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ABSTRACT

This study examnes the relationship between the
N gerian state and external forces such as the WO and
Mul ti-National Corporations (MNQ and how they shape

N geria' s health policy.

The state-centric approach was used as the tool of
anal ysis of public health policy. The study concl uded t hat
the marxist conception of the state and public policy was
nore appropriate for the understanding of the nature of

N geria s health policy.

The rel ationship between the Verld Heal th
Qganization (WO and the Medical Industry was nade the
nature of this relationship examned and how it influences

N geria s health policy.

The study also looked at the nature of Nagerias
health policy from the colonial era till date and the
evolution of Ngeria' s health services. It was shown t hat
N geria s health services evolved fromthe activities of
mssionaries and colonial mlitary. The colonial health
policy was characterised by an urban based nedical set up
which neglected the rural population, a nmaldistributions

which is seen in Ngeria' s present health care delivery
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syst em

The influence of the WHOin Ngeria s health policy is
seen in the policy making and inpl ementation of the prinary
Health CAre (PHC), Qal Rehydration Therapy (CRT) pronotion
in Nageria. The case study of ORT denonstrated that such
externally directed policies are not solely for the benefit
of the N gerian popul ace but actually are in the interest of
the domnant class in society who recognise and accumul ate
international capital. In a capitalist society the pursuit
of health is no different the pursuit of profit. The state
apparatus is used in the pursuance of this interest which
runs contrary to the interest of the generality of the
popul at i on. The study concludes with the fact that it is
only by the replacement of this state apparatus wth a
proletarian state, the state policies will be nore people

di rect ed.
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DEFINITIONS

Dehydration: Loss of water and dissolved salts from the
body, occurring, for instance, as a result of diar-
rhoea.

Rehydration: The correctlon of dehydration.

Oral rehydration therapy (ORT): The administration of fluid
by mouth to prevent or correct the dehydration that is
a consequence of diarrhoea,

QOral_rehydration salts (ORS):  Specifically, the standard

WHO/UNICEF recommended formula, which consists of four
constituentas:
1. Sodium chloride .. .. o ce on  =e 3.5 grams
2. Trisodium citrate, dihydrate er wa se 2,9 grams
or '
Sodium hydrogen carbonate (Sodium bi-
carbonate) .. c. e se se se  as  en 2.5 grams
3. Potassium chloride .. .. .. .. .. .+ 1.5 grams
4. Gluco8e .v .. 4e es ws  ws  ae  ww 20.0 granms
to be dissolved in one litre of clean drinking water
ORS 1is generally provided pre-packapged in a dry form to be
reconstituted when required.
Salt sugar solut 838): consisting of white sugar

{sucrose) and cooking salt {(sodium chloride).



Source:

dration Therapy. Second edition WHO/UNICEF state-

ment WHO Geneva 1985,
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ABBREVIATIONS

A.B,U, - Ahmadu Bello University

C.p.D. - Control of dirrhoeal diseases

EDT - Expanded Immunization Programme

HFA/2000 - Health for all by the year 2000

IMF - International Monetary Fund

MIC - Medical Industrial Complex

MNC - Multi National Corporation

ORS - Oral Rehydration Salts

ORT - Oral Rehydration Therapy

PHC - Ppimary Health Care

S88 - Salt Sugar Solution

uN - United Nations

UNFPA - United Nations Fund for Population Activities

UNIDO - United MNations Industrial Development Organisa-
tion

UNICEF « United Nations Childrens Fund Emergency Fund

USAID -~ United States Agency for International Develop-
ment

WHO - World Health Organization.



Chapter 1

1.0 INTRODUCTION

One of the major problems underdeveloped countries
like Nigeria are faced with is that of health and health
care delivery. Underdeveloped countries like Nigeria have
been made to assume that western medicine provides the best
tool for coping with health problems, They have been handed
poliey after poliey which essentially aims at reproducing a

western style model of health care delivery.

Third world countries have geared health expenditure
towards the provision of large hospitals, high technology
and high level personnel, neglecting the preventive aspects
of medicine, Despite this massive expenditure on health the
health situation of third world countries seems to be
worsening. The current economiec crisis with whieh they are
faced and various Structural Adjustment Programmes (SAP)
aimed at correcting it has only served to worsen their

situations further,

The inability of western medicine to cater for Third
World health problems has caused scholars like Lesley Doyal
and Imogen Pennel to question its being appropriate for

Third Yorld countries. They argue that:



Thus while the application of western medical
treatment under third world conditions may have
extremely beneficial short term consequences for

the individual patient, it cannot reduce the

high incidence of disease nor raise the general

level of health,!

This clearly shows that the health problems of Third

World countries can be attributed to socic-economic factors,

whieh no hospital~based health poliey can tackle.

The enormous benefits behind the exportation of
weatern medicine to the third world by the industrialized
west has resulted in the commoditization of health and
health ecare, Countries 1like Nigeria spend large amounts of
their budget on the improvement of health services whiech do

not really cater for the health problems of its people,

The group of organized medicine which is involved in
profiteering called the Medical Industrial Complex (MIC) has
gone a long way in shaping WHO and Third Worlds health
policies which emphasizes on the importation of drugs fronm
foreign pharmaceutical firms, the construction of large
urban base hospitals and their equiping with the latest
gadegets. A11 this has continued to sap these third world

countries of their scarce foreign exchange.

Recently, Third World countries like Nigeria have
experienced a sudden shift from this more urban model of

health care to a more rural based programme called Primary



Health Care (PEC). The PHC was spearheaded by the WHO and
the IUnited Mations Children Fund (UNICEF), and a host of
other international institutions. The PHC is a rural based
health programme which is supposed to cater for the majority
of the population of the Third World. A WHO strategy for

the achievement of "Health for all by the year 20007,

This study examines the health policies of the
Nigerian State, It takes an in-depth look at the activities
of the WHO and Transnational Corporations (TNC) involved in
medicine and how they influence health poliecy in Higeria, A
historical acecount is given of the health care aservice in
Nigeria since pre-independence to date, A case study is

made or ORT in Nigeria.

bal B e S :

Nigeria's health poliey has had a tendency towards a
more curative type of medicine. As Niperia's o0il wealth
boomed, such large hospital whieh were capital intensaive
were indeed welcome from the VWHO and VWorld Bank. According

to Alkasum Abba et al

In almost all states, health poliecy was pre-occupied
with hospital construction, hospital equipping and hospital
maintenance., The construction of health centres and health

clinics, which had been initiated during the military



regime, was a poor second with less funds allocated to

it,2

This massive expenditure changed somewhat as harsh
economiec realities of recession and oil glut hit Nigeria,
Along with this was the steady decline in the standards of
living of the population, economic stabilization measures
were implemented right from the Shagari era:

The eoconomic stabilisation policies of Shagari

of April 1982 basically amounted to an attempt

to review +the economy by entting down publie

expenditure, restructuring imports, attempting

to diversify exports.

These measures sum up the famous international
Monetary Fund (IMF) and World Bank structural adjustment
package for third world countries with debut crisis, The
Nigerian economy is still on the throes of the economic
erisis perpetrated in the Second Republiec by oil glut, As
export earnings and fiscal revenue shrank, the levels of
expenditure generated in the 1970s and early 1980s could not
be sustained; and there was a great need to cut down budget
expenditure and conserve foreign exchange for the purpose of

debt servicing.

The steady drop in oil revenue woraened the situation.
The SAP recently implemented by the military administration
can be seen as another attempt at rectifying the situations,

by the military regime 1in accordance with Vorld Bank



directives. The country 1is caused to '"eut its coat

according to its size.n”

The wvarious measures adopted in the streamlining
process include massive retrenchment, cut down in budget
size and expenditure particularly in the social sector,
imposition of taxes, levies which has served to worsen the
plight of +the majority of Nigerians who;e standards of

living seems to fall every moment,

In the past national plants, health and other social
aervices 1like education and housing are accorded very low
priority terms of budgetary allocation and actual expendi-
ture in relation to planned estimates. For instance the
health sector suffered a sharp cut in the second national
plan, the government accorded the highest priority to agri-
culture and industry, transportation and manpower develop-

ment, while health occupied the third poaition.5

The health sector experienced a further demotion in
the fourth national plan, health and housing came fourth
position in the line of priorities after agriculture, educa-
tion and economie infrastructure. This shows the importance
the Federal Government places on health budget and alloca-
tion along side the more lucratice areas of the economy

which generate more income.

Apart from the actual allocation accorded the health



sector a very important feature which must be noted is the
over-emphasis placed on the more expensive curative aspects
of health, Despite the government declared its intentions
which seem positive towardas the promotion of preventive
medicine; it has tended to remain merely at rhetorics. This
can be 1illustrated from the fact that in the 1970-19T74
second npational plan curative medicine received the 1lion
share of 72%, while 16.7% went to the preventive services,

8.6% went to training and 3.2% was allocated to druga.ﬁ

The 1975-1980 development plan saw a slight shift as
curative medicine received 58.48% and preventive 25.84%.
This can be we attributed to the fact that it was this same
budget year that the Federal Basic Health Care Scheme
(FBHCS) was launched. It was also an attempt by the govern-
ment to redress the imbalance in the provision of health
services for the urban and rural areas, The BHCS was aimed
for the promotion of preventive health services to the rural

dwellers. 7

The Federal Government in executing this project which
was quite ambitious like mosat of her projects spent over
#110 million from 1975 is 19808 which is 8,3% of the budget
for health. The project if taken to its conclusion, would
provide 4000 health care units, for both rural and urban
pOpulation.9 Like most large government projects, the in-

tent is always different from what is executed, Despite the



large sum spent in implementation of the FBHCS it did not

yield desired results.

The Primary health care has taken over by the FBHCS,
and received enormous publicity from the government, It is
also one of the issues the government used to impress the
masses in their times of hardship to gain favouratism, 4
can be seen from table 1.1 that despite the fact that only
29,0% of the plan provision of the 1981-1985 fourth national
plan spent there was a definite bias towards PHC, PHC
received (90,5%) of the plan provision; communicable
diseases control received (16.4%), while the development of
teaching hospitals and special hospitals received (38.7%),
Training of health, which 1is aimed at cutting manpower
development received :HH.G!).TO This 1illustrates further
the sudden emphasis placed on rural health aimed at cutting
down expenditure on health as preseribed by the WHO and the

World Bank.

Lookingz at table 1.2 it can be seen that the cumula-
tive actual expenditure of ¥1,007,345,085 by the end of 1987
financial vear amounted to M224,037,0009 (20.42%) during
the 1975-1979 military era, ¥528,128,499 (48,13%) during the
Second Republic and ¥345,199,577 (31.4%) during 1984-1987
post Second Republic military administration, TIn comparison
PHC/Communicable diseases control accounted for (25,05%) of

the capital expenditure during the Second Republic and



Table 1.1: Federal Ministry of Health 1981-85 (To 1988)
Fourth Plan Projects And Programmes 198185
Health Plan Allocation Compared With Actual

Capital Expenditure

1981-85 1981-85 Actual
Plan Capital
Item Of Expenditure Alloecation Expenditure
Amount % Plan
Allo-
| H cation
1. Development of
Teaching and
Special Hospitals 862,400,000 333,476,168 38.7
2. Primary Health Care E
scheme. 101,000,000 91,419,914  90.5
3. Communicable Disea-
ses control group. 77,100,000 12,674,014 16,4
4, Manufacturing &
Supplies (Blood,
Drugs & Vaccines). 66,000,000 7,822,564 11.9
5. Diagnostic & Quali-
ty Assurance faci-
lities, 56,500,000 5,416,138 9.6
6. Training (Allied
Health Manpower
Development). 37,000,000 16,491,021  44.6

7. Policy and Manage-
ment. - 166'975 -

Total 1,200,000,000 467,466,397  39.0




Table 1.2:

Federal Ministry of Health Capital Experience Before, During the

After the Second Republic By December, 1987
Item of Expenditure 1975-1979 1979-1983 1984-86 Cumulative
Pre- 2nd 2nd Rep, (¥) post 2nd exp, 1975-87
Republic(s) Rep. (H) (N)
1. Development of
Teaching & Speci-
list Hospitals 135,380,368 371,162,327 181,587,857 689,010,552
2. Primary Health
Care/Communica-
Disease control 66,270,678 20,710,019 10,037,934 300,953,579
- “ -H-O.WQH M-,HU- Mﬂomm Nm -om Nmn@ﬁ N-m.um
3. Training 3,569,655 14,824,669 9,739,679 28,134,003
- % Total Exp. 1.59 2.81 2,82 2.56
4, Diagnostic and
Quality Assurance
facilities, 2,932,845 5,454,120 2,757,170 11,144,135
- % Total exp. 1.31 1.03 0,80 1.02
5. Manufacturing
and Supplies 324,370 3,694,719 30,651,453 34,670,542
5. Poliecy Manage-
ment, - - 343,736 343,736
- % Total Exp. - - 0.10 0.003
7. Other Project
Items 14,559,093 589,112 19,780,338 35,028,543
- % Total Exp. 6.50 0.13 5.73 3.19
Total 224,047,009 528,128,499 345,179,577 1,097,345,085
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(29,08%) during the post second Republiec military admini-

stration.

As for curative mediecine the development of teaching
and specialist hospitals accounted for (70.2%) in the Second
Renublie compared to (52,59%) in the post Second Republie
military administration.11 This goes to bolster our
argument that PHC has come to play a very important part in

Nigeria's health poliecy, particularly in the post Second

Republiec military era with its economic crises and SAP.

The sudden change in policy stance in the area of
health which awards PHC such great emphasis, can be associa-
ted to the activities of international institutions like the
WHO, TUNICEF and the World Bank. Third World debt problems
have warranted the involvement of such organisations who are
begining to show more concern with the impact of the debt
and adjustment policies on the populace of the debtor

nations,

AR recent study was done to that effect by Giovanni
Andrea Cornia the socio-economic advisor of UNICEF's Pro-
gramme Development Planning Division, where articulate
UNICEF's involvement in adjustment issues, he goes further
to outline some basic wavs debtor nations can go about SAP

12
with a '"human face'.

An important isaue which this study raises is that of
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the involvement of WHO in Nigeria's health programmes, The
WHO 1is seen as having influenced in no small way the policy
stance of the Federal Government on health issues, Not just
recently but even in the past, Nigeria has embarked some
large capital intensive projects, on part of the ongoing PHC
programme, This is done with the encouragement, technical

advice from the WHO and financial support of the World Bank,

Rently the Federal Government in pursuance of PHC as
part of its project launched an Essential Drug Programme in
collaboration with WHO, Tt is presently negotiating for a
loan from the World Bank of 7 million. The loan is to be
used for the procurement of drugs from pharmaceutical firms
abroad, drugs which are considered essential for any modern
health system in a developing country like Nigeria.13

This bring us to the area of pharmaceutical manufac-
turers an area which this study touches upon. Apart from
the WHO, there is that organized institution which profits
from 111 health and health called the medical Industrial
Complex (MIC). The western MIC is a very powerful organiza-
tion with tentacles all over the world. The MIC has vested
interest 1in health policies of the Third World, In line
with that it has a great interest in the nature of policies
in the WHC which relates to these same countries in
question. The MIC goes a long way to influence policy in

the WHO in order to protect itas interest which is in 1line
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with the accummulation of capital. The second world war saw
the development in the chemiecal and drug industry. This
helped shape in no small way the ideology of the WHO:

A fragmented and primarily technical response to

health problems has dominated WHO policy ever

since, and an early rhetorical commitment to
publie health and rural development has Pever

been translated into practical strategies.!”

The VWHO's technical response to health issues can be
seen clearly in her occupation with eradication campaigns
for instance, the popular malaria campaign which intensify
with the discovery of miracle DDT. The WHO malaria campaign
received alot of corporate =support for example the
Rockefeller Foundation. Dr. Paul Russel of the Rockeffeler
Foundation arpgued that:

Although malaria is no longer a problem in the

Us it is of tremendous importance to the

American businessmen as 60 per cent of imports

come from and 40 per cent of our exports go to

countries in which it is a problem ... a malaria

eradication campaign was a dramatie undertaking

that would penetrate to the homes of people and

wou}? benefit the US politically and financial-

ly.

As earlier mentioned the WHO has moved to the area of
community based project that have less technology This is a
mere reflection of the changes in the nature of Third World
and developed countries relations. Even these community

based strategies for health have their underlying political

implications for dev2loping ecountries which c¢an not be
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ignored.

On the whole this study tries to throw more light on
the nature of health problems in Third VWorld countries like
ligeria and the role of external forces 1like the WHO and MIC
in their health poliey directions. The PHC, ORT promotion
is used as a case study of the health programmes of the
Federal Government which the WHO is very much involved in

Nigeria's health poliecy.

1.2 Justification:

Health problems have continued to plague Third World
countries 1like HNigeria, Few attempts have been made to
examine the relationship between health and the nature of

the state and her relationship with external forces.,

The increasing ill health of the Third World populace
is attributed to lack of development of Third World
countries and the nature of the climate and demography.
Some attribute it to the lack of modern technology and
enough hospitals. To sueh the introduction of modern
medicine has pgone a long way in improving the health

problems of the less privileged nations of the world.

This kind of view emphasizes the role of medicine in

health and underplays the activities of external capitalist
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foreces on Third lerld health problems. However, the study
looks at this in-depth and helps bring out the true dynamies

of the health problems of Third World countries 1like

Nigeria.

The promotion of ORT in Nigeria have been chosen in
order to give a clearer picture of the programme implemented
by the Nigerian state in collaboration with the WHO and

other 1nternational bodies.

1.3 Hypothesis:

The main hypothesis this study is concerned with ecan
be summarized as follows: Given the manner in which the
Nigerian 3tate was incorporated into the world capitalist

systen our suppositions that:

1. There is in existence a triangular relationship
betwean the Nigerian State, the WHO and the MIC which
encourages the pursuance of health poliecy in the
interest of international capital,

2. The ORT though a laudable policy somewhat is in fact a
diversionary strategy of the state which shy away from
the real problem.

3. The ORT has failed to achieve the desired results in
Migeria because Nigeria's health care delivery system

militates against that pessibility.



1.4 Methodology:

The following methods and techniques of data collec-
tion used in this study are the consultation of secondary

sources and a survey research.

The study consulted the existing literature on the
state, international institutions like the WHO and TNC's in
relation to the Third World in particular and the world at
large, Data is used from official publiecations, such as
federal health statistieal reports, WHO and UNICEF publica=-

tions, etc.

Secondly survey regearch is then used for the purpose
of getting first hand information. Informed oral interviews
have been conducted with Ministry officials, WHO and UNICEF
offiecials. Additionally, oral interviews have also been
conducted with a few doctors and nurses in publie hospitals
and health centres. A few pharmacies, chemist and pharma-

ceutical firms were visited and officials interviewed,

Apart from the oral interview, structured question-
naires have been used with close-ended questions. The study
took a samplie size of 200, respondenta., I{ was conducted at
the Paediatric Out-patient unit of the A.,B,U., Teaching
Hospital, Zaria. Sinmple random sampling method was used
with no special criteria was used in the echoice of respon-

dents. The mothers who brought their children to the out-
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patient unit were chosen for the interview,

The A.B,U, Teaching Hospital Paediatric Unit was
chosen because of the existence of an CRT Unit in the
Paediatric ward. It is assumed that mothers visiting the
hospital stand a better chance of finding out about CRT and
the preparation of the Sugar Salt Solution (8SSS) home mix
than mothers who resides in the village without any acceas

to a health establishment or some sort,

The questionnaire is divided into two sections, the
firat part is concerned with personnel data, the age, educa-
tional 1level, and occupation of the spouse as the respon-
dent, This was required to help in asseasing their income
1evals.16

The second part was aimed at determining the extent
mothers know about CRT and the SS85& home mix and how they
appreciate it in relation to the management of dehydration

Win echildren caused by diarrhoea at home,

The questionnaires were administered over a span of
seven consecutive days from Tuesday to Monday from the 12-18
June, 1988, We took a minimum of 28 and a maximum of 30
respondents each day. This was to enable us get a good
sample considering some mothers would find some days of the

week more convenient than others to come to the hospital.
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1.5 Limitation of Study:

Certain 1limitations in this study must be taken note

of. Limitations which we tried to overcome.

A major problem was that found with the offiecial data,
In aome areas overlapping was found in the figures, which
pose problems 1in determining the most reliable figures.
Apart from that of the figurez we have also ceognizance of
the fact that certain data do not represent reality, thia
can be attributed to certain facts which could be political.
In view of this great care have been taken to handle such

information with careful analysis.

In the survey research the problem of respondents who
are inhibited pose problems; hampering their ability to
answer questions freely. Some offieials were reluctant to
give out information or discuss certain issues, In an
attempt to overcome this problem we employed subtle probing
and prompting questions which served Lo encourage the res-
pondents to reply more freely. Secondary data helped to
achieve some balance where interviews were not forthcoming

and vice versa.

1.6 Scope of Study:

Although references are made to rural health policies

of the VNigerian governmental and international Agencies
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directed at the pcpulation, the main focus of this study is
on the ORT,

Oral Rehydration therapy has been recocgnized as

a strategy for Child Survival and Development

Revelution (CSDR), in many countries with a high

incidence of diarrhoea diseases.l’

The OCRT is part of the National Diarrheceal Diseases
Control programme, which is aimed at cutting the cost in
the treatment of dehydration caused by diarrhoea in
¢hildren. This programme d4id not yield desired result, as
expected, It would seem that the less privileged who would
benefit from such a pollicy are in fact out of touch with it,
Those that do not seem to understand its use and do not

bother about it.

Despite the fact that the sugar salt solution, home
mix 1s to enable mothers treat their children at home,
mothers residing in the urban areas still prefer to rush
their c¢hildren to public hospitals for treatment of even
the mildest cases of diarhhoea, Pecple continue to insist
on treatment in government hospitals which are in an appal-
ling state, they lack drugs, even when they are avallable

they must be bought at prizes that very few can afford.

The ORT 1s part of a health programme aimed in the
less privileged in the =ociety. The premotion of CRT is

almed towards shifting responsibilities of health from the
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state to the people. Additionally, people are made to feel
they are in fant the cause of their health problems and can
solve them themselves, Most Health problems can in fact be
attributed to their living standard. The populace live in
such squalor where poverty prevails, no adequate good water
supply =sanitation coupled with poor nutrition. All these
contribute to poor health causing diarrhoea and other asso=

ciated diseases,

1.7 erature Review:

In crder to arrive to a more comprehensive and dynamic
underatanding of how internatiopal institution like the WHC
influence the poliecy directions in Nigeria, the state cen-
trie approach 1is employed in this atudy. The approach
enable us to study the phenomena within the framework of the

gtate and its acotivities in the area of policy making.

There are bazsically two schools of thought of the
atate public policy: The liberal vlupralist view and the
Marxist view, Generally though, "A theory of state basical=-
ly encompasses a look at society and the distribution or

18
power in the society.m
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1.7.1 The Liberal Pluralist View of the State and
Public Policy in A Capitalist Society:

The pluralist view of the state i{s premised on the
idea that =society i3 fragmental and made up of wvarious
organized groups with conflicting interest, Prof'essor Dahl
has noted that pluralist

suggest that there are a number of 1loei for

arriving at political decisions, that business-

men, trade unions, politicians, consumers, far-

mers, voters and many other aggregates all have

an impact on policy outcomes, that none of these

aggregates 1is homogenous for all purposes; but

weak over many others and that, the power ¢to

reject undesired alternatives is more common

than the power to dominate over outcomes

directly.!?

Pluralist see state power as being diffused amongst units,
that no group dominates the other, They assert that there
is no dominant class only competing interest blocks whose
activities are monitored by the state, So that there exist

different elite groups who lack cohesion and this goes to

ensure the diffusion of state power in society.

Michael Goldsmith, in his book Polities Planning and
The City, while analysing the above position recognise the
fact that not all people are prepared to participate in the
poliey making proceas; he goes further to say that those who
do not partake in policy making do so in a manner which
causes the passive majority to worry as to whether their

20
interest is catered for.
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The exercise of power by the active majority in

this model is thus seen as authoritative or

acceptable by the mass: the process of policy

making 1is seen as legitimate and acceptable;

Because those who take deciszions are responsible

to the changing needs of the majority, the

openness of the political system ensuring that

these changes are quickly provided by  the

decision makers.21

Pluralist confler to state the role of an impartial
umpire which reconcile the conflicting interest of various
groups. But Polsby opines that these varying interest
groups with their "over-lapping membership" and "widely
diffused power basis" use a multiplicity of techniques to
influence the policy making process to say decision in their

22
favour.,

Another pluralist whose argument must be taken note of
is Schottle, he shares the views of the others and sees the
state as capable of making policy in the interest of the

23
generality of the society. In line with this argument
publie policy is seen to serve the interest of the public
and not just the privilege few. On the whole pluralist see
the state as the only institution capable of withstanding

pressures like economiec, political and social through publie

poliey.

In the area of health policy, the pluralist argue that
the state formulates health policies like any other social

poliey in the interest of both the privileged and the less
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privileged in scciety. 3¢ that no one interest group domi-
nates the other., This view of the state has been criticized
by achelars, it is seen as abstracting the state from socie-
ty imbuing it with divine authority, whiech reobs it of its

24
true dynamics,

George and Wilding have also argued that,

the state ... can not be seen as impartial and

nentral this i3 not pozaible in a society where

classes exist and dominate each other,2d
Certain public policies might seem in the interest of the
whole society, but in agtual faet lean towards a particular
class for instance the recent move towards PIC, pluralist
would elaim that their aim is solely to satisfy the needs of
the generality of the Nigerian populatien who are rural
based. Mot only does the PHC aim at that but it also helps
the state cut down drastically on budget expenditure on the
provi=ion of social services like heslth for debt servieing.
In the long run what, obtains is in fact health policies
made supposedly in the interest of the masses, but in aotual
fact it is for the benefit of thome who have ties with
international capital, that is the dominant class. This
runs in contradicetion with the puluralist argument which
sees public policy as being formulated in the interest the

whole soclety,.
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1.7.2 The Marxist View of the State and Public Poliey:

The Marxist view of the state stams from the writings
of Marx, In Ralph Miliband's article "Marx and the state®
he opines that Marx has basiecally two views of the state
whigh he developed. The first is that which is found in the
Communist Manifesto where Marx (in collaboration with
Engles) makes the contention that "the executive of the
modern state is but a committee for managing the common
affairs of the whole bourgeoisie".26

Marx's second view on fhe state '.liband argues can be
traced to analysis of the state and class in The Eighteenth
Brumaire of Louis Bonaparte, He argues that the state is
above all social classes and is the dominant force of socie-
ty and not just an instrument of a clasa.27

Marxist see the pluralist view of the state as elitist
in nature. Its emphasis on stability and c¢onsensus and
support for the status gueo is highly criticized, Contrary
to this view Marxist recognisze the existence of c¢lass and
class struggle In soclety, Within the Marxist framework of
analysis, the state is 1in charge of policy making and such
holders of power 1n turn represent the interest of the
dominant class, National interest becomes 1llusive and

publie peliecles somewhat private policy for the privileged

few in society.
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There are some scholars that argue it is possible for
the state to make publice poliey in the interest of gertalin
groups in soclety like the working class, Kirk argues that
in Britain which 1s a welfare state this is obtained and can
be seen in the way the state provided social services for
the waorking elass.28

The soclal workers of a capitalist state like Britain
Marxiat argue should not be idealized, As contradictions in
capltalist sccieties intensify,

Clazs conflict sometimes impel the bourgecizies

to make certain coneessions and resort to poli-

tical manoeuvring. While glossing over the

contradietions inherent in  capitalism, the

ruling elite tries to moderate class conflict

by mitigating the effect of economic orisis,

reducing unemployment and inflation, etc,29
This essentially means that the actual benefits of such
publie peolicies are felt by the privileged few in scciety,
In Britain for instance where medical care is organized by
the state, 1t =till remains an important source of profit:
acience equipment and drugs continue tc be purchased from
private pharmaceutical firms while atate hospital are cons=
tructed by private firms.30

Another issue which must be stressed is the role of
the state 1in maintaining the capitaliat economic system

through its invelvement in the production process. The

state 1s the largest customer of the private sector, and



some major industries could not survive in the private
sector without the state customs, the ecredits, subsidies and
benefactors which it dispensas.31

Apart from this obvious involvement in the econonmy
which promotes the interest of international capital, the
state 1is also engaged in publie policy which enhances this
interest and that of those who own the means of production.
It is in line with this that the Nigerian state has had a
tendency to pursue health policies in the interest of the

MIC,

In the final analysis decisions about allocation on
health, education, housing and other welfare benefits are
all involve in the conflict amongst competing interest, with
the resolution of such conflicet as generally being in the

favour of the dominant elass in society.

In sharp contrast with the afore discussed & non-
capitalist state is of a different dimension to a capita-
list, The socialist state emerges as a result of a socia-
list revolution which transforms the mode of production and
puts the state power in the hands of the proletariat. This
idea of the dictatorship of the proletariat was first
advanced by Marx and Englels in 1848 in the Communist Mani-
festo, whiech mentions the proletariat organized into a

32
ruling class,
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Onece in power the state of the proletariat dictator-
ship begins 1its transformation into a state of the whole
people as soon as the building of socialism i=s completed.33
The sociallst state represents the interest of the whole
soclety. This essentially means that the socialist health
policy 13 aimed at the provision of medical care for the
whole soclety. It appllies not juat to the health sector but

other public services like eduecation, housing are easily

accessible to the populace,

In China a non-capitalist society have been able to
come up with a health poliey which caterz for the whole
society with 1its rural based majority 1like Nigeria, The
Chinese "barefoot doctors" are famous for the way they have
been able to cope with the health problems of rural majority
of China. Attempts to import the barefoot deoctor concept to
other Third World countries have not been successful, This
can be attributed to the fact that the state in the non-
capitalist aocieties and capitalist differ which influences

34
the nature of their pelicies in the area of health.

1.7.3 Ihe State in Post Colonial Socletles

The issue of the state in post colonial socileties has
attracted alot of attention, various scholars have attempted
the analysis of the nature of the state In past colonial

societies, The central argument of the debate i1s that the
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state in the Third Vorld possesses certain peculiar features

which make it somewha® different from the state in advanced
=

capitalist societies.s}

Major contributions to this debate can be seen in the
works of Alayi (1979),\ Sau (1974), Bala (1982), Asoble
(1987), Leys (1978), Jibrin Bala argues that the main prob-
lem with the contributions to the post colonial debate ia
that most scholars start from the analysis or the class
character of the state, making categorizations which are
somewhat abstraet, 'metropolitan bourgeoisie', petty bour-
peoisie, indegenous borgeoisie, landed bourgeoisie, ete.,
are linked to atate power, The state power is seen as
operating in the interest of one class against the interest

of the other in the final analysis.

He maintained that the flaw with the above discussion
on the state is in the restricting 'class theoretical deter-
mination of the state which has achieved justification in
the elaborate framework provided by Nicos Poulantazas.

Like in the Poulantzas problematic, none of the

main contributors to the post colonial debate

deems 1in necessary to analyse the relationship

between the developments in the process of

accumulation and its contradictions, and the
state,36

The ecentral argument of Asobie is that the state in

the Third World is essentially a bourgeois state (i.e. a

capitalist state, what makes it different from the developed
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states of the West is the peculiarities found in the process
of articulation of the mode of production. On the whole the
'post colonial state is simply a type of bourgeois state
wheose underlying structures is undergoing a transition from
feudalism or communal feudal mode of production to ecapita-
list mode of production.37

To bring the 1ssue of the state in post colonial
societies closer honme with reference to Nigeria Sam

Oyovbaire puts forth the poaition that:

while the Nigerian state is much more than
simply a collection of government institutions,
mediating betuween individuals, groups and ethnic
interests, 1t is in its present phase of deve=-
lopment certainly less than a simple product or
committee of capitalist interests.iB
It is in his view the Nigerian state serves the interest of
contradicteory groupa, and to look at just the 1issue of
elther j class or ethnicity i3 reductionist in nature as the
factors can be secn to overlap depending on the historical
39
context and particular issue at stake.

Another major contribution to the study of the state
is that of Bjorn Beckman, he is of the view that while the
state organ services as an insatrument for the penetration of
international capital it cannot be overlooked, that in doling

40

so it also aids the emancipation of the bourgeols class.

The state pursue policies which enhance the position of
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international capitz! in Nigeria and also serves t¢ better

their own position vis-a-vis foreign capital,

This is8 a eclass vhose historie mission was to
participate in the rapid exploitation of the
resources and labour of the people az  Jjunior
partners to the imperialist hourgeoisie.
Those that are in possesszicn of the state apparatus thus
formalate policies which will serve the interest of that
class in scciety which is dominant as a result of its posi-
tion in the relations of reduction. In line with this
assertion one =sees the Nigerian state in the pursuit of
publie policies like that of health in the interest of the
dominant class, it is also found that these health policies
have an external orientation that invariably help strengthen
the state ties with the capitalist west, There is a ¢lear
manifestation of this in nature of Nigeria's health policies
which places emphasis on curative medicine which is funda=-
mentally a modern urban based health gservice and operates at
the expense of the silent majority who are rural dwellers.
Modern medicine is very expensive and its pro=-
duction and distribution are controlled almost
entirely by a small number of giant companies
owned mostly by the U.S.A., Vest Germany and
Switzerland .42
What obtalns in Nigeria therefore is that health policies of

the state are actually influenced by their relationship with

international bodies like the WHBO and MNC who are involved



30

in the production of pharmaceuticals. The Nigerian state is
left with residual powers so to say over decision making as
it continues to eonllaborate with foreign capital, whose

interest conflicts with the majority of the population.

However, we cannot forget that the Nigerian state does
in fact share a common interest with foreign capital and
strives to improve its position. It is in the pursuance of
this interest that even the so called policies whiech are
beneficial to the public are in fact more beneficial to the
national bourgeoisie. The recent move towards PHC and the
promotion of ORT is aimed at solving rural health policies,
by and larze the state cuts down health expenditure which
enables her spend more in the more lucrative sectors of the

economy where private capital ean flourish,

1.7.5 The Capitalist State and Health:

Under capitalism the primary role of the state accord-
ing to Marxist is the reproduction of class relations, in a
social formation where the hegemony of the bourgeois
prevails. Vicente Navarro in "The crisis of the WEstern
system of Medicine in contemporary capitaliam" argues that
it is the state which establishes its composition along with
its role and the nature and type of poliecies it pursues
within the health sector and elsewhere, Tt is this defined

role of the state that explains the intrinsic bias capita-
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list states response in favour of capital and against
h3
labour,
Navurro goes on to point out that the state is aimed
at maintaining the status quo and execludes any alternatives

whiech threaten such a balance, He cites examples of the

fact that,

the overwhelming dominance of bourgeois ideology
in the top corridors of power of major health
research institutions explains the heavy
emphasis on individual etiology-habit, diet and
the like as the subject of research, rather than
environment factors pollutants, carcinogens,

ete Ui

In line with this view Lesley Doyal and Imogen Pennel
opine that health problems can reach to a considerable
extent and be determined only by the existence of a parti-
cular type of mode of production., Under capitalism there is
a contradiction between the pursuit of health and the accum-
mulation of o:api'r.ell.u‘5 In their view any attempt at the
control of 111 health would interfere with the capitalist
accummulation, In that health and health care is commodi-
tized in capitalist sooiatiaa.uﬁ

According to Okello Oculi, political power which is
determined by the ownership of the means of production goes
a long uway in determining the 'health and non-health' of

T

society, From this we can conclude that as long as the

Nigerian state is a capitalist state with the ties of inter-
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national capital it will continue to pursue health policies
whioh serve that interest, International bodies like tLhe
WHO where the hegemeony of the vs and the capitalist West
prevails w1l in this 1line e¢onktinue to enccourage the
Nigerian state to pursue such health pelicies which zerve to

maintain papitalist relations in the world,
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Chapter 2

2.0 WHO AND THE MEDICAL INDUSTRIAL COMPLEX

2.1 Introduction

In the previocus chapter we diacussed the role off the
astate, the Liberal - FPluralist conception and the Marxlist

conception of the atate and public policy.

This chapter examines the activities of thq WHO and
the pharmaceutical industries. It will further atteupt to
make a conneclion belween them and how thoy both Influence

Third World health policy.

2.2 The ¥World Healih Opxanisation [HHQ}:

The post-world war period created great tension 1n
Europe, Which led the Upited Stalea and Western Burope have

growing fear about the spread of communism in Europe.

The 0.3, States Department feared post-war eco=
nomic chao3 would lead to a repetitlion of what
happened after the first world war, Cordell
Hull Assistant Secretary of State reogarded the
United MNations as a political inztrument whiah
by wuniversality of membeprshlp would compel thae
members to adopt the princlple of free trade and
respect for property.t



38

In essence there wWas a great need to maintain caplta-
list activities ﬁnd revive the war devaated countriea of
Europe, and a3 a result of this the Marshall Ald Programme
was put in motion by the U,3, and various relief organiza-
tions, This Marshall Plan aud the 4,N, were seen as at

tempts to create a bloc against Soviet Communism, thereby

making it possible for U.8. dominance to prevail,

The attempt was seen by Roosevelte as a tool for U,S.
foreign policy. The U.N. was to become a sort of world
government in which the U.8, would dominate and pursue her
non-isolationist policy. e argued strongly against isola-
tionism and sought support for an active Amerlcan role in
post-world war aotivities.2 According to Franz Schurman,
Roosevelte did not envisage Awmerica Jeining a new League of
NHations, bLub that nallons Join hee in the U.N. as concelved
by the 0.5, on American 3011.3

The concern of this study 1is not wlth the U.,N., but
one of her speclialized agencles the WHO which 1is ogharged
with the responsibility cf health, The WHC was the firat
specialised agency created by the U,N, organization, At the
Economle and Socilal Councils first session, a committee was
appointed on the issue of health, and the WHO was founded,
It's constitution was signed on July 1946 and ratiffied in

i
1948,

The WHO played a cruclal role as an international Hed
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Cross for Europe after the Second World War,

&

The more fortunate nations began to feel a sense

of responsibility for the ¢crucial health prob-

lams. At first it teok the form of health aid

to war devasted countries 1.,e., as part of the

Allied Relief Reconstruction Programme,-
Western nations realized that the restoration of good health
was essential to the resumption of economio 1ife, Thus, the
WHO was ereated to cater for the health problems of western
Europe. The activities of the organizatlon expanded after
sometimes Intc the catering for the health preblems eof
colonies of these same Buropean ocountries, and as they

achleved independence the colonies also gained rfull member=

ship of the world health body,

The main organ of the WHO i3 the World Health Assembly
which 1s the supreme body thut meets annually, it 1a <com-
posed of delegations of the organlzations membersa based on
their professional character. The World Health Assowmbly is

respansible for determining the policles of the WH(.

The Exacutlve Board of the WO is the technical organ
which makes proposals for dellberations by the World Health
Assembly. It i3 made of 31 persons desaignated by members of
the World Health Assembly. Thay represent supposedly the
interest of the organization and not thelr individual

states.
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The WHO has BO-50 panels of experts inveolved in a wide

range of activitiesn,
L

from air pollution to zonoses for example nutri-

tion, anti-bloties, rables, food additives tu-

berculesals  and malarla and other diseaszes of

auch type,
Members of these pansls are responsible For recommendatlons
made by various expert committiees set up by the WHO, They
are also invelved in the setting of international standards
and bodles, like the code for the marketing for breast milk
subatitutaa.T

A unigue feature of the WHO which sets 1t apart from
other U.N, a3specialized agencles 1z its decontralized nature
it has 3ix vreglonal organizations each constltuting a
regional committee and regional offices headed by a reglonal
director, The seats of the regional offices are Alsxandria

(Eastern Mediterranean Reglon), DBrazzaville (Africa Reglon)

and Washington (Reglon of the Americas),

The WHO seg¢retariat consist of the technical and field
staffs who are charged with running the organization and
executing projects and programnmes, The secretariat staffl
are supposedly internationally representative, and reaceive
no 1instructions from any external body othar than the WHO,
The technical and administrative head of the secretariat 1s
the Director General who is appolinted by the World Health

9
Assembly.



Like most international organizations membership 1ia
optional i.e. Opunfto all states, any state joining the U.N,
and receiving the WO constitution automatically beconme
member of the WO, There are some states like Switzerland,
who claim neutrality and does not belong to the U,N, Lhey
possess associate membership. As of 30 June 1985, the WHO
had 164 members and one assocliate mumber.10

As for financing, the members of the organizatlion are
responsible for its regular budget. WHO's budget for 1984-
1985 was $526.1 million, This figure includes the Pan
American Health Organizations {(PAHO) with which the WHO is
mer-ged.11 The WHO receives funds from the United Nations
Development Programme (UNDP), It reliefs heavily on the
contributions from pgovernments, individuals, and voluntary
agencies, TNC have been known to make some generous contri-
butions in kind and money. The organization when possivle

collaborates with such bodies in the implementation of

health programmes and projects,

Decision making in the UHO 13 supposed to bLe the job
of internationally minded individuals who represent the
interest of the world. This however 1s not the case, hence
a very powerful body within the institution which is active
in policy making is that group which Vicente Navarro calls

the Development Establishment. According to him this body



is active in major ald agencies like the W0 and champions
within Veatern cirplea, they push the views of the dominant
class, The capiialist class he argues continue to play a
vital role in organizing the world capitalist systenm. Ly

>

is this class the development esatabl ishments repraaant.1h
The top declslon making body of the WHO that 18 the
World Health Assembly is merely a figure head. By and large
the position of the dominant class prevails, This can be
sgen in the ideological content of many of her declarations,
for 1instance the Alma Ata Declaration. The 1uaupa rajsed
and recommendations made within the Alma ATa report are nol
new. For instance changes of priorities within the health
care services, emphasis on PHC, shift from low to high tech-
nolopgy; self-care and self-reliance and the encouragement of
community participation in the implementation of pro-

13
grammes,

In 1972 the office of lealth Economica (18) (The
industry) and in 197%5. The World Bank (19)
produced reports on the state of health and
medicine in the under developed world that
clogely resembles the Alma Ata recommendations.
Indeed they are part of the "gonventional
wisdom" within the development establistument,l?

The WHO is a non-governmental organization, whalever
activities it is engazed in it does through the collabora-
tion with state governments and their ministries of health

or {its equivalent, The global strategy for HEA/1000 draws

attention to the role of ministrles of health and their



collaboration with Wil0 in the stimulation and coordination
of the PHC prograﬁma.15

The WHO is involved in a wide scope of activities all
in the aid of attaining WHO's objective that 1is, "“the
attainment by all people of the highest possible level of
health." The WHO to name jJust a few of its functions 1is
involved 1in the strengthening of national health aservices
and in giving technical assistance to governments on their
request, it maintains epidemiological and statistical servi-
ces, it stimulates the eradication of epldemics and other
diseases, it promotes the prevention of accidental injuries
and a host of other thinga.16

Since the second world war and the unprecedonted
internationalization of capital which followed, there was a
shift in the provislion of aid on a multi-lateral haala.Ir
It can therefore be seen that it i3 not Just Third Vorld
governments and thelr colonial powers that influence health

policies, but also other International institutions like the

WHO and World Hank feature quite prominently.

It 1s important to note that the WHO has had a bias
for a tLechnical response Lo health problems of the third
world, The Malaria Campaipgns she embarked upon are a clear
indications of her inexpensive and ineffective strategies of

18
"gearch and destroy." A atregy which has not ylelded
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eonsiderable success 1n tackling Third World health problems.

Recently, the WHO and other international agencies
have made a major shift from the technical medliecine policles
to a community based one, Both the WHO and the World Bank
realize that the health problems of the Third World are
better solved in this manner and so they have made great
steps In the promotion of Lhe coat effective pollceies,

Clearly it is not Iln the interest of 1inter-

national capital to waste resourcues 1in the

Third Worlid either through investment in econo-

mic projepts which may be undernined by endemio
disease,

Recommendations have becn towards the shifting of priorities
within health care services Lo PUIC, the use of less sophis-
ticated technology llke the ORT, emphasizes on  self-care,

20
self-rellance and communlty participation.

2.3 Ihe Medical lodusiry and the Third World:

A perfect example of the commoditization of health and
medicine 1s provided by the TNC, who are involvad in the
manufacture of pharmaceuticals, Yel there 13 an acute
shortage of drugs in the Third World, It is in view thia,
that tha Western Medical Industries have succeeded Lln cuptu~
ring Third World markets for the sale of thelir broducts.

This resulted to the fact that:
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Although overall medical expenditure on drugs ia

proportionately very much greater, Whereas

drugs account for about eleven percent of NHS

spending, they represent roughly twenty percent

of the health budget in most African countries,

and in some Third World countries, they absorb

as much as forty percent of total health expen-

diture,
This can be explained by the fact that these developing
nations depend on the importation of these pharmaceuticals
from the industrialized countries, They also pay conside-
rably more than European countries for pharmaceutical
products, and this in no samall way helps drain thelr much
needed foreipgn exchange, This is apgrevated further by the
fact that 1local production is almost negliginle, For
instance in MNigeria there are 27 pharmaceutical manufac-
turers and these manufacturers speclial lze mainly on anti-

33
malarials, analgesics, simple couph and vitamins, Availa-
ble data has shown that over T5% of Nigeria's drug needs is
23
supplied from foreigyn pharmaceutical firms, Even local
production relies heavily on the importation of the basic
materials for production wilh the exception of water. Out
of the 27T major pharmaceutical firms operating in Nigeria aas
at the end of 1981, it was discovered that only % were
2

actually indigenous,.

The drug market i3 dominated by a few powerful [firas
who wield enormous power over the developing countries, In

a study conducted by Sanjay Lall, it was discovered that Lhe

oligopolistic nature of the industry with relatively few
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large companies dominating international production, trade
and innovation 1énds considerable market power to large
firms. The wuse of this market power entails a number of
economie and social costs for th? Third Worid countries who
rely heavily on the drug aystem.25

From Table 2.1 it isa evident that local production of
pharmaceuticals in Africa is indeed lower than the reat of
the world and can not cater for their needs, What i3 more
alarming i3 the fact that Egypt alone produces B0% of its

26
domestic needs.

2.4 The Medical Industrlal Complex (MIC)

Thir forld Hes

The dominance of the foreign pharmaceutical firms over
Third World countries 13 alse seen 1n thefr unethical

methods of drug promotion in developing countrles,

A survey was conducted on the promotion of 28
prescription drugs in the form of 40 different
products marketed in the U.3, and Latin America
companiea, Striking differences we found in the
manner in wiilech the identioal druga marketed by
identical companies or its foreign affiliates
waz deseribed to physiclians in the U.5. and teo
physicians in Latin America.

The medical industry has for quite sometimes heen
dominated by U.S. corporations, these corporations have

become diversified in tholr operations, Apart from supplying



Table 2.1: Phuarmaceutical Production (1977-198%)

in US «f Million

o

Estimate

1977 1980 1985
Developed Countries 57,143 73,970 119,110
Share Of World Total (%) 8348 88 &y
Developing Countries
Africa 364 8o 820
Asia (Excluding China) 3,621 4,690 8.260
Latin America 1,391 4,400 7,750
Share Of World Total (%) 12 12 13
World Total 64,325 83,530 135,840

—— e -

Source: The Nigerian Journal of Pharmacy, Vol. 77 No., 77,
September/October 106U,



capital poods they have also becoume involved in  marketing
hospital manapgenent services and medical professionals on
international basis. Some of these corporations are capable
of processing entire hospital project from its construction
o

to the admini:st.r*al.iun.4H

The development of modern medicine has provided the
basis for the expansion of' Lhe health care industry, HNotab-
ly amongst them is MIC, that institution of organized
medicine and technology which makesa profit of billions
annually, MIC 1is made up of corporations in the mediocal
busineas, medical researchers, physiciana and federal

2

governuents, ! The larpe corporations involved 1In  Lhe
medical industry range from hospital construction coumpanies,
architectural firms, laboratories, conglomerates of nursing
homes, and computer electronics declares, This group has a
mutually dependent relationship with a vested interest in
the medical care profita of the world at largu.io

A feature of the MIC which can not be overlooked 13
its rapid expansion in instrumentation, as Lhe complexity of
instrumentation increases so does the cost of health care,
For example an X-ray machine once costing $75.00. Now, with
the image intensifiera, rotational exposures and so forth,

31
the new (IAT) machine costs up Lo $500,00,

With the development of such sophisticated equipments,
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80 alsc there must be the training of highly skilled person-
nel to man them,  This increases sven more the cost of
medical care. M;dern technology is fast changing becauss
what is useful today becoues obsoclele tomorrow, Marwover,
modern medicine requires that you keep abreast of the latest
developments in modern medical technology. In the U.3, the
MIC and hoapital corporations which exemplify the proprieta-
ry hospital are moving'into the bullding of hospitals solaly
for the making of profit, Theaa hospitala are designed Lo
make large returns to the stoeckholders, Similarly, in the
Third Uorld there is a wave in Lhe construction of prlvata
clinies, aimed at profit malcing, These Clinics where the
privileged 1n soclety can recalive mbdern medlcal treatment

at expensive prices which only Liwey themselves can afford.

What obtainas in most major American drug companjies 13
that the director and top oft'icial manapgement no longur come
from the traditional disceiplines of drugs development and
medicine. They now consist of representatives from  banks

32
and investment firms.

There is an existence 1nterrelationship between
pharmaceutical firms and univeraitiea which turns univeral-
ties into corporate laboratories, An example of thls can he
seen in the 25 billion dollar grant given to Harvard in 197%
from Monasanto Chemical Company for a period of 12 yeara

23
towards research for a cure for cancer, This 13 one of
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the avenues the MIC use to perpetuate its present structure

of activities.

These corporate bodies also enpapged in funding of
medical education. Brown, in his article titled "ille who
pays the plper: foundation, the medlical profesalon and
medical education reforms." “Talks about U.5, medical educa-
tion, having recelved corporate support from the Rockefel-
lers as far back as 1910, He draws atlentlon of the
dominant capitalist eclass and the powerful instltutional
instruments as Lo what they use in moulding modern medicine,
the use of their enormous wealth to force specifle reforms
in medical education aimed at serving the inturoab‘nf capi-
talism pather than the mass of the people, In the earller
part of the 20th ecentury John O, Rockefeller and Andrew
Carnage published the flexner report attacking the medical
systemn seeking reform to enhance their capitalist

34
interests,

These big businesses are not only capable of buying up
smaller firms but they are also able to buy up the universi-
ty medical research elite, For example, the multi-million
dollar complex weilds a very powerful lobby, Consequently
the preservation of the present system lies in the coordina-
ted political power of the large pharmaceutical firms with
their influence over health policies of the stale using the

state machinery to push thelr own inlterest,
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Close working relationships between Lhe corpo-
rate elites and national economist planning
bureaus in the executive breach often mean that
long  term egonomic planning is carried out int
he intereg% of corporations rather than publie

interests.

Corporate influence on government policies have direct and
indirect effects on the health care delivery service, By
the preservation of the present economic system wiith its
unequal distribution of wealth and poverty the overall
soelal  inequalities ar? preserved along side of health and
i1l health in soetety.3}

The state pursue policies which are in the interest of
the MIC for instance, providing money for medical research,
and creating laws for appropriation under older ones, The
multinational rirms are encouraged Lo pursue their interest
abroad 1in the developing world; Third world countrles have
proven to be quite lucrative, Thus in view of the lack of
sufficient funds in developing countries, the developed
countries of the Yest crrare in Lhe provision of programnes
of assistance sponsared by national governments as well as
supra national development apencies. Robin Murray desceribes
this kind of assistance, to what he calls foreign aid as an
overseas extension of the states functions via-a-vis private

37
ecapital,
The provision of aid in the post war years became a

very important tool for capitalist expansion in the health



sector, It helped establish policies which would create
conditions for the perpetuation of capitalist relations
between the duvgloped and underdeveloped countries of tLhe
world. For instance, the institutional concern of developed
countries for the population problems of developing coun-
tries resulted into massive inflows of 'medical aid' for the
control of fertility, Along with the aid the recipient
country is handed a kind of population policy. 1t is inmpor-
tant to note however that, like most of the atd given to

developing countries there are strings attached.

Organisations like the Hockefeller, the lntgrnatlonal
Planned Parenthood Foundation (IPPF) and the Ford Foundation
have been actively involved with the cooperation of the WiO
population programmes in the Third \orld, However, such
policies have some negative effects on the countries they

are implemented,

In a study of the population programmes of India.
Baneriji argues that the programmes divert from the
country's basic problems of poverty, social injustice, ill-
health, wunemployment {lliteracy, In an attempt to bring
about a decline in the birth rate through an extensive birth
control campaign yet other soclal and economic developuent
programnes were neglecled resulting in some considerable

38
damage.

Medical ald programmes are very much a part of Third
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World health planning, Attempts are made for strengthening
health services ghioh are of no real benefit to the under
developed nations of the world. Aid plays a very signifi-
cant role to Industrialized Nations since they are the donor
countries, For instance.

In the British case aid is important in promo-

ting export of Hritish goods and services, in

fostering  dependence on British sclentifie

expertise, and in reinforcing the general domi=

nance of the western medical paradigm.’q
It is this kind of ald according to Vicente Havarro which is
centred on the provision of teaching and specialist hospl-
tals all aimed at the perpetuation of the pattern 0} produc-
tion that benefita the consumption of the donor country and
of the groups in the recipient country which. Frank refears
to as the Lumpen bonrnnoisle.uo

On the whole the perpetuation of the Western wmedical
pattern in developing countries can be traced to the asystem
of medical education and the health care system in general.
Those 1in control of the means of production, control the
consumption 1in the health sector, Lhat 1s the capitallst
class, The capitalist class of the Third World desire the
same kind of health care system found in the industrialized
countries.u1 Unfortunately this pattern does not cater for

the interest of the majority of the population that reside

in the rural areas of moat developing countries in the



world,

2.5 The WHO Medical Industry Aud The Third World

A study was conducted by Catherine Stenzl on the UJN,
system and its concern with medicine policles, Catherine
discovered that WIO's concern with medicine policles was
initially with gquality control, safety and standardization.
It was not until the 1960 Thalidomine episode that dis-

nz
cussions on druyg safety and efficacy turned to actionu.lz

The Direetor General was asked to consider the
creation of a system for the collection and dissumiﬁatlon of
information on results of safely and effectiveness, trials
of new drugs, and thelr reglstration in countries having
necessary facilities, so that these data might possibly be
used by the health authorities of countries {mporting
pharmaceutical pr'oducts.qj

This move towards the integration of the issue of
pharmaceutical quality control, safety and efflcacy repre-
sented a new trend within the WO, This new approach is a
reflection of WHO's move away from the too Lechnical
approach of focusing on eradication of specific disease to
move to a more dynamic one that sees health problems not
only from a medical perspective but within a social and

economic context.
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This chance in the WHO strategies also saw a change in
the organizations ,priorities. More attention was to be
given to the developing world,

Economie considerations began to appear in the

texts and the reports on WHO's work in 1970

(official records, 180, in planning the esta-

blishment of pharmaczﬂtiual industries in deve-

leping countries ...

Sueh  production of drugs locally is to be done with the

needs of the local populations in mind, It i3 from this

angle therefore that the Assembly's drug policy was to be

designed, taking cognizance of the needs of developing coun-

tries. In 1977, the WHO with it's export coumitiee formed a

new drug for developing countriesa, They came Lo Lhe conclu-

sion that about 200 drugs and vaccines were required for the
.

health ayatems of developling cuuntrlua.u}

Member countries were encourapged to adopt the - essen-
tial drug programmes as part of their PHC programmes, tatlo-
ring a model 1list to sult the needs of their country,
Nigeria recently sel in motion a national Essential Drug
Policy with a list of 200 drugs. Hepresentutives of  tLhe
Ministry of Health, WI0 and members of the Management
Seiences for Health Bosaton, met to develop a specific 1987
work schedule for the preparation of the National programune,
On the basals of the schedule established, local and inter-

national consultants subsequently make measurement of used
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proposals to strengthen the drug supply logisties. All in
aid of a comprehensive p:zgramme for selection, procurement
and use of the 4drugs, Along with this aa mentioned
earlier in Nigeria's negotiation for a 7 million dollar loan
from the VWorld Bank, This loan is to be given on the (nsis-
tence of the VWorld Bank that Nigeria abides strictly to WHO
guide 11nea.nT

There 1s a growing concern by Lhe pharmaceutical
industry with WHO policies, This was because there have
been some serious allepgations that the pharmaceutical indus-
tries have a committee of six operating In Geneva whose scle
responsibility 1s the infiltration of every international
institution to prevent mandatory legislation apainst Lhe
activities of multinational pharmaceutical Flrma.ﬂﬁ

This shows that Lhe MIC has vested interest in  Lhe
activities of the WIlO and 1t poes to all lenpths to protect
that interest, From lobbying of government oftflcials Lo the
bribing of physiciana, A pood example of where U,S5, corpo-
rate interest has run contrary to the intereat of the health
and well being of the Third Vorld can be seen In the unethi-
cal promotion of infantL formulae, The WHO and UNICEF Inter-
national Code for the marketing of infant formulae recelved
alot of opposition from compunies like HNestle which 1s based

in the U.S., It was revealed in a secrel memo that Nestle

had no plans to change its marketing strategies for the sale
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of infant formulaes to the Third World. The Nestle plan was
to counter boycott of its products with an expensive and
1

sophisticated publio relations oampaign.lg

In 1978, a study was done on the activities of TNC in
the U.N. system, It revealed documents that showed that the
main demands of the West in thq U.N, were actually formu-
lated by their representabivaa.50 This shows that there is
in fact a link between the decision making bodies of the WHO

and the medical industry who share a common interest in the

preservation of capitalist relalions,

There is in existence a catalogue titled \orld Ald, it
is a supplement for U,N, development business. It is dias-
tributed throughout the world to key individuals involved in
supply, planning and procurement on Aid financed projects in
89 Third WVorld eountries, plus the U,53,, Canada and 19
European countries, Morld Ajd has a market of over 24
billion dollars.51 Companies like Ciba-Geigy, has an esta-
blishment fund in aid of the WO leprosy programme adver-
tised in the catalogue, Other companies {nolude Mediumpex,

Hungary Moore and Co, Medical suppllies London, Syntex dental

products, England, Astra Pins West Germany, Sandoz Ltd.

[ S |
g1

Switzerland and a host of other pharmaceutical firms,
Additionally, WO is involved in research collaboration with
many industries, In view of' the high priority being given

to the development of vaccines anti-diarrhocal drugs and
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diagnostic test; a close collaboration has been maintained
with companies like Pfizer research on cholera, Brisotor
Meyers (USA), Bio Merieux (France), all in the research of
eholera.53 This goes along the way to illustrate the fact
that there does exist some kind of relation belween the WHO
and the MIC, This relationship manifeats itaelf in the kind
of' policies pursued by the WHO, which serves to protect the

interest of capital and influences Third World health policy

in no small way.

Finally, the idea that western mediclne is value free
is quite doubtful after the following analyais of Lhe acti-
vities of the MIC and the WHO, Medical technology is not
only the logical consequence of sclentiflc programmes, but
rather the product of a particular injunctions of social

61
economic and political fUPCcs."

Medical technology 1s not always capable of curing ill
health, There are situations been its therapeutic value i3
lost, as can be seen in the case of Third World countries,
Nevertheless, there is that powerful body which has a vested
interest in the promotion of medical policles that unsure
costly expenditure, This corporalte body activities in Lhe
Third Vorld is quite harmf'ul, studies have shown that most
surgical procedures and drugs have little or no efficacy.
Quite often technology used in industrialized countries are

inappropriate for the developing world,
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Developing countries within the World Health Assembly
possess a large majority, They are increasingly using that
power to articulat; their needs, WHO has come to recognize
this along with other factors whieh have been mentioned,
There is the PHC programme which is to cater for the vast
majority of Third VWorld countries, The move towards self-
reliance and a New International Economle Order are manifes-

tations of the attempt by the bourgois of the Third VWorld to

asgert themselves in relation to international capital,

The adoption of a resolution by the World Health
Assembly 1like most U,N, assemblies is with the prgblem of
implementation, The realization of proposals depends to a
large extent on the willingness of the industrialized coun-
tries. Considering the fact that they provide the bulk of
the funds for execution of health programses and projects,
U.8. emphasis on the provision of bllateral aid as opposed
to multilateral aid for the financing of projects can be
seen as an attempt by the U.8, to regaln her lost influence
as a result of the voting patterns of the General Assemblies
of the LN, system, where the majority has the power and the
Third VWorld form a formidable bLloc. The WO while being a
specialized agency of the U.N, also has its political dimen-
sions whiech must not be overloolked, The organization repre-
sents the interest of the development establishment and
reproduces that political position which alms at the repro-

duction of capitalist apecial relations.
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Chapter 3

3.0 THE HISTORY QF NIGERTA'S HEALTH SERVICE
AND THE ACTIVITIES OF WHO

3.1 Introduction

The second chapter centred on the WHO and the MIC,
The activities of both institution were examined vis-a-vis
how they relate to each other, The chapter alsc loocked at

how the WHO and MIC influence Third World health policy.

This chapter deals with the history of medical
servicesa Iin Nigeria and the activities of WHD, The study is
divided into four sections: Pre-colonial Nigeria and medi-
¢ine, the activities of Missicnaries in the field of heaith,
the colonial state and health serviees, international insti-

tutions like the WHO and Nigeria's health services.

3.2 e-Colo N Medielne

Pefore the advent of colonial rule, what is today
known as Nigeria was made up of various parts at different
atages of development. There were the powerful kingdoms of
Ife and Yoruba land in the southern region and the Xanem

Bornu Empire 1in the North, These kingdoms were richly
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endowed with prosperous economies."1 Traditional African
economies are usually called subsistence economies, because
most of the people were engaged in agriculture while there
were communities who solely engaged in eommarca.”2

As the economic of the African states prospered, it
necessitated division of labour and specialization. In
lligeria for instance, some members of the communities began
Lo acquire skills in the art of medicine and healing.

Apart from elderly women charged with the safe

delivery of babies, there were herbalists, divi-

ners, babers, surgeons, sooth sayers, religious

teachers of TIslamie faith who were recognized

healers as well as indigenous psychiatrist,.3

The manner in which these traditional practitioners
operated depended on the nature of a patient's sickness,
The serious cases had the practitioners undivided attention,
for example, cases of mental derangement and leprosy. In
Tiv land, for instance such patients were accommodated in
rooms called styumhe oruange (sick man's house).u

The practitioners also made house calls, and birth
attendants had the responsibility of going out to deliver
babies. Minor cases of stomach ache, cough and cold, a

simple prescriptions of some herbal concoctions from the

practitioners was sufficient.

Medical practitioners were also sometimes engaged in
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cult activities. So "in addition individuals received
treatment (group therapy) as members of deity (sueh as the
crisa cults, among the Yorubas) cult.s."S These traditional
practitioners were considered as being vested with the
societies guidance; blessed with powers to diagnose
patient's 1illness from their cultural, social and physical
causes, This makes their practice quite unique to the other

forms of medicine which are only able to assess the physical

causes of a patients illness,

The traditional health system was culturally non-
disruptive, it was developed by the cultures of the local
peoples, The training process of persons involved in
medical delivery was understood by the people since it

occurred within the milieu of the loecal village.

To top 1t all the pre-cononial medical system was
within easy reach of the community, this obtains even today
in African societies and most of the Third World.

In the Nigerian pre-capitalist economy the art

of healing was not an avenue to get wealthy,

cultural norms were a safety value that limited

the possibility of ordained healers to go into

practice.7

These communities were quite organized, and were able
to provide sufficient health services for its members unlike

the present set up where you have mal-distribution of health

services, They were also able to provide the health
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services on a continucus basis, The learning process was on
the job training system, the skills are handed down from one
generation to the other, To prevent extinction the sons and
daughters of these practitioners are trained to take over

when they die or retire.

It should be noted that pre-colonial Nigeria did have
classes, With the development of ruling groups the soclety
became stratified and classes developed, Where there are
powerful groups in any society some dominate others and pre-
colonial Nigeria was no exception.8 The domineering group
had the privilege of requesting for expensive treatments
from medical practitioners, 1like charms for wealth. Never-

theless. the opre-colonial Nigerian medical service was

extended to every member of the community.

3.3 Medical Missiopnary Activities in Nigeria:

The activities of Missionaries in Nigeria brought
along with it western medicine. The arrival of Christian
Missionaries 1in Nigeria during the first half of the 19th
¢entury brought not only the Bible, but also the modest

introduction of the art of healing from the West,

These Missionaries were primarily occupied with the
task of fostering Christianity and establishing their

'elvilising influence' among Africans, According to Michael
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Crowther, "The early Missionaries in West Africa had a dual
purpose, to promote legitimate trade between Africans and
Furopeans and convert Africans to their own religion.9

The practise of medicine was only a subordinate
assignment which had an Evangelic undertone to it. Moreover
the main concern of the Missionaries was with the health of
the, missionary community. This was the period that Africa
acquired it's legendary name the "white man's grave",
Furopean morality rate was quite high hence the need for

medical care while they were in Africa.

Along with this, the missionaries found that their
community based medical care helped save the way for their
Evangelical duties. Their medical activities elicitated
feelings of confidence in the peoples they were converting.
S0 they were bent on creating a place suitable for spreading
the word of God. According to Ralph Schram, the missiona-
ries were to a greater extent better than any that have been
mentioned among the men and women who brought modern medi-
cine care to Higeria.1n

The christian Missionaries might have been the first
to introduce modern medicine to Nigeria, but they played a
minor role in the provision of health services in Nigeria.
Mne of the first hospitals to be built is the 8t, Thomas
Tsland hospital and no other was established again until the

Sacred Heart Hospital Abeokuta built in 1865 by the Roman
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Catholic Mission 11 (RCM).

The christian missionaries were responsible for the
establishment of more than 89 health facilitiea with 352
doetors and 7,241 beds between the year 1897-1960 in
Nigeria, There was however an over concentration of these
in the East and the Mid-Western regions . Table 3.1
illustrates the distribution of health facilities through
out Nigeria from the period 1897-1960 and the missionary
societies responsible for tham.12

There have been a number of historical accounts of the
medical missionaries, A famous one is that by Adelola
Adeloye "The Nigerian Pioneers of Modern Medicine." This is
an account of some of the first African medical doctors to
have practised such as Samuel Ajayi Crowther, He esta-
blished a dispensary in Abeokuta in 1892, Other early
missionaries involved in medical aectivities in Nigeria are
Mr, Van Cohen, from the British Guyana, who came to Abeokuta
also in 1850, Another publie health figure is Reverend Hope
Hasterson.13

Missionary activities intensified as colonial rule was
established, in fact the christian missionaries assisted in
providing medical and publiec health facilities ev$ﬁ where

the government felt unable to take the initiative. This

was as expected considering the fact that the christian
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Table 3.,1: The Distribution of Missions and Health Facilities

According to Regions of Nigeria 1897-1960

Missions No of No of o of Regions
Hospital Doctors Beds
1980 1980 1980
Basal Mission - - 30 North
Church of Brethren Mission 3 10 226  North
Church Missionery Society 7 49 622 East, West,
North
Church of Scotland 4 32 328 East, West
Lutherian Mission 1 ] 137 East
Methodist Missionary Society 7 26 634 East, West
Nigerian Baptist Mission 5 27 327 All regions
Oua Ibo Mission 5 1 267 FEast
Roman Catholiec Mission 38 73 2839 All regions
Sudan Interior Mission 12 20 595  MNorth
Sudan United Mission 12 73 975 North
Seventh Day Adventist 3 14 137 East, Vest
United Hission Society 1 4 69
;;;;; -------- 89 352 7,241 N

Source: Ttyavyar, Dennis. "Background to the Development of

Health services in Nigeria." In Social Sciences Medicine

Vol. 24, No, 6 p.#90,
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missionaries were on a "Coldly mission".

The humanitarian godly mission of the missionaries was
not quite welcomed in the North as in the South because the
Northern region had at that time embraced Islam, As a
result christian missionary activities were confirmed to
social activities of health and education. By the end of
1960, SIM and SUM had a total of 25 hospitals, dispensaries
and leprosariums; 93 doctors and many nurses and midwives in
various parts of Northern Nigeria.15

The Christian Missionary activities also extended to
the area of health manpower development. Training centres
were set up for medical personnel like nurses, mid-wives and
paramedicals who manned these health facilities, The first
African doctors were in fact trained at Fourah Bay College,
Sierra Leoon, eatablished by the (CMS) for the training of
Evangelista.16

In general, the activities of the Christian Missiona-
ries can not be overlooked. Considering the fact that they
dealt more with the African peoples than the colonial admi-
nistration, they can be considered as the pioneers of

western medicine in Nigeria.
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3.4 The Colonial State and Nigeria's
Health Services:

The global expansion of Europe between the 17608 and
the 1970s saw the spread of European trade across most of
the West African region. There was a change of strategy as
well as the quest for empire-building by the colonial world,
They became not only buyers of raw materials but searched
for markets for their finished products in the developing

world,

Nigeria experienced a great influx of trading compa-
nies, seeking lucrative markets for their businessess. It
was thus necessary to provide some form of health care for
their employees, The medical services provided by these
commercial bodies considerably became one of the first orga-

nized medical services of some sort in Nigeria.

Nigeria's medical services also have some of it's
roots in the military. For according to Adelola Adeloye;

An organized medical service in Nigeria had ita

raoots in the arrangements made in 1862 by Harry

Standrope Freeman, who was the first Governor

and commander in chief of the settlement in

Lagos.17

Part of the example within the West African medical
service was the emergence of medicare from a military

background, In MNigeria "a centralized health =services at

firast military, and then colonial in structure, gave birth
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to a uniform medical and sanitary service,18

The first hospital was a conversion from a centre of
sickness of the Royal MNavy in 1871. Two years later, the
colonial hospital was shifted to a temporary location
because a detachment of the Vest Indian Regiment was
occupying the hospital as a Barrack. As colonial activities
moved northwards under the command of George Goldie, small
military hospitals were created at Lokoja, dJebba, Sungeru
and Zaria by the beginning of 1900.19

The nature of colonial expansion can be seen as having
contributed to the inequality in social services between the
north and south, health services being one of them. Apart
from the regions, the fact that most of these health facili-
ties were located in the major towns which paved way for the
unequal distribution of health services as well. The colo-
nial health poliey as its first task, made the preservation
of the European population residing in these towns where
other social amenities were at their disposal. Keeping the
African labour forece healthy was of no major importance, and
where economic interests existed attempts were made to

provide some rudimentary medieal care.

Medical facilities originally meant for the European
population were latar extended to a few privileged Nigerians

who were in the employment of the British Army or the ecivil
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service, those +that came in close contact with the Euro-
peans, Africans were considered as carriers of diseases
like the malaria parasite, The colonial health poliey thus
in order to prevent the spread of epidemics came up with a
number of segregative policies aimed at keeping the various

groups in separate living areas

British expatriates sometimes referred explicit-
ly to their quarters as ‘'sanitary districts.
By contrast, there was a systematic denial of
publie health provision to the non-white popula-
tion which naturally resulted in the high inci-
dence of disease.zn

Tkoyi and Lagos for example were distinetly different
in their inhabitants. In 1929 Lord Lugard went to the extent
of cautioning the European population that the natives were
carriers of malaria and yellow fever and that whites would
do better to keep away fron them.21

The colonial health policy had a very negative atti-
tude towards the health problems of the Africans. In a
study of British rule in the Sokoto caliphate by Dr. Mahmud
lMfodibo Tukur, it was found that epidemies 1ike cerebro
spinal meningitis a killer disease was of no consequence to
the authorities as they were not even reputed, Dr. Mahmud
Tukur pointed out:

That it was not reported should not be sur-

prising since there was little point in report-

ing unless it was merely to warn the British and

those in their service to take precautionary
measures. 22
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Despite the enormous amount of money the ceolonial
administration made from its exploitative taxes only a
meagre amount was spent on the provision of soecial welfare
for the African population, The surplus were sent abroad to
fatten the British Empire, New Zealand and Australia. The
British supported very few social services.

Thus, for example the Borno Native Authority

maintained two 1leper settlements for a few

vears, In 1911 the Yola Native Authority main-
tained one Native hospital of a single room in

Yola; as well as a leper settlement with 21

inmates near the town ,..23

The colonial health policy even in the periods of
cerisis like epidemies did nothing to alleviate the suffering
of the African population, The British neglected the health
of the population grossly. They were rather more concerned
with the maximization of profit and exploitation and expro-
priation of surplus from their colonies,

State of the colonial economy was measured not

by the welfare, of African peasants producers,

manufacturers, consumers, businessmen tax

payers, but solely by the increasing of exports

and imports and the proportion of this trade

that was conducted in the ruling country.24

The benefits which they were supposed to have brought
to Afrieca to borrow from Walter Rodney were gquestionable.

The only reason for social services were in fact to make

things easier for the colonialist for instant, in Ibadan
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there were only 50 Europeans before the Second VWorld war,
who had access to a sezregated hospital with 11 beds. Mean
while half a million blacks were given only 34 beds, This
situation obtains in other areas as well. In the 1930s,
%,000 Furopeans in Nigeria had 12 modern hospitals at their
disposal, while the Africans with a population of 40 million
had to make do with 52 beds.25

The colonial administration had her priorities and the
social welfare of the Africans was not one of them. The
1931-1932 colonial budget while spending ¥694,904 on police,
military and prisons; it spent only H271,712 on education
and WNAL1.589 on medical and publie health out of a total
expenditure of H8,063,1H2.25 This can be attributed to the
fact that colonial domination encountered resistance from
the Africans and the military and police were the instru-

ments of coereion to quell such resistance from the

Africans to colonial rule,

3.5 The World Wars and the Colonial
Health Policy:

The world wars had a terrible effect on the medical
situation 1in Nigeria. There was a sharp reduction in the
medical staff as they were drafted to the battle fronts to
treat the Royal Army. Because the war consumed alot of

funds, money for the construction of hospitals was not
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available.

The existing hospitals deteriorated due to lack of
maintainance. Of the 36 medical officers who went to the
war front, 26 died creating serious crisis of shortage in
the hospitals in Nigeria, To compound the situation, it was
during the war years that Nigeria experienced one of her
worst epidemics, Diseases spread acrosa West Africa and
brought about a wvery high mortality rates anmong the
Africans. These diseases, which spread across West Africa
brought about a very high mortality rate among the Africans.
The ex-service men also brought with them from the war front

_ 27
deadly diseases like syphilis, gonorrhoea and influenza.

3.6 British Colonial Assistance"

The pest-war years saw the growth of assisted develop=
ment policies in the colonies, Bilateral aid was provided
through the successive Development and Welfare Acts. The
134053 =and 19503 can be seen as a period of the growth of
state interventionist policiez in the metropolitan econo-
mies, what obtained was that British aid was only aimed at
the development of infrastructures which enhanced expropria-
tion in the colonies. There were hoyever 3ome pressures on
Britain to review her neglected =social and medical

29
services,
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Nigeria for a considerable period of the war had
problems of 1inadequate manpower, The British oolecnial
health poliey did not cater sufficiently for the training of
indigenous medical staff. Even as late as 1958 there was

not a single African doctor in the nmission medical service.

However, some form of aid was made available to the
colonies by the British Government, This was done under the
colonial development Act of 1929, ¥1 million was to be
given a year, which included monies for medical work. The
amount was increased by the colonial development and welfare
fict of 1940 to N5 million for ten vears and K500,000 for
medical research, By 1859 only N2U4.6 million had been spent
by health and Britain on medical and health services, and
W3.5 million on medical research., In Nigeria alone ¥N2.5
spent on publie , ¥1.,3 million on rural health water
supplies in the East and North.30

These figures are quite impressive but in actual fact
the African population did not really benafit from the
expeéenditure on health and other social serviceas, For the
majority of the population the existing rural dispenseries
were the only source of modern medical attention they got;
that was if they were within their reach:

These dispensaries were grosaly inadequate since

they were still locally funded by impoverised

Native Authorities while central  government

revenues were allocated to hospitals and other
curative facilities in the urban areas.31
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All in all the reolonial health policy was strengthened by
the programmes of assistance, Yet there was a widening
inequality in the distribution of health services,
Aceording to Changula and Tarimo this did neot happen by
chance, Three offieral documents which appeared between
1947-1956, stressed the appalling rural health situation and
at the same time appealed to hospitals which could do but
little to alleviate the existing situation.32

This system of Medicare being designed to cater for a
privileged few 1in soclety, was lnappropriate in catering for
the health needs of an Afriecan country like Nigeria, where
more than three quarters of her population reside in the
rural areas, who are suffering from diseases like malaria
and dlarrhoea. These diseases caused by their standards of
iliving, 1is a condition brought about by the exploitative

colonial system,

3.7 Assistance ¥From Interpational Organisation:

The acute shortage of medical staff led to an over-
reliance on expatriate personnel. Local training did not
yield much as the University College Ibadan only graduated
its first class in 1960, while Lagos was still at its plan-
ning stages, After independence the picture of assistance

changed somewhat, variocus international agencies offered






