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In South Africa where the population is in major transition, we
often wonder how bad were we in terms of health and ill-health;
how are we faring at present and how good could we become?

From a recent survey a bleak picture of the health situation has
emerged. The survey was carried out to learn of peoples' living
conditions and of their access to health services. It was undertaken
by the Health Systems Trust with the aid of the US Kaiser
Foundation. The prominent findings were that nearly 25% of
African households had a monthly income below R300 (l R
(rand)=US$ 0.3 or Rs 9-10); moreover, 75% of rural black
households were living below the minimum wage level of R900.
About two-thirds of the African population were affected by poor
health conditions, including overcrowding, lack of electricity,
clean water and sanitation. Only about 20% of African households
had a tap inside the home. Sixteen per cent of households had no
toilet of any kind, and nearly 60% had no electricity. Approximately
23% said they were too poor to properly feed their pre-school
children; but only 8% reported receiving food from a health
facility. Thus, the government's feeding programme has not yet
reached a substantial proportion of children. Other findings which
were underlined were the need to increase the immunization rates
among young children of all races. More than one-third of
Africans reported that they had to travel for more than an hour to
the nearest point of health care, with long waiting periods, often
for consultations which lasted less than five minutes.

How can this depressing situation be combated? Is the situation
in neighbouring countries equall y depressing? Yes, perhaps more
so. In Zimbabwe, because of the structural adjustment introduced
in 1991, there has been an increase of240% in maternal mortality,
with a rise in infant mortality rate (IMR), particularly in Harare,
the capital.' Fewer women now register for antenatal care since
the introduction of fees. The Beitbridge Hospital-which, with
144beds, serves as a referral facility for 15clinics in the district-
has only I doctor. A nurse said that the doctor could no longer
cope. 'He is overworked and at any time could break down.' The
hospital is on the main road from Zimbabwe to South Africa and
must serve the needs of many travellers. The other nearest hospital
is 200 km away. In a review of data from across Africa a health
analyst concluded that there is a growing consensus that structural
adjustment, which many countries have been forced to comply
with, has had negative effects on health and welfare.

In South Africa, the new health services plan now in operation,
has been commented upon by Nick Lee in The Lancet. 2 He noted
that a national health service for South Africa was considered as
long ago as 1946 by the Gluckman Commission, but only now is
the idea starting to approach realization. The committee, chaired
by Drs Jonathan Broomberg and Olive Shisana (the new Director
General of the Department of National Health), faced formidable
challenges. The health care delivery in the country was stated to
be in a mess. In 1992-93, the country spent R30 billion on health
care-approximately 8.6% of its gross national product (GNP).
However, 61% was spent in the private sector, which serves only
23% of the population on a regular basis; 59% of the nation's
doctors and 93% of dentists work exclusively in the private sector.
Those in the public sector have become increasingly demoralized
as their pay and conditions of service have steadily deteriorated
while the workload has inexorably increased-in part because
premiums for private schemes have spiralled upwards until many

of those previously covered privately can no longer afford them,
often at a time in their lives when they need medical care most of
all.

One major recommendation of the committee's report deals
with the reconstruction of the weak and fragmented public sector
primary health care system, whose deficiencies have been placing
a massive and expensive burden on provincial and teaching
hospitals, which have had to provide primary health care at
secondary and tertiary levels. The committee has recommended a
comprehensive package of care that embraces a wide range of
preventive and curative health care measures that should go a long
way towards remedying the present deficiencies and establishing
a solid basic structure of primary health care delivery. However,
Nick Lee noted that one thing that could well fire a torpedo
through this comprehensive plan is the rising incidence of AIDS.
Accurate figures are hard to come by but extrapolating from a
survey of antenatal clinics, he reported that 7.6% of the 18000
African mothers attending were found to be HIV-positive. A
recent study of a similar population in Natal gave double this
figure.

On this formidable scenario, Dr Rajendra Kale has just written
a series of five thoughtfully compiled articles entitled 'South
Africa's Health', which were published in the British Medical
Journal. 3-7 He focused, inter alia, on many problems common to
African countries-of interethnic and other inequalities in health,
of doctors emigrating, of the extremely high cost of medicines in
South Africa, and of the very uneven distribution of doctors. The
latter, of course, is a continent-wide problem. South Africa now
has about 7 doctors per 10 000 population and aims at 10; in
,Nigeria, the ratio is 1:3 per 10000; it is 2.5 in cities such as Ibadan
but 0.4 per 10 000 in the countryside.

One source of modest encouragement is the consideration and
the comparison of the health/ill-health experience in South Africa
with that of other countries, and, of course, seek what lessons can
be learnt from them.' Few appreciate how very far mankind has
advanced healthwise. In the time of Aristotle in the fourth century
Be, babies were not named for a week, since 'most' died. In the
United Kingdom, in the Medieval and Middle ages, IMR was 'one
or two in three'. As late as 1850 in the UK, the average expectation
of life of 'servants' was only 15 years, that of 'gentlemen', 45
years.

In South Africa, the general IMR countrywide for Africans
is 60. While in big cities it is 20-25, in some rural areas it is
100-120. The IMR among whites is 10 per 1000 live-births. For
interest's sake, worldwide, the lowest national figure appears to
be 5, that in Japan. In the US, the richest country, the rate averages
10, a performance classified twenty-second internationally; it is 7
in the white population, but 17 in Afro-Americans. As to other
comparisons, in the USSR, the rates in 1985, in urban and rural
areas, were 21.7 and 32.0 respectively. In 1991, the national rate
was 24.7. However, according to UNICEF the rate has risen
recently to 30, due to the toll from increasing poverty and the
breakdown of its communist health care system. By contrast in
Cuba, although relatively poor, the improvements made in public
health have been truly remarkable. In 1970, IMR was 38.7; in
1978,16.6; and in 1989, 13.2 per 1000 live-births. Corresponding
improvements have been made in Chile; in 1960, IMR was 136;
in 1991, 14.4.
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Understandably, IMR is influenced by the socio-economic
state, a situation disheartening to us in Africa. In Brazil the rate is
18 for the well circumstanced, but 43 for the poor. In Switzerland
it is 5 in the upper class, but 21 among unemployed unmarried
mothers, i.e. much the same as the mean rate in Soweto, where
most of the mothers are poor and unemployed, and where many
are single. However, there is comfort in the fact that in respect of
both IMR and survival, a country's GNP per capita is not the
sole determinant of improvement. Thus, there are the experiences
of some poor countries (China, Jamaica, Kerala-India) which
have low GNPs, yet have a relatively low IMR, of the orderof36,
and with a high survival time of 69 years." In diametrical contrast,
there are oil rich countries (Saudi Arabia, Iran, Algeria) which
have about twenty times the former countries' GNP, yet have a
high IMR of 90 and lower survival times (60 years). These
contrasting situations and behaviours aptly demonstrate that
although a nation's level of prosperity can be a major influencing
factor, it is by no means the overriding one. Indeed, it is heartening
to note that improvement can actually occur with diminishing
prosperity. For example, in Brazil, from 1977 to 1989, IMR fell
by 54%, from 98 to 45 per 1000 live-births. The remarkable fact
is that 'these improvements occurred in a period when income
inequalities increased, economic growth vanished and inflation
rates exploded'.

Turning now to survival, in South Africa, in 1985 the figure for
whites (both sexes) was 70 years, and for Africans 60 years. In the
US in 1992, it averaged 74 years; it was 73 and 80 years for white
men and women, but was 65 and 74 years, respectively, for Afro-
Americans. In the UK, averages for men and women in 1960 were
56 and 60 years; in 1980,68 and 74 years; and in 1992,72 and 76
years. The figure for Cuba in 1989, for both sexes together, was
remarkably high, 74 years; that in Chile was 72 years, and in
China, it was 69. The highest expectations in the world are in
Japan-76 years and 82 years for men and women, respectively.
Remarkably, in Russia, expectation of life has been falling
tremendously for men; it is now 59 years, although in the case of
women, it is 73 years. Deterioration has been attributed to increased
access to alcohol, with large increases in deaths from road
accidents, suicide, and homicide, and additionally with a large
recent rise in deaths from heart disease. A recent report from that
country has indicated that only 3.4% of the GNP is now devoted
to health, and that 25%~ofhospitals have no facility for sewage
disposal, and 30% have no hot water. This information reveals
how quickly the pattern of health in a nation can decline.

A point of encouragement is that it has been shown that a
change in a country's balance of administration of primary health
care, between the central and the district authorities, can achieve
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improvement. The need for greater discussion and empowerment
at district level, especially regarding local priorities of need, has
been urged by many, especially by the World Health Organization.
Community involvement has been highly rewarding in Brazil,
Chile, Cuba and especially in Kerala. It is interesting, regarding
priorities, that at a recent Symposium on the health significance
of Low Body Mass Index, Sizaret, of the World Health
Organization, was asked about micronutrient deficiencies in poor
countries. He replied: 'We don't deny the importance of micro-
nutrient deficiency, but we want to concentrate on housing and
hygiene and water and sewage disposal first.' Very illuminating
is the recent experience of three rural villages at Gomoa, in Ghana.
With the involvement of the communities and the application of
a combination of primary health care interventions, IMR fell from
114 to 40 per 1000 live-births in a 3-year period. Obviously,
priorities for health care measures are affected by particular needs
in local situations.

From the information given it will be appreciated that the IMR
and survival figures for urban Africans now bear favourable
comparison with those of populations in many better placed
countries, even with those of the poor in rich countries. Among
rural dwellers, as clearly illustrated, and as Kale stressed, heroic
endeavours at improving primary health care must be made. An
obvious drawback to progress is that without a rise in socio-
economic status, unlikely in Africa, it may well be very difficult
to, say, still further reduce the IMR of urban-dwellers to below 20
per 1000 live-births. The outlook is forbidding, for much of Africa
is becoming poorer. Indeed, even in rich countries the poor are
becoming poorer. While these considerations are daunting, we
must take courage, in that, despite being poor, some countries
have made enormous progress in health care. With the present
high level of determination now prevailing in South Africa,
further progress can certainly be made.
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Nineteen ninety-five was a bad year for British gynaecologists. A
consultant at a London teaching hospital was struck off by the
General Medical Council for publications in which data were
concocted. IHe claimed to have performed a pioneering operation
but had tampered with computer records in order to create a
fictitious 'patient' who had given birth to a healthy baby girl after

he had successfully relocated a five-week-old ectopic pregnancy
via the cervix. He also claimed to have conducted a 3-year double
blind trial in which 191 women prone to miscarriages were treated
with human gonadotrophic hormone and placebos. He claimed
that his treatment had improved the outcome of pregnancies in
women suffering from recurrent miscarriages and the polycystic


