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Chapte~ Thirteen 

The political economy of mternal and c q d  - )  
rn 

health in Africa 

Background 

- Bwward E,. Qw~&l 
r 

Generally, the Mean culture puts premium value \< the existence of chi]& in the 
family. The absence of one tends to thatem Lthe stability of mqityl .We. 
On~lejeogwu (1 98 1 ), writing on the Nyer people ,of the. Sudan, obscmd. Wt bride ' 
gifta are never distributed untiI the birth of the first.chiId. Among theHama-Fuhi of 
Nigeria, marriages are stable ody afkr the'birth o i  the first 'chiId: In the q e  v& 
women who are childless are socially stigmatizpitil,md called various dGgatory 
. m a  such as witch, outcast, and barren (Kigozi; 1992). I m m m  (1 9863,' writiag~on 
intmationd d a g e s  between Nigerian men and ibreigners, noted that moth@bod . 
in Nigeria involves. children - especial1 y sons-while' voluntary cbildlessq&s is not 
undmtood and %reign women who are childless face the daily problem of Witional 
greeting which sbesss the significance of children. Even women who have children 
hslvk to contend with local belief that a man shodd have many children and mairy 
more than one wife. Added to the above is the f&t that the '"mere" rtbuity to m a t e  , 

is not enough to earn a woman the neccsssly stahls and pndge in the $mily and 
saciety. In other words, the number of children and the sex is very cnlcial to the sbcjal 
status of the African woman (Imamura 1986). Onwuejeogw (1981) nobed among the 
llms of Nigeria that the number of children a woman bean and their sex enhanee# ha 
social stabs. This is also tnre of the Mbeere of Central Kenya (Brohsh, 1973). In 
this wise the mean woman as noted by Kigbzi (1992) and Njeru et ul. (1992) may 
produce almost a dozen children by the time -she is 45 years of age ~d if all h, 
' l m f o ~ l y '  female she would continue to have children till death comes in pumit 
of c d d  d u e  related to motherhd and male child preference. I I 

What the preceding suggesta is that Africa and other parts of the developing world 
(km, 1994 Paolisso & Leslie, 1995) treasure motherhood and attach.duc& a b@' 
&urn to children to the extent that women have little cohtrol, oSerltheir 
reproductive and maternal health. This has consequently led to high ferti/ity ,rab 
within the continent, thus endangering the health of mothers and children bekause the 
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&er the. number of bim. per woman the higher the maternal mortaliv rate lad by . 
I h i o n  chifd momIi@ rate (TImW, 1W3) mpecially in a developing aatjon wbere 
t4e health facilities and nutritional *uirement are poor. For instance, the 1995 world 
I 
$vklopment repprt indicaim that m a t e d  mortaliq rate in. Nigeria is 800 pk 
109,000 live birth while .ih;Ghana it is 1000 per I00,000 live birth. Bender e~ al. 
(1995) also obsaved that in,bIivia the mortality rate is 600 per 100,000 live birth. 
Tbh i s l a b  true for hfmt mwity.  Ttw World Health Orgdation (WHO 19%) 
pt . i t  at 85 per 1,000. live ~Flh,  while in countries such as Mslawi it Muld be an high 

. ad36 per 1 ,OOb live bMw.'Thu picture presented above is best depicted by Bercr's 
, (1970) obsmation that weLgIorify rilotherfiood on the one band and still we let half a 
lmflli~n women die each year world-wide in pregnancy, childbirth and dangcmus 
aboidm. Th;e World H d t b  orgmhtion a h  stat= that -12.9 million under five 
cl$ldren die yearly (Chingtli, 1993) world-wide. 

According to the WHO, UNICEF, UNDP and demogmpherrs, maternal rnqmlity 
and want cum child mareality rates are indicators of the lwei, of health care and 
general economic dewelpPment ,in a counhy. Given the high level of mama1 
mortality and under-fivc , m d t y  rate in Africa what can we say of the level of 

' health cam devebpment wd, by extension, matend and child care in Sub-Saharan 
@ca? Whst has d for their dismal state of hcalth tare? put diffnatIy to 
what extent can the politid economy model account for the nature of heal& care 
+iopment,in :A? ~ h e s e  are some of the pertinent questha which 
q ' c h q ~  sttemp& m a&#+. !: 

$itid -omy is dhly an a p p d  as well as a redistic methodology with a 
helistid perspective to 64 analysis of societal development (Onimode, 198% 
b 1 9 8 6 ;  Akc,lB90; Aly6i~,1995.).~ilhin this school of thought two basic e t s  

identifisbiq viz the l i h l ,  and the did, comprising the world system and-tho 
a p p m c h ~ ~  , 

, r ' While tbe liberal of 'thnugbt stress#i the role of market farws in tbt 
&&bution &d the of mmme, ~l~ those of h d t h  care, the radical 
dWl upholds p~~~ pikct ion relations. For instance, Manc hid that 
d$ theory of value hi~ricatty specrfic (hPitdist) metbod of resourmi 
h &gniscs that regulating tho allocation of scgrcc resources in all 
&etics, but gas the nature, purpoac and nodus operm~i of tlrsae 

, $va h e  itha@ determined in IWI by prevailing modes of 
Wudion of puticular (Onimode, 1990). Since the purpose in tbia p.pr is 
dbt U) engage in long disp;htion on political economy, it is enough at fhia wge to 
highljght its usage in th@.psper and to stress that the polit id economy approacb 
bidags w cbsw to and M t i z e s  us to the intricacies of the linkages between and 

UNIV
ERSITY

 O
F I

BADAN LI
BRARY



ne political economy of matenwl tand chjfil~heullh in Nige~a 329 

within politics ztnd economi~s -and how both interplay to w p e n  or disrupt existing 
practices at the thesocioc~ulturirl level. 

Development of health care in subSaharan Africa' 

Mstmnal and child caraealth (MCH) is a mrnpooenf' & ' t ~ e  health care sysfern, 
Consequently it would be pertinent to examine its ovqii1l~structure to enable uq, 
corpprehend the naturq and structure of MCH in ~ f r i c a . ~ ~ & ~ ~  section examines Pqb 
evohtion of the shcture in a bqad and historical manner.), ,, I11 

A number of scholars (Maclan, 197 1 ; Unschuld, 1 976;. Pke, 1 982; A t d o  19$5), 
have shown that M c a  had its own system of h d t h  .+q& before the advent of, 
colonialism and the in~duction of western medicine. UnshUld 1976) o b d e d  that 
"where-ever western medicine was i n d u d  and no matlqr how urgent the need hi 
its immediate application was felt to be, it was never a quqtion of i ts filling a rnediq 
vacuum". In other words, the various cultures had developqi. their medical system ii) 
line with their needs. There were various categorim d g&tc$itioners of the art withiq 
these cultures. Thee traditipnsll practitioners maintain$ the health needs of t4q 
population and included specialists Iike Tmditional 'Eli* ,Attendants (TBAs), hie 
scttets; oraclemen, herbalists, massagers and psychiafrbia. (Read, 1966: Mp51eql 
1971; Mbiti, 1975; Oyebola, 1980; Oke, 1982; Oy-iimi, 1989; 1994). These 
pactitionem were culturally compatible with their client ,@tients). In other words, 
they (practitioners and patients) shared the same values, 4d cultures. For insq% 
Bender et a1 1995; Bender Kwem and Madonna (1993)!,$pted that women of hql I 
origin appear more likely to continue the traditional p$ctice of seeking1 assistmice 4 

fsom Traditional Birth Attendants (TBAs) at the time of birth while Donahue apd 
Mcguife (1995) obmed that folk healer is avai [ W e  &i and night' and the) p&pk 
have Werent opinion about the social and cultural atitbority of the healer qvkr the 
westem physician. These observations support the fact that the traditional 
practitioners wire higbly ubiquitous and the services Rfidered were in conqahee  
&th tbe socio-economic conditions of the Mean ers it' is with 'other parts of thd 
dweIoping world services were rendered witbout r&rt to ixonomic benefits' and 

- were community oriented (Owumi,1989). The beliefs and conception of hdth w m  
shared by both practitioners and patients and the entire community. The u~l i ty  of the 
A f i w  traditional health care system is better appreciated by taking into cogaihce 
tbe World H d t h  Organhation m 0 , 1 9 7 5 )  recognition of the ptace of dtibnd ' 
medicine in the a t h h m t  of health for all by the year 2000. 

The Christian missionaries and the colonial msrtw imported info Afriqq, 
societies, the western model of health a r c  delivery. This system was memt $o 
for the health problems of the missionaries and' the golonial masters (Stock and 
Anyinam, 1992) and much later the civil servants in! the &oe of the bolonid 
governmeat. The h t x s  which were ovt13WIy exwnded to the public were isot 
a d a b l e  due to cost and dtaral consmints (Ityavyar, ,1987). Most African s b t u ~  
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230 pmcs andpempmiiw in Skiology 

' I '  
- ' I  

thst were under tbe hltela@?bf the colonial govemmmt herefon had this system 
supgjc-imp& on their &ides. The minimal inhstructurq fm~flaed by the 

'misgidnaries and pmxeds from local taxes, were to s w e  the interest of the colonial 
goIehunvt and fWwr missionary activities. Given the exploitative tendencies of the 
phial govenunent, it is ~Jhhndablc why the services undermined the need and 
in$mt of the natives and. ~ r k e m  wr'the plantation farms because the workears w m  

ev* blaasifsed as dispsabl~  The hospitals that were established m localized in' 
whn centres while OW public health measures which were disease specific 

p&mmmw were executed:wherever the need arose (epidapic situation). The rural 
,I Alrioans were not mnsidued vital in health c a n  development until the latter days of 
thi ~ h i a l  govcmmeat &nd,.in areas where there were m e  economic goods of 
,@talest to the, cdopid d m  (Baneji. 1984; Ityavyar, 1987). This s e l f a d  
Velopmenl made health c m  sewices inadequate and thus left the citizenry with no 
~@oice,o,ther than to wly on hditional medicine. 
! . .At the deniise of coloqialistn, the nature and character of the emerging elite claw 
&up dichhd the pattern o f w t h  care devehpent. Though the'pttern and nature of 
the structum established by the cokmial government were relatively d t e r e d ,  ihe 

L political orientation of the mergent class was significant in the pattern of policies 

I 

cia and 

w#ers who were the opiniw i d e n  and the core of p m m e  grwps (Donahue and 
,Mcquiri $995; Bancji . 1984);1inphhmia waa mcentrated in Wtwn health care with 
~ n l ~ ~ k n r i t y  or Yf,-hmhd~ahtion being paid to r d  health care and by extension 

is still -evident in fbe 
health rsrr system has bko 
lack of manpower, economic 

same pattern can be said of Ghana's hdth cate 
a some extent Ghana, have been capitalist, 

in orientation. The urban bias development 
large extent after the 

instance, the numk of 
in the b t  decade after 

health care facilitica in 
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0; . , :  . 
' h i .  

T m i a  gnw from 1,754 to 2,892 health facilities. Vii(,was within a period o~'kpur, 
years and the development was not only in the undersewed regions but was p ~ l y  
in etboa thus accentuating the reorientation of the nationat government visA-vis h e  
colonial government's policy which was urban centred (Arwha DecIamtion, 1967). 

The nature of the health care development was Qua to the commitmezit of h 
government which invariably led to the success of Primary Health (PbC) 
sttategy for health care development (Bcnerji, 19wi Significant as the abnvc 
developmnt would appear, the existing lopsided deve~opment of health cafe' in 
favour of urban dwellers remains largely unchecked (btock and Anyinam, 1992).-h1e ' 
picture presented above is better depicted in table-1 klow. 

Maternal and Child HeaIth (MCH) 

Given the discussion thus far, it would be imperative b . p e  the following questi 
What is maternal and.child health (MCH)? Why do.pe, have to talk about maf 3 
and child health? #What is the situation today and w@it is it tending towards, w,w@t 
does it portend for future generations? Before we , p r k d  with the examhatioh of 
the pieceding questions, let us refer to Table' 1 which p+ts a vivid account of thq 
overalI health care situation and the pussible infixewe Which can bc exppolatd br 
MCH in Sub-Sahara Africa. 

. ' 
I I ' C  

Table 1: Percentage of the population with access tb health senleer Lo seicktd 
African countries - 'I, 

I I * I I 
Going by the ,above table and the question of kwsibi l i ty  which it poses in tam8 

of distance and'taking into consideration rhat maternal and child health p h ~ h  
emqgenqv related matters, the state of MCH appears gIoomy given the g & d  over 
all development which the sub-Saharan African.health care has witnessed. Ag* if 
there are countriw in Sub-Saharan Africa with only 18% (Benin) of .the totd 
population and the. best being 85% (Zimbabwe) with a m  to health care iwd gTven 
that most of the population are rural based (70%) yet undeserved while wpmen are 

. 1 '  
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23fq C m n r s  b n d ~ p c K v &  ir S0eialog)l 
I 1 ,  

I .. ,'. ' \ . .-. 
&akdlly disadvantaged soi:idly in terms of accessibility, the. state of maternal and 
child hdth in sub-Sahara Africa can not he better understood than as graphidy 
illtistrated above. To further illuminate the above discussion, data on under-five and 

I maternal mortality rate for selected Aficari countries ai.e presented in Table 2 &low 
to dembtrate the state of MCH in, sub-Sahara Africa. 

' I 

' +'Table 2: Under-five mortality and maternal mortsllfy rates for selected African 
. L.  countries 

Sebxted 'unde;:Five Mortality rate %aterod Mortality 
~ s t e  per 100,000 ~ ive  

I 
I bhths) 

t Hiker 280 / '  - .  
Mo-bique 206 . . 
mm: . I87 800 - 
T-ia 142,  t _ . 
r G b  105*. ,  - . 1000 .' 

I Zambia ' 202 . - 
Zip@bwe a - *a9  , , j i  80 
'Belun 0 * .  . 165 ;. !, - 
WlyYb I I - I I 550 

I *$th &%ica'- 83 -. - 
e h :  a) l%e State of the Wyrl4b Chilahn, UNICEF 2WO # -  

, 6) World ~ l o p m n r  Rsporl, 1995, 

I i~enmlly ,  there is no &&-cut demarcation between maternal h&th and 'child 
hdth  ~ecause both are w t e d  p d  one dovetails into the othei. In other words, it 
ie kdyad (Turmen, 1993; ~ 8 ,  1994; Castle, 1995). Maternal and child health refers 
to %ea?th problems that w during pregnancy, child birth, the immediate p t  
@urn pesidadation andhe health problems associated with the mamgement of 
thk+qew-born until the child is five years of age (PaoHsso & Leslie, 1995; WHO, 
'199fl; '1996). It is generally bbwd that (Tunnen, 1-3; Wioter et ai., 1993; WHO, 
l9$Mj whpever flecta the health of the mother affwta the child and in the same 
t p k  fhe health status of adult (Lmdberg, 1993). So a chain of events is set in motion 
if ithe health of mothws-anJ cbiIdreh are not met. This ie the more mbn why 
ephal and child health should be a primary concern of (tll. It is  against this 
ha&gbund that we attempt Miexamine the state of MCH in Africa. , As stated earlier, bdtf i  care in Africa is urban b M  and highly elitist and cure 

I c&r+ as against the prevenqve, primary, rural and participatory approach which 
maikes the swyiw,unavdlabje and.wnsequently inaccessible and unaffbrdable. The 
&hb'e picture. th:us. makqrbit, imperative for MI=H in sub-Saharan A6ica to be 
q+ned w jthin the umbreljd of the initiatives of the world organs. in addition to !he 
'Wve, i a  tbc! fhcr that high ipfant.mil childhood mortality rate in sub-Saharan M c a  
! . I  1 
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4 4  

' ' I  

is due to infectious ' d d  pamitic diseases (Pow 1994), which have beco ,tt&lY 
&fled by tbcse agencies due mainly to the n a e  of &it &tivities. ' ,. , a ' 

Since 1974 till the moment, a number of progrtlmmes aim& at bmProviq the 
health of mothers and children in the worlda and.lpf$ca in hdcular bav. Men 
established. In 1974 the Expanded Progmtnm oq I&unimtlon @PI) bas' pt in 
place to immunize children against six preventable chilhhoad killer dise-' and later 
extended to pregnant women. This was closely follo+te$ by the Primary ~ e a l t h , ~ &  
(WHO, 1978) strategy for tbe development of hcalfh:kre. This scheme has ss on: of 
i& f m s  maternal and child hedth which is to be exekutad at thi local @rirnary)lIevct. 
The M M  focus under this scheme is due to the &i,i~rtion of the enormous bed& 
implication which child bearing entails and the dea$@1 attendant in an envimmdch 
where little or no facilities are available for the msihfawcc of mothha qnd their 
newborns (Turmen, 1993; Ching-li, 1993). Other p r o p r o ~ a i  worthy of m p l h  are 
the Safe Motherhod Baby package (1987) and the haby-miendly Hospital &tiadye. 
(1 99 1). 

While it is germane to sffinn that thcsc pmgphea haw heen beneficial ,p 
African coqtries though initiated by internatiou orghhtions their implementation 
have been fleeted by the level of resources at thd disposal of African countries 
(Baoaji, 1984; F m ,  1994; Donahue and M q h ,  1995). Table 3 be106 shows f& , 
level of immunization a#ained in selected &an cduktriei F 

f . '  . I t  I '  

1 

The State $the World's Childrwr UNICEF, 2WO 

Countries like Zambia and Tanzstnia for instance that have ?& poriticd 
commitment to health care and with high level of democratization have experienced 
Ngb percatage covmage of infants fuUy immunikd while in countries like Nig& 
mad Gbana with less populist, democratized and market oriented'health h e  
development approach, the coverage appears poo% ' h i s  poor state of thing!@c3es, pot 
imply in real terms that theare mamtries have nof embraced these p m m m m  (for 
instance EPT). In Nigeria, effarts are mmntly. on to eneure. that the halthtb'oPrlpo* 

I # 
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and children is significantly improved. The National Immunization ~rograrnme'w~)' 
is ,being vigorously pursugd und& the Family Support Programme (FSP) of the 
~edeaal Military. Government. While it is true that these efforts are noble the spirit or 
thd governing ethos is shrouded by health development. The stnrcture and the 
development pattern initiaed under the colonial masters have Izirgely remai~hed while 
#the ,obvious fact of the ihkivitable utility of the traditional stfilctures is becoming 
manifeat. This can be b$$essed SSBd by the fact that traditional health can practices that 
h r e  discredited .previously are now being adopted and is playing a si-cant role in 
phaI ,and child health in Africa. The Mozambican instance is a case ( C l i  and 
N+ied, 1996). ~ h d  (1976) has recognized and promoted the idea of the 
'lnbng of'tmditiond medi'cine men as m effective mem .of extending the frontiers 
.of health ewe and the oom@rstone of PHC in the developing world. The Baby fiendly 
hospital initiative is also another case in pomt which suggests the African d v d e n c y  
syn@me. Mot until any subject is  promoted by the developed world African elih and 
government do not take it seriowly due largely to the Fact that these programmes have 
forelgn aids tied to tbeq.which are of interest to m c a a  elite and government 
@onabut and Mcquire, ' 1995). 
On the average, the international agencies have contributed tremendously @ the. 

improvement and the qbbty of MCH in sub-Saharan Africa. Most of the activities 
9 v e  been p d y  or wbllp directed at improving the health and life waditiow of 
womep 'and children, At fkt which the South Letter (1 9%) acknowledged when it , 

observed that in s u b - ~ a h b  Africa most public health propanames since late 1960s 
.have been directed to&* reducing maternal, infant and childhood mdrta~ity thus , 

: pdglecting adu t t mortalityJToday, the under five mortality +.been reduced from 256 
pk 1000 in 1960 to IY'I.1 per 1000 in 1994. Similarly, matemd. mortality rate is 
currently put at 597 p&~l,OO,OOO live births (UNICEF, 1996). Significant as these 

,improvements may am&, they are still a long way'from what obthins in the 
ipdktrialized yorld, wh& under five mortality rate is put at 9 per 1000 w e  
lhaternal mprfality is 7 pe$100,000 (UNICEF, 1996): 

1 1  : 
.' f a  

4 I 

. ~ o n s t d m t s  analysi# , . il \ 

, , * t  n1 

. While it is true that givtai. the substantial national and internatid eBrh that have 
been made .towards thd heveiopment of MCH in sub-Saharan Africa in kdwiing 
r n a a  and child rnortaliky, there are a number of impediments hat have and m i d  
mitigate the pace and,& gains made in the reduction of mortality and morbidity 
.amomg mothm and ch$&. 
. Om of h a  b t s  to the wusade is the Acquired Immune Deficiuncy. 
,gyndrome (ADS), whi&lhas cast a dark shadow over the achievement a h d y  made. 
r , W O  (1992) eshates''ht there are at least 10-12 million adulta and 1 million 
chihkp with HIV infekiions, and about 1.7 million cumulative adults end mom tban 
500,000 childhwd ~lD$~cases, It would thus bea  futile effort if so much has b#n ' 

' t 
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The politid economy of macernui md &hi h l t h  in Nige+41 4 f35, 
- I I  

I 
,'. 

1.  * I 

. puhh place by way of reducing maternal and child qortaliry in Xfrika while AQ3S is 
robbing us of a11 that have been pined Efforis shoula fherefdre be made aloqgde 
the existing ones to ensure that AIDS does not rob u8 ofhe  gains. I I  

The level of women's 4ealth education and the political awareness of  tie citikedy 
should be develppd'. As it is today the level of kdqwational (table 5 show the 
pqmrtion of females who are illitemteg) and pol i ticqj+waren'ess of the ttaasseg 'and 
government cornmimen t is low (Arhtu, 1995). SimiIarly, the percentage ot citizens 
with a w s  to safe water is low. In an envidmt where some of the Benlth 
problems are asmiated with water, the mortality rate could not be, better. than it 
appears. If this is improved, manma1 and chiid hmlL care will also 5 'trfpected 
positively. An educated woman is more likely to use maternal services Ulan 'ap , 
illiterate one {Gouldan ef al., 1993; Harrison et d,, 1 993; Stanton, 1994) in the same 
way as a politidly emancipated woman is mom limy to agitate for equity in hqltb 
cam than an apolitical woman. I 

Wars also constitute another serious threat to dik,schievements made in Ma. 
Mmy hospitals and materndprimary health care centres and health p r o m  ha* 
b m  disrupted or ravaged by wars while millions of children and mothers have,either 
b m -  maimed or orphaned or sent to their untimely graves (LMICEF1.19%, 
Noormahomed 1996). These are disasters which am c.aped by adu tt actions and with 
enohnous resomm that could have been invested'dh health devei~pmmt: k ! d m h  
in fact reveals that the greater the mount on the mi&y the grater the U&P bvc 
nwkdity rate (Stanton, 1.994). I .  , . # ,  $ 1  

1 ' 1 5 -  
f " I *  

Tabk 4: Percent Adult illiteracy (female), an Wpqpulatlon with act- W~afe;, 
water " ' 4  " I 

The influence of cultural ~nstrZhtS (Fm, 1994, owumi, 1994) &t be 
estimakd There are some impdiments lo the utilimtion of bealthcarc semi-. 
Mitiom! people (women) are more at home. with TBAs (Bender et al., 1983; 
Balsey, 1993; Bhmtia and Cleland, 1995) and prefcr to use the i r .8dm pvm .whm 
modem health care Wlities are available, This is due p d y  to what mi {\984j 
called the complex of western medicine in the Third Woild s&i- irnd what 
Poalism & M i e  1495 tagged the violation of yomen's cob- for p"',w*r l l w  

I #  I I 

I '  

Tanzania 
Ghana . 
Zambia 
Wmbabwe 

PopuIattdnl bith access to safe wateri 
' 59 ' I : '  

. 22 
, 42 

Select& Cowtri+s ' 
Niget 
Mozambique 
Nigeria 

Adult illiferacy 
83 
79 
61 
- 

49 - 
35 
40 

I .  - 
' 56 , "  

59 I .  

, - 36 . 
Benin 84 

. Source: World Development Rsporl1995. , 1 I r .  1 
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' I  

,pbblic setting for hogp&bls, clinic and the nature of medical examination are 
threafening in both physical and emotional sense to African women. Similarly, the 
h~& premium placed on children and consequently the high fertility rate in Africa 
rrlso affects the heal* ofthe women and the childten due largely to birth fkqllwlcy 
dad birth spacing (WMP 19961. Closely related to the c u 1 W  factor is the degree of 
paption of the need and the benefit associated with utjlization of these. facilities 
'(RacKnstack, 1974). @is bas made women to'trur~cate the issue of immunhtion 
services and other fadilities meant to reduce the 1-1 of maternal and child mortality 
id qub-Sahara Africa. - I 

Finally it-s'hould be &tau that the nutritional and economic status of womey aud' 
chrldren is a serious impediment to the improvement of maternal and child health in 
~psahara Africa. Dhcl to poor economic situation of women, nutritional level is 
1hrllow while poverty B pdhasive which further induces a lot of stress (hard labour) 
on the women (Watso~~ and Kmper, 1995, Faolisso and Ieslie 1W5; Winter et 41, 

1993; Sharma and Vaniani, 1993; Stanton, 1994). 

Tormen's o b m t i o ~  rgbout child health is very incisive in drawing a concludin 
m a r k  for this pap&; he no& . . 1 

t !t 
I ' ensuring quality ofilife mans providing quality care before, at and aRer birth Tbis 

is not an imposs'trl$ task. The knowledge exists, the skiIls are known, the rcsoorces. . 
are not attainadR< b t  13 idding is rhe wIsdom to bring needed hwiedge,  skills 
and rssources together. (emphasis mine) 

The above sitqtiq is also We of maternal hdth and the observation apper 
do& and preciserlT4is point may be substantiated by the fact that Reunion, 
African cpuntty, h a s y  infant mortafity rate of 7 per I000 (WHO 1996). So, why 1 

other African countries? It is therefore my opinion that it is not the wiSdom 
galvankthe tecbical how-how but that the wisdom is "skewed" by the @ti 

l"econo~y of the African -states. What is thus necmay is the restruchuing of 
sac i~mnomie  b i s  which would enhance the politi-I will necmary for 
mobilization of ail facets of society fbr the attainment of tht common god. 
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