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Introduction 
 

ER introduced the conference as a joint undertaking of the Centre for History and 
Economics, the Centre for African Studies, and the Centre for Government and Human Rights. 
This conference was the last in a series of meetings which, with the support of the Rockefeller 
Foundation, had considered economic crisis and public health in historical perspective. ER 
explained that the meetings began at the end of 2008 at a time when no one knew whether what 
turned out to be the Great Recession was going to be a second Great Depression. The point of 
the seminar series was to think historically about the economic events of 2008 to 2010 as they 
unfolded and to draw from the experience of past crises. ER suggested that it was still not yet 
entirely clear what the present recession would turn into. ER then reflected on the work of the 
three previous meetings. At the first meeting held at King’s College, Kirsty Walker had delivered 
a paper (now published in the Historical Journal) exploring economic crises and health in 
historical perspective, with particular focus on the Great Depression. The second meeting at 
Harvard was organized by Melissa Teixeira and PRP on the Lusophone world. SA had organized 
the third meeting on health and migration looking at both the migration of individuals as patients 
and the migration of individuals as health care professionals. This meeting on migration was 
particularly relevant to the final meeting on health in Africa given that high demand drives many 
African nurses to emigrate elsewhere.  

Since the project began, she explained, one of the issues of interest was aid flows. Part of 
the discussion in this final meeting on crisis and health in Africa, she hoped, would address 
questions of how external aid changes the dynamic of domestic health policy. There was a 



widespread expectation in late 2008 that the huge sums of western charitable foundation 
spending in Africa would diminish. Currently, no evidence is available on whether dramatic 
decreases actually occurred, but it remains a topic that deserves continued attention. ER closed 
by commenting on the wide variety of relevant transnational actors in the system of African 
healthcare. In addition to national governments, international organizations, and philanthropies, 
countries collaborate through bilateral aid. Such cooperation—in which China and Brazil have 
recently been active—involves foreign policy as well as epidemiological concerns.  
 
Health and the State in Africa 
 
TM began the seminar by discussing the historical context of the challenges facing African states 
in their involvement with the health and welfare of their citizens. Drawing from his experience at 
the United Nations Research Institute for Social Development (UNRISD), TM explained that 
thinking about social policy is particularly difficult in the African context because “the state” is 
among the most negatively discussed institutions in the Africa. Some dismiss African states as 
“predatory,” “neopatrimonial” and “rent seeking.” or even as “vampire states” 

 Yet despite this dismissal, the idea of a developmental state in Africa is not alien to the 
context, as evidenced by the success of such states in the 1970s. 

In the early post-colonial period, TM explained, social policy such as health, education, 
and social protection measures were quite high on the national agenda. Some of the most 
prestigious ministers at the time were of health and education. Historians and policy analysts 
have identified four forces to explain this privileged position of social policy. First, the nation 
building argument suggests the emphasis on social policy met the needs of a young government 
that had to be inclusive and popular. The Congo crisis of the early 1960s demonstrated the 
possibility of African countries breaking up, and efforts to spur national unity combated the 
anxiety of dissolution. Second, the developmental argument argues simply that good health and 
good education were necessary for development of the economy, and therefore received 
considerable attention. Third, TM cited external pressures to focus on social services. 
International agreements, such as those with the WHO, and reputation abroad were important 
elements of the project to build strong African states. Lastly, TM discussed influential arguments 
from groups on the left, such as Afro-Marxists, socialists, etc., for universal provision of services.  
These social policies were implemented with enthusiasm in the early post-colonial period; 
however, most of these initiatives came to an end by the late 1970s. The 1980s was the era of 
structural adjustment programs (SAPs), and this had huge—even if unintended—implications 
for the retrenchment of health programs. TM explained that one of the failings of SAPs in the 
1980s was that adjustment in Africa was informed by the Latin American experience, even 
though that context was extremely different. Latin America faced high inflation, and models of 
development were based on approaches used in this context. Yet most African nations under 
SAPs did not face high inflation, and many of the retrenchment measures that were implemented 
were unnecessary. At the same time, there was also considerable criticism of the size of the 
African civil service, though this was misleading. In developed countries there were 5 civil 
servants for every 100 citizens, while in Africa it was 1 or less (and even these were state-salaried 
primary school teachers and nurses). 

 Cutbacks in the civil service adversely affected social services in particular since 
retrenchment often occurred at the lower level by firing primary school teachers and nurses. The 
arguments for scaling back government were not aimed at the health sector per se, but they had 
huge implications on it; many of the most profound policy changes occurred elsewhere but then 
came to impact healthcare provision. 

TM then explained how the rise of the neo-liberal paradigm in the 1980s changed the 
discourse and focus of social policy. The language of universal health and education became a 
taboo in the face of a new rhetoric of efficiency and targeting, and the state could no longer be 



discussed as a developmental state. MV picked up on the importance of the rhetoric of 
development policy and its ties to neo-liberalism. Outside of the brief window of state-provided 
health services between the 1950s and 1970s, individuals often had to secure medical services 
themselves, and as such African nations have strong traditions of self-sustained medical 
pluralism. In the late 1980s and 1990s, MV said, medical pluralism and individual resourcefulness 
were reframed as a desire for choice and as a willingness to spend huge amounts on healthcare, 
and under this assessment private provision was prioritized above public services.  

TM turned to his second point on the focus of social policy. A 1986 World Bank 
publication reported that the return on higher education was lower than that on primary 
education, and that assertion led to a huge outflow of funding for universities. It was not until 
2010 that the World Bank offered a study reversing that position, and in the intervening 20 years 
policy and funding has been against higher education. The higher education establishment in 
Africa is still limited because of this funding bias, and that lack of opportunity has contributed to 
an already dire brain drain from the country. 

In this period of the 1980s, two prominent perspectives emerged on the African state: 
the rent-seeking public choice view or the African state as neo-patrimonial. Both perspectives 
were critical of state activities. When liberalization failed to stimulate African economies in the 
1980s, economists turned to the literature on the African state informed by these perspectives, 
and drawing from Douglas North’s view of institutions, the World Bank identified the great 
failing of “governance” in the African state to explain the lack of progress. Creating strong 
property rights institutions and minimizing the scope of discretionary state activity then became 
the next great goal in African development. Under the aegis of governance, new performance 
criteria were implemented to assess state services and their contribution to the market, and, TM 
argued, the governance argument which began as an initiative for accountability in the 1980s 
became entirely about accounting in the 1990s.  

TM then described some of the organizational challenges facing many African states in 
providing social services responsive to the public. The neo-liberal shift of the 1980s and 1990s 
encouraged having institutions ring-fenced from local politics in order to avoid local 
bureaucracies. Famous examples include central banks, but health institutions were under similar 
scrutiny. The establishment of these independent bodies meant that there was brain drain 
internally in the countries as many experts would leave public ministries to go to independent 
authorities. A further complication of this suspicion of the African state was a reliance on 
technical assistance. Because of an assumed distrust of local elites out of fear of corruption, 
external experts were brought in for many initiatives. Some estimates suggest that there are over 
1000 assistants throughout Africa costing about $5 billion a year. In order to be relevant, these 
assistants require the cooperation and knowledge of locals to provide them with information and 
reports; however, this then acts as a drain on local authorities trying to carry out their own 
responsibilities. 

TM closed by noting the lack of studies on private philanthropic foundations as the new 
big players in African development, and he encouraged further research to understand this 
element of current African politics. RP added that in addition to policy studies, anthropological 
research into the functioning and interaction of foundations and bureaucracies is critical. MV 
talked about the carving up of countries between different health foundations. Different 
organizations take responsibility for different areas, and one topic of great academic importance 
is understanding how foundations deal with one another and handle the demarcation of territory. 
MV then pointed out how even where there is significant investment in health, growing 
inequalities have meant that the people that have the least urgent need for health interventions 
are often the best able to access them.  

RP turned the discussion to the interventions of external universities and research 
foundations. American universities and research groups are becoming important players in the 
availability of clinical care in many African nations. While the population benefits from the care 



provided during the course of the studies, frequently they were left back in an insufficient public 
system as soon as the research ends. For example, for children born in a mother-to-child HIV 
prevention program, those few who are born HIV positive have problems of resistance and need 
special care, but once placed back in the public system they cannot access second and third line 
drugs. ER expressed some surprise that although universities have strict ethics reviews at their 
home institutions, RP’s account suggests that there were no enforced guidelines for research on 
human subjects and how the patients are treated afterwards. CR explained that there need to be 
strong national institutions and review bodies that can set standards and priorities. Touching 
back on the topic of higher education funding from earlier, CR said that cuts to university 
funding have mean that there are few local university institutions that can themselves run this 
sort of research. She also recognized the growing awareness among health researchers that 
understanding of the national context was critical to asking the right questions, and local research 
institutions and researchers needed to be more involved. 
 
Africa’s Chronic Disease Burden: Session Organized by the Centre for African Studies 
 

AA, a social psychologist by training, presented a paper on the impact of chronic disease 
in Africa, which is frequently overshadowed by infectious disease. Africa, she explained, is the 
only region in the world where infectious diseases outnumber chronic diseases as a cause of 
death. Age specific mortality rates from chronic diseases are, however, still higher than in 
virtually all other regions, and in some African countries the burden of chronic diseases such as 
diabetes and hypertension outweighs the impact of infectious disease. The problem is expected 
to worsen; a WHO report suggests that over the next ten years, the continent will experience the 
largest increase in death rates from cardiovascular disease, cancer, respiratory disease, and 
diabetes. 

AA explained that while chronic disease prevalence is higher among urban and wealthy 
groups, poor communities face a double jeopardy of chronic and infectious diseases. For the 
poor, environmental pollution, poor living conditions, inadequate nutrition, psychosocial 
stresses, unhealthy lifestyles, and limited access to healthcare can all conspire to create a chronic 
disease-poverty spiral. Significant policy gaps exacerbate these risks. In the last decade, 80% of 
health budgets have been allocated to communicable disease, with only the remaining 20% 
devoted to chronic diseases and other health initiatives. Few countries have complex plans to 
combat chronic disease, and developing such plans are complicated by relations between local 
policymakers and external donors. Even if such plans were to materialize, the human resources 
distribution works against effective intervention. In areas with 21 physicians, 98 nurses, and 7 
public health professionals per 100,000 population, there are only 0.4 cardiologists and 0.1 
oncologists per 100,000 population. The health systems and donors have developed to focus on 
infectious diseases.  

AA argued for priority-based interventions that focus on this double burden of 
infectious and chronic diseases. Drawing from the three-prong approach for chronic diseases, 
proposed by Unwin and colleagues, she explained the need for epidemiological surveillance, 
primary prevention by preventing disease in healthy populations, and secondary prevention by 
preventing complications and premature deaths in affected communities. This approach is 
currently not possible in some places because of a complete lack of knowledge about local 
epidemiology, lay perspectives and patient experiences. AA described the need for synergy 
between medical and social science research and the need for better-funded research into the 
social and cultural determinants of health. Addressing the chronic disease burden, she concluded, 
will require partnerships between policymakers, government and development partners to help 
countries overcome the financial, human resources, and conceptual barriers to appropriate 
intervention. 



DS emphasized how the role of international aid in many African health programs leads 
to the focus on communicable versus chronic disease. The “privatization” of public health from 
governments to international financiers has meant that external funders have a significant role in 
setting health priorities, yet the development community gives less than 3% of funding to 
chronic disease even though they affect 2/3 of the population. DS also noted that infectious and 
chronic disease are not clearly delineated, and urged the group to think about how illnesses such 
as HIV can be a sort of chronic disease. 

ER inquired about policies on tobacco control and smoking prevention. AA explained 
that tobacco consumption varies across the region; Ghana, for example, has a tobacco 
prevention plan because a Canadian organization partnered with the ministry of health and 
Ghana health service to reduce tobacco use. AA said that this initiative was peculiar because 
tobacco-related problems have a relatively low prevalence, and US suggested this might perhaps 
be an instance of donor interests not matching local needs. 

The discussion then turned to mass media and health education, specifically in the 
context of obesity prevention. TM pointed out that while in much of Europe and North 
America, people get information about eating properly from government education, magazines, 
newspapers, etc., the African middle class has little to read in that sense. Even when people 
recognize there might be something wrong with their diet, they have no idea what to do about it. 
AA explained that the source of public health information varies by location. While in Ghana 
newspaper commentary on health issues covers a wide range of issues, including chronic 
diseases, the same is not true for Cameroon where health issues in newspapers focus largely on 
infectious diseases. In both countries newspapers are for the educated middle class while radio 
reaches a wider national audience and especially the poor, rural and uneducated. MT observed 
that the other region known for its obesity problem is North America, where knowledge about 
obesity and healthy eating is widespread. He asked if there were parallels between local issues in 
Africa that have resonance with situations elsewhere or if there was a tendency to view things in 
a purely African context. AA explained that the trend was to look at the global burden of disease 
in a regional way with not very much comparison. She hoped that new waves of research might 
look at that more closely. 

BR pointed out the difficulty of transitioning internationally funded and administered 
programs back to local government. What, she asked, will happen after programs like PEPFAR 
end? She pointed out a significant lacuna in our knowledge of what works and what can make a 
difference in limited resource settings. She urged the group to consider what sorts of markers of 
success can be developed to identify when programs are on the right trajectory. DG stressed that 
no matter what policy and what goals are developed, if initiatives lack locally appropriate 
implementation plans they are worth little. AA explained that identifying successful policy 
implementation requires the tandem work of outside pressure along with on the ground 
research. In her experience, local policymakers often adopt policies once they are legitimized by 
international health communities or development partners. 
 
Health and Information Technology: Session Organized by the Centre of Governance 
and Human Rights 
 

SS took the conversation in a very different direction than it had taken in the previous 
seminars. He began by talking about the role of state and non-state actors in constructing health 
information technology infrastructure. The increased role of non-state actors and decentralized 
information technology processes calls into question who is defining and deciding public health 
issues, and who is capacitated to deliver health services. The Centre of Governance and Human 
Rights is working on a research project with the team behind Frontline SMS, an open-source 
communications software tool for grassroots organizations, which has been used in Africa to 
assist communication between health providers and patients. Another application of this 



technology in Uganda, SS outlined, was to allow health advocacy groups to collect information 
and map stock outs of essential medicines in rural areas and then lobby central Ministry of 
Health officials. SS suggested that the CGHR research project might help assess how the uses of 
new communication technologies by non-state actors and organizations were changing ideas, 
policies and practices of public health and, more broadly, reconfiguring citizen-state relations. 

GW qualified SS’s statement that new IT systems alone could change the practice of 
health care in Africa. While they certainly will have a significant impact, he said, these systems 
were not new. The innovative application of existing technologies could begin to provide 
improved medical care and epidemiological statistics. GW offered the example of nurses who 
currently have to fill out many forms for their patients. These documents are sent to central 
government offices but rarely processed for data. The goal is that new IT can help more easily, 
effectively, and usefully collect data like this. Programs like the Health Information Systems 
Program (HISP) are meant to be locally empowering; forms that were seen as a time-consuming, 
distracting burden can be a part of collecting relevant information for action. He offered the 
caveat, however, that while technology is important and necessary, it is not sufficient. 
Developing software and standards is within reach, but changing people, institutions, and 
processes often proves cripplingly difficult. Training people how to take advantage of new 
systems is part of the process, GW said, but that alone cannot achieve the necessary step of 
changing attitudes in a short span of time. 

MT outlined three ways in which information is disrupting the citizen-state delivery 
relationship. 
1. Creating new channels for delivery of public services 
2. Changing citizen expectations 
3. Challenging the state’s ability to control information. 
He invoked Schumpeter’s notion of Creative Destruction: the idea that the progressive 
standardization and commoditization of a good or service creates a ubiquitous ‘platform’ that 
would then allow new goods and services to be brought together in new ways. The availability of 
standardized IT has allowed services to be distributed in a decentralized manner; the idea of 
centrist, ‘developmental’ top-down services created for rather than with citizens is, MT argued, 
gone forever. He offered the example of HISP in South Africa where rather than merely 
collecting and funneling health data upwards to central administrators, local practitioners were 
encouraged make sense of their data themselves in order to inform, plan, and evaluate their own 
clinical interventions. Implementing this sort of IT requires not only the platform but also the 
training and education so that people have the tools to understand the abilities and possibilities 
of the technology. For MT, the emergence of commodity information technology platforms and, 
in turn, the ability to exchange, combine, and innovate using these platforms is altering the 
behaviors of the public and their relationship with the state. He left it an open question to the 
group whether this shift was “undermining” the citizen-state relationship. 

IH then explained the work of Frontline SMS as an example of how basic IT projects 
can have significant impact on the provision of healthcare. Frontline SMS evolved differently 
from most IT projects. The traditional development of IT solutions begins with the 
identification of problems and information gaps, followed by creation of hardware and software, 
and ending with the project of convincing people, institutions, and businesses to adopt the new 
solution. Frontline SMS, however, begins by looking at what technologies people already use and 
asks what problems can be solved using these pre-existing tools. In one region, community 
health workers were as disconnected from the hospital as the hospitals were from the 
community, and community workers had to go 20-30 miles to update hospitals on what 
materials, such as bandages, community health centers needed. Frontline SMS taught the 
workers to use a laptop and mobile phones, which increased the volume of referrals, saved 
$3000 on motorcycle fuel, and saved 2000 staff hours. Digital data transfer also allowed greater 
cooperation among different health groups since information could be easily copied and shared. 



MV inquired about the relationship between IT and physical infrastructure since, as she 
pointed out, knowing who needs drugs is not helpful if appropriate transport is not available. 
GW stressed that technologies are in no sense a panacea and, as such, all elements in the delivery 
chain deserved attention. 

SS explained the need for additional research in the dialogues that such technological 
development necessitates. A better understanding is needed of when and how states push back 
against the use of such IT and when and how such IT is perceived as a threat to the authority of 
the state. TM pointed out that governments turn against such technologies when they feel that 
the data can be generated in a way that it is turned against them. He stressed the need to engage 
political actors consistently. Along similar lines, DG pointed out that as any technology of this 
sort becomes powerful, governments almost invariably do three things: regulate, tax, and 
eavesdrop. Drawing on DG’s comments on eavesdropping, ER discussed the threat to the 
individual and individual rights. The collection and distribution of information has sparked an 
intense discussion in even the richest countries over things like Google and iPhone apps, and ER 
asked if there was an emerging concern about similar privacy issues in Africa as well.  
 
Conclusion 
 

MV asked the group to reflect on the applicability of the idea of “crisis” in Africa. She 
explained that, for her, crisis was not an intuitive way to think about health in Africa because that 
might suggest established institutions were running and then interrupted by economic changes. 
Although for some nations and periods that sense of sudden crisis is appropriate, many of the 
challenges facing African health systems do not fit the narrative of having functioning health 
services punctuated by crises. 

MV then turned to the longue durée of health and political systems. She discussed the 
pre-colonial political systems that were tied to ideas about healing and for which there are well-
documented cases where political legitimacy was closely tied to ideas about maintaining the 
health of the people. Colonial governments, for the most part, did not provide much in the way 
of healthcare, and the bulk of medical services were provided by missions. It was not until after 
WWII that most public health was provided by the state. In the first two decades of 
independence, health became a central part of the nation-building project and a central demand 
by the public of their government. The period of growing health systems was interrupted by the 
crises of the 1970s and 1980s when political and economic changes, such as SAPs, led to 
retrenchment and fragmentation of the healthcare system. MV stressed the need to remain aware 
of the complex epidemiological history that formed the context of these developing health 
systems. 

SS pointed out the tension that followed the development of certain ideas of health 
rights and the creation of international benchmarks such as the Millennium Development Goals 
(MDGs). He described a sense that if they matter, MDGs matter irrespective of the state, which 
gives the capacity of actors outside the country, such as foundations and international 
organizations, to intervene and potentially undermine the state. Part of understanding the longue 
durée of the politics and health in Africa is to understand this shifting context of who is 
responsible for what. 

AS remarked that the group should also consider the history of the Cold War and how 
that shaped social services in Africa. Much of the war was fought in Africa through monetary, 
military, and political aid from the USA and USSR, and government coups undermined civil 
power in many countries. He then discussed the considerable disagreement over the type of 
economy towards which African countries were working. He described a complete conviction 
among some development economists that Africa must develop agriculture first before moving 
on to industry, and this vein of thinking suggests that alternative industrial proposals for Africa’s 
future were trying to alienate Africa from its traditional strengths. Agriculture is, AS argued, just 



one factor among many, and the question of what Africa “should” look like has not been 
adequately addressed. TM added that this discrepancy in vision is very real, and while countries 
such as India, China, and Brazil can imagine industry in Africa, other parts of the world cannot. 

AS ended by discussing two current policy movements that could have negative effects 
on African development. First, the G20 is a combination of successful rich countries and newly 
successful developing countries with no real African representation. As seen in their response to 
the current economic crisis, the G20 is a strong and useful body; however, that utility does not 
translate to its work on development given the narrow expertise of its members. Second, AS 
discussed the relationship between Africa and the modern environmental movement. China and 
India have fought for their ability to pollute as their industry develops, and AS said that unless 
we start thinking about preserving that opportunity for Africa, restrictions imposed by the 
environmental movement may be hurting African industry—and, in turn, economic 
development—in the long run. 
 
 
 


