“AFRICAN DREAMS 2004”

RETHINKING AFRICA’S HEALTH-CARE SYSTEMS:  

PROBLEMS AND PROSPECTS:

The ageing mini-kombi bus lurched along the Calabar-Itu Expressway, past the dense mangrove plantations, heading towards Okoyong town.  The Senior Registrar in General Practice who accompanied me offered me learned commentary on Efik history.  I gazed at him sublimely with hot imploring eyes, wallowing in lustful direct gaze.  My pupils like twin emeralds, reflected historical memories.  I was impressed by such elephantine memory and knowledge as his.

However, as we approached the village, taking the spectacular scenery en-route to the village community Health Center, (CHC), I began to find it difficult to concentrate my attention and my vision.  Five days earlier, I returned from a similar outing in Edemaya village, Ikot Abasi Local Government Area in Akwa Ibom State where Pro-Health International, in collaboration with the Niger Delta Development Commission (NDDC) held a one-week health outreach programme.

The Edemaya outing was a display of poverty and ignorance in the typical African society.  Sick men, women and children came out en-mass, perhaps, since it was free.  I saw, for the first time throughout my medical career, a people stricken with multi-dimensional forms of disease.  There were different kinds, shapes and sizes of inguinal, femoral and lumbar hernias, with some almost touching the floor, children stricken with chronic cough, prolonged fever and weight loss, looking chronically malnourished.  A number of people presented with some major and minor criteria for the diagnosis of Acquired Immune Deficiency Syndrome (AIDS).  I saw a people, hungry for health-care.  People were struggling to take turns and see the doctor (me) and in the process, were injured.  The queues seen everyday was alarming, and continued to lengthen such that by the final day, quite a number of patients were unattended to. Consultation was quite an enormous task because majority did not understand English or French, and the stench that emanated from their sick bodies and mouth was enough to make me sick.  However, I never minded.  I was doing what I loved most, attending to the less privileged and the sick.

The resident doctor has assured me that the Okoyong experience was going to be different.  I had no reason to doubt his expert opinion.  He has been living in Cross River State for three years now and was very conversant with the environment.  However, I doubled for a moment as we approached the village square, since the neighboring villages had a similar view with that of Edemaya.  But only for a moment, if anything raised on an arduous medical background had instilled in me an innate visceral wanting to better mankind.  I felt convicted to face any situation I found in Okoyong.

 
The land got greener.  Along the sides of the road were banana and papaya trees; the huts were square, not round, and were made up of thick reeds instead of mud or grass.  Three hours after leaving Calabar, we were looming across a large bay, off the Calabar River.  First, we passed through the reed huts on the outskirts of town and soon we were bumping down the pot-holed streets.  We drove past the village square and headed for the village comprehensive Health Center.  I saw the crowd, this time about three times what I met in Edemaya.  What struck me most was the rush to queue and see the doctor.

The situation appears to speak for itself.  I had a sharp pain in my stomach as I watched them struggle with themselves and reigning abuses on each other, after all this was another free medical outreach.  So many ideas and thoughts came across my mind.  It is only a nation with inadequate and non-functioning health-care systems and health care professionals that such a situation will be found.  I thought of the poor health care systems, lack of trained personnel, inefficient systems of vaccination, fake drugs, brain drain, to mention but a few, confronting Africa.  For how long will these perennial health problems remain in Africa?  Must the African populace continue to suffer indefinitely?  What strategies, at community level, could be done to curb the African health debacle?  Is it that the international communities are no longer doing enough?

EXTENT OF THE PROBLEM

It is obvious that in recent times, Africa has suffered a decline in its health-status.  The increasing incidences of HIV-AIDS, re-emerging tuberculosis as well as unprecedented trends in infant and maternal mortality has been an irony, since we live in a world filled with advances in technologically-driven innovations, scientific developments, as well as complex medicine and technology.  These have made African health issue a fashionable concept in scholarly discourses, a core-dictum in the prescriptions of health professionals and various civil society groups, as well as a catch phrase for international, regional and local organizations.  Central to the discussions that have been generated on this topic is the fact that we live in an era in which greater parts of peoples lives is unceasing determined by the kind of health attention and care they receive.

Come to think of it:  A recent interview of health professionals on television in Africa recently estimated thirty-nine percent of African adult population to be infected with Human Immunodeficiency Virus infection (HIV-AIDS), being 25 million out of estimated 38 million infections globally, being a major cause of morbidity and mortality especially in Africa.  It is a moving human story, redolent with pathos.  The slow and sudden wastages, the lives abbreviated midstream, the villages and communities littered with untimely graves, and the growing colony of disoriented orphans are aftermaths.  The continued spread of the disease, despite all seminars, campaign and lectures, poses a major threat to national and international development; and like a cankerworm, is eating deeper into the fabric of the society.  The scourge is seriously depleting Africa’s workforce, stretching health facilities to breaking point, and adversely affecting education, productivity, food security, social harmony, and

National security.  

Civil society groups and non-governmental organizations are contributing significantly to ameliorate the condition of People Living With HIV-AIDS (PLWHA), but commendable as these are, the facilities available to treat AIDS patients are totally inadequate.  For instance, only about Sixteen thousand out of eight hundred thousand people living with HIV-AIDS who are eligible and need anti-retroviral drugs are currently participating in the Federal Governments Antiretroviral (AVR) programme here in Nigeria.  This is a mere 2% of those in need – 98% of PLWHA are left out.  This places them at risk of drug resistance.

Growing concerns over Africa ever-increasing drug needs, and the prospects of ensuring equitable availability and affordability of essential drugs with an emphasis on priority health needs has prompted efforts to develop viable pharmaceutical companies in Africa, considering the serious repercussions of not taking drugs at all.  The continued development and utilization of substandard drugs have been carried forth in an atmosphere of concern about public health and its deleterious effects.  The 2003-2004 fake drug confiscation exercise by the National Agency for Food and Drugs Administration and Control (NAFDAC) in Nigeria is much to be worried about.

The World Health Organization argues that the best way to ensure equitable access to essential drugs is working with all its partners to ensure that access continues to increase and promised to ensure that this issue remains high in the world’s agenda during the next four years, focus being increasing access to essential medicine for treatment of major diseases of poverty, malnutrition, tuberculosis and childhood illnesses.  Yet, secure adjustable access depends on rational selection and use of drugs, affordable prices (cost-effectiveness), sustainable financing and most importantly, acceptance and willingness to take these drugs especially by the rural dwellers in Africa are problems, since the expected future reliance on drugs is great.

Maternal mortality rate, defined as the death of a woman while pregnant, or within 42 days (6wks) of termination of pregnancy irrespective of duration and site of pregnancy, from any cause related to, or aggravated by the pregnancy or its management, but not from accidental cases, has continued to stir up controversies and health challenges globally.  The rising maternal mortality rate figures in Africa have been alarming.  Women die from major causes, including eclampsia, hemorrhage, infection, obstructed labor and ruptured uterus.  African women tend to go into high parity, which predisposes them to these problems for reasons like sex differentiation (quest for male children), competition for polygamous homes, for provision of free labor in farms, ignorance about various contraceptives and failure to use contraceptives, even when necessary due to religious beliefs.  Early marriages with high teenage pregnancy rates as well as high prenatal mortality rates all are reasons why African women go into high parity.

It is quite disheartening because most cases of maternal mortality can be arrested, even when resources are limited. But in order to do so, the right kind of information and a fundamental principle upon which to base action on is needed. Knowing the statistics on levels of maternal mortality is not enough.  We need information that will help us identify what can be done to prevent such unnecessary deaths.

The challenge posed by stagnating and decreasing cover of basic vaccinations has been particularly daunting, given the state of the world’s Vaccines and Immunizations.  The World Health Organization warns that if measures are not taken to close the gaps in funding, research and global immunization coverage, the world will see the re-introduction of old diseases and the emergence of new infections – a challenge for the future.

Children in the developed world have access to additional newer and more expensive vaccines to protect them against major childhood diseases including hepatitis and hemophilus influenza, but in sub-Saharan Africa, only about ½ of the children have access to basic immunization against common diseases, example tuberculosis, measles, tetanus and whooping cough.  There is a decline in coverage of all routinely administered antigens despite the intensive polio vaccination, as well as measles immunization campaigns. Kudos to the Global Alliance for Vaccines and Immunization (GAVI) founded in 1999 and supported by the Bill and Melinda Gates foundation, the World Health Organization (WHO), United Nations International Children’s Emergency Fund (UNICEF), the World Bank, Aventis Pasteur and other manufacturers of vaccines, as well as a number of governments, with an aim of an ambitious target of ensuring that at least, 80% of the world’s population gets immunized by this year (2005). More than 55 million children have benefited from the programme, and more will still benefit. However, there is still more to be deserved concerning the deplorable state of the African immunization situation.

Consider Female Genital Mutilation (FGM), a procedure involving partial or total removal of the external female genital or other injury to the female genital organs for cultural, religious or often non-therapeutic reasons has generated acrimonious debate, both sides of the argument defending their roles with dauntless optimism.  Every day, thousand of girls are targeted for mutilation.  Like torture, Female Genital Mutilation involves the deliberate infliction of severe pain and suffering, its effects can be life threatening; most survivors having to cope with the physical and mental scars for the rest of their lives.  A human rights perspective also sets female genital mutilation in the context of women’s social and economic powerlessness recognizing that civil, political, social, economic and cultural rights are indivisible and interdependent, and is a crucial starting point for addressing the whole range of underlying factors behind the perpetuation of female genital mutilation.

Protagonists of Female Genital Mutilation (FGM) in African claim that it is done because of psychosocial reasons – it decreases or eliminates the sensitive tissue of the outer genitalia, particularly the clitoris in order to attenuate sexual desire in the female, maintain chastity and virginity before marriage, and fidelity during marriage, as well as increase male sexual pleasure; sociological reasons-identification with cultural heritage, initiation of girls into womanhood, social integration and maintenance of social adhesion.  Other reasons given are hygienic and aesthetics – removal of female genital parts promote hygiene and provide esthetic appeal; myths – enhancement of fertility and promotion of child survival.  Yet, FGM inflicts severe pain, shock, hemorrhage and infection on susceptible females.  It is an infringement of human rights.  In the long term, cysts and abscess can form, with Keloid formation, urethral damage leading to incontinence of urine or urine retention, painful sexual dysfunction, difficulties with childbirth as well as transmission of Human Immunodeficiency Virus infection and could lead to death.

The emergence of sustainable health care as a principal benchmark and a unifying strategy with a principal aim of improving health is at the risk of fading into a platitude.  The massive increase in HIV-AIDS infections, alarming and growing poverty gaps, as well as lack of access to essential medicines in most African Countries is only a tip of the iceberg.  One continues to wonder whether there is still hope for subsequent generations.

However, while innovative new technologies pave the way for medical treatments, many people question the social and ethical implications of these developments. The debate is dominated by issues such as genetic revolution, bioethics, access to genetic information, pricing and marketing of prescription drugs, as well as patent policies.  All these issues raise serious questions, and will require tremendous vision, creativity and cooperation between all players in business, government and civil society organizations to cope with these challenges in the health care agenda.

Sustainable health care involves promoting the appropriate and accessible provisions of medical services, facilitating broad access to and choice of healthcare products.  It means working to prevent illness and promote health awareness. These fundamental pillars of sustainable health care are far-fetched in Africa and hence emerging as a great challenging issue.  However, sustainable healthcare can still have real meaning if policies and policy reforms needed to curb these processes and nudge development in a sustainable direction are provided.  Such policy reforms should be cost-effective, easily reproducible, enhance innovation, promising for developing countries and should potentially represent a vehicle for investment.  If done, will harness the power for the sake of the African continent.  This will prove nothing short of a revolution.

CONSTRAINTS MILITATING AGAINST ADEQUATE HEALTH CARE IN AFRICA

There are clearly a number of factors that have been responsible for the present state of most Africa countries healthcare situation.

· High illiteracy and ignorance, especially in rural areas of tropical Africa, relating to health maters, as well as various social, economic and environmental matters that contribute to a complete well being.

· Human resource constraints and manpower development initiative as well as poor health factor implementation and enforcement.

· The flight and swift migration of professionals and the highly skilled health professions to United States, Canada, Europe, Australia and Germany (Brain – drain).

· Harsh cultural and religious beliefs held tight by most members of the Africa community, believing the mystic nature and origin of disease, and would not go to hospital when ill. They will rather visit the churches, or visit a traditional specialist or sorcerer. They believe so much in their religious leaders and spiritualist that a large chunk of delay in seeking proper health care arises from these.

· Very poor sanitary health and environmental conditions, over crowding, poorly ventilated homes, indiscriminate waste disposal have all contributed to increasing trends in infections as well as the rising malaria scourge. 

· General financial in adequacy, and a high rate of poverty that ravages all over Africa.

These factors, as simple as they may seem, have contributed to greater than 95% of Africa’s present health debacle.

THE WAY FORWARD

The dismal picture of Africa health care system to withstand pressure from increasing maternal mortality rates, devastation caused by epidemics of Acquired Immune Deficiency Syndrome (AIDS), tuberculosis, and malaria, lack of access to essential medicines make us understand that all hand must be on deck to curb this situation.

Clearly, a new or modified healthcare delivery system on community basis needs be developed; one which seeks to prevent disease rather than curative, increase community participation, and increase capacity of members of the community to acquire knowledge and practices regarding their health problem; one which seeks to diagnose diseases in their early stage when they are treatable by simple means. Rather then wait for members of the community to come to it for health care; the services must be taken to them. Rather than relying on sophisticated health technology, which many developing countries can neither afford, utilize effectively or maintain, simple effective and appropriate health technology must be developed and instituted.

The delivery of health services to a community must now be undertaken by a multidisciplinary team approach consisting of village heads, religions leaders, nurses, traditional bone setters, traditional birth attendants, cultural group heads and institution of regional health personnel, because surprising, in the Africa context, these are the first line individuals the sick meet, before seeking advice from a doctor. These people will, with emphasis on teamwork, so as to reach desired goals, extend their services to the community in particular, and to the continent in general. A setting like this should be considered: 

The community is divided into regions, and to each region, nurses and regional health personnel (RHPs) are assigned. Regional health personnel should be recruited by voluntary means, as much as possible, since their task is much and more of humanitarian. They are trained to carry out health enlightenment campaigns and health education in the community’s local language as much as possible on issues such as simple health education tips, for example, tepid sponging and exposing a child between 5 months to 6 years with fever, the use of rice water, coconut water, or even garri water for cases of diarrhea, as well as education on the importance of vaccinations and environmental sanitation, dissuading harmful cultural   practices like female genital mutilation, and a change in harmful  beliefs. This has to be done in collaboration with cultural group heads and religious leaders, since most Africans see them as next to God. Importance of antenatal care and modalities to reduce infant and maternal mortality rates is also taught. Prizes may be awarded to the homes with the cleanest soundings and neatest children. The RHP’s should also extend services into the community by means of regular routine home visits. Every home under his jurisdiction is visited once every 2-3 months, and at these visits, simple health education tips, health talks and health promotions are done. ‘At-risk’ individual are also identified and followed up.

A comprehensive health center, already present in most Africa rural area will serve as the first referral center, headed by a doctor and few nurses. Simple treatment manuals to guide nurse, traditional birth attendants, traditional bone setters on when patients should be referred to a doctor be made available, since they see up to 80% or more of cases of fracture- dislocations and deliveries before the individuals get to hospital. The idea is not to stop these practitioners or for government to try to stop them. They will not because people will still go to them. Therefore, continuing education, carried out in the comprehensive health center by the doctor, on a 2 weekly or a monthly basis, will help improve the technical skills of these practitioners and with such a referral system, such referral cases remains an opportunity for the doctor to teach and improve the skills of the nurses and traditional birth attendants, midwives and bonesetters. Manuals in local languages, containing pre-disposing factors to various diseases and how to combat them, are made available to members of the community.

In the light of the fore going, there is a need to make provision for the reliable source of funding for the community, because lack of finance accounts for delay in seeking medical attention. A fund foundation, established on a community basis, where every family contributes money under the supervision of a leader, be it religious or cultural, is important, as this serves as a local community bank. From this money, a drug-revolving fund can be embarked upon; lending services at a specified income rate be done and in times of financial difficulties, families can fall back on these monies. Interest from loans can be used to help the very poor who cannot afford these drugs.

Formation of community associations or society groups is imperative and should be seen as tools to foster the development of good healthcare. A youth club is essential to unite and empower the community’s youths. They teach themselves and learn from one another. A father’s club, made up of married men in the community, with an objective of turning the pattern of male domination in the typical African society, and using it as a cultural entry point into the family is imperative. This is vital because a practice survey had shown that over 80% of mothers must take permission from their husbands before any form of healthcare provision is given to the children. The father is the decision maker. The club is also used as a means of spreading health information in the wider community.

Another area to consider is ‘at risk’ and ‘stigmatized group’. These include individuals with HIV-AIDS, leprosy, skin disease, tuberculosis, sickle cell anemia, physical and mental handicaps, social conditions such as single parent families, foster mother care. Better attention directed at these people will help to de-stigmatize and help them lead better lives. Such stigmatized groups now have associations, for example, the association of People Living With HIV- AIDS, (PCWHA) seen in Nigeria, in order to better themselves. Better attention given to them will go a long way to harness the potentials in them, and help them contribute their quota to the community.

An evaluation or monitoring unit to oversee the activities of all health matters, and monitoring the effectiveness of the projects in the community is important. Results of these on-going evaluations are made available to the team and will form the basis of some of its discussions. Also, a day should be set aside, may be once in three months, where all communities in the regions come together and special health programs organized and awards made to various individuals and groups who have helped in fostering good healthcare to the community..

On a general note, it is imperative to point out areas in which government’s assistance is necessary. Government should fund research in both orthodox and non-orthodox medicine. It should make treatment affordable to those who need it by facilitating the local production of antimalarials, antiretroviral and other pharmaceuticals. In the typical African society, local herbs and roots of plants have been seen to work in treating some ailments. A thorough research should be channeled into this area, to help improve Africa’s indigenous pharmaceuticals. 

There is need to intensify mass enlightenment campaigns by the use of posters, television jingles, and short dramas aimed at educating the populace about the danger of unprotected sexual intercourse, teenage pregnancies and encourage immunization and spacing of pregnancies. Emphasizing not only the abstinence and fidelity, but also inculcating sex negotiating skills in our youth and women. Government should influence youth development and women empowerment programmmes to ameliorate the social condition of these vulnerable groups.


Access to a sustainable vaccination programme must become a central component of government’s development and co-operation efforts if we are to realize the dream of protecting all the world’s children against preventable diseases. Measures that will take us closer to this goal include the use of safe, low cost vaccines and the promotion and introduction of new vaccines and technologies. Efforts should also be made to reinvigorate the dilapidated cold rooms in African countries, so as to increase shelf life and potency of vaccines. 

Another very vital aspect that needs redress is the use of Non Governmental Organizations (NGO`s) to siphon money from individuals and government. There exist a lot of Non Governmental Organizations that just pay lip service to health, and make huge sums of money from government and individuals. It becomes imperative that government protects its people from the politics of time.


We are aware of the Rio de Janeiro’s summit on sustainable development (1992), and the recent summit on sustainable development in Johannesburg, South Africa, 2002, as well as many other local conferences, aimed at improving healthcare. However, these conferences commendable as they are have left little impact in the African continent.


Establishing suitable and viable policies for controlling health resources and supporting existing ones is extremely challenging and its success will hinge on the efficacy of monitoring techniques. These will chisel away the shibboleths placed on sustainable development. Reinvigorating Africa’s healthcare systems by increasing community participation is extremely challenging, but the fact remains that we can never stop trying. We must keep re-imaging our thoughts and bring up solutions to better our present health debacle. Community participation and awareness, making this to run in tandem with government support, no matter how small, with increasing health gains, is a great possibility. It is highly desirable, and the major constraints to its realization are bound to diminish in the very near future. To achieve this, all religious leaders, spiritualists, traditional medicine practitioners, community heads, indeed every living being, and myself have a role to play. The human mind remains the fundamental resource. There is still more to be learnt about community participation in healthcare provision, and it’s potentials for restructuring our lives.


After the outreach, which lasted for 5 days, I returned to Eket via Calabar River. The return trip was uneventful. I had survived another strange episode of my life, and I learned some important lessons about the African healthcare sector and the place I had chosen for myself in it. But my return journey did contain one irony, which would not be apparent to me till I got to Eket. As I boarded the speedboat, I quietly exhaled. I was about to cross the Calabar river in the safely and relative comfort of a dilapidated health rescue speedboat. I felt as if I was as good as home already. What could go wrong now? Clearly, I still had a lot to learn, as did we all.    

ABOUT THE AUTHOR

Dr Eke, Ahizechukwu, the writer of this article, was born on the 11th of may, 1978 in the University of Nigeria Teaching Hospital (UNTH), Enugu, Nigeria.He was trained at Federal Government College, Wukari, Taraba State, Nigeria, and subsequently proceeded to read Medicine and Surgery in University of Calabar, Calabar in Cross River state of Nigeria.

While as a student in the university, he started a Non Governmental Organization (NGO) called Public Health Club, with objectives of enlightening the general populace about their basic health needs, attainment of an optimum health status; to publicize the need for adequate prevention of individuals from contagious and killer diseases, to organize lectures and seminars in various categories of educational institutions on pressing health issues as it relates to them, to use its limited resources to help the masses obtain healthcare, no matter how small, and to use our professional skills and talents to serve mankind and to honor God.

He’s currently heading Public Health Club, now based in Eket, Akwa Ibom state of Nigeria. Current street and Postal address:

C/o Dr Eke, Ahizecukwu, Immanuel General Hospital, number 52, Hospital road Eket, Akwa Ibom state of Nigeria.

E-mail; ahizeeke2nd@yahoo.ca 

Phone: 08035435820, 08042675125.

The activities carried out that gave me the insight to write this essay was;
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2) 
The Okoyong experience - Okoyong is located in Odukpani Local Government Area of Cross River state, Nigeria.

He is currently a medical practitioner in Nigeria, an essayist, a prolific writer a voracious reader and a lively conversationalist. In addition, he’s a creative medical specialist with a fever pitch imagination. He resides and practices in Eket, Akwa Ibom state of Nigeria.

PAGE  
8

