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I took this picture at a {:bnc meeting at the first

‘annual congress of the Malawi Congress Party - which now
forms ;h:igovorn-ont of the country. The crowd are acclaiming
a resolution.

The last of the detained Nationmalist leaders,from the
arrests made in the Emergency of March 3rd 1959, were released
at this meeting, including Mr Henry Masauko Chipembere.

Dr Banda, addressing the meeting, said that he would be
failing in his duty if he did not mention hard work. People with
a few years schooling should not feel that they must have white
collar jobs, as clerks or teachers. If people with University
degrees in iritain and America could be farmere, people with
Standard III or IV in Malawi could be farmers. (At that time
Standard IV was equivalent to about six years primary education).

Can this enthusiasm be maintained now that self-govermnment
has been obtained, and channelled into comstructive energy for
National development rather than into the destructive energy
of frustration and discontent at too slow a pace of advance 7




The General List of Contents follows the picture on page VIIa.

INTRODUCTION

The people of Malawi were described to me,by an African doctor
from Bechuanaland, as "The Scots of Africa". Among the reasons
for this are the strong Seottish influence on the country,from
the days of Dr Livingstone onwards,and the varied and attractive
scenery,with mountains and lakes,often reminiscent of Scotland.
While Malawi has been thought a poor country,she has in fact a
considerable potential for devclopment, With a prolific
population, and a lack of opportunities at home, perhaps her
biggest export up to now has been people - and their skills

and working capacity.

Now the Malawis must try %o use their natursl resources and
human skills,with such foreign aid and advice as is available,
to provide a more satisfying life in Malawi for the ever
increasing population - and its greater demands as it comes to
realise what people have in other parte of the World.

I was invited,in 1958,t0 go to Nyasaland (as Malawi then was)
ag Medical Officer to the (Episcopalian or Anglican) Diocese of
Nyasaland, My work involved & lot of travelling between scattered
units (see the map on page III), and viesits to other centres
for discussions with representatives of the government and of
other Churches and charitable bodies, Thus I came to get a
general impression of the problems of the country as a whole -
the health problems in particular.




MEDICAL UNITS OF THE DIOCESE OF MALAWI (NYASALAND)
(See the map on page § for major place names).

For most of the time from November 1958 %o tgg?at 1963

these units were staffed by one doctor (myse
five European Nursing Sisters and about 80
African auxiliaries,trained and in training.
In February 1962
English General Practitioner,took charge,
\ for one tour,of the Likoma and Chizumulu
island units. The thirteen units are now
(November 1964) served by three
American doctors.

The units,numbered on this map,are
Chizumulu Island - Dispensary.

Likoma Island - 40 bed
hospital.A Medical Assistant
i;;}pin; School there closed in

Mgumba -~ General hospital in
Mozambique
Diocese of Iebombo in August 1959.

Nkhota-kota - 33 bed midwifery
hospital and mi
school.General out-patients.

Cididi - Dispensary,general and
midwifery out-patients.

Biti Kalanje Leprosy Village -
25 in-patients.

Malindi - General hospital,38 bveds.

Mkope Hill - Dispensary,now
expanded to a small hospital.
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Mpondas Hospital - 12 maternity
beds.leprosy and general out-
patients.

Likwenu - 35 bed general hosp.

Likwenu Leprosarium - accomod-
ation for 130 in-patients.Three
subsidiary out-patéent clinics.

Matope -« 14 bed general hospital.

Iiwaladzi - eliniec run by a |
Priest qualified as a Medical
Assistant (see page 31).
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In 1963 I returned to Glasgow for the Diploma in Publiec Health
course. Reading about the development of social welfare in
Scotland up to the beginning of this century (Ferguson,1948,1958),
I was struck by resemblances to the state of affairs in

Malawi.

Too close a parallel cannot be drawn.It is unjustifiable
to take one date and say "Malawi now is at the stage of Scotland
in 1840",

Health services in Nyasaland early in this century could
perhaps be compared to those in Scotland before the Reformation,
when such social and medical services as there were came largely
from the Church. The rise of the Btate in Malawi has not
destroyed the social work of the Churches, as the Reformation
did that of the monasteries in some European countries, but it
has removed their monopoly. The State has now taken over the
major part of the educational system of the country - but
continues to build on the foundations laid by the Churches
(at whose schools all the present national leaders were
educated). In the field of health the Churches still make a
major contribution.

Much of the health problem in Malawi to-day stems from
inadequate sanitation and water supplies,particularly from the
habit of indiscriminate defwcation in the countryside. But when
the sturdy tenements of Glasgow were being built 100 years ago
- and seen as a great advance on former housing standards - it
wage not thought necessary to provide an inside lavatory for each
house. By having plenty of countryside around their huts, the
people of Malawi have avoided the peguliar filth and sordidness
which canm arise in a erowded city. In Western Europe I have
(in 1955) been in parte of Brittany where a normal place to
defucate was in the shade of a convenient hedge, and where
women were to be seen, as in Africa, washing clothes in the
edge of the river.




014 Scottish laws provided for the flesh of wild beasts found
dead or wounded, and of pork or salmon found to be corrupt in
the market, to be given to the lepers (Ferguson,1948,page 257).
In the light of this it is of interest that leprosy patients

in Malawi appear willing to eat foods,such as baboon meat, which
are refused by most other people. A possible background to this
(in Malawi) is that certain food taboos may be associated with a
fear of leprosy occurring if they are broken - a person who
already has leprosy therefore may have no more to fear from that
taboo. But the stringent Scottish laws for the secliusion of
lepers find little parallel in Malawi.

In the 16th century families infected with plague,in
Edinburgh,were obliged to move to hastily erected huts on the
Burgh Muir (Ferguson,1948,page 258), and similar measures were
taken at other Scots towns, On being called to see a child with
smallpogt ,at a mountain village in Malawi , I found that a
grass hut had been erected by the villagers, for him and those
attending him, outside the village - a similar precaution.

Scotland had a considerable problem in the past with
starving paupers,and vagabonds, as the history of our measures
for the care and relief of the poor testify. We still have
problems of unemployment and poverty. While Malawi has many
poor people,most individuals have a definite place in the
community and obtain food and shelter (if sometimes rather
inadequuse by our standards) as a natural right.

The idea of communal and family responeibility can have its
disadvantages-- as when all uncles must be consulted before an
urgent surgical operation can be performed on a child, and it
may deter people from being thrifty since their savings will be
demanded by their relatives, dbut it has great advantages in
ensuring a measure of social security for each individual.

Travellers naturally receive a night's lodging and a meal,

in the villages, as used to be the case in the Scottish
Highlands.
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The growth of the urban population endangers these traditional
safeguards.lany young men,partly educated,migrate to the towns
seeking work other than subsistence farming. A large proportion
fail to find work. They ere away from their homes and familion;
and traditional hospitality may not be the same in the towns

as in the countrysifie~ the number of unemployed and homeless
young men arriving in the towns would put it under considerable
gtraif. Unless timely provision is made to prevent i%, Malawi
may yet suffer from "Sturdy Vagabonds" as Scotland did.

While more industries are needed to use constructively
the energies of these young people,it is also necessary Yo
persuade them that agriculture is a worthwhile occupation - and
that,rather than despise it, they should be ready to use their
education to hakekx themselves better and more productive farmers.

¥hen I came to do the Diploma in Public Health course, I
was asked to write as a dissertation a Blueprint for the
Development of Health Services in Malawi. This I hnvn now
developed into the present thesis. \

I have tried to examine the health problems of Malawi, ‘and
how they can best be met within the resources likely to be
available. My suggestions are made in the realisation that there
are other viewpoints on and other solutions to the problems
discussed. I hope that some of the ideas put forward may be
of interest to those planning the health services of Malawi.
(Dr Banda, the Prime Minister and - at that time « Minister of
Health, accepted a copy of the original dissertation).

I have divided the thesis into three main sections 3

1. The Historical and Recent Background.
2. Comnments on Some Specific Problems.
3. A Suggested Outline for Future Health Services,

I have added some appendices, the most importaht of which
is Appendix I, an examination of how other African countries

have met, or propose to meet, their health problems.
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I have concluded that measures to raise the standard of

education, and the general standard of living, are of more
importance than more hospitals in improving the health of

the nation, Publiec health education and preventive medicine

are of prime importance, but curative medicine must alse be

offered both for its value to the individual and to persuade

the public to accept the educational and preventive services.

The publie require proof that health educators knoew what they

are talking about. Efficient curative services can provide

that proof,

~ While there are obvious differences between Malawis and

Scots, basically human beings and human problems seem

surprisingly similar wherever ome is. Persuading people to change
their habites and ways of thought and life is as difficult in .
Malawi as in Scotland - but probably no more 0.
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See the text with the pictures on pages 159a,b and e« In ¢
lower picture can be seen,on the left,the grass walls and roof of
the pit latrines.The conical-trunked tree to the right of this ie
a baobab.The circular shelter in fromt of the ward is a temporary
kitchen.To the right are mango trees.Note the coveded space
between the ward and the dispensary.
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NOTES ON TERMINOLOGY AND REFERENCES

There is some confusion in terminology due to similar grades of
staff being referred to by different nmames,and different grades
by the same name,at different periods and in different countries.
Thus the staff now known as Health Assistants have at varying
times been called Sanitary Inspectors,Health Inspectors and
Sanitary Assistants. I have used the titles given in the
publication being referred to,or in use at the period referred
to, and hope that the context will make the meanings clear.

References quoted thus - (Gelfand,1960), Fox (1964) -~ in
the text are listed on pages 180 to 184,as are references given
more fully in the text. Dates of issues of Malawi newspapers,
from which frequent quotations are made, are given only in the

text.
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Position of Malawi marked,in black,
on outline of Africa, with
Greenwich Meridian, and Equator.

A number of place names have been altered since independence,
and 1t is likely that others will also be changed, or revert
to earlier or more popular forms.
Thus the name wi has replaced Nyasaland,
Lake Malawi = Lake sa,
Nxhata = Nkata -
Nkhota~kota = Kota Kota.

pproximate heights above sea level of some places named on
map on page 5

Port Herald 125 £%
Lake Malawi 1550 f£¢
Karonga 1560 £+
Zomba town 2900 ft
Lilongwe %00 3500 f¢
Blantyre-~Limbe 3600 £t
Mzimba 4445 £%
Zomba Meomntain 6832 ft
N Plateau 7000 f£%

anje Mountain 9863 ft




MALAWI

This Central African country has an area of about 45,747 square
miles, 36,481 square miles being land, the rest lake and river,
The firet human inhabitants were probably the Bushmen,who have
left some rock paintings.later it was occupied by the African
(Bantu) tribves who form most of its population to-day. In 1546
“Lake Maravi" appeared on Portuguese maps of Africa, and in
1667 there were Portuguese references to the ancient Empire of
Malawi. Arabs visimted the country,from the coast, and in 1616
Jasper Bocarro travelled through the Southern region. Dr David
Livingstone reached it in 1859, and called it Nyasaland -~ frém
the Yao word "Nyasa",meaning "lLake"., It was proclaimed a British
Protectorate in 1892,under the Foreign Office, with Sir Harry
Johnston as Commissioner and Consul Genmeral. In 1904 control
passed to the Colonial Office. For a time it was referred to as
the British Central Africa Protectorate, but later it was again
called Nyasaland, From 1953 to 1963 it was incorporated,
unwillingly, in a Federation with Northern and Southern Rhodesia.
In 1958 Dr Banda, who later became Prime Minister, returned to
the country to lead the movement for independence. The Federation
was dissolved on 3lst December 1963, and on 6th July 1964

the Nyasaland Protectorate became an independent state in the
British Commonwealth under the ancient name of Malawi.

The country is administratively divided into Northern,
Central and Southern Regions, which are in turn divided into
Districts - each of which has a Government Agent (formerly
District Commissioner) and an elected Distriet Council. The
municipalities of Blantyre-Limbex,Zomba and ILilongwe have
Municipal or Town Councils. Zomba is the capital, and seat of
government, but it has now been announced that a new capital is
to be built at Lilongwe - Zomba becoming the site for a

University by way of compensation. The inhabited islands of

Likoma and Chisumulu are administratively in the Nkhata District
of the Northern Region.
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The picture was taken about 1962, but apart from the bucket

and the style of the childrens' eclthes similar pictures could
have been taken any time in the past 50 years,and probably

much longer.To the right is a maize store,woven as a eylinder

of bamboo strips -~ and roofed with grass., It is raised off the
ground. On the ground is a pile of maize cobs.The other
buildings are dwelling houses. Behind most of these are enclosures,
fenced in with a screen of grass and poles ( a'kusele')., Part

of one of these,with clothes hanging on it to air eor dry, ean

be seen behind the maize store. In the background,behind the
small round hut,can be seen a better house with a neatly thatched
roof and a well made kusele fence. The walls of these houses are
of mud plastered on a framework of poles ("wattle and daub").

In somm areas better houses are built of sun dried mud bricks.




Population.
Though there are no reliable population figures, the following

estimates indicate population growth:
African European Asian and Total

Coloured
1904-5 923,500 606 325 924,531
1929 1,135,945 1,936 1,117 1,138,998
1934 1,600,000
1962 2,930,000 9,200 12,500 2,951,700

In 1964, for the first electoral roll with Universal Adult
Suffrage, a total of 1,871,170 adults registered as voters.

It seems likely that the total population is in fact nearer
four million than three, and for the purposes of this thesis

I shall regard it as three and a half million. The infant
mortality rate is unknown - perhaps rather over 200 per 1000.
The death rate is probably falling, the population is certainly
increasing. ' |

Most of the people live in villages,of varying size,
scattered throughout the country. Some mountain areas are
almost devoid of population. Blantyre~Limbe is the largest
town, with an estimated population of 300,000 in 1958 - and
congiderable growth since then. Zomba had an estimated
population of 7500 in 1961, and Lilongwe is rather larger than
Zomba « .

Most people are subsistence farmers, (and fishermen around
the lakes), producing their own food and building their own
houses. A great increase in the amount of education,especially
gecondary school education,is now taking place, and the country
appears to be starting a rapid advance in all fields. The
budget is limited,however, and the importance is appreciated
of planning the advance to give the people the best possible
return for their money and effort, and to maintain enthusiasm.
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Tradit‘}ional houses near Likwenu, August 1960,

The top picture is of the framework of a new sqguare house. It is
made entirely of local materials - poles from trees and bamboos,

tied together with strips of bark. The walls will be completed
with mud, and the roof with thatch.

The lower pictire shows a round house, not so substantial - but
bullt in basically the same manner,

While villages are common, in some areas houses are scattered

in ones and twos -« though rarely very far from villages or
other houses.
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Climate.

Temperature and humidity vary with season and altitude,but for
most of the year the climate is pleasant throughout most of the
country. In low lying areas it can be unpleasantly hot for a
month or two before the rains. Rainfall occurs mainly from
November or December to April or May, and varies from 28 inches
per year at Port Herald to 100 inches per year on Mlanje
Mountain. During the rains many roads become difficult to use,
some impassable.

Seasonal effecte of climate on health include an increased
number of mosquitoes in the rainy season, causing an increased
maisance from their bites. In low lying districts there are emough
anopheline mosquitoes throughout the year to ensure sufficiently
frequent re-infection of everybedy with malaria for increased
numbers of mosquhitoes to make no difference to the effective
transmission of that disease, In higher disricts there may be
fewer anopheline mesquitoes. In the wet season fices,containing
hookworm ova,deposited on wet earth in gardens,may give rise to
fresh hookworm infections. In the dry season fieces deposited on
dry earth will soon dry up, so that the hookworm ova cannot
develop into infective larvae. In the season when mangoes are
ripe (October to February - according to elevation), multitudes
of flies appear and spread conjunctivitis among young children.
No doubt useful stores of vitamin A are laid down 1n the livers
of those who eat large numbers of mangoes.

There are seasonal variations in the amount of food availablo,
and weather conditions may greatly affect the quantity of food
harvested, and therefore the nutrition of the population.
During the hoeing season (the early rains) most people are
occupied in the fields, and unwilling to spare time to bring
themselves or their children, if i1ll, to hospital for treatment.
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Af ditio edieci
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This girl has had treatment with traditional medicine for a

skin disease on her arm - probably a pateh of tuberculoid
leprosy. The patch has been replaced by rough,dry,scaly,slightly
scarred skin - a typteal appearance following such treatment.
Diagnosis of what was there before the treatment can be very
difficult. On her temple can be seen small scars such as are
left by the incisions made to relieve pain (see page 10). These
may (in this case) have been made therapeutically, or may be

intended to be decorative.




Traditional medici nd iefs and cust affecti th
David Livingstone showed respect towards the African doctors,ahd
advised others not to ride roughshod over their opinions (Gelfand,
1960). Up to the present time most of the population has not had
ready access to modern scientific medicine, so has had to rely

on local remedies. For the many patients who feel in need of
attention, but do not have a specific disease requiring a
specific drug to cure it, the usually harmless herbal remedy of
the village medicine man (singanga) is no doubt as useful as

the pharmacologically useless "bottles"™ or other placebos doled
out to similar patients by Scots or English general practitioners.
This is not to deny that many such patients would be likely to
benefit from a careful medical examination,if such were available,
followed by the elimination of debilitating parasitic worm
infections.

Vhere modern medicine is within reach, there is a danger
that a preliminary trial of local remedies may in certain cases
cause serious conditions to-pass the point at which they are
treatable before patients come to the hospital or dispensary,
There are also cases where local remedies, perhaps wrongly used,
cause serious harm - for instance a caustic substance used to
- treat conjunctivitis can cause serious inflammation of the
conjunctivae, and even blindness, and a substance used to speed
up labour can cause rupture of the uterus., Effective loeal
preparations igeclude powerful purgatives, and a corrosive
application used against the patches of tuberculoid leprosy .
Local treatment of neuroses and hysteria may be as effective,
in many cases,as the treatments which conventional medicine
can offer .

Small incisions are often made over painful sites, and a
substance rubbed into them. The scars from these can often help
a doctor to estimate where a patient has been feeling pain, and
for how long. Charms and amulets are widely used, often in
conjunction with modern medicine if that is available. Illness
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and death may be attributed to witcheraft, and the funetion of .
a witchdoctor, as opposed to that of a herbalist (though one man
may combine both functions),is to discéver witches and render
their witcheraft harmless, or turn it against the witch.

Any European whi is surprised at apparently illogical or
superstitious beliefs and practices should consider how many
Europeans weamsr charms, avoid walking under ladders, throw spilt
salt over their shoulders. The history of witcheraft and
herbalism in Eurépe is surprisingly similar to that in Africa.

Dietary taboos, and conservatism over dietery matters, may
contribute to the prevalence of malnutrition, but these are
changing with time and edication. An aversion to eating eggs,
for instance, perhaps from a fear of some effect on fertility,
seems to be getting less. The Noslems, a substantial proportion
of the population, will not eat the flesk of the wild pig,
warthog, hippopotamus or elephant. This must be accepted, but
the meat of these animals,eppecially of the wild pigs - which
raid the villagers crops, can still be a valuable source of
protein food, on occasion, for the Ghristians and for the
followers of African traditional religion. :

A menstruating woman is not permitted to put salt into food,
If she does,it is feared, those who eat it may develop
tuberculosis. A man is believed to contract venereal disease by
mating with a menstruating woman. Where such beliefs prevail over

medical facts, they may lead to the wrong precautions being
taken to prevent disease., A treatment for fever in an infant is,
sometimes, the making of an incision inside the vagina of the
infant's mother. This can lead to admission of the mother to
hospital for treatment for blood loss. The infant probably in
fact needs an antimalarial.

Traditional mkdwives used,in some cases, t0 urge women in
labour to retain their fmces and urine until the baby was born.
The resulting loaded rectum and full bladder caused delay and

difficulty in labour. However, modern midwifery, when availabdble,
seems t0 be readily acceptable, with the exception that some
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women will not willingly be attended in labour by a girl who has
not herself had a baBy, whatever her quglifications as a midwife.

Virtually all African infants are breast fed, and are
carried about on the back of their mother, or another female
relative, until the time of weaning. This is probably far better
for emotional development than the Western bottle and pram, and
under African conditions breast milk ie much safer (and cheaper)
than artificial feeding. Some weaning methods may contribute to
malnutrition and gastro-enteritis.

It is chstomary that a woman's husband should not make her
pregnaht again until a surviving previous child ean walk., This is
valuable in preventing the strain of too frequent pregnancies on
the mother but, with the increasing practice of monogamy, leads
to husbands seeking sexual relief outside marriage and fathering
illegitimate children. Unmarried motherhood, and illegitimacy,
though not such a stigma as in many European communities, are still
socially undesireable. The making available of modern contraceptive
appliences and methods,with education in their use,might enable
men to comply with custom while maintaining a stable monogamous
marriage. . ‘

Many traditional practices are beneficial or harmless. Where
they are hayrmful they can be corrected by eduBation. It is vital
that the educator, whether of local or foreign origin, avoid
arrogance and take a genuine interest in the ideas of those with
whom he is to work. A dogmatic assertion that miero-organiems in
contaminated drinking water cause gastro-enteritis may seem as
unreasonable to a villager as the villager's theory on the
causation of tuberculosis secems to a doctor, If the villager is
shown,through a microscope,(or in a film), protozoa and rotifers
swimning about in a drop of drinking water, the doctor's theory
will seem more probable. The doctor will be able to present his
case better if he takes the itrouble to learn and understand the

basis of local beliefs - to learn as well as to instruct.
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THE DEVELOPMENT OF MODERN MEDICINE IN MALAWI IN THE PAST 100 YEARS.

Appeals by David Livingstone led to Christian missions from
Scotland and England, including doctors, being sent to Nyasaland.
Dr Robert Laws,of the ¥ree Church of Scotland, arrived in 1875 and,
after some years at other sites, set up a hospital at Livingstonia.
Dr Macklin headed the Church of Scotland Blantyre Mission in 1876
(Gelfand,1960). From England Dr Dickinson of the Universities
Mission to Central Africa came out, and died, in 1861, dbut was
followed in 1899 by Dr Robert Howard - who started hospitals and
dispensaries for African patients and greatly reduced,by sensible
preventive measures, the appallingly high death rate among the
early missionaries (U.M,CsA.,1955),

Mission medical services were primarily for the African
population, and they pioneered the training of local Medical
Aides and Medical Assistants, maternity and child welfare work,
and leprosy work. In the early years of British rule the
government medical services were almost entirely designed to serve
government personnel. African staff trained by the missions were
recruited by govermment services in Nyasaland and other countries.

The Colonial Report for 1904-5 mentions that missions
maintained 13 "native hospitals" and 16 dispensaries, and
treated a total of 83,043 patients. The govermment's Prigeipal
Medical Officer referred to malaria,especially among children
up to five years of age, and to smallpox, as the main causes of
mortality among Africans, He gave few details of the government
medical service, apart from mentioning the performance of 3588
vaccinations during the year, but quoted extensively from the
report of Dr Laws at Livingstonia, where 13,700 cases attended as
fut-patients and 147 as in-patients. Dr lawe reported "Our new
water supply has resulted in a decrease in the number of bowel
complgints® and "Infant mortality is painfully high", both
remarks which could easily have come from a mission doctor's
report in 1964.

In 1904~5 the total revenue of the Protectorate Government
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was £67,537 and its total expenditure £123,000 - of which
£49,790 was military and £73,210 civil. No figures are given for
medical expenditure for that year, but the Colonial Report

for 1906«7 shows an expenditure by the govermment Medieal
Department during the year of £6,253.0.4d, including:

Furopean staff emoluments £4,464,18.34
Grant to Mission £70
Upkeep of hospitals and dispensaries:
Blantyre £34, 3. 54
Karonga 3. 3. 04
Chiromo 5¢ 9. Td
Fort Jonnston 13. 6,114
Lilongwe 542 04 ‘
20“. 16-130 Ta

The Colonial Report for 1930 refers to 13 goverhment hospitals
with a total of about 170 beds, and 88 rfiral dispensaries. It
mentions "very popular" attempts at mass treatment of the "almost
universal® hookworm,in the Mlanje, Port Herald and Karonga
districts. kA% o |

In 1930 there were 618 leprosy patients maintained at
mission stations in Nyasaland (Gelfand,1960),and in 1933 the
government distributed £1000 in grants between 12 mission centres
treating such patients. In Blantyre the govermnment had ne African
hospital of its own, and paid the Church of Scotland Mission £330
per year for performing certain medical work. The hospital at
Livingstonia also received a grant. In June 1944 the government
took over responsibility for male African patients at Blantyre
African Hospital. :

In 1911 the government had three African hospitals and two
dispensaries. By 1922 it had 44 dispensaries,mostly built of
wattle and dau® (sticks and mud for the walls and a grass thatch
roof) By 1934, with money from the Colonial Development Fynd, 36
out of 92 dispensaries were erected of more permanent materials.
In 1935 Dr AJDsJd.Bedward Williams, the Director of Medical Services,
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recommended that dispensaries should be extended into Rural
Health Units, each with a well trained Dispenser, a Nidwife and
a Sanitary Inspector. Iittle was done,for lack of funds. Dr
MacKenzie, a later D.M.S.,began erecting four Health linits in
1948, and they were in operation in 1952, They were staffed bys

A Hospital Assistant, |

A Medical Aide,

A Midwife, and

A Sanitary Assistant, and they comprised:

A dispensary,

A four bed maternity ward,

A labour ward, and :

A rest house for patients from a distance.

Treatment was free, but patients brought their own food.

Early training of Medical Aides, and of Hoapital Assistants
- who were more highly trained and competent, was entirely by |
the missions, but the government started training dressers at
Zomba in 1930. In 1935 the new Zomba Hospital had classes for
dispensary dressers,Medical Aides (two year training), laboratory
assistants, and rural sanitary inepectors. When Blantyre Mission
ceased to train Hospital Assistante (a four year training to a
high standard), the trainees were transferred in 1943 to Zomba
and completed their training with the govermment. Thepeafter the
best Medical Aide students at Zomba were selected for an extra year
of intensive training to become Medical Assistants. Training was
also done at Livingstonia, and by the U.,M.C.A. at Likoma Island
and elsewhere. A new training school for Medical Aides was
started by the Federal Government at Lilongwe in 1957.

Under Miss Woodley, the U.M.C.A. started a midwives training
school at Kota Kota in 1941 (U.M.CeA.,1955). The tramining of
older women who had had little or no schooling (through lack of
opportunity) was found to provide valuable and acceptable
midwives. Midwifery training was also carried on by the Scots,
and Dutch Reformed Church, missioms. In 1951 govermment training
of midwives started at Zomba (Gelfand,1960).
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In 1930 one European Sanitary Superintendent was employed at
Zomba, and there were an African Senior Sanitary Inepector, six
ordinary Senitary Inspectors, and 43 vaccinators. In that year
Dr Shircore (Shircore,1930) recommended that four new Saniséry
Superintendents and five Health Visitors should be appointed.In
fact over the next five years the staff was increased to one
Senior Health Officer (a doctor), two European Sapitary
Superintendents, 18 African Sanitary Inspectors and 44
vaccinators. Under the Sanitary Board Ordinance,1929, sanitary
boards were appointed for Chiromo,Fort Manning,lilongwe ,Karonga
and Dedgza, The Distriét Commissioner was Chairman, the local
Medical Officer a member. These were supposed to arrange
sanitary measures locally,the cost beipg met from a local rate.
In 1935 the Sanitary Section was merged with the Health
Department.

In 1946 the registration of African Hospital Assistants
in a medical Sub Register was abolished (Nyasaland Protectorate,
Report of the Medical Department for the year 1946). A Midwives
Board was established. Total expenditure by the Medical Department,
apart from that chargeable to the Colonial Development and Welfare
vote, was £84,842,16.114, or 6.6% of the total revenue and 7.5%
of the total empenditure of the FProtectorate for the year. .

In 1945 smallpox was recorded as producing 202 cases with
two deaths, in 1946 968 cases with 36 deaths, 402,650 persons
were vaccinated in 1946, but despite this the incidence of the
disease was reported to be rising again in 1947.

In 1946 there were 852 cases of measles reported, with
21 deaths, Malaria showed 16,928 cases among Non-Europeans, with
48 deaths (cases known to the authorities must have been a
minority of actual cases in the country as a whole) and 471
cages among Europeans with three deaths. There were 9 cases of
trypanosomiasis, 7 from Kota Kota. Kelapsing fever was reported
to be common throughput the country: of 323 cases 218 were
admitted to hospital and three died. 330 cases of tuberculosis
were recorded, five in Europeans. Seven Mission leprosy
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settlements were reported to have 814 in-patients and 249 out-
patients. There were two "European"” and 19 "African” hospitals

in the country. Seven of the latter were under a Medical Officer,
five under and Indian Sub Assistant Surgeon, and seven under
Hospital Assistants. 96 rural dispensaries treated 531,636 cases,
and the hospitals treated 232,582 cases, 24,220 being in-patiegis.
A total of 764,218 African patients were treated at government
hospitals or dispensaries during the year. (Nyasaland,1947).

In 1953 government medical expenditure was T.31% of the
estimated total ordinary expenditure of the Protectorate for the
year, and 6.06% of the estimated total expenditure. Assistance
from the Colonial Development and Welfare Fund was £32,550,
Government medical servives treated 1,208,971 out-patients
and 35,919 in-patients. (Nyasaland,1954). (Considering the scanty
nature of the medical services, these figures suggest that a
surprisingly high proportion of the population recéived treatment.
It seems probable,however, that many individuals will have been
 counted moret than omee in the totals).

Two interesting surveys were donme in 1953 of -tm.m:n and
blood specimens from 762 individuals in the area of the Domasi
Community Development Scheme, and from 1559 male prisoners at
Zomba Prison,(Nyasaland 1954). Results were (per centage of
specimens with positive findings) 3

Prisoners Domasi

Stool: Hookworm ova 16.,9% 7.6%
Ascaris ova (roundworm) 243 2.1
Schistosoma mansoni ova 1.0 0.52
Tapeworm 0.1 0.13

Urine: Schistosoma hazmatobium ova 21.8 24.9

Blood: Kahn H or HH 3.9 12.81
Malaria parasites present 3.6 11.0

Microfilariae present (% § nil




In 1953 the Federation of Rhodesia and Nyasaland came into being,
and health services came under the control of the Federal
Government. Of the European staff in the Nyasaland Medical
Department, some transferred to the new Federal service, others -
including Dr W.Petrie, who had played an important part in
training African staff, left the country. African staff were
seconded to the Federal service until 1959, when they had either
to take abolition of office or transfer to the Federal Government
service. Due to the unpopularity of the Federal Govermment

(plus attractive compensation payments) many took abolition of
office. \

Under the Federal Government, expenditure on medical services
continued to rise, though not as fast as would have been expected
had the three territories genuinely been treated on an equal basis.
The unpopularity of the govermment, and its remote direction from
Salisbury,reduced the effectiveness of the servife provided. The
following figures,giving government expenditure on medical services
in the three territories, were extracted from the m
Commission Report im 1960 (Stevenson,1960): .

Southern Northeyrn Nyasaland Nyasaland

Rhodesia Rhodesia

1958/9  1958/9 ~ 19%8/9 1953
Total population 2,903,800 2,394,900 2,801,400
Europeans 218,000 75,000 9,000
e ) e £3,655,031 £2,170,266 - £775,219 - £273,172
Capital exp. £272,655 £399,107 = £85,373  £26,082

Grants to Missioms £122,867 £117,122 £56,282 £10,330
Approved establishment of Medieal Officers,including clinical

specialists: 138 82 47 27
Approved establishment of trained nurses:
718 303 57 34

The "establishment" figure of Medical Officers for Nyasaland was
not reached. In addition to the govermment® doctors there were,
in 1958, 10 mission doctors, and a very few in private practice.
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The article (Stevenson,1960) giving these figures noted that
only three Nyasaland African and ome Afro-Indian had qualified
as doctors, and the urgent necessity to send young men and women
to other countries for medical and nursing training, though
"Malawi will aim,one day,to have its own University, with a
Medical School, and its own training schools for fully
qualified nursesyes+" The study of how Ghana and Nigeria were
coping with medical problems was recommended, The article drew
a pained letter from the Federal High Commissionerm in London,
who expressed particular distress at the writer's assumption
that Nyasaland would not much longer be in the FPederation.




HEALTH SERVICES IN RECENT YEARS

From 1960 tp 1963 total annual govermment expenditure in
Nyasaldnd (Federal and Territorial) wae in the region of
£15 million, of which rather under £1 million was on health
services. The following figures are estracted or calculated
from the 1961 report of the Federal Secretary for Health
(Rhodesia and Nyasaland, 1962), and from a letter from him.

Government expenditure off health services,1960/1 £892,000
Total estimated population of Nyasaland 2,890,000
Government expenditure on health per person per year 6/2a
For comparison, &he figure for Southern Rhodesia was 27/14
and for Northern Rhodesia 20/~
Total number of doctors in Nyasaland 73
(Including Government and Miesion doctors, and
private practitiomers)
Population per doctor 39,589
Grants to Missions in Financial year 1961/2 £72,477

One miesion estimated that governmment grants covered about half
its expenditure on medical work (Diocese of Nyasaland,1963).
Miseion services appear to eost very much less per bed provided
and patient attended than government servieces, though it must be
remembered that the government had most of the expensive equipment
and specialist staff. In 1962 almost all of the medical missions
in the three territories combined to point out to the Federal
Ministry of Health that the level of grants in aid was not
sufficient to enable the missions properly to continue their
existing volume of work. Though grants were appreciated as making
the medical work of the missions possible, the government was
getting & bargain - if the missions did not do the work it would
coet the government a great deal more to do it itself. The
principal cause of discontent was the inability of the missions,
under the grant structure, to pay African staff at the same rates
as similarly qualified staff could obtain in government hospitals.
(Diocese of Nyasaland,1963).
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In his annual report the Secretary for Health (Rhodesia and
Nyasaland,1963) gave the following figures for the staffing
of the medical services in Nyasaland in 1962:

Government staff. Establishment. Posts filled
at 31/12/62.

Director of Medical Services
Deputy D.M.S.
Medical Superintendents, £2958
Provincial Medical Officers
Director of Public Health Laboratory
Government Medical Officers 3
Resident Medical Officers
Junior Resident M.0O.s

Clinical specialists,£2958 grade:
"Medieine

Ophthalmology
Radiology
Surgery
Tuberculosis
£2634 grade: Anmsthetics
(Not 1isted in the report,but in fact present,
was a leprosy specialist at Kochira Leprosarium).

o
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Government Dental Surgeons 3 3
Dental Mechanies 1 X
Dental Attendants 3 2
Nursing staff,all geades (State Registered) 79 63
Ward attendants 0 4
Professional and technical staff:
Analytical chemists 1 p
Pharmacists 8 8
Health Inspectors 5 5
ILaboratory technicians 6 4
Radiographers 4 3
Physiotherapists 2 2
Field Officers (Health) 4 4




= Establishment. Posts filled
at 31/12/62.

Ieprosy Superintendents and Medical Inspectors 1 p i
Clerical and administrative staff,Branch 1 21 2Y
Other staff, Branch 1 6 6
Branch Il Health and Medical Assistants 21

Others 3
Branch III:Health and Medical Assistants 502

Others 279

Trainees 175
Branch IV: All categories 868

Totals 2,041

On the Nyasaland Register there were:
109 Registered Medical Practitioners
6 Licensed Medical Practitioners exsmpt from registration
6 Dental Surgeons |
14 Chemists and druggists
The actual figure for doctors in the country was 79.

Government hospitals in 1962 were as follows:
Furses lodipal Beds:

Auxili~ Furopean Asian & African
aries Coloured

Central Hospital:

Blantyre 36 135 36 35 397
General Hospitals:

Lilongwe 16 EnE 112 EE 16 k11 203

Zomba 16 104 17 8 282
Thirteen Distriet Hospitals:

(range) 0 11 to 25 - - 44 %o 140
Totals of aboves 68 562 69 54 2083

Distriet Hospitals were at Chikwawa,Cholo,Dedza,Dowa,Fort Johnston,
Karonga ,Kasungu,Kota Kota,Mlanje,Mzimba,Ncheu,Nkata Bay,and Port
Herald.
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Other government units were Rural Hospitals, under a Senior
Medical Assistant,rather than a Medical Officer -~ and smaller
than Distriet Hospitals, and Rural Health Centres. Details

of these are:

19 Rural 94 Rural

Hospitals. Health Centres.
Aggregate number of beds 500 94
Admissions during 1962 19,955 1,458
In-patient days (units) 187,262 6,755
Out-~patient attendances 1,354,647 4,299,941
Deaths 374 3

(Out-patient attendances” is the number of treatments given,
not the number of patients).

New 22 bed Rural Hospitals were completed at Fort Hill and
Ngabu during 1962. The government also had a leprosarium at
Kochira and a mental hospital at Zomba.

The following Christian bodies ,ruvidol mission doetor! in

Nyasaland in 1962

The Church of Central Africa Presbyterian 7 doctors
(Formerly the Church of Scotland and the Dutch Reformed
Church Missions).

The Diocese of Nyasaland 2
(Anglican,supported by the Universities Mission to Central Africa)

The White Fathers (Roman Catholic) 3

The Montfort Maristes (Roman Catholie) 2

The Seventh Day Adventist Mission 2

The Seventh Day Bapt#et Mission X

The Church of Christ, and the South African General Mission,
also had medical units, though no doctors.

The figures for medical missions (still from the Federal
Secretary for Health's Report for 1962) are incomplete, as may be
some of the govermment figures, but by adding the two we can get
approximate totals for the medical services of the country in
1962. (Apart from government and mission services there were only
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a few private practitioners and reilway and industrial clinies).

1962 figures. Government. Missions, Totale.

Medical units 131 61 192

Admissions 73,274

In-patient days 631,696

Deaths 2,094 1,614 3,708 &

Out-patient treatments 7,581,052 1,977,908 9,558,960

Doctors (ineluding 41 17 58
administrators)

Nurses (State Registered) 68 66 134

Medical Auxiliaries 805 155 960 §

Beds 2,850 1,605 4455 o

& The figures for deaths mean little, as patients and their
families frequently prefer death to occur at home - so that
patients often leave hospital when death seems likely.

§ As the government figure for medical auxiliaries I have taken
the total of Branchll and Branch III in the staff table,not
including trainees, The mission figure is probably too low
through only including staff in posts approved By the
government for grant-ineaid purposes.

¢ The mission figure for beds is t0oo low as it includes only
beds approved for grant-in-aid. Beds at Zomba Mental Hospital
are not incladed, nor are places for leprosy patients at
leprosaria.

The Publiec Health laboratory performed 131,360 examinations in
1962, as followss:

Parasitology 53,289
Bacteriology 8,110
Serology 12,619
Hezmatology 18,155
Biochemistry 36,408
Pregnancy tests 63
Histology 1,991
Medico~legal 628

Clinical autopsies 97
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In 1962 the Public Analyst at Blantyre did 1675 investigations
on 765 samples.

Though there were facilities for radiology in the country,
patients requiring radiotherapy had to go to Salisbury in Southern
Rhodesia. For certain treatments such as heart surgery, and the
fitting of articulated artificdal limbs, patients also had to go
to Salisbury.

Under the Federal Govermment general medical treatment for
African patients was free,except that women had to pay a charge
for delivery in some of the larger hospitals. Some appliances
(such as artificial limbs) were charged for. Non African patients
had to pay fees for treatment. Mission hospitals generally
charged small fees to all patients.

From July 1963 the Federal Government ceased to finance
medical services in Nyasaland, but continued to run them on a

. ‘temporary basis, the cost itin;'uat by the Nyasaland @overnment
from a grant from Britain.
| On lst November 1963 the lvtcnlnul Government once again

' took over responsibility for Nyasaland Medical Services, with
Dr Park, a former Deputy Director of liedical Services, as
Secretary for Health, assisted by Dr Bwanausi, with Dr Banda, the
Prime Minister, as Minister of Health.

Having lost staff who did not fancy the Federal service,in
1953y and after, the medical service now lost some of the Federal
staff . However, before the return to Nyasaland control, a group
of eight Israeli doctors, seconded by the State of Israel,
arrived to help the Nyasaland service, ensuring that it sms not
left without doctors.

The FPederation itself formally came to an end on 3lst
December 1963, Nyasaland remained a British Protectorate,with full
internal self-government,until she became the independent Ssase
of Malawi on 6th July 1964, the anniversary of the return of Dr
Banda to the country in 1958.
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The picture shows Dr H.Kamuzu Banda, sitting on the front of
the Land Rover, driving through cheering crowds,on the road
from Dedza to Lilongwe, on his way North to the first big rally
of the Malawi Congress Party - held at Nkhota-kota. The men in
masks and head-dresses are traditional dancers.

(I was travelling in the same direction, had got behind
the procession, and stood on the roof of my car to take this
picture),




THE POSITION IN 1964

The Natjopal Situation.

The Nyasaland Minister of Finance,in his first budget after the
end of Federation,was reported on 10th January 1964 ("Malawi News")
as estimating total expenditure for Nyasaland as £15.6 million

and total income as £ 9.1 million, the defiecit to be made up by
grants and loans from Britain. Some money will also be raised

and spent loevally by loecal authorities.

Aid from overseas includes the proviston of large numbers of
teachers, and other workers, by the United States of America
Peace Corps, and the secondment of doctors from Israel. "Malawi
News" for October 2nd,1964, reports agreement on a £900,000
loan to Malawi from West Germany "for development of the Malawi
tobacco industry and canalisation project in Blantyre-Limbe?
Voluntary agencies (Christian missions) bring worthwhile sums of
money into the country,together with educational and medical
staff who,though given grants in aid, cost the govermment very
much less than it would do to find the staff htself., Smaller
aid projects sponsored by other countries have included a
Fishery Research Institute at the Southern end of Lake Nyasa, for
which the capital was collected by voluntary subseription in
North-Bast Scotland. }

Any measure which improves the level of education and
standard of living of the people can be expected to lead to an
improvement in their healths Education has had the highest priority
since Independence, and a tremendous expansion has taken place in
the numbers of secondary school places and of people sent abroad
for higher education. There are plans for a University of Malawi.

In approximate figures,one may compare the bdbudget of £15.6
million for 3.5 million people with government expenditure in
Ghann (1961-2) of £128 million for 7 million people, and in
Norway (1963) of £690 million for 3.6 million people. But in
Ghana,then the Gold Coast,in 1950,the total annually recurrent
expenditure of the governmment was £14,012,605 of which 6.9%,0r
£965,020 was spent by the Ministry of Health (Ghana,1955).
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That is not too dissimilar to the recent situation in Malawi.

By 1954 Ghana's expenditure had risen to £77,378,833 of which
2,Th,or £1,913,098, was by the Ministry of Health. In 1961-2

the Ministry of Health annual recurrent expenditure in Ghana

was in the region of £8 million, and in 1963-4 the Ghana government
allocated £31 million to be spent on the extension of medical
services in a seven year plan. (Ghana 1964).

Malawi exports include tea,tobacco,tung oil,some agricultural
producte,and dried fish.These do not bring a big income,but one
great economic advantage which she has over the financially richer
countries of the World is that the bulk of her population can be
self-supporting in the essentials of life - food and shelter.

National income may be increased by increased exports, but a
richer field is likely to be the development of loecal production
of foods and goods which at present are imported, Much is being
done on these lines. For instance sugar cane grows well in
Malawi, and she should be able t0 manufacture her own sugar.

Among the resources for tackling the national problems may
be listed national unity, and harmony between people of differing
racial origins, and the idealism of a newly independent nation
determined to make good use of its freedom. In September 1964 this
harmony suffered a set~back in the clash between Dr Banda,the
Prime Minister, and a group of younger Ministers,formerly Dr
Banda's chief lieutenants, who resigned or were dismissed .
Despite thies clash there is still (2nd November 1964) an
encouraging degree of stibility in the country.

That Malawi can produce able and intellisgent people has been
amply proved by the numbers of Malawis to be found in good jobs in
other African countries (which is among the justifications for
the deseription of them as "The Scots of Africa"). Beautiful and
varied scenery,friendly people,and the chance to do jobes which
really need doing,may encomrage necessary foreign experts,such
as doctors and agriculturalists,to work in the country, and the
political stability has encouraged foreign investment. The range
of climate and abundance of water make possible almost unlimited
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developments in the fidlds of agriculture and horticulture,
forestry,and fishery and fish farming. The need to wipe out
malmtrition and to provide for an increasing population make
such developments imperative.

The Health Situations

I have summarised the state of health services up to 1963 on
pages 20 to 25, Medical services have been maintained,but remain
thin on the ground. I quete from a letter from the Ministry of
Health, (Ref. 6371/68, of 19th September 1964):
"I enclose for your information part of an Establishments
List prepared for our own purposes which will give you an idea
of the situation.During October,there are expected to arrive a
Matron,seven staff nurses and two VS5.0.8.

The following are being trained abroad -
18 Doctors,
48 Rurses,
2 Pharmacists,
1 Physiotherapiste

The estimated expenditure for 1964 was £987,292, but it is
at present expected to amount to some £900,000 in fact.The
estimated revenue for this year is £44,215, but it is expected
to amount to £ 40,000.

On 6th July a 3d. charge for African outpatients or for
outpatients at Grade III 0.P.D«s was introduced, but as it is
paid for by postage stamp and the revemue from it is accruing
to the Post Office at present,it is not represented in the
revenue figures given above. Other charges are at present much
as they were at the #Federal Ministry of Health whose scales
have been retained. A Health Revenue Committee was appointed
in June of this year to determine what scales of charges should
be raised, but it is not known when this Committee will report.

There have been no other innovations since Independence."

(Ve84048 are British "Voluntary Service Overseas" volunteers,who
normally serve for one year after leaving school and before going
on to University. They have (usually) no formal qualifications).




From the Establishments List, as at 1lst August 1964,I have
extemcted the following figures: '
Posts Posts = Posts in

filled. vacant. abeyance.

Doctors,clinical and administrative. 26 13 5
Principal Medical Assistants 13
Dentiste

Dental Mechanies

Health Inspectors

Regional Health Assistants

Pharmaeists

Nurses 4
Radiographers
Physiotherapists
Laboratery Technicians
Public Health Laboratory Director 1 -
Publie Analyst 1 -

Government doctors were stationed only at the following centres:
Blantyre,Kochira leprosarium,Lilongwe,Mlanje,lMzimba,Port Herald
and Zomba, At Cholo and at Fort Johnston mission doctors were
covering vacant Govornnont M.0, posts.
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It will be some time before those being sent overseas for
training can qualify and return « to improve the staffing
situation. According to information from the Ministry of
Education (with letter 5C,2/471/35 of 28th October 1963) the
following students overseas are expected to complete their
training in the years shown. :

1968 1965 1966 1967 1968

Medicine 1 - 9 5 3 (17 men and
Pharmacy,degree level = - 1 - one woman),
Nursing, (women) 2 2 16 14

Male Nurses ® 3 3

These figures may not include some of those who have gone
gbroad for training on their own initiative,or under private
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sponsorship. A letter from the Malawi High Commission
(cMG/3/8/83 of 25th September 1964) gave numbers of students
studying for medical and allied gqualifications in Britain as:

Medical Students 10
Nyrsing Students 44
Veterinary Surgeons 1

Of these, there are eleven Student Nurses at Bpidge of Earn
Hospital,Perthshire - many being men whox were formerly Medical
Acsistants."The Times"(Blantyre) has mentioned the departure of
14 Birls to Israel, and 12 to Viemna, for nmursing training.

In August 1964 about one third of the doctors in the
government service were Israelis on secondment, and about two
thirds of the nurses employed were married women.(A substantial
proportion of European wives in Malawi are nurses).

Numbers of health staff in the country were increased #n
October by the arrival of a team of 41 U.S.Peace Corps Volunteers
to take part in a campaign to eliminate tuberculosis from
selected parts of the country (The Timed', of Blantyre,2nd October
1964). These were headed by an American tuberculosis specialist
and included six nurses, X-ray technicians, and "college graduates"
These are equipped, and receive £40 per month subsistence allowance,
from the U.S8. government. The Malawi government provides the
necessary drugs, and furnishes houses and transport in Malawi.
Peace Corps Volunteers serve for approximately two years. The U.S.A
also gave Malawi an Independence gift of a £12,000 mobile T.B.
X-ray unit. ("The Times",8 Sept. 1964).

A £100,000 leprosy control project for Malawi was recently
announced ("The Times" 25 Sept. 1964). This is sponsored by
LEPRA (The British Leprosy Relief Association), and approved by
the World Health Organisation. £70,000 will come from the (local)

Brown Memorial Trust, and £25,000 from LEPRA. The Secresary for
Health estimated annually recurrent costs at about £50,000, most
of which would be raised outside Malawi, The Scheme is expected
to last seven to ten years.
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The picture is of patients and others congregated at one of

the -ubaidhrz“cliniu of Likwenu Leprosarium for the weekly
visit of the Superintendent - a leprosy worker provided by the
British Leprosy Relief Association, Between these visite a
locally recruited Orderly looks after the clinic building and
gives some simple treatments. Dapsone is given out at the weekly

visit,.

ildren on Malindi Mission Station.(Adb .
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Mission medical services remain important. A Mission M.O.
reported shortly before Independence "We cannot say with any
assurance wvhat government health poliecy will be after Independence
on July 6th" (Diocese of Malawi,1964). He remarked that the
cessation of govermment grants (if it occurred) would result in
a reduction of £8,600 in the income of his organisation,which he
expects to spend £16,707 on medical work in the year 1964/65.It
would be difficult for the supporting Church to make up this sum.
However,assuming government grants continue,he recommended "ceee
that all available resources be committed to needed capital
expenditure in our medical units.By expanding our work,and
improving our facilities where possible,I believe we can perform
a valuable service for the people of this country and provide a
practical demonstamtion of our faith in the future." As an example
of an area where medical work should be expanded he quotes
Liwaladzi: "This is thirty miles North of Nkhota Kota on the lake
and isolated a good part of the year because of poor roads. Fr.
Bai, the priest in charge,is a medical assistant,and keeps a small
supply of medicine to dispense.He originally started this work
because one of the people in the area was dreowned fording a stream
on the way to hospital at Nkhota Kota. No statistics are kept but
at last report Fr.Bai was seeing 40-50 patients a day.There are
np other medical facilities within a thirty mile radius of
Liwaladzi and the work of Fr.Bai has demonstrated the acute need
in this region. It would be an ideal region to expand our medical
work." (Diocese of Malawi,1964).
The report then estimates the expense of opening up medical

work at Liwaladzi ast
1. Construction of dispensary with examination room,small

laboratory,delivery room for mpdwifery and three bed ward

for seriously 11l patients... £1,500
2. Cost of equipping above.efiess £400
3. House for medical assistant.. £500

4. Recurrent expenditure : wages and maintenance &£500
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Those planning the development of national medical services for
the immediate future are probably limited to a budget of around
£1 million per year,though it is t0 be hoped that this will
increase with time. It can be made to go further by self-help
schemes within the country,and by aid from other countries,
international organisations, and voluntary agencies.

Sanitation in most of the country consists of pit latrines
outside the houses, and often feces and urine are deposited in
the bush,in fields,or on the lake and river edge,leading to
widespread transmission of hookworm and bilharzia infection.
Drinkinjg water is usually drawn from lake,river or waterhole,in
a can or pot, and is frequently unsatisfactory,though some places
have piped water from safe supplies. Mosquitoes breed profusely
in and near many villages. Refuse disposal is often unsatisfactory,
increasing the fly nuisance.

lMalaria is holoendemic in guch of the country. Along with
worm infestations and subnutrition it contributes to the
moderate and severe ansmia which is widespread - and which must
seriously impair the ability of the people to work and to enjoy
life.

Smallpox is endemic,sometimes locally epidemic. Tuberculosis
is more widespread than figures for cases treated suggest. A few
years ago a World Health Organisation team came to make a
tuberculosis survey,but it was unable to complete its work because
of political conditions at that time., It did not publish its
report,; but unofficially it was said to have obtained findings
suggesting that 1% of the population was suffering from active
tuberculosis« Could the presumed 35,000 cases of tuberculosis in
the country be found,the present health services would be quite

inadequate to treat them.
Almost any disease may be met with,but to give an idea of

prevalence here are (page 33) figures for 1962 for patients

seen at a group of eleven mission medical units which were under
ny supervision., They treated 37,462 out-patients and 3,281 in-
patients during the year (Diocese of Nyasaland,1963).
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On 1961 figures this group of units were giving rather under

124 of the out-patient treatments in the territory, and providing

rather under 3.4% of the hospital beds. Taking the average of
these as 72% it might be fair to suggest that the units served
a population of about 250,000 people. A great many sick people

never seek treatment. The figures for numbers of patients treated

were:

Malaria

Tropical Ulcers

Conjunctivitis

Hookworm

Dysentery & severe diarrhoea

Whooping cough

Bilhargzia

Leprosy

Scabies

leasles

Severe malnutrition

Syphilis

Pneumonia

Gonorrhoea

Chickenpox

Tuberculosis

Dog bites

Fractured bones

Malignant growths

Abortions

Snake bites

Deliveriest Live infants
Stillbirths

Women at ante-natal clinics

Infants at baby cliniecs

Teeth extracted

5,668 patients
4,386
3,786
3,748
1,812
1,655
1,476
1,277
1,012
720
635
490
443
385
198
108
59
58
40
29
26
1,558
70
2,247
1,958
346

Operations: Gemeral ammsthetie 51

Local anmsthetic
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Cases of smallpox, neonatal tetanus,poliomyelitis,typhoid,
relapsing fever and injury by crocodiles were alse recorded.
Ansmia,though common,was not separately recorded,

It will be seen that the vast majority of conditions listed
should be preventable by education and by publie health measures.
Emphasis in medical services in the past has been on curative
rather than preventive measures.
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THE PROBLEMS

Those who plan for the future health of the Nation are faced
with the following problems:

1. How %o raise the general level of education in the country.
2. How to raise the standard of living,including improvement of
agriculture and fisheries,of housing,and of roads and
communications.

3. How to obtain useful information about the population and its
health,in particular,reliable figures for the total population,and
ite distribution,and birth,infant mortality,maternal mortality
anl' death rates, to assist in asséseing medical and other needs
and to enable comparisons to be made with other countries,and
progress to be measured.

4, How best to provide publiec health and preventive medical
services,including the provision of public health education.

5. How to provide the most appropriate curative medical service
within the finance and resources available. |

The first and second problems will not be further referred
to in this thesis,except where they impinge directly on medical
matters.The health authorities should keep in touch with what is
happening in all fields in the country, and be ready to give
advice to, and co-operate with, other departments, and be quick
to point out any public health implications of the plans of
other departments (such as irrigation schemes affecting mosquito
breeding, or the probable transmission of bilharzia)

The other problems will be considered together in the next
two sections. Appendix I contains an account of how some other
African states have met,or propose to meet,simidzr problems.




A group of children saw a shoal of small fish (Engraulicypris
sardella) at the edge of the lake. With a sheet from their
mother's dress, they went into the lake and trapped some of

the fish - in the basin at the boy's feet.The fish will be
greatly enjoyed as a relish with the evening meal., This species,
locally known as "usipa", is like whitebait and is popular as
food. Notice the reeds in the background. This bit of beach

is used as a latrine, and the children may be exposed to
bilharzia infection in the water and to hookworm infection

when walking on the wet sand at the edge.




SECTION TWO

COMMENTS ON SOME SPECIFIC PROBLEMS




SECTION TWO : COMMENTS ON SOME SPECIFIC PROBLENS,

Contents.

REGISTRATION AND STATISTICAL INFORMATION

HEALTH EDUCATION
SANITATION

Persuasion or compulsion ?

Refuse disposal
WATER SUPPLIES
TeWH PLANNING
POOD HYGIENE

Ireatment of food with insecticides

ALCOHOL AND TOBACCO
NUTRITION
INDUSTRIAL HEALTH
DRUG COSTS

Lo roduct d
LAY MEDICINE

First Aid and self-treatment

of medieci to

Correspondence courses
PATIENT'S RECORDS
SPECIALIST SERVICES
DENTISTRY
RADIOGRAPHY
PHYSIOTHERAPY
SOCIAL WORKERS
CHILD AND YOUTH GUIDANCE
MENTAL HEALTH

b

page

38

0
42
42
44
47
49
50
51
52
54
54
§$
58
59
59
61
61
62
63
63
64
65
6¢
67
67
67
69



Content cont d page
BLOOD TRANSFUSION 70
ANEMIA 7Y
IMMUNISATION T2

Passi sation and gera

for treatment 74
CEREBRO~-SPIRAL FEVER 75
CONGENITAL ABNORMALITIES 75
MOSQUITOES 76
OTHER INSECTS AND ARACHNIDS 78
MALARIA 80
TUBERCULOSIS 85

Coste of tuberculosis regimens (table) 87
LEPROSY 90
PARASITIC WORMS 94
INTESTINAL INFECTIONS 96
TROPICAL UILCERS 97
MALIGNANT DISERSE 98
ALBINISM 99
VEREREAL DISEASES 100

EYE DISEASES




38
REGISTRATION AND STATISTICAL INFORMATION

In the past, registration of births,deaths and marriages,in the
manner to which we are used in Western Europe, has only been
required for the "non-African” section of the population -« less
than 0,6% of the people. Some marrddges are registered, and
among Christians baptismal certificates are sometimes used as
proof of parentage and date of birth but,in general, no official
notice has been taken of the birth or death of an ordinary
villager. Village headmen, or other officials, may be required
to make returns of nymbers of birthe and deaths,and of numbers
of people living in a village.

I have heard a Blantyre accountant state that the method
of estimating the total population,in 1962, was to take the
number of taxpayers,(supposedly all adult men, apart from those
granted specific exemption for medical or other reasons), multiply
by two to allow for those who avoided paying tax, and multiply
again by five to allow for dependents. The accountant believed
that the proportion successfully avoiding paying tax had been
underestimated, supporting his view by pointing out that new
methods of tax collection being introdueed by the government
(in 1963) were revidading unempectedly large numbers of taxable
men. (Employers were made responsible for deducting tax from
the wages of employed adult men,in monthly'instalnnnts, and
sticking tax stampes on a card for each such employee.Previously
each adult African man was himself responsible for paying his
tax of 30/~ once a year).

Reasonably accurate censuses,with registration of births,
etillbirths,deaths and marriages, are regarded as essential in
the materially prosperous and highly organised states of the
World, and must ultimately be obtained in lalawi.

To provide an initial count of the population it would
probably be possible,without prohibitive expemse, for the flalawi
Government to arrange for a census to be held throughout the
country through the organisation of the Malawi Congress Party,




together with its Women's ILeague,Youth Ieague and Young Pioneers.
Organised volunsary workers could record the number and distributio

of houses,marking and numbering them on district maps,with the
number of persons in each house - and the sex and approximate
age of each person. It might not be practicable to have one
"Census Day" for the whole country, but provided it was done
over a fairly short periocd travellers would be unlikely to
intrdduce a significant error. Possibly reference numbers or
letters might be used for approximate age groups -~ for instances
aged under one year

over one but under five years

over five but under 10 years

over 10 but under 20 years

20 to 39 years

40 to 59 years

60 years and over

Alternatively, the sthool starting,and usual primary school
leaving and secondary school leaving ages might be used as steps.
If this were too complex,initially a count only of houses and
the number of persons in each,would be of value, perhaps with a
sample survey of emall areas throughout the country to suggest
age and sex distribution. _

Such a census every five years would usefully show population
growth, and alterations in age and geographical distribution. As
the size and distribution of the population appears to be already
changing rapidly, the sooner a"base~line" census can be carried
out the better.

With the years,censuses will no doubt grow in complexity. As
and when possible it would be valuable to add information as to
the size of each house,whether it is of temporary or permanent
construction,whether or not it complies with standards to be laid
down regarding overcrowding and mode of comstruction, and the
nature of ite water supply and sanitation (if any).

2 EEHUOW>
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If an aerial photography survey of the country could be done,it
would enable an accurate map to be drawn and the number of houses,
and their distribution, returmed by census takers,te be checked
agiinst the photographs.

Ghana (Gold Coast,1954) started its system of registration
of births and deaths by defining "Registration Areas" in whiech
- all births and deaths must be registered, and periodically
defining new such areas - with the ultimate object of covering
the whole country. A detailed study of how this has worked in
Ghana might be of use to Malawi.

A start might be made in Malawi by defining the principal
townships as Registration Areas and insisting on registration of
births,stillbirthe and deaths occurring within their boundaries.
Certain forms of marriage are already registered, and the extension
of marriagg registration will probably be contemplated - though
that will invilve social and legal problems.

Registration areas could be extended as appears practicable
and desireable. It might be desireable to arrange for some (such
as all pre-school children),or ultimately all,of the population
of Registration areas,borp before the start of Registration, to
register their names and approximate years of birth, and to
recédve registration certificates which would have similar
validity to birth certificates for legal purposes. This might be
of particular value to young people likely to go abroad for .
furtper education -~ who are sometimes seriously embarrassed by
their lack of birth certificates in countries where everybody is
expected to have one. Due to the African practice of having
several names, care might have to be taken that #ndividuals are
registered under the name by which they will in future be known,
and that any change of name after registration should be regist-
ered - and entered on the birth or registration certificate.

At registration of deaths,the cause of death should - as
nearly as poesible - be recorded. In some areas it should be
possible to require that a death certificate,giving the cause of
death as nearly as he or she can estimate, be signed by a doctor,
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nurse, medical assistant,health assistant or midwife, but in many
areas, perhaps initially in all,approximate cause of death will
have in many cases to be given by a responsible relative or
neighbour. The ultimate recording of causes of death according
to recommended international c¢lassification will be a long term
aim.

An attempt should be made to have stillbirths registered,but
complete figures, and accuracy in distinguishing stillbirth from
abortion, are unlikely to be obtained until it becomes routine
for women in labour to be attended by a qualified midwife or
other medical attendant.

All medical units should be required to keep records of numbers
of patients seen and treated,of numbers suffering from each
disease, and of other work dome. The Ministry of Health should
include in its reports work done by mission,local authority and
industrial units, and possibly also by private practitioners
(ineluding midwives in private practice). To facilitate this the
Migistry should distribute to all units and practitioers

forms listing the main diseases, with spaces for unusual ones
%o be added. A monthly return on thisx standard form could be
required, a duplicate being kept by the unit. It is essential
that returns be kept as simple as is consistent with getting
useful information.

These returns could include notifications of infectious
diseases,s0 that tremds in these can be estimated, Such notificat-
ions have in the past been most incomplete. Units would of course
notify the Ministry immediately, by the quickest route,on the
appearance of a case of smallpox - or of any other disease thought
to be sufficiently dangerous and infectious - in any area where
there are not known to be cases already. Notification procedures
which are too elaborate will be ineffective.




Industrial accidents.

Notification of accidents in factories and workshops has been
carried out, in theory,for some time. Copies of returns of these
should go to the Ministry of Health, and arrangements for the
collection of information on industrial and occupational diseases,
and industrial accidents,will have to be improved., It should be
made clear to employers that the collection of such information
ie not intended to show how careless they are, but to help in
safeguarding the health and working capacity of the nation.
Publication of figures in Ministry reports may warn of any
undue prevalence of such incidence - and lead to the taking of
precautione and suggestion of remedies,

Parasitic diseases might be regarded as occupational diseases
of farmers and fishe rmen - whosem work increases their exposure
to hookworm,bilharzia and malaria infections. Apart from this,
-such self employed persohs suffer an unknown number of,sometimes
serious,industrial accidents. Hands or feet may become septie
after injury by thorns or fish-spines.Fishermen may be injured
by erocodiles, or hippopotami. Carelessly handled petrol for
boat or tractor engines can lead to burning accidents, If medical
units were required to mention such incidents separately in
their monthly returns,when they treat such cases, it might be |
possible to define the extent of the problem and see which such ‘
accidents are most frequent - but the need for this must be |
balinced against the undesireability of increasing the complexity \
of monthly returns required from unite.

Surveys.
Teams surveying sections of the population might obtain useful

information on the extent of medical problemsy such as the
incidence and morbidity and mortality from hookworm infection,
bilharzia, malaria, ansmia and malnutrition. Tuberculosis and
leprosy might particularly lend themselves to such surveys. This
might be combined with treatment, as is done by Medical Field
Units in Ghana, and is a field in which international bodies,
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or teams from foreign universities,for instanece, might be
willing to help. This will be furtjer discussed in the

following pages.
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HEALTH EDUCATION

Hookworm infection,one of the major causes of morbidity in the
country, as well as bilharziasis,could be eliminated if everybody
had and used adequate latrines. In the long run, publie health
education to persuade people that this is both possible and
dasip‘abto is the only real answer to these conditions,

Health is not a mattér only for medical personnel. For
a long time "Hygiene" has been a subject in schools,but it is
often taght by inadequately trained teachers with insufficient
teaching aids. Teachers Training Colleges must give teachers a
good basiec understanding of hygiene,relevant to conditions in
Malawi, so that they can pass on that understanding to the
children in the schoole. They must be made to feel that Health
is as important a subject as Arithmetic or English - more so,in
that i1t should pervade the whole of ome's life. Teachers could
be greatly helped by clear booklets and posters produced in and

- for Malawi. ‘ ; ‘ ‘ :

The staff of all medical units should be encouraged to carry
out health propaganda. Simple posters om,for instance, how to
avoid hookworm infection,should be on display at all units.

It has long been the practice at some mission hospitals to
hold prayers for patients and staff at the opening of the out-
patient clinic in the morning and afternoon.0On these occasions
a member of the staff gives a brief talk about some health
problem,relating it if possible to some event which the people
present know about. For instance if an infant has died of neonatal
tetanus the Medical Assistant tells the assembled outpatients and
others why the baby died and how the death could have been
prevented, and urges them to ensure that none of their babies
suffer the same fate.While government hospitals would not hold
prayer meetings,a daily or twice daily topical sermonette on
public health, at some time when patients and relatives are

gathered together,might be valuable, The audience might be
invited to ask qugestions,
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The principal newspapers are "Malawi News" (weekly) and "The
Times" (twice weekly).There are also some government information
publications. "lMalawi News" frequently carries an article on

some health matter.Both newspapers report current events relevant
to health. However, the newspapers only reach a minority of

the population. A Medical Officer,or other suitable person,could
usefully be given responsibility for getting together items on
publie health for publication in the press and broadecasting on
the radio (The Malawi Broadcasting Corporation). He would not
compose all the items himself, and would draw them from as wide
a variety of sources as possible, but he would try to co-ordinate
them into a consistent campaign -~ rather than just let the publie
be bombarded with lots of little snippets of unrelated advice and
information, Possibly such an Officer could be a member of a
govermment-sponsored Public Health Education Committee, to which
the newspapers and the broadcasting corporation might be invited
to nominate members - 4o help to ensure their co-operation. A
member of staff from a Teachers Training College, and some
suitable members of the public should also be on such a committee.
A sensible housewife or farmer on such a committee may be able

t0 tell the experts if their ideas are unintelligible or
Uninteresting to the ordinary publiec,

Prese and radio information should complonent such campaigns
as the "Health Week" held by Blantyreylimbey Town Couneil in
September 1963 and in October 1964. In these weeks there were
£ilm shows on health matters, lecturee, exhibitions, posters
and handouts, a "Health Poster"competition for schoolchildren -
with prizes for the most original and effective designs, vaccina-
tion campaigns,and the Malawi Womens League swept and tidied
markets and gave demonstrations of sanitation maintenance at
Soche market and at peoplesk homes.

The Malawi Young Pioneers (the elite of the Malawi Youth
League) have given help in cleaning the wards and grounds at
Blantyre Hospital. Such bodies might organise study groups and
action groups to plan and carry out similar health "weeks",
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and in other ways to create social pressure in favour of

good hygiene., To have rubbish lying about near one's home or
premises,or not to have a proper latrine, should become a matter
for shame.

In the field of road accidents what might be described as a
campaign of public health education by the Ministry of Transport
and the Police led,in 1963, to a reduetion in road casulaties,
despite an increase in traffic @

1962 1963
Killed - EAR ‘ 111
Seriously injured 418 394

This was at the cost of imposing a 50 miles per hour maximum
speed limit on all roads in the country.

Accidents in the home are another fid matter for
propaganda. Children get seriously burmed distressingly often,
and poisoning accidents also occur.




SANITATION

Legislative attempts have been mmdd in the past to force every
household to have a latrine., While a great many houses in the
countryside do have pit latrines, a great many have none. Even
vhere there are latrines, they may not be regularly used by all
of the household.Many people prefer to use the countryside for
defecation and urination. It is said that in some cases the man
of the house uses the latrine, whide the women and children use
the bush. The useof the lakeshore and river beds as latrines is
particularly unfortunate as these damp places are suitable for
the development of hookworm larvae, the water (in which people
bathe) allows transmission of bilharzia, and drinking-water is
contaminated. Indiscriminate defecation, and improperly
constructed latrines, increase the nuisance and danger from
flies. In some water-filled pit latrines visitors are greeted by
a cloud of hungry mosquitoes which probably breed, as well as rest
and feed,in the pit.

In the tewnships, and new growing towns,adequate planning of
sewage disposal is essential.All new permanent buildings should
be required to have proper permanent latrines,where practicable
flush latrines with water-borne sewage,

Vhere fiush latrines are used, users must so far a possible
be educated in their use. It is advisable that walls and fittings
should be impermeable and covered with an easily washable paint,
eince people unused to the use of toilet paper may use the walls
for cleaning themselves. Provision should be made for easy access
to and clearing of the drains, since a variety of objects such as
sticks and stdnes may be used for cleaning purposes and flushed
down the drain. One hospital sewage system was blocked by the
use of mango pips in this way - they germinated in the drains.
For publie lavatories under these conditions I prefer the design
in which the lavatory pan is flush with the floor and the user

squats, This design is much easier to keep clean and, apart from
his feet being on the floor, no part of the users body need touch
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the lavatory. Those who are used to "seat" lavatories can usmally
use a"squat" one without difficulty, whereas those who are used

to squatting may dislike,or fail to understand, the seat type, and
squat on the seat. Squatting is probably a more physiological
position in which to defecate than sitting.

Publie lavatories should be provided in townships,especially
at markets and bus stations, and in or near public buildings.
Restaumants,places of entertaimment, churches and public halls,
should be required to provide adegqmate lavatory accommodation
for those who attend them, as should schools,hospitals and
factories. It has been a sad faect that at some hospitals patients
and relatives have been almost forced to use the dbush, because
of inadequate latrine accommodation,

In rural areas the construction of pit latrines beside
traditional houses should be strongly encouraged, and every
educational channel used to persuade people to use them, But
warning should be given that badly used and constructed latrines
can be damngerous - an inaccurately used latrine, with a floor
of damp mud, canm be a source of hookworm infection to people
who are not wearing shoes, and latrines should not be sited
where they can contaminate wells, If possible they should
have a concrete floor slab for the sake of cleanliness. Floor
glabs can be made so as to be moveable to another site when one
pit 48 full. An impervious layer (cement, oiled sacking,
corrugated iron) buried in the ground around the pit can prevent
the emergence from their pupae of flies which spent their larval
stages in the pit. The construction ofx such a layer should
be encouraged (with full explanation of its purpose), as should
the covering of the latrine hole, when not in use, with wire
gauze in a wooden frame to prevent insects getting in and out.

(A solid 1id tends to collect condensation on its under side and,
if of wood, to rot. If one can afford to be so elaborate, it is
pos=ible to have a solid 1id over the hole, but a separate hole
covered with wire gauze as a ventilator, under which insects
trying to get out collect - attracted by the light ~ and
eventually die).
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Persuasion or compulsion ?

Permanent houses, and institutions, must be compelled to have
latrines, but it is a debateable point whether the mass of the
population living in traditional houses in the villages should
be legally required to comstruct and use latrines, and subjject to
prosecution if they fail to do so. lLegislation on this in the
past appears o have been largely ineffective ~ though I cannot
estimate whether the rumber of houscholds with latrines would
be even lower without that legislation. laws which cannot be
enforced tend to bring the law as a whole into disrepute.

Nor has persuasion been very effective. VWith rising standards
of education and standards of living people tend to care more
bhout having proper latrines,but this will take a long time to
affect the whole population sufficiently.

Unacceptable laws made by an alien govermment have led to
serious trable in the past - particularly on agricultural matters,
even though they were conceived with the best intentions. An
African govermment,with the backing of the people, may be more
successful in getting necessary measures put into force, but
even an African govermment can become unpopular - and may have
to tread warily.

A possible answer is to make this a matter to be regulated
by loecal authority bye~laws, The central govermment ean provide
a set of model bye-laws, and encourage the local authorities to
adopt them as soon as they appear enforceable, When the majority
of the people in a district accept the need for latrines it
becomes unreasonable that the minority should be able t¢ subject
the majority to the risks of hookworm infection,bilharziasis,
and contaminated water supplies, and the minority can be
compelled to conform by legislation. :

In the townships it could and should immediately become an
offence to defmcate or urinate other than in a latrine (I
understand that it already is = but the law should be enforced).
(At the same time,every effort must be made to ensure that
adequate latrines are available).law enforcement must be
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complementary to, and is no substitute for, education and
persuasion,

Refuse Disposal.

The townshipes should have, andb require householders and
businesses to make use of, adequate refuse collection and
disposal systems, Citizens should be required to keep the
surroundings of their houses and businesses free from rubbish.
Some refuse can be burned,some composted, and some will have to
be dumped in suitable places. Uncontrolled dumping of refuse
must be prevenééd - as being likaly to lead to the breeding of
flies and (in water filled tins) of mosquitoes.

' A plant able t0 melt waste metal and use it for making,for
instance, hoe and axe heads,might be worthwhile at Blantyre-Limbe,
where the amount of refuse to be disposed of will be greatest,

Refuse bins should be provided at markets. Abbatoir wastes
at major centres should be disposed of into fly-proof pits which
can be sealed when full. After two years the waste should be
inoffensive and can be dug out and used as manure, and the pit
‘used again.

Until recently,in the countryside, such items as old tins
and empty bottles were of value and were carefully conserved.
fhue there was no nuisance from their being thrown away or broken
at random. However, that phase is paseing,and provision must be
made even in more remote places for the dumping of refuse.
Institutions such as schools and hespitale generally dispose of
their own rubbish in pits or incinerators, but often these are
badly managed - and sometimes rubbish ie just tipped over a
convenient cliff. Such institutions must be brought to a sense
of theit responeibility to set a good example. They must be helped
to devise adequate ways of rubbish disposal - and compelled if
necessarys So far as village rubbish is concermed, District
Councils will have to take responeibility for seeing that it is

properly disposed of.




Above: Women eca
water,one in a local
earthenware pot,others in
~ buckets, The bundles of
leaves (probably from a
kind of palm) are for
weaving into mats or
making into brushes.

Ieft: An unprotected well
at Samama,near Mpondas.,
Kote the gourd,on the end
of a long bamboo,lying on
the ground, It is used to
scoop up the water. Water
is only a few feet down -
its level varying with the
season. The alternative
supply is the Lake,perhaps
four miles walk - a long
way to carry buckets.




WATER SUPPLIES

There are filtered and chlorinated water supplies to the larger
towns, and these should be extended when possible.

In most of the country, water for cooking amd drinking is
carried in cans or pots from the lakees or rivers - or is obtained
from open wells dug out in the soil. Such water is frequently
fecally contaminated and presumably contributes to the transmission
of gastro~intestinal infections. Certainly among immigrant
European groupe (as on mission stations) a dramatie reduction in
"tumny upsets™ can often be obtained by improving the water
supply.Even where the water appeared to be being boiled and
filtered, I have seen a noticeable improvement in health when
a water supply was changed from lake water (drawn at the edge of
the lake,and inevitably contaminated) to water from a protected
well.

From some villages women have to walk a long way to draw
water, and often have to walk through mud and shallow water,
vhere they are exposed to hookworm and bilharzia infection, in
order to get their supply.

In most lowland areas waterx is not far below the surface,
and it is practicable, and reasonably cheap, to provide protected
wells or pumps. In highland areas it may often be practicable
to pipe a water supply from a suitable stream. Such supplies are
a considerable advance on the traditional ones. Where there is
a possibility that they may be contaminated,users should be warned
of the desireability of boiling drinking water-by notices posted
beside standpipes or wells, and by individual letters if water
is piped to houses.

It is frequently said that Leke Malawi water is safe if
taken 50 yards or more from the shore. If this could be
bacteriologically confirmed then it might be practicable for
lakeside communities to have water pumped from a pipe set out
to a safe distance in the lake. However, the danger of currents
and weather conditions carrying shore water out to the pipe end
should be remembered.




TOWN PLANNING

In general,in the past,people have erected buildings in whatever
gtyle and position secemed most convenient. Blantyre-~Limbe has
found it necessary to control the unauthorised building of
"$raditional® housees within the township. The major townships
are now mainly constructed in"permanent" materials - houses of
burnt brick, cement blocks, sawn timber and corrugated iron,
asbestos or aluminium. In the villages most houses are of
"traditional” materials -~ mud,local timber, and grass. But

well built traditional houses, kept in good repair, can stand
for 50 years or more

Within the tewnships, and where groups of permanent buildings
seem likely to develop into townships, new buildings should have
to fit in with a well considered town plan, and unauthorised
new buildings,or extensions to 0ld ones,should be prohibited.
Planning should be basically the responeibility of the local
authority, with advice from, and subject to the approval of,the
central government.

In planning rognlntiqns fire hazarde should be borne in
mind, So far as possible permanent buildings should be of
fireproof materials. The temptation to put a layer of grass on
top of a permanent roof, for the sake of coolness, should if
possible be resisted.Experiment is needed to find other cheap
ways of achieving this effect. Perhaps the spraying on of plastic
(such as is used to protect the guns and other stfuctures on the
Loch Long "mothball fleet") might be practicabdle. There is a
considérable fire risk in the large and growing villages of
grass-roofed houses. The application of regulations governing the
space to be allowed between buildings could be of value. Perhaps
50 yard fire bfeaks could be left at intervals as villages
expand. Even if regulation is not practicadble, propaganda might
be of value. The clearing of bush around houses can be a valuable
protection against fire. From the point of view of agriculture
and forestry the practice of burning the bush (all the annual

growth of grass and other vegetation) is causing considerable




concern. This is a serious problem for the government. But if
burning is successfully prevented one year, and then a fire
is accidentally started the next year, at the height of the dry
season, the resulting blaze can be much greater than normally
experienced and might menace any village without a good fire-
break around it.

Despite the theoretical existence mof a "govermment
reservation" on each side of main roads, ribbon development
- of traditional houses - has tended to take place. This is
moet undegireable and should be prevented by regulation, as a
main road extending for miles through an elongated village
is trying for vehicle drivers and creates a hagard for people and
animals on the road - particularly for children playing on the
road, The tendeney to build your house near a road is natural,
but loop roads, or roads at right angles,should be constructed
off the main roads in areas of settlement so that houses can
be on a road and accessible to the main road, without actually
being on the busy route.




FOOD HYGIENE

Regulations such as are applicable in highly developed countries
are not yet suitable in most of Malawi. In the tewnships,for a
start,perhaps by local bye~laws, the standard of raw milk sold te
the publiec should be regulated. Initially it might only be
possible to issue certificates to those milk sellers who prove
that their milk reaches a satisfactory standard, and advise members
of the publie to buy "certified™ milk only, and if they buy
uncertified milk to boil it before use. Pasteurisation of milk
supplied by any large dairy undertaking should be encouraged.

So far as most other foods go,regulations should merely
stipiiate that food expesed for sale to the publiec must be of the
nature advertised and fit for human consumption. While this is
vague,it would enable action to be taken against any serious
abuse.

Ireatment of food with insecticides.
It is a frequent practice to dress maize and beans,for storage,

with D.D.T. powder - to preserve them from infestation by weevils.
Weevils are a serious memace,spoiling unprotected stored food, but
in view of the growing evidence that chlorinated hydrocarbon
insecticides (D.D.T.,gammexane,dieldrin etec) are stored in
animal tissues and are causing,for instance, serious effects in
birds which have consumed small quantities over a long time
(Carson,1962),it might be well to investigate how much of these
insecticides remains in food prepared from dressed grain or
beans, and whetherx a safer insecticide, or a different method
of storage,could be used. If pyrethrum should prove to be

safe and effective it could probably be grown and manufactured
in Malawi.

The fact that no immediate ill effects are nodviced after
food containing D.D.T. is eaten does not mean that chroniec
illness,not easily traceable to that cause,may not develop in
those who regularly eat such food. Those liable to be affected
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by i1l effects from suéh insecticides include students at
secondary schools and colleges, and labour provided with

food by employers. The continuous provision of satisfactory

food over the while year in institutions can be a serious problem,
and spoilage in storage is frequent.

ALCOHOL AND TOBACCO

The use and abuse of alcoholic drinks involves medical and

social problems and is another matter for public health education.
Local beers and palm wine probably contain valuable amounts of B
complex vitamins,but these can be obtained from other sources

and chronic alcoholies may suffer vitamin deficiency diseases.

The govermment has shown itself aware of drunkenness as a soecial
evil, and forced an industrial concern which started to supply
cheap beer in beer hallswhich led to much drunkenness, to stop
doing so. '

Beers are made from all of the local staple carbohydrates,
and at times use of grain for beer making may contribute to food
shortage. falm wine is usually made by a method which involves
killing the palm trees, and in areas where no effective control
is exercised virtually all the palm trees may be killed in this
way. The resulting graveyard of dead tree-trunks sticking up into
the air is msthetically unpleasing - but there are other ill effects
also. In one such area a loecal African told me that since the
palm trees died the monkeys, which used to eat palm nuts, had taken
t0 raiding crops. In times of hunger the children also used to
eat the rinds of the palm nuts -~ which are no longer available.

The nuts were also used as fuel for burning while smoking fish,
In 1963 in the Mkope Hill area virtually all the palms were dead,
but in the neighbouring Mpondas area,under a respected Moslem
chief « who disapproved of the killing of palm trees for this
purpose - most of the trees were intact. A system of requiring

people who wished to use palm trees to buy a licence for each
tree had little effect. Even if the fee were paid,considerably




more could be made from the sale of the wine. I understand that
in parte of Africa a method of obtaining palm wine without
killing the palm has been developed, but that an attempt to
pérsuade people in Nyasaland,in the past, %o use it,failed.
Possibly their own government might be better at persuading the
villagers in Malawi to conserve their natural resources than
the Golonial government was.

Locally distilled spirits (Kachasu,"Malawi gin") have been
illegal in the past, but were widely drunk.Now there are moves
t0o licence their production -« probably more sensible than
prohibition. A number of cases of cirrhosis of the liver are
probably due to drinking too much kachasu.

The introduction of "European" beer and spirits has in
some places led to increased drunkenness, and has led to some
people getting into serious financial difficulties through
spending too much of theirm money on it. The whole subject is
a Vvery thorny problem for any mnnnt.

' Probably cigarette smoking has not yet done much serious
harm in Malawi, but cigaretties are very cheap compared with
most countries and a lot are now smoked. Tobacco is an important
erop, 50 that there is a vested interest in the continuation of
smoking - at least in the countries which buy Malawi tobacco.
The dangers of smoking should be mentioned in publie health
education, and particularly in school hygiene classes, and the
idea should be fought that to smoke is a sign of adulthood., For
those whd insist on smoking, the lesser danger from pipes and
cigars might be stressed.

Cannabis indica i= used by a few people,but is not a
serious problem.
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This child has oedema of the lower part of his body, and gross
ascites. The upper part of his body shows wasting. ihe picture
is suggestive of wet beri beri. He was made more comfortable
by the removal of 10 pints of fluid from his abdomen,through a
needle.

When I showed this slide as malnutrition at the Liverpool
School of Tropical Medicine and Hygiene in 1961, some of those
present strongly suggested that the cause of his condition was
likely to be portal venous obstruction. Such obstruction might
be due to liver damage from malnmutrition, or from deposition
of bilharzia ova in the liver.

I have often thought that it would be of mutual benefit if
some patients from Malawi, with locally difficult or insoluble
diagnostic o therapeutic problems, could be flown to,for instance,
Scotland for specialised investigation and treatment. The patient
would have a chance of cure or alleviation of his condition,not
available in his own country,and Scottish staff and students
would gain experience of conditions not frequently seen here.

A hospital here taking such patients might profitably employ
gome student nurses from Malawli, who would know the patients'
languages and background.




NUTRITION

' One sees occasiohal cases of kwashiorkor and of marasmus among
young children, Subnutrition is frequent,some patients showing
symptomes of protein deficiency, pellagra, beri beri and vitamin
A deficiency. Much of this could be avoided by the proper use
of foodstuffs already available, and is presumably due to
ignorance and preventable by education,

The effects of malnutrition are enhanced by gastro-enteritis
and parasitic infections,which again can be prevented by education
and improved hygiene, '

There have been partial studies of the diet and mutritional
- state of the population, but a complete and up to date study -
which might appeal as a project to an international body or a
foreign University, could be of great value in suggesting how
to make the best use of the foods available, and what ecrops or

products would be most suitable to supplement present diets.

‘ In any research into nutrition, with a view to recommending
ways to improve the diet, account must be taken of dietary
ciistoms and taboos, and tests made of the acceptability of any
recommended changes. There is considerable scope for ihx an
inerease in the harvest of fish, but the problem may be distribut-
ion to areas remote from the lake, Ways of improving the
traditional methods of smoking and drying might be valuable.Iln
some parte of Africa a fish flour has been found acceptable.Tests
might be made of its acceptability in Malawi,

The extent to which malnutrition is responsible for certain
illnesses, for instance cirrhosis of the léver , is uncertain., I
have wondered whether some unexplained paralyses may be due to
a dietary factor. A full study of the national diet might
elucidate these problems,

(See also "FOOD IN MALAWI", page 172).




INDUSTRIAL HEALTH (See also page 42)

While industrial undertakings should be required to take
reasonable safety precautions,and encouraged to provide medical
and welfare servicesf® for their workers, it would not be
appropriate to lay such a burden of requirements upon them
that they might be deterred from operating - and so from
providing employment at all. ’

On this subject the Prime Minister was reported in "Malawi
News" as having said,on 14/2/1964, at the opening of an
International Iabour Organisation course at Blantyre,

*If I did everything as a government that I.L.0. says,
well most of the employers will leave the country.*

*I1.L.0, says an employer must provide houses,must provide
medical services himself." "In my view it is the duty of an
African government anywhere to see to it that as many people
are employed even if they do not have all the benefits that
~ the I.L.0, says they should have. People want jobs.They are
 not primarily interested in medical care,housingeee."

“Malawi News" on July 10th,1964, reported the Ministry of
Health as listing industrial medical units in the country as:

Nyasaland Railwayst: Private hospital at Limbe
Dispensary at Monkey Bay
Dispensary at Balaka

Imperial Tobacco Company: Dispensary at Limbe

Injeri Tea Estatest: Dispensary at Mlanje

Chombe Tea Estates: Dispensary at Nkata Bay

Chikongwa Forestry Depariment: Dispensary at lizimba

Nehima Tea Estates : Dispensary at Cholo

Any major extension in industrial health,with pre~employment
or regular medical examination of workers, in the immediate
future, would probably only be posesible if the government provides
the service - with the co-operation of employers,
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DRUG COSTS

According to "The Sunday Times",26/4/1964,the British Ministry
of Health has obtained tetracycline from Poland at £4.8/« for
1000 tablets,about one tenth of the price quoted by British
manufacturers. In Malawi in 1962 the cost was about £11 for

100 tablets (supposedly at wholesale prices). Such a priece
difference may greatly affect the ability of the health services
to make the best treatment available to patients. It may well
be felt that chloramphenicol at 16/« per 100 capsules must be
used, despite the risks involved, rather than tetracycline -
in cases where the latter would be preferable were expense no
object. ~
However one may sympathise with British and American firms
which have borne research costs, and want to recover these from
drug prices,the saving of livesax and prevention of suffering
in Malawi may depend on drugs being cheap, and low costs and
discounts should be sought anywhere in the 'otld,-ubabct to
quadity being adequate.

Care should be taken that druge from varied sources are
clearly labelled in a way which indicates both the drug and the
dose in a form understood by local medical staff. (For instance
a Medical Assistant who knows how to use "Anthisan" tablets,100 mg,
may be puzzled by "Mepyramine maleate, 0.10 gr" - which is the
same thing from another mamufacturex) The use of the abbreviation
"gr" for gramme by some manufacturers and for grain by others
is dangerous, and ambiguously labelled drugs should not be
allowed to reach medical wunits.

Local production of medical supplies.

Costs might be reduced, and the national economy helped,by the
local manufacture of those items which can readily be made in

the country. Since the country grows cobdton,it should be possible

to organise local production of cotton wool -« a surprisingly
expensive item,and ome which is used in large quamtities,




Cotton and kapok for the stuffing of pillows and matiresses
is of course available locally,though stuffed mattresses are
not ideal for hospitals. It might be possible to use local
cotton to make both bandages and sheeting in Malawi,

large amounts of yeast are used, as powder and as tablets,
as a vitamin supplement. It is the practice to give leprosy
patients a spoonful of yeast weekly or twice weekly when they
get their "Dapsone" tablets. It should be possible to produce
this in Malawi.

Castor 0il plants grow well in Malawi,.The possibility of
producing castor oil locally (for use in ointments and eyedrops,
as well as its use as a purgative) might well be investigated.

The practicability of an essential oils industry has been
discussed in the past. (A man,whom the Nyasaland government
wished to experiment with this, was refused a residence permit
by the Federal govermment ), Most of the production would be
for export, but some might be used in local production of
medieines. k!

It should be possible for the country to produce its own
requirements of ethyl aleohol,so removing the need to import
methylated spirit, surgical spirit, laboratory alcohol and
alcohol for medicines.
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LAY MEDICINE

Pirst Ald and self-treatment.

The teaching of first aid should be encouraged at teacher training
colleges,in the youth organisations, and for interested members

of the publice. A National First Aid and Hygiene Certificate

might be instituted for people to work for.

A simple medical box in a school or factory can enable a
teacher or foreman to treat slight abrasions with Bonney's blue,
or gentian violet paint, saving the loss of working time while
a child or workman goes to a dispensary - and guarding against
the development of infection. )

The reasonable use of simple medicines purchaseable in the
stores would be a suitable subject for newspaper and radio
health education series , with emphasis on the desireability of
seeking medical attention for serious conditions, and on the dange
of unskilful or irrational self-treatmenty - and of delay in
secking skilled attention when it is needed.

Accidente for which first aid is commonly required include
burns, particularly to small children and to epilepties, injuries
to hands and legs from agricultural implements and tools, and
from thorns, fractures (most often of wrist,arm and femur - from
small boys falling out of mango trees), and snakebite. Drowning
can also occur. In teaching first aid for these,emphasie shouléd
be placed on prevention being better than cure. Warnings should
be given about what not to do, as well as teaching of what should
be done, For snakebite the traditionmal first aid is to give a
locally made emetic to make the victim vomit up the poison. The
emetic can put the patient into a state of collapse. "Buropean"
type first aid, by hacking the bite with a razor blade and applying
a tight tourniquet, is also generally unhelpful., But it is very
difficult to persuade people that non-interference is the best
poliey.
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Regulations for the control of dangerous drugs (of addiection)
already exiet on the British pattern, and can be modified to
suit local conditions. Chemists shops are found only in the
larger towns. Local stores stock a variety of medicines, and
where no medical unit is near the ability to get antimalarials,
aspirins and antacids,from the store may be very valuable.But
abuse of stbre medicines,particularly of purgatives,often occurs
-a8 in most other countries -~ encomraged by advertising.

I would recommend that medicines on sale to the publie
should be strictly required to bear on their label a clear
statement of their active ingredients, of what conditions they
are intended to be used for,of the reasonable doee, and of any
important contraindications and dangers from overdosage.
Extravagant advertisement of proprietary remedies should be
prohibited. '

: Such regulations would not apply to locally made African
traditional medicines normally sold in villages and at markets.
While some of these may be harmful,they are a traditional feature
of local life, greatly valued, and should not be interfered with
without careful study and good reason. Again,purgatives are
popular -~ and may be misused. A colleague heard an African
villager extolling some locally made pills to a friemd in the
words "They are wonderful § You sit on the latrine for days ! "

The postal supply of medicines to the publie from other
countries,through newspaper advertisements and postal ecirculars,
ought to be banned. Such advertisements are often fraudulent,
claims of great therapeutic power being made, and high prices
being charged to gullible people who can ill afford them, for
preparations which may consist largely of methyleme blue - the
principal effect of which is a dramatic change in the colour
of the urine.
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Correspondence courses.
The desire for education and qualifications is exploited from

South Africa and elsewhere by "colleges" advertising "home
nursing" correspondence courses, with the award of an impressive
looking certificate on completion of the course. Loecal
advertisement of such courses should be banned, except where
an individual course may be approved by the Ministry of Health
or of Education as being properly conducted and giving fair
value for money, and public warnings should be given of the
foolishness of responding to such advertisements in foreign
newspapers or magasines.

Persons wishing to advertise medicines or medical courses
for postal supply from an address within the country should
be requiied to obtain prior approval,from the Secretary for
Health or an official appointed by him, for their product and
for the form of their advertising.

PATIENT'S RECORDS

Hospitals maturally meke case-notes about patients.These are often
of great value when a patient needs treatment again « but can
frequeatly not be found, or the patient may go to a different unit.
Small unite which are at present unable to maind&in good filing
systems from which ¢ld records can readily be found,might give
patients their case-notes,in a strong envelope,to takle home with
them on discharge.Patients would be urged to bring the notes if
they ever have to visit hospital again. Naturally,confidential
letters,which the patient ought not to see, would be excluded from
the notes, but these are few. Some records would be lost,but some
at least would be preserved by their owners and available again
vheng needed. Larger hospitals with better record systems might
give patients,on discharge, a letter, to retain in this way, with
a summary of history,findings and treatment,
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SPECIALIST SERVICES

The Ministry of Health establishment list as at lst August 1964
(see pages 28 and 29) lists clinical specialists in the country
at that date as:

Surgical Specialiste (two)

Medical Specialist

Anmsthetist

Ophthalmologist

Obstetrician/Gynsecologist

Leprologist
A total of seven specialists for the country. Vacant posts were

Tuberculosis Specialist

Radiologist

Psychiatrist
The posts of Public Health Laboratory Director, and Publie
Analyst, were also unfilled.

An American Tuberculosis specialist has since arrived with
a Peace Corps detachment.

Specialists are generally based at Blantyre and visit other
centres. The psychiatrist, when there is one, ig based at Zomba
Mental Hospital.

For such services as radiotherapy and cardiaec surgery
patients have to go to other cantries - normally to Salisbury
in Southern Rhodesia.

Probably specialist staff as outlined above,with the vacant
posts filled,is as much as the countrym can at present afford -
on the clinical side. This small number of specialist staff means
that only a minority of those cases warranting,by modern standards,
specialist attention, can ever get it. This is partly compensated
for by the tendency of Gemeral Medical Officers, and Mission M.0O.s,
to "specialise" in lines which particularly interest them, and
to develop a wider range of abilities than a doctor normally has
the opportunity to do in the more advanced countries. But a great
deal of mortalityz and morbidity which could be prevented with
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modern skills and equipment cannot be prevented. In particular
a doctor from an advanced country misses the ready availability
of biochemical and bacteriological reports.

If one were to add to the list of specialists, a pmdiatrician
would be of great value, and ideally the Public Health Laboratory
should have a pathologist, a bacteriologiet and a biochemist,
rather than only one Director repomsible for all these fields.
But perhaps the most notableX lack is of a medically qualified
specialist in public health and preventive medicine (though of
course the lepresy and tuberculosis specialists do preventive
work in their fields). The nearest approach to this is the
Chief Health Inspector.

DENTISTRY

For most of the population, Medical Assistants draw painful teeth.
There were in August 1964 three government dentists, and one
vacant post. There were perhaps two dentists in private practice.
For the moment a comprehensive dental service has too low a
priority to be provided, but there is likely to be an increasing
demand for proper dental services - with the rise in the standards
of education and of living, and and increase in the need for

such services - with the increasing use of European-type focds,
Recruitment of foreign dentists, and training of local people
abroad as dentists, should be accompanied by propaganda to encoura
ge people to have teeth preserved rather than removed,and by

the teaching of dental hygiene in the schools. Economic fees are
likely to be necessary to cover the cost of dental services,
perhaps with free treatment for such groups as children at

school and expectant mothers attending ante-natal clinics -

where it is poscsible to offer treatment to these groups. The
training of Dental Assistants,to help dentists and do simple
fillings, might be considered.




RADIOGRAPHY

Many centres,such as Distriect Hospitals, now have X ray machines,
but a great many of the X rays taken on these are a waste of
time and money through unskilful photgraphy and developing by
Medical Assistants or Medical Officers who have had no adequate
training in radiography. While such staff can learn,in time, to
take reasonably good X rays, competent radiographers could
generally do much better - and the few doctors generally have
plenty of other work to do. Students should go abroad for
training as radiographers, and the training of local X-ray
Aspgistants should be considered - but the latter might be
difficukt while the post of govermment radiologist remains
unfilled, |
At some unite which have (and require) X ray facilities
there would not be a full time job for the X ray Assistant,so
that such staff might also profitably be trained in another job.
In Ghana such staff have also performed physiotherapy. Laboratory
work might also be a suitable second job.

PHYSIOTHERAPY

Very little of this has been available in the country so far.
Physiotherapists could greatly aseist in the treatment of many
patients, particularly in the rehabilitation of those crippled
by leprosy or by accidents, and of amputees,

In addition to the training of physiotherapists abroad, the
local training of physiotherapy assistants for the larger hospitals
s and leprosy settlements, would be of value. These could help
with the treatment of the! frequent fracture cases who need to be
a long time in plaster or in splints, with the mobilisation of
limbs scarred from severe burns, with the management of deformities
in children (club foot, paralyased legs), and with leprosy
patients. llany persons with injured or deformed hands or feet
could benefit from help in making these more useable.
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SOCIAL WORKERS

The health service may as yet have no almoners or psychiatric
or other social workers, but I believe that the need for them
will become more apparent within the next few years, and that
gtudents should be sent abroad now for training.

There are many cases where people are reluctant to spend
a long time in hospital because of the needs of their families.
This may particularly apply to tuberculosis and leprosy patients,
but can apply to many mothers - for instance. There are other
cases where some assistance with the purchase of proper food
might save people from needink hospitalisation. For the larger
hospitale, almoners might well help with these problems. Now that
fees are being charged for treatment, the task of discovering
who genuinely cannot afford to pay fees might also,at large units,
be delegated to almoners.

CHILD AND YOUTH GUIDANCE

The provision of help and advice such as is given in British
child guidance servives might be very valuablex to many
schoolchildren and students to enable them to resolve the
difficulties which prevent many from making the best use of
their educational courees -~ and cause some to fail altogether
in these courses.

A young person subjected to both traditional customs and
beliefs and schooling in European/American ideas may be subjected
to severe confli€t and frustration. In particular, immediate
sexual desire, and desire for marrddge and children, may confliet
with a realisation that to get on in the modern World it is better
to wait until formal education is completd and then seek a
marriage partner of comparable educational and social standards.

A desire to rise quickly to a high educational and social
position may conflict with subconscious uncertainty about ability
to reach and maintain the necessary standards, and with failure -
to do well in class. While students are normally better fed,
better looked after medically, and in better health than the
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general population, some tend to worry greatly about their health
and complain bitterly of symptoms for which no physical cause

can be found, While hysterical or functional illnesses are met
with in the general population, Exhxxx most of the cases I have
seen were among relatively well educated youths andg girls -
particularly teacher training students, I was particularly
impressed by the number of such cases in which one could preod

the uvula and the back of the throat of the patient without
provoking any gagging reaction or any apparent discomfort.

There is a condition among young women, well recognised
among the general population ("Majini" and other names), in
which the patient starts screaming and throwing herself about,
and may complain of severe headache and of "seeing things". I
have seen an epidemiec of this among senior schoolgirls, and
occasional very similar cases among educated young men.

Understanding support to pupils might well increase the
proportion who successfully complete their courses. Of course,
school and college staff give such support to some degree,but
it might well be valuable to set up a counselling serviée to
supplement their efforts, I believe that such a service might
more than pay for itself by reducing wastage of expensive
higher education,

One or more expadriate educational psychologists might be
recruited to start such a service,in co-operation with loecal
gtaff, while as soon as possible two or three Malawi teachers
should start training abroad as educational psychologiste. In
the absence of a suitable educational psychologist a loecal or
expatriate teacher or doctor, with suitable qualities of insight,
tact,patience, and a capacity for friendship and for inepiring
confidence, might be sought.




MENTAL HEALTH

There is a considerable volume of mental illness among the
population,but comparatively little has been done for it by
the health services. Disturbed patients are frequently
treated with "largactil", which is of value - but does not
generally produce lasting cure in serious conditions. Patients
causing serious nuisance to their relatives and friends ave
removed,sometimes, to Zomba Mental Hespital, which also uses

a lot of "largactil" -~ and some eketro-convulsive therapy.

Research into the best way to hahdle local forms of
mental illness is needed, but may well not get done effectively
until enough African doctors have been qualified for a long
enough time to become psychiatrists. The present toleration
of persons with reasonably harmlees abnormalities among the
general population is valuable, and no attempt should be made
to institutionalise such people = but, where there is a chance
of success , attemptes should be made to m:c M back to
normal productive life and works

In the development of mental health services the mistakes
made in Europe in the past should be avmoided, It is probably
preferable to attach psychiatrie units to general hospitals,
rather than to extend,or build more,mental hospitals, when
facilities for peychiatric treatment can be expanmded.

The admission of mothers to hospital with their sick
children has been hailed in Europe as a great advance in
guarding the emotional health of the children. For practical
reasons this has generally been done in Malawi, and should
continue.



BLOOD TRANSFUSION

Only at Blantyre,Zomba and Lilongwe have blood transfusions
normally been readily available when needed. Even there the
supply of blood has depended on volunteers from,frequently, the
police. These centres require blood banks,and all M.0O.s should
have Eldon cards available for quick grouping of patients, and
a registere of people willing to give donations in an emergency
should be built up.

Such groups of healthy young people as secondary school
pupils,students,police and soldiers, might well have their
blood groups determined en masse, and be issued with cards
carrying their name and group and bearing simple information
on how transfusions can save lives and on how they affect the
donor.

The equipment of theatres with sterile transfusion bottles
containing anticoagulant and a filter,in centres where blood
from donors is not readily available, can enable patient's own
blood to be given back to them in cases of intra-abdominal
bleeding.

Por the future, the possibility of obtaining hyper-immune
gamma globulin,from donated plasma from immune donors,for
treatment and prophylaxis of such conditions as measles in
weakly children, and neonatal tetanus,could be borme in mind,
The packed cells left from the use of plasma could be of great
benefit,life saving,probably,in some cases, to patients with
severe ansmia (generally women and children with severe
hookworm disease). Some patients have,by European standards,
incredibly low hm=moglobin levels,their conjunctims appearing
white and their hmmoglobin registering as 10% or 20% on the
Tallquiét blotting paper method. A colleague has told me of
such a patient dying on the journey from a lakeshore clinie
t0o a mountain hospital ,presumably from the fall in the partial

pressure of oxygen in the air over a few thousand feet rise in
altitude.




This an=mic boy,photographed in August 1963, suffered from
hookworm infection and malnutrition. When one sees a pale
skinned African in a queue of patients in Malawi,the immediate
"differential diagnosis" is between severe ansmia which, when
chronic, seems to lead to hypopigmentation in many cases, and
an origin in Southern Rhodesia or South Africa - where skin
pigmentation tends to be lighter than in Malawi. The puffy
eyelids and face are typical of cases - usually children,and
women of childbearing age, of anmmia from severe hookworm
infection. (Some children with the nephrotic syndrome have a
rather similar appearance).

The smartly dressed (and well pigmented) boy in the back-

€round is in the new clothes given to him after his initiation
into manhood (circumeision in an initiation camp).




ANEMIA

The widespread an=mia is presumably due %0 a combination

of infection with malaria, hookworm and bilharzia, and
submutrition, Women and children tend to be worse affected than
men. Presumably menstrual blood less contributes to this,
together perhaps with the first call of men on available food.,
Also, women tend to be more exposed than men to the parasitie
infections, They draw water for the family, and probably do most
of the washing of ¢lothes and utensils in the lakes and rivers.
They pear children,

People frequently carry on their normal occupations
with hemoglobin levels of 50% to 70% Tallquiét. Presumably this
reduces their working capacity.

The low hmmoglobin of pregnant mothers must presumably add
t0o the risks of pregnancy and childbirth for both mother and
child,

The ultimate answer must be the elimination of the causes -
the infections and submutrition = in other words, public health
education. For individual patients, treatment of their infections,
plus ferrous sulphate, often produces rapid improvement. It ie
important to get women to attend ante-natal elinies regularly.

Iron by injection, liver extract injections, and folic aecid
tablets, tend to be tried rather indiscriminately on refractory
cases of ansmia. While it is not practicable to investigate each
case adequately, it might be valuable if a circular could be
produced for staff at the smaller unite advising how such cases
should be treated - based perhaps on an investigation of a
representative sample of cases, plus a review of relevant
literature from other countries. Such advice might relate,in
particular, to pregant women and to infants.




HAMOGLOBIN LEVELS OF OUT-PATIENTS

At my request,during 1959, Mr Geoffrey Chioko,Medical Assistant,
and his staff, recorded the hmmoglobin levels,estimated on the
Tallquist secale (blotting paper method), of as many as practicable
of the out-patients attending their unit (Mkope Hill Dispensary).
0f 3,000 individuals attending as out-patients during the year,
they recorded the estimated hmmeglobin levels of 2,183 (normally
estimated on the first visit of

the patieny) as follows 3 OO

Above 100’..-00.00'
About 100’0&;‘.0.0
9“0.0960.5
80’.00-qq25
m.quoooxs
60%. 4044150
50%. 441,500
40%., « « « « 400
MCOQQ.Q&’

" M....n-!
Below 20’00.-.600
While the method is not very accurate,
and the results were being recorded
by people with only a primary school
education plus auxiliary training,
the picture given fits in with what I
would expect from personal observation,
remembering that most of the
patients would be women and
children who were unwell enough

to seek,or be brought for,
attention.

The resultes are also shown in
the accompanying histogram -~

o 1o 20 30 40 S0 60 7o 80 90 Ioo

Ordinate = numbers of patients.
Abseissa = hmmoglobin percentage. (Diocese of Nyasaland,1960).
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IMMUNISATION

Smallpox is a perennial problem. "The Times" (of Blantyre)
reported on 20/3/1964 that "so far this year" there had been
181 cases with 14 deaths. Reported numbers of cases probably do
not reflect the true incidence., Though figures are probably more
complete nowadays, it is only five years since I had a good
example of their incompleteness. I came across a smallpox patient
in a group of leprosy out patients. I asked him whether anyone
else in his village had suffered from the same disease. He replied
"about thirty". The Ministry of Health had no record of smallpox
in that area. The disease could be eliminated by effective
vaccination of everyone in the country. The Ministry of Health is
aware of this and has vaccination campaigns,but coverage of the
whole population requires considerable organisation., Until 1963
vaccination teames could meet with difficulties because of their
association with the Federal government. I would recommend the
vaceination of all schoolchildren on school entry and on
completing primary school. Remote areas, to which ordinary
vaccine ecannot readily be taken,refrigerated, should get freeze
dried vaccine, I fear that in the past a lot of dead vaccine
mast have been used in vaccination - having seen out of date and
unrefrigerated liquid vaccine in use.

B.C,G. vaccination against tuberculosis should be given
to contacts of cases and to others at risk (medical staff), and
to all primary school children, apart from those found mantoux
positive if mantoux testing is dome. Probably mantoux testing xhsmx
should be done, but I have heard a tuberculesis specialist argue
that nd great harm would be likely from omitting it, and that
mass vaccination of schoolchildren could be greatly speeded up
by omitting testing. B.C.G, vaccination may give some protection
against leprosy as well ag against tuberculosis.

Vhooping cough is responsible for considerable mortality
and morbidity among young children, Vaccination against it should
be made available to all children attending child welfare elinies,




and its adbantages should be advertised in press and radio
propaganda - together with the necessity to complete the
course of injections in order to get protection. If finances
allow, a combined whooping cough/tetanus, or whooping cough/
tetanus/diptheria vaccine might be used. Tetanus certainly
occurs, but I have not seen diphtheria, However, even if
diphtheria is raee in Malawi now, we have no guarantee that 1t
will remain so - and children from Malawi might be at risk
when visiting other countries in later life if they are
unprotected.

Neonatal tetanus occurs quite frequently,and tetanus
immunisation of expevtant mothe rs has been advocated as a
ptecaution against it.But is is likely that mothers willing to
come for the course of injections would also be willing to
learn how to prevent the danger of neonatal tetanus -~ and we
should aveid giving non-essential treatments to pregmmant
mothers. Tetanus immunisation should be given to police and
soldiers, and any others considered specially at risk.

Yellow fever vaccination is required for travellers.

The risk of yellow fever virus being carried by a traveller

to Malawi (or by mosquitoes in an aircraft) from another African
country should be remembered, as conditions would be suitable
for the transmission of the disease. While I have never heard
of a case in Malawi, mouse protection tests have,in the past,
indicated the presence of yellow fever antibodies in the
population of some areas =~ 1ncludin¢ Liwonde and Lilongwe

(East Africa,1950).

Poliomyelitis imrmunisation should be strongly urged for
immigrants from more developed countries, and recommended for
the children of the growing number of local families observing
high hygienic standards, but among the general population
repeated infection in infaney,with resulting immunity,is
probably universal. A number of two to three year o0ld children
develop paralyeis, but most recover well,
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Enterie fevers occur cccasionally throughout the country, and
T«A.B, vaccination should be urged for immigrants from more
developed countries, _

Cholera vaccination is required for pilgrims going to Mecca.

Plague recently occurred in one area. Plague vaccination
might be considered for medical staff dealing with any future
outbreak, and for households and neighbours of those affected,
but chemoprophylaxis might be judged less unpleasant and more
effective,

Rabies vaccine is frequently required for people bitten by |
rabid or suspected animals, But the majority of those bitten
by doge do mot in fact get vaccine (and do not develop rabies).
However, occasionally human cases of rables do occur -~ and all
those bitten should be urged to get vaccine treatment immediately,
and persevere to the end of the course, if there is any pessibilit)
that the animal was rabid. Annual vaccination of dogs is an
important prevantibe measure, The worst incidents occur from
rabid wild animals (ome rabid leopard managed 574858 24 people
before 1t wae killed). -

Measles is another serious menace t0 young children in
Malawi, and if an effective safe vaccine againsti it is developed
then vacecination of young children should be carried out as
againet whooping coughs.

Hoapitala ahnuld posess totauns antiserum and ennkobito antiserum.
The only infant whom I have seen surviive neonatal tetanus wase
given antiserum prophylactically before symptoms of tetanus
developed = because there had been other cases locally and he
had a dirty uleerated umbilicus,

Most cases of snakebite do not need antiserum, and recover
well with dest,reassurance, and elevation and cooling of the leg,
together with analgesics, sedatives (I used antihistamines), and

antibiotice,if necessary. But where antiserum is needed the
need is likely to be urgent.
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Rabies antiserum may be required for seriously bitten patients,
where vaccine might notvhave time to work.

CEREBRO-SPINAL FEVER (Meningococeal meningitis)
This once caused serious trouble in Nyasaland , but is little
in evidence nows, We do not know why it disappeared, so should
beware that it may return without our knowing why. Conditione
seem suitable for its spread.

CONGENITAL ABNORMALITIES

Health education should lead mothers with abnormal infants

t0 seek help early,rather than accept defects (club foot, hare
1ip, congenital heart disease) fatalistically. While the problem
is minute compared with the general health problems of the
country, care for individuals is still necessary. Though remedy
may often be beyond the scope of the servives the country can
provide, in some case defects can be fairly easily alleviated
(as with a simple hare 1lip) and in others it may be poseible to
arrange trips to other countries for remedial treatment.

The prospects tend to be worst when treatment must be long
continued. I have known a grandmother end the treatment of

an infant for club feet,after many months, by the argument

that if Gbdd had wanted the child to be able to walk correctly
He would have given him proper feet.




The virus disease 0'Nyong nyong,believed to be spread by the
bites of anopheles mosquitoes,was first recognised in Uganda in
1959.The typical picture includes fever,pain in the bones and
Joints, a measles like rash,conjunctival inflammation and
enlarged lymph nodes. Complete recovery is normal,with or without
treatment, after about a week, The disease appeared in the Fort
Johnston District of Nyasaland late in 1961, and caused a major
epidemic in 1962. Locally it acquired the names "Kabadula®™ (short
trousers),and "Goola" (harvest,cut down), from the severe pain in
the knee joints which "eut people off" at the knees - s0 that
they could not walk. At the request of the East African Virus
Research Institute,Entebbe,Uganda, I sent some 60 refrigerated
blood samples,from local patients and others, to the Institute.
Iiving virus was isolated from two of the samples, and antibodies
to the infection were found in the serum of 22 out of 36 other
samples.(Diocese of Nyasaland,1962,1963).
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MOSQUITOES

Apart from the anopheline role as vector of malaria, mosquitoes
carry filariasis and O'nyong nyong (and possibly other virus
diseases), and Aedes could carry yellow fever if the disease
were introduced. Cases of African lymphoma (Burkitt tumour)
occur in children in Malawi, and suggestions have been made

that 1t may be associated with a mosquito borme virus (Booth,and
otherg,1964).

Magsive numbers of mosquito bites cause distress,especially
%o children,and scratched bites becoming infected may be one way
in wvhich the tropiecal ulcers,which affliet so many people, are
initiated. Quite apart from malaria control, reduction in
mosquiito numbers would be valaable in making people's lives
more comfortable. There are areas where human settlement is
discouraged by mosquito numbers.

The removal,or rendering unsuitable,of breeding places
near houses and villages should be a main line of attack. Small
breeding places such as old tin cans,which should be removed,
and holes in trees, which can be filled with mud or cement, are
often important.

Vhere large swamps exist near villages a joint operation,
invlioving agricultural,fishery,engineering and mediéal staff, and
self help from the villagers, might turn these wastes into
useful agricultural land.Regulated water channels and ponds,
used for drainage and irrigation,might also allow fish harvesting
and permit less mosquito breeding than the present massive swamps.
(Appropriate species of fish might keep down the larvae, and
smaller areas of deeper water,free from overhanging foliage,
would aldow lese breeding than the large areas of shallow
water covered with thick foliage). I believe that food production
from fish and agriculture must generally take priority over
mosquito elimination.

The spraying of swamps with o0il and insecticides is
sometimes urged. In my view,this is likely to do more harm




than good. One spraying will probably only eliminate mosquite
larvae for,at most,a few weeks. Repeated gpraying would be
necegsary for a lasting effect - and would be a continuing and
heavy expense. Not only mosquitoes would be killed, but much of
the insect life « the long term ecological results of which might
be difficult to predict. Predators on mosquitoes,probably with
a longer life cycle than the mosquitoes, might be elwmiminated,
allowing mosquiitoes to come back in even greater numbers when
spraying stops. Fish breed in the swamps, and the spraying might
kill off a generation of fry and seriously reduce stocks of food
fish for the future. I believe that such dangers cannot be
overemphasised -~ but it is difficult to persuade enthusiastic
" people who want to do something , preferably something dramatic
but not too difficult, to stay their hands. Really useful long
term measures are likely to be much less dramatic and involve
much more hard work. ‘

Schoolchildren should be shown live mosquite larvae in
their hygiene classes, and these can readily be hatched in a
covered glass jar to show that they really do turn into mosquitoes.
they might be asked to report breeding sites around their villages
to local authorities,either directly or through their teachers.
Action at village level,such as the drainage or filling in
of shallow ponds, and stratghtening and clearing of watercourses,
gshould be encouraged. There are many seasonal ponds which
are not of value for fish breeding and which can only really be
got rid of by villagers themselves. Some could be filled in or
drained once and for all. Along the lake shore the action of
wind and waves tends,in some areas, to build up a ridge near
the lake edge, behind which water collects in the rainy season, 1
Mosquitoes breed in the ponds so formed. I can see no once~for-all
remedy for this, but it is fairly simple to dig a channel through
the ridge and drain the pond - a process which has to be repeated
at least once a year,probably oftener, to be effective, but one
which would not involve much work for each villager if the task
were shared among all.
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Unless hospitals can be rendered mosquibto-proof, all beds should
be equipped with mosquito nets to protect patients from bites.
This has not been the policy in the past,partly on grounds of
expense.Bought in quantity reasonably good nets should not cost
more than £4 each for  adult beds, and much less for infants cots.
I was persuaded that all hospital beds should have nets by
spending one night waiting in a car (for a lion) near some wards
in which some patients did not have nets. In the morning I
counted about 50 mosquito bites on myself. A Medical Assistant

to whom I mentioned this said "Only 50 ? That's nothing".

OTHER INSECTS AND ARACHNIDS

Like everyone else, medical staff have to concern themselves with
insects such as white angts, weevils and others, that cause
damage to buildings or loss of food., Among insects of directly
medical importance, probably the housefly and its close relatives
rank next after the mosquitoes.Flies spread intestinal,eye,and
perhaps other infections.Edhcation and sanitary measures,as
discussed on other pages, are the remedy.

A variety of biting flies of minor importance include
Haematopota, Tabanus, Chrysops - which may sometimes transmit
loa loa,and Stomoxys. I have met flies which were probably
Simulium species, but know of no cases of oncocerciasis.

Tgetse flies exist in some areas, and their transmission
of trypanosomiasis among cattle is of economie imporsénce.
Sleeping sickness used to occur, but it is many years since a
case has been recofiddd. In enquiring locally after tsetse flies,
one can be misled by errors in translation - Chinyanja uses the
same word (Chimpanga) for both tsetse and Tabanus flies.

If underclothes are diied wher® the tumbu fly can lay its
egge on them, and not ironed, 'hen the wearer may get larvae
(Chinyanja = putei) under his skin. The resulting painful
red swellings may be taken for boils, or even ergthema
nodosums. Inexpert tredtment of these can lead to nmasty loeal

infections. Precautions are t0 irongl c¢lothes which have been J




dried or aired out of doors.

Bedbugs can be a serious problem in hospitals and institutio
Beds should,if at all possible, be of metal, and when selecting
hospital mattresses or furniture ome should carefully consider
wiether they could provide cover for bugs. Cracks in walls, and
spaces behind boarding fixed to walls, should be filled in., Where
walls are whitewashed, the patients' habit of squashing bloated
bedbuge as they climb the walls is messy - but effectively points

out to staff the need for action. Villagers are said sometimes
to introduce cockroaches to their houses to eat the bedbugs,and
I can imagine that this might be effective. (Cockroaches spoil

some food, and occasionally get lodged in the ears of sleepers).

In a few areas Ornithodoros ticks in the houses are
vectors for relapsing fever. In the bush, hard ticks - normally
parasitising animals, may occasionally attack man,

Pleas are fairly common, but mostly seems to be animal
fleas which prefer their normal hosts (particularly the dog flea).
Only in the event of plague are they likely to be of much
impodtance. Jigger fleas do not seem to be found nowadays.

According to local Africans, the usual custom of keeping
hair cut short is to avoid infestation with lice, The only lice
which I saw in Malawi were pubic lice on one Furopean patient.

Mites from poulfry may cause skin conditions, particularly
in children, Scabies is widespread, and ean be a serious
nuisance - causing skin infections, particularly in children,

A variety of hornets,wasps, and scorpions occasionally sting
people, bud rarely do serious harm - though a few people are
hypersensisive. Rarely,people are killed by massive attacks by
bees. There are also biting ants, pokkonous centipedes,possibly
poisonohs spiders, and a large spider-~like arachnid (local
name "nkonjele") which squirts corrosive fluid omto those who
displease it. I have never seen these do significant harm
(though I have had to remove my trousers rapidly when ante
got inside).




MALARIA

One hopes that,at some time in the future, malaria will be
eradicated. If an eradication campaign were to be carrked out
now, existing health services would be inadequate to consolidate
i% and to prevent the re-entry of the disease from neighbouring
territories -~ and its spread from persistent cases.

At present the population is largely adapted to the disease,
infection, and frequent reinfection, being almost universal,
This adaptation is at the cost of considerable mortality and
morbidity among children. Eradication,or substantial reduction,
would speed the population inecrease - so that greater food
production (and later more school places) would have to be
planned for., (This is no argument against eradication,merely
a fackt that must be faced).

~ Most eradication campaigns are based on attacking anopheline

mosquiktoes, and their larvae, to prevent transmission of the ,
disease, While the eradication of anopheline mosquitoes would |
appear an almost impossible task, contact between infective
mosquitoes and human beings could be substantially reduced by
residual spraying of houses with insecticide. The probadlsé
effectiveness of this couldx not be estimated without a detailed
survey of which species of anopheline mosquitoes in lMalawi are
important vectors, and whether any important vectors normally
feed on himan beings out of doors. The former Federal Ministry
of Health did try such a campaign around lake Shirwa,but it
came to an end when the villagers refused to co-operate, This
refusal may have been political, but may also have been partly
because the villagers got tired of having their houses sprayed.

There may be a point at which reduction of the transmission
of malarie in a country such as Malawi does more harm than good,
in that immunity is not gained and maintained by repeated
infection, but infection is still liable to be met with sooner
or later by most people - resulting in the spread of mortality
and morbidity over a wider age range, with an increased liability

i




to severe attacks of malaria among adults and adolescents,

At present attacks of malaria among healthy African
adults are rarely serious. Another illmness, or a major surgical
operation, may precipitate an attack of malaria., I found it
wise always to give an antimalarial to anyone about to have
a major surgical operation, for instance a caesarean section,
as otherwise malarial attacks were frequent causes of post
operative temperature rises,

There is,however,one group of Africans amoyg whom
severe,and often fatal, malaria is common at all ages =~
immigrants from malaria free countries to the South, There are
frequant tragedies when Malawis who have worked for many years
in South Africa or Rhodesia, and gained wives and children
there, return to Malawi. They themselves get malaria,but still
seem to have a large degree of immunity. The wives and children
get severe and repeated attacks of malaria, and many die.While
I xnow of no surveys or figures, I would guess that about half
of such wives and children die within a year of their arrival
in Malawi. Poorer diet and lower hygienic standards contribute
to this, but malaria plays the major part, Their death rate
is comparable to that of the early European missionaries,who
lived under primitive conditions with no moderm drugs,

These deaths are preventable and should be prevented, Such
men are usually fairly prosperous,and should be able to afford
the cost of prophylactic paludrine for their families. Steps
should be taken to ensure that all such families are warned of
the need for prophylaxis - which is just as great as that of
the European immigrants to the country, who take prophylactiecs
automaticallys If possible, families should be warned before
leaving South Afrieca (perhaps through ticket booking agents,
by arrangement with the railway companies). Infected mosquitoes
may invade the train as it passes through Portuguese EBast Africa
on its way to Malawi. At the least, warning, preferably with an
initialx packet of paludridbe tablets, should be given to all
such persons when they gox through immigration formalities
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on entering the country.

All immigrants and visitors, apart from those from
neighbouring endemic areas,should take prophylactic drugs.
Paludrine (proguanil) remains the most generally satisfactory,
one or two tablets daily for an adult,half for a child,
quarter for an infant, All of the other prophylactice are liable
to have unpleasant side effects, or can be dangerous if misused.
One tablet daily should cost about £1 per year, perhaps 30/=-
if bought retail in emall quantities. This does not eliminate
the risk of infection, but should eliminate mortality and
greatly reduce morbidity. Visitors should be adviesed to start
the drug before arrival and continue for a month after
departure.

Loecal people who are willing and financially able to
commit themselves and,or,their families to a lifetime of
regular prophylactic paludrine, might be encouraged to do so.
If I were a Malawi schoolteacher or Medical Assistant,I would
certainly want my children to take paludrine, and have mosquito
nets over their beds, to save them from the normal suffering,and
risk of death, which children go through before partial
immunity is acquired.

In Nigeria Morley and others (1964) found that 50 mg of
Daraprim (pyrimethamine) given once a month to pregmmat women,
in an African village where malaria was holo-endemic,caused the
mothers to gain more weight in pregnancy, and their infants to
have a higher birth weight,than in a control group.

In Malawi some mission hospitals have tried giving monthly
pyrimethamine to infantes attending baby clinies, to reduce the
ansmia which is attributed largely to malaria, The results of
such trials might be considered by the Ministry of Health,which
might also conduect ites own, so that the Ministry could advise

on whether the practice should be recommended. There is a possible

danger of irregular or sub-optimal dosage leading to an increase
in the proguadil and pyrimethamine resistant strains of malaria
parasite.
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Some local strains of malaria parasite would appear to
be resistant, or partially resistant,to proguanil and
pyrimethamine, It is sometimes eaid that strains resistant to
one of these druge are resistant to the other, but this has been
denied (Wilson and Edeson, 1964), My impression that some strains,
on Likoma Island in particular, are resistant to chloreguine
and mepacrine, was reinforced by that of a colleague (Mumford,
1963).While chloroquine is generally advocated as the most
suitable therapeutic drug, I have found that some infections
(including ome personal one) which do mot respond to chloroquine
have cleared rapidly with the administration of proguanil in
therapeutic doses. Resgistance to the modern drugs may throw one
back on the use of quinine which, whatever its disadvantages,
remains effective,

 Colbourme (1962) suggested that typical eradication

campaeigns require about ome doctor and six assistents for each
200,000 of the population,and cost three to four shillings per
 head of the population per year during the campaign., If Malawi
has 3% million people,and we calculate on 3/64 per head, a
campaign in Malawi would cost £612,500 per year,over perhaps
four years, and require about 18 doctors and 108 assistants.
(Costs will have risen since 1962, The government had a total
of 25 doctors for all ite services in August 1964). 40% of the
cost (for apparatus, chemicals, transport etc.) might be met
by W,H,0, and U.N.I.,CoE.Fs « but such help is only available,
generally, for eradication, as oppoeed to control,schemes,

While I would favour asking the World Health Organisation
to help in making a survey of the extent of the problem, and
recommendations as to the advisability, and probable cost,of an
eradication campaign, I do not believe that such a campaign is
practicable at present, or that it carries sufficiently high
priority to give it precedence over other problems. When
undertaken, a campaign should be in conjunction,if possible,
with ones in neighbouring territories.
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Of cofirse if a new "ideal" antimalarial drug,easy to administer,
cheap,long acting, and without side effects or the production
of resistant strains,becomes available, then the picture would
be completely altered. Bruce-Chwatt (1964),reviewing the need
for new antimalarials,sees little hope of the imminent discovery
of a "wonder drug®, but mentions work in the U.S.A, on a new
experimental compound known under the code name CI-501 which,
when given in a single intramuscular injection, has continued

to protect voliunteers from induced malaria for several months.




TUBERCULOSIS

This will probably be one ome the biggest health problems of
the country. The unofficial estimate that 1% of the population
have active tuberculosis (see page 32) implies that there are
35,000 cases in the country. 2,173 cases were treated in 1962.

The rise of educational,hygienic and living standards
ghould lead to a reduction in transmission of this disease,
vwhich must be encouraged by vigorous public health propaganda.
Staff,such as Health Assistants,visiting villages must take a
big part in this.(B.C.G, vaccination has been discussed on page
72, and the arrival of an American mobile X-ray unit has been
mentioned on page 30).

The normal method of case-finding up to now has been by
‘sputum examination, This is cheap,anéd very valuable, but is
often too late for treatment to be rapidly effective. The ready
availablity of radiography for the contachs of sputum poeitive
cases might enable many more cases to be found at an early stage.
A start on Mass Niniature Radiography might be made in Blantyre-
Limbe, ' = ‘

Patients are often umwilling to submit to lengthy in-patient
treatment, particularly when they feel well., Too often, a patient
vho has responded well to treatment has discharged himself after
only a month of therapy - only to come back again later, and
sicker, Massive numberes of cases could obvioudly not be treated
as in-patients if they can be detected.Thus, while beds must
be available for seriously ill cases, only through out-patient
treatment is & messive therapeutic campaign practicable,

Apart from the organisation of effective detective and
therapeutic services, problems are set by the cost of effective
therapy and the difficulty of persuading patients to accept it
and persevere with it.

Pox (1964) presented a possible choice facing a clinician in

& developing country, treating 2,000 cases of tuberculosis on
a limited budget, as being between treating 100 patients with
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standard chemotherapy,as in Britain, in the expectation of
achieving quiescent disease in practically every one - but
leaving 1900 patients untreated, or treating all 2,000 with
isoniazid alome with the aim of achieving quiescence in perhaps
1400 (70%) of the patiemts, leaving 600 with probably
isoniazid resistant infections.

While it is obviously preferable to cure 1,400,rather
than 100, cases, will the 600 cases with isoniazid resistant
infections ensure that the next generation of cases are infected
with organisms which are isoniazid resistant from the start ?
Of course public health measures might greatly reduce the size
of the mext generation of cases,enabling more expensive treatment
regimes to be used on smaller numbers of future cases.

If experience proves it effective, a combination of
isoniazid with thiacetazone does not cost much more than
isoniazid alome - and would probably be preferable. Fox (1964)
suggests that if isoniazid is used alome a dose of 400 mg daily,
for an adult,is seywiwed substantially better than the more
usual 200 mg - but may need the addition of pyridoxine in small
quantities to guard against the danger of peripheral neuritis.
He gives an interesting table of approximate cpsts of one
year's treatment with varying regimens. Costs of drugs for
primary regimens vary from $1.25 to $44.50 per year (see next
page)s The expected expenditure of £900,000 on government
health services in Malawi in 1964, if the population is 3%
million, is just under 5/2@ per head (about $ 0.72).




Approximate Cost of Drugs for One Year's Treatment with
Various Primary and Reserve Regimens. (Fox,1964).

Daily Dosage of Drugs Approximete Cogt
-y in U.S.Dollare

Primary: Isoniazid 200 mg plus P.A=S. :

, sodium 10 g. (cachets) ' 20450
Isoniazid 200 mg plus steeptomyein 1 g. 44.50
Isoniazid 200 mgs plus P.A.8 sodium 10 g.
(cachets),with streptomycin 1 g« daily

for 6 months A 42,00

~ Isoniazid 200 mg. (1 tablet) = 1425
¥ 300 nge ‘(1 L )5 Lt i 1-:-55.

. MO ege (Y ) 0 238

o 300 mg. plus thiacetazone B
150 mge (1 tablet) 2,55

Reserve: Cyeloserine 0.5 gs plus ethionamide 0.5 go 170,25
el 0.758 " N 075 80k255'¢50

Streptomyein 1 g+ plus pyrazinamide 2 g 198,50

. 1 g« " ethiomamide 0.75 g« 145.25




Compulsory treatment is difficult to enforce, and causes
distruet of medical services.Ilt is better to try to create
enthusiasm for a campaign and social pressure for patients to
accept treatment - for their own good and for that of the
commnity.

The posesibility of persuading villages to build a
"fuberculosis house", or houses, in the village, in which
patients could live, and be fed gnd attended by their relatives
« who would live and sleep in their own houses, could be
considered, (This idea is based on the practice of "night
gegregation® for leprosy patients)., Relatives would be
examined,mantoux tested and,if appropriate,given B,C.G,
vaccination - and should if possible have a periodie checkup.
With little expense to the State, this would remove patients
from their homes - which are often crowded with children, without
taking them far from their friends and natural environment,

If an adequate distribution of medical units can be
obtained most patients should be within reach of at least a
dreseing station,from which out patient treatment could be
- dispensed. It might be desireable tp train "Tuberculosis
Orderlies™ to give tuberculogis treatment only, equip them with
bicycles and send them on rounds, based on a medical unit,
to visit and treat patients in their own villages. It would
probably be easy to recruit traminees for this job from the
growing number of reasonably well educated youths who are
finding 1t difficult to obtain congenisl employmeny - or indeed
any employment other than returning to their hémes and working
the land, which many are unfortunately reluctant to do.

It may be that the Peace Corps teem (see page 30) will be
able to do an adequate tuberculosis survey in the country, and
work out the most suitable methods of treatment, If not, the
World Health Organisation might be persuaded to do a survey,
(despite the unfartunate failure of their previous attempt -
page 32), and give advice.

If poseible, it would be helpful to have a regime in which




treatment does not have to be given more often than twice
weekly.(A once weekly treatment is probabdbly $oo much to hope
for at present). The giving of weekly or monthly supplies of
tablets to patients, to take in their own homes,is very
unrdiable - tablets are liable to be lost,forgotten,or given

or sold to others. In Madras a regime of outpatient treatment
with 1 G. streptomyein given intramuscularly, and 650 mg
isoniazid orally (for a 100 1b patient - more or less according
to weight,averaging 13.9 mg per kg body weight), given together
twice weekly, has been found at least as effective as 200 mg

of isoniazid and 10 G of P.A.S. giwsmxim daily,given to patients
in weekly supplies to take at their homes,(Madras,1963).

If the Madras regime of twice weekly stmptomycin and
isoniazid proves effective in Malawi, as we may hope it would,
i1t would combine relative cheapness with certainty as to what
therapy patients were receiving,since it should be possible to
have twice weekly therapy given on the spot by health staff
either at medical units or in patients villages.(Provided that
the health staff are reliable).

In Malawi one sees many cases of children with large
tuberculous lymph nodes,sometimes fistulous,of theirm necks
(scrofula)s These tend to be discouraging to treat,zs they do
not respond rapidly to present chemotherapy., By preventive
measures we muet try to prevent further generations of children
being affected in this way.

For “World Health Day",April Tth 1964, W.H,0. used the slogan
"No Truce for Tuberculosis", LiSérature iessued estated : "Bodies
like the World Health Organisation,U,N.I.C.E.F.,and the
International Union Against Tuberculosis are ready to face the
challenge,but the main effort must come from within the countries
themselves." ".esesebeing economical and easy to apply, B«C.G.
vaccination could -~ if used systematically and comtinuously over
the next few decades « bring about the elimination of tuberculosis
as a public health problem in any developing country." (W.H.O.,
1964) «
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Adoras August 1960. Likwenu leprosarium,

This patient,with lepromatous leprosy,still had unsightly lumps
on her face after some two years on dapsone therapy (top picture).
The lower picture was taken about three weeks after a simple

operation,under local anmsthetic, to remoge the worst of the
lumps. Her morale was greatly improved after the operation.




LEPROSY

The LEPRA leprosy control profect in Malawi is intended as a
pilot project to demonstrate to the World that leprosy ecan be
effectively controlled and progressively eradicated with
existing resources (LEPRA,1964) (See also page 30).

The project provides for a small unit,with its central
buildings located in the grounds of the general hospital at
Blantyre,capable of clearing the disease from a selected area in
7 to 10 years. It will be headed by Dr Gordon Currie,the Malawi
Government leprologist."Mobile teams will carry out surveys
to contact and extensively treat all ‘'open' infectious cases;
to treat early cases before the development of deformities; and
to maintain a close surveillance of the contacts,especially
children. B.C.G. will be used as a protective vaccine for such
child contacts, since results of trials have shown that it
confers a high degree ofv protection. Continuous propaganda
will be used to emphasise the effectiveness of early and
sustained treatment and of regular checks, primarily of
children and contacts." (LEPRA,1964 - press release).

It is to be hoped that this project will live up to
expectations. The long inecubation period,and prolonged course,
of the disease, make the hope of clearing the disease from a
gelected area in 10 years seems rather optimistic - but it might
be possible to have all active cases under treatment by the end
of that time, which would be a considerable achievement.

Some 12,634 cases were recorded as receiving treatment in
1962, (Rhodesia and Nyasaland,1963). The actual number of
sufferers in the country might be guessed at 40,000 to 50,000,
In general, infectious cases of leprosy do not seem to be
shunned by the community, but "burn't out" erippled cases are
sometimes cast out by their villages - partly,perhaps, from a
misplaced fear of infection (since such cases,though obviously
deformed, are unlikely still to be infectious),partly in some
cases because they are an economic liability,being unable to work.
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The reluctance,in some cases, of families to take back such
patients into their homes, after they have been %o a leprosarium
for treatment, may be compared with that of some families in
Scotland who refuse to take a difficult grandparent home from
hospitale.

lLeprosy relief has a strong emotional appeal tohthn
charitably inclined, and the help (such as the project outlined
above) available from such bodies as LEPRA, the Brown Memorial
Fund in Malawi, the Mission to Lepers and the Ofder of Saint
lagarus, make possible the provision of much better facilities
for the reTief of sufferers and the eradication of the disease
than the priority of leprosy as a health problem in the country

might otherwise warrant.

LEPRA might be persuaded to finance the training of
suitable Malawi staff as leprosarium superintendents, and to
consider the possibility of arranging the training in Britain
of Africans as physiotherapists -~ to work with leproesy patients
on their return to Malawi.

: The eradication project is unlikely to remove the need

for existing leprosaria for many years. Charities wishing to
support these should have it impressed on them that,for instance,
£1000 per year for five years,given towards recurrent
expenditure, may be of much more use than a lump sum of £5,000
tied to the erection of an impressive building which,though

a fine monument to the donors, will require increased recurrent
expenditure to maintain it and make use of it. Charitable bodies
keen on a specific projeet (as opposed to making a grant towards
general expenditure) might consider,perhaps as a complement to
the L8FRA project, the setting up and staffing of a specialised
unit to do corrective surgery,supported by physiotherapy,on
erippled patients. This could enable many individuals to return
to useful self supporting life in the community.

As with tuberculosis, country wide eradication of the
disease can only be based on out-patient treatment for the vast
majority of patients. Tpavelling orderlies dispensing drugs to



This unprotected well is smaller and shallower than the one
pictured on page 50a. A leprosy patient is scooping up water
with a %in on the dnd of a stick, and pouring 1t inteo a locally
made earthenware pot. To get really clear (though not necessarily
bacteriologically satisfactory) water,patients had to walk about
& mile through marsh - ideal for the transmission of hookworm
and bilharzia « to the lake edge.

Since the pieture was taken a protected hand pump has
been provided at the village, with £50 given for the purpose
by the British lLeprosy Relief Association.




patients,in their villages,weekly, might be used. (The same
orderlies might perhaps be trained and employed to do this for
both tuberculosis and leprosy).

Dapsone, the standard anti-leprosy drug, is,fortunately,
effective when ghven weekly., But it is still"far from being the
ideal drug for leprosy treatment." (Currie,1963). It has a
number of unpleasant side effects, and tends to provoke reactions
which may lead to permanent nerve damage, Currie (1963) found
that "Etisul® (diethyl dithiol isophthalate) used in conjunction
with dapsone greatly reduced reactions and made treatment much
more acceptable to patients who suffered these.

Leprosaria can only take a small proportion of cases, and
have to concentrate of infectious cases in the early stages
of treatment, cases where reactbons to treatment cause difficulties
cases requiring operations and,or,rehabilitation, and erippled
cases,who frequuntly need attention for ulecers of the feet or
hands, It can be difficult to refuse admission to eripples
unable to look after themselves and without families able or
willing to look after them, This last group might appropriately
be cared for in leprosaria run by charitable bodies - but the
danger should be recognised of encouraging families to abandon
their responsibilities by taking in cases too readily. The last
days of some such patients can be made much more comfortable
by simple operations on the eyelids for entropien, and attention
t0 their feet and hands.

There is a place for "leprosy villages"™ in which leprosy
patients congregate, and receive treatment weekly from a
visiting Medical Assistant« The» is such a village at Biti
Kalanje, associated with Malindi Mission Hospital, near Fort
Johnston.The patients generally maintain a high morale among
themselves, and maintain a much higher than awrage standard of
cleanliness in their villages They grow most of their own food,
but severely crippled patients need a subsidy towardes the
purchase of food.(Food in kind could be substituted,but needs
more organisation for ite distribution).They may also need help
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with clothes and blankets,which can sometimes be got from
charitable bodies or #ndividuals.

A lesser, and perhaps generally preferable,form of
segregation would be "night segregation". This has been
trxudat tried successfully in an experiment in Madras state in
Iindia,In four villages there accommedation was built in which
leprosy patients spent the nights, but during the days they
worked in their fields as normal.The incidence of leprosy
decreased in these villages, but increased in control villages
where night segregation was not used. (Coechrane,1964).
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PARASITIC WORMS

Hookworm infection is the most important of theme illnesses
caused by these. It is mentioned on many other pages of this
thesis., Estimates of its incidence have varied from "almost
universal” (page 14) to 7% (page 17). My impression is that the
first of these estimates is nearer the truth, but there is scope
for an interesting and useful investigation into the actual
figure. Plainly a great many people have light infections
without significant impairment of their health, but one
frequently meets severely anmmic,listless, children, with
puffed up faces - and with very heavy infestations of hookworm.
The same picture occurs in women,but rarely in adult men (see

Ps T1)s Treatment of individual cases can be with tedrachlor-
ethylene, but "Alecopar" (bephenium hydroxynaphthoate) appears,
dose for dose, to be just about as effective as tetrachlorethylene,
and very much safer and pleasanter for the patient. The Federal
Ministry of Health refused to sanction the routine use of Alcopar
on grounds of cost (2/- per dose), but its use does not require
the starvation and purgation needed with tetrachlorethylene - and
some patients who needed hospitalisation before can now be
treated as out-patients with Alcopar. It might become possible

to associate dosage of everyone in an area with Alcopar with a
campaign of sanitation and education, in an attempt to eliminate
hookworm.

Roundworms and strongyloid worms also occur occasionally
and can also be treated with Alcopar, Tapeworms (presumadbly beef
tapeworms) occur very occasionally, (or are diagnosed very
occasionally). Not very much meat is eaten. Threadworms occur,
but one is only rarely asked to treat a case, I have not heard
of trichinesis, but is has occurred in East Africa, and might
occur occasionally,from a reservoir in wild animals,without
being diagnosed. Certainly I would not eat wild pig unless it
were well cooked.




Urinary and rectal bilharziasis occur, the former being much
more common. Sanitation and education are,again,the real
answer. European missionaries have lived 25 or more years on
the lake-shore without being infected. They bath normally in
metal baths in their houses -water having been heated over a
fire, and when they swim in the lake do so from open sandy
beaches where there igs less cover,than among rocks and reeds,
for smils, and where people are less likely to go to pass urine
and defmcate, Campaigns against snalls are a possible line of
attack, but the lake is very large - and any measure which
endangers fish stocks should be avoided. The use of copper
sulphate around the shores of Likoma Island by Dr George lacLean
was thought to reduce the incidence of the disease among
children on the island, The extent to which this infection
contributes to cirrhosis of the liver is debated.It is also
thought that it may be among the causes of the nophrouc
syndrome (Gelfand,1963). |

- Pilariasis occurs, and may be responsible t‘w many cases
of scrotal enlargement,but is not a serious publie health
problem,Presumably the infection is with Wuchereria bancrofti.
It is possible that onchocerciasis and lea loa may occur,




INTESTINAL INFECTIONS

Intestinal infections at all ages are part of the picture
produced by poor sanitation and unsatisfactory water supplies.,
Breast feeding probably saves many infants from gastro-enteritis,
but where breast milk fails the combination of inadequate
substitutes ( thin gruel made from maize or cassava) with poor
hygiene is often fatal.

Gastro-enteritis is frequent in children, but diagnosis
is complicated by the fact that malarial infection may cause
severe diarrhoea.

Bacillary dysentery appears (cliniecally) to be common.
Amoebiasis is relatively rarely diagnosed.

In normal practice in the countryside one expects to

diaggose, and treat, occasional cases as typhoid, without
having laboratory confirmation of the diagnbsis,
- I nave rarely attributed intestinal upsets in Africans to
food-poisoning, perhaps because food in the villages is '
usually of a simple nature and #aten soon after it is prepared.
Certainly food-poisoning occurs among Europeans,

Presumably there are a lot of virus infections, but there
are no laboratory facilities for investigating them.
{Poliomyelitis has been mentioned on page 73).



TROPICAL ULCERS

Tropical ulcers on the legs,particularly the ankles, afflict

many people - of all ages after young childhood. Some people

carry on their normal lives with ulcers several inches in
diameter on their lege, They are infrequently found among
Europeans, but several of the older missiomries bear their scars.
(I myself got a very small one and had to go to bed and have
penicillin injections.)

Their mtiology is not well understood, but insect bites
and minor traums - such as secratches from thorms ~ may help to
start them, and poor mutritional states may encourage their
development.,

Sometimes they heal well, but sometimes treatment is very
unrewarding, Many medicaments are tried on them. Fusol seems one
of the best, at least for getting them clean and allowing
healing to start. Probably healing could be helped in many cases
if patients could be immodbilised in bed, as with varicose ulcers
in Britain, .

As always,pevention isk better than cure. The prompt
treatment of minor injurtes ~ painting with gentian violet is
often effective - may prevent them from starting, and early
treatment while the ulcers are still small gives the best
chance of cure. The thin skin covering old ulcer scars is
very easily damaged, allowing the ulecer to re-start. Occasionally
one sees slow growing malignant tumours arising in the sites
of these ulecers,even in children. Two such were reported as
fibrosarcomata when I sent biopsies for a histological report.
Amputation of the limb is genmerally refused by the patient,unless
he or she hass been in severe pain and uhable to walk for some
time. Fven without malignancy, amputation is occacionally
required as the only way to get rid of a really large chronic
uleers

Rising standards of living will probably reduce the
incidence of these ulcers.
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This picture was taken after a few days of local dressings and
systemic antibiotic therapy had made much cleaner the originally
foul smelling and maggot infested ulcer.

The patient refused a palliative mastecbomy,giving as a
reason that loss of a breast would hinder her in feeding her
infants in the future. She returned to her village.




MALIGNANT DISEASE

There has been no proper survey of the incidence of malignant
disease in the country, but my impression is that one sees as
many cases of malignant tumour in Malawi as in Scotland,though a
different distribution of kindes of tumour.

Malignant lymphoma in children (Burkitt tumour) is perhaps
the one I have seen most often, There are very few post-mortems,
g0 that diagnosis is generally either cliniecal or by biopsy -
often done at operation. I have also seen fibrosarcomata,
osteosarcomata, ovarian tumours,maligmant melanomata, cancers
of the breast in women, and one rodent ulecer, Amputation of .

a member is frequently refused until it is too late for cure.
One patient with an enormous ulcerated breast cancer,which must
have been very painful, and stank cbomimably -~ and contained
magggts - when she was admitted, refused a palliative
mastectomy on the grounds that this would make it difficult
for her to feed her children, An older patient had had a

breast cancer, and ultimately the breast had fallen off.She was
only moderately incovenienced by the ulecer which remained.
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The picture was taken in March 1959 at a clinic at Msum
Mission Hospital,Mozambique (No. 3 on the map on page III).

& -
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The albino child is blind in one eye,with corneal opacity,and
has dark,possibly pre-malignant,patches on his arms,face and
chest.
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ALBINISM

While this is not a major public health problem, it causes
great suffering to the mmk individuals who suffer from it,

One sees albino infants and children fairly often, adults more
rapely. There appears to be no social barrier,or discrimination,
against albinos. The infants appear healthy, and loved by their
mothers, But the unprotected skin and eyes suffer from the ‘
bright sunlight, Skin diseases are frequent,and include raised
melanotic patches -~ the only black bits of their skin « which
may develop into epitheliomata., Probably the majority do not
reach adult life. '

Protection from these ill effects can be nvcn,with care,
by broad brimmed hats and adequate clothing, but sufficient
care is not generally taken. One imagines that if all were
enabled to survive their children would swell the numbers of
those affected (or, atk least, their descendants - as the
character appears to be recessive).
~ Occasionally one sees an individual with a nd“Mm
gkin and hair, which is suggestive of partial albiniem, This
does not seem to involve any disability for the individual. I
do not know whether or how this is gene tfcally related to
e2lbinism,




VENEREAL DISEASES

Estimates of the incidence of syphilis and gonorrhoea vary
widely. Syphilis is probably blamed for a let of conditions
for want of a better diagnosis, Full courses of penicillin
may have %o be given when the disease is only suspected.

If reliable serology could be made widely available this counld
be avoided and valuable figures for the incidence of eyphilis
could be obtained,

I have not known any case to be dtagnosed as neurosyphiliis,
which seems strange if syphillie is as widely spread in the
community as is often suggested. It may be that such cases occur
but are not diagnosed — are not seem by medical staff even.
Possibly malarial infection, which used to be used in the fever
therapy of neurosyphilis in Furope, protects those infected from
this end result of the disease. Perhaps the loecal population is
relatively resisteant to the organiem, or the local strain of
the organism is relatively avirulent.

Ignoranée about how venereal disease are spread must be
attacko&'Iy;oduaaticn,-nn propaganda about the need for prompt
and adequate treatment is needed. There is a danger of patients
seeking clandestine treatment from medical staff,in return for
bribes,out of shame, and such treatment will often be inadequate.

In Blantyre-Limbe , and later perhaps in other centres,
it might be valuable to set up a venereal diseese clinic.Results
and research there might help medical staff in other parts of
the country to decide how to deal with the problem in their
localities,

I saw one case,in a girl of 7 to 9 years of age, which
appeared clinically to be, and responded to the treatment for,
ulcerating gramuloma of the pudenda. But as the treatment
included streptomycin the possibility that it was a tuberculous
infection cannot be excluded.




EYE DISEASES

Conjunctivitis is frequent,especially among children,
Involvement of the cornea can lead to scarring and loss of
vision - this sometimes follows the abuse of traditional
medicines for conjunctivitis. I have had many patients who had
traditional trestment for conjunctivitis and arriver with
terrific inflammation of the conjunctivae. Sometimes vision
has been lost or impaired by corneal searring, but often the
use of eye ointments containing, for instance, hydrocortisone
and chloramphenicol, can lead to cure.

Entropion,following trachoma and leprosy, causes great
distress to individuals and can often be relieved by a simple
operation under local anssthetic.Ectropion also occurs.

Cataract is frequent and ordinary Medical Officers willing
to undertake cataract operations can learn to do these fairly
easily and get reasonable results. I have not known of
government M.0.s doing this, but some Mission M.O.s do.

Mxhoma mission hospital has done wxmxy large numbers of such
operations in recent years. Many patients who would come to
a local M.0. for operation,particularly if he has been resident
in a district for some time, and has a good reputation, are not
ready to travel to Blantyre to the country's one eye specialist.

With the lack of oculists and opticians (one Rhodgsian
firm has a branch in Blantyre) prescription of specatcles has
often t0 be on the basis of trying out +1,+2 etec pairs of
spectacles and seeing which give the best results. The obtaining
of cheap standard specsscles in bulk enables the cost of these to
be kept down to ,on average,under £1 per pair.Thism must in most
cases be met by the patient. Schoolchildren genuinely needing
more expensive,individually made, spectacles might well have
these subsidised to bring the cost down to £1 per pair, or even
to make them free - at least for those without prosperous parents.

It is necessary to fight the idea that spectacles are a
necessary status-symbol for all well-educated young men,
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These gaily dressed delegates from a branch of the Malawi
Womens' Ieague are at the first annual congress of the
Malawi Congress Party., The Party, with its Womens' League,

~ Youth lLeague, and Young Pioneers ( the corps d'élite of the
Youth Ieggue),forms the government of the country and has the
support of most of the population., In SECTION THREE, which
follows, I have suggested that these bodies be invited to
nominate members to various health advisory committees, since
they represent the views of much of the population and in order
to obtain and facilitate their co-operation in campaigns of
health education and preventive medicine,



102a

SECTION THREE

A SUGGESTED OUTLINE FOR FUTURE HEALTH SERVICES
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A SUGGESTED OUTLINE FOR FUTURE HEALTH SERVICES

These suggestions would be a development of, and based on, the
present structure. For the "“establishment"™ of senior staff
under the present structure see Appendix III, and for numbers
of junior staff in 1962 see pages 22 and 24. Suggestions on

a number of matters of detail have been made in Section Two,
pages 36 to 101. I hope that these suggestions are realistic.
A great expansion in medical staff is desireable, but numbers
employed are bound tc depend on the money available, together
with the success of recruitment and training schemes, It is
difficult to predict how much money will be available to
expand and improve staff, buildings and equipment, but I have
mentioned on pages 26 and 27 the increase in govermment
expenditure on health in Ghana from £965,020 in 1950 to about
£8 million in EUERRK 1961-2 , and eightfold increase inside
twelve years (though rather less if one allows for the fall

in the value of the £1 over that period). An account of health
services and plans in Ghana,Nigeria and Tanganyika,is given in
Appendix I,

Administration,
The administrativa structure of the Ministry of Health might

be basically as follows:
Minister of Health ¢ appointed by the Prime Minister, a member
of the Cabinet.
Secretary for Health : permanemnt head of the Health Service,
responsible to the Minister of Health.

Chief Medical Officer : deputy to the Secretary for Health.

Chief Health Inspector : head of the Health Inspector staff,
concerned primarily with such matters as housing,town
planning,sanitation,water supplies and drainage, and the
activities of Public Health Inspectors and Health
Assistants, in co-operation with the Chief Medical Officer.
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Principal Matron : the chief nurse of the health service,
especially concerned with the recruitment and tmining,
and allocation to posts,of nurses,midwives and medical
auxiliaries.

Chief Personnel Officer : concerne# with the placement,pay,
leaves and records of all staff,in co-operation with
the respective heads of departments, but primarily
concerned with the recruitment of non medical staff,
such as secretaries and drivers. (Individual units would
themselves recruit such staff as cooks and sweepers,but
the Chief Persomnel Officer would recommend establishments
of, and conditions of service for such staff,in line with
Ministry policy, and deal with enguiries about such posts,
or complaints about terms of service or treatment,reaching
headgquarters,in the first instance),

Chief Pharmacist : controlling the central purchase of drugs,

equipment and supplies for thek health services, and
their di-tmahuttan, and with the encogragement of the
production of such supplies within the country. Also
responsible for the recruitment and contrel,and training,
of pharmaceutical staff

Regional staff ¢ In each of the three Regions would be a Regional
Medical Officer and a Regional Health Inspector,based at the
prinecipal town in the area and supervising clinical and publie
health work in it. To enable them to take part in clinical and
practical,as well as administrative work, each should have
competent secretarial staff able to deal with routine
correspondence and paperwork without constant supervision.

Distriet staff § At each medical unit the senior member of staff
would be in administrative charge of the unit., The District
Medical Officer,in charge of the Distriet Hospital, would
exercise supervision over lesser hospitals,rural health centres,




106

dispensaries and dressing stations in his District. Again, he
should have competent secretarial assistance to lighten his
administrative load. Where a doctor is not available, a

Principal Medical Assistant could fill this post. District
Medical Officers would co-operate closely with the loecal

Distriet Councils, and would fill the position of Medical Officer
of Health to &he District until such time as the District is

able to afford a M.O.H.s :

I would recommend that there should be one Health Service,
comprehending all clinical and publie health work, and
integrating so far as possible the medical and health work done
by the central govermment,local authorities, voluntary agencies
(mainly mission medical units) and others.

The central govermment would finance specialist services,
and would pay the memdical and auxiliary staff at all government
units, but the local authorities (Distriet Councils) might be
made responsible for reimbursing to the Ministry of Health the
cost,or an agreed proportion of the cost,of general medical
services provided for the population of their Districts - which
would give them a direct interest in the cost of local health
services.

The townshipes of Blantyre-Limbe,Zomba and Lilongwe should
be encouraged to employ Medical Officers of Health, Public Health
Inspectors and Health Visitors, when these can be recruited and
provided that the cost can be met from local rates, Such staff
woulé be seconded from the Ministry of Health on the same terms
of service af other Ministry staff of similar grade, The
municipality would reimburse their cost to the Ministry. Other
local authorities would be encouraged to obtain such staff

when future developments make this possible. These staff would
be concerned with all measures to improve hygieme and health

in their districts, and might run maternity clinies, infant

and child health clinics,and school health services,., Cases with
major conditions would be passed to the general medical services
for treatment.These clinies would combat ansmia,parasitic and
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other preventable infections,and subnutrition, among mothers
and children, ensure that appropriate mothers are admitted
%o hospital for delivery, and by post natal examinations
ensure that mothers are not left with gross perineal tears
or vesico-vaginal or recto-vaginal fistulae.

Where there is both a District Medical Officer and a
Medical Officer of Health these would be able to co-operate
chosely and,for example, cover for each other when one ies off
duty or not available. The M.O0.H, might take responsibility
for supervision of tuberculosis and leprosy out patient
treatment.,

Adyisory Committees.

To assist in the co-ordination of health services,and enable -
ideas and grievances to be aired, I would recommend the setting
up of a Health Services Advisory Committee, which might meet
quarterly,or oftemer if ecircumstances warranted, at Ministry of
Health Headquarters. Either the Secretary for Health or the
Chief M,0., would attend, as would other senior officials if the
agenda contained items relating to their departments,

I propose this on the basis of experience with the
Advisory Committee on Medical Missthonmary Work, which existed
under the Federal Government, and which let representatives of
the mission medical services meet the Director of Nedical
Services,and +try to thrash out problems with him, about twice
a year,lt would replace,and extend the functions and usefulnessy
ofythat former committee.

Voluntary agencies doing medical work would be represented,
perhaps by three representatives each from the Christian Couneil,
(representing non Roman Catholie Churches),and the Roman Catholic
hospitals. Medical and,or, auxiliary staff associations should
be represented. The Malawi Congress Party,league of Malawi
Women, and ILeague of Malawi Youth might each be represented,
both to represent the views of the people for whom health
services are provided and because these bodies may be concerned
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in getting public health measures put into practice. The
Secretary for Health would be able to invite any other body
doing effective health work to be represented.

Where matters concerning both health and education, for
instance,or agriculture,were to be discusced,the appropriate
ministry might send an official to represent it.

While the committee would have no executive power,it would
be able to offer advice to the Secretary for Health, and enmable
him to explain his policies to those affected by them.I believe
this would havevgreat value.

If the full committee were thought too unwieldy for
quarterly meetinge, it might meet once or twice a year, and
appoint a smaller standing committee to meet more frequently.
It could also appoint sub-committees to consider and roport on
-pocific\problcll.

W&u

In the area of each District Couneil or Mynicipal Authortty

there should be a District or lnnictpnl Health Services
cc-ntttoc. The chairman aiqht be selected by,but not necessarily
a member of, the Distriet Counecil., If there were thought to be

a danger of unsuitable chairmen being selected, the Councils
might have the power to nominate chairmen,subject to confirmation
of appointnenta'by the Minister of Health.

Members would represent the Council, the government medical
service in the Distriet, any Church or other non-govermment
medical services existing locally, local branches of the
Malawi Congress Party, Womens' lLeague and Youth league, and any’
other significany local bodies or institutions interested in
health matters. The committee could co-opt persons thought
likely to be useful.

This committee would consider the health needs of the

District, advise the Council as to sanitary measures required
locally,and co-ordinate the raisshg of self-help for,for instance,
the building of dispensaries,
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The Council itself would have to decide on the amount of money
which could and shouldk be raised,for health services, from

local rates.The Committee would advise it on needs and priorities,
and possible ways of saving money.

Large hospitale, and institutions such as leprosaria, would
normally be under the administrative charge of a superintendent
or of the senior Medical 0fficer. I would recommend that all
such institutions should have a Board of Management to advise
the person in charge on policy, and help him to put it into
effect. The Board should normally contain the M,0. or
Superintendent and another memher of staff, with a representative
of the District Couneil and,where the unit is provided by a
voluntary agency,representatives of the agenecy. It might alse
contain the local Court President,or his representative, and
ghould have the power to co-opt. Where a unit serves the areas
of two Distriet Couneils both should be represented. For District
Hospitals the District Health Servides Committee might also act
as Hospital Board of Management.

(I had experience of setting up two such boards, one for
a mission hospital ~lMalindi - and one for a leprosarium -
Likwenu. I found them invaluable for kecping me in touch with
the desires of the people whom the unite were serving, and felt
that they helped people to regard the units as "ours" rather
tha "theirs®™. By having loecal people and authorities represented
on the boards, sources of friction between these and the units
were removed. At Malindi hospital,for instance, there had been
difficulties over village goats being brought to graze in the
hospital and spdling patients' food. When the Board was set up,
with the village Chief on it, that was very quickly sorted out.
At the leprosarium there were problems with villagers houses and
farme encroaching on leprosarium land.Distriect Council representat-
ion on the Board helped this to be soréed out without the danger
of a clash between the foreign Medical Officer - myself - and




leproserium Superintendent, and the loecal Distrtet Couneil and
villagers. Where unpopular decisions were inevitable I was able
to demonstrate this to the Boards,which had to agree with them,
and escaped myself the odium of having made these decisions
personallye. On the other hand there were occasions when other
members of the Boards were able to suggest courses of aetion
which had not occurred to me).

Matters requiring regulation,(some of which have already
been discussed in Section Twe), on which the Health Services
Advisory Committee, with sub-committees where appropriate,
might be able to offer valuable advice to the Govermment, through
the Secretary for Health, include $

Registration and qualifications of medical and allied staff.
Training and recruitment of staff.

Unification of Health Serviées.

Fees for medical treatment.

Private practice.

Posession of druges by the publie, and sale of nadicinn-
and medical correspondence courses to the public (pages 62
and 53). :

Health aspects of Town Planning (page 52).

Sanitation (p.47),and refuse disposal (p.50).

Water supplies (p.51).

Food hygiene (p.54).

Industrial health (p.58).




REGISTRATION OF QUALIFICATIONS

Confusion has often been caused by varying names for the same
grade of staff, and the same names for different grades of staff,
both inside Malawi and between Malawi and other countries.

Thus a person trained as a "Female Nursing Orderly" in Southern
Rhodesia might claim, seeking work in Malawi,to be g qualified
nurse. This claim would be quite honest, as she would have

gained a qualification, and thereafter been addressed as "nurse",
in Rhodesia. But in fact her qualification would be roughly
equivalent to the local Senior Medical Assistant.The Missions
built up the original medical services of the country and,with
some variations, had,in ascending order of competence,

Orderlies, Medical Aldes, Medical Assistants, Senior Medical
Assistants and Hospital Assistants. The govermment service

took over these grades but,particularly under the Federal
govermment, tended to change their meaning - the NMissions
gounny then having to try to bring the nomenclature of

their grades of staff into line wiih the new meanings adopted

by the govermment. ‘

Thee already exists a register of Medical Practitioners,
Dental Practitioners and Chemiste and Druggiste. There is also
& Midwives Board which controls and registers the qualifiéations
of those, other than Medical Practitioners, entitled to practice
midwifery.

A medical sub~Register of Hospital Assistants was abolished
in 1946 (see p«16).

I would now advocate the registration of the qualifications
of all medical,allied and auxiliary staff, and of self-employed
or non employed persons who wish to retain their right to use
these qumlifications. The Secretary for Health would decide, or
delegate the responsibility for decision,on what level,if any,
gtaff who have obtained training or qualifications outside

Malawi should be registered.This should be done in a reasonable
way to ensure both that persons have qualifications adequate
for the posts for which they are mmy
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employed and that valuable qualifications are not lost to
the health services through rigid application of "red tape"
regulations. A list of recognised qualifications from other
countries should be drawn up, with Malawi equivalents, and any
persons claiming registration on the basis of qualifications not
on the list judged on their individual merits.

Qualifications might be registered under heads such as the
following @

Medical practitioners.

Assistant Medical Officers (see following pages).

Dentists.

Pharmacists (Chemists and Druggists).

Public Health Inspectors (Sanitary Inspectors).

Furses (State Registered,Registered Gemeral, and equivalent).

Principal Medical Assistants.

- Senior Medical Assistants.

Junior Medical Assistants (Medical Aides).

Health Officers (see following pages).

Health Assistants. ;

Midwives (State Certified,or equivalent).

Midwives class II (two years training after satisfactory
completion of primary education).

Midwives class III (generally older women,with no level of
schooling laid down,given two years training).

Physiotherapists.

Radiographers.

Almoners, and other qualified Social Workers.
Laboratory Assistants.

Dental Assistants.

Physiotherapy Assistants.

X-ray Assistants.

Medical Orderlies (subordinate staff trained to do some
practical nursing,dressings and the like, but
not to the level of Junior Medical Assistants).




TRAINING AND RECRUITMENT OF STAFF

Existing arrangements for the training of auxiliaries should }e
continued and expanded., There is a special need for more midwives,
and the training of more older women as Class III midwives might
well be expanded. There has been a tendency to cut down on such
training, and concentrate on the better educated Class II
midwives. While better educated and qualified midwives are

needed, the older Class III midwives have in practice been found
to do very useful work,to be more acceptable to many village
women than the younger better educated girls, and to continue

in the work much longer than the young girls who, maturally,

tend to get married and stop work - though they may of course
return later. The widespread availabllity of Class III midwives,
if it could be achieved, might accustom women to the idea that
there should always be a midwife at a delivery, and in the course
of time the younger midwives would probably become more acceptable.

Al)l auxiliary training schemes, whether conducted by
government or missions,; should lead to examination for a
govermnment certificate. :

Staff who have had auxiliary training in the past, but have
not done medical work for some years, and now wish to return
to work, might be offered an intensive refresher course for
gix months, and graded at the end of it according to the
abilities they show. Such a scheme would xXxm cover +those who
have returned to Malawi after working as Medical Orderlies
(which title covers a wide range of abilities) in South Afrieca
and elsewhere, and those who took abolition of office, and left
the Federal Medical Service, in 1959.

There were in the past local Hospital Assistants on a medical
sub-register,who in effect performed the work of Medical Officers,
as did Indian Sub-Assistant Surgeons. In view of the probable
difficulty in obtaining enough medical practitioners for the |
health services in the immediate future, and of the ability }
shown by these Hospital Assistants, I would recommend that
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experienced and competent Principal Medical Assistants be
upgraded to a new grade of Assistant Medical Officer, or
perhaps the title of Hospital Officer might be preferred, if
possible after an intensive training scheme -~ perhaps six months
working with Medical and Surgical Specialists in Blantyre
Hospital, with appropriate lectures. They would then be

regarded as being fully qualified to be employed as lMedical
Officers in the Malawi Health Service - gnd entitled to
promotion in the service on a basis of merit in the same way

as other medical practitioners.

In a sense, this would be a recognition of what already
happens, in thet some Pringipal Medical Assistants already
do the work of Medical Officers.

In the same way, some outstanding Health Assistants might
be upgraded to be Health Officers,after suitable further
training if possible, qualidfied to do the work of Public Health
Inspectors. :

It might be pos=ible to send some such staff for courses
in more developed countries,to broaden their outlook and
experience, before upgrading (or immediately after).

Malawi will naturally aim to have her own University and
Medical School, and training hospitals for registered nurses.
(Plans for a Nurses Training Schhol at Blantyre, to train to
S.R.N, level, have been mentioned in "The Times",of Blantyre,
2nd June 1964). In the mean time, people must be sent abroad for
such training, to a variety of countries. The recent immense
increase in secondary school education is making it possible to
obtain suitable qualified persons to go abroad for training.
Nupbers have already gone (see page 29) for medical and nursing
training,which should have a high priority, but other grades
will be wanted in the not too distant future. As training for
these grades takes several years students should,if possible,
be sent abroad for training now.
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As numpers to aim at for training abroad in the near future
I would suggest @

Doctors (medical practitiomers) 25 a year.

Nurses (genmeral + midwifery training) 30 a year.

Health Vigitors it :;;1b%: somednuraos after
qua ca and perhaps two years
Sister Tutors work in lala'i should go on to
Midwifery Tutors train in these fiolda.
Male Furses Perhaps 6 a g: r - aune might go on
to train as Tutors (equivalent to

Sister Tutors).Others might train
under LEPRA a tgieos as leyrosy
workers, and others mi t ga

mental or other speciali nursing
experience before returning to

Malawi.
Dentists gbr?a e:g?t -igh; 2; -on; for
raining each o ese fields
Pharmacists initially, then four a year, s
Physiotherapists 1ncr'nl1n¢ as the financial state
Radiographers of the country improves.
Almoners | o e . 22

Psychiatrie Social Workers Perhaps 4 initially.

Publiec Health Inspectors 1n1:: :;,ya:g aoscan b;’;:gnd
a en 6 year
(Sanitary Inspectors) candidates and places can be found.
¥hile Health Vieitors, Sister Tutors and Midwifery Tutors

are badly needed, it is useless to recommend numbers to be
trained until there are some nurses trained to send for
further training.If the present Central,General,District and
Rural Hospitals each had one Health Visitor attached this would
require 34 Health Visitors for a start.

Apprentice Sanitary Inspectors in Glasgow are paid while
in training, and training takes four years. If British or other
Local Authorities could be persuaded to take on apprentices
from Malawi for training this training might be more valuable
than male nurse training for men who want to do health work
but are not gualified,or cannot get places, to train as doctors.
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From a financial viewpoint, it is much easier for Malawi to
send students abroad for forms of training in which the student
or trainee is paid, and therefore self-supporting,while in
training. In Britain this applies particularly to nursing.
This pointk loses importance where foreign countries or
agencies offer scholarships, but there are not enough of these
to train all those for whom training is needed.

Recruitment of foreign staff will remain necessary until
Hglawi can produce her own, parthcularly until her students
start returning, qualified, from mwxrzexsyim abroad, in
gignificant numbers. Aid schemes such as the secondment of
doctors from Israel, and the supply of United States Peace
Corps staff,help greatly. Formerly recruitment was almost
entirely from Britain,but now it can be from anywhere in the
World,




THE UNIFICATION OF HEATTH SERVICES,
THE POSITION OF MEDICAL MISSIONS,

The role of medical missions in the evolution of the health
services in the past has been described in Section One. Though
the demcription "Mission Hospital" is still popularly used, most
of the Missions have now given way to local Churches.The
Christian communities wish to be regarded as Churches belonging
to the country - as indded they now are in most cases - not as
members and adherents of foreign Missions. The description
"Church Hospital" and "Church Medical Services" may therefore
be preferred, in the campaign to eliminate the idea of control
from abroad. The local Churches will of course continue to

make use of such staff as teachers,doctors and ministers,
recruited from foreign Churches, and to accept financial and
other aid from these churches.

The Churches will probably agree that ultimately the
Government should run all major health services.I imagine that
there willalways be a place for Church social work in the
community, and as a specific social service the care of those
erippled by leprosy, who will be with us for a long time yet,
suzgests itself. But the Churches are still providing a valuable
part of the health services, and for the immediately forsecable
future should be encouraged to maintain and expand their
contribution. They can often recruit doctors and nurses, and
draw financial and other aid from charbtable bhodies and
individuals,which would not be available to the govermment.
Their present work is,however,only poseible because of govermnment
subsidies (grants-in-aid), and these should be continued. (Costs
could be charged,in whole or in part,to Distriet Couneil

contributions towards the cost of general medical services:’
A major cause of difficulty to Church hospitals has been

their inability,through lack of finance,to pay staff,either
local or expatriate, at similar rates to govermment staff with
the same qualifications.The continual demand from loecal
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communities for more and better Church hospitals and dispensaries
has been difficult to resist and has tended to lead to an
overstretching of their resources by the Churches. Any
suggestion that a Church is trying to do more than its

resources permit it to do efficiently, and should therefore
close,or reduce the scope of,some #f its units, to enable the
remainder to have enough money devoted to them, produces
(natmrally enough) an outery from those who would be deprived

of the only medical facilities within reasonable reach of them.

In the educational field a unified teaching service was
set up in which government and church educational staff are paid
by the government on the same wage scale. Church hospital staff
cannot be expected to remain contented when receiving substanti-
ally smaller wages than both govermment hw hospital staff and
church educational staff. The unified teaching service has
covered African teaching staff, but not expatriate mission
teachers = who have drawn grants-ineaid comsiderably below
the level of govermment service wages for comparable staff.

I would advocate a unified health service in which,
provided Chirch units fi® in with national plamnning, all
African staff of Church medical units should be included - with
the same terms of service as those of the same grades of staff
in govermment service. Where a Church agrees to integrate its
services completely with the govermment service, and undertakes
to provide expatriate (or local) medical officers and nursing
gtaff - wvhose provision will relieve the govermment of having
to find such staff, these staff should also be paid at
government rates (including increments for experience, and
other allowances or benefits made to govermment staff).

Where a Church wishes ite services to retain a greater
degree of independence, or where a Church Medical Officer,or
nurse ,though valuable, would not be considered necessary in
a particular post if the govermment were providing the service,
subsidy could be at a lower rate but not less,for full time
staff,than £1,000 per year for a Medical Officer and £400
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per year for a registered nurse with midwifery qualifications.
Increments on these rates,for experience and higher qualifications,
would encourage Churches to obtain well qualified staff, and
encourage Church staff to seek higher qualifications. In some
circumstances proportional grante might be given for part
time staff - for married woman doctors and nurses,for instance,

There should be no difficulty in fitting all the present
Church medical units into a national plan for medical services,
if full co-operation of the Churches with the govermment is
obtained. But should any Church wish to keep some unit or
units entirely under its own control and outside the national
service, or to create new units outeide the nationmal service,
there is no reason why it should not be permitted to do so -
entirely at its own expense - on condition that the services
it provides are properly run, and open to government inspection,
and that it makes regular reporte of its work to the Ministry
of Health - to enable complete mational health statistics to
be compiled. 3

In the field of social health,it may be that the Churches
will set up hostels or institutions for xhm such groups ad the
physically or mentally disdbled,young people working or
studying away from home, young people without proper homes of
their own, indigent old people without friends or relatives
willing or able to look after them, and delinquents. If the
government or local authorities thought these services of
value grants might be given either towmids general expenditure
or towards the upkeep of specific individuals for whom the
government or a local authority considers itself responsible.
(There are few examples of thie sort of thing as yet, but for
some years the Fort Johnston Counecil of Chiefs, now succeeded
by the Fort Johnston District Counecil, has given a small annumal
grant towards the upkeep of crippled leprosy suffewers at
Biti Kalanje Ieprosy Village - mentioned on page 92).
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FEES FOR TREATMENT

A Health Revenue Committee was appointed to consider this

subject in June 1964 (see also pages 25 and 28). The introduction
of a 3d charge,per attendance, for African out-patients, from

6th July 1964, was one of the reasmmns given for the split between
Dr Banda and some of his ministers in September 1964.Beviously
most medical attention for African patients at government
hospitals had been free, though Mission hospitale made a small
charge. Those who padronise African traditional medicine men

have to pay substantial charges, and theee are sometimes thought
to have a therapeutic effect. Though charges are often complained
of, at Mission hospitals for instance, the opinion is sometimes
heard that medicine for which you do not have to pay cannot be
worth much.

While ffom a political point of view it is perhaps not a
very good country to make comparisons with, in Southern
Rhodesia,from October 1964, Africans are to contribute to
hospital expenses. As in Malawi, services there were free under
the Pederal Govermment (except in the sense that "free" services
have to be paid for in taxation). "Nominal charges" of 2/6d for
men and 1/« for women and children are to be charged,in Southern
Rhodeslia, per Out-patient visit, and charges of £2 for men,
£1 for women, and 10/« for children,are to be levied on
admission to Bulawayo and Salisbury African Hospitals, and of
10/y for adults and 5/- for children on admission to general
and district hospitals. The"Central African Examiner" (August
1964) reporting these charges added "These charges are hardly
likely to be considered 'nominal' by a family man earning £10
per month or less". African earnings tend to be considerably
lower in Malawi than in Rhodesia.

Ultimately a "free" or almost free health service,financed

from taxation and/or health insurance,should be the aim in
Malawi. But in the immediate future this is unlikely to be
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financially possible,and reasonable fees should be charged for
treatment. Free treatment should ,if possible, be given to pre-
schoolchildren and expectant and nuresing mothers, though a
charge might continue to be made for delivery. Those who
gemuinely cannot afford to pay should,however, always be able

to receive treatment free.

Children inmx schools might be covered in large centres by
a School Health Service, and elsewhere by the general mediecal
services, and pay insurance for treatment through a small
supplement (perhaps 4%) on their school fees. When schooling
becomes free so should School Health Service attention.

' Certain groups of govermment employees, and their immediate
families, would be entitldd to free treatment either as part of
their terme of service or from health insurance contributions
deducted from their wages. These would include expiriate mediecal,
educational and other employees, the police and armed forces,
and health service employeess Free treatment might also be
eittended to expatriates belonging to orgenisations which are
recognised as giving valuable help to the country, such as
U.S.Peace Corps, British Voluntary Service Overseas, and Church
Medical and Educational staff.

Fees charged and facilities offered used to depend largely
on the race of the patient. This would no longer be acceptable,
but it is necessary that patients who are used to a high standard |
of living should be able to be hospitalised under conditions
comparable to those in their own homes ~ and that they should
pay an economic cost for such amenities, which are far beyond
what ecan be afforded by most of the population, Thue it is
reasonable to continue, though not on a racial basis, the
former "European®” and "Asian® facilities for those who want and
can afford & higher standard of amenity. It is likely that
increasing numbers of African patients will want to make use

of the higher amenity facilities, and that some Ewmpeans, Asians
and Coloured people will make use of the standard facilities
for reasons of economy.
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Hospital superintendents should have discretion to make amenity
facilities available without charge,or at reduced cost, to those
entitled to free treatment,or without adequate means, whose
background is such that accommedation in ordinary beds, with
ordinary African food, might be unduly distressing to them or
delay their recovery.

Treatment for tuberculosis and leprosy, vaccination against
smallpox, and immunisation against tuberculosis and whooping
cough should be free of charge,(but a charge could be made
for the issue of international certificates of vaceination).
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PRIVATE PRACTICE

While the point is arguable,l would recommend that full
time govermnment employees should not be entitled to carry on
private practice. Private practice can compete with what should
be a really full time job for a practitioner's time, and I believe
that many practitioners welcome it when such practice is not
permitied and there is therefore no pressure to perform it.
The allowance "in lieu of private practice™ added to a Mediecal
Officer's basic salary should be absorbed into the salary and
the separate allowance abolished. Where Church staff are being
paid by the govermnment at government rates, they should be subject |
to the same restriction, but where they are only receivihg grantse- ‘
in-aid they should be entitled to do private practice.

Private practitioners exist in the larger towns., They might
be permitted access to government hospitals to treat their :
patients, the patientsx paying normal fees for accommodation
to the hospitals. | e ) i N

Any private nursing homes or hospitals should be registered
with and open to inspection by the Ministry of Health,

Private practitiomers might in certain cases be employed
part time, on a seesional basis, by the Ministry of Health.

Qualified midwives not employed by the govermment should
be entitled to carry on private practice, subject to their work
being open to inspection by the Ministry of Health and to their
glving the Ministry reports of their work (numbers of cases
attended each month or quarter, numbers of births and stillbirths).
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THE DEVELOPMENT OF HEALTH SERVICES

The first priority ie proper maintenance of the present services.
Expansion will depend on opportunities and resources, but from
the example of Ghana we may expeet very considerable expansion,
perhaps not immediately - but within the next ten years.

There are now about 200 medical units in the country,or one
toyon average, 17,500 people and 185 square miles.Not all of
these are general units, and they are not evenly distributed.

(I assume a population of 3% million and a land area of
37,000 square miles). ‘

As an approximate aim for the mext five or ten years,I
would suggest ome unit per 10,000 people and per 100 square
miles. With proper distribution of units on this basis it should
be possible to have most of the population within five to seven
miles of a medical unit.

.o - ‘-A

10 miles

\\\\\\‘ l! /“”’( )

A square with 10 mile sides covers an area of 100 aquare miles.




125

370 such squares would cover 37,000 square miles. Most of such
a square ies within 5 miles of the centre, all of it within 7
miles., This would require 370 units.

0f course Malawi is not rectangular, nor is the population
evenly spread, but some areas are not populated so would not
have to be within reach of a unit. Allowing for unpopulgted
areas, and not counting specialised units, we might aim for
350 general medical units, of which some 190 already exist
(counting both govermment and Church units).

Until it is possible to provide medical units within reasonabl
reach of everybody,it might be practicable for a Medical Officer
or Medical Assistant to visit focal points,such as crossrdads
or village markets,on a published timetable - a stated day
each week or month. Those wanting attention would then congregate
at the point. While a visit on a bieycle would be better than
nothing, a Land Rover would be preferable, and enable patients
requiring admission to hospital to take the opportunity of
immediate transport there,

The suggested 350 general units might be made up as 3

25 Medical Officer Hospitals (Central,General,District and
large Church hospitals).

50 Principal Medical Assistant Hospitals (Rural Hospitals, and
Rural Health Centres with 20 or more beds and more senior
staff).

100 Health Centres.

175 Dispensaries and Dressing Stations.

While exact numbers of different grades of new units
required would depend on the grading given to Church units, to
reach the above figures we would probably require
110 new Dispensaries and Dressing stations (say 50 Dispensaries

and 60 Dressing Stations).
30 new Health Centres (or Dispensaries upgraded).
20 new P.M,A. Hospitals (or Health Centres upgraded).
This makes a total of 160 new general medical unites required.
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Vhile it is very desireable to have more new Medical Officer
hospitals,we must recognise probable limitations in the numbers
of M.0.8,and amounts of funds, likely to be availbale. In these
suggestions I am putting emphasis on the needs of rural areas -
where most of the population live and where most of the new
units would be.

I would,however, advocate that perhaps two of the new
Health Centres and four of the Dispensaries bex sited in
Blantyre~Limbe - where the greatest concentration of population
in the country exists, and is increasing, and where there is
at present only one large Central Hospital and a few private
practitioners.The three miles which many people may have %o
walk to reach the Central Hospital, while much less than in
most rural areas, is a long way for people to walk who require
daily out-patient treatment.Some Limbe inhabitants may have
to walk up to five miles, or to get a bus - whivh some would
be unable, and more unwilling,to afford. In staffing such
town services the part times services of married women doctors
and nurses might be made use of, and private practitioners
might be employed on a seesional basis.

In municipalities the building of new units would be paid
for from local rates,the cost being reduced by self-help
volunséiry work wherw possible, and would conform to town planning
regulations and be of permanent construction. Buildings might be
combined with other govermment buildings.

In rural areas the erection of new unids would be the
responsibility of the local authority, possibly with Central
Government help, and again costs should be reduced by self-
help - labour and locally available materials provided by the
population whom the units are to serve. Subsidy of poower author-
ities by the Central Government should be on condition that the
authorities do their share. The Govermment might make grants
available in proportion to the sums raised locally for erection
of a unit. The scale of government subsidies could depend on




a government estimate of what sum a local rate should raise.
Thus a relatively wealthy area might get 5/« from the
government for each £1 1t raises itself, and a poor area £1

for each £1. The value of self-help work and materials provided
by local people might be included in the total of the sum
raised by the local authority for the purpose of calculating
the Central Govermment grant, as an incentive to the communi ty
t0 help itself. .

The cost of erection of rural units can be greatly
reduced by using local materials and traditional building methods,
but modern materials and methods produce more satisfactory and
permanent buildings. I would advocate a combination of modern
with traditional materials and methods (see Appendix II).

It is a waste of time to erect new units unless staff can
be recruited and recurrent costs can be met. I have already
suggested (page 106) that the cost of staff wages,mExmxme or
a proportion of the cost - depending on what levelk of
government subsidy can be afforded, should be met by the loeal
Council. The same should apply to all recurremt expenditure.
Where Churches are able and willing to erect and run new units,
and where this fits in with the wishes of a local Council, Church
units could be erected and run on behalf of, and in co-operation
with,the Council (see pages 117 to 119). The same could apply
to other voluntary agencies,if any.

In some cases foreign govermments or institutions, or
internationalx bodies, may be willing to help with the building
and equiipment of units. The govermment serviece should be able
to get help from intermational agencies, and the Churches are
well placed,if given the official backing of the govermnment for
their proposals, to approach charitable trusts,persons and
institutions, in countries where they have supporters, for
help towards specific projects (such as a new ward, a new

Operating theatre,with equipment, a new latrine block, X-ray
apparatus - items for which I obtained such help when I was a
Mission H.O.).




One of these could consist of a traditional building erected
by local people through self-help at virtually no cost, together
with a good traditional staff house.

This could be staffed by one responsible Orderl‘y, who would
dress tropiecal ulcers and minor injuries and treat such conditions |
as malaria and hookworm and ansmia - following standard treatment |
schedules.He could also hxmd give out-patient treatment to cases
of tuberculosis and leprosy who have pmviously been seen, and |
had treatment ordered, by a more highly trained person. He could
also digtribute to pregnant women and mothers of young children
the dried milk powder which U,N.I.C.E.F. provides from surpluses
in developed countries.: ‘

If sufficient village midwives can be trained, a dressing
station could also act as a base for a village midwife - to
deliver patients in their own homes and conduct ante-natal and
baby clinics at the unit. The cost of such a unit n&ah& be 3

Capital ¢ assuming self<help. \
% Equipment : ' | £50

i

Recurrent : Orderly at £6 monthly, per year £72

Drugs and dressings £100

Other expenses £28

Total £200 per year

If a village midwife is obtained add £6
nonthly for wages - £72
Plus extra drngl and dreseings £50
And if a sweeper is employed at £3 per month
add - £36

Total £358 per year
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Dispensaries.

These would be larger,preferably permanent,buildings. They would
do genmeral outpatient work and midwifery,delivery being either
at the dispensary (the patient going home, or to.a resthouse
provided,afterwards), or at the patient's home. If a Health
Assistant can be obtained and afforded he could be based on

the unit, but in any case the Medical Assistant and the Midwife
should earry out public health propaganda. Possible costs are 1

Capital : Building (see Appendix II) £350
Equipment ~£200

Total £550

Anmually recurrent 3
Nedical Assistant at £12 monthly £144

Midwiife at £8 monthly : £96
Orderly at £5 monthly ~ £60
Sweeper at £3 monthly £36
Drugs and dressings \ £200
Other expenses £50
Total £586
Plus,if a Health Assistant is obtained £144
Total £730

(The cost of a Health Assistant may be an underestimate,in
that the Municipality of Blantyre~Iimbe advertised

SRR IEERETEEF on 24th July 1964, for Health Assisgants

on a scale of £16.9444 x £1.3.104 to £20.0,104 x £1.8.24d
t0 £2547+04 per month, The advertisment was in an issue of

"Malawi News" which also announced that Health Assistants, paid
by the Ministry of Health, have been geconded to0 work with
Distriet Councils).
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Riiral Health Centregs

These would be larger, take some in-patients (up to twenty),
and have more staff. Possible coste are @

Capital ¢ Building £950

Equipment £300
Total £1,250

Annually recurrent @ _
Senior Mediecal Assistant £240
Health Assistant (senior) £240
Two midwives at £8 monthly £192
One Orderly at £5 monthly £ 60
Two sweepers at £3 monthly £72
Drugs and dressings £250
Other expenses &8

Total £1,129




These would be equipped for emergency,and some routine,surgery,
and have perhaps 30 beds. Possible costs are @

Capital s Buildings
Equipment

Total

Annually recuprent @
Principal Medical Assistant
Senior Medical Assistant
Health Assistant (senior)
Medical Assistant
Two Midwives at £9 monthly
Two Orderlies at £5 monthly
Three sweepers at £3 monthly
Drugs and dressings
Other expenses

Total

£1,900
£700

£2,600

£600
£240
£240
£144
£216
£120

£500

£2,462
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Maximum self-help is assumed in estimating building costs -
gsee Appendix II, Caleylations of costs were made on the basis
of my experience in supervising a group of Mission hospitals
and other units up to August 1963+ The estimates are very
rough, and based on an economically run service with rather
low wages compared with recent mxgmxx tendencies, so may be
%00 low., Costes of drugs and dressings can vary enormously.
Useful treatment for the majority of patients, using relatively
few basic drugs, is all that these estimates allow for, To
provide all the variety of modern drugs that would,ideally,
be desireable would be infinitely more expensive.

If these estimates of needs and costs were accepted and
proved accurate the total costs would be, for the new units
recommended 3

Capital.  Anmually recurrent,
60 Dressing Stations £3,000 £12,000 to £21,480

50 Dispensaries & 27,500 £29,300 to £36,500
30 Health Centres £37,500 £33,870
20 Rural Hospitals £52,000 £49,240

Municipal Health Centres and Dispemsaries,being of,probably,
a more expensive style of comstruction, with flush latrines and
waterborne sewage, would cost more than is estimated above.

If 4t were considered to be not socially desireable,or
not politiecally pessible, to keep wages down to the levels
suggested, costs would be very much greater. This might mean
that fewer units could be provided,each being more expensiwve,
and might reduce the number of people who could be employed.
The government must decide in the light of financial,social and
political circumstances ,the extent to which wages should rise,
and whether it is necessary to choose between higher wages for
those in employment and a larger number of people in employment,



133

or whether, and to what extent,it is possible to have both,
This poses a very difficult problem for the govermnment, and one
can only hope that they will be able to make their choices in
the interest of long term advance and stability rather than of
short term expediency. |

If self-help ies not practicable on the scale I have
assumed, and if wages continue to rise, the above estimates
might have to be as much as doubled. There would also be some
increase in central administrative expenses on ikx behalf of
the new unite, and in costs of District M.0.s and ambulances
serving thems Even so, such an advance should be practicable
within £500,000 capital expenditure and £500,000 per year
recurrent expenditure. If development in Malawi is able to
approach that achieved by Ghana since 1950 this should be
possible within five years.

8o far as possible all units should have telephones
in order to be able to seek advice or obtain help m-
Medicalkx Officer Hospital whem necessary, and ambulance
services should be available to take patients to M.0, Hospitals
from lesser units. But difficulty in providing telephones or
ambulance services should not be allowed to delay the erection
of new units if they are otherwise needed and practicabl'o;
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MEDICAL FIELD UNITS

I would strongly recommend the setting up of a mobile Medical
Field Unit, or units, on the lines of those in Ghana (see
Appendix I).

The Unit should be headed by a Medical Officer with an
inclination towards public health work,preferably with
training and experience in publie health and tropical medicine
and hygiene, A medical entomologist/biologist would be desireable
and might be seconded from a foreign school of tropical mediecine.
Other staff would be Medical and Health Assistants,preferably
with experience of laboratory work (blood,sputum,urine and stool
micrescopic examinations etcetera). If possible a nurse,perhaps
with Health Visitor training, and at least one woman Medical
Assistanli, preferadly with midwifery training, should be included
in the team to save it from being entirely male. (Women may
provide points of view,which might not occur %o men,on problems,
and be valuable in gaining the confidence of, and getting
health education across to, women in the villages).

A Public Health Inspector might also be included, and
groups of Medical,and Health,Assistant students might from time
to time be attached to the unit to help in its work and gain
experience.

The M.0., and perhaps one of the Assistants,might profitadbly
payg a visit to Ghana before the unit is set up, to study the
work and organisation of the Ghanaian unite and,or, if the
Ghanaian Ministry of Health could agree, a Ghanaian Medical Field
Unit M.0. might be seconded to work for a time with the unit in
Malawi.

The unit could visit any part of the country to carry out
surveys of the incidence of disease, which should provide
valuable information for the Ministry of Health, It could
undertake campaigne of treatment of endemic diseases in selected
areas,with a view to eradication of these where practicable,
combining these campaigns with local campaigns of publie health
education,
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Immunisation campaigns would also be among its funections -
smallpox vaccination, immunisation of children againet whooping
cough, and B.C.Gs vaccination against tuberculosis - perhaps

in association with Mantoux test surveys to discover the
proportion of the population in various areas who have previously
met tuberculosis.

I% could campaign against mosquittoes,flies,bilharzia snails,
bedbugs,ticks and other vectors and peste. Such activity could
be in the form of helping to initiate campaigns t0 be carried
on, after the departure of the unit, by the local population
and its health staff.

At any time the unit would be ready to abandon its normal
planmned campaigns to go to help to deal with any epidemic,or
other health emergency, in any part of the country. It would try
to learn as much as posesible about the health problems of
Malawi, and to devise techniques for dealing with them., Its
Wnsettled 1ife would probably lead to staff wishing to spend
only a few years with 1%, but experience gained while serving
with the unit would be of great value to such staff after
their transfer to the regular health services.

The unit might be equipped with landrover/Dormobile type
vehicles in which staff could live and sleecp , driven by members
of the staff. Some of the Assistants would probadly have to
learn to drive. The M.0, and the entomologist would probably be
able to. But it would be helpful forx the unit to inelude a
driver-mechanic to service the vehicles. A coock, and perhaps
two servants to help him and the mechanie, and to do other edd
Jobs, might also be requikred. If it were nét thought beneath
their dignity, the servants positions might well be held,for six
months to a year at a time, by young people waiting for vacancies
as students at Medical or Health Assistant training schools.
Clerical work might be done by the health staff, or a clerk might
replace one of the Assisfants.

The vehicles would have to carry the micrescopes and
equipment needed by the unit. One might be equipped as a mobile
dispensary.
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One landrover might,(not necessarily in the earliest days of
the units existence)) carry a mass miniature radiography
machine, or perhaps a machine for taking 100 mm X-ray pictures
- ag being a compromise between miniature and full size X-raym:
films, with the necessary equipment for development and
projection. If the equiipment were too bulky for ome vehicle
two might be used - two Landrovers would probably be more
suitable for passage along difficult roads than one large
radiography vehicle, such as are commonly associated with

Mass Ministure Radiography cempaigns, which would be liable to
get stuck - and to be difficult to dig out. However,it might
be felt that radiography units should be separate from M.F.U.s,
which would mot prevent them from operating togothér when
desired.

A projector and screen for showing health propaganda
films and slides to audiences wherever the unit might be would
probably be worthwhile, unless it were felt that <film shows
- should be left to Ministry of Information units,

It is impossible to prediet exactly how such a unit would
develop, since that would depend on needs and abilities
revealed while it is in action, but I believe it would be most
worthwhile. Those in Ghana receive frequent praise. If it proves
successful, and if finances permit, 1% could grow and divide
to produce two or more units either covering different areas of
the country or attacking different ranges of problems,

Experimentally, a section could be provided for a few
months with ome of the motor launches already on the ¥ake to
visit lakeshore and riverside communities from Iiwonde (near
Kasupe) to the Tanganyika border. If this proved successful
the unit might ultimately acquire its own boat and have a
section permanently stationed on the lake,
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An idea of the probable costs af such a scheme could probadly
best be obtained by a study of how much the units in Ghana
have coet, but here are some roughly estimated possibdle costs
Capital :
Eight equipped vehicles at an average of £2000 ¢o £4000
per vehicle,depending on type and equipment ¢

Total : £16,000 %0 £32,000

Arnually Recurrent !
Wages,ineluding provision for passages ete for expatriate
staff ¢ Medical Officer £3,000
Entomologist/biologist £2,500
Public Health Inspector £1,200
Nurse/Health Visitor £1,100
Driver-mechanic £200
Clerk £200
12 Health and Medical Assistants
at average £200 each - £2,400
Two servants at £60 - &)20
Total wages ¢ £10,795

Subsidy towards living expenses while on ulende
(= away from base) @

4 expatriates at 10/= per day RNJNEN £730
17 local staff at 5/=- per day £1,551
Fuel,maintenance and repairs of eight vehicles,assuming an
average of 4,000 miles per wehicle per year at 1/6d per

mile (= £300 per vehicle) £2,400

Maintenance of equipment £400
Drugs,dressings,laboratory

reagents ete £5,000

' £10,08Y

Total of above anmually recurrent expenditure : £20,876




By cutting down initially to the Medical Officer, six
Assistants, the Driver-mechanic and a cook, and three
vehicles, the initial cost might be reduced to £10,000
capital and £10,000 anmually recurrent.

For the complete set-up as outlined on page 137 a
reasonable figure,allowing for contingencies,might be
£28,000 capital and the same anmually recurrent. This
should allow also for expenditure on a base - perhaps an
office at Ministry of Health Headquarters, staffed by a
secretary to deal with correspondence and liaison of the
unit with the regular health services, Housing would also be
required for some staff families, and for staff when the unit,
or individual staff members, is at ite base.




Quite young children have responsibilities as members of the
family. Girle take their share of carrying the infants, and
help with the cooking. Boys may be required to herd the sheep
and goats. Girls generally stay near their homes and mothers.
Boys roam much more widely and appear to be less controlled,and
given fewer duties, by their parents. It has been said that
emall girls, helping around the house, get scraps of food from
their mothers, and so tend to be Wbetter fed than their brothers
- and to have a better chance of survival,

The constant carrying of most African infants probably
gives them a greater feeling of contentment and security thas
is the case with European infants left in prams or cots. Certainly
I have the impression that African infants cry less than
European ones.,
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APPENDIX I,
HEALTH SERVICES AND PLANS IN OTHER AFRICAN COUNTRIES

In planning the development of health services for Malawi it is
sensible to look at how other African countries have coped,or
plan to cope,with their medical problems. In particular a look
at Ghana may be valuable,since there is considerable friendship
between that country and Malawi. Ghana is a West African country
of about 92,100 square miles,with a population (1960) of
6,690,730+ Formerly the Gold Coast, a British colonial posession,
1% became the independent state of Ghana on 6th March 1957, and
a republiec within the British Commonwealth on 1lst July 1960.

As remarked earlier,Malawi may profit from studying how Ghana
has advanced from a budget of £14 million in 1950 to one of
£128 million in 1961-2. Malawi may also take warning from the
startling increase of population in Ghana from about 4% millien
%o 7 million in 10 years - and indication of what Malawi should
prepare for.

sNaxn 9% 2 ihne kaude GO
In Ghana in 1952-3 (Gold
on health services was $

AL D & WA

Coast,1953) the estimated expenditure

A Medical £1, 318’380
B Medical Field Units £68,120
C Iepresy services £27,890

D Nurses Training College and hostel £19,370

Total : £I’4339760
Estimated vital statisties for 1952 included 3

Birth rate 30 per 1000

Death rate 2043 per 1000

Infant Mortality Rate 125 per 1000

Stillbirth rate 78 per 1000 live births

Maternal Mortality Rate 18 per 1000 total births
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The Maude Commission Report made recommendations,in 1952, for

the dovelopnent of health services. These recommendations

ineluded ¢
That the Chief Medical Officer be made equal in status to
the Permanent Secretary.
That the Medical Field Units,Central and District Hospitals,
and Health Centres be under Central Govermment control, and
that dressing stations and maternity homes be maithly the
responsibility of the local authorities.
That diets for patients should be provided by the hospitals.
(At present in Malawi most government hospitals feed their
patients. Some mission hospitals require patients to
provide their own food - which is cooked by relatives).
That all hespital fees or chargees be abolished.
That private practice in govermment institutions be abolished.
That Councile of large municipalities should employ their
own Medical Officers of Health, and should be responsible for
operating a School Health Service,a Health Visitor Service,
and Maternity and Child Welfare Clinies.
That Urban and Distriet Councils be responsible for routine
sanitary measures in rural areas.
That until the country could establish ites own medical school,
students be sent to United Kingdom, and grade *A" United
States of America, medical schools.
That legislation be enacted to provide for registration and
inspection of private nursing homes.
That under a pharmacy and poisons ordinance it should be an
offence for unauthorised persons to posess certain drugs.

Priorities for development of health services were given as ¢
a. Expansion of Medical Field Units.
be Improvement of existing hospital facilities.
¢+ Establicshment of Health Centres at nodal points.

d. Increase in the number of dressing stations.
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The government accepted the report with a few minor exceptions,
but was unable to accept that hospital fees should be abolished
(Gold Coast,1963).

Shana,1953.
The report of the Gold Coast Ministry of Health for 1953 states

that,under the Minister of Health, a Permanent Secretary is
responeible for execution of government policy in the fiddd of
health, A Chief Medical Officer,of equal rank and status,also has
direct access to the Minister, and is chief adviser to all other
departments and ministries on health matters, and is head of the
government medical service and Chaimman of statutory bodies -
the Furses Board, Midwives Board, and Pharmacies and Poisons
Board, :
~ Medical Field Units, with headquarters in Ashanti, condhcted
campaigns against trypanosomiasis and yaws, and against epidemics
as they occurred. The M.F,U.,s included a medical entomologist,
Concurrently they conduet surveys of the incidence of disease in
rural areas, administer treatment, and promote health education.
In 1953 they were largely in the North where the need was greatest,
but it was intended that they be developed to cover rural areas |
throughout the country. :

The training of nurses,midwives,sanitary inspectors, and
X~ray assistants was mentioned.

Under mosquito control, the oiling of earth drains, and
cutting of grass around them,was recorded,along with inspection
of houses for breeding sites.

Hospital feeding was on the basis of a varied traditional
diet, and cost on an average 1/10d per patient per day.

Physiotherapy for leprosy patients "had etill to be
undertaken by X-ray staff at most stations",

Principal causes of mortality in Gold Coast hospitals in
1953 were listed as ¢

Bronchopneumonia 143 cases
Respiratory tuberculosis 132 cases
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Tetanus 97 cases
Intestinal obstruction and hernia 94
Diseases of the heart 75

(exeluding rheumatic,arteriosclerotic
and degenerative heart disease)

NMalaria 74

Fracture of the skull T
Accidental deaths inecluded 3

Notor vehicle accidents 153

Other transport deaths from accident 49
Bites and stings of venomous
animals and insects 30

(However,hospital and recorded aceidental mortality,showing such
emall numbers, is unlikely to be & good guide %o comrunity
mortality snd morbidity). (Gold Coast,1954).

The Ministry of Health report for 1954 (Ghanma,1955) mentioned
financial etringency - the proportion of govermment expenditure
allocated to medical services fell from 4.2% the previous year
to 2,476, though the actual sum allocated rose by £98,501,
The treatment of 3,503 cases of respiratory tuberculosis
was recorded,l,077 as in patients. The Discase showed a decline
in mortality.l,690 cases of non respiratéry tuberculosis were
diagnosed, 388 treated as in patiente.
Malaria control was discussed. (I consider the following
quutations to be of great significance for Malawi) @
"It has been shown that a very high degree of anopheline
control will be nececsary to eradicate malaria."
“Control (of anopheline mosquitoes) just short of eradication
will probadbly reduce infant mortality bdut it may well inerease
mortality and morbidity im older children.® (By interfering
with the immunity to malaria gained by surviving children
in areas vhere infected bites ave frequent),
"Control that permits one or more infected bites a year
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(per person) will have very little effect at all®.
The regular use of suppressive drugs as a malaria control
measure was mentioned as difficult to achieve. Other methods of
control were larvicides,drainage, and residual insecticides
(insecticides sprayed om the inside walls of a house,leaving
a residue which kills mosquitoes alighting on the wall over
the next few months).

In the field of hookworm the report said "It has been
established in South America that the only way to control
hookworm is by issuing shoes to schoolchildren. The larvae
cannot then penetrate their feet, and the eycle is prevented at mm
least during the years of grewth and learning (Ghana,1955).

Atter a viuit 1nw1961, Bir S.Solvyn-clnrkn rupcrtod (Selwyn-
Clarke,1962) t "Under the guidance of Osagyefo, The President,
Dr Kwame Nkrumah, Ghana has made amazing progress since
attaining independence in 1957.....Seientific medicine now
meets with almost universal acceptance by the people of Ghana."

He went on to discuss,and make recommendations about,the
health services, making some criticisms ¢

",..8 great proportion of the burden of disease and of
preventable loss of life in Ghana could be eliminated by
raising the standards of environmental hygiene.""The Ministry
of Health 1- oonplctaly lacking in a well organised preventive
armses”

"Health centres are valuableyse«.but the indiscriminate
building of these centres....often as avresult of political
pressure ,when existing hospitals and other medical institutions
are seriously understaffed,constitutes a disservice to the
community." "No more health centres should be constructed until
a conference has been held at which striet criteria are laid
down for their function,staffing and siting."

"Maberculosis is not attracting the attention it should
from its dangerous nature and infectiousmness."
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"Emphasis should be laid on the prevention of disease.So
much of the overcrowding of heospitals,out-patient departments
and clinics is due to patients suffering from preventable
conditions,vho return to an unhealthy envirommeft only to be
reinfected, thus requiiing a second,third or further course
of treatment."

The Medical Field Units, as usual, were praised : "(They).s.
have more than proved their worth in combining curative and prewewki
preventive measures in the fight against endemic and epidemic
disease in Ghana." These units originated in 1935 in a campaign
against sleeping sickness (trypanosomiasis).later,campaigns
against Yaws, smallpox and the vectors of bilharziasis and
onchocerciasis were added to their activities, In them, a medical .
entomologist works alongside Nedical Officers and auxiliaries.
Flying columns deal with outbreaks of cerebro-spinal meningitis.
Sir Selwyn recommended that M.P,U,s should extend their activity
%o the immunisation of children againet measles,as soon as a
satisfactory one dose vaceine becomes available, and against
tuberculosis (with B.C.G. vaceine) and tetanus and whooping
cough - in addition to their anti-smallpox vaccination. He
recommended that the units remain autonomous, but maintain
close liaison with regional Principal Medical Officers and
Medicalk Officers of Health.

Preventive medicine is a recurring theme. Preventable
illnesses specifically mentioned are
Malaria, possible means against which include spraying,the

addition of antimalarial substances such as chloroquine to

salt, and the giving of weekly doses of "Daraprim"

(pyrimethamine) to schoolchildren.

Measles, which causes important mortality among children as well
as unpleasant side effects such as cancrum oris and
blindnesse
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Iuberculosis, he recommends that all infants,soon after birth -
before leaving maternity hespital,for instance, pre-school
children,young adults,medical staff, and any others unduly

exposed to infection should be given B.C.G. vaccination.

Malmutrition, - ignorance is the cause more oftem than poverty.

Bowe] diseages, - dysentery,typhoid and the like, and

Intestinal worms,~ roundworm and hookworm, are all preventable
by better sanitation and water supplies. Other preventable
diseases in his list are @

(0f the diseases listed omchocerciasis,sleeping sickness and
yaws are not now seriosu problems in Malawi, but in a Malawi
list I would include whooping cough and smallpox, and give
hookworm @ higher place on the list). |

"The physician who cures a severe case of typhoid or

tuberculosis is far more popular than the Medical Officer of

Health who prevents the occurrence of these diseaseS..." *A

Medical Officer in a clinical post cannot neglect patients in

order to do preventive work.® “"Medical Officers of Health in
municipalities should be seconded from the Ministry of Health

and enjoy the same security of temure as other staff of the
Ministry." They "+..should posess fully executive powers and ‘
control all health and sanitary staff,with the right of appeal

to the Ministry of Health where a municipality fails in its
duty in health measures to the community." (These last remarks
appear to have been ca=used by the observatihon of feelings of
depression and frustration among M.0.H.s and sanitary staff due
to poor relationships with,or lack eof enthusiasm in sanitary
matters from,their municipalities. It is to be hoped that such
a situation will not arise in Malawi).
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Attention is drawn to certain specific sanitary problems such
as inefficient digestion of nightsoil at one place where the
machinery was "not designed to cope with corn cobs,sticks,
gtones and rags used for abstersion."

Inadequate refuse disposal is commented upon, and the
incineration of suitable types of refuse recommended. lMuch
mosquito breeding was found to be taking place in discamded
tins and other containers. The disposal of slaughterhouse
and offensive trade wastes could cause a fly nuisance,but wastes
stored for two years in fly-proof disposal pits are them .
inoffensive and can be dug out to provide valuable manure.

Market sites should be carefully selected and should be
big enough to allow for rapid growth of the town served., Publie
latrines and covered dustbins at market siites are recommended.

The need for proper siting of cemeteries,and their
amﬂim and the registration of u.m.nmum and
m-.u mentioned,

In Mlmm housing,the eretion of buildings and
additions not properly authorised is condemmed.

It is recommended that the Chief Medical Officer should
have a deputy to direct publie health work, who should posess
the Diploma in Publie Health and Diploma in Tropical Medicine
and Hygiene.

It is recorded that pay for health inspectors in training
is inadequmse, as a boy with the West African School Certificate
can obtain better pay elsewhere. In order to attract candidates,
higher pay for such trainees is advised,plus hostel accommodation
with individual bed-sitting rooms for study. (A starting salary
of £6 205 x 10 to £G 265 is recommended).

The decision to have a medical school in Ghana is praised.
A shortage of Sister Tutors is noted and the sending of selected
Ghanaian nurses to the U.K: for Sisterxz Tutor courses is

suggested.,
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Continuity of service in one region or district is advised,so
that an officer can familiarise himself with local problems,and
make local contacts.

Overcrowding of hospitals is noted : "Where staff is
inadequade, standards of diagnosis,treatment and rehabilitation
fall, and there is a constant danger of cross infection and
delayed recovery."

The estabilshment of large diagnostic and curative
polyeclinics is recommended, with adeguate ambulance facilities
for conveyance of seriously ill or badly injured persons to
the nearest hospital.

Sir Selwyn writes t "...I feel that an efficient almoner's
department,in the major hospitals at least,would soon pay for
itself and benefit the community."

On the subject of poliompelitis he notes that it oecurl,
but 1t will be a long time before the standard of envirommental
hygiene removes the "danger" of repeated subclinical infections.
He therefore does not recommend an immugisation campaign,but he
does recommend immunisation for immigrants to the country.

It seems valuable to summarise the medical section of the present
Ghanaian seven year plan,for the financial years 1963/64 to
1969/70 (Ghana,1964). Under it the following is to be spent on
extension of medical services (in addition to recurrent expen-
diture on existing services,which had risen to around £8 million

per year in 1961/62) ¢

Disease control and eradication £4,000,000
Regionalk health services £5,735,000
Hospital services £16,880,000
Medical School £3,500,000
Dental health services £805,000
Miscellaneous £1.40,000

Total ¢ £G 31,060,000
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The hospital services figure includes £1,030,000 for training
schoolszmx and hostels.
Targets under the plan are to achieve by 1970 ¢
1 physieian per 10,000 population,
1 nurse per 5,000 people (including nurses at publiec health
centres),
1 technician (laboratory,X-ray) per 5,000 people,
1 sanitariang (Health Inspector) per 15,000 people and
1 health auxiliary (Community Health Nurses, Vaccinators,
Dresesing Station Attendants,) per 1,000 people.

Despite recent rapid progeess in health services,these
services have been unable to cope with the demands upon them.
At some places outpatient attendances have doubled in three
years,

The most outstanding contribution te publie health has
come from the Medical Field Unite,particularly in the fields
of trypanosomiasis,vaceination against smallpox, cerebro-spinal
meningitis and yaws. leprosy and tuberculosis units have only
been operating for comparatively short times,so that it is still
to0 early to assesg their results.

Until 1960 scholarshipes for medical training amounted to
no more than 10 a year.The number now is 50. In 1962, 114
new doctors were registered in Ghana, of whom 17 were Ghanaians.
Ghana has decided to establish her own medical school,designed
initially to turn out 50 graduates a yeay. In October 1962
51 premedical students were enrolled at the University of Ghana.
It was plamned to provide facilities for them to start their
medical course in October 1964+ With 50 medical scholarships a
year finding enough places in foreign universities had become
a problem, Scholars have gone to many countries, and differences
in orientation,approach and even standards, are bound to be
reflected in the quality of the medical care when all these

students graduate and return home.
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There was no top level nursing school in Ghana $ill 1945. The
single one achieved an annual output of only 8 by 1950, In
1961/2 eix schools of mursing turnmed out 265 new nurses and
midwives. The increase of other paramedical personnel was also
substantial,but even so did not fully meet requirements.

AlY the training programmes of the country are to de
extended, "A new grade of nursing assistant is to be established.
These asststantes will be recruited from middle or continuing
school leavers and given two years training im practiecal
nursing®.

The School of Pharmaecy produces all the pharmacists
required. The newly established grade of dispensary assistant
has proved a success, and numbers will be increased. '

Other trainihg programmes are for Public Health and
Community Health Nurses, and laboratory Technicians (assistants)
and Technologists.

Emphasis during the seven years of the plan will be on @

1. Training of workers, and 1 e
2. Rural health.
(The previous emphasis having been on curative medicine and
concentrated in towns and large villages).

"During the next seven years an extensive network of mobile
and static health facilities will be made available to the
rural population."

With World Health Organisation assistance pilet projects
for the control of melawia will be contimued and extended. These
are based on vector control of mosquitoes with residuval
insecticide, and control of the transmission of malaria with
medicated salty ‘

Substantial help from U.N.I,C.E.F, has been recédved
towards the control of leprosy.

There have been very good results from 2 joint Ghana
Government/World Health OrganisationfUnited Nations Childrens
Fmergency Fund campaign against yaws.
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"It must be stressed that preventive medicine is not solely or
even mainly the domain of health workers" - co-ordinated effort

is needed. Govermment,local authorities,engineers,agriculturalists,

teachers and welfare officers must all play a part.

Rural health services are to be based on Health Centres.
These are not to become little hospitals.The doctors in charge
will have g public health orientation and will concentrate on
the prevénttmn and control of endemic and epidemic diseases and
the provision of more adequate matermal and child care. They
will also assist both local authorities and Central Government
officers in efforts to improve local sanitation.

Though there are no reliable statistics,it is known that
at least 100 children die,out of every 1000, before reaching
one year of age, and at least 250 of every 1000 do not live to
enjoy adult life. This great wastage occurs in the years before
a child goes to school, and endemic diseases and malnmutrition
are the principal causes. The maternal mortality rate is
estimated at 17 per 1000 live births.

The implementation of universal primary odnzatioa providoo
a convenient focus for the organisation of child health systems.
(The educational section of the plan envisages,in 1964,
1,408,000 children in primary,middle and continuing school, and
28,500 in secondary school. The expected figures for 1970 are
2,219,500 and 70,000).

Urban Medical Officers of Health shall become legally part
of the Central Govermment medical service.

Curative services shall be provided from Health Centres,
Health Posts, Dressing Stations and other static units, as
hospitals will still be inadequate in size and physically out
of reach of many for some time to come, but "such curative
gservice as is provided will be deliberately limited so as to
leave the health staff free to undertake their primary takk of
disease prevention and contrel." "An efficient reference
procedure together with a well organised ambulance system will
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ensure the rapid transmission of cases from health units to
hospitals." "Centres within the rural health services will be
able to offer

1. Simple firet aid.

2+ Treatment of a specific number of 1nfect16na where

health post persomnel ean be trained to make a diagnosis
and administer specific treatment according to fihxed
schedules, e.g. malaria.

3« Treatment of simple conditions like boild and ulcers.
Centres with resident Medieal Officers will be able to offer
a wider range of serviveSsesse™ :

“"Apart from the health centres mentioned above 150 health
posts will be established, and dressing stations,more efficéént
than the majority of those in existence, will also be built
and staffed."

Five new memtal hospitals will be built to provide 1,200
beds., In addition,psychiatric unite will be provided in central
hospitals. The cadre of psychiatrie social workers will be
increased.

A School Dental Service is envisaged.The recruitment of
dental surgeons and training of dental hygienists will be
accelermted, '

 DeclAred govermment policy is eventually to provide free
health facilities for the entire population of Ghana. This will
not however be possible during the period of the present plan.
During the period it ies proposed to inaugurate a partial National
Health Service which will provide free treatment for paupers,
for all communicable diseases and accidents, and for children
up to school leaving age. It is also proposed that all
diagnostic services should be free.:
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Nigeria. 1955, lagos.

In planning services for the main muniecipality,Blantyre-Limbex,
in Malawi,it may be worth loocking at how another African tewn
has regarded ite health problems., Proposals for lLagos in 1955
(Nigeria,1955) again complained of cramped end overcrowded
outpatient departments at general hospitals. Hospital
accommodation in Lagos of T60 beds and 50 cots was thought
totally inadequate for the population of 295,000. (Blantyree
Limbe,with a larger population,had 468 beds in 1962).

It was recommended that outpatient clinies and dispensaries
be set up in various parts of the town to provide decentralis-
ation and enable the population to get treatment nearer to
their own homes.

Three new dispensaries were proposed,each of four
consulting rooms - with ancillary accommedation, a redords room,
lavatories,garages etc,,and each staffed by two govermment
Medical Officers, a Nursing Sister and three Nurses. The
accommodation would provide facilities for some private
practitioners to assist in the outpatient work should they wish
to do so. ‘

Total capital costs for the three dispensaries were
estimated at £36,750, and anmual recurrent coste at £40,000.

Nigeria. 1955. Southern Cameroons.
A document giving policy for medical services in the Southern

Cameroons, in 1955, states (Nigeria,1955,Sessional paper No 8)
"Native authorities will be encouraged to introduce
registration of births and deaths in their area of jurisdiction."
“The attack on diseases of importance such as malaria,
yellow fever,and dengue,will be through contrel of the mosquite
vector." .
"Everything possible will be done to lower the incidence
of tuberculesis by raising the standards of envirommental
hygiene,particularly town planning and dwelling house standards,"




Zapganyika. 1956,

A draft plan for the development of medical services in
Tanganyika, Malawi's Northern neighbour,in the period 1956-61
stated (Tanganyika,1956) @

"eneset® curative medicine is what people understand and
whatf they want,and as in African conditions at present
preventive medicine can only hope to be accepted by the people
. through curative services,it is proposed to devote by far the
greater part of the capital sum available from development
sources to expansion of the hospital services.®

"Even this will not achieve the target of ome bed per 1,000
population in govermment hospitals,which was and still remains
the immediate objective."

In rural areas the Health Centre is cnviu;cd as the basis
of the medical service. There are various plans for these centres
in various countries. Essentially the centre comprises ¢

1. A dispensary with,generally,a small holding ward.

2. A maternity and child health clinic providing not only
for ante-natal and child welfare sessions,but also
limited lying-in accommodation and a delivery room.

3+ A health office with facilities for health education.

4, Housing for the health centre staff.

"The function of the Health Centre is to provide balanced
and integrated curative and preventive services in circumstances
permitting effective health education of the publice....the
medical assistant or rural medical aid will be the loeal
equiivalent of the general medical practitioner....the health
nurse and the village midwives will operate a domiciliary
midwifery service."

"While it is visuldised that ultimately dispensaries will
be replaced by Health Centres,this will not be possible for
many years to come for financial reasons and because there will
not be suffivient trained personnel."
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The plan suggests one Health Centre for 40,000 to 50,000
people, with satellite dispensaries.This would require gbout
160 Health Centres for Tanganyika (land area about 342,038
square miles, total population estimated - 1962 - at 9,549,400).
The proposed staff per Health Centre is 1

1 Medical Assistant (in charge)

1 Health Furse

1 Assistant Health Inspector

2 (or more) Village Midwives

2 Nursing Orderlies

1 Health Orderly

2 Subordinate staff.

These centres are considered "to provide an admirable opportunity
for combined effort by local and central government." It is
suggested that the Local Authority should be responsible for
a« Erection and maintenance of all buildings,ineluding
- staff hmtuq
bn Provision of equipment,drugs,dressings otc.
¢« Direct employment of village midwives,health orderlies
and other subordinate staff.
d,s Salaries and other charges of seconded staff,

The Central Govermment (Medical Department) should, it is
proposed, be responsible for 3
a« Training of personnel.
be Supervision by senior medical and public health staff,
d.¢¢ Medical Officers and Health Viesitors and Health
Inspectors.
¢+ Employment of Medical Assistants,Health Nurses and
Asgistant Health Inspectors, the govermment to subshdise
the costs of these for poorer local authorities.(Normally
these staff would be govermment employees,paid by the
Medical Department, and the local authorities would
reimburse the cost of their wages to the central
government) .
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The estimated capital cost of such a centre,with staff housing,
is around £5,100, less if some buildings already exist.The cost
of equiipment for such a centre is estimated at adbout £300, dut
UsNI.,CoE.F. and W, H,0, might provide equipment - and also
vehicles to facilitate supervision by senior staff and to
transport patients from Health Centres to Distriet Hospitals, and
biecyeles for centre personnel.

All rural medical aids employed (in 1956) by Native
Authorities, at different rates,will transfer to the central
government, and their salaries will be reimbursed to the
central govermment by the native treasuries, Salary scales are
given as @ :

Medical Assistant, and Assistant Health Inspector,

£162 (178) to £318 (350).

Health Nurse £90 (99) to £156 (172).
The (1956) costs of a centre are given as 3
Capital Buildings | £5,100
: : Equipment L, £300
Total £5,400
Annually recurrent
1 Medieal Assistant £162 (178)
1 Assistant Health Inspector £162 (178)
1 Health Nurse : £102 (112)
2 Village Midwives at £60 £120 (132)
5 Subordinate staff at £60 £300 (330)

Total of above ¢t £846 (930)
Plus 25% of basic salary pension element__£107

Total cost of personal emoluments per year £1,037
Maintenance coste at 2&% per annum £127
Drugs ete. per annum, estimated £150

Total recurrent cost per annum 3 £1,314




Capital Cos% of 40 such centres ¢ £216,000
Recurrent cost per annum of
40 such centres £52,560

The greater part of the time of one Medical Officer in each
District should be devoted to the supervision of the District's
ruralk services, and he should have a Health Vieitor and a
Health Inspector to aseist him.

A map with the plan shows all government and mission
medical units, with 50 mile radius circles drawn from
government hospitals to indicate an arbitrayy "sphere of
influence",in order to show at a glance where spheres of
influence overlap and which areas have no coverage.

Village midwives are sponsored for training by the Native
Authorities to whose employment they return from the training
centre.

Selected male nurses are given a year's training in
nuup,iam red lamp treatment ete.,to qualify as physio-
therapy assistants. A training school a% Dar-es~Salaam trains
many grades of staff,

Existing medical units require (in 1956) an establishment
of 169 medical practitioners, made up as @

137 to man units

27 (20%) leave,sickness and casualty pool
5 reliefs for administrative officers,specialists and
Senior Medieal Officers (clinical).
The expanded service would require 187 Medical Officers.
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Other staff to be inereased in numbers under the expansion
plan were 3§

1956 Proposed
establishment.

Fursing Sisters 130 210
Health Visitors, 21 41

(partly interchangeable with Nursing Sisters)
Sister Tutors 8 10
Sister Housekeecpers
and Housekeepers 6 13
Physiotherapists 4 6
Health Imspectors 33 44

(As local authorities employ their own Health In-paoiors
the figure 44 can be reduced to 38 ).




MKOPE HILL - A STORY OF INITIATIVE

My Geoffrey Chioko, the Medical Assistant in charge, stands at
the left. n come three Orderlies, then the n&ﬂv&*bu

The emall round shelter,behind the midwife,is the kitchen.
The walls of the Dispensary are of nunpdrioa"un& bricks, the
roof of pole and thatch.

\
-

Soon after my arrival in Nyasaland,in Novemher 1958,
My Chioko pointed out to me that Mkope Hill Dispensary was in
a dilapidated and unsatisfactory condition, and needed
replacement. I replied that there was notsufficient money
available to replace it. Mr Chioko offered, if I would obtain
building materials, to construct a new Dispensary himself,
employing a minimum of paid labour. After some doubt,I agreed,
not wishing to discourage initiative. Cement was bought and
moulds borrowed, and hollow cement blocks were cast,by Mr Chioko
and his helpers, for the building. Through the receipt of a
timely donation, it was possible to buy corrugated asbestos,and
timber, for the roof, and steel window and door frames -

impossible for the white ants (termites - 'chiswe') to eat.

w
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ope H « The new D 38 1) ructiox

My Chioko with his builders.The tree to the right ies a mango.

Building wae delayed by unsuccessful negétiations for a
government grant-in-aid. The new Dispensary was opened on 23rd
March 1961, and cost about £600 altogether - perhaps a third
of what 1t would have cost to get a builder to erect it. It
was designed by Mr Chioko and myself to allow for the building
of a ward at each end when finance became available.The old
Diespensary was used as a rest-house for patisnts,and their
relatives,from a distange, In 1961 the building of a ward for
women and children (ten beds) wgs started, the estimated cost
being £500.The Witwatersrand Native Labour Association (Wenela)
African Interest Fund (interest earmed by money held by Wenela
on behalf of ite African emphoyees) granted £250, and the
Ministry of Health promised a 50% grant, Some Churches donated
money for equipment. The ward was opened in 1963.

My successor,in his report for 1963 (Diocese of Malawi,1964),
stated that,from a desire to encourage the enterprise of Mr
Chioko, a further £500 had been allocated to enable him to add
an 8 bed male ward, and an out-patient shelter, to the unit.

AT
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J 2 & ¥ L IO T
The Dispensary ic complete,bpt wards are i:t %o be added, The
seated women are outside the door of the labour ward,where the
midwife is see patients. Where they are seated, the womens'
ward was later added - a covered space (khonde) separating it
from the building shown above (the roofs and foundations being
continuous).

It is partly from my experience with the new unit at
Mxope Hill that I have derived the ideas and plans which
follow in APPENDIX II, The cost of the unit at Mkope is more
than I have allowed in these plans -~ in these plans I have
estimated for the use of sun-dried mud blocks in stead of
cement blocks (but with permanent roof and good cemented
foundations), and with free labour from self-help raised
locally. While My Chioko donated his labour (in addition to
doing his medical job) at Mkope, local people who worked on
the unit were paid - so that the unit was not built by self-
help. (Self-~help in medical projects was hardly practicable
while health was under the Federal Govermment. It remains a
point of great interest to see how much self<help will
materialise and be made use of under self-govermment.So far it
has been used more for schools and roads than for medical units).




APPENDIX II,

COMBINATION OF MODERN AND TRADITIONAL BUILDING METHODS,

For rural medical units I suggest that foundations be bduilt of
rocks,concrete blocks,or well burned bricks,with cement mortar,
and covered with a 4" concrete slab,the lower surface of which
should be mat least 6" above ground level, and the edge of
which should project at least 3" out from the walls,(Such a
foundation should be impregnable to termites, but to keep
termites out of the building the 3* projection around the building,
of the floor slab, must be kept free from rubbish and termite
tunnéls by regular sweeping).

For a dispensary building,or ten bed wgrd, 20*' x 25°
(500 square feet) this means,if rock is available for the
foundations,some 6% cubic yards of concrete. With a strong
mixture of 1 part cement,2 parts clean sand, and 4 parts
broken rock,this would require for the floor slab 30 bags of
cement, or for a 3" floor slab 23 bage. A 1 cement/3 sand/6
broken rock mixture, which is often said to be adeguate,would
requiire less cement.

On the floor slab,walls ean be built of sun dried mud
bricks with mud mortar. 01d sun dried mud brick walls on Likoma
Island demonstrate that if these are properly made out of the
right kind of mud, and given reasonable protection against
water from above (by & good roof) and termites from below
(by sound foundations) they are as hard as concrete and last
indefinitely. (The blocks I am thinking of are intermediate in
gize between the standard burnt brick - 9" x 43" x 3" « and the
cement or comcrete block - 18" x 9" x 6%),

Lintels,window and door frames,and doors,can be made of
local timber, but if money is available reinforced concrete
lintels and sills, and steel window and door frames,are preferable.

For the sake of coolness and ventilation walle should be
at least 10' high, with ventilation gaps between them and the
roof - which ean be filled with wire gauze if an attempt is

being made to exclude mosquitoes.
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The roof may be of local materials - pole and thatech - which is
cheap and cool, but this involves a fire risk and the prospect
of annualk repairs. If possible it should be of permanent
materials - such as sawn timber,treated against rot and insects,
and 24 gauge corrugated iron. Corrugated asbestos is cooler
and less noisy, (heavy rain drums on iron, and hot sun makes
it creak as it expands), but it is liable to be broken in
transit or by inexpert handling. Corrugated aluminium has its
advocates, but can work itself off its nails by expansion and
contraction with temperature variations, and must be very
securely fixed against removal by high winds.

Corrugated iron does not insulate well against the heat
of the sun,but a high roof with ventilation spaces mitigates
this, Ceiling boards provide insulation,but should not be used
unless the space between them and the roofx can be made
absolutely bat proof., Even without eeilings,bats may colonise
a roof if any spaces are left between,for instance, the ridging
and the sheets of corrugated iron. This can sometimes be
preveted by hammering in the ridging to fit the corrugationms,
or by filling spaces with mud,cement or papier maché, Bat
droppings accumulating on a ceiling can cause its collapse,
and in any case bats cause an unpleasant smell, a nuisance
through their droppings falling into the bduilding, and noise.
Wide open spaces - six inches or more between roof and wall top,
for instance, are not likely to be colonised by bats, but such
spaces,unless blocked by wire netting, let bate in to colonise
the spaces between the roof beams and the roofing,if such have
been left,

Very approximate costs for the 20' x 25' floor area unit

might be ¢ Cement £25
24 gauge corrugated iron and ridging &£40
Timber £20
Naile ete £10

Transport of materials £10
Total cost of materials above : £108
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Steel window and door frames,if used, might add a further
£100 to the cost of materials.

The central govermment might provide expert advice and
supervision, the local people the labour and the mud bricks
(as self-help). Total costs must vary widely with materials
used, distances over which materials must be transported, and
the extent to which some labour has to be paid, Costs for
materials such as cement and corrugated iron might be kept
down by bulk buying by the govermment. For the purpose of
discussion a figure of £250 for a 20" x 25' dispensary block,
and the same for a 20' x 25' ward with an 8' x 20* covered
space (khonde) (see the plans which follow),is syGCESTED,

Houses for staff might be built to good local traditional
standards by self<help,with pit latrines and outside kitchens,
at a cost for materials of a further £50 per 20" x 25" block at
the medical unit, making the total cost per block around £300.
When funds become available better permanent staff houses should
be built. |

Water supply would depend on loeal eircumstances but a
further £50 may be estimated for the provision of a protected
well and,or,hand pump, bringing the cost to £350 for the
initial block of each unit and £300 for each subsequent block.
If labour were paid a cost of £500 to £600 per block might be
reastnable. Piped water supply, and water-borme sanitation,
highly desireable where possible, would further add to the cost, Wm
but, assuming that economy ie necessary,l wopld assume that mest
units would initially use outeide pit latrines. ;

I would suggest ae a basie plan a simple design,
standardisation of which might enable economies to be made in,
for instance, the bulk purchase of roofing materials., On
following pafles a possible design for a unit is set out, built
up of 20' x 25' blocks, with 8" cobered spaces between - to act
as verandahs where people can rest in the shade.
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The firet block would comprise a Pispensary,require one
staff house, and cost about £350.

The first,second and third blocks would comprise a
Rural Health Centre, require three to fiwe staff houses and
cost about £950.

The complete complex would form a Rural Hospital (Prinmeipal
Medical Assistant Hospital), require five to seven staff
houses and cost about £1,850,

In some cases staff living near their pince of work would
gtay in their own homes and not require staff houses.

Latrines,washing places and kitchens might initially be
of traditional materials and desipn, but should as soon as
possible be replaced by adequate permanent structures,preferabdly
with piped rumming water - which would also,where possible,be
laid on to the dispensary,labour ward and theatre,with
adequate provision for drainage.Whatever form the latrines
take there must be a suffident number for outpatients and
in-patients and staff, and they must be kept clean.

Guttering would earry rainwater away from entrances to
doors and khondes. Where drainage is praciicable guttering
should take all rainwater 1o romes leading to drains.

A desireable addition to such a unit,at any stage,would
be one or more small isolation wards, which could initially be
traditional type houses, where persons suffering from infeetious
diseases can remain for treatment. This is especially desireable
for children suffering severely from whooping cough or measles
who require hospitalisation - but cannot be put in a general
ward with other children, They could stay in such isolation
wards with their mothers,

Another useful addition would be rest houses for patients'
relatives,and for some out-patiente who eamnot readily go home
between treatments.These could be either traditional type houses
or permanent buildings,depending on finance.
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gan be built wup in stages.

Seale : one eighth of an inch to the foot.

o 0 20°* ? Window Door
Y 1 o b
Vard - ¢ Second block to be built.
Maternity and For all women patients,and
women and young children,initially.
children. S Later to be maternity ward.
v
Y ]‘
Covered space g
- khonde. .
' A 1? «— First block to be built.
szico Zabous Dispensary room,labour ward,
i . ward. store, Medical Assistant's

10¢ office/examination room, and

room. small verandah, (The 8*
A J , covered space,with open sides,

ation m
v.r‘nd‘h * is built llong with the

“

-

- khondoc second block, and another

D!.spenury along with the third block).

A

? Store.

15

1




165

The third block to be built would be symmetrical with the
second, on the other end of the first block. It would be
useable as a lecture room for health education, and for the
holding of maternity and child welfare cliniecs, or as a

male ward.

When the complex is complete there will be four

ward blocks (2nd,3rd,5th and 6th) - made up as @
Maternity ward (2nd bloek),
Womens' and childrens general ward,

Mens' ward,

lecture room/maternity and child welfare clinic room,
(useadble as an extra ward in emergency).

Cross sections ¢ one eighth of an inch to the foot approx.

< Section showing gable roof.
With this the covered spaces
gkxthexzkdax would need no
walls at the sides,though a
low wall at one side might
be useful as a windbreak
and for sitting on.

/’ This is the more conventional

roof shape. End walls should

be gable rather than hip -

for simplicity in building.

« Alternative section with
mono~pitch roof. This would
need the 17' wall to be built
up to the roof at the
covered spaces in order to
give shade and protect from
the wind. In the centre block
the roof could rest on the

W////////W% centre and side walls,but in
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the ward blocks trusses would be needed.

& ;‘\ ) ti—-‘————?_

1 { T ePourtn bloek to ve built - same
% i‘;‘y‘?m"‘ . Theatre. scale. Operating theatre,
1 laboratory, second office (for
Health Assistant and Midwives),
T' Bhare out patient dreseing room and
ﬁm \ 25" second store. Criticism might be
l E made of opening the dressings
r ~d room and store off the theatre.
Office. Out- This has advantages of conven-
i d::ﬁg:. ience,but if it were felt to
room. involve a danger of infection
! | = the theatre the plans for
g N A N A the block could be re-arranged.

Qutline of completed complex 3 Scale 1 mm = 1 f£% approx.

A covered way joins the two sets of blocks. The order of
building is noted on the blocks. On some sites it would not be
practicable t0 build the two
rows of blocks parallel to
each other, or to link them
easily by a covered way.

2nd " 6th

1st 4ty

3rd 5th




167

The following es#ablishment list,as at lst August 1964, was
recieved from the Ministry of Health with their letter
6371/68 of 19th September 1964 (see page 28). It does not
include the staff in ranks below Principal Medical Assistant

and Regional Health Assistant.,

HEADQUARTERS 3

Secretary for Health Gp 4
Tuberculosis Specialist Gp.9
Senior Assistaht Secreta G{
Personnel Officer

Dr R.Park (CG)
%acant
GeB.Baira
G.W.Parker (CG)

Eatab%:lahnen‘t Otfic.r : E.OJII HyDeG.Coffin (CG)

E.0.1II Vavant (P.D.meo)
" » Es0.1 P.D.Zganbo
(KsLed oMiunthali on lo’n)
Chief Fursing Officer 85.28 Miss G.V.‘uuh (ce
Chief Health Inspector RE.0.IV Gedod, p.f
Accountant Ee0.IV AENiller (CG)
Sub Accountant E.0.1II Se .m“ (E 0»111’
Departmental Imspector E.0,II nm.lum S
2 Stenographers 8S.1 Mise M.Swift 66)
» 838.1 Mise Ge.Guider (CG)
MEDICAL STORES ”
Principal Pharmacist Gp 10 H.R Durrant (CG)
2 Pharmacists .O.I/II/XII Vacan$
Vacant
Accountant E.0.1I1IX A.VWeekes
Executive Officer E«Osl Vacant
BUBLIC HEALTH LABORATORY
Director Gp.T Vacant
1 Inboratory Technieian T.O.IV R.G.Kyte (CG) (7.0.I1I)
1 T.0.11X Miss M.,Faasen (CG)
1 Public Analyst Vacant
EEGIONAL HEALTH INSPECTORS
Bla 3
egiona alth Inspector T,0.I/II/III 1L.Ellis (CG)
" " Assigtant T.0.1 F.Maloya

:
gional Health Inspector T.0,I/II/III F.K.Baraf (CG)
" F.Jamestall

" Assistant T.0.1
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Mzugus
Regional Health Inspector T.0.1/II/III Vacant
" L " T.0.1 Vaecant

:
ﬁgional Health Inspector/Tutdyr T.0.1/1I/II1I H,T.Hodgson (CG)
*  Assistant T40,1 0. M, Namutwa

QUEEN ELISABETH HOSPITAL, BLANTYRE,
Senior Medical Superintendent Gp.7 Dy Ben Dashan (CG)

2 Surgical Specialists Gp.7 Dr J.A.A.Borsnc%n (ce)

Mr R.C.Buchanan (CG)
Medical Specialist Gp.T Dr D.Beiran (CG)
Ansesthetist Gp«7  Dr S.L.Chanda (CG)
Ophthalmoxlogist Gp.T Dr 0.8.Peacock (CG)
Radiologist Gp«T Vacant
Obstetrician/Gynmeologist  Gp.T Dr(Mrs) 0.C.Hoyle (sssaiona])
5 Medieal Officers 88.23 1. Dr J.M.T.D'Sou CG |

24 Dr T.W.Jackson (T
3‘. m Io‘ﬂn.mn
4. Dr A.C.Borgstein (P,T.)
5.  Dr A.W.Harris (P.T.)
Dy A‘o.‘.ﬁ: (P.T.)
t

g :.g.g:mt ,‘;."“"M
Dental Surgeon xx2 $8.23 TR Bostt Nomon (G8)
Dental Me ¢ T, .gx ' NoH.Gidley e? :
Pharmacist/Secretary !ig; “ 5 sf.a.gimg “- (CG) S otih)
L8 «04 = +04 88 glen
. " r.o.x/n/ziI Mrs B.inm'(:%
(Ieave 5.10.64 = 31.10.64,Miss Maslen)
Radiographer 7,0.1/11 C.Milton (CG
Physiotherapist T,0.1/11 Mre E.S.Whiteley (P.T.)
Executive Officer E.0.1II1 TeArmita (063

2 Clericalk Officers T.CsAs . Mrs F.E.Parker (T)
2+ Mre M.M.Smithymen (T)

Orderly Steward E.0.1 JJibekena
Matron 88.27 Miss E.Pedley (CG)
. 88.26 Vacant
5 Sisters 58.24 1. Mrs S.N.B.Sondeo tCG
2« Miss S.E.ARose (CG

3. Vacant
4. Vacant
5. Mys J.D.Harvey (CG)

23 Staff Furses T«0.1

1. Mrs PnEQ'.JOﬂ“ g!) Mrs nomy (m)
Mys J.G.Kristiansen (PT)

2, Migs M, Manda (T
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(staff Furses) 3. Mrs J.Mondon
4. Mrs R.Mywamba
5. Mrs T.M.Mbekean
6. lirs C.L.Creen
T+ Mre P.AJAdenubi
8. Mfgs J.Duma
9, lirs R.G.Corbett
10, Mrs A.E.Mting
11, liys 60Acmth
12+ Mrs M.I.Bannerman
13. Mys H.Clow
14, Miss E.Mayluka
I’o Miss F.Daka
16, Mise M.B.Mwali
17. Mrs Misomali
18¢ Mrs Io‘ongw.ﬂ (P‘T‘)
19. Mrs B.R.Moroney
20, Mrs J.G.J.Price f;
21. Mrs J.K.Barnett T (Ward Attendant)
ggﬁ Mrs -T.Inlk.r OG)
. wh@e—bplele

Mrs M.Gribbon (T)
Resigned 20.8.64

é'ard‘ Attendant
Ward Attendant

MEEEEEEREEEES

%Ln* atﬁor : 88.2 In abeyance
rrtu&px Medical Assistant T.0. F.Gonani

HARADSULU o

dical Assistant T.0.I/II M.P.lewss

B ocese ~
cal Officer 88.23 Vacant

_ EDr R.J.Harvey - voluntary)
Principal Medical Assistant T.0. H.C.Mlanga

¢ : :
et Pal Medical Assistant T.0.I/II Vacant

%1 Officer 88,23 Vacant
Principal Medical Assistant T7.0,1/II R.Thindwa

W. 88 «23 Vacant

cer -
Principal Medical Assistant T.0.I/II M.Kawamba

ON
ca cer 88.23 Vacant (Dr L.A.Anderson)
Principal Medical Assistant T.0.1/II Vacant

ggncipag Eaical Assistant T.0.I/II B.Mchungula

fedical 88.23 Vacant (5.C.Mwenifumbe
Principal Medical Assistant T.0.I/II Vacant at Kochira



ediea icer

Prinoipal lodical Assistant T.0. 1/11

A 4.1

x

2 ﬁgli 9 Oftioer-
fefteet B

ediea parintcndont

G’cs
2 Medical Offiecru 88.23‘ %.
!har-aoiut/hocrotary T.0. I/TI/III
Radiographer : !.O:I/I
Matron ' 88.26
Male !uxer 88.26
Siste 8S.24 :
m .‘lff .lrl.l !._0. , %Q
; L3
3.
! ;“
-
ii
90’100’110.1326’ y

Wne )alt Medieal Assistant T.0.1/II

38

88.2

Principal Hodical Assistant T.O.L/II

gég%eggu§;fiecr

88.23

Principal Medical Assistant r.o.x/n

88.23

88.23
Principal lodionl Assiatanx T+0.1/1IX

. Mrs N.,K.Chaudhri

'~ Mys J.E.Rees

88.23
1 !rineipal Medical Assistant T.0.I/II

In abeyance
G.Kunkwenzu

ent/hprolggu; Gp.7 Dr G.Currie (CG)

Vacant

l. In abeyance
2+ Vacant
A.G.McLande

Dr Ben Menachem 38t1n8)

Dr A.Up (CG) (W.,G.de Clive
Dr AJRippin (CG) Lowe - Dental

Surgeon) (CG
Vacant

Mrs E.E.Hopkins (CG) (at Zomba)
Vacant

Vacant
Vacant

Myrs G.Mise
Mys l&lw”aﬂ':

Mrs J.Waterfield
Mrs J :P.Bnmh
Mre M.Jeffrey

EEEEEE ]

- h'l J.I.Plrtridp P.T,)

Vacant
B,B,Samwa

!w(lra) K.M.Robertson (T)
SeDKumsinda

Y« In abeyance
2+ Dr H,W.Bwanausi
B.P.AKulemeka

(7)

Vacant
Vacant (P.D.dsani at
Public Health Iaboratory)

Vacant
Z+8ibale
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ioa cor 88.23 Dr L.A«R.Starmans (CG)
Principal Medical Assistant T.0.I/II G.Nyirenda

%giul Officer 88,23 - In abeyance
edical Superintendent Gp.9 . Dr S.V.Bhima
2 Medical Officers - 88+23 1. Dr AKahane (CG)
2+ Vacant

Dental Surgeon 88.23 FuL.Flook (CG)

§ 5.8-64 - 30.10.64)
Pharmacist T.0.,1/11/11 I..Bhoar (ca)
Matron 88,26 Miss P.M.Loney (CG)
8ister S8.24 Miss B.I.McNulty (CG)
12 Btaff Nurses T.0.I 1, Mrs K. von Benmeke (T)

2, lirs N.L.Backhouse (T)
(Resigned 18.8.64)

3¢ Miss M.L.Phallaza (T

4. Miss E.Grant T

5¢ Mrs M,E.L.Horne T

‘. Mrs A.Cameron PQT'
;¢ Miss ﬂw

8 Mrs M. P.T.
lgb m M PJ..
et lt" PeTe,

louenl &uporiuundon/hyehiatrut G)."I Vacant

Charge Male Furse

Vacant
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APPENDIX IV,
FOOD IN MALAWI

Some figures extracted from tables in a textbook of nutrition
(Nicholls et al.,1961) are of interest ¢

Contents per Protein Calories Caleium Iron Thiamine Nicotinie

100 grammes $ (ge) (KageCals) (mge) (mge) (microgd acid (mg.)
Maize meal 9.5 348 18 3 350 1.0
(96% extraction)

Manioe fecula 0.5 348 12 0e3 0 0
(cassava flour)

Kidney bean 24,0 306 120 8 450 2.3
Dried fish 42 204 180 2.0 60 5.0
“Amaranth® leaveg 4.0 40 200 3.5 150 0.7
(various apooicl’ . ‘ , .
Yellow pumpkins 1.2 33 20 - 0,8 50 0.6
Bananas 1.2 100 8 0.6 90 0.6
Ripe mangoes 0.7 59 20 045 60 0.2

AlY the above are common foods in Malawi. In most of the
country the staple carbohydrate is maize,usually served as a
porridge (nchima) with a "relish"(ndiwe) of beans,fish or
vegetables., No salt is used in making the porridge,but the
relish is salted. Low extrection flour (ufa) is preferred
generally, the bran being discarded, It is prepared by pounding
in wooden mortars, or by grinding in one of the mills which are
now a popular form of small private business enterprise.

The mills also grind high extraction meal (ngaiwe),which
includes most of the bran. This ies more economical, and contains
more protein and vitamins, and is thus usually preferred by
institutions which have %o plan the feeding of large numbers.
It does not keep so0 well as ufa,tending to go bad, and the
food prepared from it is not thought so palatable.

In some areas,including Likoma and Chizumulu islands,
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flour from the cassava root is the -taple carbohydrate,and is
used for making the porridge. »

The most important difference between maize and cassava
flour is in protein content. A person eating 700 g. of maize
flour (60% extraction) per day is getting 56 g« of protein
from 1t. With 100 g. of beans, he is getting a total of 80g.
of protein. Thus, though it is vegetable protein and not of
high biological value, his staple carbohydrate food is providing
most of his requirements of protein.If he has fish occasionally
instead of beans this will give him some animal protein, But
a person eating T00 g. of cassava flour daily is only getting
3% g+ of protein from it. With 100 g« of beans this makes
27 @ of protein per day, lees than half the fequirements
usually suggested for an adult (55 to 146 g« - Nicholls,1961).
Thus,in areas where cassava is the staple carbohydrate, other
sources of pros$in bdecome of much more importande.

Medical Assistant trainees on Likoma Island appeared to
thrive on a diet of maize porridge (96% extraction meal) and
beans,daily, varied with rice, and fish about twice a week.
Among the loeal population there was much subnutrition, and a
few students who lived at their homes on the island, and fed at
home rather than at the hospital,appeared less healthy than
their hospital-fed fellows.(Apart from protein, the hosphtal fed
trainees had as many calories as they wanted -« unlike the
islanders), Maize also contains more iren,vitamin A, and B
vitamins, than cassava. Plentiful mangoes are a source of
vitamin A, ag are green vegatables.

Various types of millet are grewn throughout the country,
and used to vary the diet -~ and for beer making. Rice is also
grown in some areas. Many people, particularly the more educated
and prosperous, now make considerable use of imported wheat
flour and wheat bread., Sweet potatoes and yams are another
carbohydrate foods Irish potatoes arex also grown - but often
for sale to Europeans rather than for consumption in the
villages.




Carbohydrates: Maize

Cassava

Millets

Rice

Sweet Pbtato

%:1nh Posate (mainly for sale to Europeans)
am

Pulses ete.s

Animal foods:

Vegetables:

Fruits:s
(and nuts)

Eidney beans
Rumerous other kinds of bean and pulse
Groundnuts

Fish,fresh and dry.

Poultry

Goatl,-hnep,cattlo

Guineafowl,pigeons,cormorante and other wild birds
Happopota-nm,buek and otherx wild animals.

Locult-,tornito-.aaunagp flies,nkungu flies.

Pumpkin lemves and flowers,cassava and many
i '1I:ui..'." sweet otato 1nav-;i -
omztoes ons,peppers,e }nn&o (a1l more eaten
hy' ’ iﬂg:nt

Mango

Pawpaw

Banana

Various wild fruite

Coconuts

Citrus fruite - mfimiy for aale to Europeans

Avocados " (largely).

Palmyra palm nuts (ohevoﬂ by chil&ren)

Tamarind

Cashew nuts (grown more by Indians)

Cape Gooseberry, custard apple,soursop,guava,

wuternelon,gre?adilla (grown more by or for
Europeans

Baobabd fruita ("tartarie” tasting pulp)

The above list is not exhaustive. Certain foods are only eaten
in certain areas. Some milk is used, andgmkix quite a lot of
powdered milk by the more prosperous and more educated - mainly
for their infants. Wild honey is collected, and sugar cane is
chewed. Sesame seeds are sometimes fxw grown for their oil,or
for use as a savoury (mainly by Indians). Insects are not
generally eaten but are popular in some areas.
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PPERDIX V.
Reprinted from

TRANSACTIONS OF THE ROYAL SocIETy OF TROPICAL MEDICINE AND HYGIENE.
Vol. 56. No. 5. p. 438, 1962.

WiLp Yam (Dioscorea sp.) POISONING IN NYASALAND

Sir,—Partial failure of the crops in parts of Nyasaland this year may explain experiments in eating
unusual foods. I was recently involved in the effects of one such experiment.

On 30th May, 1962, about noon, six African villagers, after an argument about its edibility, dined
off a wild yam which one of them had dug up. A local Medical Aide who was present ‘‘doubted,”
and therefore did not eat.

Shortly afterwards the six people all became unwell, and vomited, which the Medical Aide en-
couraged by giving them salt water to drink and by sticking his finger down their throats. Most of
them vomited repeatedly on to the ground.

A number of ducks and hens came and gobbled up the vomit. The ducks are reported to have
vomited in turn. They survived. The hens did not vomit, and over 50 are reported to have died.

On 31st May I was informed, visited the village, and saw some of the patients—and a pile of
about 12 dead hens outside one of their houses. A boy about four years old, a young woman, an old
woman, and an adult man, were admitted to Malindi Hospital. Two others, whom I did not see,
were treated as out-patients.

The four patients admitted all complained of abdominal pain, and ‘‘dizziness.” All appeared
anxious, had subnormal temperatures (95° to 97°F. in the axilla), had rapid weak pulses and had very
active bowel sounds. They were treated by bed rest, warmth, magnesium sulphate solution, followed
by fluids, orally, and sedatives.

On 1st June all had purged, and were in much better general condition. By 3rd June all were
ready to go home, and three did so, but the old woman suddenly died, complaining of pain in her chest.

I suspected that she had died of a myocardial infarction, brought about by the hypotension which
the poison had induced, but her relatives did not permit a postmortem examination.

From my description of the tubers, the yam has been identified by Dr. Bernard Steele of the
Nyasaland Agricultural Department, to whom my thanks are due, as being of the genus Dioscorea.
The species cannot be identified without an intact plant, which is not at present available, but is likely
to be Dioscorea bulbifera 1.. Local names for the plant are mandegele (Chinyanja), and chituungula,
sangasi or mtuo (Chiyao).

The remark of a local European on hearing of the outcome—*‘So the old woman was guilty after
all!”—revealed a suspicion that the incident was in fact a trial by ordeal, but I have no reason to suppose
that it was not an accident. I understand that in times of hunger such wild yams have been safely
eaten, but that they require careful preparation first.

I am, etc.,
DAvID STEVENSON.
P.O. Box 54,
Fort Johnston,
Nyasaland.
26th July, 1962.

Printed in Great Britain by F. J. PARSONS LTD., London, Folkestone and Hastings.
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RECENT INPORMATION

"The Times",of Blantyre, 2nd June 1964, gave some details of
a five year development plan for Malawi, annnounced by the
government, £32,837,000 was to be spent,in the period 1964-69,
under the plan, Of this, £2,331,000 was to be spent on health,
including an increase of hospital beds by 75% by 1969 and the
opening of a nurses training school in Blantyre~Limbe to train
%0 S.R.N. level. The plan incorporates a sewerage scheme for
Blantyre-Limbe. £75,000 was to be spent on a census,£38,000
on market surveys and £126,000 on Blantyre airport. Of the
spending on education 63% was to be on secondary schools.
Percentages of the total to be spent in various fields were
given as @

Health Tel%
Agriculture and fisheries 7.8
Communications 26.7 (Roads ete.)
Education 24.3
Housing 2.5
Social Development 0.4
Veterinary 0.8
Water and sanitation 2.9
Commerce and industry 4.9
Forestry and game 57
Government buildings 3.9
Lands and surveys 23
Miscellaneous 8.2

Posts and telecommunications 2.5

"The Times" Independence Souvenir,Jduly 1964, gave the total cost
of the plan as £44 million,again with £2,331,000 for health.
("The Times" of 12th June 1964 mentioned a 6 year development
plan in Kenya - estimated population in 1961: 7,287,000 - to
cost £317 million).
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Batep of pay.
The legal minimum wage,for an adult man,in 1963 was 1/104 per

day for an 8 hour day in the country districts, and around 3/-
per day in the towns. The legal minimum wagem was the standard
wage for unskilled labour« The figure was m ther lower for
women and juveniles. Even the rise to these figures forced
employers to cut down on the number of their employees.

Grife Jones (1964) gives for comparison the wages of unskilled
labourers in various countries ¢

United States of Amerieca 10/« per hour

Britain 5/« per hour

Pakistan 6@ per hour

Nyasaland (Malawi) 3@ per hour
British Ald.

"The Times" of Blantyre,of 10th July 1964, reported that

an zssurance of continued British assistance for Malawi's
development programme was given by Britain's Parliamentary
Under~Secretary of State for Commonmwealth Relations, Mr Richard
Hornby,when he spoke &% the State Iuncheon in Blantyre during
the independence celebrations. Some £3,000,000 of assistance
was announced the other day,he said, "And I can assure you
that we on our part are anxious to play our full part in any
contributions which Malawi may decide to seek outside her

own boundaries." Up to £5 million will be spent by the British
government this year to cover the deficit on Malawi's budget.

United States Aid.

The same newspaper issue reported that the U.S8. Agency for
International Development (A.I.D.) will provide £20,000 worth
of American manufactured equipment for the mew Polytechnic
Institute which is already being financed to the extent of
£525,000 by the agency. America is also to give radio and
mobile health equipment,including two medium wave broadcasting
transmitters for Blantyre and Lilongwe and a mobile X-ray and
medieal e¢linic.The National Geographic lMagasine for September
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1964 mentioned the presence of 140 Peace Corps Volunteers in
Malawi.("The Times" of 14th August 1964 reported that 27 British
Voluntary Service Overseas voluteers, three of them nurses,

were due to arrive later this year. V.8.0.s normally serve for

a year, Peace Corps volunteers for two years).

United Nations Alde

"The Times",of Blantyre, of 23rd October 1964,announcing the
signiature - due on 24th October = of an agreement with the
United Nations Technical Assistance Board, stated that the U.N.
have provided an economic adviser to the Prime Minister's Office.
A public administration training expert has been attached to
the government. A low=—cost housing adviser is attached to the
Malawi Housing Corporation.An expert on the rehabilitation of
handicapped persons is also in the country. Other experts and
advisers from the U.N, were : a home economist (attached to the
Ministry of Community and Social Development), a fisheries
development adviser, a fish processing technician, an education
planner for primary education and a meteorologist.Two experts
in industrial development were expected shortly. Before
independence the total aid envisaged was approximately £85,000.
With independence,the programme for 1965-66 has been allocated
provisionally at about £420,000.":+.if the Government comes up
with some urgent and justifiable scheme,additional funds can

be obtained through the various United Nations agencies" said
lMr Kouros Satrap,the U.N. representative in Malawi,

Hospital feeg.
"The Times",of Blantyre, for 26th June 1964 announced that as

from 6th July Outpatients would pay 34 per treatment (by postage
gtamp). There would be a 10/=- charge for maternity (delivery) -
30/« ath Blantyre,lilongwe and Zomba hospitals. Exempt from the
charges would be children at schools,tax exempt men, in-patients,
poor people and the 0ld and enfeebled. Free treatment would be
given for bilharziasis,venereal diseases,tuberculosis,

gmallpox and leprosy.
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Health propaganda.

"Malawi News" for 17th July 1964 reported that at Dowa five
councillors had been elected to a Health Committee with duties
to encourage people in the villages to attend hospitals,and to
give advige to people to keep their houses and surroundings
clean and tidy and to avoid disease.

"Malawl News" for 23rd October 1964 reported that Ministry
of Health exhibite loaned to Blantyre-Limbe Municipddity for
a recent "Health Week" will be formed into a touring unit for
exhibition throughout the country. "It is intended to extend the
scope of the exhibits to cover all aspects of health in Malawi,
and to show the way the people can participate in the defeat
of disease."

According to "Malawi News",27th October 1964, Mr G.W.Kuntumanji,

Southern Rggion Minister, has been appointed Minister of Health

as from 24th October 1964. The appointment was made by Dr Banda,
the Prime Minister (who formerly included the uniﬂw of Health
among his own portgolioes).
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APFENDIX VII.
REFERENCES AND SOURCES OF INFORMATION

The information and opinions in this thesis are based on my
experience in Malawi from November 1958 to August 1963, on
correspondence with persons in,or interested in,Malawi, and
on a study of the following publications

Booth,C.C.,and others,(1964). British Medical Journal,lst February
1964,vol 1l,pages 296-299.(Clinicopathological conference on
a case of African lymphoma).

British leprosy Relief Association - see LEPRA.
Bruce~Chwatt,L.J.,(1964), British Medical Journal,Tth March 1964,
vol. 1l,pages 581-586.("Changing tides of chemotherapy in

ularh") »

Carson,Rachel.fEXEX(1962)."Silent Spring".Hamish Hamilton,Londen.

Central African Airways (1960).C.A«As Guide to the Federation
of Rhodesia and Nyasaland.levin,Salisbury (S.Rhodesia).
(Geographical information).

Central African Examiner,August 1964,vol. 8,No. 2.!!&' 4.
Salisbury (Rhodesia). (Hospital charges for African
patients in Rhodesia).

Clarke = see Selwyn-Clarke.

Cochrane ,R«G., and Davey,T.F.,(1964). Leprosy in Theory and
Practice, John Wright,Bristol.(Night segregation - page 599).

Colbourne ,M.J.,(1962).Transactions of the Royal Socééty of
Tropical Medicine and Hygiene, May 1962, vol. 56,No. 3,
pages 179-208. (Malaria control and eradication).

Colonial Reports,Annual.l904-5.British Central Africa Protect~
orate. Colonial Office,London.

Colonial Reports,Annual,.l906-7. " » . "

Colonial Reports,Annual.1907-8. " . " ”

Colonial Reports,Annual.1930. Nyasaland. Colonialkx Office,lLondon.




RISt B PRSI e ot SR e e i g = T e S T iy + N R
| 181

Diocese of Nyasaland (1960).Annual Report of the Diocesan
Medical Officer for the year 1959.

Diocese of Nyasaland (1961). * " " " 1960,
Diocese of Nyasaland (1962)., " . . "  1961.
Diocese of Nyasaland (1963). * " " " 1962,
Diocese of Malawi (1964). " " » " 1963.

East Africa (1950). Minutes of the Conferecnce of Directors of
East African Medical Services,Nairobi,1950.(Colonial
Office Library 33306/RA 352 E/ 26.1.51).

Ferguson,T., (1948). The Dawn of Scottish Social Welfare.
Thomas Nelson & Sons Ltd.,London,Edinburgh etec.

Ferguson,T. (1958). Scottish Social Welfare 1864-1914.

E.& S.Livingstone, Edinburgh and London.

Fox,Wallace.(1964). British Medical Journal,l18th Jamuary 1964,
vole. 1l,pages 135~142,"Realistic Chemotherapeutic Policies
for Tuberculosis in Developing Countries®.

Gelfand,M.(1960)."Proud Record”.Pedwsdl Information Department,
Salisbury (Rhodesia).(Commonwealth Relations Office Library,
RA 552 F2).

Gelfand,M.(1963).Transactions of the Royal Society of Tropical
Medicine and Hmoao, May 1963, vol. 57,No. 3, pages 191-195.

Ghana (1955). Report of the Ministry of Health for 1954,

Ghana government.

Ghana (1964). Seven year plan for national reconstruction and
development,for the financial years 1963-64 to 1969~T0.
Presented by the President to Parliament, Janmuary 1964.
Ghana government.

Gold Coast (1953).Report of the Commission of Enquiry on the
health needs of the Gold Coast (The Maude Commission),
Sessional paper No.V of 1952, summarised in the Report off
the Medical Department for the year 1952,Gold Coast
Government,

Gold Coast (1954). Report of the Ministry of Health for 1953,
Gold Coast Government.




182

Jones,Griff.(1964).Britain and Nyasaland.George Allen and
Unwin, London.

LEPRA (1964). Press release of 23rd September 1964,LEFRA,

8 Portman street,lLondon W.l. :

Madras (1963). lancet,18th May 1963,vol. l,pages 1078-1080,
preliminary communication on the"Intermittent Treatment
of Pulmonary Tuberculosis" from the Tuberculosis
Chemotherapy Centre,Madras.

Malawi News. Weekly newspaper of the Malawi Congress Party,
P,0.Box 699,Limbe ,Malawi,

Morley,David; Woodland,Margaret; and Cuthbertson,W.F.J.,EX(1964).
British Medical Journal,l4th March 1964,vol. l,pages 667-668.
(Controlled Trial of Pyrimethamine in Pregnant Women in

an African Village). |

Mumford,R.H,.,(1963). Central African Journal of Medicine,June
1963, vol. 9, No. 6, pages 24T-249.

National Geographic Magasine,September 1964,vol. 126,No. 3,
page 313 omwards. (Article on U.S.Peace Corps).

Nicholle,luciusj Sinclair,H.M.j; and Jelliffe,D.B.,(1961).
Tropical Nutrition and Dieteties, 4th Edition,
Balliére,Tindall and Cox, London.

Nigeria (1955).Proposals for the development of Medical and
Health Services in ILago,1955. Nigerian Federal
Government Printers.(Colonial Office Library,RA 552 N3).

Nigeria (1955).Federation of Nigeria,Policy for Medical Services,
Southern Cameroons. Sessional paper No. & of 1955.

Nyasaland - see Diocese of N., also Colonial Reports,1930.

Nyasaland Protectorate (1947). Annual Report of the Medical
Department for the year 1946.

Nyasaland Protectorate (1954). Amnual Report of the Mediecal
Department for the year 1953.

Phillipson,Sir Sydney (1949). Grants in aid of the Medical and
Health Services provided by voluntary agencies in Nigeria.
Govermment Printer, Lagos, 1949.




183

Selwyn-Clarke,Sir Selwyn,(1962).Report on a programme for the
Health Services in Ghana,following sxtmme on & tour in
October to December 1961. (C.R.O.ILibrary RA 552 G6).

Shircore,J«0. (1930). Report on the Nyasaland Medical Service,
with special reference to a grant under the Colonial
Development Fund, 1930.(Colonial Office Idbrary,Polio 11203).

Stevenson,David (1960)."Tsopano®™ magasine,No.7,April 1960,pages
10-1Y.(Healtht The lessons of Free Africa.A Commentsry on
the findings of the Morton Commission of Enguiry into the
Health Services of the Federation of Rhodesia and Nyasaland,
and suggestions as to how a Malawi Ministry of Health might
tackle ite problems).

Sunday Times, 26th April 1964. Thomson Newspapers,London.(Drug
costs - see page 59 of thesis).

Rhodesia and Nyasaland (Federation of),(1955). Annual Report of
the Public Health,which inclides Northern Rhodesia,
Nyasaland and Southern Rhodesia,for the year 1954,
Government Printers,Salisbury,(Rhodesia).

Rhodesia and Nyasaland (1956).Annual Report on the Public Health
by the Federal Becretary for Health for the year 1955.
(Government Printers,Salisbury).

Rhodonia and Nyasaland (195 . " . " 1956,
" 195 " ] " L] " 195 .

" " " 1959 . " " " " 1958,

" " " 1960 " " " " " 1959,

" " " 1'961 " " " " " 1960 .

" » » 1962 " . » » " 1961.

" " " 196 3 i " " 1" " 1062.

Rhodesia and Nyasaland (1958) Map of Nyasaland, revision of
1958,Federal Department of Surveys.

Tanganyika (1956). A draft plan for the development of Mediecal
Services in Tanganyika,with special reference to the period
1956-61,for consideration by the lIegislative Council.
Govermment Printers, Dar-es-Salaam.(C.0,Library RA 352 72).

"The Timesjformerly "The Nyasaland Times", Twice weekly newspaper
now owned by a subsidiary of the Thomson Organisation.
Published from P.0,Box 6,Blantyre Malawi,




184

U.M.CoAs (1955). The History of the Universities Mission to
Central Africa, volumes I to III, U.M.C.A.,London.
West Africa (1950).Minutes of the Conferenmce of Directors of
West African Medical Services, 1950.

West Africa (1951) * " " w 1951,
West Africa (1953) * " " o 1953,
West Africa (1954) " . " " 1954,

(Colonial Office Library RA 352 W2)

Whitaker's Almanack,1963. Whitaker,London.(Information on
populations,land areas,budgets).

W.H.0. (1964). Publications WHD 64/3,page 2, and WHD 64/6 page 3,
distributed in association with the magasine "World Health"
for March 1964 by the World Health Organisation,Division
of Public Information, Geneva.("No Truce for Tuberculosis),

Willdamm,A.D.J«Bs, (1938) JMutritional Review of the Natives of
Nyasaland.Native Welfare Committee.(Colonial Office,folio
10942,Fast Africa pamphlet No. 322 of 1938).

Williamson,Jessie (1955). Useful Plants of Nyasaland. Government
Printer, Zomba.

Wilson,T.,and Edeson,J.F.B.,(1964). Transactions of the Royal
Society of Tropical Medicine and Hygiene,vol. 58,No. 1,
page 95, Jamuary 1964. (Letter on drug resistant
Talciparum malaria)e.




	000001
	000002
	000003
	000004
	000005
	000006
	000007
	000008
	000009
	000010
	000011
	000012
	000013
	000014
	000015
	000016
	000017
	000018
	000019
	000020
	000021
	000022
	000023
	000024
	000025
	000026
	000027
	000028
	000029
	000030
	000031
	000032
	000033
	000034
	000035
	000036
	000037
	000038
	000039
	000040
	000041
	000042
	000043
	000044
	000045
	000046
	000047
	000048
	000049
	000050
	000051
	000052
	000053
	000054
	000055
	000056
	000057
	000058
	000059
	000060
	000061
	000062
	000063
	000064
	000065
	000066
	000067
	000068
	000069
	000070
	000071
	000072
	000073
	000074
	000075
	000076
	000077
	000078
	000079
	000080
	000081
	000082
	000083
	000084
	000085
	000086
	000087
	000088
	000089
	000090
	000091
	000092
	000093
	000094
	000095
	000096
	000097
	000098
	000099
	000100
	000101
	000102
	000103
	000104
	000105
	000106
	000107
	000108
	000109
	000110
	000111
	000112
	000113
	000114
	000115
	000116
	000117
	000118
	000119
	000120
	000121
	000122
	000123
	000124
	000125
	000126
	000127
	000128
	000129
	000130
	000131
	000132
	000133
	000134
	000135
	000136
	000137
	000138
	000139
	000140
	000141
	000142
	000143
	000144
	000145
	000146
	000147
	000148
	000149
	000150
	000151
	000152
	000153
	000154
	000155
	000156
	000157
	000158
	000159
	000160
	000161
	000162
	000163
	000164
	000165
	000166
	000167
	000168
	000169
	000170
	000171
	000172
	000173
	000174
	000175
	000176
	000177
	000178
	000179
	000180
	000181
	000182
	000183
	000184
	000185
	000186
	000187
	000188
	000189
	000190
	000191
	000192
	000193
	000194
	000195
	000196
	000197
	000198
	000199
	000200
	000201
	000202
	000203
	000204
	000205
	000206
	000207
	000208
	000209
	000210
	000211
	000212
	000213
	000214
	000215

