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Letter from Johannesburg
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The recently published South African Health Review J 9961 is an
excellent report of 232 pages. In scope, it is somewhat analogous
to the National Family Health Survey, India (1992-93). The
Review describes our numerous inter-ethnic ill-health problems,
and suggests changes that may be used to tackle them in our health
systems. According to the Review, while the progress already
made in certain fields is gratifying, the obstacles and tasks to be
accomplished are formidable. They include financial constraints,
staffing problems (especially in rural areas), combating diseases
of infection and poverty, and also those related to prosperity.
There are enormous challenges from tuberculosis, and rising
HIV-infection and AIDS. One omission in the Review is that very
little information has been provided on the corresponding situa-
tions in other African countries, whose health problems are
greater than those in South Africa. For example, in Kenya,
restrictions on spending have resulted in a fall in rates of clinic
use, and a rise in sexually transmitted diseases (STDs) and the
spread of HIV and AIDS. In Zimbabwe, since 1990, economic
reforms have threatened services, which until recently were a
source of national pride. In Uganda, the equivalent of US$ 3 (Rs
90) per head is now being spent annually on total health services,
compared with US$ 17 (Rs 510) required for the repayment of
debt-a highly apposite illustration of the 'debt trap'."

Although any consideration of the problems facing other
countries by no means diminishes the magnitude of our tasks in
Africa, our anxieties can be tempered in some measure by appre-
ciating that other countries, less impoverished, also have major
health problems.

In the USA, the richest country in the world, the death rates of
the African-American populations (about 15% of its total), in
1993, were higher than those of whites, for 8 out of the 10 leading
causes of death.' Race-specific ratios were greatest for homicide
(6.8) and HIV infection (4). Life expectancy at birth continued to
be highest among white females (79.5 years) followed by African
females (73.7 years) and white males (73.1 years). African males
had a much lower life expectancy of only 64.6 years. A recent
report stated: 'In New York City, 25% of our residents fall below
the federal poverty line .... In 1993 the incidence of tuberculosis
among African-American men aged 25-44 was some 20 times
higher than for their white counterparts; the asthma death rate for
children 4 years or younger was 3.5 per million for white children
compared with 24.1 per million for African-American children;
the gap in life expectancy for African-Americans v. whites con-
tinues to widen (an African-American living in Harlem is less
likely to live up to the age of 65 than a man living in Bangladesh)."

In numerous countries, with the best of intentions, there are
problems with the transition in health services. In China, whose
population far exceeds that of Africa, the situation has changed
enormously.' It developed an innovative system of medical care.
Each community or town raised money from the government,
from households, and from communes, to finance village health
care through 'barefoot' doctors, who delivered preventive and
basic health services to more than 90% of the population. Between
1952 and 1982, China reduced its infant mortality rate (IMR) from
250 to 40 per 1000 live-births, and increased the life expectancy
from 35 to 60 years. However, administrative changes that began
in the 1980s resulted in the replacement of 'barefoot' doctors.
This led to a deterioration of health services and access to health

care is based largely on a patient's ability to pay. Many people
simply cannot afford health care. 'For 50% ofthe rural population
(420 million people), the cost of one hospitalization would exceed
the average annual income .... Studies on a series of 180 villages
and 11 042 households, showed that 30% of the villages had no
village doctor; 28% of the people did not seek health care when
they were ill, because they could not afford it; and 51% of those
for whom hospitalization was advised by a health practitioner
refused it because of the cost.' In recent years, there has been no
improvement in the IMR or life expectancy. On China's prob-
lems, the Review concludes: 'Economic growth does not neces-
sarily translate into better health and better health care for all.'

Russia was 'warned of collapse of the health system'. 6 The
IMR has risen to 32 per 1000 live-births. Survival time has fallen,
slightly in females to 72 years, but considerably in males (59
years)-the same as that in relatively poor countries such as
Jamaica. Syphilis has risen to 172 cases per 100 000 compared
with 2 per 100000 in western Europe. The alcohol problem is
enormous. The expenditure on health is 4% of the gross domestic
product, compared with 6% in eastern Europe, 8% in western
Europe and 14% in the USA.7

The worldwide health care reforms based on economic consid-
erations have led to peculiar situations. In Quebec, Canada"
doctors' frustrations over changes in health administration have
led to 'half of the State's trainee doctors seriously considering
leaving the province to pursue their careers elsewhere according
to an opinion poll, and more than 70% of Quebec's citizens
believe that health care in the province has deteriorated over the
past few years'. In New Zealand, too, 'reforms are relentlessly
unravelling a system that was once the envy of the world'. Many
hospitals have been closed and services curtailed."

In Italy, the problem is one of gross unemployment of doctors.
A recent report states: 'The unrelenting growth in numbers of
doctors in the country has given Italy one doctor for every 185
inhabitants. In 1964 this ratio was 1:683 (at the startofthe century
it was 1:1480). A four-fold increase in the number of doctors in the
past 30 years was paralleled by little increase in the population,
now 57 million inhabitants. Of the more than 308 000 doctors
now registered, 60 000 are unemployed and many more are
reported to be underemployed. In addition, three-quarters of the
34 000 dentists are medical doctors who switched to dentistry.
Every year the universities confer final medical degrees on some
9000 candidates. Whatever solutions were to be adopted, it is sad
that many physicians presently unemployed (and who never were
employed) might well never escape this condition.' 10

The economic reforms have also contributed to a rising cost of
medical care even among the developed countries. For example,
in the United Kingdom, the average yearly cost for a daily dose of
drugs for the treatment of coronary artery disease is around £540
(Rs 25 000). A Scandinavian study has shown that the cost-
effectiveness of secondary prevention of coronary heart disease
for each life saved ranged from £85 000 (Rs 2.9 million) to
£136 000 (Rs 4.6 million)."

All this and the Health Review seem a far cry from Johannesburg.
Yet, as is apparent, comparisons are illuminating and intriguing.
The provision of more money alone for health services does not
seem to be the answer to improving health, whether it be among
the well-circumstanced or the indigent. Furthermore, learning
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from others' experience, we should guard against the temptation
of making too many idealistic goals for 'health by the year 20()()'.
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A few years ago we thought we were well on the way to
conquering bacterial diseases. Now we know better. Strains of
staphylococci and tubercle bacilli have emerged which are resis-
tant to standard antibiotic treatment, and now we have E. coli
0157. which caused the recent outbreak: ofhaemorrhagic colitis in
Scotland, complicated in many cases by the haemolytic uraemic
syndrome-about 400 people were affected, of whom 18 have
died. The infection was traced to a butcher's shop in Lanarkshire
which supplied steak pies to a pensioners' church lunch, and to
numerous other outlets. It appears that cooked meat products were
contaminated by infected raw meat. There is little doubt that cattle
are the primary source of the organism and widespread contami-
nation may occur in slaughterhouses. Raw meat is normally
sterilized by cooking, though there is no doubt about the efficacy
of some microwave cookers. Cooked meats are often eaten cold,
even when re-heated the temperature and duration of heating
would usually be inadequate to kill the bacteria.

Apart from raw meat, other sources of infection recorded are:
person-to-person infection which may occur especially in nurser-
ies for pre-school children; other farm animals; soiled potatoes,
apple juice, yoghurt, and unpasteurized milk. Direct infection of
a human from a calf has also been described.

A recently published interim report on the Scottish outbreak:
does little other than recommend routine testing for E. coli 0157
in all cases of diarrhoea, better reporting of individual cases, more
sophisticated nationwide surveillance, and stricter regulation of
butchers' methods of handling meats, including the separation
during storage and display of raw and cooked meats. A further
report is awaited.

For unknown reasons, Scotland has four times as many cases,
on a population basis, as England and Wales (4 per 100000 v.
I per 100000).1 However, Scotland is not the only sufferer. In the
summer of 1996, 9000 people were infected in Japan, with 11
deaths. The origin of this epidemic has still not been traced.

This infection is particularly worrying because treatment with
antibiotics is clearly ineffective. In Britain, the Ministry of Agri-
culture Fisheries and Food is responsible for both farming and the
quality of food. As with bovine spongiform encephalopathy there
is always a suspicion that the Ministry tends to favour farmers
rather than food consumers and in the E. coli outbreak there were
accusations of incompetent handling of the situation in the initial
stages. There is a clear case for separating farming interests from

those of the consumer and transferring the control of food quality
and safety to the Department of Health. Another lacuna in public
health in Britain has been the emasculation of the post of Medical
Officer of Health, which needs to be restored, with full indepen-
dence of action.

A second unresolved problem concerns the 'Gulf War Syn-
drome'. During the six years after the end of the war, men and
women who served in the Persian Gulf have complained of a
variety of ill-defined symptoms which they attribute to their
experiences at that time. Both British and American veterans have
been affected. In all the groups studied so far the symptoms have
been similar: depression, emotional changes, memory problems,
impotence, muscular aches, respiratory symptoms, insomnia and
chronic fatigue. Clearly, many ofthese symptoms will turn out to
be due to post-traumatic stress disorder, as in the aftermath of
other wars. But the Gulf War was unique in many ways, because
many of the personnel were exposed to a variety of potentially
toxic situations or agents; extremes of heat and cold, blown dust,
smoke from oil well fires, petrol fumes and combustion products,
pyridostigmine bromide (protection against poison gas), anthrax
and botulinum toxoid vaccines, depleted uranium (used for hard-
ened tips of shells), pesticides (many organophosphates), and in
a few American servicemen the unauthorized wearing of 'flea
collars' containing the insect repellentN, N. diethy l-m-toluamide.

The British Ministry of Defence was initially reluctant to admit
that there was a problem and only later the information was
dragged out of them that organophosphates had been used in a
completely uncontrolled manner. Belatedly, the Ministry of De-
fence in Britain and the United States Department of Defense have
commissioned three epidemiological studies of the possible ad-
verse effects of Gulf War service.

It would be of great interest to have comparative data from
troops of other countries who served in the Gulf, and who may not
have been given (for example) pyridostigmine. It is universally
agreed that there is a need for a prompt and effective post-conflict
surveillance system.'
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