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International Health: Problems and
Programs in Anthropological
Perspective

Sandra D. Lane and Robert A. Rubinstein

International health development work is among the most pcrsonally challcng-
ing. intellectually engaging, and potentiaily fr.uslraung arcas of mcdlc‘a! anlhrrt'rd
pological practice. On a personal level, it can demand compassion a
understanding in the midst of seemingly incredible amounts of (hscn'se, poverdy,
and suffering. Yet because an adequate understanding of the dynamics that lead
1o these conditions requires the integration of information ﬁ.'om many spheres—
biological, ccological, social, and cultural, for insmncc—u:elrfg a varicty of qua(:'
itative and quantitative methods, it cngages the hohsuc. c()nlm!Ian! .
amthropology as do few other anthropological aclivili'cs. Notwithstanding lh.'?' it
can be a frustrating area of work becausc the interaction of the broader pohuql
and cconomic contexts in which intcrnationat health and devclopment work 1
situatcd and the culture of the community of international health workers oftes
leads lo perverse outcomes.,

These challenges, problems, and paradoxes arc partly reflccted in the follow-

ing three examples:

1. In developing countries, 14 million children under the age of five died durirTg 1287.
Mote than 70 percent of these deaths were due to four main causes, all of which ‘s

now susceptible to effective low-cost actions by well-informed and well-supPoM j
parents” (Grant 1988:3): diartheal discases, malaria, measles, and acn'nc respiratory §
infection. In fact, children die of multiple causes, and mainutrition contribules o magy 3

of these.

2. U.S. forcign aid to Egypt since 1974 has totaled $13 biliion. The principal burcaucratic

means for distributing these funds is the U.S. Ageney for International Development

(UISAID). In part hecause of AID policies and practices, this mnssivc.invcslmcnl h 3
not yielded equally impressive results. One problem is that AID assistance requirs 4
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that projects usc costly U.S. materials and equipment: **One Egyptian government
source has cstimated that AID financed purchases are from 30 to 40 percent more
expensive than substitutes readily available even in U.S. markets. Goods must also
be shipped on U.S. vessels, at a cost that is sometimes three times the going inter-
national rate”' (Rodenbeck 1988:17; see also Sullivan 1984). And the annual cost of
maintaining the Cairo USAID office is approximately $150 million.

3. After investing huge amounts of money in the hasic laboratory work needed to de-
velop effective low-cost oral rehydration therapy (ORT) for stemming the devastating
effects of diarrhea! discases, these techniques are frequently unused or misused. In
part this failure derives from the frustrating circumstance that research supporting
health planning is constrained by bureaucratic commitments so that it necessanly fails
to discover culturally appropriate ways of integrating low-cost technologics, like ORT,
o people’s daily lives. As Foster (1987a:715) observes, **The assumption that ask-
ing people ahout their health beliefs and behavior, and obscrving their health behavior,
is nol science unless the data are used 10 test hypotheses, often severcly constricts
research designs and rescarch results.’’ (Sce also Pacey 1982; Rubinstein 1984.)

International health is the term that is most frequently used when health
policy planncrs speak about health in the developing world. Although the United
States and other industrialized nations arc normally included in the concept
international, in the casc of health development wark they are most commonly
the planners, and less developed nations such as Egypt, Lihcria, and Bangladesh
we the recipicnts. Thus, in practice, international health refers to the flow of
avice, health professionals, and health technology from the wealthier nations
to the poorcr.

International health development began with the cighteenth- and nincteenth-
century missionarics, who set up ctinies and offered medicine to the people they
were trying to convert. Following the missionarics, colonial governments cstah-
lished health services in their colonics. Leng (1982:411) argues that the devel-
opment of medical carc by the British colonialists in Malaya occurred mainly
because the indigenous labor force was decimated hy infectious discases, and
communicable discases were threatening the lives of the colonizers. El-Mchairy
(1984:11) also stresses that ‘‘Western governments undertook international
bealth work to protect their people from exotic discases . . . Jand in] the hope of
political and economic benefit from forcign aid.”’

In 1914 Charles Eliot set out these assumptions in a remarkably unself-
conscious way in his report to the Carncgic Endowment for International Peace:

; The fundamental object of Western colonization, or other form of occupation in the East,

& as it always has heen. the extension of Evropean trade and the increase of Furopean
waalth; but the opinian is heginning to prevail extensively in Europe and among Euro-

: peans who live in the East, that these objects can best be accomplished by increasing
e intelligence, skill, and well-being of the Eastern populations controlled, by raising

eir standards of living, relieving them from superstitious terrors, social bondages and

. Wdustrial handicaps, and by creating among them new wants and ambitions. . .. The
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principal means to these wortby ends are . . . preventive medicine and an cffective public
health organization directed (o the relief of current suffering, the prevention of sweeping
pestilences, and 1he increase of indusirial efficiency. (Eliot 1914:4)

Thus afthough international health work has always drawn on the talents and
encrgies of compassionate and caring health professionals, the social organiza-
tion of international health work devcloped in the context of, and continucs to
be shaped by. the political and cconomic sell-interests of powerlul groups. In a
real scnse, international health development was nol based on aliruisim hut
served the political and medical needs of the donor countries.

An unequal distribution of power is implicil in the relationship belween the
danors of medical assistance and its recipients. Arturg Escobar (1985), fullowing
Miche! Foucault's analysis of the discourse of power, examines the jargon of
interpational health. He argues that health development work was preceded by
the “*creation of abnonmnalities’™ such as the term wnderdevelaped, which held
the West o be the “‘developed’ goal 1o which other countrics must aspire, and
in doing so devalued more than half of the world (p. 387). The standard oo
which developmeni is based is largely arbilrary, culture bound, and one-
dimensional. The basis of this cvaluation, industrialization and wealth, assumes
that the “*urderdeveloped™ countries would benefit [rom becoming more like
the developed countries and that they therefore must attenipt ro change in that
dircclion. A rarely stated bul increasingly clear point is that a scale based on
development devalues, or discounts, some aspects of culture that promote quality
of life, including *‘non-Western'' traditions of art, religion, intellectual accom.
pitshment, and social support {Rahnema 1986)."

Once these kinds of assumptions coalesced to form the “problem of uader-
development,”” its prolessionalizalion soon [ollowed. As Escobar (1985) notes,
major universities formed departments focused on development studies, which
led 1o an institutionalized approach to the analysis and lreatment of development
projects {Sen 1979; Silverberg 1986) that resiriets the range of information con-
sidercd legitimate. A particularly extreme view of this process is expresscd hy
Allan Hoben, who argues that development studies arc a **posilivistic and cth-
nocentdc interpretation of a particular historical process, the emergence ol cap-
italism. and 1he industrial revolution in Western Europe’” (Hoben 1982:352; see
also Hill 1986). This situation has resulted in calls for expanding the kinds of
information considered appropriate for use in health planning (Rubinstcin [984;
Foster 1987a, 1987b; Justice 1987), and it has spawned morc passionsie re-
sponses as well.2

Nearly all of the lerms used in international health work reflect the unequal
relationship between the haves and the have-nots. Thus, it is problematic lo
choose non-value-laden termns. In an effort to modify the term wnderdeveluped,
scholars have used developing and less developed countries (1.1XCs), in lhe
World Health Organization jargon, Marxisis and others with a political-
economic perspective began referming to the ““Third World'' to distinguish, prior
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o the breakup of the Soviet Union, the First World (the United Siates and its
allies) and the Second World (the Suvict Union and its allics) from the emaining
politics in the world. The term Third Worfd implics an understanding ol the
soctopolitical divisions hetween rich and poor nations, but it nonetheless Twmps
logether quite diverse countrics that often have little in common except poverty
(Worsicy 1984). Since there are po nonpejorative terms 1o describe the major
recipicnt countrics of international health aidl, in this chapter we use devefoping
cowiries and Third World interchangeably,

ASSUMPTIONS AND ORGANIZATION OF INTERNATIONAL
HEALTII WORK

The assumptions of international health work have, according to George Vos-
ter (19874, 19870), historically included the assumptions that (1) wealthier coun-
trics have the capital, the talent, and the know-how 1o solve the healih problems
of the poorer countries; (2) the wealthier countries should therclfore plan and
direct such efforts; and (3} Weslern health care institutions and approacles will
work in solving health problems in LLDCs. These general assumptions arc cle-
ments ol @ professional worldview (hat persists despile repeated demonstrations
that it is inadequate. There s no reason to assume that developmicnt projecis
designed and impleuiented by Western eaperts will be appropriate or uscful in
the Third World. Judithanne Justice (1983, 1984, 1987) demonstrales that in
Nepal, the primary health care model developed by WHO, Ihe United Natjons
Children’s Fund (UNICEF}, and USAID was applicd without considering local
cultural or political lactors. Ut fatled as a result.

A lurther, perhaps more basic, assumption in international health development
has heen that the pravision of health care will Bnprave the bealth of the Tecip-
icnts. Although there have been successes i jnlernational health work—-the
most [reguently cited being the eradication of smalipox during the 1970s—many
projects have fatled to improve health, and some have worsencd the health of
the peaple they were (rying 10 help. Furthermnore, in Eurape, the major improve-
ments in iniectious diseases (especially wberculosis) oceurred belore the devel-
opment of sophisticated heafth care technologies like antibiotics, vaccines, or
modern inedicine (Dubos 1959; Ratcliffe 1985).

T. McKeown {(1976b) describes how Lhe social movements of the nincteenth
century in England fed to the provision of clean waler and improvements in
nutrition and housing, which were responsible for the reduction in infectious
discasc. The resulling deerease in morlality rates, espeeially among infants and
children, happened before the advent of antibiotics. Thus, health care alone may
not be the best methad of improving the health of people interationally. par-
ticularly when their health problems stem direcdy [rom poverty.

International health bureaucracics encompass four distinct types of organi-
zations (Foster 1987a, 1987b):




400 Policy and Advocacy

1. Intemnational (muliilateral) organizations, such as WHO, UNICEF, the Food and Ag-
riculture Organization (FAO), the United Nations Fund for Population Assistance
(UNFPA), the United Nations Educational, Scientific and Cultural Organization
(UNESCO). the World Bank, and many others. It is at conferences funded and or-
ganized by these agencies that major policy directions are charted. One of the most
famous such meetings was the 1978 Alma Ata Conference, which officially inaugu-
rated primary health care (WHO 1978a). Following ratification of cach new policy
direction, the multilateral organizations. often in cooperation with bilateral and private
organizations, fund projects in individual countrics.

2. Governmenial (bilateral) organizations, in which one country directly cxiends aid to
a second country, usually through the ministry of health in the recipient country. The
United States channels this assistance through the USAID. Although this aid is offi-
cially for health projects, it also scrves the needs of U.S. forcign policy and is used
as an incentive to encourage others to act in accord with U.S. interests. Furthermore,
USAID assistance often reflects U.S. concerns more than those of the recipient coun-
trics. For example, during the Reagan administration, USAID withdrew its support
from UNFPA because of right-wing pressure against funding abortion scrvices. The
conservative trend toward privatization has influenced USAID funding as well. Al-
though the bulk of USAID's support still goes to minisiries of health, an increasing
portion supposts the health projects of private organizations and for-profit health serv-
ices {(Montague and Lamstein 1988).

M. Private and voluntary organizations (PVQs) or nongovernmenial organizations
(NGOs), which may be secular (for cxample, Save the Children Foundation and
CARE} or religious (for example, Catholic Reliel Services and the American Friends
Service Commitlee). They may also be international, where the headquarters arc Jo-
cated in the United States or Europe with local offices in recipient countrics, or they
may be indigenous. In India, for example, indigenous voluniary organizations are
particularly strong. In many other countries, however, government control of indige-
nous organizations precludes their development of effective programs. In general,
NGOs provide direct assistance to panicular groups, such as refugecs, children, or
disaster victims. Since they often serve fairly small groups, NGOs may quite suc-
cessfully improve the health of their target populations. When the same programs are
attempted with a larger population with no increase in funding (for example, when a
ministry of health attempts to replicate a successful pilot project on a country-wide
scale). the projects often fail. This effect, called upscaling in the development liter-
ature, it on¢ of the main reasons that pilot projects are so difficult to translate into
large-scale strategies (Sohoni 1988:25-28).

4. Philanthropic foundations, which were among the first bureaucracies to become in-
volved in international health. These include the Rockefeller Foundation, the Ford
Foundation, Hewlett, Mellon, the Packard Foundation, and many others. Although
U.S.-based philanthropic foundations are private and not associated with the govern-
ment, they have, especially in the past, been accused of serving the necds of American
business and foreign policy. Indeed, an entire body of literature examincs the Rock-
efcller Foundation's heavy-handed approach to international development (E. Brown
1976, 1980: Donaldson 1976; Franco-Agudelo 1983). More recently, however, many
philanthropic agencies have revised their funding strategies. The Ford Foundation,

International Health 401

for example, works primarily through indigenous institutions. It supports research,
education, and action programs conceived of and conducted by local schotars to mect
the needs of their own countries.

HEALTH PROBLEMS IN THE THIRD WORLD

Before discussing specific international health projects or the role of anthro-
pologists in them, it is important to review the major health problems in the
Third World that these projects arce designed to address. Obviously the countries
that make up the Third World are heterogencous, as arc the populations within
thase countrics, so any overview that lumps them together does not do justice
to their diversity. Nevertheless, sociopolitical and ccological similarities exisl
among Third World countries that affect the health of their people.

Thitd World populations arc usuatly characterized by pyramidal age struc-
tures, with the bulk of the people under age fifteen. High infant death is reflected
in the infant morality rates (Table 19.1)-—for 1992, for example, 165 per 1,000
in Afghanistan and 122 per LK in Mali, with 6 per OO0 for Sweden and
Finland and 9 per 1,000 for the United States (Grant 1988:64-0S; International
Bank for Reconstruction and Development 1988; Golladay and Licse 1980);
Rohde 1983). The leading infectious causes of infant and childhood death are
diarrhea, respiratory ilinesses, malaria, measles, and neonatal tetanus. Childhood
vaceines against polio, diphtheria, pertussis (whooping cough), tetanus (includ-
ing tctanus immunization for pregnant women), measles, and whercutosis are
potential Tifesaving interventions (World Bank 1993). Although immunizations
arc officially available in most countrics, many children are unvaccinated, for
reasons that span the cultural and political spectrum. There are, however, some
encouraging accomplishments. Polio, targeted by the WHO and UNICEF for
cradication by the ycar 2000, has been virtually climinated in the Western Hen-
isphere (Grant 1994, Jamison ct al, 1991).

Since the Tate 1970s the spread of HIV-AIDS has reached global pandemic
proportions. 'The WHO estimates that by mid-1993 HIV had infected more than
14 million individuals worldwide, with approximately 1 million of these infec-
tions occurring in children, through vertical, or mother-to-child transmission
(WHO 1993). Babics infected with the human immunodeficiency virus rarcly
survive to their fifth ycar. Hepatitis B infection, transmitted like HIV from
mother to child as welt as via contaminated blood and semen, may induce
chronic hepatitis and, years later, liver cancer (Horn 1986a). Childhood immu-
nization programs in a number of countrics, where the infection is endenic,
have begun to include vaccination against hepatitis B (Prince 1990).

The major parasitic discases (malaria, schistosomiasis, onchocerciasis, trypan-
asomiasis, leischmaniasis, filiriasis, dracunculiasis, and the intestinal parasites)
plague both children and adults with chronic infections that cause debility, loss
of productivity, and shortened life spans (Katz, Despommicr, and Gwadz 1982).
Although much international health work has attempted to control these parasitic



Table 19.1

Child and Infant Mortality Rates and Adult Literacy Rates

Country 1992 under 5
Mortality
Afghanistan 257
Mali 220
Sierra Leone 249
Malawi 226
Ethiopia 208
Guinea 230
Somalia 211
Burkina Faso 150
Niger 320
Chad 209
Guinea-Bissau 2319
Central African Republic 179
Senegal 145
Mauritania 206
Liberia 217
Rwanda 222
Yemen 177
Bhutan : 201
Nepal 128
Burundi 179
Bangladesh 127
Benin 147
Sudan 166
Tanzania, U. Rep. of 176
Bolivia 118
Nigeria 191
Haiti 133
Gabon 158
Uganda 185
Pakistan 137
Zaire 188
Lac Dem. Rep. 145
Oman 31
Camercon 117
Togo 137
India 124
Cote d'Ivoire 124
Ghana 170
Zambia 202
Eritrea 208
Cambodia 184
Namibia 79
Azerbaijan 53
Kazakhstan 50

*Indicates that the data are from pror to 1990.
Source: From Grant (1994:62).
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1992
IMR

165
122
144
143
123
135
125
101
191
123
141
105
90
118
146
131
107
131
90
108
97
88
100
111
80
114
87
95
111
95
121
98
24
74
86
83
91
103
113
123
117

37
43

% Adults
Literate--1990
male/female

44/14
41/24
31/11
52/31%

13/16
36/14
28/9
40/17
42/18
50/24
52/25
52/25
47/21
50/29
64/37
$3/26
51/25
38/13
61/40
47/22
32/16
43/12
93/88
87/71
62/40
59/47
74/49
62/3S
47/21
84/61
92/76%
47/12+
67/43
56/31
62/34
67/40
70/51
81/65

48/22

Table 19.1 (Continued)

Country

Egypt
Paru

Libyan Arab Jamahiriya

Morocco
Indonesia
congo

Kenya

Zimbabwe
Honduras
Algeria
Tunisia
Guatemala
Saudi Arabia
South Africa
Nicaragua
Turkey

Iraq

Botawana

Viet Nam
Madagascar
Ecuador

Papua New Guinea
Brazil

El Salvador
Dominican Republic
Philippines
Mexico
Colombia
Syrian Arab Republic
Paraquay
Mongollia
Jordan

Lebanon
Thailand
Albania

China

Sri Lanka
Venezuela
United Arab Emirates
Argentina
Malaysia

Panama

Moldova
Armenia

Latvia

Estonia

Korea Dem. Rep.

1992 under S
Mortality

S5
65
104
61
111
110
74
86
S8
72
38
76
40
70
76
87
80
S8
49

168
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59
77
65
63
S0
60
33
20
40
34
80
30
44
33
34
43
19
24
22
24
19
20
36
34
26
24
33

1992
IMR

43
46
70
S0
71
82
S1
60
45
60
32
SS
3s
53
54
70
64
45
37
110
47
54
54
47
42
46
27
17
34
28
61
25
3s
27
28
35
15
20
18
22
14
18
31
29
22
20
25

% Adults
Literate--1990
male/female

63/34
91/79
75/50
61/38
88/75
70/44
80/59
74/60
75/71
70/46
74/56
63/47
73/48
78/75#

90/71
70/49
84/65
92/84
88/73
88/84
65/38
83/80
76/70
85/82
90/89
90/85
87/86
78/51
92/88
93/86+
89/70
88/73
96/90

84/62
93/84
87/90
58/38+%
95/95
86/70
88/88

100/ 100+



Table 19.1 (Continued)

Country

Korea, Republic of
Uruguay

Mauritius

Romania

Yugoslavia (former)
Russian Federation
Chile

Trinidad and Tobago
Jamaica

Kuwait

Costa Rica
Portugal

Bulgaria

Hungary

Poland

Cuba

Greece

Czech Republi
Israel .

New Zealand

USA

Austria

Belgium

Germany

Italy

Singapore

Ireland

Spain

United Kingdom
Australia

Hong Kong

France

Canada

Denmark

Japan

Netherlands
Switzerland

Norway

Finland

Sweden

1992 undar 5
Mortality

9
22
24
28
22
32
18
22
14
16
17
13
20
16
16
11

9
12
11
10
10

9
11

-
NN PO N ®@DWNOOONNO®

1992

IMR

- | el S ol S L
HQOOU\G\H&&N\DU\Q\DUOOQ

AN N N A E NN NONDNDODWVO®NY Y DY

% Adults
Literate-~1990
mala/female

99/94
97/96
89/77+

97/88
93/93
97/93*
98/99
77/67
93793
89/81
99/99+

95/93
98/89

95/89+%

98/96
92/74*

97/93

95/81+
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discases, especially malaria, schistosomiasis, and trypanasomiasis, the failure of
vector control measures and a number of other problems have contributed to
the failure of these programs (Golladay and Liese 1980:18).

Emerging new and reemerging old discases have proved that the once-
assumed victory over infectious discascs was nothing but a temporary repricve
(Sommerfeld 1994). Overuse and inappropriate use of antimicrobial drugs have
bred resistant strains of tuberculosis, Streptococcus pneumoniae, and Staphylo-
coccus anreus. Decreased attention to public health prevention, including food
safety and rodent and vector control, has led to epidemics of cholera, plague,
and dengue (Bryan ct al. 1994; Burns 1994). New and potentially fatal viruses—
including HIV, hantavirus, Legionnaire's discase, and Ebola virus—have been
identificd since 1980 (Bryan ct al. 1994).

Accidents, particularly motor vehicle accidents, are common in cities where
the traffic congestion rivals that in the industrialized world (Fenner 1980). Burns
arc frequent in makeshift housing, where open fires or small kerosene stoves
arc used for cooking and heating. Inadequate or completely lacking emergency
and firc vchicles, cquipment, and personncl mean that people die who might
otherwisc be saved. Occupational exposures to such toxins as lead, pesticides,
and other chemicals cause unknown amounts of discase, especially where safety
equipment is inadequate or not even considered. For example, textile workers
in Egypt frequently suffer from pneumoconiosis after years of inhaling fiber
dust without any respiratory protective cquipment (Lanc 1985).

Hliteracy is often high, and in some countries a majority of women are illit-
eratc (Grant 1988:76-77). Female literacy has a profound indirect effect on
health. Iiliterate mothers are unable to read directions on medicine containcrs
and conscquently may give the wrong medicine or wrong dose of medicine to
a child (Lanc 1987). Furthermore, increasing female literacy is associated with
a decreasc in the birthrate and decreased infant mortality rates (Herz and Meas-
ham 1987:35-37). In a remarkable study that cxamined data from thirty-three
countrics, a lincar relationship was found between maternal education and child
survival (Cochrane, O’Hara, and Leslie 1980). For every one-ycar increment in
mothers’ education there was a 7 to 9 percent decline in child mortality.

Unemployment and underemployment are large problems in the developing
world, where the labor force may be unable to absorb those who reccive an
cducation (Kepel 1985:85). Frequently the brightest and the best young gradu-
ates emigrate to seck their fortunes in other countries, often in the West (Saich
1979). This brain drain disproportionately affects the ranks of physicians and
nurses, the loss of whom directly affects a country’s health care. According to
Mahler (1981:10) more than 75 percent of the world’s migrant physicians now
practice in five of the wealthiest Western countries: Australia, Canada, the Fed-
eral Republic of Germany, the United Kingdom, and the United States.

Poverty grew in many parts of the world during the 1980s. In 1990 the World
Bank cstimated that 1.1 billion people were living in poverty. In a worsening
spiral, external debt and structural adjustment policies have severely limited the
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amount that developing countries can afford to spend on essential health serv-
ices, such as immunization and tuberculosis treatment (Grant 1994). According
to James Grant, late director of UNICEF, the debt service alone for sub-Saharan
African countries per month in 1993 came to $! billion (Grant 1993). Due to
poverty, the toll of AIDS infection in families, and civil conflict, the WHO
estimates that by the year 2000 there will be 10 million abandoned or orphancd
children living on their own in Africa (Grant 1994).

Sociopolitical conditions both causc some health problems and make a num-
ber of existing problems worse, including inadequate food, clean water, stress
associaled with migration, war, multinational business interests, and large-scale
development projects.

Poor Access to Food

It is widely acknowledged that nutritional status is the most important deter-
minan! of health (Scrimshaw 1974). Nevertheless, duc to lack of food, millions
of children and adults in the developing world are malnourished. Dictary in-
adequacy often results from unequal distribution of food within a country and
between countries, which occurs even when adequate food stores cxist (Feder
1981). Susan George (1977) describes how price controls mcant 1o increase
profits result in planned scarcity, where millions starve while farmers in the
United States are paid not to produce. Noting the unequal distribution of food
internationally. the Food and Nutrition Bulletin commented:

No doubt everyone realizes how preposterous it is that the two most protein-needy con-
tinents, Africa and South America, are the main suppliers of animal protcin food moving
in the world trade—and they supply those who already have plenty. (cited by Xeroph-
thalmia Club Bulletin 1983)

In Egypt, for cxample, the rural delta has the highest density of animals per
unit of land-in the world (Horn 1986b); however, in many rural hamlets, the
peasants can afford very little meat, which they eat mainly on religious holy
days and when someone dies (Lane 1987). Nevertheless, a significant amount
of acreage is devoted to fodder to fatten the livestock, which are then sold for
cash (Adams 1986; Lane 1987).

In miral farming arcas, the shift from subsistence agriculture 1o growing cash
crops has worsened the diets of the farmers and their families (George 1977:
15-19). The change in crops, often from food to nonfood items such as cotton
or coffee, began as an influence of European colonialism. For example, in 1832
Egypt began growing cotton, which is still its major cash crop (Owen 1969).
The Sudan hegan cotton production in 1910, when it was then under British
colonial rule. With the completion of the Sennar Dam in 1925, more than 2
million acres in the Gezira scheme were irrigated for the production of cotton
and other crops (Gezira Board 1987). Since cash crops are grown to bhe exported
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and arc usually cultivated on the hest land, farmers must then grow their fam-
ilics’ food on smaller and poorer plots of land and purchase the remainder of
the food they necd. Further, farmers must purchase sceds, fertilizer, pesticides,
and the like to grow the next year's cash crop. The families’ diet, which may
have been relatively abundant and varied during subsistence farming, suffers,
and the most valnerable members of cach family, the children and childbearing
women, suffer the most.

The *“green revolution’ was a development strategy hased on the assumption
that producing more food per unit of land would be the answer to the world’s
food shortages (George 1977). In an aticmpt to increasc crop yicld, new hybrid
plants were developed that produced twice their former yields. However, the
green revolution replaced the varied traditional agriculture with monocrops of
cercals (Taussig 1978; Schertz 1972). This switch decreased the peasants’ dic-
tary diversity and replaced much of the leguminous proteins that were the peas-
anls” main protein source. Furthermore, the genctic diversity of the crops was
decreased, since the hybrids were developed in a few laboratorics, such as the
International Rice Rescarch Institute in the Philippines (George 1977:88). The
new hybrids needed enormous amounts of fertilizer and pesticides, which the
developing countries were often forced to purchase from the West. ‘Yhe expense
of these purchases forced many small farmers off their land, which was then
bought by agribusincsses that used the green revolution technology to produce
cash crops (World Agricultural Rescarch Project 1980). In Colombia, for cx-
ample, *‘the expansion of intensive large-scale farming has driven the bulk of
the peasantry off the land in recent years; 50 percent of the children six years
and under are said to be suffering from malnutrition”” (Taussig 1978:101),

In many parts of the world, land tenure remains ncarly feudal, with i small
percentage of landlords owning the ficlds on which tenant farmers grow crops.
P. J. Brown (1987) cxamined such a situation in Sardinia and found that the
energy taken from the peasants in the form of payment to the landlords was a
much greater burden on them than the chronic malaria from which they suffered.
He had originally gone to Sardinia to study the effect of malaria on impeding
developnient and concluded that the tand tenure system that so favored the few
owners presented a much larger obstacle. A similar situation cxists in many
parts of India. Sandra Lanc interviewed landiess farmworkers in Gujarat state
and found that they were paid only half of the official minimum wage (6 rupees
per day rather than 12 rupees). When large expenses, such as providing a dowry
for o daughter, forced themn to borrow from the landlord, they and their entire
familics centered into a form of indentured servitude.

In Third World citics, rural-to-urban migrants have swelled the squatter set-
tlcments. Many of these residents were farmers whao lost their fand due to pov-
crty and must now purchase all of their food. With high unemployment and
lack of litcracy and job skills to survive in a city, they and their children may
starve duc to lack money. Charles Hughes and John Hunter (1970) describe this
phenomenon as “‘urban malnutrition.”’
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Even fuel for cooking of food is often scarce and expensive. In arcas where
wornen depend on wood for cooking, deforestation has complicated their lives
enormously. In a village in Gujarat state, India, the women claimed to spend
between two to four hours per day gathering sufficient firewood to cook the
daily meal.

Lack of Clean Water

In many countries, piped water and sanitation are luxuries of the urban middle
and upper classes. In rural arcas and urban slums, residents may have to travel
some distance to a crowded public tap or may have to drink from a stream
poliuted with human and animal waste. Between 1988 and 1991, for cxample,
only 51 percent of pcople in Indonesia, 25 percent of people in Paraguay, and
22 percent of people in Mozambique had access to safe water (Grant 1994).

David Sanders (1985) describes three types of disease associated with inad-
cquate water supplies: water-borne diseases, which occur when drinking water
is contaminated with fecal organisms, such as cholera, typhoid, amocbiasis, hep-
atitis A. polio, and diarrhea; water-washed diseases, which incrcasc when wash
water is inadequate, such as skin and eye infections; and water-based diseases,
in which the infectious agent is present in the water and peuetrates the skin
during washing, such as schistosomiasis. The most ubiquitous water-borne dis-
case, diarrhea, is the leading cause of death in children under five in developing
countrics and results in between 5 and 18 million childhood deaths per year
(Rohde and Northrup 1976:341). In addition to fatal dehydration, diarrhea con-
tributcs to malnutrition and weakened immunity in children who survive (Chen
and Scrimshaw 1983). So detrimental is diarrhea (o the child’s nutritional status
that it can cause malnutrition even when there is sufficient food available to the
child (Chen and Scrimshaw 1983).

Increase in Disease Due to Refugee Flight, Forced Relocation,
and Rural to Urban Migration

Migration, especially refugee flight from war and natural disasters, has been
increasing every year. Since 1945, 60 million to 70 million people have fled
from their homes because of political repression and war (Beyer 1981:26); more
than 14 million of these rcfugees fled in 1974 alonc (1974 World Refugee
Report, cited by Jacobson 1977:516), and in 1995 alone, there were 23 million
official refugees (Peterson 1995:9). In 1993, an increasing number of individuals
fled their homes without crossing international borders; these internally dis-
placed persons are harder to reach with emergency services and arc frequently
more vulncrable than officially reccognized refugees (Frelick 1994). Forced re-
location of entire communities is a consequence of the construction of such
dams as the Kariba Dam (Zimbabwe), the Aswan High Dam (Egypt and the
Sudan), and the Keban Dam (Turkey) (Scudder 1975). In most Third World
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countrics, a large proportion of the population is rural, with farming as its main
occupation. However, rural-to-urban migration is increasing; the World Bank
estimates that by the year 2000 the worldwide urban population will be 45
percent of the total (Golladay and Licse 1980:21). Due to this migration, the
large citics in the Third World have swelled and arc surrounded by squatter
scttlements of poor people who live without basic sanitation in crowded, make-
shift housing (Peattic 1968). In many Third World citics, estimates of the pro-
portion of the population that lives in squatter scttiements range from 20 percent
to 50 percent (Abrams 1970).

Scudder and Colson (1982) attribute the health cffects of migration to three
types of stress: physiological, psychological, and sociocultural. Such physiolog-
ical stresses as crowding, inadequate food, inadequate water, and inadequate
scwage disposal can both lower the migrants® resistance to discasc and expose
them to such infectious discases as tuberculosis, parasitism, diarrhea, and res-
piratory iltnesses (Hull 1979:32; McNeill 1980). Such psychological stresses as
gricf, anxicty, and cmotional trauma contribute to both physical and mental
iliness (Murphy 1961). Such sociocultural stresses as language barriers, resel-
tlement in an arca where the habits, attitudes, and beliefs are unfamiliar, and
where xenophobia makes the host population negatively prejudiced toward the
migrimts, may lead to such economic, family, and social problems as alcoholism
(Scudder and Colson 1982; Ablon 1965).

Political Repression, Violence, and War

Dircctly and indirectly political-cconomic struggles affect health. War and
violence, as parts of contemporary political realitics, arc now much different
from the conventional wars of other eras of human history. Now combat hetween
opposing armics is infrequent. In its place, “*war is focused on the Third World,
and pits guerrilla insurgences against state governments and states against in-
digenous nations’* (Nietschmann 1987:1). The direct killing and maiming of
combatants is the unfortunate goal of war. A less obvious effect is the loss of
this human power for the socicty—the loss of teachers, engincers. and manual
workers to carry on the daily tasks of the socicty. After the war, the socicty
must support and carc for the disabled veterans and suffers the effects of angry
men in its midst who have heen trained to kill (Siegel, Baron, and Epstein 1985).
It is not hyperbole to say, for example, that the young Isracli soldiers who are
learning that it is acceptable to break the hands and skulls of West Bank Pales-
tinians have become dehumanized. One soldier stated, *“The more 1 break other
people’s bones, the more T am broken mysell”” (Greenherg 1988:1). Nor is it
difficult to imagine the future problems this brutality will create for Isracli so-
ciety (Physicians for Human Rights 1988).

War profoundly affects civilian health as well. The civilians necd not be
members of the enemy: war may provide an excuse for genocide of a national
minority population. The examples of such genocide arc numerous, from the
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German Holocaust of European Jews to the Guatemalan extermination of the
indigenous Indian peasants (Carmack 1988).> Before Rwanda’s Hutn cthnic ma-
jority began its genocidal slaughter of the Tutsi minority in April 1994, the
country's total population numbered 8 million. As a result of the tragedy,
500,000 people were killed, and nearly 5 million became refugees or internally
displaced (Atwood 1994).

Direct health effects on civilian enemies are also numerous but arc often
ignored since the people killed are typically women, children, and clders. The
My Lai massacre of an entire village by U.S. soldiers is onc example (Nagel
1972). During the war of 1948, 250 Palestinians were killed in the village of
Dier Yassin, to ‘‘liberate’” the territory for the newly created state of Israel (Said
1979:44). And more recently, the use of poison gas by Iraq during its war with
Iran is reported to have wiped out the entire population of a Kurdish village
(Browne 1988; Physicians for Human Rights 1989).

A less obvious effect of war on civilian health is the disruption of food
distribution and health carc. In Sudan, the largest country in Africa, the effects
of the brutal civil war between the Muslem north and non-Muslem south have
resulted in significant losses in progress from past development cfforts and in
diminished prospects for development in the future (Ahmed ct al. 1988). For
example, for the south the war meant the near cessation of the drilling of bo-
rehcoles for fresh water after 1985 (Dodge and Ibrahim 1988:48-49), an excep-
tionally high infant mortality rate of 180 per 1,000, prevalent malnutrition
among children twelve and younger (Duku 1988:44), and the decimation of the
infrastructure for primary and sccondary health care in the region (Duku 1988:
3740,

In Zimbabwe from 1978 to 1980 the military carried out Operation Turkey,
destroying crops, livestock, and food supplies in order to starve the guerrillas
(Sanders 1982). The unfortunate consequence of this stratcgy was widespread
malnutrition of rural children and increased infant and childhood mortality.

In Nicaragua the contra forces explicitly targeted health workers and health
nstitutions (Siegel, Baron, and Epstein 1985; Siegel, Baron, and Eitel {985;
Kreier and Baron 1987). From 1981 to 1985, thirty-eight health workers were
killed and twenty-eight kidnapped while they were performing medical services;
sixty-one hcalth units were destroyed and thirty-scven others forced to close due
to contra activity. Due to the decreased availability of health services, immu-
nization, sanitation, nutrition and other health programs were curtailed and
health, especially of the rural peasants, suffered.

In the Guatemalan village of San Pedro, for instance, the cffect of the burden
of military operations on the economy is conspicuous. Between 1977 and 1987
the cost of ane pound of rice increased fivefold, from .15 quetzal to .75 quetzal.
Although there was a rise in wages during the decade, it was nowhere as great
as the risc in prices. This means that one pound of rice rose from representing
.25 percent to .71 percent of a laborer’s average monthly wage. Similar increases
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Table 19.2

Prices in San Pedro, Guatemala, as a Percentage of Monthly Wages,
1977 and 1987

197 1987
Teacher Laborer Mald Teacher Laborer Maid
Wage* 240.00 60.00 12.00 372.00 105.00 40.00
Rrice ) b1 X Rrice ) ) )}
Black beans/lb .08 .0l .1] .67 .70 .19 .67 1.75
Corn/1lb .05 .02 .08 .42 .22 .06 .21 .5%
Rice/lb .15 .06 .25 1.25% .75 .20 .1 1.88
Soap/ea .04 .02 .07 .3 .22 .06 .21 .55
Neat/lb .15 -3 1.25 6.25 3.7% 1.01 3.57 9.38
Chicken feed/100lbs 8.40 3.50 14.00 70.00 33.80 9.09 32.19 84.50
Hilk/liter .08 .03 .13 .67 .50 .13 .48 1.28
salt .03 .01 .05 .25 .20 .05 .19 .50
Chicken/1b .29 .12 .48 2.42 1.80 .48 1.7 4.50
Sugar/1lb .08 .03 .13 .67 .30 .08 .29 .18
Bread/six .05 .02 .08 <42 .24 .06 .23 .60
Carrots/doz. .40 .17 .67 3.1 1.00 .27 .95 2.50
Shrimp/1b 1.20 .50 2.00 10.00 8.00 2.1 7.62 20.00
Tomato paste/each .15 .06 .25 1.25 .15 .20 -n 1.88
Hot sBauce/each .10 .04 W17 .83 .50 .13 .48 1,28
Gasoline/gallon .95 .40 1.58 7.92 2.95 .19 2.81 7.38
Electricity/kwh .07 .03 .12 .58 .21 .06 .20 .53
Antacids/each .05 .02 .08 .42 .15 .04 .14 .38
Private school/month 4.00 1.67 6.67 33.33 15.00 4.0) 14.29 37.%0
8us to Quezaltenango .50 .21 .83 4.17 1.50 40 1.43 3.78

*Quetzals, laborer's wage based on daily wage estimate.
Source: From Ehlers (1987:27).

occurred in the cost of other staple commoditics (Table 19.2). The nutritional
consequences of this situation are remarkable:

Onc impact of all this is that protcin consumption dropped by at least 15 pereent, caloric
intake by 16 percent, and the per capita intake of eggs, meat and fat was reduced in 90
pereent of the population. (Ehlers 1987:27)

That devoting a disproportionate share of a nation’s cconomy to maintaining
a military cffort has a negative cffect on human services and on social supports
in that nation has been well documented (Mclman 1965, 1988; Pinxten 1986).
lfurther, devoting resources to the procurement of military resources has world-
wide cffects, especially in the case of the development of nuclear arsenals.

The threat of nuclear war and the scientific study of long-term effects of
dropping the atomic bomb on Hiroshima and Nagasaki have focused attention
on the medical aspects of nuclear war (Ishikawa and Swain 1981). ‘This has
inspired a4 number of speculative reports on the potential health effects of nuclear
war. Owen Greene and associates (1982) describe the effects of several different
kinds of nuclear attacks on London, England. In their analysis, they calculate
that *“a single onc-megaton bomb can destroy by blast and firc an arca 10 miles
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across’’ (Greene et al. 1982:25), and they note that it would disrupt electrical
and other utilities over a much wider area. As for casualties, they say that even
in an attack,

in which no bomb falls on Inner London, over one million dic in seconds from blast
injuries and more than 4 million from radiation over a period of up to two months after
the attack. At least half a million people are injured by blast. (Greenc ct al. 1982:55)

More generally, in addition to deaths immediately attributable to the blast,
Elizabeth Schueler and George Armelagos (1989:108; Armelagos and Schueler
1986) point out that the **short term health effects on the population will he
further exacerbated by the destruction of an estimated 80 percent of the medical
resources.”’ Further, aside from radiation-induced illness, there will be an in-
creasc in morbidity duc to vitamin, mineral, and food deficiencics. On the social
and cultural levels, the possibility of nuclear war suggests the likely disruption
of social life on a dramatic scale (Rubinstein 1988).

Multinational Business Interests

Businesses often place profits above other considerations, including the health
of unsuspecting consumers. The infant formula scandal is perhaps the most well-
known example of this phenomenon. Following World War 11 infant formula
companies, such as Nestlé and Unigate, began increasingly intensive promotion
of arlificial milk as the healthiest choice for infant diets (George 1977:152-153;
Jelliffe and Jelliffe 1977). This marketing involved not only print, radio, and
television advertisements but also saleswomen dressed as nurses who demon-
strated the products to new mothers in hospitals, frequently giving away the first
tin for frec (George 1977:153). For poor familics, however, the formula was so
cxpensive that one-quarter to one-third of the family’s income might be required
to purchase adequate amounts, forcing mothers to dilute the strength of the
mixture (George 1977:153; Elling 1981). Furthermore, lack of refrigeration and
contamination of the water used to mix the formula is the surest route to diar-
rhca. Finally, without the nipple stimulation of frequent suckling, the mother’s
breast milk dries up. Thus, the child is deprived of the immunoprotective factors
intrinsic to human milk—factors that would protect it from infection—and if
the parents lack money to purchase sufficient formula, the infant starves. The
irony is how completely unnecessary artificial formula is for babics; breast milk
is healthier than formula, and it is free and sterile.

A second example of multinationa! business interests’ directly impairing
health is the dumping of drugs in the Third World. M. Silverman, P. l_ce, and
M. Lydecker (1982) have conducted extensive investigations of the marketing
of drugs in the developing world. Specifically they called attention to the in-
consistencies in drug indications and descriptions of side effects in the promo-
tional literature. Powerful antibiotics such as chloramphenocol are used
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extensively in Latin America and the Middle East for childhood diarrhea, ac-
cording to package directions. The package directions do not mention the
potentially fatal side cffect—aplastic aneinia—which is the rcason that chlor-
amphenocol is reserved for only life-threatening infections in the United States.
This inappropriate use of powerful antibiotics, morcover, encourages the devel-
opment of resistant organisms, so that the drugs may then be incffective when
they are truly nceded. Since in many parts of the developing world it is possible
to purchase drugs directly from the pharmacy without a doctor’s prescription or
advice, there is great danger that such inappropriate drugs are given to children
and adults cvery day.

The companies that make these drugs are well aware of their side cffects. For
example Ciba-Geigy produces an antidiarrhca medication marketed as Entero-
Vioform. The active ingredicnt, clioquinol, was found to cause a nerve discase,
subacute myeloopticoncuropathy (SMON), characterized by numbness in the
extremitics and in some cases blindness and paralysis. SMON litigation through-
out the 1970s resulted in the Ciba-Geigy company's being forced to pay the
Japanese victims of the drug 109,346,000,000 yen (approximately $490 miition)
in legal compensation (Sitverman, Lee, and Lydecker 1982:51). In 1985, Ciba-
Geigy was still marketing Entero-Vioform in Egypt, without any warning on
the package insert (Lanc 1985).

Large-Scale Development Projects

Development projects are meant to improve the standard of living in devel-
oping countrics, so it is at first surprising that they arc responsible for much
diseasc themselves. However, as D. Heyneman (1983), Thayer Scudder (1973),
and Charles Hughes and John Hunter (1970) point out, projects are often de-
veloped in the donor countrics without considering the ccological cost of the
endeavor. Indeed there has developed a culture of the development community
that is hcavily invested in providing technological solutions to the *‘problems
of developing countries’ (Pacey 1983:5-15). One result is that even when local
planners are involved in projects, local information is not incorporated into pro-
ject designs, as Justice’s (1986) analysis of health development planning in
Nepal shows.

We have already described the effects of forced relocation on migrants who
must resettle to accommodate big dam projects. Heyneman (1983) also describes
how the construction of each major dam in Africa was accompanicd by an
upsurge of parasitic discases. For example, more than half of the 85,000 new
residents in fishing villages around the newly created Lake Volta have become
infected with Schistosoma haematobium. This chronic parasite spends part of
its life cycle in snails that live in slow-moving water. Whenever the water flow
is impeded, such as with a dam, the snails ourish and provide the perfect
ccosphere for the Schistosoma parasite. In humans, chronic schistosomiasis or
bilharziasis causes cirrhosis, enlarged spleen, and portal hypertension; infected
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adults frequently bleed to death when the overdistended veins in their esophagi
burst (Plorde 1980:907-911). In 1937, just twelve years after the completion of
the Sennar Dam on the Blue Nile in the Sudan, these health problems were
alrcady apparent, and perceptively, if paternalistically, noted by Emil Ludwig
(1937:37):

For discase, in an uncanny way, followed the dam, the cotton and the gold to which it
gave birth. Bilharziasis, a severe parasitic affliction, which had broken out before the
completion of the dam in Dongola Province, and been carried to Sennar by wesiem
pilgrims, then ague, malaria, and smalipox—all spread, to the horror of the people, who
saw their suspicions of machines confirmed by Allah’s wrath. In 1930, many thousands
of sick passed through the Sudanese hospitals. Science and medical practice advanced
vigorously from Khartoum against the pests; the locusts, which lay their cggs in light
sand, were attacked by an army of chemists, policemen, and Arabs, who by means of
poison and rapidly dug trenches, endcavored to keep the insects away from the crops.
But when an aeroplane circled overhead, bringing fresh medicines from England, the
natives looked up angrily and said that all the evil came from aeroplanes.

Here lies the terrible warning that will again thunder towards us in Egypt. It is tue
that the world crisis, rain, and sickness have upset a reckoning that at first seemed good
and brought big profits. But what good is a new raw material to a country which, to
export it, has to go without the bread which was its natural portion for thousands of
years, and for the increase of which the dams and canals, the tractors and enginecrs’
brains, would have been admirably employed.

Widesprcad clearing of the rain forests is another example of the destruction
wrought by development. F. B. Livingstone (1958) first connected the cutting
down of the rain forest with the increase in malaria because it gave the malaria
vector—the mosquito—more open pools of stagnant water in which to breed.
Commenting on how frequently the increase in malaria and other discases are
associated with changes in the ecosystem, J. R, Audy (1958) coined the term
man-made maladies. R. H. Adams (1986) described the World Bank—supported
Poloncreste project in northeastern Brazil that cleared the rain forest for agni-
culture. Unfortunately, the exposed soil is not rich enough to support agricutture,
causing the project to fail. And the aboriginal populations who resided in these
rain forests have witnessed the destruction of their homelands and suffered from
exposurc to many diseascs brought in by the project laborers.

TRENDS AND ANTHROPOLOGICAL PROSPECTS IN
INTERNATIONAL HEALTH

Many of the health problems of the developing world result from inequality.
It follows that the greatest improvement in health would be accomplished by
education, the provision of adequate food, clean water, sanitation, housing, em-
ployment, and frecdom from bombs, guns, and torture. The major improvements
in health in Europe did not result from medicines or other technological ad-
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vances, or from the claboration of health care per se, but from improved water
supplics, sanitation, nutrition, and housing. Nonctheless, the major themes of
health development work involve the exporting by the West to the developing
world its concepts of medicine and health care. .

There have been historic trends in international health work, and anthropol-
ogists have played roles in two opposing camps: those who worked on the
projects and those who became the critics.

Control of Tropical Diseases

In the carly years of the twenticth century, the Rockefeller Foundation and
other agencics began national and international cconomic development projects.
A major program rationale for these projects, which placed health development
at their center, was that tropical discases (especially hookworm, malaria and
yellow fever) were obstacles to development (Brown 1976). According to E.
Brown (1976:898), the Rockefeller hookworm cradication campaign began when
Charles Stilcs, a zoologist, convinced the foundation that the parasite was the
cause of ‘‘some of the proverbial laziness of the poorer classes,”” following
which the New York Sun proclaimed that they had found the *‘germ of laziness."”

Significantly, health was dcfined as the capacity to work, and the program’s
successes were mcasured in increased productivity of workers. From Molina-
Guzman’s (1979) description of the projects, it appears that they emplayed many
altruistic health professionals, unknowingly to serve cconomic and political ends
with which they may not have agreed.

Medical Education and Population Programs

Following World War Il two trends emerged in international health work:
development of medical schools, hospitals, and clinics based on Western systems
(Molina-Guzman 1979) and population programs. F. M. Mburu (1981) shows
that the introduction of curative, hospital-centered care was particularly ill suited
to African countries. Such health care is urban based, while the bulk of the
population is rural; it is expensive, while the majority are poor; it is highly
specialized and focused on csoteric discases, while most of these people suffer
from communicable discascs, deficiencies in sanitation, and malnutrition.

Toward the end of the 1950s, international awarcness focused on two factors:
the world's population was rapidly increasing, and developments in fertility
control had reached the point where it was becoming possible to contral pop-
ulation growth (Greep, Koblinsky, and Jaffe 1976:372-79). A 1962 United
Nations resolution, “‘Population Growth and Economic Development,’ recog-
nized that the poorest people in the least developed nations had the highest
fertility. In recognition of the demographic transition that European populations
experienced during industrialization, policymakers of this cra thought that wide-
spread adoption of population control measures could “‘jump-start’” economic
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amd social progress. In ather words, poverty could be overcome if only the poor
would control their fenility,

The correlation of high fertility with poverty may not indicate direct causation,
however. John Ratcliffe (1978, 1985) suggested that rather than being poar
hecause they have many children, people may have many children because they
are poor. He cites the example of Kerala state, India, where social justice refonns
including land reform, increased education, and availability of health services
were followed hy decreases in infant and child mortality and only then by de-
clining fertility. While not necessarily advocating sacial justice, others have
claimed that cconomic development could be a better contraceplive than pro-
grams aimed specifically at population control,

Nevertheless, improvements in education and health services are cxceedingly
difficult il the population is increasing al a rapid pace. Such is the casc with
Lgypt, where the populanon was 51 million in 1988 and is projected to reach
126 million before declines in fertility reach zero population growth (Interna-
tional Bank for Reconsiruction and Development 1988:76). Egypt's schools are
overcrowded, the health care system can barcly cope with (he demnand, and
housing in Cairo is in such demand that there is a waiting list of pcople sceking
o Jive in mausolcums in the cemetery known as the City of the Dead (Schifler
I9ER).

Underlying the altruistic concerns expressed by the West about the alleviation
of poverty, however, was another more self-interested worry of Westera gov-
ernments derived from Malihusian notions of the tragic consequences of un-
checked population growth (Malthus 1972). In 1965, for example, President
Lyndon Johnson's State of the Union message called for funding to ““scck new
ways o usc our knowledge to help deal with the explosion in world population
and the growing scarcity in world resources’ (Johnson 1965:16), The United
States began funding population control activilies through USAID in 1965, and
in 1967 UNFPA was cstablished to coordinate the growing international funding
and transfer of comtraceptive 1echnology to developing country poptlation pro-
grams (Conly, Speidel, and Camp (991, UN Advisory Commitice for the Co-
ordination of Informaion Sysiems 1992),

Cold war fears about rapid binhrates’ furthering the potential spread of com-
munism also inspired the funding of overseas population activitics by the United
States. A 1974 memorandum drafted by Henry Kissinger, then sceretary of siate
and direclor of the National Security Council, called for support for population
control in countries of political interest to the United Siatcs: Bangladesh, Brazil,
Colombia, Egypt, Ethiopia, India, Indonesia, Mexico, Nigeria, Pakistan, the Phil-
ippines, Thailand, and Turkey (Collins 1992; Sobo 19913, The United Siates’
expericnee in Vieltnam further aroused fears of communism’s emerging in so-
tieties with large dissatisfied peasant populations.

Ecological factors continue te be the explicil concerns in current population
debates. During the 1991 Earth Summit in Rio de Janciro the United Sates
siressed overpopulation as a cause of environmental degradation (Collins 1992),
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and a recent issuc of Population Reporis calls for a *‘Decade for Action’” on
the environmental problems caused hy population growth {Population Repons
1992). Without minimizing the environmental crisis facing our planet, it is crit-
ical to point out that as Malini Karkat, consultant (o the World Health Organi-
zation, has said, **One hirth in the Umited States is the ‘ecological equivalent®
of twenty-five |births] in India®™ in terms of consemption of valuable resources
(Collins 1992:15).

Despite the self-interested motives ol the industrialized donor nations, their
support has contributed Lo slowing 1he world’s population growth, which most
ohscrvers agree is an impertant goal. Family planning programs have been es-
tahlished in most countrics worldwide, and in many countrics even poor rural
women have access 10 mexlern contraceptives (Paus and Resenficld 1990). Al-
though the world’s population has now reached 5.5 billion and increases at 90
million per year, recent studies indicate that independent of social and economic
factors, Tamily planming programs have significantly reduced feriility in devel-
oping countries (Bongaans, Mauldin, and Philtips 1990; Robey, Ruistein, and
Morris 1993). Since the mid-1960s social, political, and economie changes and
aceess to madern contraception have caused a decline in the average number of
children per woman in the developing world lrom six to four (Robey, Rutsiein,
and Morris 1993),

Unfortunately, many of the population programs of the 19605 thraugh the
1980s concentrated on population control al the expense of human dignity and
rights. Policies aimed at trying {0 contrel numbers af poor peaple canvinced
many in the Third World that such policies were a form of genocide. ‘They
found confirmation of 1hese convictions oo alien in the use of medical tech-
notogy in the service of project ohjectives. By the mid-1970s, one-third of
Puerto Rican women of reproductive age had been sterilized. (he highest re-
corded incidence in the workd (Henderson 1975). Although Puerto Rican health
officials claim that these sterilizations have heen voluntary, critics argue that
this represents a *'lorm of cultural genocide or class warfare'” (Henderson 1975:
252). Drugs and devices. such as Depo-Provera and the Dalken Shicld, have
been used in the Third Waorld even after their safety was seriously questioned
in the United States (Elling 1981). And Norplant, the five-year subdermal con-
traceplive implant, has been used coercively in some programs. A recenl volume
addresses the salety, acceptability, and cthics of Norplant in several counirics
(Mintzes, Hardon, and Hanhart 1993). Two of the contribulors 10 the Norplant
book, writing aboul Indonesia and Egypt, deseribe numerous instances in which
women have had great difficulty in getting Norplant removed hefore ihe five
years liad ended (Hanhart 1993; Morsy 1993b). O course wany women, and
men, want permanent sterilization, and many women like the contraceptive ben-
efits of Norplant. The problem is not with the methads themselves bul with
formal and informal policies thal give the decision-making power Lo someone
other than the individual in whom they are used. Clearly wamen and men need
safe, reliable methods to control Lheir fertility, and countries need to limit their
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populations so that they may better scrve their existing citizens. However, to
succeed, such programs must respect the humanity and choice of the consumers
of family planning technologies.

Primary Health Care

Primary health care emerged in the 1970s with a growing realization that the
suppesed benefits of all the money spent on sophisticated curative medicine was
not reaching the poor, mostly rural, populations who had the most discasc (Gol-
laday and Liese 1980). Its ambitious goal, proclaimed by the Alma Ata decla-
ration of 1978, was, ‘‘Health for All by the Year 2000"" (Mahler 1981). The
basic components of primary health care are community involvement, appro-
priate health technology. and reorientation of health services away from urban,
hospital-based care toward country-wide health programs. It includes an em-
phasis on preventive medicine and employs community health workers to serve
the needs of their cominunities. This model of primary health care has now been
adopied worldwide but implemented with varying degrees of success. In highly
motivated socialist societies, such as China (Mosley 1983) and Nicaragua (Don-
ahuc 1986b), great improvements in health indicators have been reported.

Elsewhere primary health care has been less impressive. Justice (1984) de-
scribzs how the introduction of nurse-midwives failed because young wowmnen
were stationed at health posts away from their home areas, without taking into
account the social constraints that make it socially unacceptable for young Ne-
pali women to travel or live alone.

David Werner (1983) argues that while Cuba has made great strides in health
care, its system remains highly centralized and dependent on physicians. He also
poinis out (1977) that in Mexico, primary health care was less successful when
community health workers were appointed by the government rather than chosen
by the village, and he argues that many programs fail because they only give
ip-service to community involvement while remaining paternalistic and author-
ttarian.

In Bolivia, Libbett Crandon (1983) saw a USAID-sponsored primary health
program disbanded by the government. 1t failed for the frequently cited reason
that the imported model of health care was imposed on the local system without
taking into account cultural or political realitics (see, for example, Paul 1955).
Maicaver, many primuary heabth care programs may never have had much chance
to succeed, especially where governments lacked the political will for their sup-
port (Heggenhougen 1984b). In areas where physicians dominate the govern-
metts and ministries ol health, their suspicion of nontraditional alternatives may
have truncated the system before it began (Mosley 1983). In addition, the com-
munity involvement and thus the level of organization demanded by primary
health care may have alarmed governments that feared losing control to a newly
militant peasantry (Davis 1988:6-20).
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Child Survival

By the carly 1980s it had become clear that unless existing straicgics were
revised, health for all, especially for the world’s children, would not be achieved
by the year 2000 (International Conference on Population 1984). Political econ-
omists like Vicente Navarro (1984) claimed that major health improvements are
not possible without changes in economice, social, and political structures. Nev-
ertheless, many international health specialists felt that the introduction of spe-
cific, inexpensive technologies could have a major impact on child mortality
(Walsh and Warren 1979).

With this in mind UNICEF outlined its child survival strategy State of the
World's Children (Mandl 1983). Originally the program included stratcgics that
became popularly known as GOBI-FFF: growth monitoring, oral rchydration
therapy, breast feeding, immunization, food supplements, family planning, and
female education (Wisner 1988). By the mid-1980s the program was formalized
as the Child Survival Development Revolution (CSDR), focusing on Control of
Diarrheal Discase (CDD), the Expanded Program on Immunization (EPID),
Growth Monitoring (GM), and, later, Acute Respiratory Infection (AR1). Rather
than targeting the conmunity as did the Primary Health Care program, Child
Survival emphasizes the mother and her children. It has influenced a great deal
of research on the determinants of child health (sec Mosley and Chen 1984).
Anthropologists arc increasingly being included in rescarch teams investigating
the question, *‘How can we change mothers’ behavior?"

This initiative focused mainly on exporting simple, low-cost medical tech-
nologies—so-called appropriate technologics—to the developing countrics.
Massive investments, for example, were made in developing oral rehydration
therapy—a simple solution (McQuestion 1983:ix) of 1 liter of water mixed with
sodium chloride (3.5 grams), sodium bicarbonatc (2.5 grams), potassium chlo-
ride (1.5 grams), and glucose (20 grams). So large was the investment that
between 1980 and 1982 alone, at {east 150 articles about OR'T appeared in the
scientific literature. Most of these focused on the technical aspects of ORT, like
the proper composition of the rehydration solution, clinical trials, or the meas-
urement of the impact on nutritional status of treatment with ORT under con-
trolled circumstances (McQuestion 1983).

As an casy-lo-usc, incxpensive, and life-saving technology that could prevent
death from dehydration and could replace costly hospital-based intravenous re-
hydration, the value of ORT was unquestionable in principle. But because its
development had emphasized scientific questions to the exclusion of sociocul-
tural information, attempts at implementing its widespread use were often un-
successful and frustrating. For instance, WHO recommendations for the
implementation of ORT, based on technical rescarch, were often out of touch
with the realitics of people’s lives. Richard Cash (1983:211) asscrts that *'the
overall recommendation by WHO is that ORT be made with ordinary drinking
walcr, and that prepared oral therapy should not be kept more than 24 hours.
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There is no apparent reason lo alter this recommendation.’” Yet in many cascs
ORT is inaccurately mixed, infrequently used, and not often recommended by
physicians.

The National Control of Diarrheal Diseases Project (NCDDP) in Egypt, which
did have substantial input from social scientists, is widely acknowledged to be
one of the most successful Child Survival projects worldwide (Fox 1988; Rob-
son 1991). Televised health messages employed local indigenous terms for di-
arrhea that were identified by social scientists doing informal and focus group
interviews. A term that had formerly described the yearly drought Egypt cx-
perienced before the construction of the High Dam—gafaf—was choscn to de-
scribe diarrhea-caused dehydration. This new meaning of gafaf hecame so
widely adopted that in 1986, Anis Monsour, editor-in-chicf of Egypt’s leading
newspaper, Al Ahram, reported that some high school students wha, when asked
to write about the yearly drought on a final exam, misunderstood and wrate
instead about child dehydration (Elkamel, personal communication 1991).

NCDDP’s impact on childhood diarrheal deaths has been considerable. Sev-
cral stulics report that from 1983 to 1988, childhood diarrheal discase deaths
had decreascd by nearly half and that NCDDP is responsible for much of this
improvement (Rashad 1989; El Rafie ct al 1990). The NCDDP was the Cadillac
of all health interventions. 1t had the backing of the Egyptian government, sup-
port from UNICEF, the WHO, and allocation from USAID of $36 miltion over
ten ycars (USAID 1989). It was conducted by some of the most talented Egyp-
tian social scientists and public health specialists, with technical support from
the John Snow Public Health Group, U.S.-based consulting firm. A good part
of the NCDDP’s success was due to the careful assessment, pretesting, and
ongoing evaluation that its team conducted. Largely because of time and finan-
cial constraints and the fact that policymakers often consider rescarch to be a
noncssential extra that can be cut, most other health education campaigns fall
short of this type of carcful planning. Unfortunately, with the decrease of cx-
ternal support in the 1990s, many of NCDDP’s gains have been croded (Grant
1994:0). The program was a brilliant demonstration of how diarrhcal discasce
deaths could be dramatically decreascd. Sustainability, however, was not well
planned for and has proved to be a major stumbling block.

A preliminary cxamination of the problems with the Child Survival Devel-
opment Revolution also includes wasteful redundancy in some countrics, where
it has produced a series of vertical programs, each with its own staff, hudget
and agenda. For cxample, in the Sudan during the late 1980s, there were separate
programs for the Expanded Program of Immunization (EP1), the Control of
Diasrheal Diseases (CDD), Growth Monitoring, and the like. Each program had
its own bureaucracy, vehicles, and personnel. When the CDD people went to a
village, they did not take vaccines along, and when the growth moaitors weighed
and measurcd children, they did not give out oral rehydration solution packets.
Clearly this is inefficient at besl.

Furthermore, John Briscoc (1987:103) argues that the **Child Survival Rev-
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olution gives low priority o improvements in water supply and sanitation be-
cause it has concluded that these interventions are not cost-effective.”” Such
shortsighted planning results from programs that count success only in nubers
of children vaccinated or numbers of oral rehydration solution packets distrib-
uted. Tealth improvements resulting from clean watcr, adequate housing, or fair
wages arc much more difficult to measure and are thus discounted i interna-
tional development priorities.

Safe Motherhood

Safe motherhood, which focuses on the preventable death of women during
pregnancy, was initiated by a World Bank-supported conference in February
1987 in Nairobi, Kenya. Between 1987 and 1988, in lact, twelve conlerences
on safc motherhood in Africa, Asia, Latin America, and the Middle East were
funded by international health agencies. Among the sponsors for these confer-
ences have been the WHO, UNDP, UNICEFE, the World Bank, and the Ford
Foundation. The stogan for this program—*‘putting the M back in MCH™ (put-
ting the mother back into maternal/child health)—indicates a recognition that
women have been largely ignored in favor of children. Moreover, the health of
women before and during pregnancy profoundly affects the health of their in-
fants.

A maternal death is a death of a woman who is pregnant or within forty-two
days alter pregnancy (AbouZahr and Royston 1991:17). One-hall million
women die of pregnancy-related causes worldwide cach year, and the majority
of these deaths are preventable (AbouZahr and Royston 1991:1). Matcrnal mor-
tality ratios in developing countrics range from 100 to 700 per 100,000 live
hirths compared with 8 deaths per 100,(XK) live births in the United States (Her.
and Measham 1987; Grant 1994). In parts of the Sudan, maternal deaths reach
2,276 per 100,000 live births (Sudan Ministry of Health personal communica-
tion). Safe motherhood strategics include stronger community-based care (pri-
marily nonphysician care), stronger referral facilities, better transport systems
for high-risk pregnancics, and better cmergency services {or treating obstetrical
complications (Hertz and Measham 1987; AbouZahr and Royston 1991).

The implementation of safe motherhood programs is just beginning in many
countrics. UNICEF is sponsoring training of traditional birth attendants in the
hope of improving the community-based carc of pregnant women, and research
is beginning in many arcas into how to improve women’s reproductive health.

Anthropological Prospects

Just as the generat arca of development studics has cvolved in a way that is
consistent with the concerns of development professionals, so the development
of international health programs takes place in an arcna in which the concerns
of the First World provide the major imperatives for action. Shifts in the focus
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of intcrnational health work have taken place primarily not because the problems
were solved but rather because of political and ecconomic considerations. Indeed,
there is evidence that program shifls occur even at times when such changes
frustrate the chances of success of the earlier programs.

Trends in international health development can be traced in large part to the
constraints within which programs are dcveloped: organizational cultures that
reward innovation rather than constancy, planning tied to short-terin (fiscal year)
cycles rather than to time periods that reflect realistic program spans, and a basic
ethnocentrism involved in exporting lechnology and development based on *‘ra-
tional,”” *‘scientific’’ principles. Medical anthropologists working in interna-
tional health must recognize these constraints, identify their effect on people’s
health, and work 1o ensure that bureaucratic and ethnocentric program rationales
do not blind health professionals to the critical and dynamic role culture and
political processes play in enabling people to achieve satisfactory lcvels of health
and well-being,.
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NOTES

1. Reflecting on his twenty years of experience working with USALD, Harrison (1985)
states straightforwardly these premises. Introducing his retrospective analysis, Underdev-
elopment is a State of Mind, he says: *‘1 hope the book will demonstrate how one culture
may make progress easicr for its people than another. According to my values, which
are, | believe, generally shared by most people in both the developed and underdeveloped
worlds, progress-prone cultures are better places for human beings to live than traditional,
static cuitures. And the most progressive cultures that humankind has thus far evolved
follow the democratic model of the West'' (Harrison 1985:xvii).

2. Majid Rahnema, a former United Nations civil servant, summed up this aspect of
development work when he wrote: *‘Ever since that restiess litile macho man, calied
homo economicus, was bom to our planet, some 300 years ago, the cconomized societies
of his creation have, in tum, given birth to a host of new varieties of humanoids, most
of them frightfully dangerous: bureaucrats, strategists, entrepreneurs, developers and
plamers of all kinds; modern shamans and marabouts with professional degrees in every
discipline, from animal psychiatry and bereavement counseling to genetic engincering;
technowizards producing nuclear toys and statesmen and generals specialized in playing
with them; heads of state who believe that nuclear war is the nltimate answer to peace-
keeping, and those who would not speak the language of their pcoples, yet masier the
language of anyone who provides them with arms and weapons in order to keep their
people quiet and docile. All these figures and figureheads have pledged allegiance to a
thret-headed monster, the heads representing the new world empires of econornics, pol-
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ttics, and technology. They are all pledged to save the ‘underdeveloped” world, through
aid and assistance’’ (Rahnema 1988:117).

3. We do not consider here the effects of the participation of health professionals in
political repression and violence through state-sanctioned torture and abuse of citizens,
Nonctheless, the organization and consequences of such activities affect international
health and are important for medical anthropologists practicing in such circumstances
(see Claude, Stover, and Lopez 1987; Bloche 1987; Stover 1987: Rayner 1987).



