernisation theory is
patently flawed has been demonstrated by article after article in the pages of
ROAPE. In this issues of the Renew we show that the public health version is
equally faulty.
Not only have diseases like schistosomiasis, leprosy, VD, and tuberculosis been
wrongly labelled (they are chronic conditions, not highly contagious diseases like
measles), but also chronic diseases have reached epidemic proportions in Africa.
The dimensions of an epidemic are revealed less by its physical appearance in
demographic space than by its historical development, its common social history.
Though victims of chronic diseases do not die in physical promiximity in a short
span of time, they die in epidemics nonetheless.
Epidemics of occupational accidents, injuries and illness would probably be found
to occur more commonly in the South than in the North, if anyone kept track of
them, as would hypertension and diabetes. Chronic malnutrition in Africa is
analogous to the chronic diseases of obesity so widespread in the North (in fact,
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African traditional diets based on sorghum and millet are better balanced and more
nutritious than contemporary European and Americans diets, only Africans do not
eat enough, whereas people in the North overeat and are malnourished).
Underlying these epidemics North and South is the modern phenomenon of stress,
and it is a neo-colonialist attitude to believe that only 'civilised' Northerners could
suffer its consequences. Stress is closely associated with social disorganisation and
family breakdown, problems as common in the bantustans of South Africa as in the
ghettoes of New York. Alcohol consumption and cigarette smoking are strategies
for survival under stress, albeit potentially self-destructive ones. These strategies,
which are falsely portrayed as habits of individual choice in the North, have spread
so rapidly and are now so prevalent in the South as to reveal clearly their epidemic
character. They are not the only indications that chronic diseases afflict countries
in the South as well as those in the North. The current epidemic of AIDS, a viral
disease in which the body is unable to fight infection as a result of chronic
malnutrition, repeated bowel infection, and antibiotic resistance, is of greater
proportions in central Africa than in San Francisco (See Briefing).
Stress is a response to capitalist social relations; it is an expression of our reactions
to the extraction of surplus from all social activity, not only from production at the
workplace. Since the introduction of migratory labour systems this extension of
extraction has been characteristic of capitalist development in Africa — and has
been denied by proponents of the economic theory of dualism for almost as long.
Our failure to understand the nature of capital's strategy has led us to over
emphasise processes like proletarianisation in our analysis of twentieth century
developments in Africa and thus to overlook, until very recently, the exploitation of
women — and almost to miss the crisis of social reproduction.
Studies of the urban proletariat identified struggle with strikes and other worker
responses (e.g. Cohen) and, only more recently, with food riots (viz. Seddon); a few
analysts identified protest with peasant resistance (e.g.Cliffe) and with fights
between herders and farmers (viz. O'Brien). Analysts of the crisis of social
reproduction tended to concentrate on the consequences of capitalist exploitation
rather than on struggles against it (e.g. Bush). Public health workers in Africa failed
to see the political significance of popular resistance to their measures or the state's
use of public health (workers and measures) during epidemics to tighten its control
over labour.
The progressive policy of capital in the twentieth century is to incorporate reform
and respond to the need for goods and services in order to organise work politically,
far beyond the mine, plantation, and factory. The dates of the introduction of that
policy vary — late nineteenth century in western Europe, early twentieth century in
North America^ and post-World War Two in Africa. African independence posed a
new problem for capitalists: for the first time capital and the state were no longer
identical, in the sense that they were now of different nationalities. Except in South
Africa and Namibia where virtual identity is maintained, capitalists have been
forced to accommodate a variety of economic and political organisations, from
open market economies and transparent puppet regimes (e.g., Liberia, Zaire, and
bantustans like the Ciskei) to opaque non-market economies and 'one-party' states
(e.g., Algeria, Angola, Guinea, Mozambique, and Tanzania). A single strategy that
could be applied in all cases has been difficult to find, hence the rapid turnover of
unsuccessful approaches ('import substitution', 'redistribution with growth', 'basic
needs'). With the loss of state identity, capitalists could no longer command the
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repressive force they wielded in the colonial era; even the most transparent of
puppet regimes (e.g., Sebe's Ciskei) can balk and be recalcitrant. On the other hand,
capitalists have learned to deflect struggle from themselves to the state, so that in
many countries, especially where unemployment is 20 to 40 per cent, the
confrontation is between labour and the state.
The post-colonial state inherited certain functions relative to the provision of health
and social services that were assigned by capital in the colonial era. (The very size
of the post-colonial state may be related to capital's problem of preserving profit;
that is, where the indigenous private sector had been impoverished, as it sometimes
deliberately had been by the colonial regime, the post-colonial state was forced to
provide a greater range of services to a larger population than in countries where
the private sector flourished). Independence dissolved the close identity of capital
with the state and obscured the colonial relationship, making it seem that health
and social policies were the products of state planners rather than the fruits of
labour's struggle with capital.
The restoration of the rate of profit in industrial capitalist countries by reducing the
value of both constant capital and labour power is a function of the IMF during the
current world recession (Loxley 1984). While World Bank loans drive African
countries to increase the production and export of primary commodities, the IMF
turns the international terms of trade against their world countries. The cuts in
social spending mandated by the IMF have widened the gap between social needs
and social services. The effect of higher export quotas on working conditions in
agriculture and mining can be likened to speedups in industry: producers must
work harder and the acreage under cash crops must be expanded, increasing the
threat to the environment as well as to food production. But to conclude that the
crisis consists in World Bank and IMF policies, which reduce living standards for
populations already at dangerously low levels of consumption, is to miss the class
conflict in the crisis of social reproduction.

Popular Resistance
The extension of struggle against capital parallels the extension of the extraction of
surplus from worksites to all social activity. Strikes and work-stoppages are not the
only forms of struggle, nor are worksites the only places where struggle occurs. The
1983-84 Ciskei bus boycott is an example of a working class struggle that did not
take place at the worksite. Rent strikes in Mamelodi (1985) and school boycotts in
Soweto (from 1976) are others.
Food riots and 'bread' riots have occurred in Egypt (1977), Morocco (1981 and
1983), Sudan (1979), and Tunisia (1983). In all four countries the governments
backed down and rescinded the contested price rises. In Morocco the rioters
obtained cash from the central government and the unemployed were given jobs on
public worksites opened for them after the riots. In Sudan direct state intervention
ensured adequate supplies of bread and meat to Khartoum, while the police erected
road blocks to prevent peasants from entering the city.
Direct appropriation is another instance of struggle and it takes several forms.
Squatting is one: in South Africa, blacks evicted from white farms have squatted on
unoccupied farms; for example, in Upper Kabusi Valley, there are more than 3,000
squatters on vacant farms threatened with resettlement in the Ciskei. Theft is
another form of direct appropriation: white ranchers are abandoning their farms on
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the borders of the Ciskei because stock-theft is so common, and white farmers have
lost tens of thousands of rand in fruit stolen from their plantations. Extensive theft
and the possibility of bantustan consolidation have caused land values near the
Ciskei border to drop from 300-400 rand per hectare to 60 rand per hecatre.
Resistance is clearly demonstrated in black markets, illegal migration, and flight, all
of which have occurred extensively and have been well documented in Africa. Less
easily traced are instances of refused cooperation: how much of the current fall in
agricultural production is due to peasant refusal to produce or to sell products
through government channels? Apparently quite a lot in Tanzania. How much of the
failure of public health programmes is due to people's refusal to submit to
vaccination campaigns, anti-malarial house-spraying with DDT, and family
planning?
In the colonial period, quarantine measures were used, ostensibly to arrest the
spread of disease, but ultimately to control the influx of workers. To resist
quarantine was to resist unjust arrest. Colonial health officials justified residential
segregation on the grounds that a cordon sanitaire was needed to control disease,
but in fact ghetto concentrations simplified the task of the police, as is still obvious
in South African black townships today. Violations of the cordon sanitaire were acts
of resistance. In colonial Mozambique, the links between health care, the military,
and the police were direct and explicit: health care was dispensed by the coercive
arm of the state. To reject medical care was to reject colonialism.
Crises of social reproduction, whether they take the form of epidemics or famines,
are brought about by the profit imperatives of capitalism. In Africa, for a
combination of historical, economic, political, and ecological reasons, the profit
squeeze has caused living standards to fall below subsistence levels. On the other
hand, prior higher standards of living during the post-World War Two era represent
the gains of an earlier cycle of stuggle for independence. The crisis of profit entails
class conflict. The response of capital and the states it has coerced is to use the
crisis to reorganise and discipline labour by invoking repressive police powers of
arrest, inspection, and fines,and to increase control of the workforce by
strengthening the public health administrator's ability to use invasive regulations.
In documenting the health effects of the crisis, we need to respect people's modes of
organisation — whether around health or other social issues — and to recognise
that their struggle for health is ultimately a struggle for freedom.
Meredeth Turshen and Carol Barker
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Mozambique Health Holding the Line
Julie Cliff, Najmi Kanji, Mike Muller
The current state of the health sector in Mozambique, is here located in the
context of the state of ongoing struggles for independence and development
there. Not only does the state of war directly challenge Moazambique's
sovereignty; it is further threatened by the activities of these external
agencies supposedly providing aid, yet in practice disrupting significantly
government central planning. The implications of this study extend far
beyond Mozambique.

It started so optimistically, so well. Health was an immediate priority in
independent Mozambique. In 1975, health care was nationalised. In 1976, a national
programme was launched to promote the construction of latrines which placed
sanitation high on the agenda at every political level, in every community. In 1977,
Mozambique's National Drug Formulary appeared, predating the World Health
Organisation's Essential Drugs List and having force of law.
The basic principles which guided policy development were clearly spelt out in
those early days. The Third Congress of Frelimo in 1977 stated as an objective: to
make 'each citizen a sanitary agent and to arm and organise the people to defend
themselves and their health'. Health was nationalised because, as the
nationalisation decree explains, private medicine was 'a means of exploitation that
used disease to accumulate wealth'. Preventive medicine was to be a priority. 'The
development of preventive medicine is the principal priority for the Ministry of
Health. It corresponds to the fundamental needs and capacity of the country. In this
context, we must continue to develop actions aimed at the sanitary and nutritional
education of the people and the improvement of environmental sanitation' (Report
of the Central Committee to the Third Congress of Frelimo, 1977).
Central planning was seen as the only way to guarantee the rational distribution of
scarce resources. Primary Health Care was adopted in a Ministry of Health
document in 1978 as the basis of health policy, because it seemed that this would
enable the resources to best be used, providing that there was a system which
permitted referrals from primary to higher levels. This was the only way in which
health care could be expanded to the countryside where 90% of the population lives.
There was a real sense that it might be possible to effect a radical transformation in
the health of Mozambican people.
Ten years on, the picture is not as bright. There have been many setbacks. Village
health workers have abandonded their work; the democratisation of the hospitals
has been put into second place with priority now to stronger management; in many
areas, the results of health care in terms of better health are less than tangible.
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At such a juncture, it is inevitable that some of the policies implemented with such
enthusiasm should come under scrutiny and under pressure. While there can be no
objection to any evaluation of policies destined to improve them, it would be naive
to assume that such evaluations are not guided by broader political agendas. The
objective of this paper is to examine some aspects of the health sector in this light.
Our examination and conclusions are necessarily placed in a broader context since
the state of health in Mozambique is intimately related to the state of the ongoing
struggles for independence and development. Further, many of the issues raised
have implications beyond the boundaries of Mozambique and we have tried to make
some of these links.
A Background of War
First, some background is essential. No discussion of internal policy in Mozambique
can ignore the external pressures to which the country has been subject. The
battlefront analogy of our subtitle is apt. Mozambique has been since her
independence and is still, at war. This is a dominant factor in much of what follows.
It explains, for instance, why the 1984 annual report of the Provincial Directorate of
Health of Zambesia, describes for Mozambique's most populous province, a 35%
reduction in the primary health care network. It also explains why at central level
no-one really knows what proportion of the country's population is in fact served by
the most basic levels of health care nor how many of the APEs (Agentes
Polivalentes Elementares, the village health workers who are supposed to be at the
front of the system) are actually still at their posts.
The war has passed through a series of transformations, from direct military
confrontation with the Rhodesian army and its 'special services'; sophisticated
sabotage of key economic installations — bridges, fuel depots, railway and port
facilities — designed to cripple the economy and presumably executed directly by
the South African military machine; economic warfare with the restriction of transit
traffic through Mozambican ports on the one hand and together with delays of
Mozambican bound traffic on the other, coupled with a series of other measures in
the financial labour areas. Lastly, the creation and promotion of the internal
insurgents of the so-called Mozambique National Resistance whose mission, as was
clearly demonstrated in recently captured documents released to the press in 1985,
has been to continue to attack economic targets and to disrupt rural life and
production.
Such disruption and its consequences are well described in documents such as the
Economic Report of the National Planning Commission of 1984. But its effect on the
economy and on life in Mozambique cannot be overestimated and the disillusioned
observers who are so quick to shout 'sellout' would do well to take note. One
hypothesis about the objectives of the limited war which South Africa and its allies
have launched against Mozambique is that foremost is the desire not to overthrow
the Frelimo goverment but to discredit its political path, to ensure that it never
appears to present a viable alternative. While the economic damage can be
measured it is more difficult to document and evaluate the impact of the political
welfare, the sustained propaganda attack, to which Mozambique has been subject.
Its effects on the self-confidence that was such a feature and a force in the early
years of independence are however clear.
Its history and politics aside, Mozambique is just one more poor medium-small
African country. Because of the war it is very poor. And one of the issues which

Table 1: Public Expenditure 1975-1986

Health
Education
Defence
TOTAL

7975
530
1125
—
5475

1976
700
1366
—
6732

1977
1058
1580
—
7798

1978
1268
1934
2885
10335

1979
1190
1900
3806
10216

1980
1478
2527
4419
13207

1981
1854
3029
5741
15901

1982
2019
3702
6946
18170

1983
2085
3822
8284
19925

1984
1744
4071
9805
21941

7985
7986
(
O441 f
(" "
10329 11229
24987 24943

(- = not available)
Sources: Commissao Nacional de Piano, "Informacao Estatistica" 1975-1984, 1985; Commissao Nacional de Piano, "Complemento a
Informacao Economica." 1984; Lei do Orcamento Estatal para o ano de 1986, "Noticias," 14.12.1985.
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must always be addressed is whether a country as poor as Mozambique can afford
to devote as large a proportion of its resources to social services such as health and
education as it currently does (Table 1). There are however more immediate issues.
On the external front, there is an acute dialectic between sovereignty and
bankruptcy, which reveals itself clearly in the attempts to maintain the essential
gains of the independence struggle in the face of outside pressure. Policy comes
under pressure through the very practice of aid project politics, even where no
ulterior motives guide the agencies involved. There is however a straight political
conflict between the concept of comprehensive primary health care and advocates
of selective, vertical programmes (see the Debate in this issue) in which
Mozambique finds itself on one side against some agencies who interpret their role
as being active policy formulators rather than passive supporters. The very concept
of central planning and direction comes under challenge, and gains in areas like that
of pharmaceutical policy are increasingly circumscribed.
On the internal front, it is very much a case of 'a luta continua'. Many of the political
issues have been clearly defined but that does not mean that the acting out of the
conflict is any the less acute. So the struggle to maintain a balance of health
provision between countryside and city, preventative and curative practice
continues. While in other sectors of the economy, cadres reveal their class interests
by voting with their feet, health workers have a more limited set of options in a
nationalised health service and class conflicts take on a different pattern.
These are some of the principal issues that confront us in our work which we have
to take into account in making our own personal decisions as to whether it is indeed
worthwhile to 'hold the line'. To show how they reveal themselves in practice, we
have chosen to look at three principal areas in which we have direct experience,
those of Pharmaceuticals, sanitation and primary care. In each, a different subset of
the issues is highlighted, together, we hope they go some way to outlining the
current state of health.
Pharmaceuticals
The background to and general lines of Mozambican pharmaceutical policy have
been described elsewhere, by Hanlon and by Barker. Implementation of the policy
was initially straightforward. A Technical Commission on Therapeutics and
Pharmacy was established in 1975 with responsibility for preparing and
permanently revising a National Formulary; giving advice about the importation,
distribution and use of drugs, and choosing the material to be imported.
It made rapid progress. Publication of the first Formulary in 1976 was followed by
the establishment in 1977 of a state company (MEDIMOC) to import and export
medicines. It proved unnecessary to give MEDIMOC monopoly powers since its
prices, as much as 10 to 20 times lower than those previously achieved by the
private importers and distributors, effectively put the latter out of business. A
second state company, FARMAC, was created to take over the running of
abandoned retail pharmacies and assure effective distribution of drugs.
Mozambique's drug policy has been an undoubted success. It permitted the
proportion of the health budget spent on drugs to be maintained within the range of
10 — 20% regarded as ideal in the international literature compared to 30 — 40% for
most Third World countries (Table 2). Drugs were not bought from shady dealers
but from reputable suppliers on a competitive basis; and today suppliers include
China and Eastern Europe alongside many of the major western multinationals.
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During a subsequent period of high inflation, prices stayed constant or actually fell
(Table 3).
Table 2: Percentage of Health Budget Spent on Drugs
7976
12.1

1977
14.4

1978
16.9

7979
11.1

7980
10.7

7987
14

7982
13.9

Table 3: Price Trends for Some Typical Drugs

1977
1978
1979
1980
1981
1982
1983
1984

Cotrimoxazol
price
source

Chloroquine
price
source

—
—
0.87/tab
0.66
0.63

—
—
0.29/tab
0.29
0.30

—
China
China
W Germany

Mebendazol
price
source

—
W Germany 0.37/tab
0.25
Hungary
Hungary
0.38

—
Italy/India
Cuba
Lesotho

Source: Ministry of Health data.

One essential prerequisite for a sovereign pharmaceutical policy is however a
solvent economy. A consequence of the economic crisis inherent in the war is that
funds have not been available for even the most urgent imports. Thus in 1984, of the
$10 million in foreign currency budgetted, only $6 million was actually made
available, most towards the end of the year which meant that the drugs arrived only
in 1985. In 1985, the nominal budget remained at the same level but by the end of the
year, less than five per cent of the budget had actually been made available. The
result of this is that drug supplies to various health units has been characterised by
chronic shortages and acute crises as stocks of even the most basic items run out.
Coordination and planning in this kind of emergency situation becomes almost
impossible.
It is in this context that the contribution of external aid ceases to be a helpful
adjunct and becomes a vital component of the system. In 1984, aid received as
medicines represented almost 50% of all pharmaceutical supplies available in the
country. Yet of the $2 million worth that arrived, about one third comprised
products not in the Formulary.
The official report analysing the donations received in 1984 highlighted problems
which should have been obvious.
The sending of some of the products was done without any previous discussion with the
health ministry about the type and quantities of medicine necessary and this resulted in
problems like:
a) The arrival of drugs not included in the National Formulary;
b) Dangerous drugs, whose use has long been prohibited by the WHO and whose circulation
has been banned in many countries;
c) Arrival of medicines with literature in languages not known in the country;
d) Arrival of drugs which had already expired or were a few months away from expiry dates.

The Ministry was forced to take a strong stand and products not in or at least very
similar to products in the National Formulary were not allowed to circulate.
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Contacts were made with the agencies and embassies concerned to attempt to
establish a better match between aid offerings and actual needs. The efforts paid off
and the quality of the drugs received as donations in the first nine months of 1985
was very different. Total value of drugs received was approximately $1.4 million of
which only $193,000 (13.6%) were not useable. One residual problem was the
overstating by donors of the value of their aid. In one notable case, an agency
proudly announced that it was sending $500,000 worth of drugs. When they finally
arrived, after considerable razzamatazz, to say nothing of many hours of work by
health officials, analysis of the lists showed that the true value of the donation, in
terms of the prices that MEDIMOC was paying, was only $11,000!
For the moment then, the line has held. But it is early days yet. For those involved,
the growing dependence on external donors for supplies of drugs means a
permanent daily battle just to stay in one place. For, consciously or not, the donors
threaten some of the basic tenets of pharmaceutical policy. They do so on three
main fronts.
The most important is the undermining of MEDIMOC, the State medicines importer
(and exporter). MEDIMOC's role in pharmaceutical policy is vital. Only if it
manages to maintain a continuous and effective command of international markets
will Mozambique be able to ensure that it receives value for the scarce resources it
devotes to the purchase of drugs.. As an increasing proportion of the medicines
budget comes from aid sources, MEDIMOC's position is invidious. Many of the
agencies take the view that the procurement of drugs should be carried out in the
donor country — an almost imperialist mistrust of what a Third World country is
trying to do and has shown it can achieve. If the focus of purchasing activity were to
be moved from Mozambique, it would be a move backwards towards dependency. It
has been particularly disappointing to note that, despite WHO's brave words on
drug policy, when approval was given to a current essential drugs project, the
organisation specifically recommended that 'Mozambique should be supplied
exclusively through UNIPAC and should not canvas suppliers independently'.
Another front is that of the product mix which the agencies are prepared to support.
There is a naive definition that aid programmes are to help the poor people in the
countryside and that these need only 'essential drugs'. These are not the essential
drugs of the National Formulary or of the WHO's Essential Drugs list, but an
extremely restricted list of drugs for use at primary level. The irony is that
Mozambique has gone to great lengths to maintain supplies at this level. It has kept
to the concept of primary health care however that there should be referral to
higher levels of care where necessary; indeed, this is essential if it is to be accepted.
One study shows that 83% of patients treated at the various hospitals need a level of
assistance not available at primary level or are emergencies. There is no evidence
that resources are being diverted from the primary level unnecessarily.
The last front may appear trivial but it is far from it. It is the assault by the donor
agencies on the professional resources that Mozambique can muster at the crucial
central planning and policy level. Clearly no agency is prepared to make funds
available without having a say in how these are to be used. Up to a point that is
reasonable. But a few moments thought should make it clear that there is a world of
difference between establishing a policy and executing it with in-house funds, and
having to resell it to a plethora of different agencies with different philosophies,
methods and constraints. Time wasted by officials at central level is in fact one of
the scarcer resources. The efficiency of Pharmaceuticals supply systems (and of the
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Ministry in general) is without doubt negatively affected by the need to spend so
much time and effort responding to the different requirements of each individual
agency.
A sympton of malaise is the plethora of consultants who often arrive without notice
to 'help' write or execute projects. Given the constraints under which many of them
work, lacking knowledge of the language and/or the country, it is not surprising that
the results are often unusable — often, the feasible projects arise when consultants
put their names and formats to Ministry work.
One failure, to date, in the pharmaceutical area has been in the production sector.
Local production of Pharmaceuticals has been, since the Third Congress in 1977, a
political priority. The complexities of action in this field are immense and the
subject remained in study for some years. What was seen as an appropriate start
was made when in 1983 a small factory in the city of Beira began to produce oral
rehydration salts. It was hoped the production from this factory would satisfy
national needs and that the excess would be exported. Production plans were for 2
million packets in 1983,3 million in 1984 and 4 million in 1985. In fact the factory has
been plagued by a series of problems, including shortage of spare parts and
constant short circuits in the heat sealing equipment. Frequent power cuts due to
bandit activity have not helped. Production has thus showed a serious shortfall,
with only 494,880 packets being produced in 1984. Aid to import sales has been easy
to come by and only rather belatedly will some now be spent in increasing local
production. It is perhaps relevant to note that this project 'benefitted' from
extensive input by consultants from various international agencies.
Sanitation
Another undoubted achievement of the early years of Mozambique's independence
was in the area of preventive medicine — the national latrine campaign. Through
political mobilisation led by the Ministry of Health, an estimated 600,000 latrines
were built in rural areas, principally in the aldeias comunais (communal villages). In
the cities, the campaign met with variable success, often for technical rather than
political reasons — the areas where latrines are needed tend to be those which had
been shunned by the Portuguese, low-lying and prone to flooding with high water
tables and unstable soils, conditions in which it is not easy to build a simple pit
latrine. In some of the urban areas, population densities are so high that it is in fact
difficult to find enough space to build a latrine safely. Yet, according to the 1980
census, 72% of the urban and 43% of the rural households had a latrine — a
remarkable number given the conditions and far higher than the African average.
According to the best available data from international agencies, the 1985 average
coverage in Africa was 55% in urban and 18% in rural communities. For the cities, a
programme was started in Maputo to develop an improved latrine design suitable
for use in more difficult conditions and offering better sanitary conditions than the
'traditional' pit. The programme received support from a variety of aid agencies and
met with remarkable success — almost, because it depends on support for cement
supply from abroad because local production has been so badly disrupted that the
planned quota for 'small' projects is rarely available. Recently it has been decided to
expand the programme to other cities with the help of funding from UNDP and
other agencies. The only real cloud on the horizon is the country's macro-economic
policies — if IMF and World Bank insistence on 'adjusting' the economy succeeds, it
is likely that there will be far less purchasing power in the community. The result
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will be that the many families that wish to buy a latrine — supply is constantly
outstripped by demand — may no longer be able to afford one.
The situation in the rural areas is far less clear, which in part reflects the increasing
difficulties in movement due to war, from capital to province and from provincial
capital to district and to village. There is a feeling — it is difficult to characterise it
as anything more coherent — that somehow, all is not as good as it should be in the
countryside.
While in cities, responsibility for promoting better sanitation has lain with the
Ministry of Construction and Water and the National Physical Planning Institute,
supported by Ministry of Health educational and propaganda efforts, the rural
situation is simpler. Here the Health Ministry has always been the agency primarily
responsible for promoting activity aimed at improving the sanitary conditions of the
population. These activities are seen as fundamental to improving the health of
rural communities, an essential component of preventive health policies. And the
Health Ministry, while it does not engage in construction activities, has one major
resource — it is the only government agency with an extension network which
really covers the rural areas.
The UNDP project while based on the cities, includes a survey component to
determine whether there is in fact a need for improved technical solutions in rural
sanitation and to evaluate alternatives. Initial impressions suggest that the principal
problem is more the correct use of existing latrines rather than the construction of
new ones, something which the Ministry of Health's education unit considered
already well-understood.
It thus came as something of a surprise when one of the donor agencies announced!
a new venture into the area. It wished to complement its activities in the rural water
supply field with activities in sanitation. Since its policy was to link water supply
and sanitation activities, this aid would only be made available through the water
supply authorities rather than through the Ministry of Health. They wanted to
support a programme for the construction of improved latrines, preferably units
like the well publicised Zimbabwean VIPs (Ventilated Improved Pit). If this was
really not possible — and it is not, on a replicable scale since the VIPs use more
building material than is available for most Mozambican housing — then at the very
least, they wanted villages to be supplied with the concrete slabs specially designed
for the cities. But are they really necessary? It also has to be considered that with
Mozambique's current economic problems they will not be a viable solution in non
project-funded situations. The reply of the agency official concerned was
memorable: 'Well, I haven't visited any of these rural areas so I have no experience
of the matter but it is head office policy that water supply projects must be
integrated with sanitation activities'. It may seem trivial but it was not. The carrot
being dangled was a sum well into six figures of US dollars. Against that, mere
policy considerations had to be weighed.
Yet the policy considerations were vital. Underlying the offer was a choice between
two approaches to rural health care — a broadly based programme in which the
communities were encouraged to use their limited resources in the best way
possible, self-reliance in other words; or a limited programme based on an imported
technical fix which bypassed the primary health care structures.
The matter was resolved in best Mozambican pragmatic fashion. After a series of
inter-Ministerial meetings it was agreed that rural sanitation would continue to be
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the responsibility of the Ministry of Health. On the basis of the results of the UNDP
survey and work sponsored by the other agency, decisions would be made as to the
type of interventions required in rural areas. If they were to be technical, they would
be channeled through the rural water supply authorities. If they were simply
educational and promotional, the support would go to the Ministry of Health.
Support to the front line of health workers is one of the less visible, more difficult
and most vital tasks that the Ministry has.
Care at the Primary Level
Mozambique's commitment to Primary Health Care at policy level is strong. Policy
implementation has not been easy given the colonial concentration of services in
the cities, the continuing demands of city dwellers, and the war. Nevertheless, the
record is a creditable one. From 1977 to 1984, the number of primary health care
centres increased from 708 to 1,371,443 of these in communal villages. The number
of health workers in the provinces (as opposed to large towns) increased from 8,163
(67% of the total) to 10,593 (72% of the total) between 1980 and 1984. Between 1976
and 1984, 6,242 paramedical workers were trained.
The question is however not simply one of quantity but also of quality. The original
concept of primary health care emphasised the combination of simple curative care
with preventive activities at the primary level. That combination was personified in
the cadre of Agentes Polivalentes Elementares, APEs, Mozambique's equivalent of
the barefoot doctor. One of our concerns in writing this article was to assess to what
extent the original policies were still alive. A measure of this, it was thought, could
be the health of the base, in the person of the APEs who are supposed to provide the
first line of care in the rural areas. The number of APEs trained is known (Table 4).
How many are actually at their posts is another matter (APEs are not government
employees; they are supported by local communities). In one province, Inhambane,
we were informed that there was only one. In other provinces, the situation is better
but it is understood that in many cases, the APEs are functioning under the aegis of
state farms, plantations or other companies rather than as village health workers,
supported by the villagers.
Table 4: Health Workers Trained 1976-1984 and in Place
Category
Tecnicos & Agentes de Medicina
Nurses
Midwives & MCH nurses
Preventive Medicine personnel
Agentes Polivalentes

Trained
509
1781
573
238
1369

In Place
344
2313
732
386
?

Sources: Ministerio de Saude, Direccao de Recursos Humanos, "Profissionais de Saude
Formados Pelo Centros de Formacao de Saude de 1976 a 1984," Maputo, 1985. Ministerio
de Saude, Dept de Planificacao, Informacao Estatistica, No 26, Maio 1985.

What have been the problems? One is clearly the war. The wholesale destruction of
vulnerable communal villages, a prime target for the armed bandits, has reduced the
area in which the APEs can operate. Their support and supervision has always been
difficult and in war conditions is virtually impossible. This led to a decision to cut
down on APE training for a period and to use their training facilities to train basic
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level nurses for staffing health posts in the periphery. APE training is expected to
increase again as the war is brought under control.
It would be correct to suggest that the problem of the APEs were solely related to
war. Even before it spread to affect most rural areas, many APEs had abandoned
their posts, often for lack of support from their villages. This in some cases derived
from more general problems such as poor siting of villages which did not allow the
creation of viable communities. It remains therefore to be seen whether in the next
phase of Mozambique's history, the system will work any better. As a result of the
war, many new concentrations of population have occurred, for defensive reasons.
These have also been sited in many cases without regard for their long term
viability, and the long uphill battle to establish soundly based rural communities is
starting all over again — this time with more experience gained but fewer political
and material resources to call on. It will be an important test of the priority given to
the policies of Primary Health Care to see whether the APEs are in fact resuscitated.
Aid and its Problems
It is perhaps inevitable if regretable that discussion of aid policy in Mozambique is a
necessary component of any analysis of health policy. Mozambique has always
been open to Western Aid — and investment. However such aid was in the past
restricted, on Mozambique's side because it did not want the dependency or
economic policies implied in accepting aid from some of these sources and on the
West's side because it did not want to aid a declared Marxist government.
Many of the restraints have n ow gone, in part because of the deteriorating economic
circumstances but also because Mozambique hopes that better relations with
Western countries may help to bring an end to the war of destabilisation. Increasing
amounts of aid have already begun to flow from agencies like USAID, the World
Bank and the European Community. Although these have had little direct impact on
the health sector, they have been accompanied by an increase in funds available
through executing agencies such as UNICEF and through the multiplicity of nongovernmental organisation (NGOs) now operating in the country.
Aid policy is a well trodden area but there are some points from Mozambican
experience which bear repeating. The first point is that the aid process is usually
inefficient. It is inefficient in its use of its own resources and in the demands it
places on its counterpart Mozambican organisations. Given aid agency resources,
without the strings, Mozambique could make time go very much further. It is not just
justthe overvalued drugs but salaries and supplies as well. Similarly, if the Ministry's
professional resources devoted to dealing with agencies could be turned to dealing
with the management of health care instead, efficiency would leap.
One recognises the constraints that face agencies. Often, the local officials will feel
the need to produce results, at the very least to spend the budget, within their term
of office. The pressure is increased by a stream of visitors from central and regional
offices who want results but whose presence oftens actually inhibits them. Given
these pressures, consultants are called in, often without Ministry consent, to help;
frequently, this means to do work that Ministry personnel would be able to do — if
they did not have to spend so much time with the consultant. But the consultants are
needed — by the agencies — to reassure head office about a project's viability. They
are also conveniently expensive. Again, one recognises that the particular system of
project formulation, management and evaluation which the agency uses is
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doubtless the result of hard won experience. That is little consolation to the
Mozambican staff who have to adapt systems derived from 20 different sets of
experience to their own particular reality!
Agencies or their staff will often want to follow their own particular line of interest
regardless of its local importance. There has been a predictable escalation of
interest in acquired immune deficiency syndrome (AIDS) among the health aid
community, with pressure from some quarters for Mozambique to investigate the
incidence of the syndrome. While it might be interesting for foreign technicians to
have information about the presence or absence of AIDS in Mozambique, it is
difficult to see anything other than negative impact for the country. Publicity about
the need for notification of apparent cases would require extremely sensitive
handling if public alarm was to be avoided. And successful detection of a case
would produce, most probably, only a reduction in the supply of donated blood
within the country. A blood screening programme would be out of the question for
the moment. However since Mozambique cannot even screen all pregnant women
for syphilis, a disease whose incidence is known to be high and in which screening
can be followed by treatment, that might be a more appropriate area for external
assistance.
Aid also tends to fragment what should be integrated programmes and we have
referred earlier to Mozambique's conflict with agencies advocating selective health
care only. In Mozambique's case, the policy is to have an integrated approach at
primary level. But the integration of separately funded programmes such as those
for Immunisation, Essential Drugs, Diarrhoeal Disease Control and so on is
extremely difficult given the imposed structures which accompany each. Similarly,
at the smaller level of non-governmental organisations, coordinating project
activities is an extremely delicate business. Theoretically, NGOs can respond
flexibly and efficiently, to meet the needs of small communities and contribute to
national programmes at the local level. Unfortunately, this often does not translate
iteslf into projects acceptable to the big agencies. From Mozambique's side for
example, it appears to be entirely reasonable to seek help to rebuild the many health
centres destroyed by the war. To the agencies however, this feels like being
presented with a simple shopping list and many are remarkably resistant to
cooperation.
The Changing Cooperante Cadre
One other consequence of the lack of sovereign funds is that the character of the
cadre of cooperantes, foreigners working in Mozambique, has changed. Originally,
they originated from three distinct groupings: personnel from official aid
programmes of Socialist and African countries; refugees, principally from Latin
America; and those from solidarity organisations in the west. These were recruited
within the framework of the Mozambican government with a reasonably consistent
set of pay and conditions. The tendency of late has been to recruit for projects: these
posts are filled in equal measure by cooperantes formerly on government contracts
and by agency recruited personnel, who often share little of the original political
commitment to Mozambique. As one recently arrived health worker told us, 'I would
have preferred to stay where I was. There we could do what we wanted, the
government didn't interfere. But I want to move up in the organisation and was told
that it would be good to accept this posting for a while'. The power plays within
foreign groups could well be the subject of another article, but perhaps of most
concern is the growing rift brought about by this development between the cadre of
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foreign technicians and their Mozambican counterparts. Standards of living and
personal preoccupations are worlds apart since the foreign personnel are
cushioned from the harsh realities of Mozambique by guaranteed foreign currency
incomes and the 'loja franca'where most goods, scarce elsewhere, are available for
foreign currency.
Objectives of Aid
It would be naive however to think that the problems of dealing with aid agencies
are simply those of efficiency and difficulties of management and to take their
essential goodwill for granted. So we must be grateful to agencies like USAID which
are frank about the fact of having objectives beyond simply that of supporting the
Mozambican people in their efforts to beat hunger and disease, to escape from the
trap of underdevelopment.
According to it's 1985 budget submission, one of USAID's four principal objectives
in Mozambique is to enter into policy dialogue whose aim is 'to induce the earlier
arrival of a market-based economy and a thriving private sector'. The approach to
be taken is, for the moment, the carrot and not the stick. The Maputo USAID office
believes 'that we should provide assistance at increasingly higher levels to
encourage reforms, rather than deny assistance unless certain reforms are
undertaken. Our programmes provide us the opportunity to discuss economic
initiatives but not necessarily the leverage to induce change'.
The three objectives are 'to provide direct support to the Mozambican private
agricultural sector, to provide technical consultants to encourage private sector
growth, principally in the industrial area and provide, for the long-term managerial
and technical needs of Mozambique, a scholarship programme'. None of this yet
impacts directly on the health sector. But one point is interesting to note. Thus far,
the guiding principal has been 'to support the leading role of the International
Monetary Fund and the World Bank in engaging a dialogue. AAO/Maputo believe
that we should continue the policy of allowing the international financial
institutions to set the tone and pace of the dialogue'.
The principle of following the multilateral agencies is of interest to the health
sector. It was James Grant, executive director of UNICEF, perhaps the most active
of the multilateral agencies in the area of health policy who, while head of the US
Overseas Development Council, extolled the virtues of the multilaterals, essentially
saying that they could get away with behaviour that host countries would never
tolerate from bilateral agencies. It is also noteworthy that it is UNICEF that has
done most to promote, on an international level, the concept of selective primary
health care, the ensuing conflict with WHO being only shakily patched up.
The Hidden Agenda
If there are hidden agendas for the agencies in the field of health, it is important for
those working in the area to know what they are. In Pharmaceuticals, this is
relatively clear. There is pressure to maintain the dependence of developing
countries on Western suppliers. There is also a more general attempt to limit the
scope of the very real revolution that has occurred in many countries in the way
Pharmaceuticals are procured, controlled and used. What seems to be happening is
an attempt to stratify the market, allowing essential drugs for the poor, through a
rational, planned distribution system but leaving the more affluent private sector to
be served by the free market, as described previously by Muller. In Mozambique,
this private sector does not officially exist and even in its underground form is
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hardly even nascent. But the picture becomes clearer in a neighbouring country like
South Africa where government was offered a very clear trade off by the industry —
cheap drugs for the poor blacks and whites who depend on government financed
medical services, if the private market prices were left alone and private sector
medicine encouraged to serve a greater proportion of the population (Financial
Mail, 6.7.84.).
Here too perhaps lies the key to understanding the agenda in broader areas of
health policy. If primary health care is limited to only a few selective programmes
and activities, many of the communities' felt needs remain unserved. In this sort of
situation, pressure grows for more comprehensive alternatives especially from
those with the resources to pay and/or the political leverage to command them. The
logical result is a two tier health care system which reinforces the class divides.
This runs directly contrary to the original concept of primary care as Halfdan
Mahler, WHO's Director General, made clear at the 31st World Health Assembly in
1978:
It is obvious ... that health is indivisible. This indivisibility is of paramount importance within
each country where it encompasses the different components and different levels of the
health system ... Deficiences in one will lead to defects in the others and will weaken the total
effort.

Equally important in a political sense is the increased importance of the external
professional input in the vertical programmes at the expense of community
organisation and self reliance. In the Mozambican context in which the most
important gains have been made precisely by the political mobilisation of the
community, the change in emphasis is significant.
The Internal Dimension
It would, in conclusion, appear that there is in fact a certain congruence between
the objectives of USAID — the creation of a thriving private sector and a free
market economy — and the apparent agenda of some of the agencies in the health
field. Both are essentially in the business of supporting a certain class formation.
Whether that coincides with the objectives of the Mozambican government is
questionable.
But we are not suggesting that pressure to erode progressive health policies derives
solely from external agencies. These may promote change and obstruct policy but
they have to act on an internal stage. There is a desire from some health workers for
private practice to be legalised or at least for compensation for forgoing this
privilege; these are a subset of the majority who feel that their working and living
conditions ought to be improved but would not venture so far as to make political
prescriptions as to how this should be done. There is always going to be more
pressure to satisfy the felt needs of the city dwellers than their rural fellow citizens
by virtue of their superior access to and competence in dealing with the political
machinery which distributes resources; invariably the immediate pressure is more
for curative than preventive interventions which reveals itself as a demand for more
and better medicines on the part of patients while the health workers demand the
right to specialise, but only rarely in public health fields.
In some of these areas, policy drift has already occurred. There can really be no
concession to the lower levels of health workers for whom 'private practice' is
likely to degenerate rapidly into the worst kind of quack medicine— like the nurse
'helping' a distraught family by giving vitamin injections to 'treat' the polio
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atrophied limbs of their daughter. Doctors though have received some privileges —
extra rations for example; an increasing number are being allowed to specialise. If
private medicine is not on the Mozambican political agenda, fees for service
certainly are, although they are presented principally as a means by which
excessive use of services can be discouraged in the cities and towns. The reduction
in the number of preventive health workers both trained and actually in the field has
already been mentioned.
In many cases, these policy drifts are simply a consequence of the broader internal
crisis. When even senior cadres complain about problems as basic as not having
enough to eat, it would be unrealistic to expect to find them in the forefront of
radical policies designed to better distribute resources away from themselves. We
would suggest that it is rather the weakening of the countervailing forces than the
growth of strong new interest groups that lie behind the drifts. It is here though that
there is fertile ground for external agencies to seed, for while there is not a coherent
opposition, the demoralised cadres and the community are not going to go out of
their way to weed out the bad from the good in the long drawn out aid negotiations.
In a period of global crisis, Mozambique is by no means unique in finding its policies
under pressure. The only difference perhaps lies in the greater hopes and
aspirations with which Mozambicans entered their decade of independence and the
additional blows they have suffered during it. It is curious that relatively little
political reference is made internally to the wider economic arena, particularly
considering Mozambique's internationalist stance. But this perhaps merely reflects
a situation in which Mozambicans are too focused on their own particular crisis to
be very interested in anyone else's.
The economic crisis does however have important implications. The particular
nature of the colonial economy left Mozambique with a relatively large urban
population subsisting on a much reduced productive base. Whether it is ever going
to be possible to maintain that urban infrastructure without starving productive
sectors of resources is very much an open question. In this, health care is just one
soft part of the infrastructure which looms like a dark cloud over the economy.
Holding the Line
For the moment though, it would be impossible for Frelimo to abandon its health
care objectives. They represent one of the few fruits of the revolution, a real gain for
all Mozambicans, both urban and rural for all the deficiences. And there is still a
political commitment to defending the health policies. It was seen recently in the
presentation of the 1986 State Plan. Of the 19 principal tasks defined for the State,
three related to health. They were:
# improve the use of vaccines to ensure lower mortality and morbidity;
9 promote the integration of the mother and child health care programme with the
vaccination, nutrition and sanitary education programmes to ensure the best use
of resources;
0 give priority to the reconstruction and reequipment of health centres destroyed
by armed bandits.
The health budget is usually presented amalgamated with that for education. For
1986, 5,440,880 contos ($130 million at official rates) was allocated, of which about
one third would normally be for health. This was the lowest amount since 1981,
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even before an allowance is made for inflation. So, at the least, it would appear that
at a time of failing health expenditure, priority is being given to the primary health
network, to defending an integrated approach at this level of prevention.
The overall picture should now be clear. Health care policies are under pressure,
pressure to adapt to donor policy preferences, pressure to neglect sectors which
lack donor-appeal for lack of sovereign funds. There is severe economic pressure
on all health workers, from servente to senior bureaucrat. In the wider sphere,
economic difficulties have demoralised communities making political mobilisation
in support of health work that much more difficult. In these conditions, health
policies are vulnerable to pressures from the most vocal and powerful groups.
There is little hope that the economic situation will improve in the short term; even
if the war should end, it will be a long struggle to repair the country's tattered
physical and institutional infrastructure and bring production on stream again.
If the picture is so gloomy, is it worth trying to defend the policies? In Mozambican
terms, it obviously is. It has been demonstated that the health care system
introduced by Frelimo can, given a fair chance, serve people's needs. It offers a way
of using scarce resources fairly and effectively — and the scarcer they are, the more
important it is that they be used in the most effective manner possible. The only real
alternative is to abandon the people to the curandeiro and the farwacia and go back
to the bad old days of second-rate medicine for profit for those who can afford it and
nothing for the vast majority. Frelimo could not abdicate its responsibilities like
that and retain its credibility.
The question is not however limited to just Mozambique. There is a regional struggle
going on in which Mozambique and its people have played an arduous and
honourable role. As we have already indicated, one of the principal reasons that the
country has been the focus of such concentrated and vicious attacks is because of
the example they offer to the region. If in South Africa the vivas and the luta
continua are part of the political language, the political attitudes of many South
Africans have been coloured by what they are encouraged to see an as association
between socialism and a hungry country in a state of permanent war. It is crucial to
those playing geopolitical games with the lives of the peoples of southern Africa
that Mozambique's alternative should be discredited, particularly at this critical
juncture in the region's history. If that is a reason for Mozambique to be attacked, it
is also good reason to defend it. It is vital now, when fortunes are at their lowest ebb,
to protect the edifice which has been built with such sacrifice in the last ten difficult
years, to hold the line.
Editors Note: Since this was writen (Jan 1986) a new Ministry of
Cooperation has been created with Jacinto Veloso, ex Minister for Economic
Affairs in the Presidency and former Security Minister as its head.
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from: Daly, Selous Scouts Top Secret War, Galago, 1983; and from captured MNR documents
which were released to the press by the Minsitry of Information on 1 October 1985, and widely
reported thereafter.
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Workers' Health in Africa
Meredeth Turshen
This article attempts to formulate questions about the political economy of
occupational health in Africa and to construct a framework for theoretical
analysis. In the article that follows this one, Peter Kamuzora reconsiders the
questions in the Tanzanian context.

A survey of the scattered and scanty literature on current problems of occupational
health in Africa shows that, because the sources are overwhelmingly based on the
medical model, their use in constructing a macro-analysis would lead to the
formulation of the wrong set of questions and answers. Most of the literature on
occupational health in Africa focuses on diseases (for example, pneumoconiosis),
which are causally linked to specific occupations (crushing phosphate) by way of
the germ theory of disease (inhalation of dust causes tissue changes in the lungs).
Generally, overviews of occupational diseases group conditions by economic
sector (i.e. mining, agriculture, and industry). Using this sort of material, one arrives
at formulations of the problem that pinpoint causation in the physical environment
at work. Thus, in a recent WHO paper on worker's health in agriculture, problems
like zoonotic diseases (anthrax, brucellosis) are attributed to work with animals,
schistosomiasis to work in irrigated agriculture, and byssinosis to work in dusty
environments in the cotton, sisal, flax, jute, and hemp industries.
Closely related to the literature on disease is the discussion of illness (e.g. pesticide
poisoning), impairment (e.g. hearing loss), and injury (e.g. mining accidents). These
conditions are generally attributed to the use of new technology (including the
techniques of the green revolution), mechanisation, prolonged working hours, and
over-exertion. These authors interpret the environment more broadly than does
germ theory, and they implicate physical conditions other than disease agents or
vectors in causation.
Another body of literature links the organisation of work (e.g. alternating shifts) to
work-related diseases (e.g. chronic gastroenteritis and duodenal ulcer). The
shockingly few studies of the health of migrant workers fall into this category.
Contributors to this body of literature introduce psychosocial concepts like stress
and imply that disease is caused by multiple rather than single factors.
Multifactorial causation is a more sophisticated epidemiological model than germ
theory, but it is still dominated by the paradigm of clinical medicine.
Environmental considerations have broadened from the original narrow concern
with the physical environment to a wider focus on work organisation and the
psychosocial environment. But the question of industrial siting has yet to enter the
African literature on occupational health despite the tragic accidents of Pemex in
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Mexico City and Union Carbide at Bhopal, and the ongoing crisis of pollution at
Cubatao in Brazil, which should draw attention to the need for a redefinition of the
environment to include the slums surrounding the factory fence, plantation, or
mine.
Solutions to occupational disease problems focus on medical intervention and the
creation of occupational health services. This is the approach of the World Health
Organization in what has been its least imaginative programme. The management of
injuries and illnesses related to work organisation tends to be based on the
discipline of ergonomics rather than medicine. Ergonomics, in its most
conservative application, adapts the worker to the machine; in its most progressive
application, it is a tool of worker self-management. In South Africa, it has been used
to extract the maximum exertion from African workers. Preventive approaches
also focus on the worker and the work environment, leading to solutions that
require either building up workers to make them impervious to their environment
(e.g. by improving nutritional status), or protecting them from it (e.g. by providing
personal protective equipment and machine guards). Far too rarely is the problem
engineered out of the environment.
A plethora of legislative acts has been adopted and state agencies created to
administer and enforce the laws. WHO regularly publishes national legislation on
health and safety in the International Digest of Health Legislation. The International
Labour Organisation, since its inception in 1919, has adopted many health and
safety conventions, but not all of them were ratified by member states and none can
be enforced.
Perhaps the worst aspect of the approach that characterises this whole body of
literature is the discouragement it engenders: what can be the solution to this long
litany of occupational health problems, given the overwhelming general health
problems and dearth of resources in Africa? Not surprisingly, African governments
and international organisations assign last priority to problems of occupational
health. How convenient for capital.
General Issues in the Political Economy of Occupational Health
The literature on occupational health in Africa pays no attention to the economic
systems in which occupations are practised (e.g. whether capitalist or socialist
labour relations), to the relationship between economic sectors (not only mining,
agriculture and industry, but also between the formal and informal sectors), or to
the insertion of the national economy in the international economic order. And, of
course, the unpaid labour of women and children is simply ignored.
To raise questions in a useful way, it is necessary to situate occupational illness and
disease in the theoretical context of the social relations of production and in the
concrete setting of a national economy. The main determinants of occupational
health problems and occupational health services (or preventive arrangements) are
the level of development (that is, the forces of production) and the degree of
socialisation of relations of production (of both capital and labour). Within this
framework, women's occupational health represents a set of problems that appear
to be conditioned by women's participation in the economy, polity, and society.
Countries can be categorised according to certain parameters that elaborate the
broad concepts of forces of production and socialisation of labour and capital:
useful parameters are, for example, the extent of nationalisation or socialisation of
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land, mines, and industry; whether centrally planned or free market economy;
extent of investment by and state control of multinational corporations; whether
the state controls marketing for export and internal distribution; extent of worker
self-management, percent of workforce organised, and autonomy of trade union
movement; and whether a one-party or multiparty state. The economies of most
countries are mixed (there are no pure socialist or laissez-faire capitalist
examples); but it is important to situate them on a spectrum, and clearly there is a
difference between, say, Algeria at one end and South Africa at the other.
The working hypotheses for this paper are: one, for historical and material reasons,
African countries are developing along a continuum that began with pre-colonial
agricultural and pastoral economies, which interacted in the colonial period with
capitalist plantation agriculture and extractive industry, and are advancing
unevenly toward manufacturing and heavy industry, and that the stage of
development determines general health as well as occupational health problems;
and two, that the degree of socialisation of capital and labour determines both the
severity of occupational health problems and the adequacy of services and
preventive arrangements.
A third hypothesis addresses women's occupational health problems: women's
health and health care, including occupational health, although conditioned by the
limits and possibilities of the economic formation in which women live and work,
vary according to women's economic, social, and political participation. Women's
participation can be measured in five areas of state policy: legislation, family policy,
education and ideology, (waged) employment, and political representation. How
women's interests are expressed in these five areas is predictive of whether women
control definitions of health and illness, whether health care is adapted to their
needs, and what access they have to health care.
The existence and extent of child labour and labour migration, and the type and
severity of health problems afflicting migrants and children who work, appear to be
determined by the forces of production and the socialisation of capital and labour.
Because child health services are so often combined with services for women, the
adequacy of health services and preventive arrangements for labouring children is
likely to be determined by the participation of women in the economy, polity, and
society. Health services for international migrants appear to be determined by the
socialisation of labour and capital in the host country.
With these hypotheses in mind, I would like in the remainder of this article to raise
questions for research; however, I believe that answers can be provided only by
analyses at the national level or, in the case of migrant workers in Africa, at the
regional level.
Question 1: What is the nature of occupational health?
Is occupational health the health of the working population? If so and if almost
every African is a worker, why are only some conditions defined as occupational?
Why is the ill health of farmers not defined as work-related until the problem occurs
in commercial agriculture? Is there a correlation with women's role in subsistence
farming?
Is the definition of occupational disease too narrow and is it controlled by capital
rather than by labour? What is the effect on these definitions of insurance schemes
and social security systems? What is the connection with a wage and the capitalist
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free labour system? Is the relative lack of government and professional interest in
occupational health related to low levels of development, to Africa's late entry in
the world market system, or to the extreme exploitation of Africans?
Question 2: Are the problems of occupational health the same in
subsistence farming, cash cropping, and plantation agriculture?
There is practically no literature on plantations in Africa, let alone any studies of
occupational health; yet we know, primarily from plantation studies in Asia, that
working and living conditions are exploitive and oppressive. Recently the World
Development Movement published a pamphlet on the tea trade with case studies of
Kenya and Malawi; the health conditions mentioned are not occupational but
general — malnutrition (on the Brooke Bond estate in Kenya) and pneumonia (on
the Ruo estate in Malawi).
Do subsistence farmers and peasants who raise cash crops ('smallholders') have
more, fewer or the same health problems as plantation workers? If the problems are
different, is it because work is organised differently? Some critics of the World
Bank maintain that the purpose of Bank aid to smallholders is to complement
International Monetary Fund assaults on social spending, since self-sufficient
farmers have need of fewer social services.
What about occupational health on new agricultural schemes that blur old
distinctions between public and private investment? For example, in Burkina Faso,
a public agency (Amenagement des Valles des Volta, financed entirely by foreign
capital) makes peasants responsible for growing their own food while maintaining
control over the productive forces (land use, credit, fertiliser, machinery, etc.),
resulting in the production of very cheap cotton for the European textile industry.
These peasants are worse off than sharecroppers or wage labourers because they
bear a major portion of production costs and risks but have no control over land use
decisions nor any way to insulate their incomes against failure. The exploitation of
women on this scheme is extreme, and the health of women in Burkina Faso is poor
and deteriorating.
What about the health of workers in the fishing industry? Some intriguing articles
have been published about the new organisation of work in fish harvesting and the
conditions of women workers in fish processing in Senegal, suggesting that health
problems are related to exploitation as much as to the specifics of the fishing
industry.
Question 3. What is the relation of work organisation to occupational
health?
In Africa, workers in industrial and mining jobs are sometimes referred to as a
labour aristocracy because they are better paid than day labourers in agriculture,
than workers in the informal sector, and the 20 to 50 per cent of Africans thought to
be unemployed. Yet it would seem that work is organised and controlled more
tightly in industry and mining.
The most progressive studies of occupational health coming out of Europe and
North America suggest that the less control workers have over their work the more
stressful it is and that, with increased responsibility in these circumstances, there is
more stress-related disease and behaviour, both at work and at home. But these
studies assume the context of capitalist labour relations in industrialised countries
where, to varying degrees, workers are organised in trade unions and protected by
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the state. The study findings may not be applicable to Africa — outside of South
Africa. On the other hand, the differences between North and South may not matter
in this instance.
Arrighi suggests that the type of state and the organisational form of trade unions
are irrelevant to worker militancy. For him the determinant factor is the process of
proletarianisation in which subsistence increasingly comes from wages, because
the loss of alternatives to waged work weakens the workers' bargaining power,
whereas the growing division of labour and the increasing mechanisation of labour
processes strengthen the workers' position. This focus on the factory floor may be
too narrow for the African context, where struggle also takes place in the
community and is led by peasants as well as workers. But what, then, is the relation
between work organisation, unionisation, state strength or sovereignty, and
occupational health?
Question 4- What are the long-term health consequences of migrant
labour, child labour, and the double burden of women's productive and
reproductive work?
While an important and growing body of sociological literature exists on the impact
of labour migration on the family, there is little specific information on the political
economy of migrant health and few hints of synergies between psychological stress
and physical hazards for the migrant or his family. Yet it is speculated that there is a
specific link between macro-economic conditions, migration, and such diseases as
tuberculosis and schistosomiasis. There may also be an important link to migrant
deaths from homicide and suicide.
The problems of child labour have recently been addressed by the ILO and WHO.
Because children are as often exploited by members of another generation as by
members of another class, it is necessary to know the extent to which part of the
product of workers as a whole (and, among, them children) is expropriated by
others. Some studies of child labour in Africa redefine the problem culturally as part
of socialisation and therefore nonexistent. Yet a study by the Anti-Slavery Society
suggests extreme exploitation of children in South Africa, and a WHO report of a
conference in Nairobi describes graphically the dramatic health effects of child
labour. Recently, Le Monde Diplomatique devoted an issue to child labour, children
as victims of war, and the growing problem of abandoned children.
There is a specifically feminist literature on women and work in Africa, but
occupational health problems as such have not yet been taken up. Some questions
that need to be asked, within the theoretical framework of the subordination of
women, are: what are the health impacts on women workers of their transition from
subsistence farming to waged work and from rural to urban living? What new health
problems for women and children are associated with combining waged work with
reproduction? What is the role of trade unions in the fight for maternity rights,
voluntary contraception, and child care? What about sexual harassment on the job
and prostitution in the cities?
Question 5. What specific recommendations can be made to improve
workers' health in Africa?
What occupational health standards can be recommended for workers with low
levels of general health? Does the standard-setting approach even make senst? in
these circumstances? What synergies are there between new occupational hazards
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and old problems of malnutrition and communicable diseases? Do chemical and
other environmental hazards intensify in the fragile African ecology? If standards
are adopted, who is to enforce them? the state, who is often the employer?
multinational corporations? the workers?
Are insurance schemes and social security systems, which operate separate health
services paid for by insured workers, a good way to provide occupational health
services? Or do they postpone the development of a national health service by
duplicating facilities and employing scarce trained personnel? What can be said of
the exclusive health services of multinational corporations that are for their
employees only.?
Bibliographic Note
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Redefining Occupational Health for
Tanzania
Peter Kamuzora

Occupational health was defined twenty years ago by the joint ILO/WHO committee
on occupational health as 'the promotion and maintenance of the highest degree of
physical, mental and social well-being of workers in all occupations.' This definition
has shaped not only the concept but also the organisation and delivery of
occupational health services in Africa. Most approaches to workers' health
problems are enmeshed in the medical model that strictly limits its operations to
medical service delivery to prevent accidents and diseases in formal and defined
occupations, most of which fall into the category of wage employment. All workers
outside this category — for example, peasants — are not covered by the ILO/WHO
definition.
Yet most African economies are peasant economies in which every man, woman
and child is a worker. Tanzania, in which the majority of the population (about 85
per cent) operates outside formal sectors of the economy, provides a good example
of the limitations of the current approach to occupational health. The Tanzanian
authorities' conception of occupational health problems is reflected in legislation
on occupational health and safety. The Workmen's (sic) Compensation Ordinance
entitles only those engaged in contractual occupations to compensation in case of
injury and to medical care in case of illness. Implicit is the exclusion of the majority,
who are petty commodity producers or engaged in informal economic activities.
This exclusion does not mean that these producers do not suffer ill health in their
occupations. Pastoralists, for example, interact with animals and their products and
are exposed to diseases like anthrax; peasants work in a physical environment that
harbours the vectors of such parasites as schistosomiasis, trypanosomiasis,
malaria, etc. Peasants are also exposed to agrochemicals, which they use on small,
private holdings in order to raise the productivity of their land.
Logically, Tanzania's medically oriented health system with its large health
infrastructure established in the 1970s should be able to deal with the ill health of
rural agricultural producers. Despite changes made in the health system since
independence, Tanzanians suffer a great burden of ill health; malnutrition and
infectious diseases are still the principal causes of morbidity and mortality. The
approach Tanzania has adopted is definitely failing in its objectives. The health
services do not address the factors that produce ill health — underdevelopment and
poverty — which, in turn, are caused by such conditions as insufficient production
and unequal distribution of food, inadequate water supplies and sanitation, poor
housing, and lack of education. Hence, the ill health observed is a result of many
factors that cut across sectors; to be appropriate, the solutions must also be intersectoral.
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We contend that the concept of occupation should be redefined to conform with
African realities, that is the concrete conditions of production and workers' health
status. If a new concept were adopted, a new approach to occupational health
service delivery would follow. For example, if the concerns of social epidemiology,
which are the health problems of social groups rather than those of individuals,
were introduced into the concept of occupational health, then the traditional
approach to health care would have to be altered; a new approach would be based
on the need for non-medical health-related economic, social, political, and technical
action.
National Policy and Legislation
In Tanzania occupational health and safety regulations are stipulated in three laws
enacted during the colonial period. The Workmen's (sic) Compensation Ordinance
(1948), The Factories Ordinance (1950), and the Notification of Accidents and
Occupational Diseases Ordinance (1953). These laws state that a worker is entitled
to compensation for injuries sustained at work and to medical treatment for illness
experienced while at work. Compensation is limited to loss of bodily parts or death.
The Factories Ordinance and the Employment Ordinance (1955) empower factory
inspectors and labour officers, respectively, to ensure that employers abide by
health and safety standards and regulations set by the state.
These laws served the interests of the colonial powers, although they embodied an
important contradiction between capital and labour. The provision of safeguards
and compensation meant that employers had to increase constant capital, which
eroded profits; but it also meant labour stability, following protests against
conditions at worksites, on plantations, and in mines. A stable workforce was a
necessary condition that the colonial state had to guarantee in order to reproduce
colonial domination and exploitation of labour.
Significantly, this legislation has not been substantially revised since independence.
Whatever concessions the state may have made to working people in the form of
material benefits, these have been at the expense of workers' organisational
autonomy and, ultimately, even these benefits have been eroded because there has
been no organisation to defend and protect them. The suppression of producers'
organisational initiatives and the destruction of their independent organisation are
preconditions for the rise of an authoritarian state and the hegemony of the ruling
class. The Tanzanian trade union, JUWATA, has been such a victim; as a result it has
yet to make an effort to influence worker safety and health.
The laws on occupational health and safety leave much to be desired. As Issa Shiyji
has written, 'where enforcement machinery is grossly inadequate, corruption of
officials rampant, genuine trade unionism virtually absent, and democratic
traditions weak, the industrial safety legislation may not be worth the paper it is
printed on.' The Tanzanian laws do not cover broader issues such as the nature and
organisation of occupational health services. Law enforcement is also a problem as
these regulations are not observed. The Ministry of Labour and Manpower
Development, which is responsible for workers' welfare, does not even have a list of
all the establishments to be inspected, only of large and medium sized commercial
and industrial firms.
Tanzania has not ratified all ILO conventions. In 1962, immediately after
independence, 24 conventions were ratified. But since then, no action has been
taken. While some conventions are rightly regarded as irrelevant, this cannot be
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true of all 153 ILO conventions, and it is certainly untrue of the 1981 Occupational
Health and Safety convention, which the ILO regards as embodying a
comprehensive approach to health and safety and a starting point for policy
formulation in member states.
Tanzania has lagged behind in the formulation of a firm and clear policy on
occupational health and safety. The lack of a guiding framework, within which
occupational health services should operate, affects the enactment of the existing
laws. Recently there has been some improvement: in January 1985, the Workmen's
(sic) Compensation Ordinance was amended and the 'Third Schedule' on
occupational diseases was revised to cover 35 diseases that employers must
compensate. But there has been no significant overhaul, no revision or
consolidation of the colonial legislation, with the result that the law is not keeping
abreast of present developments in the field of occupational health.
The Informal Sector and Occupational Health
The informal sector refers to activities outside the system of government benefits
and regulations. Typically, these activities feature use of hand tools and rely on the
manual labour of family members and apprentices, which accounts for their cost
advantage over the formal sector. Small scale unregistered industrial activities are
another development within the towns and urban areas of Tanzania. And in the
countryside, informal activities include carpentry, brickmaking and charcoal
production. The very nature of these activities makes it difficult to estimate the
number or even proportion of people in the informal sector, but informed guesses
range from 25 to 50 per cent in major African cities.
The state has encouraged the growth of informal activities on the grounds that they
generate employment for the surplus population, which in fact they do. A survey of
Dar es Salaam showed that 855 informal enterprises provided employment for
almost 5,000 persons. But government has not taken the implications for
occupational health into consideration. The ILO asserts that the threat to health is
often more acute in small industries and the informal sector than in large
enterprises because of toxic substances used in the production process without the
workers' knowledge. The layout of small workshops, the sub-standard premises
they occupy, and the hazardous materials they use constitute hazards not only for
workers but for the surrounding community.
The periurban environment, in which most of these activities are concentrated,
itself constitutes a hazard. A little over 50 per cent of the 855 informal activities
referred to in the survey of Dar es Salaam just mentioned operate from residential
buildings and only 27 per cent from commercial units. The shantytown of Yombo
accounts for 10 per cent of informal enterprises, Kariakoo 10 per cent, Chang'ombe
7.3 per cent, Keko 6.4 per cent, and Manzese 6.2 per cent.
The few studies conducted on the informal sector in Tanzania are silent about the
demographic structure of its economically active population, but one can speculate
that many women and children are so employed because family labour is used
extensively.
The Occupational Health of Women and Children
For all the concern about maternal and child health in Tanzania, no study has been
done on women's or children's health in relation to their participation in the
production process. Roughly 87 per cent of Tanzanian women live in the
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countryside and the bulk of their economic activity is related to peasant agricultural
production and domestic rural household reproduction. Women are central to the
production of marketed crops, as unpaid labourers in household production, as
petty commodity producers, and as casual labourers working for kulaks (the
commercial and capitalist farmers), and for transnational companies.
A 1983 study of seasonal variations in birthweight (low birthweight correlates with
high infant and child morbidity and mortality) showed that there are serious
occupational health problems affecting women and their children. In the riceproducing village of Ikwiriri in Rufiji District, pregnant women who engaged in
heavy agricultural labour, which coincides with the rainy season, had a mean
weight gain of several kilogrammes less and bore babies that weighed less than
women who ate the same food but did light work.
The changing economic and social conditions in Tanzania have forced women to
accept a growing share of cash responsibilities in their families. Statistics on wage
employment support the argument that a growing number of women are being
proletarianised, especially in agriculture where, between 1976 and 1980,
employment of men dropped by 4,685 and employment of women increased by
2,615. The need for cash earnings has compelled women to withdraw their labour
from the family farm and other household activities in order to work as casual
labourers on neighbouring farms and estates, engage in long distance trade, or
migrate in search of temporary or permanent wage employment, leaving their
children behind with their husbands. This situation has had adverse affects on child
health and the health of women.
The position of women peasants is changing as a result of the establishment of an
international market for capitalist-oriented rural development. In Rungwe District,
the government is promoting the production of tea, an export crop, but peasants are
resisting because it requires too much labour time. Despite state opposition,
peasants are producing and trading bananas, a staple food crop. A 1984 study
showed that almost a quarter of the banana traders in Rungwe District are peasant
women whose husbands are absent labour migrants. Labour migration places great
strains on family relationships and the health of family members.
Women are also moving into new spheres of production. In Bagamoyo, for example,
women are producing charcoal. The health hazards associated with charcoal
production are initial fatigue involved in clearing brush and felling trees, and the
respiratory discomforts involved in tending the fires.
The conditions of work in a typical small scale commercial enterprise restaurant
run by a women's cooperative have been studied in Ntenga village, Upare. The
preparation of food for sale in poorly ventilated kitchens often forced women to
work outdoors. When charcoal is unavailable, firewood is substituted, creating
greater heat, fumes, and smoke and their attendant sweat, runny noses, and tears,
resulting frequently in headaches. It should be remembered that most African
women prepare family meals in deplorable conditions, yet nobody seems to regard
their discomfort as a health problem, let alone an occupational health problem.
Rural peasant producers, the majority of whom are women, are not covered by
occupational health and safety services. They are neglected by the state despite
acknowledgement of their importance to economic development. Women are
increasingly undertaking work in industries that manufacture and use new
chemical substances; this should give rise to serious concern about possible toxic
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and carcinogenic effects. According to a 1984 study by the ILO on multinational
enterprises in developing countries, women are now bargaining for improved
working conditions.
Conclusion
Improvement of occupational health in Africa demands concerted effort. Producers
have to struggle for it by improving their organisations, and trade unions should
champion the attainment of this goal. Direct producers must spearhead the struggle
and force African governments to pay attention to occupational health issues.
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Health and The African Theatre
Amandina Lihamba
This article explores the representation in performance and theatre of three
contrasting approaches to our understanding of disease causality -explanations that invoke material and non-material forces in a traditional
cosmology where all phenomena are interrelated, contemporary biomedical
explanations that situate causation in material forces alone and that isolate
individual responsibility, and socialist explanations that seek underlying
economic and political causes of community ill health. Written by an active
performer, the article is based on her observation of workshops and
performances, on interviews, published and unpublished reports, and an
analysis of contemporary plays by Soyinka, Hussein and Muhando.
Different approaches to health, disease and cure are reflected in different
infrastructures created to deal with them, which are informed by political,
economic and social structures and attitudes. These attitudes and structures
find expression within general culture and within specific cultural
expressions such as theatre. This paper looks at attitudes towards health,
disease and cure manifested in traditional and contemporary African
performances. It is argued that traditional performances reveal attitudes that
arise from an understanding of interrelationships among universal
phenomena, whereas most contemporary theatre carries attitudes that have
a limited socio-political framework or that remain symbolic representations
of interrelationships.
Health and Traditional Performance
Health is at the centre of most African traditional performances, as can be seen in
the form and content of performances of a religious or secular nature connected
with rituals, rites and ceremonies, as well as dance, drama, masquerades, narrative
and mimetic performances, which have a primary concern for the health of an
individual or community. The performances share the attitude that health and
disease are social phenomena with implications beyond the individual, the physical
and the present. Performances can be categorised as concerned with the
maintenance of community and individual health, with the prevention of ill health,
with the restoration of health and with instilling survival knowledge and skills to
ensure healthy continuity of society, but at times the others emerge as secondary or
complementary concerns.
Traditional repertoire is full of examples of such performances. Performances
connected with seasonal rituals, for example, display multiple purposes connected
with health. Harvest festivals celebrate the successful conclusion of a cycle that
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ensures the survival of the community; they are also an affirmation of the health of
the society and of the economic activities basic to its existence. Where practised,
the initiation ceremonies of girls and boys incorporate performances that highlight
hygiene, nutrition, sexual education and skills related to the mode of production.
The performance of rituals and rites connected with diverse cures from such ills as
spirit possession, infertility and bad health that results from various diseases. While
these performances are informed by the cosmological beliefs of each society, they
show that the well being and health of the individual and society transcend the
physical and the present. The performances reflect the interconnectedness of
cosmological physical and metaphysical factors that act upon one another, and that
they seek the maintenance of an atunement to the universe upon which the health of
individuals and society depends.
Because cosmological elements are intimately linked, the cause and effect of events
are situated in both material and non-material factors. Non-material factors are
involved in events with no established physical causality, as well as in those linked
to their material causality by traditional technology, science and accumulated
knowledge. The involvement of non-material factors in scientifically understood
events like rain, to which physical and metaphysical elements are attributed, is
mystifying, yet there are elaborate performances around rain, rainmaking and the
institution of rainmakers.
In this cosmology, evil is linked to disease. Destabilisation of the equilibrium
needed to uphold social well being is evil. Disease is pollution and a destabilising
factor in universal atunement; it is therefore evil. Performances reflect this belief,
and the process of cure becomes synonymous with the process of reintegration into
the healthy community. Often this process entails a period of isolation of the
concerned individual until the rituals of cure and reintegration have taken place.
The approach is to cure not only the disease but the whole individual as well.
Comtemporary Attitudes to Health and Society
The work of contemporary African writers like Wole Soyinka reflects traditional
attitudes to health and disease. Soyinka's work is sociological or metaphysical in
content and mood. Some of his plays seek to exorcise collective social pain and
impart release; others move through ritualistic structures toward tragedy to
achieve cosmological restoration. Release and restoration point to a desire to
reclaim the traditional structures that maintain universal equilibrium and social
well being.
In The Strong Breed, Soyinka's characters race against time to fulfil their
obligations and remain in tune with the universe. Each year society must cleanse
itself through the symbolic carrier of the previous year's evil, diseases and
pollution. The protagonist gets himself into trouble because he tries to interfere
with the process through which equilibrium and social well being are achieved. His
tragic end testifies to a desired social need that must be met at all costs.
These attitudes are also expressed in Soyinka's Death and the King's Horseman. At a
secondary level, the play is about the clash of African and Western cultures, which
acts as a catalyst to heighten the primary thematic concern of a society struggling to
maintain cosmological equilibrium, survival and social health. The man who is
supposed to die at a particular time and follow the dead king into the hereafter is
part of a chain of factors that uphold cosmological attunement. His failure to
commit the ritual suicide means disequilibrium. The community dreads the
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consequences of such a failure and sighs with relief when the man's son commits
himself to the maintenance of social well being. The attitudes to the well being and
health of society displayed in the two plays are typical of Soyinka whose work
reflect both the popular and ritual traditions that reach out to impart psychological
and physical therapy or aim at metaphysical restoration.
The most common approach among writers is to use disease, physical disabilities,
cures and issues of health as literary symbols of contemporary African social and
political reality. Soyinka uses this approach in Madmen and Specialists, a play about
Nigerian political and social conditions during 'the wars' and their aftermath.
Peopled by healers, herbalists and mendicants — a cripple, a blindman, a spastic
and a paralytic — the play's central contradiction is that of healing on one hand, and
destruction, social corruption and betrayal on the other. Dehumanisation prevails
because the pursuit of power has corrupted those with skills and knowledge of
healing and has created a distortion in the exercise of a vocation that no longer aims
at social and physical cure, but at the exercise of control in which nature and all
things can be bent to an individual's will. To stop the growing menace of this
distortion the Earth Mothers, who are guardians of nature's secrets of life and death,
decide to destroy everything by fire.
The representation of disease, maladies and concerned individuals as metaphors of
contemporary reality can also be seen in the works of such writers as Tanzania's
Ebrahim Hussein and Penina Muhando. Muhando's Pambo (Ornament) speaks of
the neo-colonial situation where education has provided opportunities up the
economic and social ladder. The play shows that economic and social aspirations
can so obsess individuals that they become a disease, a madness. The protagonist's
madness becomes a problem not only to himself but to society at large whose well
being is affected because madness is both infectious and corruptive, arising from
self-delusion and pretentions. Its causality lies within the individual and social
psyche estranged from economic and political reality. Sanity is restored by the
recognition of the estrangement and its corruptive effects, as well as by the
participation of the society at large in effecting cure and rehabilitation.
Social ill health is also portrayed in Muhando's Una Ubani. While in Pambo the
protagonist's ill health is self-inflicted, the result of self-delusion, in Una Ubani ill
health is the direct result of the political and economic situation of contemporary
Tanzania. Because the restoration of the individual's health is dependent upon the
eradication of political and social maladies, the individuals are incapable of
effecting their own cure. Their disease destroys them because the factors
responsible for their conditions continue to exist. In both Una Ubani and Pambo the
writer's intentions are to present contemporary reality as symbolically and
metaphorically unhealthy. While describing the socio-political milieu that is the
root cause of the maladies, the plays establish general rather than specific links
between political activity and ill effects they engender.
Ebrahim Hussein tries to provide specific links in his play, Mashetani (The Devils).
Against a background of neo-colonial corruption, exploitation and oppression that
have resulted from class divisions and aspirations, the devils that have infiltrated
the socio-political atmosphere and retarded liberation are directly linked to social
and economic practices. Exorcism and restoration of well being depend upon a
conscientisation process that takes into account a historical understanding of the
factors causing social ill health.
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Written plays portray attitudes to health and disease either from a desire to reclaim
the traditional aspects of performance and their relationship to societal well being,
or to use health issues metaphorically. In contrast, improvised plays in and out of
popular theatre for development take a more direct approach and show that
problems of health and disease are symptomatic of certain habits and beliefs that
can be reversed by immediate changes in practice and attitude. For example,
improvised plays that support national efforts in health development and
improvised dramas that accompany Tanzanian health campaigns have been used as
teaching devices to encourage people to change attitudes and patterns of behaviour
perceived as contributing to ill health, disease and bad health. Eating habits, the
environment and traditional beliefs and attitudes have provided themes for
improvisation that attack or propagate particular health behaviours. The most
common themes are 'protein is good for pregnant mothers', go to hospital to cure
your ills' and flies carry disease so dig latrines'. Most of these plays, popularised in
both urban and rural areas, tend to side-step the root causes of bad or ill health.
The following scenario, enacted in Lesotho in 1982, is popular in health campaigns
in many parts of Africa. Less simplistic than most, it exemplifies well the attitudes
and approaches found in health campaign theatre performances.
The play centres around the problem of disease and its cure. Farmers in a village
become alarmed at the high rate of infant mortality. A rural primary health care
worker visits the villagers and explains the need to keep wells and streams clean.
One family objects to covering water sources because, being the owner of a large
number of sheep and cattle, it does not want to inconvenience the animals.
However, the rest of the villagers construct structures to cover the water. Then the
antagonist's son dies. Initially he attributes the death to witchcraft and his fellow
villagers' hostility but he changes his mind after a visiting relative convinces him of
the link between his son's death, other deaths elsewhere and typhoid spread by
dirty water and the lack of latrines. The father then joins the other villagers in the
sanitiation campaign by constructing well-covers and pit-latrines.
The scenario displays some familiar characteristics — the presence of an official
who brings the right message for change, resistance by individuals in the
community, an event that teaches the resisters a lesson, and a change of heart on the
part of the antagonists that creates unity and solves the problem. Even though
group interests that retard the campaign are introduced, this scenario (and many
others like it) does not aim at analysis but at propagating a health message; it even
includes a scene in which a pit-latrine is constructed to demonstrate how easy it is.
The use of theatre to propagate change can also be seen in plays that deal with the
issue of health as dependent upon socio-economic attitudes. Since 1967, many
Tanzanian plays performed by organised cultural troupes, educational institutions
and radio theatre have portrayed the general well being of individuals and society as
dependent upon attitudes tied to a particular response to lyamaa. Economic as well
as physical health are shown to be the direct result of positive or negative responses
to injuctions like 'follow socialist principles', live in ujamaa villages' and 'engage in
agriculture'.
A familiar character is the man who refuses to move with others to a newly
organised village, becomes destitute and is plagued by ill health, or the individual
who moves to town and remains there even though his physical health deteriorates.
The individuals are portrayed as a menace not only to their own health and total
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well being but also to society at large. A change of attitude to embrace the desired
political and economic principles brings a change of fortune to everyone.
Popular Theatre and Health
The enthusiasm highlighted in the scenarios discussed above often overshadows or
minimises the basic conditions responsible for the prevailing state of health.
Although some practical results may immediately follow the performance and
discussions of them, the basic contradictions that affect health are not revealed and
the plays do not bring an awareness of the constraints for good health. Yet the
critical contribution of theatre in such issues as health lies in its potency as a
propagandistic political forum; its most important roles are conscientisation,
exposition of the root causes of health problems, and acting as agent provocateur in
the struggle to resolve contradictions.
Beyond this, the theatre has limitations. The activities needed to bring practical
changes to health reside outside theatrical experience. Theatre can facilitate the
communication necessary to underscore causes of health, disease and cure, but it
cannot effect change. Within this duality of theatre's potency, on the one hand, and
its limitations on the other, theatre for development has recently taken a new
direction, submerging the theatrical experience in a process that goes beyond the
creation and performance of drama. The trend is to show that there are specific
health problems in need of solution, but also that those concerned are capable of
voicing the problems, of deepening their understanding of the primary and
secondary factors involved, and of harnessing available resources to effect short or
long-term solutions. What is happening in theatre for development reveals a search
for meaningful ways to use the political forum that theatre provides. In the new
scenarios, theatre takes its most potent political form.
The use of popular cultural expression is one way to encourage the voices of
concerned communities wishing to be heard. The process of popular theatre also
provides a subjective approach to analysing problems and finding solutions. In
Tanzania, popular theatre has moved away from a process that tries to alter
attitudes and effect immediate change to one that combines long and short-term
objectives through changes in action and in community awareness of the
contradictions inherent in social reality. The new process holds the possibility of
conscientisation through demystification, agitation and possible action. The
theatrical experience becomes only one way to achieve objectives that start from
the premise that the people concerned have the power to move towards
fundamental change. That limitations on the people's power arise from factors
outside their immediate reality has not so far deterred animateurs engaged in the
process. On the contrary, understanding the sources of the people's powerlessness
has at times provided the basis for particular action.
In this process, health issues are not only an important feature of theatre for
development, they also demonstrate the power and limitations of the people
concerned. Health issues are frequently chosen as urgent matter to be investigated
during performances of theatre for development. The problems of water and health
provide a good example of the type of concerns and constraints that are exposed.
During a popular theatre workshop in Msoga village, Tanzania, the people
expressed concern about the water situation. During discussion and research,
health issues were linked not only to filthy water but also to water salinity, to a dam
that is too small and too old, as well as to bureaucratic bottlenecks that have
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worked against viable solutions. Immediate concrete action was not possible in this
case, but the process of understanding the limitations to solutions and the search
for alternatives was inaugurated. The dam was exposed as an object that carried
contradictory elements: it not only provides water but it is also the source of ill
health.
The same contradictions were found during a workshop in Nigeria. The
construction of a dam brought relief of the water shortages but it took some
analysis to link the growing epidemic of bilharzia to the dam. In both the Tanzanian
and Nigerian situations, awareness of the factors surrounding the water and its
effect on health invoked political and economic considerations that underscored
what the people could and could not do to solve the problems. The move from
conscientisation to practical action might take long but at least a start has been
made.
The role of theatre in this process does not end with the question of how many
latrines or dispensaries have been built; it extends over time by providing a vehicle
for communication, expression and involvement in widening and interlinking
factors of health in contemporary existence. In the long run, theatre can be part of
the development of democratic and liberating structures so badly needed for the
creation and maintenance of good health.
Cultural vehicles like theatre can also expose particular relationships between
culture and health, an input necessary to health planning. The failure of some health
projects and institutions can be attributed directly to planning that ignores this
important relationship. An understanding of "perceived categories of disease, the
socialisation of pain, attitudes pertaining to good health and the prevention of ill
health can contribute to health planning. The aim is not to reclaim archaic and
obsolete beliefs that have no relevance to contemporary health but to try to
penetrate the complexity of contemporary African reality. Theatre, especially
popular theatre, can play an important role in understanding attitudes and
prevailing social structures that inform health; it can also help establish community
expression and action. In this, theatre can do much more than it has.
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Aid Games
Annie Thébaud
The economic crisis has reduced the amount of medical aid from the first to
the third world, but a profusion of private, voluntary, and non-governmental
organisations has stepped into the breach. What is the impact of NGO
activities on the health of Africans, and what is the relation of NGO expansion
to the economic crisis? A correspondent in Paris gives her analysis.

On the 6th of May 1985 the 38th World Health Assembly opened in Geneva to
consider the dramatic situation of African, Asian, and Latin American countries
where hundreds of millions of people live in conditions of poverty, malnutrition,
and disease that are regarded as unacceptable by WHO, which defends the right of
all people to health.
The President of the World Health Assembly, Dr. Surjaningrat, concluded his
inaugural address by reminding the assembled ministers of WHO's mission:
'Because of the unique technical and social mandate of our Organization, we must
make an effort to avoid wasting time or at least to economise the precious time that
the Assembly has available by not debating preoccupying foreign policy problems
that are better treated elsewhere.' Dr. Surjaningrat was referring to problems
brought up during the last World Health Assembly concerning violations of human
rights, which, according to him, distracted the Assembly from its purpose.
The limits he assigned to international health action are questionable: Are the
problems that WHO and many other medical aid agencies are trying to solve only
social and technical, and not political? That is the question we consider in this
article. We begin with a rapid inventory of the different medical aid agencies and
study, more especially, the work of the most prestigious among them, WHO. We
shall then ask about the current expansion of non-governmental organisations and
their role in the management of health during the crisis, both North and South.
I. The Instruments of International Medical Aid
Before presenting the various international medical aid agencies, it is important to
recall at the outset that the foreign debt of countries in the South rose to US$800,000
million in 1984. This figure allows us to put in perspective the disbursement and
volume of international medical aid, which is a derisory sum.
1. Multilateral Aid
UNICEF: Budget-US$340 million in 1983 (a 10 per cent decrease from 1982). This
agency derives its income from voluntary contributions (there are no fixed dues
levied on Member States), which explains the sale of calendars and greeing cards. In
addition to fund raising through sales, UNICEF has created a special assistance
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fund that allows donor nations to finance directly projects chosen by them in
countries of their choice. UNICEF has two population targets — children and
women (in so far as maternity is concerned). The agency intervenes directly in the
field, through emergency aid or through support to mother-child programmes.
WHO: Regular budget: US$554 million annually for the period 1986-1987 (zero
increase over previous years). This budget corresponds to the regular contribution
of Member States. One should add the extra-budgetary resources, which amount to
slightly more than the regular budget. The total budget of WHO is thus over
US$1,000 million.
The goal of WHO is to improve the world's health by acting as adviser to
governments that adopt national strategies for the development of health service
infrastructure, including primary health care. The Organization has also developed
several special programmes (e.g. tropical diseases, human reproduction) to which
the World Bank contributes.
FAO: Budget: US$200 million (1982). The goal of FAO is to assure food security.
The organisation tries to find a balance between emergency aid and technical
assistance to rural development projects.
The World Bank: The Bank does not finance specific health projects but
contributes to the health, nutrition, and population aspects of integrated
development projects. For example, in 1982, the Bank approved US$23 million for
family planning in rural areas of Kenya (a project co-financed by UNICEF and
USAID). It is impossible to calculate the amount of aid given annually in this way by
the Bank, but it is known that most Bank health aid is for support of population
control programmes.
EEC: The Community gave US$25 million in food aid in 1984. In addition, the EEC
assists, case by case, countries ready to adopt national health strategies.
The international organisations carry out very little field work; their main functions
are coordination, advice, and expertise. This means that 40 per cent of the annual
budget of the UN specialised agencies is spent on administration.
The part of the budget paid by OECD members (which, in the case of WHO, is 66 per
cent of the budget) assures them a predominant place at the centre of these
international organisations, because the size of the budgetary contribution
determines the personnel quota: that is, the number of a country's nationals on the
agency's payroll. The OECD countries also exert a direct influence in the selection
of agency heads; for example, the USA (whose contribution represents about 25 per
cent of the budget of most agencies) prevailed in the election of its candidate, James
Grant, as Secretary General of UNICEF, after pointing out that its contribution was
greater than that of Sweden, which had nominated someone else for the post.
These organisations choose projects that they develop, not according to the needs
of recipient countries, but in keeping with their own strategies, as interpreted by
international experts. Their strategies conform to the political compromises
inherent in the charters of international organisations, which reflect the power
relations of domination between countries and between groups of countries.
Other international organisations of the UN system directly or indirectly involved in
strategies to improve health are the ILO, in regard to the regulation of health and
safety conditions at work; UNIDO and UNCTAD, which are involved in negotiations
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concerning, among other things, the development of drug production in the South;
UNCTC, which is involved in the development of a code of conduct for
multinationals and of international regulations concerning the distribution in
developing countries of toxic substances prohibited or severely restricted in
industrialised countries. This action cannot be evaluated in budgetary terms but it is
perhaps the form of international intervention which, in the long-term, is the most
fruitful for the improvement of health in the countries of the South.
2. Bilateral Aid
Bilateral medical aid is one part of government development aid. In France total aid
rose from 0.37 per cent of GNP in 1979 to 0.49 per cent in 1982 and 1983, amounting
to 19,000 million francs in 1983. These figures should be compared with the annual
volume of exports from France to the third world, which rose 358 per cent in the
decade 1973-1983. The part of French government aid allocated to the Fund for Aid
and Cooperation for sub-Saharan Africa rose to 1,000 million francs in 1984, of
which 87 million francs went to medical aid, mainly for the salaries of medical and
paramedical personnel, for hospital subsidies, and for drugs.
Space does not permit us to make an inventory of the diverse forms of aid offered by
each country. One should note, however, the very powerful influence USAID has
acquired as the leader in medical aid on the African continent (treaty signed with
France in 1980).
3. Non-governmental Organisations (NGOs)
The best known NGO is the International Red Cross, which is the largest, most
important international non-governmental organisation in the world. The Red Cross
gives emergency aid in case of war or catastrophe either at the international level or
at the national level through the channel of national committees (the French Red
Cross has a budget of 2,000 million francs).
It is not possible to name all the NGOs; other well-known organisations are War on
Want, OXFAM, Catholic Relief Services, CARE, and Doctors Without Frontiers.
There are no fewer than eighty organisations devoted to Third World aid in the Paris
area alone. Even if medical aid is not the exclusive focus of all of them, it always
constitutes a dimension. To obtain a more accurate picture of the number of such
groups, one should add the national branches of international organisations like the
International Planned Parenthood Federation and numerous provincial
associations attached to one or another such professional organisations as trades
unions.
The proliferation of aid associations is not specific to France. In the United States
NGOs, sometimes called PVOs (private voluntary organisations), are even more
numerous, in part because charitable donations are tax deductible. From the largest
foundations (Ford, Rockefeller) down to the smallest religious or political group,
every NGO has a programme of assistance for the poor, whether they be internal
minorities (the fourth world) or in the countries of the South (the third world).
NGOs are extremely diverse, both politically and in their activities. Their political
diversity is reflected in the current debate in the pages of Le Monde Diplomatique
between those who want to act against injustice and inequality and those who have
recourse to aid in order to preserve the present international economic order on
which the North's growth is based.
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The diversity of their activities is apparent in the variety of projects sponsored by
NGOs, each on the basis of its own ideology. Juxtaposed in the field are nutrition
microprojects, primary health care programmes, integrated health centres, free
distribution of drugs (gifts of pharmaceutical companies or collected from family
medicine chests), and nutrition education projects; often these projects are coupled
with 'adopt-a-child' networks.
One of the most recent initiatives is the World Information Centre of Doctors
Without Frontiers: to overcome the lack of medical infrastructure in the most
remote rural areas of Chad, the organisation is given microcomputers to assist
isolated health workers in diagnosis. This experiment, financed for two years by the
European Community, began in 1983 and is led by forty physicians, nurses, and
laboratory technicians of Doctors Without Frontiers who provide health coverage
to the northern region of Chad.
The expansion of NGOs in the third world is not part of any country's national
health policy but rather follows the logic and ideology of each association. Aid too
often takes the form of socio-medical experiments without reference to the culture
or the political choices of the societies in which they are carried out. Is this not a
continuation, in a new guise, of the 'civilising mission' which, in the nineteenth
century, served as a humanitarian facade for the institution of the colonial order?
Rather than create an aid typology, one must ask what is the impact of aid on
recipient countries. William Shawcross, in his analysis of emergency aid to
Cambodia after the fall of the Khmers Rouges, said its incoherence was the
combined result of the prediction that 'two million deaths would occur by
Christmas,' (a mystification by experts who did not believe that the liberated
Cambodian peasants would use the resources of their rich and fertile land), and bad
compromises worked out with the Cambodian and Vietnamese authorities inside
the country and the Thais and Khmers Rouges on the border. During this period the
civilian population benefited from only a part of the food aid that was sent, while the
UN specialised agencies and the NGOs, often simultaneously, tried for their own
sakes to reconcile the politically antagonistic authorities on which the national and
international situation of Cambodia depended — namely, the Vietnamese, Thais,
and partisans of Ieng Saring, Pol Pot, and Sihanouk.
The same analysis could very probably be made in Ethiopia, the Sahel and
elsewhere, and it is also applicable to other than emergency forms of international
medical aid. The overriding question is, how can a country construct a coherent
health policy on the basis of a national strategy, as WHO recommends, when
international experts are placed in ministries, when medical volunteers of more
than fifty nationalities are working individually or in organised missions and when
the workers of multiple microprojects developed by hundreds of NGOs of different
nationalities and different professional, political, and ideological perspectives are
all operating in one and the same country?
II. WHO
WHO has a particularly important place among medical agencies because it serves
as the sounding board for industrial nations that are elaborating international
strategies in health and medicine. It is useful to recall that concerted international
sanitary action did not begin with the creation of WHO in 1948 but in the midnineteenth century with the Paris conference of 1858, which was held to avoid all
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interference with free commerce and transport and to assure Europe's defence
against pestilence of foreign origin.
The history of WHO falls into three distinct phases. After the Second World War and
up to the 1960s, WHO ran what the experts call 'vertical programmes', which were
single-purpose programmes focused on specific diseases like smallpox, malaria,
and tuberculosis. Intervention was limited to the disease in question, and many of
these programmes were resounding failures (malaria eradication, for example).
In the 1960s, with decolonisation, the dearth of organised health services in most
countries of the South appeared to be the major obstacle to the success of disease
control programmes. WHO advocated national health planning and the integration
of disease control programmes into basic health services.
Following the example of industrialised countries, most Third World health
services consisted of costly and ineffective hospitals that were the captive clients of
medical and pharmaceutical supply corporations. Faced with this situation, the
WHO Director-General inaugurated the third phase in 1978 with a vigorous
criticism: 'Thirty years ago, a rich and promising medical technology was born,
which has since outstripped all our dreams to become a nightmare. Sophisticated
and extremely expensive, this technology has diverted our health policies from the
path of wisdom and has profited only a tiny minority.' The Director-General
denounced the indiscriminate transfer of technology to the developing countries,
and at Alma Ata in 1978 WHO developed a new strategy — Primary Health Care.
To overcome the cost constraints of highly trained medical personnel, the Chinese
model of barefoot doctors was introduced into third world health programmes.
From an instrument of political transformation, the barefoot doctor concept
became part of a simplified technology applicable at little cost to low-income
countries. In the absence of a true reduction in social and economic inequalities and
a profound transformation of the health services (which entails a drastic reduction
in the importance of hospitalisation and a change in social relations at the heart of
the health care system), primary health care is nothing but summary health care for
the poor, which tends to 'medicalise' the problems of underdevelopment.
The perverse effects of medicalisation (which have yet to be studied — one doesn't
know, for example, all the consequences of the anarchic use of Pharmaceuticals)
cannot be reconciled with the goal of 'Health for all in the year 2000' set by WHO.
Will the means employed by the different international medical aid agencies permit
the developing countries to reach such an ambitious goal?
in. The Crisis, Health, and the NGOs
One cannot answer that question or understand the role played by international
medical aid agencies independent of the state of the world. Table 1 indicates the
extent of global inequality and shows the differences between countries with
respect to the principal health indicators (life expectancy, infant mortality).
However, there is no direct relation between health and national wealth; annual per
caput GNP is an average global indicator that does not express the resources
actually available to the population or their distribution according to social class.
It is important to note that certain countries called 'developing' experienced no or
negative growth in the period 1960-1982 (for example, Chad, Zaire), while others
saw their export earnings reduced by external debt servicing (Kenya, Algeria).
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Given the drastic fall in food production in all of these countries, the resources
available to the poor for daily subsistence are seriously reduced. Yet everywhere
there has been a relative drop in infant mortality and a corresponding rise in life
expectancy. Even though a cost-benefit analysis is impossible, one wonders what
part of this change is due to international aid. Enduring improvements in health
status depend essentially on the internal social dynamics of a country and the
political choices it has made, including its relations with the world economic
system of which international aid is a part.
Table 1. Health and Development Indicators in Selected Countries
GNP per
Average Debt Service
caput per
annual
as % of
year (US$) growth (%)
exports
1982
1960-1982
1982
80
Chad
140
Ethiopia
190
Zaire
280
Tanzania
China
310
Kenya
390
Nigeria
860
Algeria
2350
South Africa 2670
France
11680
USA
13160

-2.8
1.4
-0.3
1.9
5
2.8
3.3
3.2
4.9
3.7
2.2

0.4
9.5
5.1
20.3
9.5
24.6
—

Ufe
Expectancy
at IBirth
1960
1982
M
F
M
F
42
33
36
45
49
35
38
45
38
42
49
52
40
54
43
51
41
41
65
69
45
48
55
59
37
52
40
48
46
48
55
59
51
55
60
65
67
74
71
79
67
71
73
78

Infant
Mortality
(per 000)
1960 1982
210
172
150
144
165
112
190
165
92
27
26

161
122
106
98
67
77
109
111
55
10
11

Source: World Bank 1984

Among the countries cited China has registered the most remarkable improvement
in health status (the internal inequalities have yet to be evaluated); the country's
economic growth has been strong (average annual 5 per cent between 1960 and
1982) and it has not received any economic or medical aid during this period. In
contrast, South Africa, with an equivalent average growth and an annual per caput
GNP much higher than that of China, today faces dramatic inequalities in health that
aggravate the country's economic crisis. The situation is not unique to South Africa,
whose economic crisis is less severe than that of other countries.
All industrialised countries are touched by the crisis, which is not conjunctural but
structural and has affected the social and economic regulatory systems of
industrialised societies. In France, as elsewhere, the growth of inequalities in health
(particularly evident in mortality statistics) is one of the most visible manifestations
of the crisis. Despite a social welfare system, itself in crisis today, French society
has not succeeded in reducing inequalities in disease, injury, or death.
The crisis is also a crisis of medicine, which is experiencing important
contradictions between ends (to nurse, heal, prevent illness, relieve pain) and
means (primacy of the technical response), as well as conflicts between interests
within the medical profession, an increase in medical malpractice suits, and
widespread unemployment amongst young physicians. More and more physicians
are unable to find a place within current medical practice, either because it does not
correspond with their aspirations or because there are no vacancies.

AID GAMES 49
For some critics of medical organisation in France, the creation of an integrated
health centre in an African village is a way of projecting elsewhere an ideal of
transforming medicine that cannot be put into practice in their own society.
Paternalism is reborn in NGOs, which also seem to channel political protest against
the economic and medical systems of countries in the Centre into technical
assistance to countries in the periphery.
In this light, the support given by the governments of industrialised countries to the
activities of NGOs takes on a double political meaning: on the one hand, it
reinforces the representation of disease as a technical problem (the lack of health
infrastructure) that requires a remedy (specialised assistance). This
characterisation allows the governments of countries in the South to act as if a
national health policy depends on the acquisition of specialised aid. On the other
hand, as the crisis deepens a two-track medical system is also developing in the
North (dignified care for those with health insurance and summary care for the
unemployed and marginalised, illegal aliens, the new poor, etc.). Health workers
who used to practise alternative medicine in free clinics, who cannot or refuse to
subscribe to the existing health system, are the volunteers experimenting on others
in the third world.
In making the coordination of NGO action the theme of the 38th World Health
Assembly, WHO subscribes to the status quo. It is marking time as regards the
desire, voiced in the 1970s by the Director-General, to see WHO contribute to the
installation of a new international economic and medical order. The crisis has set
back attempts to develop a concerted North-South effort on which depends a real
reduction of inequalities in health. Aid alone remains. Aid funnels a certain amount
of political protest into assistance, while the media exorcise our bad consciences by
disseminating the gramaphone record that raises money for the starving millions in
Ethiopia.
A few years ago, Frances Moore Lappe started a debate in the United States on the
need to stop all international aid. I am personally convinced that the problem posed
by international aid and its perverse effects is situated at a much more fundamental
level: aid is an integral part of the relations of domination between the countries of
the North and the countries of the South. The real political move is not to suppress
aid for its own sake but to transform the economic, social, and political relations,
not only between industrialised countries and the third world, but within each
society, North and South. The struggle against health inequalities is on the social
agenda of transformation necessary in all societies.
Health by the year 2000 — but for whom?
Sources
Claire Brisset, La santéedans le Tiers-Monde. Maspero, Paris, 1984. D. Clerc, La Crise. Syros,
1984. G. Desplanques, 'L'inégalité sociale devant la mort. Economie et Statistiques 1984,
162, 29-50. 'Dossier pour une querelle: une bête a abattre--le 'tiers-mondisme'. Le Monde
Diplomatique Mai, 1985. W. Shawcross, Le poids de la pitié. Balland, 1985. A. Thébaud,
"Besoins de Santé et Politiques de Sante: Etude du discours de I'OMS, 1974-1978." Thèse de
Doctorat d'Etat, Paris, 1980. A. Thébaud et M. Turshen, 'Les limites de I'aide sanitaire
internationale. La médicalisation du sous-dévelopment.' Le Monde Diplomatique Avril 1981
(also Monthly Review December 1981).
Translated by Meredeth Turshen.
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Briefings
AIDS IN AFRICA
Carol Barker and Meredeth Turshen
AIDS, a fatal disease that was originally identified in Africa in the 1970s, is now a
public health problem in central Africa and is spreading to southern and western
Africa. The incidence of AIDS may be ten to twenty times higher in Zaire than in the
USA. Neither homosexuality, nor intravenous drug abuse, nor haemophilia —
characteristics of the groups labelled 'at risk' in Europe and North America —
appears to be a factor in Africa where AIDS occurs as frequently among women as
men.
AIDS is a syndrome, not a single infection like smallpox. Common symptoms of
AIDS in Africa are chronic diarrhoea, weight loss, and fever of unknown origin; in
North America and Europe, pulmonary problems and central nervous system
disorders are common symptoms. The cause of death may be meningitis,
tuberculosis, or fungal infection in Africa, pneumonia or certain forms of cancer in
North America and Europe.
What causes AIDS? There are two theories, which are not mutually exclusive. One is
that AIDS is caused by the LAV/HTLV-III virus, which breaks down the body's
defence system. The other is that the virus is the causative agent but that its
presence in the body may be important only if the immune system is already
weakened. The immune system may weaken as a result of malnutrition and poor
diet, poor sanitation, frequent infection, overuse of antibiotics, and a synergistic
interaction of malnutrition and infection. This state is known as 'immune overload',
which is a deficient immune response or failure of the immune response. The
important question is, In what conditions does the AIDS virus give rise to symptoms
of AIDS?
The first theory holds that risk factors are race (40 per cent of US cases are Black
and Hispanic), intravenous drug use (perhaps as many as 80 per cent of US cases),
and sexual preference (73 per cent of US cases are classified as gay or bisexual men,
but 70 per cent of AIDS patients in New Jersey are heterosexual). These categories
overlap because the assignment of an individual with two or more characteristics is
arbitrary. According to the second theory, risk factors are poverty, malnutrition,
frequent infection, lack of sanitation, and the indiscriminate use of antibiotics.
Although these theories are not scientifically antagonistic, their political
implications are very different.
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In this briefing, we wish to argue that official reporting of AIDS in Africa has been
suppressed because of Western attitudes to the disease, which embrace the first
theory. It is one thing to have it put about that a disease is rampant because of
conditions such as homosexuality and drug-taking, which can be blamed on the
victim, and quite another to ascribe disease to condiditons of deprivation. The
groups likely to be prey to the second category of risk factors — poverty,
malnutrition, and infection — in the US are Blacks, Hispanics, and intravenous drug
users. In order to examine the response of African governments, we have first to
analyse the attitudes taken towards AIDS in North America and Europe, where the
epidemic was first reported.
The first theory stigmatises and stereotypes certain groups of people who are at risk
socially — homosexuals for the threat they supposedly pose to family life, heroin
addicts who are mostly very poor and often Black inner-city residents, and refugees
from the Duvalier regime in Haiti who received a racist reception in the USA, a
response quite different from that given to Cuban refugees. Haemophiliacs are
singled out as innocent victims because AIDS was transmitted to them by
contaminated blood products traced to centres that purchased blood from infected
donors, until new screening procedures were introduced in 1985.
The AIDS epidemic in North America and Europe is being used as an excuse to
discipline the homosexual community, to punish drug addicts severely, and to expel
Haitian refugees from the US. AIDS has been added to the list of diseases that are
grounds for exclusion of people seeking immigrant visas to the US. This assault is
motivated in part by unwillingness to pay for the long-term hospital care needed by
AIDS victims (the cost of the first 9,000 AIDS-related deaths in the US is $1,200
million, and health insurance companies are now refusing policies to single men
between 30 and 55 years of age who have never married).
In Sweden the government announced in January 1985 that two-year prison
sentences would be meted out to AIDS victims (should they live that long) if they
were found to have sexual relations with someone free of AIDS. As of that date there
were eight deaths from AIDS in Sweden and 200 cases were identified. In March of
1985, the government of the UK announced new regulations giving magistrates
broad authority to hospitalise AIDS patients even against their will, explicitly to
keep them from spreading the disease.
The press is sensationalising AIDS as the 'gay plague' and comparing it to the
bubonic plague of the fourteenth century in which 25-50 million people died. The
result of course has been a wave of hostility against homosexuals, gay men being
dragged out of their cars and beaten on the streets. As of the end of 1985 there were
275 cases in the UK, which has a population of 56 million. The response would seem
to be out of proportion to the public health danger.
AIDS is still a rare disease: 4,000 people died of AIDS in the US in 1985 whereas
462,000 died from cancer, which is not the leading cause of death in the US (heart
disease is). Apparently the AIDS virus may be carried by individuals who never
become ill but may be a source of infection to others. As only one in fifty or one
hundred infected people develops symptoms of AIDS, the panicky reaction may be
explained not by any medical criterion but by a conjunction of social fears and
taboos — the combination of homosexuality, contagiousness, and cancer.
We have dwelt at some length on the reactions to AIDS in the US and Europe in
order to put into perspective what is happening in Africa. AIDS did not become a
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news item when it was first identified in Africa among heterosexual Africans, but
Africa is now being labelled as the source of the epidemic. The angry response of
African governments is to withhold data for fear of jeopardising tourism. If they buy
the victim-blaming analysis of European and North American virologists, as the
South African government is certain to do, then there is little hope that the disease
will be treated or that the root causes will vanish.
Recent research findings and epidemiological data collected world-wide by WHO
show that AIDS has spread to every continent, though relatively few cases are
reported from Asia and the Western Pacific (other than Austrialia). Haitians were
removed from the US list of groups at risk following intense political pressure.
When it was revealed that the sex ratio of AIDS patients was roughly equal in Zaire,
the US reviewed early medical diagonoses, which had given the impression that
AIDS was a male disease: it appears that there were cases in women but they were
classified as heroin addicts, Haitians, or the partners of bisexual men. Heterosexual
transmission is now acknowledged to be as probable as homosexual transmission.
The high proportion of female AIDS patients in Africa raises another problem.
Recently the UK Royal College of Obstetricians and Gynaecologist released a report
on the transmission of AIDS during pregnancy: studies show that infected women
can transmit the virus to the fetus and that half of infected babies develop
symptoms with 6-8 months of birth. Given poor sanitary environments and high
levels of infection in most African countries, we can expect rising rates of infant and
child mortality as the AIDS epidemic spreads.
Is AIDS a sexually transmitted disease? If the main mechanism of transmission is
the mixing of infected blood with healthy blood, AIDS may be misclassified as a
venereal disease. AIDS is a very difficult disease to catch: infection results from
direct insertion of the virus into the bloodstream. In Africa, where health service
budgets are always inadequate, hypodermic needles are routinely reused and
potentially a source of infection. Injections given by unlicensed practitioners using
unsterilised needles are another potential source. Cultural practices such as ritual
scarification and clitoridectomy, in which there is bleeidng and the reuse of
possibly infected instruments, may also play a part in the spread of AIDS.
Whatever the mode of transmission, AIDS seems to be a class-based disease that
arises when synergies of malnutrition and infection are common in deprived
populations. We do not know the prevalence of AIDS-virus carriers in the general
population of Europe or North America because those being screened are Black,
African, or labelled as homosexuals, prostitutes, or drug-users. Other potential
carriers may, by virtue of their superior social status, avoid public scrutiny or avoid
expression of the disease in terms of the symptoms categorised as important in the
USA.
The problem is even greater in Africa, where AIDS is much more difficult to identify
without blood tests than it is in the US or Europe because its symptoms (diarrhoea,
fever, weight loss) are so common. As Cliff, Kanji, and Muller point out in this issue,
aid agencies and international organisations are putting considerable pressure on
African governments to screen for AIDS. Screening of what is perceived to be a
minority health problem is expensive and it is confounded by outsiders coming into
an African country with ill-founded prejudices as to who are at-risk groups (e.g.
'prostitutes'). Furthermore, so long as the victim-blaming labels for AIDS-sufferers
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— homosexuals, drug addicts, etc. — linger, no African government is likely to be
happy about screening. Tourism alone is a good reason for keeping quiet.
Meanwhile the IMF is forcing African governments to cut back the social services,
including public health and clinical care, that might mitigate the impact of the
economic crisis. Health levels are deteriorating rapidly, malnutrition is spreading
across the continent in the wake of the current drought, and Africans are more
vulnerable to infections — now including AIDS — than ever before.
Bibliographic Note
WHO Chronicle, 1985, 39(3(:98-103; Lancet, 14 July 1984 16 November, 1985, 22 November
1985; Science, 29 November 1985; New York Review of Books, 16 January 1986; Medicine in
Society, Winter 1985; Observer, 24 November 1985.

PRIMARY HEALTH CARE IN ZAIRE
Brooke Grundfest Schoepf
This briefing is based on unpublished research conducted while the author
was Chief of the Medical Anthropology Seminar, Centre International de
Semiologie, National University of Zaire, 1975-78, and during subsequent
brief visits. The term 'biomedicine' refers to diagnosis and treatment based
on scientific biological research. As practised in Zaire, however, westernstyle medicine may involve very little scientific method, and equipment and
training bear little resemblance to modern standards of biomedicine. 'Folk
practitioners' are herbalists, diviners and religious healers, empirical
midwives and others. Traditional medicine, a term with ideological
overtones, is avoided.
The attempt to institute a national primary health care (PHC) system in Zaire bears
the imprint of both the colonial past and contemporary socio-political
contradictions. In 1973, the Zaire government, in response to foreign advice, issued
a 'Health Rights Manifesto,' established a National Health Council, and began
discussing primary health care. At a 1975 rural health conference, the government
acknowledged that the missions still played a major role as providers of rural health
services. In 1979 the National Health Council had yet to meet in the six years since
its founding. Today health services remain heavily class and urban biased. The
government hospital in Kinshasa still absorbs more than half of the health budget.
Companies provide health services to employees and their families. Adequate
routine biomedical care is available mainly to the bourgeoisie, many of whom seek
specialist services in Europe.
Zaire's economy has been in crisis since 1975; as a result, living conditions of the
vast majority have deteriorated. The full effects of grinding poverty upon those who
have abandoned all hope of betterment in the present system remain
undocumented. One response has been religious revivalism. Both the rural and
urban poor suffer from endemic infections and parasitic diseases, often without
benefit of modern treatment; malnutrition and related conditions are the major
cause of death.
PHC is not inexpensive, but Zaire has not lacked foreign funding. PHC requires
substantial resources to train, support and supervise peripheral health workers and
to improve referral hospitals. It also requires a conducive institutional context.
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Zaire's limitation has been lack of 'absorptive capacity', that is, of reasonably
effective institutions to plan and implement a national programme. Institutionbuilding requires more than just managerial training.
Lacking access to biomedical care, the majority of the population resort to a
congeries of unofficial practitioners — folk healers and paramedicals practising
privately without supervision. In cases of serious illness or death, disease causation
is likely to be attributed to non-biological factors such as witchcraft, sorcery,
ancestral or divine vengeance. Therapies may be empirical, may involve symbolic
manipulation and attempt resolution of interpersonal conflicts separately or in
combination. Traditional African cosmological concepts of power, witchcraft,
divination and healing are sometimes interwoven with Christian elements and
newer mystical constructs. Nevertheless, health-seeking behaviour by individuals
and families tends to be pragmatic.
Government mass media advertise the more lurid activities of unofficial
practitioners. For example, this Kinshasa story got banner headlines nationwide:
'Healer delivers women of a tortoise.' Public officials support diviners and 'witch
finders.' In 1975 the Lubumbashi criminal court sentenced two women to prison for
'witchcraft' death. Jail sentences by rural courts for similar purported offenses are
reported throughout the country. In the village we studied those convicted were
likely to be elderly persons bereft of family support. In many areas women are held
responsible for their own difficult childbirth and the death of their infants and small
children. African folk healing remains linked to social control, but it is not alone in
its victim-blaming propensities. In 1977, the Surgeon General, asked by Lubumbashi
paediatricians to supply vaccines against measles and tuberculosis, responded that
these were unnecessary, because mothers, who do not accept foreign ideas of
disease causation, would not bring their children anyway.
The government legitimates indigenous medicine as part of its doctrine of
'authenticity.' Government support seems aimed at placating public demand for
effective, accessible health services. Officials assert that people prefer 'traditional'
healers; but socio-medical researchers from Lubumbashi interviewed sick people
consulting folk practitioners and found that most sought relief first at biomedical
facilities. Healers were the treatment of choice for those afflicted by bad luck,
unemployment, poor grades, love troubles, theft and so on. Rural migrants listed
access to health care, along with jobs and schooling, among the principal reasons
for their move to the cities. The therapeutic aspects of African healing traditions,
particularly in the realm of psychosomatic illness and interpersonal conflict, are
well recognised, but in this instance the government is evidently making political
use of medical anthropology.
Biomedicine gained a largely favourable reputation during the colonial period
despite authoritarian modes of health services delivery. Distribution of health
services remained highly uneven, with the best care restricted to Europeans. Fewer
than one-fourth of all facilities were located in rural areas where about ninety per
cent of the population lived.
By the mid-1970s Zairian physicians occupied leadership roles in health
administration and training. Curricula and professional roles remained those of
traditional European models. Health teams were not stressed; authoritarian
hierarchies were reinforced; doctor-patient relationships tended to enact in
microcosm the stucture of the wider society. Relatively few hours were devoted to
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the study of tropical medicine, public health, and paediatrics. The philosophy of
community medicine had yet to penetrate the University.
In 1977-78 young physicians found difficulty obtaining employment with wellpaying companies and group practises. They expressed reluctance to be posted to
government hospitals in the towns of the interior, where pay is low (equivalent to
US$18 per month in 1985) and often not forthcoming, supplies nonexistent, the
exchange of information with colleagues rare, and hospitals in deplorable
condition. Like other government officials, some physicians take part in commerce,
trading local products including palm oil, coffee, gold, diamonds, and so forth.
Funding agencies seeking an institutional base for PHC have resumed the colonial
practise of subsidising the missions. Resources are channelled through a new
division of the Ministry of Health, Sante Rurale (SANRU). Working with various
interest groups, SANRU officials have laid out a grid of one hundred rural health
zones, each with a mission or government hospital at its core responsible for a
network of rural health centres in the new familiar WHO pattern. Theoretically, the
hospital's physician medical directors, will supervise peripheral activities until
replaced in these duties by Zone physicians in government employ. In practise,
some physicians, already overburdened with providing curative medicine, are
understandably reluctant to schedule regular supervisory visits on impossible
roads. Without vigorous supervision, the familiar abuses occur.
In each zone services are to be made available to all inhabitants, irrespective of
religious affiliation. Most missions have cooperated in establishing the zones.
Existing dispensaries have been incorporated and new ones built with funds
collected by local Health Committees. External assistance in materials and money
also is channelled through the Committees, thereby opening new avenues for abuse
by local elites.
In some areas nurses have been retrained and community health workers (CHWs)
trained for preventive work. The hospitals cum Rural Health Zones now are
responsible for paying peripheral nurses. Government, which in 1984 laid off some
80,000 workers in response to stringent IMF budgetary requirements, mainly in
education and health, will no longer pay those who were formerly in government
employ. Nurses with four years of secondary schooling earned US$7 per month in
1985 — equivalent to the rural price of a 45 kilogramme bag of cassava flour.
Salaries for CHWs, who form the base of any PHC system, are highly controversial
in Zaire, as elsewhere. CHWs expect to be paid; there is no precedent for benevolent
community service. Missions fear that they will be left 'holding the bag' when
foreign funding ends. After a year or so of waiting for salaries, many unpaid CHWs
cease to work.
Some missions accepted SANRU support with alacrity. Others are reluctant to
accept any funds at all, partly due to suspicion that SANRU is a ploy to extend
government presence in the rural areas and take control of local health facilities.
Their reasoning goes beyond mere territorial defence, as one health worker pointed
out:
If the government gives equipment and money, these things then belong to the government.
This means that officials are able to lay claim to them—for whatever purpose. The population,
too, view them differently. They begin to steal what they can in order to get it before someone
else does — medicine, supplies, building materials, waterpipes — everything disappears
from government installations (fieldnotes 1985).
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Such reasoning is not far-fetched, for a similar situation occurred a decade ago in
education. Corruption and plunder of public resources are patterned events
repeated throughout the society.
This brief sketch indicates that primary health care enters a complex terrain
already occupied by diverse actors with competing interests. Under these
circumstances a PHC programme is likely to serve the rural (or urban) poor only in
exceptional circumstances. More probably, its resources will be used in the main as
capital to promote office-holders and local elites into the ranks of the state
bourgeoisie. Foreign support intended to provide a nationwide governemnt health
presence will thus strengthen the web of patronage links. In this role PHC with its
superior resources will be more effective than limited specialised programmes
such as the expanded immunization programme (EPI) have been.
Given the substantial logistical, supervisory and training support involved, PHC
may have to be a long-term goal not immediately realisable. In the interim,
specialised programmes have their place. However, popular health beliefs and
skepticism about the value of preventive medicine and hygiene measures, including
latrines, vaccination and oral rehydration therapy, often impede maximum
utilisation of special programmes. Community health committees and CHWs may
be needed to develop a climate of trust and understanding. Planners may therefore
be well advised to explore ways of linking special health programmes to local
community groups even before instituting a full-scale PHC system.

THE POLITICS OF POPULATION CONTROL IN NAMIBIA
Jennie Lindsay
The following report is from a member of SWAPO's Women's Solidarity
Campaign (SWSC) who carried out interviews on the situation of women in
Namibia during 1984 and 1985. For information and publications contact the
Namibia Support Committee, P.O. Box 16, London NW5 2LW, UK.

Apartheid and political unrest in South Africa have captured media attention and
become matters of international concern, if not of international action, but an
important element of South African policies, the question of Namibian
independence, is usually ignored. Maintaining that the United Nations is not the
legal successor to the League of Nations, South Africa is still holding onto Namibian
territory by force, refusing to relinquish the mandate granted at the end of World
War I and remaining in illegal occupation to fight a war on Namibia's northern
border against both the Swapo guerillas and the people of Angola. In June 1985
South Africa set up an interim puppet government but there is still no sign that
Africa's last colony will be allowed to hold free elections for an independent
government.
South African state violence manifests itself in other less visible ways than the overt
physical violence that appeared on our television screens (before reporters were
barred from covering police action). Less visible but equally violent in crushing
human rights is population control. In Namibia as in Latin America, 'it is more
hygienic and effective to kill guerrilleros in the womb than in the mountains or in
the streets' (Eduardo Galeano, 1974). The illegal South African regime, not content
with holding onto Namibian territory and pursuing its war on the Angolan border
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South Africa set up an interim puppet government but there is still no sign that
Africa's last colony will be allowed to hold free elections for an independent
government.
South African state violence manifests itself in other less visible ways than the overt
physical violence that appeared on our television screens (before reporters were
barred from covering police action). Less visible but equally violent in crushing
human rights is population control. In Namibia as in Latin America, 'it is more
hygienic and effective to kill guerrilleros in the womb than in the mountains or in
the streets' (Eduardo Galeano, 1974). The illegal South African regime, not content
with holding onto Namibian territory and pursuing its war on the Angolan border
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against SWAPO, has instituted a so-called 'family planning' programme deliberately
aimed at reducing the Black population. In the white areas of Windhoek, Namibia's
capital city, cars carry stickers urging whites to 'Sleep with a South-Wester — We
Need More of Them'; in the Black and Coloured townships of Katutura and
Khomasdal, loudspeaker vans and radio programmes urge the people to limit the
size of their families. It is true that many women cannot support even their existing
children living in the conditions of poverty that prevail in these townships, but
contraception is not the answer to lack of housing, high infant mortality rates and
poverty.
Panicked by the frightening extrapolations from existing statistics made by the
South African demographers Sadie and van Rensburg, who predict enormous
increases in the Black population by the year 2000 if the present Black birth rate
continues, the South African government has been funding an extensive
programme of population control since the late 1960s, providing free contraception
in clinics and hospitals throughout South Africa, pressuring Black women to accept
contraceptive injections and devices, and promoting sterilisation among Blacks.
Whilst many authors have drawn attention to this programme, the implementation
of similar population control policies in Namibia has received very little press,
perhaps because there is an almost total lack of meaningful official data about
Namibia.
Although the birth rate in Namibia is high, the total population is little more than 1.5
million: over-population would hardly seem to be a major problem in a territory
eight times the size of England and Wales. Nevertheless, SWSC's recent
investigations show that the South African government has set up a 'family
planning' programme in Namibia identical to its own. Indeed, the physician who
designed the Cape campaign to bring down the Coloured birth rate in the late 1960s
organised the 'family planning' campaign in Namibia.
In extensive interviews with physicians, nurses and patients throughout Namibia, ,
SWSC found widespread dissatisfaction with the 'family planning' programme and
awareness of its political implications. One of the Namibian bishops refused to take
part in radio discussions about birth control because, in the present political
situation, he sees it as a South African strategy to reduce the Black Namibian
population. Health workers in Windhoek sought information on reproductive rights
from the Campaign for Reproductive Rights in London, and SWAPO delegates from
Zambia and Angola attended the 1984 conference in Amsterdam on reproductive
rights, together with delegates from the ANC. Although official statistics do not
always substantiate the information gathered in the interviews, it is nevertheless
clear that there is cause for serious concern.
Namibians aware of the debates concerning the long-term effects of contraception
injectables and possible connnections with cancer have been particularly disturbed
by the widespread use of Depo-Provera and Northisterone. Reports that breast
cancer and cervical cancer have increased in Walvis Bay, where Depo-Provera has
been in use for more than fifteen years, must remain at the level of speculation until
there is careful monitoring of the population. Other long-term effects such as
infertility have led doctors in the north of Namibia to be wary of the continued use
of Depo-Provera injections; they find that young women who received
contraceptive injections in the 1970s are now experiencing great difficulty in
conceiving. Interviewers encountered several women with this problem who had
spent considerable time and money before conceiving; some were still waiting.
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It is clear from many interviews with women that Katatura hospital, which serves
the Black township near Windhoek, frequently gives injections immediately after
childbirth often without the women's knowledge or consent. Katatura clinic
regularly gives Depo-Provera injections in 450 ml. dosages every six months, rather
than the standard 150 ml. dosage every three months recommended by the Upjohn
manufacturers.
Even young girls thirteen and fourteen years old are being given Northisterone in
200 ml. dosages without parental consent. In 1984 one of the high school principals
in Katatura township lined up the girls due to take matriculation and told them that
they would not be entered for the exam unless they had contraceptive injections.
Other school principals have also recommended contraceptive injections for
female pupils, and some parents have begun to think that such injections are
preferable to teenage pregnancy.
One of the leading supermarkets in Windhoek insists as a condition of employment
that all female employees have Depo-Prover injections. Mobile vans operate from
the Katatura hospital, visiting factories in the industrial area and driving out to
white farms at the invitation of farmers of their wives in order to give contraceptive
injections to the women working on their farms. As one Namibian physician
explained, 'Depo-Provera is simply being banged into Black women without any
consideration for their feelings or wishes'.
Most women interviewed who were receiving contraceptive injections reported
unpleasant side-effects: incessant bleeding, sometimes for as long as a year, lack of
any menstrual bleeding at all, loss of milk whilst breastfeeding, loss of libido, weight
gain, and dizziness. These are some of the well-known and expected side-effects but
many Namibian women are angered at being subjected to such distress against their
will. Moreover, although the initial injections are free, follow-up visits must be paid
for and women without cash may simply go on suffering the side-effects.
In 1984 there was an attempt to hold a public seminar on the use of Depo-Provera in
Windhoek, but the superintendent of the Katatura hospital and the matron in charge
of family planning refused to participate in a seminar that might jeopardise the
whole family planning programme. They dismissed questions about giving
injections without the women's knowledge or consent: such occurrences were
attributed to the over-zealousness of some nursing staff acting without authority
and contrary to official hospital policy, but no assurances were given that the
matter would be investigated. Questions about the safety of Depo-Provera were
dismissed as unfounded, although the physician responsible for setting up the
Namibian family planning programme in the early 1970s has recently advised some
of his private patients, Black professional women, not to use Depo-Provera because
it is not safe. The hospital superintendent suggested that this same physician might
appear on television to reassure Namibians about the use of Depo-Provera.
However, it is not only contraceptive injections that worry Namibian women. The
use IUDs has also violated human rights, for such devices have sometimes been
fitted during the course of other surgery, while the patient was under anaesthetic,
without either her permission or knowledge. Moreover, an increase in ectopic
pregnancies, noted by one nurse, could possibly be connected with the use of
contraceptive devices. The Dalkon shield, known to be particularly dangerous, was
certainly in use in South Africa and, without persistent enquiry, we have no means
of knowing whether these devices found their way to Namibia as well.
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The most serious interference with reproductive rights concerns sterilisaiton,
which is often performed during the course of other surgery and quite unknown to
the woman concerned. In 1983 Airah Schikwambi, a Namibian health worker now in
exile with the People's Liberation Army of Namibia (PLAN), informed an
international seminar on health in Namibia that a number of women in SWAPO
refugee camps became infertile after Caesarian sections in Namibian hospitals:
tubal resections (sterilisations) were performed on these women without thenknowledge. Interviews in Namibia corroborate Schikwambi's report. In the
Katatura hospital the kind of sterilisation noted by her, by cutting and tying the
Fallopian tubes, is reported as common during Caesarian sections, which are
performed frequently if labour is at all protracted. In some northern hospitals too,
notably in the Kvango region, similar kinds of surgery have been occurring and
Catholic sisters have refused to work in the operating theatre of one such hospital.
Moreover, some physicians in other parts of the north told interviewers that
patients sent to Windhoek for minor surgery came back distraught because the
uterus had been removed without their consent while under anaesthetic and
without any discussion either before or afterwards. Nurses in the Katatura hospital
confirm that hysterectomies are frequently performed during the course of other
surgery, such as the removal of small cysts and tumours, and often quite
unnecesarily. In Walvis Bay an informant reported that women were being forced
into sterilisations, particularly women of the Topnaar community living in the rural
area outside Walvis Bay. As he pointed out, the question at issue is not whether
sterilisation and contraception are medically desirable but whether it is ethically
justifiable to sterilise women forcibly by such strategies as refusing to allow them to
leave hospital until they agree.
The South African state has funded free contraception while neglecting all other
aspects of health care. Contraception is free in all Namibian hospitals and clinics,
but all other health care must be paid for, including follow-up visits for the sideeffects of contraceptives. In a family without cash income due to the present high
level of unemployment, low wages and no social security system, a child may die if
the necessary two rands are not available.
Health care in Namibia stresses the curative rather than the preventive aspects of
medicine and the onus is on the patient to come forward for treatment. Medical
facilities are concentrated in urban areas and well-nigh non-existent in many rural
areas. In the northern part of the country, military curfew at sundown and the war's
total disruption of communities make primary health care problematic. Travel to
hospital is dangerous and surgical wards dealing with war casualties have priority
over others. Only half the babies born in the north are delivered in hospital; in
paediatric departments there are long queues, lack of equipment and over-worked
staff. Refugees from the border areas live in insanitary squatter camps that have had
epidemics of typhoid and bubonic plague in the last two or three years in addition to
malaria and tuberculosis which already fill hospital wards. Moreover, malnutrition
predisposes the Black population — children in particular — to fatalities from such
illnesses as pneumonia and measles that would be less serious in a well-nourished
population. The war's decimation of agriculture exacerbates the poverty that low
wages and high unemployment have created.
The South African State is making no attempt to deal with the high infant mortality
rate caused by malnutrition, gastro-intestinal and associated infections. There are
no campaigns to inoculate infants against tuberculosis, diphtheria, measles and
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other preventable diseases now virtually eliminated among the white population.
There are no schemes to dispense free milk for babies and no instruction on how to
bottle feed safely, both measures likely to bring down infant mortality, and there are
no feeding schemes for older children. There are no maternity benefits, no
maternity leave, no family allowances, and minimal pensions for the elderly, the
disabled and for widows. Nothing exists in Namibia today to indicate that the South
African state is committed to ensuring the social reproduction of the Black
Namibian population.
In the context of indifference to health care and basic living conditions, to say
nothing of brutal oppression by the South African army and police, high
expenditure on family planning designed to reduce the number of Black Namibians
looks remarkably like genocide, a phenomenon not new in Namibia as the Herero
remember only too well. As the recent report from the United Nations Institute for
Namibia on 'Health Options for an Independent Namibia' points out,
Family planning is not an answer to the problem of malnutrition in Namibia. . . As long as the
majority of people lack the means to produce their food or the means to buy it, hunger and
malnutrition would still affect the same proportion or the population regardless of the success
of any family planning programme. This is because hunger, malnutrition and the associated
infections in Namibia are not caused by population pressure. Rather malnutrition and
population growth both reflect the same failure of a political and economic system, a system
whereby the national productive resources are monopolised for the benefit of a few while the
vast majority of people exist in poverty and insecurity,
Bibiographic Note
For futher information on the debate concerning Depo-Rovera see documents published in
London by the Campaign for Reproductive Rights and Jill Rakusen 'Depo-Provera: the extent
of the problem. A case-study in the politics of birth-control,', in Women, Health and
Reproduction, edited by Helen Roberts. The question of population control in South Africa
itself is discussed by Marianna Edmunds in, "Population Dynamics and Migrant Labour in
South Africa" in And the Poor Get Children, edited by Karen Michaelson. Madi Gray's article,
"Race Ratios: The Politics of Population Control in South Africa" in Poverty and Population
Control, edited by Lars Bondestam and Staffan Bergstrom. The ANC and the Anti Apartheid
movement have also published documents and articles on the question of popualtion control
in South Africa, at regular intervals.

THE MEANING OF HEALTH IN AFRICA
Carolyn Baylies
This briefing demonstrates some of the tensions which arise in trying to
define and describe problems of health in Africa: the tension of having
available only statistics of known inaccuracy, aggregated across all
population groups; the fact that attempts to describe status of health
classically rely on describing incidence of diseases. Likewise, in looking at
attempts to improve health, there is a tension between, on the one hand
states, whose political economy militates against health, and, on the other
international agencies who are thus reduced to a progressive rhetoric
coupled with, in practice, a set of merely technical interventions of
questionable impact.
The concern of this Briefing is to survey data documenting the state of health in
Africa as a whole and to assess whether any improvement can be discerned over
recent years. This will entail some examination of the meaning of 'health' and the
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appropriateness of those indicators which purport to measure it. And it will require
some assessment of the extent to which causes of ill health have been identified and
addressed.
The Conventional Indicators
The 'facts' at one level are well known. Africans have much lower life expectancies
than the inhabitants of the developed world. If some change has occurred over the
past two decades, the figures still remain well below the World Health
Organisation's target of 60 years for all by the year 2000. Life expectancy at birth
was 50 or less for males in 25 countries and for females in 22 countries in 1983.
Whereas increases of between 2 and 5 years are recorded for most countries since
1985, in one case, Rwanda, life expectancy actually decreased. In 1965, it was 47 for
males and 51 for females there, while in 1983 it had fallen to 45 and 48 respectively.
Much of the burden of death is absorbed by the very young. In 1985,13 nations had
infant mortality rates of 130 or more per thousand live births. For Sierra Leone the
figure was 186. In all cases there had been a considerable decline since 1985, but the
figures remain unacceptably high, especially considering that in most of; the
developed world, the rate was well below 15 per thousand by the early 1980s.
For the continent as a whole, an estimated 14% of all infants born in the early
eighties were of low birth weight (below 2500 grams) as against a figure of 7% for
Europe. Low birth weight, an indicator of maternal health during pregnancy and a
signal of greater vulnerability of the newborn, is estimated to characterise as many
as 17% of all infants in the western region of Africa and 16% of those in the middle
region. This and other factors mean the risk of mortality remains high during the
early years of childhood.
There has in fact been substantial decline in rates of child mortality over the past
two decades in African nations. But the death rate of children aged 1 to 4 years was
still 25 or more per thousand in 14 African nations in 1983. Over 60% of all deaths in
the WHO's African region occurred between the ages of 0 and 14. The relevant
figure for the European region was just 10%.
A major health problem in most African countries is, of course, insufficient nutrition
— indicated by the vast numbers who receive daily less than the caloried supply
required for carrying out normal activities. Overall the average calorie intake was
less than the requirement in 22 countries in 1982. In some cases the deficit was
particularly marked, as in Ghana, where it was 68% of the requirement, or Mali,
where it was 76%, and Uganda, where it was 78%.
Lack of nutrition debilitates people in the most basic sense, severely affecting the
quality of their lives and forestalling whatever economic or social contribution they
might otherwise make. It inhibits the learning process of young children. It makes
nonsense of the concept of able-bodied youth. And it makes its victims susceptible
to disease agents, many of which are endemic in the environment. It takes its
extreme form in the famine which has led to so many deaths in recent years. Indeed
this is perhaps the most obvious and the most fundamental contemporary health
problem affecting Africans, its toll being all the more appalling because truly
unnecessary. But if famine claims immediate attention, it is the less severe
manifestations of nutritional deficiency which continue year in and year out to
plague the health of Africans.
Because of the generally debilitated state of many Africans, they are highly
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susceptible to parasitic and communicable diseases. Data, such as exists, on the
prevalence of disease clearly illustrates this. Among infectious diseases reported in
Angola in 1980, for example, malaria had the greatest incidence with 797,688 cases,
followed by 'other salmonella infections' (390,507), bilharzioses (34,216), whooping
cough (54,126) and measles (29,656). In Benin there were 131,009 cases of malaria
reported and 18,635 cases of measles in the same year. The figures present a
dramatic contrast to those for industrialised nations, where in spite of a variety of
factors which would make reporting more comprehensive and more accurate,
cases of reported infectious diseases are relatively few, while those such as
gonococcal infections (i.e.) are characteristically most predominant.
Malaria, as top of the list for many African countries, is clearly a problem of major
dimensions. It has been estimated that 350 million people live in 'malarious' areas in
Africa south of the Sahara. And with the exception of the centre of some cities in the
region, the overall prevalence for the disease has changed little. As many as 71
million clinical cases occur in the region annually.
Many deaths are immediately attributable to parasitic and communicable diseases.
Yet it is important to emphasise that where general debilitation of a population is
extensive, disease agents immediately causing death may exhibit a certain
substitutability, so that the cause of much mortality can be characterised as nonspecific. Ultimately control of any given disease agent may be less essential to
overall improvement in health than alleviation of the condition of general
debilitation.
The problem of health in Africa is not, of course, confined to infectious diseases,
though it is these which are characteristically given most attention. Africans also
suffer from the same sorts of conditions regarded as characteristic of highly
industrialised societies, where they figure so prominently among causes of
mortality. What is perhaps most significant about African health is the lack of a
comprehensive and accurate assessment of prevailing patterns for morbidity and
the interconnections among various ailments and underlying causal factors. Still,
the prevalence of infectious diseases continues to be cause for enormous concern,
if for nothing else because it reflects the pervasiveness and degree of ill-health
within the population.
Limitations of the Data
Aggregate figures such as those cited above are sufficient in themselves to suggest
the depth of deprivation reflected by ill-health. They present a familiar if disturbing
picture. But reliance on such measures alone also gives a picture which is both
partial and distorted. While undoubtedly providing some initial and useful
information, such data must be treated carefully and critically. In the first place the
figures are often of questionable reliability. A second problem follows from the fact
of aggregation itself, which necessarily obscures patterns of internal
differentiation. Finally and most importantly aggregate figures of mortality and
morbidity cannot stand on their own as a measure of health, nor as indicator of the
causes of contemporary health problems. They must be placed in the broader
context of the nature and meaning of health itself.
Conventional measures of health already referred to — rates of morbidity, life
expectancy and levels of infant, child and adult mortality — are all subject to
problems of reliability. If an elementary point, this is still one of fundamental
importance. One source of limited reliability is that the base upon which many of
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the measures rest — total or age specific population Figures — may itself be of
dubious quality. But in addition deaths, and births, are not always officially
recorded, especially in areas of extreme deprivation.
Data purporting to categorise deaths by cause involves further complications, since
it depends on a diagnosis which may never have been made, more generally it may
involve a somewhat arbitrary identification of an ultimate cause from among a
whole set of contributing factors. Hence, there are conditions which are routinely
under-reported and whose significance therefore remains unrecognised or
unacknowledged.
But even with these qualifications, mortality figures are far more reliable than those
for morbidity. Such figures as are available on disease prevalence are generally
derived from diagnoses made in hospital. And these are necessarily biased by the
type and seriousness of illness of those who end up in hospital as well as by the
differential accessibility of various members of a population to hospitals and
hospital treatment. The resulting figures are thus unrepresentative of the
seriousness and relative prevalence of various forms of illness.
Whatever their degree of reliability on these grounds, figures purporting to
summarise prevalence of disease and rates of mortality for entire national
populations must be supplemented by data on intergroup differences if the
complexity of health problems is to be appreciated. Conventional indicators do
incorporate some degree of disaggregation. Life expectancy figures are
differentiated by sex, and specific figures are provided for infant and child
mortality. But for Africa, as elsewhere, much more information on the separate and
interactive effects of such factors as age, sex, region, ethnicity, class and type of
work performed is essential if the systematic manner in which the health of
different groups varies is to be fully revealed. Some brief comments about the
relation of gender to health may illustrate these points.
In much of the developed world, female life expectancy at birth exceeds the male
figure by about 6V2 years, with males being disadvantaged both by geneticbiological and environmental factors. In most African countries the excess for
females is considerably less, indicating the degree to which factors associated with
the role and status of females often affect women's health negatively, counteracting
some of the genetic-biological advantage which might otherwise exist. Such
environmental effects are rooted in social practices and often begin early in life, so
that female mortality frequently exceeds that of males in the age group 1 to 4. The
specific manner which various factors affect the health of both males and females
at different points in the life cycle requires careful attention.
Just as the customary treatment of female children may affect their health, so the .
status and responsbilities of adult females have similar health implications. The
heavy workload of many women, combined with the taxing of energies entailed by
gestation, childbirth and breastfeeding, serves to undermine women's health,
particularly where rates of fertility remain high, as is the case throughout much of
Africa. One consequence is widespread nutritional anaemia, estimated as affecting
nearly two-thirds of pregnant and half of non-pregnant women in developing
countries. Anaemia lowers resistance to disease, affects psychological well being
and makes women particularly vulnerable during the trauma of childbirth. Indeed
maternal mortality is regarded as accounting for the largest proportion of female
deaths among those of reproductive age in many parts of the developing world. But
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as with many other health problems it often goes unrecorded. The data are grossly
insufficient for measuring the extent and nature of health problems, as well as for
charting the differential prevalence and effects of ill-health on different segments of
the population.
But the relevance of conventional indicators of health is also limited by the very
assumptions upon which they rest. For they tend to be informed by a concept of
health defined in respect of illness — or of its absence — and indeed on physical
problems, particularly those culminating in death.
The Concept of Health
The World Health Organisation subscribes in fact to a broad definition of health
specifically intended to depart from the single criterion of the absence of illness.
Health, it has been suggested, is more appropriately understood as a state of
complete physical, mental and social well-being. While affirming that it is not simply
a physical, nor even a biological phenomenon, such a definition makes health
something of an impossible goal, not least by virtue of its inevitable relativity. It
becomes at the same time a phenomenon extremely difficult to assess, subject to
any number of interpretations as to what constitutes well-being, along all three of
the dimensions specified.
An attempt by Deliege to capture the essence of physical, mental and social wellbeing underlines the enormity of the task. Among indicators just of social wellbeing included in this exercise are: nutrition, housing conditions, basic social units,
work, education, living conditions, political and social structures, and cultural
factors. Each of these is in turn broken down into a number of components, and
associated potential risk factors are indicated. Among problems listed by Deliege as
associated with housing, for example, are unsettled migrants or refugees, victims of
disasters or expulsions, inadequate housing due to overcrowding, lack of water,
sewage, energy, heating/cooling, ventilation and sanitary facilities, unsafe or
damaged construction, slums, housing physically unsuited to needs of inhabitants,
long distance to work-place or to important services, neighbourhood
environmental factors such as pollution, impersonal dwellings, unsafe areas,
personal maladjustment due to frustration over poor housing and difficulties in
interpersonal relationships due to trouble with neighbours and ostracism. The list is
not limitless, but is clearly very long; it indicates the breadth of conditions which
logically do affect health and must be considered in any overall evaluation of health
and of the general quality of life. Such an elaboration of but one dimension of social
well-being underscores the folly of presuming that an assessment of health can be
made by a simple glance at changes in infant mortality and the like.
Causes of Ill-Health
But is is important to go even further and probe underneath some of the factors
listed. It is not just poor housing or poor nutrition or lack of education which is the
ultimate problem, but the political and economic mechanisms which perpetuate
this lack and which perpetuate inequality — so that some individuals or groups
systematically suffer health problems of a greater severity and more fundamental
nature than do others. It is the source of both inequality and deprivation which is
ultimately at issue. Health may have gradually improved for Africans in some
respects and in accord with some measures by virtue of economic growth. But the
health of Africans has also been detrimentally affected by contact with the west and
integration into the system of international capitalism, through processes of
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exploitation, the extraction of surplus and by redirection of economies towards the
needs of international capital.
While inextricably bound up with economic and social circumstances, health bears
a complex relationship to economic change. There have been episodes in the
course of world history when the health of collectivities has deteriorated markedly
in accord with processes which traumatically altered the relationship of
populations to their environments. In the case of Africa, it was the impact of
commerce and capital upon pre-capitalist societies which most dramatically
affected health. First the slave trade and later the processes involved in
peasantisation and proletarianisation entailed disruption to social structures and
inflicted massive damage upon health. Indeed some argue that the unhealthiest
period in Africa's history was from 1890 to 1930. The period since may be
characterised as one of gradual, though uneven, recovery.
These same processes have continued to register health consequences, and others
have been added to them as nations have moved from colonialism into the postcolonial period. The widespread problem of insufficient nutrition, referred to
earlier, is an indicator of continuing disruption in the relationship of populations to
their environments. The condition has many, often interrelated causes. But
particularly significant among them is poverty and the related inability to produce
or purchase food requirements. This may in turn be a consequence of the
displacement of people through war or migration, the distorted transformation of
economies toward the production of export rather than food crops or the damaging
effects on the environment of ill-informed agricultural policies.
The pattern of ill-health in Africa is thus not an original condition but the product of
historical circumstances. It is this which must be taken into account and the
importance of the economic, political and ideological dimensions of that historical
experience appreciated, if both the nature and causes of health problems in Africa
are to be adequately evaluated and a strategy to improve health constructed.
In 1981 the World Health Assembly agreed upon a list of 12 global indicators for use
in monitoring and evaluating strategies to achieve the goal of 'health for all by the
year 2000' agreed four years earlier. These were categorised along four dimensions:
health policy, social and economic status, provision of health care and, finally,
health status. Indicators of health status, which served at the same time as targets,
were life expectancy at birth of 60 years, infant mortality rate below 50 per 1000 live
births for all identifiable subgroups, weight for age in accord with the WHO's
standard reference values for 90% of all children and a birth weight of at least 2500
grams for 90% of all infants. Social and economic status indicators were specified as
adult literacy at a rate of over 70% for both men and women and a gross national
product per capita of over US $500.
These latter are compatible with a notion of health incorporating social as well as
biological well-being. But they are also compatible with a general understanding
that improvement in biological well-being is a function of social and economic
improvement. In this regard a broad understanding of the causes of ill-health is
explicitly incorporated in the WHO guidelines aimed at bringing about
improvement in health.
At the aggregate level, life expectancy and mortality exhibit an apparent association
with per capita income. Yet growth alone may not be so important as the larger
social and political context in which it occurs. Certainly, distribution of resources
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and of benefits are as improtant as growth . The WHO strategy takes this issue on
board with respect to the health sector; one of the 12 global indicators relates to the
extent to which health resources are equitably distributed.
The WHO, however, remains largely silent on the fundamental political and
economic structures within which health systems are situated and which, by virtue
of affecting broader patterns of resource distribution, have profound health
consequences. While perhaps understandably beyond the brief of this body, it is
ultimately such structures and in particular the fundamental issue of how power is
appropriated, organised and exercised which must be understood and addressed
before any workable health strategy can be developed.
If largely silent on the broader structural framework conducive to health, the WHO
guidelines for achieving 'health for all by the year 2000' are not devoid of political
content. Quite the contrary. For they include an implicit political dimension in their
emphasis on the need to take health care to the people and in the call for mass
participation in health care provision and health care planning. These are important
goals. But there must remain some question as to the feasibility of their
achievement in the absence of broader social and economic changes. Nor on their
own are they capable of eliminating many underlying causes of ill health (in
particular the inequitable distribution of other resources in a society). At its best,
the call for a more egalitarian health care approach may bring basic improvements
and greater accessibility to medical personnel and medical technologies for a larger
number of people. At its worst such a call may serve as a means for pushing the
problem of health back on its primary victims, calling for self-help and community
self-reliance without the supports which would logically allow this to be effective.
The Significance of the Primary Care Approach
Medical care and improvement in medical services are generally essential
components of any health strategy. Health care is, however, neither neutral nor
uniform but rather a bundle of different techniques, institutions and ideas, some of
which are more or less appropriate to the health needs of a population, indeed some
of which may be detrimental to those needs. More does not necessarily constitute
better. Much depends on the nature of the care provided.
In respect of this issue, the WHO approach incorporates a deliberate bias towards
primary health care. The concept is a broad and potentialy a rather vague one. It
includes the principles of an integrated health service, mass participation, universal
accessibility at the level of the community and provision of essential health care
through socially acceptable methods. Clearly there is an element of relativity here,
which is even further emphasised in WHO's invitation to member states to
formulate their own strategies appropriate to their needs. The range for
interpretation allowed could conceivably frustrate the very goals envisioned.
Nevertheless, the importance of WHO's emphasis on primary health care cannot be
underestimated. As implicitly elaborated through formulation of the 12 global
indicators, it is a significant statement of the need for dispersed medical facilities,
environmental medicine and special attention to the health needs of women and
children. If these points are straightforward and if it seems elemental logical that
attention should be focused on the basic health needs of the population, the
emphasis on primary health care is still an essential counter to those who would
measure better health care by the increase in hospitals and hospital beds, in the
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number of specialist physicians or in provision of the latest medical technology.
Primary health care implies a departure from the simple equation of health care
with the provision of western medical techniques and western educated medical
personnel. It is by no means a rejection of these. Indeed that techniques should be
'scientifically sound' is an essential part of its original formulation. But it is not so
much the leading edge of technology which the primary health care approach
emphasises as the needs of the population.

Progress Towards Attaining Health Targets
The global indicators for monitoring health programmes agreed by the WHO give
some substance to the areas where care and attention are initially and most fully
needed. These include the provision of safe water in the home or immediate vicinity,
immunisation against diptheria, tetanus, whooping cough, measles, poliomyelitis,
and tuberculosis, local health care including the availability of at least 20 essential
drugs within one hour's walk or travel, and trained personnel for attending
pregnancy and child-birth and for monitoring the health of children up to at least
one year of age. It is important, of course, that changes are effected concurrently in
all of the areas specified and moreover that improvement here is accompanied by
an increase in overall income levels. A change with respect to any one, is unlikely on
its own to have any substantial effect on health. Where all of the specified targets to
be achieved, however, there is no doubt that there would be immense improvement
in the well-being of the population involved.
The remainder of this section examines developments in several of these areas.
Progress has undoubtedly been made in some respects. But it must be acknowledged to be both uneven and limited in scope.
Since the WHO launched its expanded programme of immunisation in 1974 many
more children have received this form of protection. One of the most impressive
records is that of Tanzania; it has been estimated that by the mid-eighties 84% of
children in this country under the age of one had been immunised with the BCG
vacine against tuberculosis, 56% against polio and 82% against measles, though only
9% had received DPT (diptheria/pertussis/tetanus) injections. But the aggregate
figures for Africa as a whole are still very low. It was estimated that by the summer
of 1985, 29% of children under one year of age had received the BCG vaccine and
30% had been immunised against measles, which in contrast to the case in many
industrialised countries is a serious killer in the early years of life in much of the
developing world. Only an estimated 12% had had DPT and polio vacines. In
virtually all cases the African region remained far below immunisation levels
elsewhere.
Special monitoring programmes have indicated that where immunisation has
occurred the the effects have often been significant. In the Gambia, for example,
where the proportion immunised against polio rose from about 2% to about 70%
over the period from 1979 to 1982, incidence of new cases declined from about 10%
to nil. But in spite of these apparently positive indications, incidence of the diseases
targeted by the WHO for the immunisation campaign showed relatively little change
for Africa as a whole over the period 1974 to 1982. While the number of recorded
cases of poliomyelitis in 1974 was 3,487, for example, the figure for 1982 was 3,336.
African nations also remain characterised by the lowest percentage of births
attended by trained personnel. By 1982 only a third of all births were so attended, as
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One baby in six is born
underweight and is
vulnerable to disease
and early death.

Inadequate diet and
heavy workload for
pregnant mothers

Low-paid job —
unable t o afford
the right foods in
the right quantities."

THE
HUNGER
CYCLE

Birth to six months most babies protected
by breast-feeding. But
overworks 1 and undernourished mothers
mean babies at risk.

Six months to two
years — poverty and
lack of parental
education can mean
inadequate solid
foods and unhygienic
environment — death
rate rises to 30 or 40
times as high as in rich
countries.

Age three — possibility
of mental stunting
because of malnutrition
or because listless
child does not demand
the stimulation needed
for mental development.
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opposed to an estimated 67% for Latin America and 51% for Asia, and in certian
regions of the continent — for example in WHO's designated areas of middle and
eastern Africa — the figures were as low as 24% and 26%.
Over the late seventies and early eighties, when many countries agreed to work
toward primary care, there were important increases in the number of dispersed
health units and in the number of health workers assigned to community care.. Yet
the reality behind the apparent improvement often remains disappointing and
coverage on the ground often thin.
If the picture is mixed with respect to provision of health facilities and health
personnel, it is similarly so with respect to improvements in environmental health.
Though data is patchy, with some countries not represented, and with the number
reporting varying on different occasions, it is still evident that the provision of water
supply over the period 1970 and 1983 has improved substantially. For Africa as a
whole the number of rural dwellers served with an adequate water supply has
increased fourfold and the number of urban dwellers served has more than doubled.
Improvement has been far less, however, with regard to sanitation. In spite of the
fact that in 1973 there was a greater number served by sanitation than by a safe
water supply, improvement in the former was relatively much lower with the
pattern being reversed by 1983. But what is particularly alarming is that between
1975 and 1980 there was a substantial drop in the number served with adequate
sanitary facilities. A similar, though less drastic, decline affected the urban
population. Thus while 17 countries collectively reported that 16.9 million people
were served with urban sanitary facilities in 1975, 21 countries reported a total of
16.5 million in 1983. Inevitably the percentage of the population covered declined
for some individual countries over the period, in some cases markedly. In Ghana,
for example, while 95% of the urban population was served in 1975, by 1983 the
figure was only 47%. For Kenya the change of coverage between these years was
from 98% to 75%. For rural populations, the proportion covered, generally lower
than that in the urban centres, often fell still lower. In Ghana, where 40% of the rural
population was served by sanitary facilities in 1975, the figure was just 16% in 1983.
In Kenya the fall was from 48% to 39%, in Togo from 12% to 8% and in Uganda from
95% to 10%. It must be stated, however, that the pattern of decline was not universal
and in many countries clear improvements on this measure were achieved.
While improvements in the supply of water were generally more substantial, there
were cases here as well where the proportion of the population served declined
over the period. In Zambia, for example, while 86% of the urban population had
access to an adequate water supply in 1975, only 65% did so in 1983. In the Congo the
drop was from 81% to 42% and in Kenya from 100% to 61%. Similar declines occurred
with respect to the rural population of some other countries.
Such indications of reversal in effecting environmental improvements may, as well
as any other measure, reflect the impact of economic crisis on the health and health
systems in Africa. As economic difficulties worsened in the seventies and early
eighties, well-laid and well-intentioned health strategies were often disrupted.
Building programmes were delayed or halted, shortages of essential supplies
escalated and the ability to keep any grip on matching environmental
improvements with popoulation growth was in some cases lost altogether.
Moreover, as economic growth slowed, internal inequality increased and, in some
instances, per capita incomes actually declined, the poverty which lay at the basis of
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poor health became further entrenched. The effects of such economic difficulties
were uneven and in cases of social and political instability such as Uganda and
Ghana have been particularly severe.But no country has been unaffected.
In some, pulbic expenditure per capita on health fell in the late seventies (after
adjustment for inflation and population growth). A case in point was Zambia; with
respect to a per capita index where spending for 1976 was set at 100, the figure for
1980 was just 69.5. Another is the Sudan, where the index level for 1980 was 63.1. In
Ghana the figure was 28.4. At the same time spending on health as a per cent of total
public expenditure either remained static or declined. Per capita expenditure on
health is far, far lower in the poorer than in the industrialised nations, the respective
figures being UK $2.8 and over US $400. So any declines in the former are
particularly serious. And indeed there was a much greater tendency for per capita
expenditure to fall in the lower than in higher income countries. Falling trends in
the per cent of public spending devoted to health were also more common in the
lower income countries.
Such patterns jeopardise what possibilities there might be for meeting the targets
set by the WHO and for attaining at least the minimum level of 'health for all by the
year 2000'. Health is of course not just a function of spending, but any deterioration
in this regard can only be assumed to have negative effects.

Conclusion
What conclusions may therefore be drawn about lthe health of Africans in recent
years? Increases in life expectancy and decreases in infant and child mortality
undoubtedly reflect some improvement. But the base upon which that
improvement is measured needs to be subject to careful examination and both the
causes of ill-health and of any improvement recorded to be accurately assessed. As
has been noted, the ill-health which characterises Africa is not an original condition,
but a consequence of a particular historical experience. It is a function of poverty,
but of a form understood as specifically produced by the nature of that experience
and the disruption between people and their environments entailed thereby. If
conventional measures of mortality and life expectancy suggest improvement over
the past two decades, this may well be a consequence of the concerted effort by
newly independent governments to address the health needs of their populations,
as well as of the economic growth which characterised the early years of
independence. Improvements in standards of living achieved during the sixties may
still be registering an impact on the aggregate figures. Whether improvements can
be maintained in the future, however, remains to be seen. Certainly data on
morbidity suggests that there has been little change in reported prevalence of those
diseases targeted by the WHO in its expanded immunisation programme, in spite of
increases in rates of immunisation. In part this may be a function of better reporting,
but it may also indicate the very intransigence of the problem and the limited
effectiveness of one such project in the absence of an overall assault on all fronts
and, in particular, in conditions of sustained or increasing poverty.
In many cases, in spite of efforts to plan, to decentralise health care, to provide more
personnel at the local level and the like, little real progress has been achieved. Poor
health, understood to encompass social as well as biological dimensions, continues
to store up problems for the future, making the task of development and ultimate
attainment of health in its fullest sense all the more arduous.
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THE RECENT POLICE KILLINGS ON NIGERIAN CAMPUSES
In the late 1970s, the Nigerian military regime under Olusegun Obasanjo faced an
economic crisis. It's response was to borrow heavily on the Eurodollar market, and
impose savage cuts on already hard-pressed social services like health and
education. Student's resistance to the unpopular austerity measures in April 1978
was met with bullets, as soldiers stormed numerous campuses. At Ahmadu Bello
University (ABU) at Zaria, eight students and other civilians were shot dead. This
year's commemoration of the 1978 killings at ABU has also been met with more
brutality and killings. Available reports suggest that up to 20 students and other
civilians were killed by the para-military police, known as the Kill-And-Go, on
23 May, at Samaru, Zaria.
The students' commemoration 20 April 1986 involved a peaceful procession
through all halls of residence on the Samaru campus, including the only female
hostel, Amina Hall, normally out of bounds to male visitors. Consequently ABU's
Vice-Chancellor Ango Abdullahi issued two queries to the Students' Caretaker
Committee, accusing them of leading male students into Amina Hall. The students
were then hauled before the Students' Disciplinary Advisory Committee, which, as
expected, obliged the V.C by recommending the expulsion of the students for such a
trivial offence. And despite profuse apologies by the students, the V.C went on to
expel one final year student, and suspend another. Furthermore, the V.C issued a
memo forbidding the swearing-in of the newly-elected Student Union Executive.
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A large majority of the students was incensed by what they saw as punitive and
excessive actions by the V.C, who was not exactly known for his rapport with
students. At this stage, the students invited the Kaduna State branch of the Nigeria
Labour Congress (NLC) and the ABU branch of the Academic Staff Union of
Universities (ASSUU) to intercede on their behalf. All moves by these bodies to see
the V.C. were frustrated in one manner or the other.
On 22 May, the students staged a peaceful demonstration protesting the V.C's
actions. In the course of that demonstration, the students staged a peaceful sit-in in
the administrative block of the university, insisting that the V.C, who was trapped in
his office, had to meet them to discuss their grievances. In response, the V.C called
in the police, who proceeded to tear-gas the students. The following day, the
students gathered for a rally to discuss the situation on the campus. It was at this
rally that the para-military police opened fire on the students, resulting in what is
now called the Zaria Massacre.
It is reported that the police used live ammunition on fleeing and unarmed students.
They are also said to have ransacked three halls of residence, tearing down doors
and smashing windows. The whole place was spattered with blood, as wounded
students fled from the police. Female students were chased out of their rooms,
stripped and beaten. Many allegations of rape have been made against the police.
Most of those shot were shot in the head or back, suggesting that there is no
substance in the police claim that they opened fire in self-defence, after being set
upon by students wielding cudgels. Efforts to take the injured to hospital were
frustrated by the police. Such was the scale of the violence, that the senior police
officer sent to Zaria from Lagos to investigate the shootings, Assistant
Commissioner of Police Abubakar Tsav, is reported to have said that decency was
thrown overboard by the police in Zaria. He added that he did not think the students
were embarked on a violent demonstration which could warrant such a police
response.
The reaction of students elsewhere in Nigeria was swift and angry. In Lagos, there
were running battles in the streets between students and the police and two
students were shot in the leg. Elsewhere in the city, students and irate mobs made
bonfires of ten government vehicles. Passing policemen were mobbed. In Ife, the
students released all the inmates of the local jail, and put a torch to the buildings.
And in Kaduna, it is reported that six students from the Polytechnic were killed by
the police. A police barracks with 42 buildings was reportedly razed to the ground
by the students. In all, 25 institutions of higher learning in Nigeria have been shut
down, following widespread disturbances.
The national headquarters of the NLC has condemned the police action at ABU as
unwarranted and premeditated. Equally strong condemnations have come from the
national leadership of ASUU, the Nigerian Bar Association and the Christian
Council of Nigeria. The general public received the news with disbelief and dismay.
It took the Babangida Administration three days to respond to the crisis, and all it
did was to set up a 5-man Panel of Inquiry into the matter, with retired General
Abisoye as Chairman. It was given three weeks to conclude it's business. However,
the public appears to be unimpressed by what is seen as government foot-dragging.
According to the Roman Catholic Archbishop of Lagos, Olubunmi Okogie, the
Abisoye Panel is a waste of time, and he further defended the students against
spurious charges that they were being used by vested interests. On it's part, the NLC
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has refused to take it's seat on the 5-man Panel, until Ango Abdullahi, along with the
Kaduna State Commissioner of Police and the Federal Minister of Education, Jibril
Aminu, are suspended from office. The National Association of Nigerian Students
and the ASUU have also indicated that they will not cooperate with the Panel, until
similar conditions are met. The ABU chapter of ASUU has also set in motion the
process of gathering materials on the crisis, with a view to possible initiation of a
court case against the V.C and the police Commissioner. It has made a plea that both
men be charged with murder.
Furthermore, the NLC decided to stage a nation-wide demonstration on 4 June to
protest police brutality against innocent civilians in institutions of higher learning.
On 3 June, the Federal Government issued a statement saying that it would stop the
demonstrations by all means available. And in response to widespread public
appeals, the NLC decided to cancel the planned demonstration. Nevertheless, the
police went ahead to occupy the NLC headquarters and to arrest many members of
the NLC leadership across the country. Some of them are still in detention.
The sad events in Zaria and elsewhere are not unconnected with the high-handed
nature of university administration in Nigeria. This problem is brought out nowhere
so clearly as in ABU, where Ango Abdullahi has maintained an inflexible and
autocratic administration. In about 5 years, he has expelled about 40 students and
suspended 200! When the students boycotted classes in 1984 in support of striking
doctors in the country's health service, he promptly disbanded the Students Union
Executive for the umpteenth time, and expelled the leadership. Even though the
Kaduna High Court, presided over by Justice Cudjoe, has since ruled that the
dismissals were illegal, nothing has been done by Ango Abdullahi to rectify the
situation. It is hardly surprising that he recently made a plea for the nation-wide
disbanding of student and trade unions.
Another background to the killings is the resumed drive towards repression in
Nigeria. General Babangida had ousted Generals Buhari and Idiagbon with a pledge
to respect human rights in the country. The Obnoxious Decree Number 4, aimed at
gagging the Press was even abrogated. But it would seem that repression is now
firmly on the agenda of this regime. Decree Number 2, which gives the government
the right to detain people without trial has recently been strengthened. The length
of time for detaining people has been doubled. Even before then, much against the
expressed wishes of wide sections of the society, the regime had executed Vatsa
and his fellow conspirators. That incident, it has been argued, was aimed at serving
notice to all potential opponents.
This developing tendency towards increased repression might not be unconnected
with the fact that though the IMF loan has been rejected as a gesture to popular
opposition, a rigorous and relentless austerity programme has been instituted by
the regime, with predictable consequencies for the living standards of the ordinary
Nigerian.

A.R. Mustapha and Shehu Othman

76 REVIEW OF AFRICAN POLITICAL ECONOMY

Baragwanath Nurses.
BARAGWANATH STRIKE
Our cover photo and the one below shows striking workers at Baragwanath, the 'showcase'
black hospital in Soweto that serves a population of two million. About 1,800 auxiliary workers
(cleaners, porters, cooks, kitchen and laundry staff) and student nurses walked off their jobs
in November 1985. Officials of the General and Allied Workers' Union, the main union at
Baragwanath and about ten other hospitals, said the workers had legitimate pay grievances.
Depending on length of service, cleaners, cooks and laundry workers earned between 165
and 240 rand per month, which is below the poverty line. The last pay raise was in 1983, and
the annual rate of inflation in South Africa is nearly 13 per cent.
All strikers were officially dismissed and some student nurses were evicted from their
residences. Armed soldiers rounded up 300 workers and forced them, at gunpoint, to collect
their final pay packets. Two days later about 100 black workers at Johannesburg and Hillbrow
hospitals threatened industrial action unless the Baragwanath workers were reinstated and
their demands met. The following day professional staff at Baragwanath, members of the
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Health Workers' Association, issued an ultimatum and threatened to join the strike. Workers
got some indication when a court ruled the student nurses' dismissal 'invalid'.
Services deteriorated rapidly, despite the assignment of defence forces to the overcrowded
hospital. The Health Workers' Association said operating schedules were suspended, the
casualty department was in chaos, the laundry overloaded, wards dirty, and food service
disrupted. The Star newspaper reported that 'state institutions are generally hostile territory
for unions. The Baragwanath strike indicates that workers are on the move in State sectors
which, to date, have been largely untouched by the kind of labour organisation other industrial
sectors have experienced in the past six years'.
The strike only aggravated chronic problems at the underfunded and understaffed facility
Baragwanath is short of a thousand nurses (only 3,615 out of 4,564 nursing posts are filled)
and a hundred doctors; recent budget cuts caused shortages of antibiotics, sterile rubber
gloves, and other surgical supplies. If these are the conditions in the regime's 'showpiece'
black hospital, standards at other health facilities, all of which are segregated in South Africa
must be very much worse.
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Debates
PRIMARY HEALTH CARE OR SELECTIVE HEALTH
STRATEGIES
Carol Barker and Meredeth Turshen
The Public Health Research and Training Unit at the Institute of Tropical Medicine,
Antwerp, Belgium, recently hosted a meeting of invited medical/health
professionals and social scientists, all working in the field of health planning and
policy in developing countries.
Those who attended were mainly academics whose research and consultancy
activities have brought them face to face with the current approach to health
strategies in the developing world, as propagated by international organisations,
and bilateral aid agencies. This approach, described here as the selective approach,
has been proposed by its academic apologists as an interim strategy: a temporary
alternative to primary health care for all. It involves deciding only to provide limited
(and normally only preventive health care) interventions, rather than to provide an
integrated system of care.
The conference decided that a campaign against this approach should be launched,
on the grounds that selective care will not improve health, particularly not in the
countries normally targetted, where the roots of ill-health lie in poverty.
This piece describes and reflects upon the issues involved in this debate, attempts
to put it in the perspective of the crisis, and asks what are the likely outcomes of a
campaign.
Primary Health Care
Health services in African countries have their historical origins in, on the one hand,
colonial curative services geared mainly towards the administration and those
related directly to it, missionary services which were largely curative, and on the
other, public health programmes mainly aimed at containment of native disease. To
services which, even by the end of the Second World War, were rudimentary as
compared to total populations, the technical 'revolution' in biomedical sciences of
the early 1950s opened up a whole new promise of mass disease control. Just as,
during this period, notions of economic development were technocratic, so were
notions of health care development. There was a proliferation of vertical
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programmes for disease control — malaria, yaws, tuberculosis and so on, with the
notion that each disease could be attacked in turn and eliminated or at least strictly
controlled.
By the 1970s, it was becoming apparent that this approach contained severe
limitations and inefficiencies. At the same time, the development debate had shifted
from a technocratic preoccupation with investment in large-scale production as the
key to everything, to one which focused on the nature of poverty. As the 'trickledown' approach was demonstrated not to work, so the notion of equity as an
important component of development, began to creep in. Notions of integrated
development, in which economic development is but one means and one goal
alongside other means/goals such as education, housing and health, produced the
'basic needs' approach. As the approach to development began to predominate not
only among liberal academics but among international agencies, it was readily
adopted among health planners and policy makers, beginning to see for themselves
the need for an integrated service.
Thus, a notion of primary health care (PHC) developed which included the
understanding that health, and the possibility of its improvement, is related to a
whole range of social, political and economic factors. Health here is a positive
concept, related to socio-economic development. The influence of the basic needs
approach in the PHC concept, is to be seen in the emphasis on inter-sectoral
collaboration and community participation.
Another basic tenet of the PHC approach is that of equity; whatever resources are
available for health care must be distributed with regard to equity across
geographical regions and social groups. PHC emphasises the need to use the most
appropriate technologies for different levels of health care, and emphasises in the
manpower field, the use of non-physician health practitioners. Above all, the PHC
approach represents a concept of integrated health services. It is not, therefore,
concerned mainly with care at the primary level. It is concerned with development
and extension of a country's existing health care infrastructure such that care at the
primary level (the level of first consultation, and the most accessible) be available
to all. But in the PHC approach, it is essential that referral from the primary level to
the secondary and higher levels of health care (the hospitals and specialist
facilities) is built into the system and works in practice.
At the Alma-Ata Conference in 1978, convened by WHO and UNICEF, enthusiasm
for the community-based health service model had formed into a considerable
international consensus favouring the strategy of Primary Health Care as the most
appropriate means of reaching the goal of 'Health for All by the Year 2000'.
The Selective Approach
Just as PHC concepts were first being implemented by Alma-Ata signatories, Walsh
and Warren presented the selective primary health care (SPHC) approach to a joint
Ford and Rockefeller Foundation symposium of Health Services in Bellagio, Italy.
As an alternative to PHC, selective primary health care would institute health care
directed at preventing or treating the few diseases that are responsible for the
greatest mortality and morbidity in less-developed areas and for which
interventions of proved efficacy exist.
Walsh and Warren assert that PHC as defined at Alma Ata is too expensive to
implement, and that even reduced to its most basic form, would be beyond the
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pockets of poor countries. They argue that the selection of a limited number
(usually 5-10) of health interventions should be established by prioritizing diseases
of importance on the basis of prevalence, mortality, morbidity data, and on the
feasibility of control. SPHC health services should concentrate on a minimum
number of severe problems that affect large numbers of people and ignore
interventions of low, questionable, or unmeasured efficacy.
In their methodology, diseases which have a high rate of mortality are given a higher
priority than diseases which produce disability. A medium or low priority is given to
a disease which lacks an inexpensive control measure. Thus, diarrhoeal diseases
which have a high mortality rate would be given a higher priority than leprosy.
Examples of problems that would be ignored temporarily because they are difficult
to control are tuberculosis, pneumonia, trypanosomiasis and helminthic infections.
The cost-effectiveness of medical interventions is analysed on the basis of deaths
averted.
After these factors have been studied, a few diseases are targeted for prevention in
the population. Walsh and Warren conclude that a selective approach should be
targeted at children of 0-3 years and women of child bearing age, provided by fixed
or mobile units, and that immediate large-scale treatment of other prevalent
diseases should not be undertaken. They designate this strategy as an interim
strategy, to which new elements can be added as resources increase and/or
innovations improve the chances of controlling a disease.
Boland and Young have supported the argument for a selective approach, by
attempting to cost comprehensive primary health care and concluding that it is too
expensive. They also argue from the viewpoint of political cost, postulating that the
governments which have achieved the most success in PHC, appear to exercise a
strong degree of political control over their societies (Cuba, China and Tanzania
being quoted as examples). They assert that it is necessary for poor countries to
'trade some measure of individual freedom for improved individual health1. If strong
political control and governmental will are lacking, they conclude that countries
will be unable to implement primary health care, and should go for a more selective
approach.
This selective PHC (SPHC) approach has been favourably received by the World
Bank and UNICEF, USAID and the Ford and Rockefeller Foundations. WHO, on the
other hand, has warned against it. In academic circles, a major controversy is
underway. Some of the major problems with the SPHC approach are summarised
here.
Before examining these, it is worth mentioning that various of the authors
mentioned below have criticised the scientific basis of the evidence assembled by
Walsh and Warren. In summary, the most important of these are: (a) that the cost
comparisons on which they argue for the effectiveness of the selective approach
are spurious, being based on non-comparable data from a variety of sources; (b)
that their attempts to assess the number of deaths averted as a result of different
health systems and interventions are methodologically unfounded.
Oscar Gish in his response to Walsh and Warren, pointed out their failure to address
the nature of the wider development process, and their failure to understand that
within the basic needs approach,'.... the improvement of people's health need no
longer primarily result from growth; nor need it wait upon that growth, but rather
can be accomplished within the framework of existing resource constraints'. Gish

DEBATES 81
might have added to this that within the thinking of basic needs, it is not merely a
question that health need not wait on growth, it is also a tenet of the whole approach
that growth itself can only be achieved by a concerted effort to simultaneously
improve both production and the basic needs — health, education, water supply,
housing and so on. To say that health cannot be 'afforded' is a rejection of the basic
needs approach. Gish argued furthermore that these authors ignore the extent to
which a health care infrastructure already exists in most countries, already capable
of supporting an integrated programme of basic health services. He also points out
that, even when within an integrated service there is the need to consider a strategy
for a particular health/disease problem, this must take account of not only the
technical medical considerations but also of the cultural, social, economic,
political, administrative and managerial environments in which they exist. Unger
and Killingsworth reinforce and add to this last point by arguing that proponents of
SPHC have tended to assess the potential of existing health care structures for
controlling diseases by looking only at the current situation, without considering
the available room for improvement with, say, improved management training and
reallocation of resources. On the other hand, SPHC systems are judged on the
potential efficiency of new technologies used with maximum effectiveness — the
resulting comparison being, therefore, value-laden.
As these authors point out, the selective approach is also value-laden in that the
implication is clearly that selective PHC will merely fill in the blanks left by the
private sector, creating a two-tier service, and a weakening both of preventive care
and service integration.
Walsh and Warren base their arguments on the assumption that a reduction in
mortality rates for a few specific diseases will result in a reduction in the overall
mortality rate of a population; this is the old public health approach for the 1950s.
However, many others are now arguing that in areas dominated by poverty and
malnutrition, selective disease interventions are useless. Thus, suppose a
successful measles vaccination campaign reduces the number of child deaths due
to measles, Walsh and Warren assume this means a reduction in total child deaths.
But in a community where children are so weak and malnourished that measles is a
life-threatening infection, what chance does a child stand? It is saved from measles
to die of malnutrition itself, or of some other infection. In conditions of poverty,
reduction of mortality due to any one disease will simply shift the mortality to other
diseases and conditions; lives will not be saved.
It is of course always necessary in planning, to set priorities for the use of scarce
resources; as Nyerere once said, 'To plan is to choose'. The problem with SPHC is
that the medical view of priority-setting starts from the angle of diseases. On the
basis of the argument set out above, this makes little sense. SPHC protagonists fail
to see that the planner's priorities for health care need to be set across a completely
different range of categories — in training manpower, in planning buildings, in
evaluation of alternative technologies. The cost and effectiveness of a health care
infrastructure does not depend crucially on local morbidity patterns; the shape and
style of the infrastructure itself are vastly more important.
Yet another problem about SPHC, as Unger and Killingsworth point out, is that the
selective approach with its emphasis on diseases causing high mortality, has the
effect of concentrating efforts on diseases affecting infants and young children. The
effect is to set priorities which do not even attempt to do much for adult health
problems. Such an approach represents a top-down value judgement made on the
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part of health planners. Third World communities themselves, where adult
manpower is indispensible for survival, might be expected to contest a health care
system emphasising the goal of reduction of child mortality to the exclusion of
other goals.
The top-down and anti-democratic nature of the selective approach are also
pointed out by Banerji who merits quoting at length:
The approach of primary health care is based on a philosophy of health services development
which is qualitatively different from the suggested selective approach. PHC attempts to rectify
a historic error which has crept into health services of all the countries of the world. The PHC
approach is based on people, rather than on a predetermined technological system, as has
usually been the case in the past. It emphasises socialisation of health services....
....The advocates of the selective approach seem to be so impressed with the revolutionary
changes that have occurred in China and Cuba that they do not appear to have paid
adequate attention to democratic forces which have impelled the political leadership in many
other Third World countries to bring about many radical changes in its health system,
including commitment to entrust 'people's health in people's hands'.... The differences in the
degree of democratisation of the masses rather than the degree of political control can be a
much more convincing explanation of differences in the development of health systems in
different countries in the world. The solution lies in promotion of democratisation, rather than
obtaining political control from above or from outside the countries.

The Politics of the Debate
Despite the impressive array of criticisms that have been mounted against the
selective approach to health care, most of the important international agencies are
presently favouring that approach in financing aid projects to the health sector. The
most visible and noteable example is that of UNICEF, who co-sponsored with WHO
the Alma-Ata Conference, and yet whose own activities since then have been
increasingly selective, reduced to the promotion of single activities/techniques
such as oral rehydration in isolation. From the point of view of analysing the shift in
approach, however, it is more important to focus on the policies of the World Bank
and the IMF.
Taking the case of Sub-Saharan Africa, the effects of global recession in the 1980s
have been such that most governments have been left with little alternative than to
borrow from either the World Bank or the IMF. African countries, which in the
period 1970/78 accounted for only 3% of total IMF credit committed, in 1979/80
accounted for 30% of the total. Both agencies have, since 1981, adopted a distinctly
more monetarist approach to global instability. Whereas up to this time, the IMF
had greatly expanded cheap financing to third world countries, the emphasis since
1981 has been to reduce access to low or non-conditional financing, and to move
from three-year to one-year loans to which are attached substantial packages of
conditions. These conditions are aimed rather superficially at 'stabilisation
programmes' and 'adjustment programmes', implying the IMF's role to be to help
borrowers return rapidly from an emergency situation to some norm. The IMF no
longer sees itself as the source of significant concessional assistance to facilitate
real structural adjustment in the economies of low income countries. The Fund is
committed, as Harris points out, to promoting a market-orientated international
economy working towards control via pricing.
While IMF conditionality operates at the level of the macro-economy, it is
complemented by World Bank conditionality, the main focus being on allowing
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world prices to determine shifts within the national economy. The various
conditions which accompany a World Bank structural adjustment loan, penetrate to
all micro-levels of the economy: 'domestic policy issues are at the heart of the crisis'
(World Bank). The main features of World Bank policy as it has affected SubSaharan Africa are set out in the Berg Report, published in 1981.
The Berg Report blames economic crisis in Africa upon the slow growth of export
volume, reinforced by inappropriate policies regarding exchange rates, pricing and
taxation and confounded by the restriction of the private sector, and the
overdevelopment of a state sector beyond its own management capacities. The
Report's prescriptions signal the shedding by the World Bank, of any pretence at a
basic needs strategy, biased as it is towards private enterprise over state
involvement, a shift in income distribution from labour to capital, and growth
before equity.
The over-expansion of the state is described not only in terms of growth in
administrative expenditure, but also as the provision, without user charges, of
extensive education, health and water supply facilities. In addressing its analysis to
health services, the Berg Report produces a fascinating piece of reasoning — health
services are enjoyed by only a minority in African countries, and this is the
inevitable outcome of governments following the world wide practice of expanding
free services. 'It is clear then that the only hope...is through greater emphasis on
charging' (Berg p.43).
As possible approaches to health care financing, donors are asked to consider the
use of loans rather than grants, or of village revolving funds, to PHC projects, and to
encourage private sector involvement. Donors should help foster experiments in
decentralised, self-financed projects, and projects emphasising user charges and
cost recovery, including insurance schemes.
Thus as the basic needs agenda is dropped, the goal of primary health care is
dropped for 'PHC projects' and the private sector. Aspects of health care picked out
for special attention in the Berg Report include immunisation (especially measles),
treatment of vector-borne diseases (diseases such as malaria, schistosomiasis and
onchocerciasis, which are transmitted to humans via an insect or other living
carrier, and for which vaccines have not yet been developed), oral rehydration
therapy and clean (rather than adequate) water supply. Since poor export growth
and low per capita income growth are blamed on excessive population growth,
family planning becomes of major importance.
So there we have it. The selectivist's- viewpoint fits perfectly into international
policy-making within a monetarist's framework. Those who regard this as an overestimation of the importance of the Bank, must be reminded that the Bank is
increasingly active in the field of donor coordination, aid cartels coordinating
bilateral donors, with a trend towards both bilateral and multilateral aid flows being
predicated upon World Bank conditionality.
Time, however, marches on. While the selective approach may still be finding
favour with the international agencies in the context described above, those
concerned with planning and policy in the health field are forming opposition to
selectivism; hence the Antwerp conference. Indeed, according to Walt and Rifkin,
even the original proponents of the selective approach are doing an about-turn. At a
recent conference in Bellagio sponsored by the Rockefeller Foundation, and
described by Walt and Rifkin, 'The focus was on solving problems among the people
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rather than delivering technologies' and improvement in health status was
'attributed to a complex mix of social policies including nutrition, widespread
education, and equitable distribution of health services within a political
framework which allowed these policies'.
Are we, then, likely to see a head-on clash between the international agencies on the
one hand, and on the other, the social science and health professionals who are
often, as consultants, researchers and agency representatives, responsible for the
implementation of aid-financed projects? Not necessarily. This conclusion would
only carry force among those who see only two possible health care approaches —
primary health care, the 'right' way to go, and selective care, the 'wrong' way.
Certainly as we have argued above, the selective approach is simply wrong, at all
sorts of levels. The roots of its 'wrongness', however, lie in the technocratic
approach to a complex and political problem, and selectivity is not the only possible
depoliticised and technocratic approach.
We would argue that many proponents of comprehensive primary health care, in
fact routinely reduce PHC itself to a depoliticised and technocratic strategy. To
caricature some of the ways in which this is possible, there are those:
0 who think PHC is equivalent to provision of a basic health service, being really
the sum of a list of technical measures which might add up to a second-rate
service provision in areas inhabited by the poor, but which leave ignored, and
therefore intact, the curative services available to a privileged few.
0 who while seeing the need for an integrated health service, choose to ignore the
consideration that good health is probably more contingent on overall
development than upon the health sector, and choose to ignore PHC's emphasis
on community participation, with its underlying threat of mass struggle.
# those who look to traditional medicine or intermediate technologies as ways of
letting the state off the hook, by providing a shabby alternative to the equitable
redistribution of health care resources.
0 those who enthusiastically propound community participation and self-help
alone as the path to PHC, thereby necessarily failing to address the question of
the role of the state, and by implication failing to recognise the issue of equity.
There are variations on all of these themes. The common denominator is their
failure to understand the class nature of health status and health care. As Banerji
has observed (see above), the PHC approach emphasises socialisation of health
services, and involves building services which start from below, with support from
above; the development of health systems is a function of the degree of
democratisation of the masses.
These, then, are the important poles in the debate. The creation of a pressure group
against the selectivists might very well prove, in its own terms, a success. We might
well see the international agencies changing their rhetoric and espousing any of the
partial approaches to PHC described above, to the joy of liberal professionals in the
health field. Let us remember that the resulting strategies on the road to health for
all, are likely to remain with fatal flaws.
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'the critique' and to the latter as 'the article'. Gartrell argued that the article was
based on a three-fold 'neglect': of 'basic information on environmental aspects', of
'accumulated knowledge on the social and economic organisation of the people',
and of 'the historical record' of both the pre-colonial and the colonial period as
regards famine. Combined with these empirical deficiencies, argued Gartrell, the
author 'shares with those earlier British policy makers two erroneous assumptions:
that colonial rule penetrated an earlier, stable, status quo: and that pastoralism is a
more primitive, less productive, less stable form of subsistence than settled
agriculture.' As a result, concluded the critic, 'ironically, Mamdani advocates one of
the same 'solutions' that the colonial rulers long advocated: increased dependence
on settled agriculture.'
The critique is obviously far more ambitious than simply an attempt to underline the
empirical shortcomings of the article: it is intended as an alternate explanation of
the Karamoja famine from an alternate methodological perspective. To take the
critique seriously — which I certainly intend to do — is to come to terms with its
perspective and its actual analysis. In what follows, I shall try and do precisely that,
while at the same time returning to the main lines of my original argument to reexamine them. In sum, I hope to draw a clear line of demarcation between the
method of the critic and that of the author, to separate what is positive in the
critique from what I consider to be its essentially erroneous line of reasoning and
analysis, and thereby to reformulate and reaffirm the basic arguments presented in
my earlier article.
The Historical Background: Pre-Colonial Famines
Famines, Gartrell begins, 'are not a new phenomenon in Karamoja. By taking 1920
as his starting point, Mamdani ignores the historical evidence of earlier
environmental fluctuations.' The historical record neglected is that of disasters that
hit the area between 1894 and 1896. Disease decimated cattle herds; the next year
locusts destroyed crops; the year after that rains and crops failed, and another
disease killed much of the small stock. Famine ensued, killing thousands.' 'Thus,'
concludes Gartrell, 'the first British patrols found, not a stable equilibrium or
"historically evolved balance", but a people recovering from a major disaster.'
Now, certainly no one can deny the empirical validity of the disasters that struck the
people of Karamoja between 1894 and 1896 and that this weakened their resistance
to colonial conquest. What is at issue, however, is the historical relevance of these
facts to the analysis of modern famines in Karamoja. The whole point of my article
was to show that modern famines in Karamoja could not be understood as a
continuation of pre-colonial famines; they are a qualitatively different phenomena.
The 1894-96 disasters may have chronologically preceeded colonial and neocolonial famines in Karamoja; but they cannot be considered its historical
precedents. Although an historical perspective is a necessary element in any
analytical study, the suggestion that modern famines are simply more of the same,
at most aggravated by further historical developments — as is implicit in the call to
'complete the historical record' by reconstructing a geneology of famines, precolonial and modern — this suggestion is incorrect. My article focused on a
concrete famine, distinct in origin and character from previous famines. It will be
my contention that one problem with Gartrell's analysis is that it tends to dissolve
modern famines in Karamoja in apparently similar phenomena in the pre-colonial
period, thereby failing to see it essentially as the product of an imperialist-generated
ecological crisis.
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The starting point of my article was not a discussion of pre-colonial famines, but an
analysis of 'the historically evolved balance between the people and their
environment, a balance that was harshly disrupted by the intrusion of a hostile and
anti-people force in the region.' Now, what did this 'historically evolved balance'
refer to? As should be clear from a reading of the section itself, it refers to a set of
relationships between human society and its natural environment, relations which
have evolved historically and are regularly reproduced, relations through which
people procure their means of livelihood. In a phrase, it refers to the set of labour
processes at the onset of colonial rule, to one aspect of the then existing mode of
production. That this set of relations were regularly reproduced does not mean at
all the absence of crisis, of disruptions or of dislocations. Gartrell, however,
interprets the reference to 'the historically evolved balance between the poeple and
their environment' in a strictly empiricist fashion. To her, any talk of regularly
reproduced relations necessarily implies the existence of'a stable equilibrium', "a
stable status quo" — phrases she uses throughout and interchangeably — and the
absence of crisis. Under discussion in the article, however, was not the absence of
presence of social or ecological peace or tranquility but the nature of labour
processes in Karamoja at the onset of colonial rule. The presence of ecological
disasters cannot possibly mean the absence of labour processes regularly
reproduced. The point is not simply that Gartrell has read certain passages in the
original article incorrectly; this misreading is indicative of a much deeper problem
with her very analysis. For, in her attempt to provide an alternate explanation of the
"roots" of modern famines in Karamoja, Gartrell completely ignores the disruption
of the various elements of existing labour processes, and of the inter-relations
between these elements. As we shall see, neither her point of departure nor the
focus of her analysis is the process of production.
Nature and Famine
At the very beginning of the critique, Gartrell tells the reader that her purpose is
larger than simply another search for the 'roots' of famine in Karamoja. It is to
correct 'a worrisome trend towards countering earlier inadequate, "blame famine
on the natural environment" arguments with equally partial, and hence dangerous
analysis: "blame the whole problem on imperialism!".' '"Nature" and "political
economy",' she continues, 'are not alternative but complementary forms of
explanation, both necessary.
This methodological statement is concretised in a paragraph so succinct and so
important as to merit a faithful reproduction:
To understand what happened one needs to start (but not end( with a basic point Mamdani
neglected: a fluctuating natural environment, especially the low and erratic rainfall. In most of
Karamoja, there is less than even chance for a good grain crop, one chance in three that the
crop will barely suffice; serious drought can be expected one year in four (Dyson-Hudson
1966:42(. Drought, however, is not synonymous with famine. Like others living in droughtprone environments, the Karamojans had developed ways of coping with fluctuations; these
included diversification of subsistence sources, trade with other groups, mobility to exploit
scattered resources, social mechanisms that spread risk, and forcible intrusion into others'
territory when necessary. Colonial rule seriously disrupted these indigenous ways of coping.

We are now in a position to understand what is meant by the dictum that '"nature"
and "political economy" are not alternative but complementary forms of
explanation, both necessary.' It means the now all-too-conventional and not always
all-too-correct a wisdom that drought is a natural phenomenon, but famine a social
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one. It means a rigid line of demarcation between 'nature' and 'society': nature as
some kind of a fixed, immutable, ahistorical category which regularly and
ceaselessly produces droughts in certain environments, in Karamoja a 'serious'
drought 'one year in four', and social institutions which either dissipate this drought
through 'ways of coping' or translate it into a famine when such 'ways' are nonexistent or have been disrupted.
But between nature and society, between geography and history, there exists no
Chinese Wall. Nature is itself a historical product. It is continuously being
reproduced. Human beings are not animals who simply adapt to their environment.
Human relationship to their environment is far more active; it involves both
adaptation/transformation. Through their productive activity, humans transform
themselves and their natural environment — for good or bad. No analysis of the
roots of any famine is possible without a firm grasp of these elementary tenets of
historical materialism.
The point, so far as Karamoja is concerned, is not that an eternal and unchanging
'nature' kept on producing regular pre-colonial-type droughts which were
translated into modern famines because pre-colonial 'ways of coping' were
disrupted by the 'colonial intrusion'. No! The processes at work were far more
fundamental. Colonial rule produced a new type of drought, new in its intensity and
frequency, because its basic consequence was a transformation for the worse of the
very natural context of productive activity for the Karamojong people. The 'roots'
of the resulting famine lie in the very disruption of the process of production, and
not simply of 'ways of coping' with an already produced drought.
This basic point was at the heart of the analysis in my original article. I quote:
The relationship between the loss of such large amounts of land and soil erosion in the
remaining area was clear to even some colonial officials. The loss of grazing ground
increased the concentration of cattle. What were previously demarcated as dry season
grazing areas, like the western grounds, were now grazed well into the wet season. The
immediate result was to reduce the bulk of grass available for burning in the following dry
season, followed by a double consequence. On the one hand, as grazing ground decreased,
the people started to cut down forest's on mountain slopes and burn them to turn them into
grazing ground. The beneficial influence of what were previously forest-covered mountains
on rainfall was reduced, affecting the surrounding area adversely. On the other hand, the
custom of annually burning a wide area to rejuvenate the grass savannah could not be
continued. The cessation of annual burnings accelerated the growth of termite and harvester
ant populations. Harvester ants wreaked havoc destroying the plant cover on the ground.
With exposure to the sun, the loss of soil moisture followed. The cumulative result of this
process of erosion was a complete vegetational change. What was once grass savannah now
turned into bushland with little grass. Much of Karamoja country became huge expanses of
barren soil punctuated with shrubs.

I have quoted at such length from the original article to underline my contention
that, far from ignoring the ecological context of productive activity, the very point
of the article was to show that it was precisely the disruption in the ecological
context that explains the extra-ordinary crisis of production that followed. In the
name of respecting the 'complimentarity' of 'nature' and 'political economy',
Gartrell creates a mechanical separation between 'nature' and 'political economy'
and gives to nature an autonomy from social production and social history that it
simply does not possess. The result is not only an impoverished analysis of 'nature'
but an equally narrow understanding of 'political economy'.
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Analysing Colonialism
Gartrell is inspired, as if by a missionary zeal, to restore to analysis the 'complexity'
she finds inherent in social reality, and thereby 'complete the historical record.' She
brings this same crusading spirit to the analysis of colonial rule in Karamoja. Let us
listen:
His list of colonial actions causing environmental degradation is not so much incorrect as
incomplete. To understand what happened, one needs to consider also British interference
with the mobility of men and herds, disruptions, of earlier trading patterns, extraction of forced
labour, suppression of the Karamojan practice of armed penetration into other areas,
improvement of water supplies and health measures for both human and stock populations, in
fact, a whole series of ad hoc actions based on ignorance and misconceptions of the
complexity of Karamojans' relations to their environment. Even this list is incomplete. . .

And Gartrell continues: 'Although Mamdani discusses the loss of land, he fails to
mention a crucial variable that interacted to exacerbate the process of
environmental destruction: sharp increases in population.'
Two observations are in order. First, is it possible to find a better example than this
of mindless empiricism which gives equal weight to population increase and land
confiscation as causes of famine? A better example of sceptical relativism which
can mention in the same breath the forcible confiscation of cattle and the forcible
ending of raids as two causes of famine?! Which can give equal status to forced
labour and the improvement of water supplies and health measures as further
causes of that same famine?! Here is empiricism dedicated to a search for the
maximum number of 'causes', because it thinks — in an arithmatical sort of way —•
that 4 'causes' are better than 3 and that 3 are surely better than 2! At the minimum,
this suggests an inability to tell apart primary from secondary social processes,
determinant from contributory historical causes. The real result of such a search for
multiple causes to restore to reality its 'complexity' is to drown the reader in a mass
of empirical detail, thereby obscuring social reality.
Of all the measures undertaken by colonial authorities in Karamoja, two are of
primary significance in explaining the famine that followed: the confiscation of
nearly 20% of grazing land and the subsequent forcible commoditisation of cattle.
Together, these undermined access to the two means central to agro-pastoral
production in Karamoja: land and cattle. What is incredible about Gartrell's critique
is that nowhere is the primary significance of these developments even hinted at.
They are lost in a string of causes, all of supposedly equal status. Instead, the entire
focus of analysis of the 'roots' of famine is shifted from its principal cause — the
disruptive impact of colonialism on the principal means of agro-pastoral
production, land and cattle — to a secondary and contributory cause: the colonial
disruption of 'ways of coping' with droughts.
Gartrell's dismissive attitude to the land question is most glaring when she comes to
deal with the question of national parks.
Mamdani argues that the creation of Kidepo National Park deprived the Karamojans of
cultivable land into which they could have expanded. Both he and Opuli-Watum (who earlier
advanced this argument) do not mention that the area set aside for the game park is now
infested with tsetse fly, so that cattle cannot be kept there.
Now, for those who assume sole dependence on cultivation to be a "higher stage", inability to
keep cattle is no problem. But when we recognise that rainfall in the Kidepo valley is only
slightly more reliable than in the arable central belt, settlement there provides no solution to
the problems of the plains-swelling cattle herders.
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Are we now to understand the tsetse fly to be a phenomenon as eternally
unchanging as Gartrell's 'nature' of which it is a part? Is to say that 'rainfall in the
Kidepo valley is only slightly more reliable than in the arable central belt' not the
same as saying that it is the most reliable of any part of the district? Would anyone
reading Gartrell suspect that confiscation of land from agro-pastoralists to create
national parks was one of the burning issues in colonial Uganda (including
Karamoja) as it is in today's Uganda? That, along with the question of the enforced
commoditisation of cattle, the land question was at the centre of mounting anticolonial resistance by agro-pastoralists in Karamoja?
Now, for my second observation. Gartrell's contemptuous dismissal of the land and
the cattle questions is no simple oversight. It follows directly from her very
understanding of the 'political economy' of colonialism. The complete list of
'colonial actions' she compiles — quoted above — as 'causing environmental
degradation' is then summarised as 'in fact, a whole series of as hoc actions based
on ignorance and misconceptions of the complexity of the Karamojans' relations to
their environment' (emphasis mine). How can a subjectivist bias that sees colonial
policy as the as hoc product of ignorance and misconceptions of on-the-scene
officials understand that the colonial state was an organised power of definite class
interests? And that the forcible acquisition of land and cattle were the principal
forms of exploitation of agro-pastoral peoples?
Romanticism as a Critique of Unilinear Evolutionism
There is an element of truth in Gartrell's critique which needs affirmation and for
which I am indeed thankful. This is that it is erroneous to argue, as I had, that
'hunting, grazing and cultivation... represent a progressive movement in the
development of human productive powers.' On the contrary, as she quotes Rigby,
'pastoral societies do not represent an earlier form of production and land-use than
agricultural societies, but are in fact later and more specialised adaptations of man
to land.
Having correctly criticised this assumption, however, Gartrell now proceeds to
treat it as if it were the methodological underpinning of the whole article, and draws
from it a conclusion which is not only drawn but also implicitly repudiated in the
article itself, and then turns this purported conclusion into the central target of her
polemic: 'Ironically, Mamdani advocates one of the same "solutions" that the
colonial rulers long advocated: increased dependence on settled agriculture.' I shall
return to this point soon.
The irony of Gartrell's polemic, however, is that in combatting 'an outmoded
unilinear model of evolutionary "stages'", she ends up committing the opposite
error: that of romanticising pastoralism. How else can one understand her cavalier
dismissal of the forcible alienation of the most reliable rain-fed land in Karamoja
(Kidepo) as an insignificant fact because it is unsuitable for grazing in the short run?
Isn't it just as erroneous to romanticise an exclusive dependence on pastoralism as
it is to call for an exclusive dependence on agriculture? In battling against a
unilinear conception of social development which sees the present as a 'stage' from
which there may be a 'transition' to a higher level of development. How else can one
understand the following statement: 'Problems of famine in areas such as Karamoja
cannot be seriously addressed until we rid ourselves of the erroneous view of
herding as a "stage" from which there should be a "transition"' — except as an
expression of extreme relativism?
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Simple pastoralism, like slash-and-burn agriculture, and also like foraging which
Gartrell discusses with equal enthusiasm, is a suitable form of production only
under definite historical conditions, not only natural but also social. For example,
as Gartrell admits herself, 'foraging cannot sustain a rapidly increasing population.'
The same is true of pastoralism and slash-and-burn agriculture. But it is not simply a
question of sustaining 'a rapidly increasing population' at existing levels of social
and economic well-being; it is also a question of increasing these levels of wellbeing. Neither is possible without a further development of human productive
powers.
But the struggle for a higher level of development of productive forces can take
neither the existing environmental constraints nor the existing forms of production
as eternal facts, but only as existing facts, as starting points. No form of production
— whether foraging, grazing or cultivation — can be romaticised. It is certianly true
that, in the line of social development, no pre-conceived 'stages' and 'transitions'
can be dogmatically posited in advance, for historical development does not follow
unilinear stages in a mechanical fashion. But this is not the same as saying that no
'stages' and no 'transitions' exist in the course of social development. Romanticism
is no critique of unilinear evolutionism.
While upholding the necessity to think in terms of historical 'transitions' and
historical 'stages', let me state yet again that their content cannot be mechanically
derived from any unilinear theory of historical development in an a a priori fashion.
It can only be the result of a concrete historical understanding of both the local and
the international situation. Not only that. It is vital to affirm that no actual transition,
no solution, can be imposed from above. It needs to be arrived at through
democratic discussion and democratic struggle from below.
This is why my original article did not put forth — in spite of what Gartrell alleges—
any definite form of production as a solution to the Karamoja crisis. Instead, it
stated clearly in the conclusion:
The point of this paper is that the Karamoja problem was created in the first place by
imperialism. A long-run solution to this question is not possible without questioning the very
system set up by imperialism. And to question that system is not possible without the initiative
returning to the people themselves.

Now, the article in question was originally written and presented to a conference on
'Rural Development in Uganda' at Makerere University in 1981, at a time when the
Karamoja famine was a burning political issue. It is this text which appeared,
unrevised, in ROAPE 25. Given the political conditions then obtaining in Uganda, a
public call for democracy as key to any solution to the Karamoja crisis could only be
presented in an Aesopian terminology. But given those conditions, even an
Aesopian phrase was sufficient to communicate the message to a Ugandan
audience.
To sum up, the point of departure for the analysis of famine cannot be 'nature',
understood as an immutable and unchanging force, one that regularly produces
droughts in unfavourable environments, in Karamoja one in every four years. That
point of departure must be the process of production — and specifically, the set of
labour processes — that constitutes the medium of interaction between human
subjects and their objective natural context. This context is not immutable but is
subject to an historical development, not the least because human beings adapt to
transform it in the context of their productive activity.
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Second, the colonial state — and for that matter, any state — is not explained by the
sum total of ad hoc actions of its on-the-scene officials, whether acting out of
ignorance or understanding, confusion of clarity. The colonial state is an organised
power of definite class interests, their agency for organising a system of
exploitation, which in Karamoja took a specific form: the confiscation of land and
the forcible commoditisation of cattle.
Third, the 'roots' of famine cannot be understood outside of an analysis of the
process of production, the site of interaction between nature and human productive
activity. It is not as if nature produced droughts, after colonialism as before it;
society devised 'ways of coping' with already produced droughts; colonialism
disrupted these 'ways of coping'; ergo, droughts became famines. No. The process
at work was far more fundamental. The forcible alienation of land and cattle not
only compelled a more exclusive dependence on pastoralism than was the case
before; it also disrupted the very basis of a pastoral way of life. In that context, short
run attempts to eke out a subsistence led to soil erosion, deforestation; in short, an
extraordinary ecological destruction. The result: more intense droughts and
famines than before.
Finally, any pro-people solution to such a deep-seated crisis as in Karamoja
requires us to distance ourselves from not only unilinear evolutionism but also from
romanticism. Perhaps this is why, in an extra-ordinarily disarming expression of
intellectual irresponsibility, Gartrell states that her critique suggests 'no way out'.
Of course, no blueprints can be hatched outside of the arena of political and social
struggle, in the comfort of a professor's study. Nevertheless, concrete sociohistorical studies can bring out at least the general contours of a solution. In this
sense, any effort to resolve the crisis in Karamoja must be grounded in a
comprehensive effort, both economic and political. In economic terms, its target
must be a transition to forms of production — whether based on grazing, or
cultivation or some combination — that allow for a higher level of development of
human productive powers. Politically, however, no such effort can be compelled
from above. It must necessarily rest on and further develop popular initiative, both
in production and outside it.
Bibliographic Note
A point of clarification. Under those same conditions obtaining in 1981 -- of a country, a
people, a university, its library in crisis -- there could only be access to limited local materials.
Particularly lacking were academic works from North America and Europe, references to
which have been most kindly provided by Gartrell in the note appended to her critique. The
point I want to make,however, is that the absence of such materials can not be an excuse for
intellectuals to abdicate the responsibility to analyse important political issues from a popular
perspective. In the era of imperialism, self-reliance is essential in all spheres, not only material
and political, but also ideological.
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Reviews
Mozambique -- Towards a People's Health Service by G. Walt and A. Melamed
(Eds), Zed Press, London, 1983; Mozambique -- the Revolution under Fire by
Joe Hanlon, Zed Press, London, 1984; A Difficult Road -- the Transition to
Socialism in Mozambique by John S. Saul (Ed), Monthly Review Press, New York,
1985.
These three books, whatever the modesty of some of the contributors, are certainly '
among the best serious studies so far of Mozambican development. They represent
a range of approaches and opinions on social transformation in Mozambique: from
very detailed descriptions of health workers in small towns, to problems of
agricultural cooperative development, to the broader sweep of Hanlon's
assessment of Frelimo's post independence policies, and Saul's even broader
political review of leadership-mass relations. One book concentrates on health
policies. The others cover development policies more generally. I shall review all
three books but concentrate on the role of health in Mozambican development.
The eight studies in Mozambique: Towards a People's Health Service are a
fascinating window on the early post-independence years. Each chapter is prepared
by a different person who worked in the Mozambican health service after
independence: doctors, nurses, a dentist, medical scientists and a social policy
person. It was a period when to be red and expert and working in Mozambique's
health struggles was both an exhilarating (though sometimes frustrating)
experience, and at the same time an opportunity to be swept into a situation where
one's socialist principles could be practised legitimately (together with the
associated contradictions). The chapters describe both the enthusiasms and
frustrations in a wide variety of work situations.
Other reviewers have remarked on the diversity within the book. What struck me
when I first read these chapters is that it is an unusual study of a relatively
homogeneous group of British-based socialist health workers who worked in
Mozambique at the same time. Their homogeneity comes no doubt from their
relative cohesion as 'left' health workers involved in struggles in the early 1970s
against the early attacks on the British NHS (privatisation and managerialism vs.
democratic control of health services), their active support for the Vietnamese
struggle, and later for Frelimo's struggles in Mozambique. There is a dissertation
here somewhere for sociologists of health issues or of expertise in social
movements. They lived, breathed and debated the political changes in Mozambique
as they gave their expertise to Mozambique over those years, largely encouraged by
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a government that portrayed foreign cooperantes as 'militants who share a common
cause'. It is this mixture of homogeneous background, specificity of period in
Mozambique, and diversity and detail which makes the book so important not only
for health workers but for those who so often marginalise detail when it doesn't fit
into their own world view.
Indeed the book could make much more of itself. Most of the chapters breath
struggle. The editing process has smoothed some of the rougher edges of the
descriptions but its analysis could still have made more of the nature of the
struggles to democratise and improve health services.
Some of the detail is highly illuminating. Compare Williams' (p.33) description of
one of the most lowly health workers, a servente (a mixed orderly, cleaner, and
porter who also does some functions considered part of nursing in Britain) with
Webb's (p.62). Williams' servente played a key role 'in constructing new relations
between workers on the wards. In addition to taking on many of the meetings —
meetings with families, preventive health talks, etc—he would lead literacy classes
on the ward every afternoon giving continuity to those patients who had already
started classes before falling ill, and providing many others with their first start
towards literacy'; whilst Webb's serventes 'just took their food and drugs' to
patients in an isolation ward. Cliffs description of struggle begins from the problem
of conservative nurses (one of the highest social positions a black Mozambican
could aspire to in colonial times). Her ward had nurses who treated patients in 'a
hostile and degrading manner ... on one occasion I saw nursing staff abusing a
young man for complaining of pain as he lay dying of blood loss after a car accident'.
Smith makes more of conservative doctors, and doctors who were automatically
seen as Directors. She describes the disadvantages of having a doctor as head of the
paramedical institute where she worked, given their divided loyalties between
paramedical education and medical duties in the central hospital. She also shows
the problems of dealing with conservative curative doctors on a village midwive
training programme.
Although these descriptions might at first sight appear contradictory they are all
'true' and reflect the massive struggles taking place over the content of health care.
They also show the threat even of weakly organised petty bourgeois groups of
doctors and nurses. What all the authors understood was that you cannot change
health care practices without changing working relationships between health
workers. I am sure they would also agree that however hard that may be in
Mozambique after complete nationalisation of health services, it cannot be harder
than in countries where there is commoditisation of medical practice which in
Britain is increasing rapidly.
In the case of Mozambique, nationalisation led to a struggle over the content of
services and to struggles over democratisation that are not only admirably
described here but should not be ignored or patronised by general commentators
and researchers, since health policies have been a principal concern of Frelimo and
an integral part of its political programme over two decades, as Barker shows in her
chapter in A Difficult Road.
Frelimo's hospitals . . . "are the fruit of the revolution. Our hospitals are far more than centres
for dispensing medicines and cures. A Frelimo hospital is a centre where our political line —
that of serving the masses — is put into practice. It is a centre where our principle that the
revolution frees the people becomes a reality" (quoted in Barker, p.322).
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In this chapter Barker shows the importance of health in Frelimo's developing
programme in the mid-1960s arising from the need for mass vaccination and mass
health campaigns in the liberated areas. The health book and her chapter map the
development of tactics and strategy for state control and direction of the health
system and the consequent struggles over health care content that have continued
as a thread through the whole period of Frelimo's existence.
The issues struggled over in health are not fundamentally different to issues in other
sectors and there is the advantage that in health Frelimo has kept the initiative.
Choices and priorities have been made and practiced and priorities fixed by the
state in function of need. Not until recently (see Cliff, Kanji and Muller in this issue)
has there been any fundamental questioning of the need for central planning and
direction, and there have been some moves to decentralise as the war has advanced
in the last few years. The line in health has held remarkably but not without intense
struggle within the party and state apparatus and between the state and
international agencies.
Barker's chapter on Pharmaceuticals in the health book describes the early postindependence struggles and clarity of line over drugs and prioritisation and
planning of the drug system for improved and generalised health care within a
limited budget. The aims of imperialism towards Mozambique are well summarised
in the US AID's aim 'to induce the early arrival of a market-based economy and a
thriving private sector1 cited by Cliff, Kanji and Muller. Their article illustrates the
difficulty of fighting that aim in the pharmaceutical sector. It can certainly be
argued that health is more often seen as a legitimate part of state planning
compared with other sectors. It has also been argued that external constraints
(even with the drugs issue, the ease of international commoditisation of doctors'
skills, and the war) are less. However, I would argue that the relative success of
health in Mozambique cannot afford to be ignored or left to specialists by those few
Mozambique watchers and analysts. It is not just an unusual oasis which is easier to
plan than other sectors.
John Saul's edited collection makes several typos of contribution: general
assessments of sectors, descriptions by individuals of unusual work situations, and
a series of overview chapters by John Saul. Those of Barker (on health) and
Marshall (on education) attempt general reviews of the big two state sectors
concerned with social intervention. Barker's piece complements the health book
well and Marshall's excellent chapter is one of the few assessments of education
from the hundreds of cooperantes who have worked there over the years.
Interestingly, no one has yet attempted a comparative assessment of the relative
success of health and the more reactive and defensive educational policies.
Illiteracy is still 70 per cent (though down from 90 per cent), and planning and
coordination appear to the outsider as less clear cut, more mechanical and less
responsive. Nevertheless Marshall pinpoints the difficulties and struggles over a
vast and increasingly war-torn terrain.
Urdang's piece on women's struggles obtains a good balance between analytical
anecdote and survey of the advances and problems affecting women: lobolo, bride
price; wages; control over production and reproduction; the advances in rights and
practices, but the continuation of the 'double day' and freezing of the division of
labour inside the household.
Sketchley's chapter (on industry) and Pinsky's (on urban policies) are closer to
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those in the health book. Both authors found themselves in work situations where
they could integrate as 'militants' and use their powers of observation and analysis
to paint a picture of struggle and contradiction in sectors where state planning is
seen as less legitimate than in health and education and where state intervention
always had more 'defensive' than 'offensive' elements. In industry particularly,
enterprises fell by default into state ownership and Frelimo's experience was
virtually non-existent before independence.
The situation in agriculture was also more than a little 'defensive' as settlers and
managers left and land was taken over by the state. Here also state ownership was
by no means the only option at the beginnings of social transformation. Dolny
concentrates on agricultural producer cooperatives, a sector pincered between
state policies favouring state farms, and the perceived need to keep and encourage
those capitalist farmers remaining after 1975. Dolny describes the problems felt by
peasants wanting to join together to produce collectively even before recent moves
to encourage private and individual production and shows the political and
economic potential of cooperativisation if it were to be prioritised by the party in
practice and not just theory.
She points out the importance of understanding that agricultural producers are not
all the same:
there is not one homogeneous Mozambican peasantry but several. . . each peasant brings
into the present a specific experience that affects his or her attitude toward, and his or her
initial potential contribution to. the cooperative movement.

Saul's achievement was to hold together an inherently less stable project. The
pieces were written in a less homogeneous way than with the health book, and he
did not have Hanlon's advantage of being able to make his own argument. His
authors were in various countries and changing regularly.
There is much of interest in his chapters. Unlike most other contributors who
implicitly use a Marxist frame he is concerned also to examine Marxist theory in the
context of Mozambique. He presses the need for a Marxism more sensitive to
Mozambican realities and a disavowal of orthodox Marxism. This approach takes
him at out1 point as far as to question the need for 'planning' and 'efficiency',
opposing those concepts to 'democratisation'.
I think however that a shortcoming of Saul's approach is that his framework rests in
the guerilla leadership-masses mould. Although this is partially reflected in
Frelimo's politics, it is not enough to explain post-independence developments in
Mozambique.
As Dolny and other contributors show there is not a homogeneous group 'the
Mozambican masses' but rather a range of groups whose interests vary. Groups
with different struggles to make a living can and do work together under tho
leadership of Frelimo. But it is not a simple question of welding a unity through
good leadership. The analysis of class needs to be integrated into Saul's framework
if it is to explain the problems Frelimo has faced. Otherwise the solution might seem
to depend solely on the will and abilities of leaders.
Saul misses some crucial political economic issues from his political frame, such as:
the crisis of colonial capitalism in the mid-1970s; the role of planning and
prioritisation of resources; and the lack of prioritisation of peasant, producers.
There is no periodisation of change in Mozambique and the leadership-mass

98 REVIEW OF AFRICAN POLITICAL ECONOMY

dialectic seems to fall apart in the section on Nkomati. The leadership-mass frame
does not seem to help here since Saul does not take a clear position on its meaning.
Was it a victory or defeat for Frelimo? Did it reflect problems with Frelimo/ANC,
Frelimo/East European relations? These and other questions are introduced but
with contradictory conclusions. Compare 'one sometimes gets the sense of a trap
slowly swinging shut' with there are 'signs that Frelimo is regrouping, the better,
after taking one step back to take two forward'. Thus the only issue in Saul's book
which calls for foresight is not dealt with adequately.

Joe Hanlon's book has good sections on most of these subjects, but with a different
approach. This is a book by a committed observer and journalist, rather than a
cooperante in a workplace. But Hanlon had his own struggle — to preserve his
independence as a journalist whilst showing his commitment to the struggle. He is, I
think, the only journalist to base himself in Mozambique and remain independent of
state employment. That was not an easy condition from which to be accepted and
he was at times jostled mightily by his cooperante friends, at others by the
information segments of the state who had not dealt with his like before. Like the
professional and socialist that he is, he not only lived to tell the tale but also
completed his five years giving Mozambicans a good deal more than many that the
state had employed.
His book is also different to the other two in that he is able to sustain his argument
throughout, whilst marshalling an impressive and diverse array of material and
'facts'. He does not shy away from problems. The concept of struggles permeates
what is in practice an assessment of Frelimo's performance in power with a positive
and negative balance. Indeed sometimes in the midst of all those struggles he finds
it difficult to point the peaks and troughs of struggle in the way some of the health
workers do.
And occasionally he used hindsight to become over confident as for example when
he says that 'the ten year plan (for 1980-90) was a dead letter the day it was
approved'. His facts are correct but his analysis misses the crucial point that the
approach to planning of the Ten Year Plan had been used since the Third Congress
in 1977. As Wuyts has shown (and Hanlon also realises) this type of planning led to
major economic difficulties well before 1980 and before the beginning of the war
with South Africa and its MNR (Mozambique National Resistance). As Wuyts and
Mackintosh have argued, the period after 1977 involved the prioritisation of
investment projects (Hanlon calls these big projects) over maintenance of existing
production; a form of planning which saw state planning as the planning of state
owned enterprises with disastrous consequences for the largely private agricultural
sector; the running out of the by then mostly South African foreign exchange by
1979; and the beginnings of the serious production crisis in the early 1980s which
did not lead to more decentralised planning forms quickly enough to avoid a hugely
differentiated parallel market developing after 1982.
With the benefit of hindsight I can also say that Hanlon saw the Fourth Congress (in
1983) as 'finished business' — the clear turning point for a change towards more
responsive economic development policies. We can see that this was not 'finished
business' in that the Congress analysed the problems but did not act to implement,
thus losing its capacity to direct the evolution of the economy.
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Nevertheless, I would say this is the best book around on Mozambique, and so does
the market since it is about to go into its third printing.
Finally, how might the recent events in Mozambique be interpreted. It is not only the
MNR and South African government that are calling for a retreat from Marxism and
socialism. As Cliff et al show, a broader range of groups and individuals are calling
for deregulation of the economy, rather than supporting those within Mozambique
who are struggling for a continuation of Frelimo's policies of prioritisation for need
in Mozambican society (in health, education, agriculture, industry, housing, and so
on) in the middle of a war.
Those in solidarity with Frelimo in its isolation can assist by clearly arguing that
economies are not normally liberalised in times of war. We could counter the calls
of multinational, bilateral and NGO aid agencies to deregulate the economy since
the results of lessened state control over the economy will fall on the very poorest
groups in the population. We can argue that there are alternatives to deregulation
that will better assist Frelimo to control economy and society and unite people
rather than further differentiate them.
David Wield
Development Policy and Practice Research Group, Open University
Acknowledgements
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Crippling a Nation by Aziza Seedat, published by International Defence and Aid
Fund (IDAF), London, 1986; and The South African Disease by Cedric de Beer
published by Catholic Institute for International Relations (CIIR) London and AWP
(US) autumn 1986. Originally published in 1984 by the Southern African Research
Services, Johannesburg, South Africa.
The last two years have seen the publication of two books about health and health
care in South Africa. At first sight both books deal, at a general level, with similar
subject matter, and yet their approach at a number of levels could hardly be more
different.
Crippling a Nation, by Aziza Seedat, is published by IDAF in a form that looks at
first sight very accessible to the general (as opposed to a health/South African
'expert') reader: slim, well-produced and with a series of photos that supplement
the text in a very graphic way. It would appear to fill an obvious gap in the general
literature about the reality of the effects of the apartheid regime.
The message of the book is unambiguous and supported by a variety of evidence.
(Whilst academics may be slightly concerned by the heavy use of unsubstantiated
newspaper reports and this form of documentation does carry inherent dangers,
such an approach not only can shed a different light, but may be the only source of
information available to a researcher). This message is that apartheid not only
produces ill-health, but through its underdevelopment of non-white health services,
aggravates the situation through its grossly distorted pattern of health care — a true
double bind. The description of this is clear with chapters on the differing pattern of
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ill-health amongst the different population groups, the particular differential health
dangers of the industry and mining sectors, and on the form and imbalance of health
service provision. Thus, classic indicators of ill-health such as death to children
under one, showed that the infant mortality rate for Africans and coloureds in 1979
were six times higher than that of whites; the two major causes of death to whites
are ischaemic heart disease and cerebro-vascular disease (a disease of affluence)
whilst the two major causes of morbidity to blacks are pneumonia and enteritis
(diseases of poverty). On the health provision side of the equation numerous
examples are given of the existing inequities in service provision including that of
the training and deployment of health workers in different population groups (at the
end of 1980 for example there were 657 white medical students qualifying out of a
total of 788). The book is a mine of such data, and as a compilation of it, should be
welcomed. One disappointment 1 have however, given, in particular, the wide
audience it is presumably aimed at, is the rather unimaginative way in which the
information is presented. In addition to numerous examples in the text, the book
presents 28 tables in standard tabular form. Many of these could have been
presented more digestibly, thus allowing the reader to concentrate on the form of
the wood rather than deciphering the nature of each individual tree.
The description of the present state of health and health services in South Africa is
is reasonably well documented. What is missing however is an adequate analysis of
the causes and hence the policy implications. The symptoms are clear, less so the
prescription. This side of the book is far less satisfactory for two reasons. Firstly, it
predominantly follows a medical model (i.e. assuming that better medical care is
the prescription for better health) and secondly, its (understandable) analysis of
apartheid as the major force for ill-health, whilst obviously accurate, blinds the
reader to other important determinants of ill-health including class and gender.
Evidence from a number of sources (for example, the Black Report in the United
Kingdom) demonstrates clearly that an individual's health status and likely access
to health services is strongly influenced by his/her class.
The last 15 years have seen a burgeoning interest by social scientists in the health
field, resulting in strong challenges to the prevailing medical domination with its
assumption that the health of both an individual and a community can be analysed
in purely physiological terms and improved by one or several medical interventions.
Even for many physicians uneasy about such a simple causative model, their
'radicalisation1 has been in terms of medicalising the environmental factors, or
producing victim-blaming scenarios. A minority have been able to shrug off the
yoke of medical education and, working together with social scientists from a
variety of disciplines, produce a broader-based analysis of the causes of community
or group ill-health.
Such analysis leads one directly into the realm of the socio-economic influences on
ill-health, and hence to the political economy of health. Writers in this field include
Navarro (Medicine under Capitalism, Groom Helm, London) and Doyal (The
Political Economy of Health, Pluto Press, London). A more recent addition is by
David Sanders whose book, The Struggle for Health: Medicine and the Politics
of Underdevelopment (Macmillan, London), gives a number of concrete examples
and case-studies from a variety of underdeveloped countries of the two-way
relationship between health and development.
Alongside such research has been the growing awareness at the international level
of these relationships. The WHO-UNICEF-sponsored Conference on Primary Health
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Care in 1978 resulted in the Declaration of Alma-Ata which, when stripped of its
veneer of political respectability, shifts emphasis away from a medical/
physiological analysis of health, towards a recognition of the importance of
empowering individuals and communities, redressing inequities in resource
distribution, and recognition of the real causes of ill-health.
Seedat unfortunately fails to deal adequately with these issues. The author
describes the symptoms of many of the issues, including the impact of industry and
mining on health, and the role of multi-nationals. However, the prescription appears
to be mainly in terms of a straight raising of service levels for non-whites to those
levels currently eryoyed by whites. Whilst this must clearly be a major, necessary
part of future health policy in free South Africa, it cannot be the only part. The future
strategy must include a radical change in the whole approach to health and health
care along the lines of primary health care, and as an integral part of the new social
and political structures. Issues such as community involvement in decision-making,
the relationships between different sectors, and the role of professionals
(particularly that of doctor) must be addressed.
In contrast, the second book, The South African Disease, by Cedric de Beer,
emphasises, rightly, the need to analyse health and health care in the widest
possible way. De Beer leads the reader inexorably through a political analysis of
health, that though set within the context of South Africa, is not purely concerned
with the effects of apartheid, but has a much wider understanding of the task facing
those concerned with improving health in South Africa. As de Beer writes (p.80):
Burying apartheid may be the first task, without which other advances cannot be made.
However, there are sufficient examples in history of societies which exploit and oppress
others without regard to race, for us to know that there are other national goals to which we
must commit ourselves. In brief, we need to build a society which aims to provide the
healthiest possible environment, in which we live and work, and social relationships between
people.

De Beer's book is divided into six chapters. The first deals with the social nature of
disease, using TB as a case-study. He argues that TB was introduced by the white
mine-workers, brought in in the 19th century, and spread rapidly through black
mine-workers as a result of their working and living conditions.
This in turn affected the communities from where they were recruited, in two
reinforcing ways. The mine-workers, once diagnosed as having TB, were sent home
to communities which were already debilitated by the loss of their male members,
and thus more vulnerable to the infection brought back by the retiring mineworkers. Such analyses of the causes and nature of ill-health are clearly essential
for policy determination.
The second chapter provides an introduction to the later discussion of
contemporary health care, through an analysis of the Gluckman Commission
Report on a proposed National Health Service in 1944, and the reasons for the
inevitable failure on such reforms.
The third and fourth chapters look at health care provision in the urban setting and
the bantustans, showing clearly the inevitable effects of the homeland policies on
health care resource allocation.
The final two chapters draw general conclusions and look to the future. It is
perhaps here that the style of the book leads to some frustration. The first chapters
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benefit immensely from their conciseness — possible through the case-study
approach adopted by the author. Such an approach makes the book far more
readable than its apparently weightier Seedat counterpart. However, in his
conclusions de Beer throws out various interesting ideas, but lacks the space to
develop these further. This however is a minor frustration when put against the
overall success of his approach.
The two books together form a useful counterpoint. For those unfamiliar with a
political analysis of health, I would suggest that they read the de Beer book first, and
then, themselves apply his analytical tools on the Seedat material.
Andrew Green
The Nuffield Centre, Leeds

Population and Development Projects in Africa edited by Clarke, Khogali and
Kosinski, Cambridge University Press, 1985.
Population policies, as the words are commonly used today by major international
agencies and by Third World governments, are policies or measures intended to
reduce high rates of natural increase. Birth control through modern contraceptive
techniques is the method, widely propagated and supported by vast amounts of
money and experts through the international aid system. Governments of states
undergoing major economic crises, lacking the means to provide even the minimum
essentials to their people, are expected to create nationwide networks of family
planning services, which together with campaigns about the virtues of a small
family should help to curb the accelerated growth in the number of poor people
demanding these essentials.
The crisis in Africa today is a crisis not only of production, but of reproduction as
well. Development strategies after independence did little to reduce the external
dependence of ex-colonial economies. Social reforms improved children's chances
of surviving to adult age but, unlike what happened during the industrial
modernisation in Europe, the conditions bringing about a reduction in family size
were on the whole absent. With the so-called oil crisis and the hardening terms of
trade of the last decade, the effects of the imbalance are moving several countries
into a vicious circle of marginalised urban slum dwellers and semi-subsistence
peasants exhausting already poor soils.
That tropical Africa has a great and unrealised agricultural potential is indisputable.
Large tracts of arable land remain to be put into use, and productivity could in many
places be considerably higher than it is today. Excluding the areas where the soil is
too poor to support any but the traditional slash-and-burn techniques, there are
large tracts of totally untapped potential, and others where whatever potential is
tapped goes to other beneficiaries than the people of the area. Land reform is an
issue in certain parts of the region, where the colonial pattern of settler land use has
been kept — and perhaps even reinforced — into the post-independence
agricultural economy. But there are other tracts where the main problem —
paradoxically enough — is lack of people. The highlands of Angola, or the western
parts of Tanzania, are still awaiting people to open the roads, perform the pettytrade, do the artisan-work and thereby create an economy based on the fruits of
that fertile land. When will the people leave the overcrowded areas and go there?
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The Clarke et al. collection of papers, from an international geographers'
symposium in Kartoum in 1982, all deal with a particular form of land use change,
namely 'development projects'. In focus are the relations between such changes and
spatial changes in population. People are moved, and people move. Intentionally or
not, development schemes influence people's movements and thereby the relation
between people and land. That they are excluded from definitions of population
policy may have to do with the sensitivity of land reform issues in market
economies. It may also be a reflection of the basic conclusion from all the case
studies in this book: development projects get people to move, but rarely do they
bring any real benefits to these people. Consequently, little if any impact occurs in
people's procreation and survival, which makes the projects largely irrelevant for
the major objective of curbing population growth.
Geographers appear to be a cautious lot. Rarely do they get behind the set of
observed relations or effects, to ask 'why'. Aderanti Adepoju in his interesting study
of the most populous country in Africa, notes that the Nigerian government is fully
aware of the importance of population movements in a population policy. Indeed,
the 1970-74 development plan states that, 'For Nigeria, the distribution and
movement of population to reflect relative economic opportunities is probably
more important in the short run than the aggregate size of the country's population'.
Still, Adepoju is forced to conclude that 'few concrete policies have been
introduced and implemented to achieve a rational pattern of population
distribution'. Of the few projects which have been implemented, 'their impact on
population distribution has been minimal' (P.196; 203-4). What, in the case of
Nigeria, was behind the impotence of national development plans? George Benneh
is equally cautious in his comments on the colonial land-planning project in Upper
East Region of Ghana. Apparently successful both in output and in the general
standards of living of participating farmers, the project fell into disarray with the
agricultural development strategy introduced in 1962. What considerations led the
government of Ghana to accept the capital destruction and production decline of
this land-planning project?
It was a surprise to me to find in the collection a contribution by two South African
geographers from the University of Witwatersrand. The critical tone of the
contribution was even more surprising, exposing as it does the apartheid homeland
policy from within. It shows the 'logic of apartheid' to be to create impoverishment
and rural underdevelopment in the midst of economic growth—a logic which is not
necessarily that of capital expansion.
The three examples above are quoted to support the contention of a complexity of
factors behind aggregate population movements. It is not hard to agree with Galal
el-Din el-Tayeb, that 'the "population landscape" is determined mostly by the needs
of capital.' But I would like to underline the necessity of the little word 'mostly; the
timing and character of population movements are often conspicuously influenced
by forces which could be called political, ethnic, regional. I find it similarly difficult,
dodging the variety of development strategies over two decades of postindependence development, to agree with the way in which el-Tayeb refutes any
distinction between private and public capital in this respect.
El-Tayeb's paper is Jhe only one of over twenty to confront the issue of real
objectives behind development schemes, i.e. the capitalist interest. A multitude of
data is presented in the other papers, not least those from Sudan, to show the
effects. Take the Kenana Sugar Project: an area of semi-nomadic people totalling

104 REVIEW OF AFRICAN POLITICAL ECONOMY

some 3,700 persons had, in the course of seven years, a 20-fold increase in
population. Only a small fraction of these were employed in the scheme. The rest
came from areas with no chance of employment, hoping to find work in Kenana.
But, 'irrespective of the economic success of the Kenana project, the majority of the
people in the rural areas have been left as poor as they were' (p.271).
The relative poverty of Kosinski's introductory paper on the demographic impact of
development projects comes from its failure to recognise the importance of the
economic interests behind development projects. The same goes for the Farah et al.
contribution, which pretends to give to policy-makers a 'conceptual framework
which provides them with a tool for planning future development based on past
experience' (p.30). What policy-makers? Which planning of future development?
The questions asked are serious. For many countries in tropical Africa, their
potential wealth is in their land, and the extraction of that wealth is a matter for
their people. To enable people to feed and clothe themselves is the first step out of
the deadly grasp of external dependence, a necessary condition for a better balance
between people, their reproduction and the environment.
Two papers present the villagisation experiences of Tanzania and of Mozambique.
If no more, at least they remind us of the necessity of searching for new solutions,
and of the equal necessity of not ignoring those for whom these solutions are being
formulated.
Bertil Egerö
Stockholm

Health Sector Policy Options for Independent Namibia by Neil Andersson.
United Nations Institute for Namibia, Lusaka, 1984.
The central argument of this publication is that 'the prevailing disease patterns and
inequalities in health care cannot be altered for the better under the existing social
order' or under any 'wallpaper administration which is not committed wholeheartedly to the principles of primary health care, in point, the notion of social
equality'. The report falls into two parts, the first outlining the present situation in
Namibia, drawing on data from the inadequate official South West African
administrative reports, supplemented by additional reports and calculations
wherever possible. Although a 'wallpaper administration' of the Multi-Party
Conference interim government has now been installed since the publication of this
report, the situation is, as predicted, essentially the same. The second part of the
report deals with health policy options at independence, drawing on knowledge of
existing health services and problems in Namibia and on the experience of the
liberation movement in setting up health facilities in Swapo centres in Angola and
Zambia.
There is a dearth of official data in Namibia as all researchers discover, and those
that can be found often gloss over existing realities. However, this report is valuable
in collecting together existing statistics and other information and in attempting to
present and assess realistically a picture of the situation inside Namibia today,
recording the socially structured differential incidence of disease and death,
determined by the apartheid policies of the South African state, illegally still in
control of Africa's last colony.
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Inside Namibia.
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The existing health structure, concentrated in urban areas and in the southern part
of the country is both dominated by whites and caters primarily for whites. It is
significant that there has been uninterrupted registration of births and deaths for
whites going back as far as 1921 but there is as yet no national registration of births
and deaths for blacks. Moreover, figures relating to black mortality rates do not
exist nationally. The clearest indicators are reports relating to Windhoek, such as
the 1981 mayoral report, where it was claimed that the death rates for whites,
coloureds and blacks were 6.5,16 and 19 per thousand people respectively — and
this is almost certainly an underestimation of the national situation: death rates for
blacks in rural areas are likely to be considerably higher for many reasons.
The top ten killers listed for Windhoek and for northern Namibia show that
perinatal mortality and tuberculosis are responsible for many more deaths among
blacks and coloureds than among whites. The incidence of tuberculosis has
reached horrifying levels, varying between estimates of 40 and 500 per 10,000
people, blacks having up to 50 times more risk than whites — even in South Africa
the estimate is around 25 per 10,000. In Windhoek, figures available for the period
1976-81 on perinatal, infant and child mortality, reveal that 40 per cent of all
pregnancies among blacks and 28 per cent of all pregnancies among coloureds
which last beyond the 28th week result in death of the child before the age of 5
years: the figure for blacks is 7 times the comparable figure for whites. The perinatal mortality rate is 47.5 for blacks, 44.3 for coloureds and 4.6 for whites.
Moreover, the bulk of black babies who die do so from infection (68%), whereas
birth defects account for most white peri-natal deaths. There are consistently lower
infant mortality rates among whites than among blacks, with infection, the chief
killer, close companion of malnutrition, accounting for most black deaths: figures
drawn from rural hospitals indicate that 60 per cent of these deaths are likely to be
associated with gastro-enteritis and pneumonia, though meningitis and measles
account for almost as many. The infectious diseases strike at people of all age
groups physically weakened by malnutrition, which is 'central to the production
and maintenance of a cheap labour supply. It is at the heart of disease and death
patterns, and indeed the entire social fabric of contemporary Namibia.'
The report draws attention to the abject living and working conditions of most
Namibians — inadequate housing, sanitation and water supplies, in both rural and
urban areas and food shortage as a result of deliberate social and economic
policies, resulting in lop-sided development of agriculture, and the overpopulation
and low productivity of areas designated for black occupation, the so-called
Namibian 'homelands'. Protection and development of white agriculture, by means
of land banks and cooperatives providing credit, subsidies for boreholes and state
grants for irrigation, fertilisers, mechanisation and fencing, have built up the white
ranching sector, largely for export, while neglecting the black subsistence
economy. Moreover, the drainage of labour away from the land into the migrant
labour system, and inadequate wages for that labour have set up a vicious circle of
decreasing production.
At the same time that malnutrition and food shortage are a major problem for most
Namibians, that infant and child mortality rates are unacceptably high, that
tuberculosis, cancers and occupational accidents kill more black Namibians than
white, the emphasis in medical care is on curative rather than on preventive
medicine, on the provision of buildings and expensive equipment centred in a few
selected places rather than on the training of community health workers, the
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provision of mobile clinics, water development and better sanitation — all issues
that are discussed in the second half of the book. The present contrast between
centralised, capital-intensive medical technology and overwhelming rural poverty
is stark: the new clinical block of the Windhoek state hospital, until recently
reserved entirely for whites, boasts the most modern equipment in Africa with eight
operating theatres, equipped for specialist surgery, intensive care units and the
latest X-ray equipment. The Keetmanshoop hospital completed in 1981 cost
R22 million.
The report identifies four phases in the development of the health services in
Namibia:
1) The ideological undermining of the traditional healers in whom rested much of
the political power of the indigenous people, by both the early mission hospitals
and the military medical services;
2) The increasing influence of the state over the missionary medical operations and
increasing direct state health expenditure on state run medical facilities;
3) The favouring of the southern sector and disproportionate provision of facilities
for whites in quantity and quality;
4) Increasing dependence on South Africa for higher level personnel, funds,
equipment and other supplies. All drugs and other supplies are now imported
from South Africa whereas in earlier years much of the supplies came from the
home countries of the missions. Fewer medical personnel now come from
Europe.
The second half of this report, however, comes as a breath of optimism, laying out
plans for primary health care in an independent Namibia, based on the Swapo
experience of providing health care in the Swapo centres, under the direction of its
Department of Health and Social Welfare. The emphasis in the Swapo centres has
been on preventive medicine, strengthening of maternal and child health, health
education, partly through literacy packs with health themes specifically for women,
provision of safe water and sanitation, as well as of appropriate treatment of
disease and injuries. Efforts have been made to deal with tuberculosis in a
systematic way and with malaria; training in drilling technology and water-free
sanitation technology has been a priority. One sign of the effectiveness of Swapo
health programmes is that in 1981 the infant mortality rate in Swapo centres was 41
per 1000, compared with an estimated 200 per 1000 in Namibia itself.
The mortgage to be repaid of dependence on South Africa is a heavy one, a
mortgage not only in terms of dependence on personnel, but also in terms of the way
of seeing things, and in terms of the physical burden of disease and poverty that will
continue to drain the energies of the population. Post-independence manpower
shortages, to be overcome within three years, maintenance of present preindependence levels of health services, and extension to health services to rural
areas are the short-term objectives outlined at a 'Country Health Programming'
meeting held in 1980 in collaboration with WHO. At this meeting a commitment was
made to break the prevailing racial orientation of Namibian health structures, as
well as the curative urban orientation, through a number of long-term objectives:
1) to create an equally distributed service for all Namibians, irrespective of race,
sex and colour, region and social status;
2) to emphasise preventive strategies, prioritising the needs of the rural population;
3) to supply free medical services for all and to terminate the present exploitative
private practice.
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SWAI'O Centre/Angola.
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At independence a unified Health Act is envisaged, setting out principles of primary
health care, legislating for the control of drugs, and for environmental control (e.g.
pollution, asbestos), setting out codes for health and safety at work and for
workmen's compensation, organising the control and licensing of medical
personnel, and the redistribution of medical resources and buildings. Increased
allocation of resources to primary health care relative to hospital care will be
essential at first, though resources are likely to be limited. Possible savings could be
made by adhering to an essential drugs list and by the production of drugs within
Namibia. At present all drugs are imported from South Africa at a cost of
approximately 5 million dollars a year. Key problems, calling for immediate and
urgent attendance at independence are identified in this report as follows:
1) Malnutrition, underlying much of the death and disease from other causes. At
independence a national survey to establish the extent of the problem will be
essential, followed by a 'nutritional salvage operation' in the worst-off areas,
with feeding schemes for the most vulnerable groups, such as children under
five, pregnant and lactating mothers, old people and those suffering from such
diseases as tuberculosis. However, land reform and redressing of the inequities
of the migrant labour system are seen as part of longer term plans for dealing
with problems of malnutrition;
2) Communicable diseases such as tuberculosis and malaria need to be kept under
control by maintenance of existing immunisation schemes and such measures as
spraying with DDT. In the long-term the provision of safe water and sanitation,
and decent housing are a top priority. Mass immigration into urban areas can be
expected at independence and the overcrowding may precipitate epidemics of
such diseases as scabies and meningitis;
3) Maternal and infant mortality will require special attention. Complete
redevelopment of antenatal and perinatal care is necessary, providing for full
immunisation of all children, an obstetric service making full use of traditional
birth attendants, support from women's organisations for mothers, discussion of
peripartum infection, a major cause of maternal mortality, and the provision of
creches with trained child-minders at places of work;
4) An early research priority must be the cause of cancer among the black
population, in Windhoek especially. Asbestos board in housing and unsafe water
pipes need full investigation, as does the spraying with pesticides in the north.
Given the close dependence of health on socio-economic conditions, it is
anticipated that the Ministry of Health will need to establish institutional
mechanisms for coordinating health with other aspects of development, and it is
noted that there will be 'numerous infrastructural, personnel, financing and
implementation problems'. There is no doubt that this is so, and that the path will
not be smooth, but this report does attempt to plot the problem areas.
The primary health care approach laid out in this report is seen to embody three
basic ideas:
1) The promotion of health depends fundamentally on improving socio-economicconditions and on the elimination of poverty and underdevelopment;
2) In this process the mass of the people should be both activists and main
beneficiaries;
3) The entire health care system should be restructured to support health activities
at the primary level, which respond to the overall health needs of the people.
The report emphasises that health cannot be delivered, it must be generated within
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a society, and that it is the outcome of several social processes, such as sanitation,
water supply and employment, which determines the availability of food. It is
pointed out that although health is the outcome of a complex web of social
processes the failure of that web to improve health is often unfairly blamed on the
health care sector alone. In very few countries does health planning form an integral
part of planning in other developmental sectors, but it is hoped that in independent
Namibia health planning will be centrally concerned in all aspects of life.
The approach to health care is not seen in terms of 'All that is needed is more of the
same', but in terms of a radical restructuring of health services in a way that will
ensure that they serve the needs of the whole population. A central and radical
departure is the envisaged organisation of health care around occupation rather
than residence, although of course some health care will continue to be organised
residentially, because 'Occupation and residence are the two legs on which a
community stands: health care must support both.' 'Occupation' is widely defined to
include both productive and unproductive groups — schoolchildren, workers in
subsistence agriculture, those engaged in housework, or child-rearing, industrial or
agricultural labourers, service workers, the unemployed. Occupation is seen as the
focal point of the reconstruction process, with some health workers elected for
training from within occupational groups.
The problem of migrant labour will need to be addressed at independence and
occupational focus in health care will serve to highlight occupational problems.
Miners, in particular, need to be given increased social prestige and improved
working conditions. Family accommodation for all miners' families is a priority (at
Arandis the Rossing mine has already built some housing but CDM and Tsumeb
have not yet followed suit, except for some privileged members of higher grade
jobs) together with shorter working hours and a maximal working year of nine
months. (One way to mop up some of the existing unemployment!)
Agricultural workers are another group singled out for priority attention for they
are at the moment the worst off both economically and health-wise, though the full
extent of the problem is as yet unknown, as there is a lack of data about these
isolated workers.
The application of the primary health care approach involves a great expansion of
rural health care, a fundamental change in the structures of existing health services
and a transformation in health worker training and attitudes. In each district it is
envisaged that there will be a referral hospital of 50-100 beds, including a special
section for dealing with alcoholics who pose a serious problem in Namibia today. In
addition there will be mobile public health teams, provision of child-care facilities
for mothers, and use will be made of traditional helpers and birth attendants.
Decentralisation of health-care and payment of health workers by local
communities are strategies intended to encourage nurses and health workers to
stay in rural areas. Training of administrators specifically for primary health care is
an integral part of forward planning.
Swapo now has a wealth of experience on which to build, both the experience of
other countries, such as Zimbabwe and Mozambique, and the host countries of
Swapo centres in Angola and Zambia. This report is stimulating reading and there is
no doubt that the ideas here will prove fruitful at independence.
In practical terms what can be done to further the Namibian struggle for
independence and to help Swapo plan for health care in the future? At present

REVIEWS 111
mosquito nets are needed in the refugee camps, where malaria has proved a major
hazard. Materials for making artificial limbs are needed, and orthopaedic shoes.
Literacy packs on health issues are still being produced, and health kits and medical
supplies are needed. Young Namibians need scholarships at European universities
so that they can train for the future. Before independence there is much to be done,
and much that we in solidarity can do to help build the Namibian future.
Jennie Lindsay
Namibia Support Committee

RESPONSE TO REVIEW BY KATE SHOWERS
Kate Showers's review of my book The Political Economy of Soil Erosion in
Developing Countries (ROAPE 33) is so full of errors of fact, mis-representation and
omission that it amounts to a travesty of what the book says. Rather than reply point
by point to the review, which would be of little interest to readers, I will try to
develop a few of the wider issues which my book and its review bring out.
One of the review's recurrent criticisms is that the book relies upon a 'borrowing of
the tools associated with the sciences — computer simulation and statistical
analysis — without fully evaluating them' and that these tools are essentially
reductionist in nature, requiring that data be separated into discrete categories.
Further 'the author seems to assume that models are somehow neutral', and 'he did
not take the responsibility of discussing the assumptions in the model'. Clearly I
have been set up as some logical positivist who believes that the truth can be
uncovered by collecting facts and subjecting them to quantitative pyrotechnics.
But in fact there is frequent discussion of ideology and the non-neutrality of my
approach and specifically of 'computer simulation'. For example: 'however this is
not essentially a neutral book. It takes sides and argues a position because soil
erosion is a political economic issue, and even a position of so-called neutrality
rests upon partisan assumptions.' (page 1): and chapter 5.5, 'a new approach with
new problems', discusses the ideology of my approach: and page 117 explains how it
is up to researchers to specify the data themselves, and to 'animate' them with a
thorough understanding of the political economy.
There are two issues here — one about quantitative data and the other about using
secondary sources. My reviewer does not like the use of reductionist, scientific and
quantitative analysis without a 'full evaluation'. I take a 'full evaluation' to mean
something along the lines suggested by Hindess as a careful 'evaluation and
utilisation of statistics for scientific purposes [which] must take account of the
conceptual means of their production, that is, of the system of categories together
with the instructions and elaboration in which they are specified.' (Hindess
1973:45).
First of all, I would defend the need for quantitative data (albeit reductionist and
discrete) in social and environmental science, and by implication this includes the
use of other people's data collected with all manner of purposes and ideologies. The
study of soil erosion requires estimates of rates of erosion, the nutrient status of the
soil, changing stocking densities, crop yields and so on. All these have to be
measured and interpreted quantitatively if a proper understanding of the political
economy of soil erosion is to be reached (pages 71-81 explain why). To be sure,
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these data do not simply exist but are constructed, are not neutral nor uniquely
authoritative. Take the subject of measuring soil erosion — what is the political
economic relevence of measures of soil loss? I discuss the relevence of these
'scientific' measures at length (pages 15-28). How important are different rates of
soil loss in terms of people's access to alternative sources of income? Will they need
that degraded land in the future? Do they have access to material and political
resources to repair or mask the effects of soil erosion, and what chances do they
have of doing these things in the future? In many parts of Africa, future generations
will be boxed into eroded land, and will not command the resources to mitigate the
effects of soil erosion. It is these political economic considerations that define the
so-called 'scientific' definitions and measurement of soil erosion.
Equally in the social sphere, orders of magnitude and accurate indicators of the
balance of different social forces are essential in analysing social change. In the
search for data, official statistics must form an important part of the basis of social
research. Some of the major socio-economic surveys in Africa provide invaluable
sources, as long as their data can be re-cast and re-interpreted where necessary. For
example, the recurrent Kenya Integrated Rural Surveys have provided many
important counter-intuitive insights into the small-holder economy. Marter and
Honeybone (1977) for Zambia, the Botswana Rural Income Distribution Survey of
1974/5, and the 1980 Agricultural Census of Malawi all provide important data for
analyses from different theoretical and ideological perspectives — which of course
all require different reconstructions of these data. Using 'reductionist discrete data'
is unavoidable. Marx and Lenin did it, and the FAO and I do it today.
As for the implication in the review that computer simulations and critical political
economy are inherently incompatible, I do not agree. The 'quantitative' aspects of
my approach, I hope, illustrate their compatibility. The approach starts with the
idea that soil erosion is accelerated by specific and repeated land-use and
management practices on a specific tract of land, the resilience and sensitivity of
which will determine how quickly and seriously these practices will affect it. The
next link in the chain of exploration is to examine the social and economic
circumstances of the land-users themselves — in terms of the household, extended
family, kinship unit, or chief (or whatever individuals or collectivities contribute to
the decisions over land use). An assessment of their access to land, labour markets,
advantageous social connections and affiliations and other social and national
resources provides the framework of explanation of land-use and management.
Inherent in the idea of access is a whole nexus of political-economic relations,
particularly the social relations of production, but also between land-users and the
state. These relations are conceived of as constantly changing, and feedback
between 'the state of the environment' and the land-users is central in the unfolding
of an historically derived political ecology. A conceptual diagram of these ideas
appears in chapter 6; then, as p.117 explains, 'the scheme in the previous chapter
[chapter 6] related individual choices of land-users, and their actual location on the
ground. Necessarily the scheme was mechanistic, but it was conceptually precise.
In this chapter we seek to "animate" the scheme with an analysis of the political
economy.' (Chapters 7 and 8 do this and discuss the assumptions of the model over
31 pages in all).
An actual simulation along these lines has been designed for the Nepalese rural
economy (Blaikie et al', 1977). There, as in the more generalised application in this
book, political-economic relations are specified (usually as flows between people
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such as rents, wages, remittances, taxes, subsidies, interest on loans etc). Here the
researchers choose the discrete categories of data themselves and make
assumptions about magnitudes of flows and the rules of the simulation (i.e. how
society works). So much for the book's positivism.
There is another issue which follows on from this. The review says that 'having
argued for a "new approach" to problem definition and data collection, he fails to
discuss the implications for data interpretation.' Yet chapters 2.2 (12-17) and 5.1
(79-81) are the places to find this discussion. There is a very real difference of view
between natural and social scientists over the status and domain of proof in
analysis, and this is especially acute in the discussion of environmental-human
relations. As the book says, the difficulties of interpreting data about land
degradation arise for both technical and ideological causes. Technical ones include
a general scantiness of data of any sort and failure to attribute changes in erosion
rates unequivocally to human agency (the issue of climatic change in the Sahel, for
instance, could be an ideological smoke-screen to hide the depradations of
colonial and post-colonial policies). Ideological ones include the definition of soil
erosion and the interpretation of existing rates of erosion (pages 15-28). One
person's erosion is another's accumulation (viz. the erosion problems in 'native
reserves' after displacement of Africans from 'Crown Lands' in settler economies).
Also competing classes and groups would like to use resources differently and
therefore define erosion differently (e.g. the colonial Sierra Leone Forestry
Department decrying shifting cultivation and having in mind alternative uses for
the forest other than turning it into ash to provide inputs for food crops — see
Millington, 1985.) All these implications are discussed fully in the book, both
theoretically and with case study material.
The third issue I would like to mention is the criticism that the book fails to come 'to
terms with the local conclusion of the "bottom-up" approach which it advocates:
local design and control of local projects
political economic theory suggests
that problems can only be solved through structural changes in the underlying
political economy, while projects initiated and run by local peasant organisations,
rural trade unions, women's groups
are making a difference to their
environment.' If I understand this passage correctly, I am not taking seriously or
choosing to ignore the evidence that local groups and organisations are conserving
their environment. One of the main concerns with which the book deals is that local
people have cumulatively lost control over their environment, and access to
other resources which would allow them to use it in a sustained manner. This may
have come about as much through the development of capitalism worldwide as
through specific local strategies (chapter 8.3, 'accumulation and degradation',
sums up this argument.) The book gives many examples of the incorporation of
local economies (people and environment together) into markets for land, labour
and agricultural commodities, and involvement in one way or another with a
coercive state. (See chapters 7 and 8.1, 8.2) While it is unclear why the reviewer
holds that the contradiction is 'laid bare', it seems to imply that my analysis is both
illogical and ignores the local design and control of projects. I see no such
contradiction. In a nutshell, it is the multifarious pressures of capitalism which have
tended to disrupt local environmental management, economically, institutionally,
socially and culturally. There remain, of course, local groups managing their
environment perfectly well which withstand such pressures. But environmental
deterioration is clearly getting worse almost everywhere in Africa, and there is a
vast corresponding literature on the destruction of local institutions, and of the
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'moral economy', in general. Surely, as the book points out, they are not
unconnected. 'Coming to terms with the local conclusion of a bottom-up
approach', presumably means accepting the 'bottom-up' approach. It sometimes is
the most effective organisation, but the social cohesion at the local level which
underpins this approach has long been under severe pressure.
Fourth, apparently my book is 'plagued
from start to finish
by the
contradiction between advocacy of an integrated intellectual approach to problem
definition and the search for a single factor analysis leading to a single factor
solution.' This simply is not true. First, the reviewer does not say what the singlefactor solution and single-factor analysis is. Chapter 2.3 (pps.32-37) indicates the
great variety of social and economic conditions under which soil erosion occurs
and the conjunctural nature of soil erosion. Chapters 7 and 8 indicate the huge
variety of socio-environmental causes and impact of soil erosion. I just cannot find a
'single factor'. I wonder whether the reviewer can. Perhaps one quote will suffice:
'Indeed, the existence of soil degradation and erosion is contingent on an enormous
variety of human and physiographic variables, and it is probably impossible and
counter-productive to attempt a single theory of soil erosion', (p.35)
A last point. The reviewer says 'Thus Blaikie is reduced to setting his analysis
entirely within the context of the political economy of colonialism and post colonial
dependency theory, taking the land degradation problem from a purely technical
definition to a purely political-economic one.' This ignores completely the first five
chapters (or 106 pages) — given three lines in the review — where so many
refutations of the review lie. These include analysis of: soil erosion from the point of
view of contemporary agricultural innovations and research (and their implications
for soil conservation); the role of different ideologies in the evaluation of the
importance of soil erosion worldwide; the contradictions between foreign aid and
the needs of soil conservation policy; the contemporary state and soil erosion (with
contemporary examples of Nepal and Zambia); and contemporary family planning
and soil conservation in India. All in all 34 pages of explicit discussion of
contemporary political economy — none of it colonial and none of it dependency
theory. One might also ask further what is colonial about chapters 6-9 — five of the
six extended examples are mostly post-colonial (in simple historical terms as well
as in substantive content and focus). None of these examples draw from the
political economy of colonialism nor of dependency theory. Indeed I thought the
book's treatment of the colonial period in Africa rather skimpy.
There is now a considerable amount of work on the colonial responses to soil
erosion. For example: Beinart (1984) has written in detail about southern Africa,
and Shepherd and Millington (1986) have started to identify the major elements of
variation in colonial responses. A conference at Cambridge in April 1985 called
'The Scramble for Resources: Conservation Policies in Africa 1884-1984' produced
a large set of papers which are a very useful beginning. And the African Studies
Association of the U.K. ran a symposium entitled 'Environmental crisis in Africa;
Ecology versus Political Economy?', September 18th, 1985 at University College,
London, which attracted a number of papers relevant to the issues discussed here.
The Political Economy of Soil Erosion in Developing Countries is the first book
length attempt on this subject. There have been some seminal articles which
originally encouraged me to expand upon them (particularly O'Keefe 1975, Wisner
1976, O'Keefe et ah 1977, Cliffe and Moorsom 1979 and Franke and Chasin 1980).
The book has only 188 pages and is very sketchy in places, particularly over how soil
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erosion enters into the 'hurly-burly of everyday politics,' as another reviewer put it.
But its whole thrust is that soil erosion involves political as well as technical
questions, that it is both an environmental and political issue, that a purely
environmental approach will fail. It is quite explicit about how political and
environmental considerations came to be separated and how they can be reunited.
Whatever the book's faults and qualities, I hope constructive and careful reviewers
will find grounds for criticism which are more interesting (and less imaginary) than
those given in this review.
Piers Blaikie

The Third Portuguese Empire, 1825-1975: A Study in Economic Imperialism
by Gervase Clarence-Smith, Manchester University Press, 1985, 256pp.
Over the years, a number of imaginative myths have arisen to explain the nature of
Portuguese colonialism. Certainly, the most prevalent one has been the notion that
Portuguese colonialism was a case of 'economic imperialism'. First used by RJ.
Hammond in an otherwise quite useful account of 19th and early 20th century
Portuguese colonialism, it referred to the idea that unlike other imperialists,
Portugal was not interested in the economic advantages of colonialism, but instead
hoped to recover lost national pride by re-creating the illusion of empire in Africa
after the 'loss' of Brazil in 1825. Subsequent writers have adopted the idea without
questioning the assumptions upon which it was based, but then ironically, as
Clarence-Smith points out,'... made the claim that Portugal could not de-colonise
because it could not neo-colonist' Clearly, either something occurred in the interim
to alter the economic relationship between Portugal and its colonies or earlier
writers have been careless in their assessment of Portugal's colonial motivations.
Clarence-Smith's study therefore deserves praise for its critical examination of
current interpretations of Portuguese colonialism as well as its use of a wealth of
statistical material to support new arguments. Clarence-Smith's account begins by
noting the intimate connection between Brazil and Portugal at the beginning of the
19th century. The relationship was a typical one at that time, with the colony
supplying raw materials to the metropolis, which, in turn, would export a finished
product back to the colony. This quite profitable arrangement, according to
Clarence-Smith, continued well into the 19th century, even after Brazil had formally
declared its independence in 1822 and may explain Portugal's lack of interest in its
African colonies at that time. Indeed, the lack of Portuguese administration, the
presence of Creole communities, and the existence of many areas still under
indigenous control in both Mozambique and Angola would seem to confirm this
theory.
However, having been particularly hard hit by the recession of 1870 and fearing the
loss of Brazilian markets after Brazil adopted a policy of free trade, Portugal began
to look increasingly towards Africa to become its 'new Brazil' both as a source of
raw materials (particularly for its wine and textile industries) and as a potential
market for Portuguese exports. Again wine and textiles were the most prominent.
Clarence-Smith therefore asserts that Portugal attended the Berlin Conference of
1884 with the same motives as the other 1884 scramblers, that is, the desire for new
sources for its raw materials and new markets for its products. That Portugal's
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efforts in these endeavours were less successful than those of its fellow participants
is a comment on its imperial abilities rather than its motives.
The ebb and flow of the relationship between Portugal and its colonies traced by
Clarence-Smith gives a complexity to the nature of Portuguese colonialism
heretofore lacking in most of the literature. For example, he suggests that the
effects of the Depression of the 1930's as well as Brazil's final break with Portugal
led to a much closer economic integration between Portugal and its African
colonies. Not only is this reflected in the legislation of the period but also in the
import/export figures. This integration continued throughout the forties and early
fifties but, by the late fifties, Portuguese industry began to look increasingly
towards Europe for potential markets. Clarence-Smith cites Portugal's membership
in the European Free Trade Association and supplies statistics which confirm a
shift away from Africa and towards European markets. Once the possibility of
membership in the EEC appeared on the agenda, industries began to see the
colonies as a 'burden', continued ownership of which prevented the chance to join
the rest of Europe in an economic arrangement. Not being able to neo-colonise
therefore does not seem to have been a factor in the decision to fight the colonial
wars.
Why, then, were the colonial wars undertaken? It is now the turn of ClarenceSmith's explanations to exhibit a certain irony. For after earlier, and I think rightly,
discounting cultural motives behind Portugal's colonial desires in the 19th century,
these are now invoked to explain its determination to hang onto the colonies in
Africa even after they had exceeded their economic usefulness. It seems plausible
enough, but is not convincing in the context of Clarence-Smith's own argument
simply because throughout the book he does not give enough credence to noneconomic motives on the part of the Portuguese state. It would have been useful had
ideological or political motivations been woven into the story of economic
imperialism to show that, for example, the decision to grow sugar in the colonies
was not simply an economic one but also had to do with the particular interests
which were influencing the Portuguese state at the time.
The concern with Portuguese economic motives often leads to a neglect of the
economic motives of colonial actors as well as the ways in which Portuguese
motives were often thwarted or modified by activities taking place in the colonies.
Mentioned, but not developed, is the worry by domestic Portuguese industries
about competition from colonial industries. It would have been interesting to know,
for example, why Salazar allowed some colonial industries to develop while
prohibiting others. In addition, as Vail and White and others so vividly document,
peasant resistance was quite rampant in Mozambique, ranged from full scale revolts
to sabotage, and often thwarted Portuguese economic strategy. Accounting for this
factor might have provided even further support for many of Clarence-Smith's
claims or provided a balance to his account. Of course, it would have probably made
the book six hundred pages longer!
For all that, Clarence-Smith's book is to be appreciated at a time when curiosity
about the newest member of the EEC is beginning to surface. Its voluminous graphs
and statistics and excellent bibliography alongside a very readable, convincing
challenge to conventional literature on Portuguese colonialism offer students the
opportunity to re-examine their own beliefs and investigate other areas for
research.
Anne Pitcher
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