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SOCIOPOLITICAL IMPERATIVES IN THE HISTORY
OF HEALTH DEVELOPMENT IN KENYA

ABSTHACT

Buropean Colenial Powers have shaped the pihilosophies and the social
structures in their former colonies., Institutions currently dominating lives
in the African states are a reflection of colonial domination, The thrust of
colonial activity was to mold political systems, socioecononic activities and
cultural patterns which were largely consistent with the prevailing or desired
European molds, The greatest hindrances to change in the health and other
systems in Africa today lie in what was inherited, however inappropriate. A
historical analysis of the Kenyan health care system shows that inheritance from
Britain has not been lost, it is being strengthened, The prevailing health

system is tallored to suit the growing and igevitable socio-economic classes,
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SOCLQPOLITICAL IMPERATIVES IN THE HISTORY
OF HEAIPH DEVILOPNSNT Il KSdYA

Tii RODUCT LON

The recent history of Africa has been largely influenced by Buropean
colonial powers; colonial history has affected the social-economic institutions,
structures, social philosophies and the perceptions of African societies both
from within and without. Kenye, like other former colonies, has not been immune
from diverse forms of domination through concuest, And her instituticns have
been shaped accordingly, sometimes by way of protest and sometiuies by way of
positive response to colonial penetration. - The thrust of colonial donination wes
to mold systems in the colonies which were appropriste to the socioeconomic
patterns arising ocut of the developuent situation in wnich the colonising count-
ries were, Indeced socioeconomic anczlysis of both colony and metropolis shows a
developmental pattern underlying race rationships or political structure in the
colonies, This paper focusses on one of the major institutions - hezlth - and
shows the determinants of nistory on the hewalth systens we have today.

Broadly, the development of lwman societies is affected by four close-
ly intertwined areas of hwaan activity: the political; the socioeconomic; the
cultural and the wedical, In this paper 1 have taken mwedical to raefer 10 the
ideaology governing the concepts ol health and discase,

Prom these four factors, the stroagest and .ost far reaching is the
politicale Political activity determines the magnitude, and the direction of
the rest, Socivpolitical history demonstrates that the principal determinants
of the welfare of the population ir Kenys during colonial rule were the very
tlhrust of colonial congueste The paper further sioss the influence of wolitical

econony on the health system in Kenya,

Aress of Colouial Conguest

In Xenya, colonization sltarted about the end of the 19th Century and
quickly covered the four broadl; related arvas mentioned sbove, The first of
these areas, and as noted the moet fundamental, wag the political sector,
Indigenous ethnic groups and their systems of gouverment were subjugated under a
new, imposed systen., Instead of psremount chiefs und elders of the clans, com-
plicated net-work of "rulers", starting with an ioposed chief and culmineting in
District and Froviacisl Commissiuvners, and a governor at the apex, was institutcd.
The tribal council had to give way to a couscil of ministters,and loter to a par—
liamentary systen, froa which the ingigenous peuples were excluded, In this
way there was total vxclusian of the Africon from the avenn of. self determinatio-
n. Decisiens were nade by others ci.bohald of Afwicans, . The denail of politic—
al rights to the African was the bagig for other aress of exppopriation, Tor
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without political power therc was nothing the indigencus populations could do,

Similar kinds of sociopolitical system were to be found in most former
European colonies like Mozambigue and Angola, in Zaire, and in other former
British colonies like Zambia and Zimbabwe, Colonial domination are invariably
siilar.

The second area of conquest was cconowic, This conguest changed the
existing modes of production and distribution of bunurits, and reversed the
rationale for economic activity., Ordinarily, peuple spend themselves for their
own welfare, Under colonial rule, howcver, the rationale of production, and the
associated aconanic activities and result were for the benefit of the citizens
of the Unitved Kingdon, Without exception, this rule applied in all colonized
societies, The African populations were used (and are still used, notably in
South Africa) as a cheap means of profit-making for Luropean & North American
enterprencurss The labourcrs were not citizens, comperable to the Buropean immi-
grants, On the contrary, they were relegated to the lowest rank in a two or
three-tier sociopolitical systems In Kenya, Tor instance at the top of the
structure was the European race, below which wies the Asiatic race, and even
further down the Alrican, As would be expccted, the pyramidal structure had
a wide base to support but a sharp spex of Buropean colonial officials, farmers,
businessmen and a corps of professionnls, Under cclonisl rule the means of
production and the .result thercol were For the beneiits of the citizens of the
United Kingdom, The colonized people were not citizens, inspite of all -the
African peoples who died during the world wars, laying down their lives for their

metropoliten masters,

The third type of conguest was the cultural, Cultural conquest destr-
oyed or attempted to destroy the African ways of living and belief systems, religious,
ious, social assimilation patterns and customs, Ior example the pulpit was used
not .always to spread words of Christian love and justice, but often, rather to
condemn some sacred and intergral African customs, Notable among these areas
of antagonism was the Agikuyu femal circumcision and related ceremonial activi-
ties, Kenyatta's Tanous deicnce of femele circuncission in the early 1920s
became s rallying point in the struggle for independence, In Uganda, for inst-
ance, the Baganda expected a well-brought up future bride to have manipulated
end enlongated Labia minora for the purpose of gtrengtliening future marital
sexual bonds, The custom was not spered condemngtion by Huropean religious
leaders. It was argued that the custom was (or is) primitive and immoral, Quite
obviously, the understanding of the custoa ™Dy tie Buropeans was rare, if at all,
perhaps therc was no atteapt on the part of Buropesns to understand such customs,
Infact other custung and beliefs were not imaune fron attacks, ™ African forms of
prayer are even today, often regorded as the glorificd work of evil spirvdtx at

best, or of satan, at worst,
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The fourth area of colonisl domingtion followed the patter-established
by the other three, indeed thuey had prepared the grounds, as it werc, in which
this last would flourish, The cbove three set the tone for the existing hcalth

care system for nedical ccnguest,

No socicty has existed without a relatively zifective health care sys-—
tem that can cope with social, psychological, economic and physical ills or
areas of disharmony, The*traditional African health system is perhaps best
known for the maintenance of some established balance between the individual
or the comunity, on the one hand, and the environmment surrounding people, on the
other, In this eyuation is included the spiritual aspects, The practice of
this traditional health systen 1s tmigue in mony respects, especially in the
interactions between the patient ond the doctor and the patient dnd the Tamily.
While the doctor nay be a recognizud specialist, the "feelinglessness"  and
detachment characteristic of & modern health care system does not exist, In
most cases, the doctor is known by either the patient or the members of his
clan, Of necessity, with a fow exceptions, the traditional doctor shares the
belief system of the patient, Indeed, the doctor and the petient belong to the
same integrated sociocultural giroup supported by sn established framewcrk of.
social noms, This last aspect probebly cipleins thie high prescription complia-
nce rate in traditional health systems,

The nedical care systom existing todsy was entrenched in Africa nartly
as a direct attempt to suppress traditicnal African systens (iacluding nealth)
and partly, and more importently as a nccessary condition for colenial "steviarde
ship of dependent peoples’, BHven today, modern medicine, in conjuction with
other modern institutions, attempts to show that most aspects of traditional

medicine are detrimental, “When niodern wcdical systen was "cstablished it was
-

.

believed that a minimum standsrd of health of the "natives" was a necessary
condition Ior the Africen to be able to provide minimwn work performsuce in
whatever asssigmuents were gziven him, Furtheruore, the health of the European
settlers was indeed partly dependent on the hoalth status of the natives, The
danger ifrou coumnicable aiscasce to wihlch the Zuropean had built ne lmwsunity,
was alweys prescpt, The use of malaria, cholers and blackwater fever as =
comaon "dens cx~maching’ in nineteenth snd carly tucatieth century fiction,
reflected a very real concern ond scceptance in colonilal cultur -, DBffcctive
control of such disesse would be limited unless rohive cclrlcrs Wore
selves free of such maladies, The Buropesn wnployers were thereforc, savised
by the health department to invest in the heslth of their native labourers, Tfor
in them lay the very survivsl and success of the caplover, In 1927, for «®auiple,
the Dircctor of Hedical and Senitary Scrvices Dr,Joun Gilks (1) wrote in nis

annual rcport:-~
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"Employcrs of labour md township or municipality suthorities must
realize that the native living under insenitary conditions is a
danger to the public ncalth of the farm or townsidp and that proper
provision mwst be madc for his accounodation under sanitary condit-
ions if tho health of the other comrunitics is to remain satisfact-

ory and ceonouic progress is not to be revard.d”,

Gilks recamicndation ran counter to the very principle of colonization: xplol-
tation of both the colonized and their snviromaent (2), The colonial office 'in
London and its local aduinistrative wing had co far found it hard to podify this
principle.- It-was perhaps for this reason tnat Gilks issucd a cauticWs recommen-
detion regarding the health status of the African lsbourcre, many of whoa had

dicd in the First World war on the side of the allies, Imsinuating that shorte
sightedness was cndenic auong govermment officialsand local entreprencurs rogarding

an effective and efficient labour force, Gilks (1) wrote:-

There is now, among many of the more far-secing employers, a feeling
that time ig ripe for morc definite reguiroments on the part of Govern
nent as t0 the ¢onditions undcer which labourers should live and be enp-
loyed, and almost cnough material has becn collected to enable such

requirements to be formulated. This, or ccurse will have to be done with

caution) ! (emphaSis added).

.

\

Accordingly the then health officials could not even recommend
training of Africans. The +time was not ripe (3).

Even progressive nedical cxperts werc not out to upset the colonial apple
cart! In short, the mocdical systen, vigorously instituated, was designed to
benefit the furopcan imaigvants, The Africans werc just o necessary problem of
that maintenance processe. Total ncglect of the natives was deemed impossible
in wiew of the inportance of pative labour and : \

in view of high prewalence of infectous discasces, Medical experts
therslors rocoumended health promotion ior sopulations in both:native reserve and
settled arcos, 'No section can be neglected either in settled arca or in native

ruserve without soume other section belng prejudicially affected,"

Understanding of the arcas of solonialism outlined above and their
efieet on the current soekal systua is not only desirable but necessery, Medicine,
socioecononic values, political norms and indeed the whole society are closely

intertwined,

As otainbrook (4) once wrote:-
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"The understanding of the structutes, functions, and "slues of scaial
organisations is not optional or clective Lor medicine and public health, hut
inperatives The scicnces of social man and of individusl behaviour arc an
intergal part of basic medical scicnce," The maintensnce of any particular
systenr requires partly sn articulated regulatiory systen, partly an established
nortiative systen and partly instituticns staffed by individuals devoted toothe
survival of the systeu, It would have been couplutely ocut of character to have

a colonial systen run by people who did not believ. in the syston,

Indeed, in Kenyas and other African countries, we See a similar pattern
of systenm maintenance emerging, perhaps more forcefully, With a few exceptions,
staffing of many public institutions is often bagscd on loyalty tc the systen
rather than ability to run the sycten, The hialth field is not exception, The
growth of hospitals is thus a logical develupnent and will probably continue
until health systaa goals arc changed and steffed with personnel who believe in

the change,

Sociohistorical Development and Medical Coare

Missionary groups established a foothold in Kenya zbout 1890, They
were preceded by the Imperial British Bast African Conpany (I.B.E.A.) in 1888,
In 1895 colonial duomination over Kenya was formerly cifected. In 1920, Kenya
became a British Colony and Prutectorate, This status lasted until 1963 when
Kenya attained independence and thoe following years she becane a republic within
the eomonwealth., OSince the establishment of fermel colonial aduinistration the
three establishments - I.B.E,A.N Hissionaries and thce colonial governnent clo-
sely performed their repective roles wmore or luss harmoniously, though not as

confortably as would have been cxpected,

1. 1l.B. . A, THE ECONOMIC RACT Ot

The principal role of IBEA was one of cconoic activity., Thnds activity
required a population with soie standard of health, Where nccessary, houwever,
the ninimun stendard was set aside, presunably to increase the profit margin and
also because health was not thought to have & direct contribution to profit -
makinge The Medical services of the I.B.B.4. Coupeny were therefore limited to
the employecs of the Company but not their relatives, Quantity and the guality
of the services offered progressively declined ivom the Buropeans through thu
Asian to the Africans. Little attenpt was made to reach the rural scettlenentd
where the African labour actually originated, This becaue evident during tho
first world war. When Africans were subjected to wwiical exmuiinabtion to find

out whether they. were eligible to join the military activities, 54% of recruits
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from central Kenya were found to be ¥nfit o To: portoms, found
to be unfit even as labourers! (5). Tor the gencral pepulation the prevailing
low socioecononic conditions, including housing, sanitation and cther environ-
mental deficiences in a wider enviroment of melaria, plague trypanosomaissis,
to namc but 'a few, contributed to the unexpectedly high morbidity and ncrtality

patterns,

Even though the soldiers, the porters and the labourers in the arny
were the select healthy minority , they lived under haishly subauman conditions
from where they inherited other diseases, like syphilis, and concouitant weake-
nesses. This was evident during the war. It is said that of the 4,300 Kenyans
killed in the military 70k succunmbed to diseasc. Even the carriers who were
Buppeaed..to .bo w.a- - - health standard were not @maune to disease, The
newly acquired disease werc then taken back to the netive reserves whiere they
easily spread. Perhaps owing partly to the poor understanding of epidemiology
at that time and partly to resource constraints, colonial authorities saw no
need to take any precaution to protect the natives from disease to which they
had no immunity., On the whole, then what is generally called "peaceful permea-
tion of western civilization", was clearly a forceful and brutal,-though not
necessarily,deliberate,~penctration of Western sociocecononic pursuits into
Africas The benefits from western civilization cad econouaic benefits were not

as easily permcating into the Natives as the furces of doaination.

A modern systen that proximates thc IBEA henlth service systems. is the
occupational health services systea, that is often beyond the reach of those
outside the particular occupation or cconomic concern, Some organizations like
the armed forces, large plontations and most of the industrial concerns provide
curative services for their workers and their families , As the manufacturing
organizations sre generally based in urban centres, the occupation health system
together with other systens, enhances the urbmnization of health care, Inad-
vertently, the gap between the quantity and quality of urban care and rural

care continues to incr.ase with econouic development,

2 THE MISSICNA{Y FACLOR

The Missionary fackor in the developnent of health services in Kenya
has never been doubted, But the relationship between the religious groups and
the colonial government is still a contraversial issue, It is nccussary, how-
ever, to look into the contributions of the religicus groups and the rationale

behind their work in order to understand the current situation (6,7).

The relationship between missiocnaries tov Arrica and Buropean eXpansio-

is S bee ess onc of competition and mors of o4, Liuiibalily. Peorhaps tihe
nism has been 1 :
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belief camon among African intellectuals that the Bible was the standard for

the gun is not completely unfounded.

The nissionary workers arc known to heve played their cards well

el

to again recognition end Tavour aiong the Afieican rulers, Medical knovwledz. and
the art.of reading and writing were among thoso cards, | In the Buganda for insta-—
nce Speke is said to have impresced and befricnded the Kebaka (King) in 1860
only when he nmade use of his rudimentary medical knowledge (7)e In 1878,

the first medical missiocnary was asked to pruvide uciical advice to the Kabeka's
palace, By way of rcciprocity the Kabaica bestowed hics own blessing on the
nissionary and christian work, By and large such blessing lasted until the
Kabaka's nemory was adulterated by a new curiosity about other missionaries,
Father Lourdel, the first Catholic wissionary to BDuganda successfully treated the
Kabaka for dysentry largely to attract the King's attention and the priviloges
accruing from the King's satisfaction, 5 a cwunscquence of medical miracles, the

missionaries were pernitted to preach and christimize in the Kingdonm,

In Kenya t00, healing went hand in hand with proselytization. Perhaps
promises of spiritual rewards in the next life required precursors in the Tform
of earthly rcwards like health, Both the Catholic und the Protestants recogaised
health work as & potentislly converting clement, The missionaries werec quick
to realize that the praise of the oew God end the attenpt to banish the old were

not sufficient to convince the Hatives after 211,

Although nissionaries opencd up cutposts in remote arcas znd larger
Thealth centres! in thelr more important areas, thoir impact in the reserves
remained low in a few places aond nil in nost comrmmities, This fact came to
light during the Fipst WorldVar as nuted esrlier when the health of niost of the
would—-be military conscripts was Lfound to be less vhan that which the colonial

governnient expected after nearly two decades of adwinistrative activities,

The second half of 1920s saw the expansiocn of both administrative and
mnissionsry medical work in reponsc to the earlier disesppointment, By and large,
hawever, the religious medical services went exclusively to the African and Asian
communitivs, In gpite of dublous motives initially, missionary medical activi-
ties were the single wiost important.attempt to affcet Africans, in their own
environnent, outside the prevailing colonial structure, The missianarics may
not have provided quality care, bult ceertainly provided a significant portion

of the services though not sdequate in guantity and extont of coverage,

2,1, THE MISSIONALY ABALLH LERYICH : -

1

Today os in the past the missionary health care system has folloved.
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the denominational pattern of acceptance and establishment, For instance,
neither the Catholics nor the Protestants church groups have set up a health
facility where they do not have a strong following, The health care facility
is more often than not a reward to the comnmity for accepting the clmrch and
an incentive for the doubtful to comuit themselves, Though theoretically a
religious coumunity need not express itself tirough the physical building of
a church, in practice the clurch building bacomes an important and often nec-
essary symbol and base. Throughout the missionary presence in Africa the same
pattern has dominated heslth and education activities, Hospitals and schools

are Seen as the ultimate reaglisation of health care and educatiome

The missionary health care system hag thus been largely a static-fac-
ility-based in rural areas. These fucilities are better equiped and staffed
than comparable government service points, The focus of the system has been
the provision of basic curative services required in the rural and often
inaccessible areags vk )e I suchinreas onlyleXnatFiakli BrEEE" areatallable o
provide care, The cultural and training backgrounds are not inconsequent to
the type of services they emphasize. But the trend is currently changing in
favour of community-based core, The resources the missionaries have, however,
are often far too inadequate for rapid exponsion of their activities where they

are most needed,

3i THE GOVIRNLEWTY/PUBLIC FACTOR

Within a “ew years of colonial establishment, Kenya, and the neigh-
bouring countries, had three distinct racial groupings, the Buropean, the Asilan
and the African, The three groups were the basis for the three medical sysitems
(5)e . As stated earlier the European group assuned the directorship of political
power, The Asian zroup distantly followed and even nore distantly, the African
"tribes". or natives, a term used pejoratively, Tie BEuropean, the Asian and the
Native hospital were not established by accident, they were dcsigned to empha-
size the fundamental chasms dividing the three racial groups, end perhaps the
colonial administrators became no less a charlatan in political manipulation
than in the use of health development, A3 a rule it was decided. that the health
system provided to the Natives woa to be for the purpose of keeping them usa-
ble-that is, exploitable - by the Europeen intrspreneurs and civil servants,

Not suprisingly, colanisl adninistrative. and economic development, religious
expansion und health carc growth followed similar paths, Indeed they were .

insepearnhlos

Just as there was a three-tiered system of health care, each level



IDo/WP3 T4

serving its particular group. Therc wer: Buropeun nospitals, African hospitals

end "Asiatic Wards". ILater the Asian Communitics were able to establish their

own Asian Hospitals notable wae Aga Khan in Hairobi and the Pandya Clinic in
liombasa, There used to be Buropean doctors, Asian octors but no African doctors,
The colonial geovermment position was That the African lacked a well developed brain
to learn any advonced work snd, in aiy case, he could not perform tasks indepen-
dently,

’ The training of Africanm medical orderlicc to staff dispensaries began
in 1920 but training of doctors for high, more complex tasks did not start until
about 1935. Even then, facilivies were limited to a few, The medical graduates
from Makerere, a constituent college of the University of London, were very slow
in coning, Ffor instance up to 1949, only 15 graduates had been producad for a
period of 14 years., Iven after training, the African medical graduates had o
serve under Furopean znd Asign doctors, A Buropcan gradunte was a "Medical Off-
icer't=an Asian graduste was an "Asian Medical Officer" and the Hotives were
" pssistent edical Officers", Leporis from the latter indicate that the African
doctors received discouraging encounters from other medical colleagues, even in the
wards., The ward sisters, invariable Buropesns, could souetimes insult the African
doetors with impunity. Pregcripticns ordercd by African doctors were subject to
changes by the sisters. In addition, tne so-called Assistant Medicsl Officers
were discouraged from rurther wraining in specizlist arees, This largely ciplains
why the current top medical specialists in Kenys ad Vo leave govermment service

in order to specialize,

Public medical services were liuited Yo the urbun centres and to those
areas considercd to have adeyuately accepted coloninl rulee The relotionsinip
between the provisiom oi medical services znd the nduinistration is not quite
incidental, In most cases medical scervices. were the rewsrds for subservience, In
this regard the administravion differed markedly Trom the missionary: tlhic latter
using medical services 1o . gain access to the native souls, For the government,
however, medicine and politics werc seen as the legondary carrot oinnd sticks A
pioneering colonial doctor-, for ¢xauple-, once so°id that it was necessary to
give "the Native tangible cvidence that governument iz something more than o mere
tax eollection" (8) n justifying his recommendstions for increased budgev for
the health depertment, Iven after the African had dicd fighting for the oolonial
crown, the major causes of death, plague, nalarigy, Sleeping sickness, influenza
and envircnnental canitation hazerds ranzined largely untouched, The humenitarian
aspect of mcdicine hed yet to reach the afrvicon reserves, In addition the intro-
duction of the new medical tecnnology wie not accomprnied by concomitant changes . in
the living styles, Consequently, the new teclmolegy wes used to treat illness
as presented, without ony significant attompt. to get the causes of the illness,

No medical systew can be successful iy it works in thot kind of o vacuum where the
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society, which gives rise to the health problems intended to be controlled, is

ignored,

It should be noted, however, that the medical department was not free
in its own administration, The colonial office departments and at times laid down
regulations in respect to the strategies for achicving the objectives. Budgetary
inputs were imposed by the colomial office: the departmont could not alter the

budget presented,s This was sitrong leverage on the poart of the colonial office,

Racial differentiation was a necessary codition for colonial rule. AS
far beck as 1903, the colonial office specificd the objectives of the medical
departnent as, firstly, to preserve the health of the Buropean community, espec-
ially the government officials: secondly, to ensure that the native and Asian
labour force was in good working condition: and thirdly, to prevent the spread of
infectious disease common in the region. Accordingly, there was greater financial

outlay for the Buropeans and Asians than for the African groups,

For instance at the mental hospital, the ratio of African to Europesn/
Asian cost per patient bed-day was about 135 in 1945 and 1946, and about 1:3 from
1947 to 1949 (%) At this hospital, the African patients were Kept "in the totally

unsuitsable oprison environment' awaiting vacencies to be found, (emphasis added) for

the other races, such conditions were never alloweds An instance of the state of

the Buropean patient appears in the 1949 Ammusl Report where it is said:=

"Comfortable and homely furnishings werc provided on a scale for

more generous than ever before" (p.34)

3.1 PUBLIC HEAINH CarE SYSTHL WODAY

There exist four main contenders for determining health goals: the

individual, the profezsional provider of care, the government or policy meker,
and the comunitys For each-of these health goals are often expressed as demands
for action to cure a preveiling or perceived health pioblem, Health goals nay be
identical for a number of groups, yet the strategies to achieve the goals

of ten dissimilar and sometimes contradictory, At the very elementary level, the
chosen strategies will be circumscribed by the previling sociopolitical systen,
technology, socioeconomic and cultural values and attitudes towards both the

assumed problems and the assuned benefits,

How do you convince ean individual patient "treat thyself" when the pro-
blem is seeuingly self-inflicted? How cen the individuszl medical professional be

convinced that "prevention is better then cure"when he earns his livelihood by

treating the sick? Business ethics has it that no business person should try to
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run hinself out of business, Sinilarly a comuunity may Jemand visible elements

of health care, - a hospital - even though that nay not be what is needed,

The same problem affects policy makers: that is the dilemna between
_ . the glamorous .
providing and supportlng‘£ institutions on the one hand, and the less

politically visible slthough more prictical institutions, on the other,

In Kenya and other African countries there ore zlways the demands from
the majority for more and better health services, uch health services are not
necessarily the wost technologically sophisticated, A small minority cleaours for
sophisticated cere. Unfortunately, thc minority do not share in either the prob-
lems or the perceptions of the majority, most of whos: nay be poor, illiterate and
politically isolated (9).

For policy-making purpose the latter sevgmnent of the Kenyasn society,
conprising over 70% ot the population, is, iu reality, a numerical majority.
History has shown thot tiis majority's choices may be limited by the choices of the
ninority, smaller in numerical terms, but greater in political power. What the
najority may want is subject to approvsl by the clite, What the latter want is .
what they will fight for and is what may be instituteds If the numerical mejority,
in this case the rural massocs, do not went large nospital, they will have it any-
waye. That is the current situation in Kenya. In gpite of extrenely grandiose
rural healthh developnent rhetoric, hospital development and maintenance zbsorts
the lion's share of the health budget., In stod® development post-graduate train-
ing (5pecialisation) is becuning the norm in a counbtry where the population-
doctor ratio is over 50,000:1; Paradoxically the major hcealth probleus and
causes of decath are largely duc to enviromental health and socioecononiic defici-
encies, However, dedical education, largely clinigal and institution-based, is
tailored along the standards imported from Britain, even though Kenya and Britead
have little in coumon in terms of health problems, The goal in the nedical prof-
ession is to produce nedical doetors with an internatianal flavour complete with
colleges of Physieciang, surgems etc, (and Comaunity-based or primary healbh care

has no place.)

Characteristically, t..e nonagaent of the needs and worries of the
many are controlled by the minority oi intellectuals, professionals, business
leaders and, not least, policy makcrs, In this, Kenya is not peculiar, As we

have seen there are sociopolitical precedents,

Were the national resources uatilized more retionally, the currcntly

available knovwledge would reduce whooping cuugh, T0,0TD, URTI GE and others by
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10C Nutrition disorders could be reduced by 70-80% within Tive years,

The najor rcason for current health development trends is a paradox
so gross as to be pathological among health professionals, health managerial ranks
and other <lites, (10-12) On the onc hand, is the increasing demand by the
elite Tor the establishment of what is assumed to be the "best! care aveilable,
On the other hand, is the neglected realisation of the increasing need for basic
health care services in rural arcas where at present the least quality care exists
in most parts of the country, The demends have been especially achieved in urban
areas and for the better paid ranks, But for the mejority neither the quality nor
the quantity is of adequate level, There is a conspicuous lack of balance in the
health plens and programwing, Reluctant attempts on thie part of the elite to
recancile these two dewends has led to the existence of a managerial malady wiaich

has paralysed effective hculth planning and service delivery,

As in the past, ond presumably due to it, the Kenya health care struc-
ture has a digtinct character that[fxnwray%oth the individualistic ideology estabe
lished during colonial times and a lack of perspective off both priorities and
viable direction, Indeed various health components tend to go their own waye e.g?

Althougzh the publie health systen should provide health care to all
equitably, the philosophical goals specified by the govermment health plans and
internatioal agencies have yet vo be attained. The largest and best equilppced
hospitals are actually "Islands of BExcellence' in urban areas. The current sys-~

tem has grown along the trend established by the colonial system,

Political activities are genes played according to curious rules for
the nain actors vis—a-vis their followers. Social sroups are mobilised around
sone articulated objectives, Once-elliances have been successfully established,
however, the rationable for political organization oiten changes; there is no
guerantee that the original objectives will be pursued*? In some cases, even when
pursued new rules umay have to be formulated. At independence the political Party,
Kenyso African National Union (KalU) wos a strong Hationalistic party. It collapsed
to near-extinction within a fow yesrs, Politico-Ad:inistrative power was trans-
ferred irom the party and the parliament to the Provincial and District Commiss-

ioners, exactly, as it was during the colonial noriod!

Afvican leaders have denonstrated a few failures; ammg which are their
inability or unwillingness to neke structural-changes in.their independent rep-
ublics, With a fow exceptions notably Tanzsnia, Mozanbique and Guinea - the
developnent philosophies in “these repmblics are largely borrowed from former

colonising countries, Exauples are numerous, In 1963, Kenya became independent
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of the British colonial rule, One of the majararcas of contentions between

the Buropeans, on the one hond, and the Africans, on the other included inequita-
ble distribution of resources and public buneiits, As we have seen, Iuropemns
controlled political debate, power, instruvients of political processces and, indeed,
the results, Large tractz of the best land werc reserved ior white farers,

Most favourable urban residential sreas, schools end other amenities werc set
aside for whites. Debate :nd araed clashes (liau Liau War) were waged to wrestle
those privileges from Europeans and Asians or at least share thoan egualitably

with Africans,

But into the shoes of th. white¢ nan readly stepped in the Black Kenyans
3 DE

endowed with education, leadership ability and even wealth, Most of these had

been the vanguard of the struggle for Uhuru (Independencc). Since

uhuru, Kenya has been roughly dichotouzised into a few who inherited 'Mzungu's!

) Y >
(white man's) privileges and consunption habits and those who are still outside
the former privileges of the white nan -~ the mas<es, For the fewy conspicuous
consuniption habits, cxclusive residental arecas, schools and hospitals abound
largely at the disposal of 2 ncare-ciclusive clasge coaposed of expatriates, Asians

& I p ’
and a corps of Africen elite, what Frentz Fanon calls"Black Skins,Vhite nasks",
? 7
The new society has distinct class character periians replacing the pre-usuru
racial criterion for access into nrivileges, t is not strange thnen thet the
colonial institutional structures exist, alnost intact, And the health systen

is one such subsysten,

Indeed there are siructural probluns-cconoaic and idesological - entre-

nehing the systeia, With the unending cxpmsion of hospitals, . the more necdy rural

populations nrogressively becounes disfranchisced vis-a-vis urban populations. in

tems of the relative significence of rural health cipenditures (15~15).

4o THE PRIVATE wilCROR o tRVICE

The developnent cutlined above heg indecc carricd even equally into the
private sector, This sector cmsists of two levels,
a) Large scale and cauplex metropolitan hapital services operated

on rules of the uwarket 1lace, The gzcheois ol tinesc hospitals

H.
0

related to the historical raelal sepregetion systen prompesated
by the colonigl Zovernment, Accordingly the hopitzals had becn
set up to scrve the Buropean, the Asian or other comiiunitles (17).
Phe systen flourished arter indepoidence because there was a
perlet maong the Afvicen clite. These hospitals weres, snd otlll

are, to be found in thu. upjor cities,
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b) The seconc level consists of o host ol privete clinics of
vorying sizes and copability, usually held by one or more
doctors, wost ol whon are general prectitioners, The thrust
of the proctice is curative wedicine, nostly in urban settings
where the niarket is large., Indeed welatively few people can
afford the services of private doctors, especially the specia-

lized @adre.

As under the cceononic and socic-political structure of ccelonial
tines the privote sector tends to operate o a business pattern,
Choracteristically specianlization is o growing tendency, =nd is
considerea 50 be a necessary cchievenent in sone hospitals,

The doctors' specinlizotion requires specinlized disgnostic and
curative equipnent., Consequently the wolding of exceptionnl
centres of exccllence is alreedy o reality and the noru,
Surprisingly, tae govermaent health van-power development syst-
e, in which specinlists are produccd ot the expense of the
publicy inadvertently scrves the gools of the private sector, The
guest for equitable distribution o the cumtity and quality of

care cannot be et in this namer,

De CONCLUS TONS

The historig,] wWelopmont of Kenya, :nd Afvic.. in general, has largely
deteriined the existing health systen. Atteapts hove been wmnde to provide
health sare.to the people, who still have rensined largely in the periphery of
health care prioritization., However, nc drasiic policy neosures have becir taken,

toward structurasl change of the nealth carc systeme Uncirstondably structural

v

changes in large organizations and burcaucracics uzre difficulv and rare, In odd-
ition, structural changes arc econocuically expensive, Hore oten thoan 20t burea-
cracies do their best o avoid having to nske structuranl chsnges, But in a poor
geveloping country, such changes oue necessary if socinl justice is tc be equit-

ebly distributed.

Phe major hindrances to the Lommlation of more effective health system
would appcar to be the value systens of the elite _roups and agencies, ana the
structures. these produce. Atitcupts to solve priovity problems auong the largest
proportion of the ropulation leave much o be dosired, Ixisting health struc-
tures and strategies fly in the face of availeble wvidence m coffective sysioue
and stategies. In the conflict between volitical nceessity end cconomic reality
nmany problems have been avoided rather than solved, These problems do not disa-

ppear, they grow and wmagaily. It is the problews we have ignered, rather than
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those we have failed to cunguer, thet are constonty diificulties., The challenge
in modern health cere practic. iz to desipgn systens thet are noct only fair and

just to 2ll but cffecicnt and effectives, It is ult o swall challenge.

If Kenyans of Africen witractimn Tound the colonial health systen un-
just, they nust wulso strive to create a systen that is 1ot dispropurtionately
favourable %o a few, as is the case ia urban Konya end especially onong the
"yrofessionals", The African Black clites, fomerly "aative elites" have inherite-
ed the Fformierly ciclusive Buropean and “Asiatic" tastos, hospitals and private
clinics end, incvitably, class distinetions. The professionaligation currently
pursued 1ay not be in the bost intergat i the mejority for every few will ever
afford tie iigh "professional fees", 4s George Bernard shaw once said:i-~ "Bvery
profession is a conspiracy agodnst the public’, Mocifying that statement sone-
what, Renc Dubos (18), said that individuelized health care, comon aiiing ¢pec-—
ialists, cntrenches the status gquo, which nicans that the control of those condi-
tims which lead to individual camunity-wide problens is progressively less dap-
ortant except in rhetoric. Political action is nccessary to uake relevant ond
viable sociveconoiic change. Kunyals sociocconcanic systen follows the so-called
free—enterprise philosophy long established during tvhe colonial days but now
advanced 0 o very high degree, Within +this dcvelopment ideology denocracy and
socigl justice arc c.pected to thrive, One causon incex of these goals should
be the distrivutionof social scrvices auong the Konyon's, The pecformance of
{enya's politico-adiinistrative institutions should thus be aszessed in that

cantext,

Bxpensioa of the henlth serviecs, if cffcetive in prowviding previntive
and basic purative care, will ve o coatribution toward socioceconosic derocratiza—
tion. Jn a Tundanental nammer democracy nust slso include couiteble accessibili-
ty to basic nceds of life, and health is one of <thug. The Question in thie paper
is directed towards how far the cuisting systen ond its institutions eman produce

the expansion of health services necessary oo bring health to the whole population,



