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Letter from Mumbai

A TANZANIAN VIGNETTE
During a recent visit I had the privilege of visiting a semi-rural
clinic in Mto wa Mbu, a village at Lake Manyara in the Tanzanian
section of the Great Rift Valley. The town of Manyara is frequented
by tourists who come to see the alkaline lake, the flamingos that
inhabit it and the tree-climbing lions around the lake. The nearest
city with well-equipped hospitals—Arusha—lies 126 km to the
east.

The clinic, run by the Lutherans, forms part of a commune of
several African tribes living and working together. The commune
owns and operates farms where maize, fruit and flowers are
cultivated. It also has a handicrafts store where the creations of its
residents are on sale.

The area around Mto wa Mbu was dry and poorly populated till
the early 1950s, when the first steps were taken to irrigate the area
with the eventual creation of hundreds of acres of cultivated land.
As news of the fertile land spread, tribal folk from different parts
moved in. Fruit and vegetables from different parts of Tanzania
were introduced in the commune. The resident tribes maintain
their distinct traditions.

Nomadic Maasai families live in shifting traditional bomas
(enclosed villages) on the plains surrounding the lake and the
erstwhile warriors wander far and wide with their cattle, looking
for pasture and water.

The clinic caters not only to the resident tribes but also receives
patients from the Maasai tribes far afield. The hardships these
distant patients undergo are not difficult to imagine. Many walk
70–80 km to reach this clinic. Most patients come to the hospital
with infectious and tropical diseases or with surgical emergencies.
It is not surprising that several die en route.

Malaria, diarrhoea, pneumonia, AIDS and tuberculosis account
for most medical admissions. We were shown a Maasai boy,
around 5 years old, who had been brought in over a long distance
the previous day. He had fever and was almost comatose on
admission. As is their practice, the clinicians looked for and found
malarial parasites in the blood. Intravenous quinine helped and by
the time we saw him, he was sitting in bed with his mother beside
him. Bites by the puff adder are not uncommon. The clinic also
sees patients with fluorosis.

Trauma and acute abdominal surgery are responsible for the
majority of surgical admissions. Children may be mauled by
leopards and older Maasai by the wild Cape bull. While minor
injuries are treated at this clinic, patients requiring major operations
are transferred to the hospital in Arusha.

All conversations between the doctors and other medical
attendants and the patients and their families are in Swahili or in
the Maasai language.

I had always imagined the Maasai as dignified, self-respecting
warrior nomads, self-sufficient and proud of themselves. Their
life in relative wilderness should have isolated them from such
diseases as AIDS. Sadly, this is not so. The AIDS epidemic that
is devastating Tanzania has taken its toll of the Maasai as well.
Each Maasai male may have from 4 to 40 wives. HIV infects him
when he visits a town or city. On return to his tribe, he passes on
this infection to his wives. While he is out in the wilderness or on
visits to towns, his wives may seek the comfort of other males in
the tribe. The virus is passed on to their wives as well. Spread to

children follows. The consequent surge in the incidence of
tuberculosis and other infections adds to their misery.

The clinic does provide drug therapy for HIV infection and
AIDS but the personnel at the clinic were not optimistic about the
outcome of their interventions.

There is another silent and tragic epidemic with which we, in
India, are also familiar. It is not much discussed in Tanzania
because it primarily affects poor tribal women. As the local
physician put it, it is an epidemic that turns mothers into outcasts
and is partly the result of the fact that the highly traditional tribal
elders frown upon any attempt at seeking expert medical help in
towns or cities, especially during emergencies.

Maasai wives get pregnant by the age of 12–14 years. Living
deep in the bush, scores of kilometres from the nearest town, she
may have no help except that provided by her mother-in-law when
she goes into labour. If, as is common, the baby is too large to pass
through her birth canal, the inevitable sequence of obstructed
labour and foetal distress follow. Eventually, a dead baby emerges
and the mother develops a vesicovaginal and/or rectovaginal
fistula. The continual leaking of urine and stool, unacceptable to
her husband, results in her being banished after divorce.

The Selian Lutheran Hospital in Arusha set up the first centre
for fistula repair in northern Tanzania. This centre also serves the
southern third of Kenya. Hundreds of fistulae are repaired here
each year. Unfortunately, the centre cannot address the primary
cause and prevent these tragedies. Doctors at the hospital derive
consolation from the fact that affected women do seek their help
and many are sent home after satisfactory repair. That, however,
is not the end of the story. If accepted by their husbands, they
remain vulnerable during the next pregnancy and the entire sordid
tale may be told all over again.

Tanzania is one of the poorest countries in the world. The
tribals have little and even the relatively inexpensive medical care
delivered by hospitals such as Selian is often unaffordable.
Tanzanian government expenditure on health is less than US$ 2
per capita annually.

DO WE LACK A SENSE OF HISTORY?
Travel abroad never ceases to impress upon me the care and
expense lavished in other countries on the preservation of their
history, culture and works of art. While countries such as the USA
are, of course, exemplary in the setting up of great institutions—
such as the Smithsonian Museums in Washington—even poorer
countries such as Indonesia showcase their historical treasures
effectively. A visit to the temple complexes of Borobodur or
Prambanan will suffice to bring home the care with which this
predominantly Muslim country has preserved past glories from
other philosophical traditions. Another example from this country
is the glorious dance form portraying events from the Ramayana
or Mahabharata.

Medical history too is greatly valued abroad. The National
Library of Medicine in Washington and the Wellcome Institute on
Euston Road in London are just two examples of institutionalized
history. Journals on the history of medicine abound in America and
Europe with some emphasis on local epoch-making contributions
to medicine. Biographies and autobiographies by grey eminences in
medicine record crucial information of men and events.
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What do we have on offer in India?
I have spent some years in two teaching institutes in Mumbai—the
Grant Medical College (founded in 1845) and the Seth G.S.
Medical College (founded in 1925). Their libraries were blessed
with stores of classic and historical volumes on medicine dating
from the early 1800s. A few volumes dating to the late 1700s were
also to be found. The far-sighted teachers at the Grant Medical
College took care to stock its library from the start, donating their
own collections of books, illustrations and specimens to the
college even as they imported other volumes and specimens from
England. The G.S. Medical College inherited its historical treasure
of books from the Bombay Branch of the Royal Asiatic Society.
One would imagine that these institutions would have built upon
this priceless heritage and, over the decades, created historical
archives. Sadly, a visit to either library will chill you to the bone.
The books so carefully collected over decades lie in total disarray.
Many have been lost forever. Those that remain are in tatters,
dusty and strewn with careless abandon. I learn, with dismay, that
the historic medical college libraries in Kolkata and Chennai have
fared no better.

Dr Prakash Tandon, founder of the department of neurosurgery
at the All India Institute of Medical Sciences, New Delhi (AIIMS),
struggled to create a library in the Neurosciences Centre there. He
named it after the doyen of neurology, Dr Baldev Singh and
donated to it Dr Kristian Kristiansen’s library, gifted to him by his
teacher in Oslo. He also donated a complete set of reprints of
papers published by Dr Wilder Penfield and his colleagues at the
Montreal Neurological Institute to this library. This library should

be serving as a focus of attention for all students for the neuro-
sciences in the country. The reality? The library remains almost
unknown and its contents almost unused. Many years ago, I was
greatly saddened to see the books gifted to the main library at
AIIMS by Rajkumari Amrit Kaur lying in a heap, amid dust,
no book having been opened for years.

Dr D. V. Subba Reddy in Hyderabad struggled to set up a
department of the history of medicine at Osmania Medical College.
This department was the apple of his eye and he lavished all his
attention on it during the final years of his academic career. He
also established a journal on the history of medicine. The
department prevails but is poorly used. The journal now caters
principally to Ayurvedic and Unani workers, votaries of modern
medicine having abandoned it.

Other journals of medical history—notably those set up by
Dr Parvathi Devi of Madurai and the Hamdard Institute in
New Delhi—too appear to have succumbed to disinterest from
the medical community.

The number of laudable biographies and autobiographies on
great Indian physicians—and we do have our share of them—is
pathetically small. The depositories for the correspondence and
papers of such individuals as Dr R. N. Chopra, Dr U. N.
Brahmachari, Dr B. C. Roy, Dr P. Kutumbiah, Dr Minocher Mody
after they passed away are not widely known.

What will it take for India to create a journal such as The
Journal of Medical History and Allied Sciences or an institute
such as Wellcome Library for the History of Medicine?
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