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PART 11

Preventive Measures and the 
African Problem

The critical nature of the problem in a popula
tion which is increasing is demonstrated by the 
high proportion of advanced cases admitted to 
hospitals in East, Central and South Africa. 
Large numbers of tuberculin reactors have been 
found in surveys completed in parts of Africa, 
so that early case detection with sound standards 
of case assessment at hospitals or chest clinics 
is essential for securing adequate treatment. A 
reduction of tuberculosis contracted through con
tact with infective cases took place in European 
populations when isolation and sanatorium treat
ment became universal, yet with few exceptions 
attempts at isolation and sanatorium treatment 
appear to have been unsatisfactory for Africans. 
A great many cases are undiagnosed and are 
therefore free to do as they wish, while improve
ment under hospital treatment too often results 
in discharge to homes with unsatisfactory social 
conditions.

Huge hospitals and sanatoria are impracticable 
in the face of economic stringency, so that many 
workers lean towards the introduction of whole
sale vaccination with B.C.G. as restricted cura
tive services are of little avail in preventing a 
rapid increase. In the past, by reason of the 
acuteness of the lesions and the frequency of 
complications when it was attempted, some 
workers believed that collapse therapy was rarely 
applicable to Africans and perhaps to a lesser 
extent among East Indians with poor “racial 
resistance.” The limited number of doctors and 
nurses and available beds for treatment were 
therefore used for dealing with this infectious 
disease, for which there was practically no treat
ment, apart from rest in bed. Dr. H. N. Davies, 
a very experienced worker in Tanganyika Terri
tory, where conditions approximated to those 
found throughout most of East and Central 

Africa, wrote that “the establishment of isolated 
sanatoria for solving the problem of tuberculosis 
in Tanganyika and East Africa generally will 
be ineffective, as such establishments would de
pend upon general hospitals for their patients, 
who would be in an advanced state of disease.” 
Again he wrote: “Patients would not be willing 
to remain far away from home for such long 
periods of time as would be requisite, and the 
amount of preventive work accomplished by the 
sanatorium would be infinitesimal.” He sug
gested a hospital sanatorium with dispensaries 
working together as one unit. He found that 
early treatment was effective and that patients 
are likely to accept isolation, provided that they 
are able to see effective treatment going on 
around them. Dr. Davies succeeded in ensuring 
early diagnosis in a rural area through organi
sation of dispensaries where case detection and 
follow-up with contact tracing was carried out 
in association with a sanatorium, thus pointing 
the way to possible advances in control.

In fairness to doctors and medical officers 
working in Africa, the relative poverty of the 
indigenous population should be taken into 
account. Africans are unable to contribute to
wards treatment or the establishment of exten
sive medical services, but free treatment at many 
government hospitals has achieved much towards 
meeting their needs in general medical and sur
gical treatment. Unfortunately it has proved 
impossible to train more than a handful of 
African medical officers or doctors for duties in 
rural areas, and Africans of wide general educa
tion have not come forward to lead their people 
at this stage. Preventive medicine and public 
health should therefore provide a means whereby 
African people may be shown that the progress 
and industrialisation of to-day need not lead to 
impoverishment and racial deterioration through 
disease.

The “health centres” of Kenya Colony play 
an important role in this aspect of disease control. 
Dr. Farnworth Anderson, Director of Medical 
Services, first outlined the functions of these 
centres at a British Medical Association meeting 
in Nairobi early in 1951. Under the supervision 
of a medical officer each of the centres was 
designed to provide socio-medical services and 
domiliary care of the sick linked to civil hospi
tals so that early diagnosis of tuberculosis 
becomes possible with contact tracing and follow
up in the home. Until adequate general prac
titioner services become available to Africans, 
health centres provide very close contact between 
administrative services and the African people; 
while health education, domiciliary midwifery 
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and treatment of minor conditions relieve pres
sure on hospitals.

An instrument for careful survey work is 
created with opportunities for the study of family 
disease, and notification may become effective 
as Africans are made aware of its social signi
ficance. It has been shown that the tuberculin 
test is of greater value where the population 
consists largely of non-reactors. In areas of 
Africa where numbers of tuberculin negative 
reactors are found, there is an opportunity for 
research into problems associated with primary 
tuberculosis and sensitivity.

Early antimicrobial treatment at hospitals 
with thoracic surgery could result in an extension 
of ambulatory treatment which may prove to be 
more effective than prolonged rest in bed. Such 
a measure is in accord with recent work and 
would certainly fit in with African Native custom 
and family life. Further comprehensive mea
sures are required in three main groups of the 
population—urban dwellers, African labourers 
and school children—since the towns are con
sidered to provide foci of infection, while labour 
forces enable transmission of the disease from 
one part of the country to another. School 
children form a third group requiring constant 
supervision and attention on becoming reactors 
to the tuberculin test, and at later stages when 
possible reinfection or breakdown occurs.

Standards of nutrition and housing are poorest 
in towns where large numbers of casual workers 
congregate. Strong administrative action is 
required to- ensure adequate lighting, ventilation 
and space for sleeping in African locations where 
workers are only too ready to house innumerable 
relatives who may or may not be looking for 
work. There is good reason to believe that 
tuberculosis is a long standing problem in the 
coastal and older urban centres and that case 
detection with treatment in town dwellers is a 
problem separate from that in rural tribal areas. 
The genuine town dweller must have somewhere 
to rest and be cared for while suffering from 
active tuberculosis, and it may be that isolation 
or hospital treatment combined with contact 
tracing and after-care in the urban home would 
prove successful.

The majority of African labour forces are 
recruited from rural areas, so that control of 
infected workers at the main centres of popula
tion would remove a common cause of transmis
sion back to rural areas. Enforcement of 
medical examination on entry combined with 
improved housing and nutrition has resulted in 
a fairly good physical standard on recruitment 
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and a likelihood that the African labourer re
turns to his home in good health. Yet cases of 
“ill health” through active tuberculosis lead to 
retirement of many Africans to rural areas either 
on discharge from hospitals at their own request 
or at the end of their work contracts. An im
portant field of investigation remains in radio
graphy to detect pulmonary tuberculosis by 
careful follow-up of workers at the time of 
Mantoux conversion. The use of B.C.G. would 
be limited by the numbers of trained staff avail
able, yet young adult labourers appear to be 
one of the groups most likely to prove the 
efficacy of this measure, as the opportunities for 
infection and reinfection are high in workers 
sleeping in cramped quarters of primitive con
struction.

School children are of great importance to 
the future of the African race, and an extension 
of school health work from the larger towns will 
result in preventive medical services reaching 
the rural child through schools as well as through 
health units in Native areas. Health services 
are provided for some African school children, 
but many duties in connection with these fall 
to the station medical officer. However, in 
future it should be possible to tuberculin test 
and possibly mass X-ray school children, taking 
into account hypersensitivity and positive find
ings, proceeding with a careful regime until 
“resistance” is established or at least making sure 
that the child never leaves the supervision of the 
health authorities throughout its school career. 
Experimental work with B.C.G. is more easily 
carried on in the school children, as Africans 
have become fully conscious of the value of 
immunisation procedures. Doctors working in 
rural areas know that a large number of infective 
cases remain at home until they die or until hope 
of cure induces them to re-attend at hospitals. 
Control of infective cases alone would act most 
favourably in reducing overall incidence. The 
hard competitive urban existence of Africa is 
unsuited to disabled persons and their return 
to family life in rural areas is inevitable. This 
resettlement of workers infected at urban areas 
is of value only in so- far as separate sleeping 
and living quarters are provided and strict stan
dards of hygiene maintained. The danger of 
infecting other members of the family remains. 
Clark (1951) had a number of “village super
visors” trained as “embryo health visitors” to 
go into the home and to ensure that elementary 
hygienic precautions were observed with regard 
to sleeping and sputum disposal. Contacts were 
traced and examined at intervals by a fully 
qualified medical officer.
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A connection between protein intake and 
tuberculosis deaths has been reported in Europe. 
Native diets are notoriously deficient in protein, 
so that some arrangement for “welfare foods” 
and Vitamin supplements might even prove an 
inducement to resettlement of urban dwellers. 
This was possible in the Fort Hall reserve of 
Kenya Colony and should be more widely 
applied. The provision of such items as cod 
liver oil, vitamin supplements and a simple 
sputum container for patients does much to pro
tect others if health education is carried on 
effectively at the same time.

Another useful measure is rehabilitation 
through occupations likely to give financial re
turn, such as basket work or knitting. A 
successful scheme was begun by Dr. A. Watson 
11949) at Mombasa Isolation Hospital. The 
work was extended into the homes of patients 
by voluntary workers, thus facilitating contact 
tracing and follow-up. An extension of this type 
of work is likely to come about as soon as early 
case detection and ambulatory treatment are in
stituted and less acutely ill patients feel the need 
for active work at home.

The importance of domiciliary services run 
by health units is clearly bound up with notifica
tion, which cannot be effective by itself without 
a form of health visiting service and supervision 
in the home.

An extension of comprehensive preventive 
measures is needed to reduce the incidence of 
African tuberculosis and may be summarised as:

(a) Early case detection and contact tracing.
(b) Some differentiation of cases at hospitals 

with early ambulatory treatment or 
thoracic surgery in selected cases.

(c) Tuberculin testing of contacts among 
young adult workers and school children 
with experimental use of B.C.G. vaccina
tion.

(d) Mass X-rays to be used where they could 
be of most value, possibly among school 
children or young adult workers.

(e) Adequate rehabilitation and resettlement 
with home supervision.

Conclusions

Although the information available at present 
would suggest that no time must be lost in 
preventing the spread of the disease, much re
mains to be learned about the problem of respi
ratory tuberculosis in Africa. An all-out 
programme of tuberculosis control would no 
doubt meet with considerable success, but in

volves sums of money not now available. The 
economic standard of the people will, therefore, 
have to be raised to a level where they can help 
themselves. Until then it is of importance to 
apply the lessons learned in civilised communi
ties, modified and adapted to the special needs 
of tribal peoples.

There are still gaps in our knowledge and 
treatment of tuberculosis in civilised communities 
which prevent an accurate assessment of the 
value of some control measures, but there is 
reason to believe that in such communities the 
incidence could be reduced to a very low figure. 
Early treatment promises well and rehabilitation 
with resettlement are features of most schemes.

The need for closer contact with tribalised 
people has been stressed throughout. Only with 
the establishment of a form of domiciliary care 
can we ascertain the true effect of the disease 
and promote satisfactory notification, contact 
tracing and health education. It is implied that 
some reorganisation of the medical services is 
required, a reorganisation to include more X-ray 
diagnostic facilities, specialised treatment and 
improved methods of case assessment in con
junction with a system of domiciliary care.

This review has been made as a result of the 
writer’s experience and contacts with tuberculosis 
cases during twelve years’ service in the rural 
areas of East and Central Africa (Kenya, Nyasa- 
land) and in two urban areas (Mombasa, 1942; 
Nairobi, 1948). The danger of uncontrolled 
respiratory tuberculosis in primitive people 
becomes more apparent with possible eradication 
of leprosy and more effective malarial therapy 
with vector control. Spectacular successes in the 
latter should not be allowed to divert the health 
worker from the need for closer contact and 
domiciliary care with rehabilitation among the 
tuberculous in primitive communities, more 
especially African labour forces and the school 
children in urban areas.

In the absence of specific cure there is no 
short cut to control and eradication of respiratory 
tuberculosis in Africa.
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