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LIVING and working in the Welfare State with a National Health Service it is difficult
to believe that one-half of our world has no real medical care, receives no formal

education, has a near-starvation level of nutrition and lives in mud huts, shacks or other
inadequate forms of housing.

A visit to Central and East Africa is a highly disturbing and humbling experience
yet one that is rewarding in realigning thoughts, attitudes and perspectives.

This paper is based on a recent private visit to Kenya, Tanzania and Zambia. Its obser¬
vations are personal ones obtained through the kindness and hospitality ofmany friends
whom I met and visited.

Dilemmas in medical care

All over the world we are faced with the problems and dilemmas of an insoluble
equation of priorities. We attempt to match our wants, needs and resources and we now
realize that we never shall be able to achieve this. The challenge, then, is how to make
the best possible use of what we have to provide good medical care for as many people
as possible. Such a basic philosophy is no different in Africa than in Europe or North
America. The differences are those of degrees and the problems are altogether immense
in developing Africa, and in a different league from the sophisticated difficulties of devel¬
oped societies.

Africa.the nightmare of social problems and needs
Before the matter of medical care can be discussed it is necessary to have some

knowledge of the society for which it is being provided.
Our colonists did not leave the new African nations in a ready, prepared or healthy

state for independence. Perhaps they had independence thrust upon them too quickly,
but the facts scream out the deficiencies in educational and administrative experience.
Bearing in mind that nations of millions had no more than a few handfuls of graduates
on whom to base their future government, it is scarcely surprising that progress in some
fields has been slow and shaky.

Apart from the delightful tropical climate, the newly arrived European visitor is
first impressed by the space and size of the country, by the modern airports and by the
activity and bustle of the capital cities, each with its modern office box-like buildings
mixing in with older colonial structures. It is only when he begins to travel outside the
small town centre that the truer problems become apparent.

The main and stark feature is that of poverty. There is poverty of economic resour¬

ces. There is shortage of national monies to provide many basic needs. The average
annual income per person is between $30 in Malawi to $200 in relatively affluent Zambia,
compared with that of almost $3,000 in U.S.A. The amount of money available for
health care and services is very low. In most African nations less than $1 per person
per year is spent on medical care compared with more than $ 100 in Britain and in USA.

The birth and death rates are high but the true figures are unknown because there
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are no systems of registration of births and deaths.there are no educated persons to
spare to administer such services.

A striking feature of Africa is the large numbers of children, seen everywhere, and
the care and welfare of these children are major challenges. At the same time there are
few old persons and the attainment of old age is unusual and treated with respect and
privilege. The control of the high birth rates is not a major priority in most African
nations. Only in Kenya, of the countries visited, is there any government-supported
programme of family planning. Elsewhere the mixture of religious beliefs, the hopes
of the father to produce many children to care for him in his middle and old age.fertility
in a woman is still a major factor in a continuing marriage relationship and women
attend clinics more because of infertility than for birth control.and the desires of the
government to people the vast empty spaces.these traditional attitudes result in a
birth rate which, whilst unrecorded, must be in the region of 50 per 1,000 per year.

Africa is a vast continent and brown is the predominant colour. The first visual
image from the 'plane window is of a brown, sunny expanse in all directions. Coming
down to earth one finds that this brown mass consists of dry grass and bush and rolling
humped mountain ranges. Subsistence farming receives scant rewards for its traditional
methods, but there is hope that with modern farming methods and better use of available
water the land could become fertile and produce foods that are so short at present.

At present less than 40 per cent of African children are able to attend any schools,
because of shortage of schools and teachers. Only 20 per cent of the present adult
population have completed primary school education and even a smaller proportion are
literate.

Lack of adequate housing poses different problems in rural and urban areas. In
the rural areas traditional huts are acceptable to those who have always lived in such
conditions but the basic facilities for hygiene are primitive and dangerous. Urbanization
is a growing feature in all African nations. There is an increasing migration from the
villages to the towns to seek work and adventure. There are no houses for these migrants.
They can exist only by building up shanty towns of flimsy shacks around the towns.
These are not approved by the authorities, who provide them with no facilities such as

water, drainage and sewage disposal, schools or health clinics. They are there as smoul¬
dering and explosive centres for disease, social suffering and crime.

This move to the towns is an expression of the desire of the village people for work
and social and economic progress. In addition to the problems of the shanty towns that
it has created, urbanization has had other social and cultural effects. It has weakened
the benefits of the traditional extended family which has always been a force for help and
succour in a large group. Removal from the large family in the village to small and
isolated family units in towns has led to a weakening of family bonds.

It would be quite wrong to expect these new ex-colonial African nations to adopt
the British system of democracy wholesale. This has not happened and whilst there h$
a superficial veneer of democracy in politics with elections and a parliament, there i$
also an inevitable trend to a one-party rule, the majority party usually being based on the
largest tribe. Internally, corruption is extensive and this is difficult to reconcile with
external foreign policies that abound with high moral principles. These major changes
have led to considerable social problems. With under-employment, because of climatic
conditions, the subsistence farmers can work only for some three months in the year.
There is much boredom and inactivity leading to a philosophy of laisser-faire and a lazy
approach to life. Alcoholism is becoming a serious social problem. Beer is home¬
brewed in all villages and all stores sell bottle beer much of which is produced and sold
by government breweries. Alcoholism is blamed not only for much disease in the
drinkers but for malnutrition and starvation in the young children of the family. The
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father spends much of the little money that he earns on beer and there is no money left
to buy protein foods for the children.

Venereal diseases are rife. Gonorrhoea is frequently seen in the government clinics
and in private practice. Syphilis is accounting for a sizeable number of congenital
cases as well as the well-known effects of the actual victims. In a large general urban
medical clinic in Lusaka they diagnose six to seven new syphilitics each week.

Common diseases
It comes as a surprise to discover that the common diseases are not the exotic tropical

diseases that one may have expected. Malaria and schistosomiasis are prevalent but
watching the work in clinics and hospitals it is obvious that the common conditions are
not very different from those in developed nations. Respiratory infections, coughs,
colds, tonsillitis, influenza, bronchitis and pneumonia are the largest group. Pulmonary
tuberculosis exists and is to be considered in any persisting pulmonary symptoms.
Gastro-intestinal infections and other digestive disorders are the second largest group
followed by minor trauma; skin infections; the infectious fevers.measles is still a

killing disease in Africa; and obstetric and gynaecological disorders. It is difficult to
know how frequent are the emotional disorders because the symptom-complexes are

so different from those in the United Kingdom.
Missing from the busy clinics and hospital wards are the disorders of ageing and

degeneration. Coronary heart disease is almost unknown in Africans but not infrequent
in the Asian communities. High blood pressure tends to affect younger persons and is said
to be linked with chronic kidney infections. Cerebrovascular accidents are not a problem
numerically. Rheumatic and arthritic conditions are not prominent.

Amongst children the problem of malnutrition underlies all other disorders. Maras¬
mus and specific protein-deficiency (kwashiorkor) are there but more widespread is the
general state of subclinical malnutrition which affects the response and resistance to
the common infections.

Medical care.general problems
Medical resources are few and far between in Africa. There is probably one doctor

for over 20,000 persons, one registered nurse for 12,000 persons and one sanitary engineer
for 2 million persons (Report of WHO Regional Director for Africa (1969) AFR/RC
19/5). These figures compare with one doctor per 900 and one nurse per 250 of the
population in England and Wales. There is one hospital bed for 1,000 of the population
in Africa and one per 100 in England and Wales.

These resources are small enough but the problems become greater when the great
effects of uneven distribution are recognized. Medical students tend to come, even in
Africa, from the higher social groups and they tend to be town dwellers. They are edu¬
cated in teaching hospitals that are inevitably in the capital cities, by teachers who
generally are successful specialists with a considerable income from private practice.
It is not surprising that after qualification most young doctors wish to work in hospitals,
in private practice, in the capital or in other cities rather than in the community in
government-salaried appointments or in rural areas with few social amenities or com¬

forts.
Medical education is carried out in medical schools on traditional lines with little

time spent on the medical and social problems outside the hospitals and within the
community and in particular in the rural communities. Medical care is very much
hospital-bound. The usual order of hierarchy is apparent of teaching-hospital prof¬
essor, specialist, registrar, houseman and student, then doctors working in non-teaching
hospitals and finally those in public health and community care. Few units have moved
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out into the community to work, study and prevent disease. Medical students are
'bonded' for a number of years to a form of national service, whereby they are expected
to work in approved and directed appointments, in an attempt to staff the unpopular
rural districts.

The African peoples have not had educational opportunities, and are unprepared
to carry out much self-care even for minor ailments. There are no pharmacies in villages.
There are traditional indigenous healers and they still occupy an important place in
medical care in Africa and will compete for many years with trained physicians.
The situation in Tanzania and Zambia

A summary of the medical resources of Tanzania and Zambia shown in table I.

TABLE I
Medical resources in Tanzania, zambia and England and wales

Tanzania Zambia England and Wales

Area in sq. miles .. 350,000 290,000 90,000

Population 13 millions 4 millions 50 millions

Density of people
per sq. mile 37 14 575

Urbanisation of population 25 90

Physicians .. 445
(1 per 29,000)

362
(1 per 11,000)

55,000
(1 per 900)

Medical Assistants 350
(1 per 34,000)

300
(1 per 10,000)

Nurses 1,300
(1 per 10,000)

1,165
(1 per 3,500)

200,000
(1 per 250)

Hospital beds per 1,000 1.4 2.8 10.0

A few comments are necessary. Most African countries are large and sparsely-
populated rural societies. The proportion of physicians, medical assistants and nurses
for the populations show the great shortages which are unlikely to be made good for
many years. More than half (60 per cent in WHO survey in 1967) of the medical
manpower are non-nationals recruited at best on a temporary basis. Many of the
doctors from overseas work in mission hospitals and in the separate services such as
those provided by the mines in Zambia. Half of all the hospital beds in Tanzania and
Zambia are in non-government agencies such as missions. Apart from doctors in private
practice, the majority are hospital based and appear to have little time or inclination to
spend much of their time in community services.

Private medical practice is an appreciable drain on medical resources. Government
statistics show that almost a third of the few doctors in Tanzania (146 out of 445) and
Zambia (100 out of 362) are engaged in 'private practice'. Most of these live and work
in the capitals and the few other large cities. They are mostly non-nationals who treat
other non-nationals and nationals who can afford the relatively high fees.

In spite of the strained and dispersed medical units the utilization of medical services
is surprisingly high (table II). Utilization rates in Zambia for outpatient and community
services are comparable with England and Wales, but in Tanzania, with fewer resources,
they are lower. This fact is related to the types of conditions that are seen and treated
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in the community clinics and outpatient departments. Many are very minor and the
patients have attended only because there are few other ways in which they can treat
themselves and because the clinics are there and free and offer a way of passing the time.

TABLE II
Utilization of medical services in Tanzania, zambia and England and wales

Tanzania Zambia England and Wales

Utilization rates of all
services per 100 40.50 55.60 70.75

Annual attendances at
hospital outpatient de¬
partments and other
community clinics (per
person per year)

1.5-2 5-6 4-5

Annual hospital admis-
sion rates per 100_ 3.2 5.5 10

Primary medical care.the medical assistant (M.A.)
With few doctors, and those that there are working chiefly in hospitals, private

practice or administration, there has been a major problem of providing primary or
first-contact medical services in the community. The problem is being tackled by medical
assistants, who organize the centres and see, diagnose and treat the patients.

The medical assistant is a paramedical auxiliary who has received a 2-3-year course
in diagnosis and treatment of the more common diseases of the African society. They
receive their training in government training centres and once in practice are, in theory,
under the supervision of the local hospital matron or the local district medical officer in
rural areas.

These medical assistants, whose numbers are growing, are of special importance
in the future development of African medical services. They are of more immediate
value than doctors. Their training period is half that of a doctor and the cost of the
training is a quarter.

The work of the medical assistants is 'general practice', as we understand it, with
no home visiting. (There are also other technical assistants who work in special hospital
units.)

They work from government, or mission, centres and clinics. They are paid salaries
and are supposed to be supervised and visited by local district medical officers or other
doctors. In practice in many places such visits are rare.

The nature of the work is similar to general practice in Britain with the addition of
some local tropical diseases. Respiratory and gastro-intestinal infections are most
frequent, then come minor trauma, malaria, venereal diseases, skin infections, infections
of the eyes, the common fevers of childhood, obstetrics and gynaecology. Underlying
all are poverty, ignorance and malnutrition.

The volume of work is impressive. In urban clinics a medical assistant working an

eight-hour day may see between 100 and 300 persons each day. There are few clinical
examinations and diagnosis is largely on symptoms and intuition, yet the accuracy is
surprisingly high. The key to safety is to know when to send the really sick person to
hospital. In rural health centres the numbers seen are smaller, about 25-50 per day,
but the patients may have to travel (walk) 10-20 miles to get to the centre.

Most clinics and centres have a number of beds where patients can be nursed for
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a few days by the medical assistant. Appropriate cases are said to be pneumonias,
malaria, normal deliveries, and some injuries. Transfer to hospital is difficult in rural
areas because there is no transport. There are no ambulances. It is left to the ingen¬
uities of the patient and family to hitch-hike or reach a bus route.

Medical assistants have less-trained workers helping them, called variously aides,
dressers, cleaners or runners.

The concept ofthe medical assistant began during the late colonial era but the growth
of the scheme has been recent. There are problems of status, roles and confidence in
this new professional group. There are differences and difficulties between medical
assistants and nurses. Nurses, belonging to an older medical branch, tend to adopt a

superior attitude towards medical assistants, one that becomes particularly difficult when
a matron or a sister is the person in charge of a clinic.

The career-structure is still being worked out. Since they carry out doctor-type
duties and tasks, can they always be restricted and kept down as lowly ancillaries?
In Tanzania the most experienced and senior medical assistants may become licensed
assistant medical officers and carry out even more of the work traditionally reserved for
doctors, such as surgery and obstetrics.

Relations between doctors and medical assistants are good, when contacts are made.
A major problem is the isolation of the medical assistant in his clinic or centre with no

regular supervision and encouragement by a doctor to whom he can turn for advice
and moral support.
Hopesfor the future

The shortages of all medical resources in Africa makes the need for maximal utiliza¬
tion of what is available even more important. There should be no room for wastage.
Yet there is waste and misuse of resources. This is obvious even on a superficial visit
and would become more apparent and distinct if there were data available. Brave
attempts have been made, particularly in Zambia, to collect data on medical care services
and utilization and effectiveness should improve once the findings can be applied.

The lack of reliable data makes it difficult for any worthwhile planning and for
governments to take stronger action in directing and controlling the medical services.

Africa offers opportunities for creating new ways of medical care, which have not yet
been possible because of the traditional forms of practice and separation between hospital
and community and the old attitude of doctors who seem unable to shake off the tenets
of western-type medical education.

Africa provides an excellent example of the work of non-doctors in primary medical
care. We would do well to examine and study in more detail the work of the medical
assistants to see how such lessons might be applied in developed nations.

Africa is very short of doctors and in particular generalists used to working in the
community. British general practitioners would be of great value to assist the immediate
development of the work of medical assistants supported by a doctor. It should not be
impossible for a small number of British general practitioners to be sent out to Africa
for up to six months through a joint scheme by the Ministry of Overseas Development
and the Department of Health and Social Security.
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