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8.1 INTRODUCTION

An aspect of social change may be seen when the system of medicine
within a society is examined. Social change may be determined from
the Titerature of the area and from the personal experience and
knowledge of informants. Sometimes it may be possible to exemplify
the change by reference to the differences between rural and urban
communities.

Two very different concepts of sickness and healing were encountered
in Darfur, namely the pre-scientific and the scientific and they are both
embodied in the country and modern aspects of medicine. Beliefs and
practices in rural and urban communities derive from both country and
modern medical systems. For the Fur, modern medicine and modern medical
practitioners constitute an equal alternative to the variety of country
medical therapies and practitioners available to them. However, for
officials of the Ministry of Health (or, indeed, any government officials)
modern medicine is not the alternative to but the antithesis of country
medicine and infinitely preferable. According to these officials, modern
medicine is increasingly utilized and country medicine is 'vanishing'.
This last statement may be true from a very superficial glance at the
situation among the Fur, but a closer look at the whole medical system
and the ideas and beliefs of the Fur would indicate otherwise.

Modern medicine was introduced to Darfur within living memory of the

older members of the population; it has been encouraged by the state but
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there has been no real pressure designed to loosen peoples' attachment

to country medicine. The fact of this recent introduction means that

it should be possible to piece together the pattern of social change.
Historical, environmental, political and economic factors will be

outlined below in an attempt to show how they may have been instrumental

in social change with regard to the medical system. Some changes can

be shown to have taken place in disease pattern, choice of treatment,

behaviour of the sick, their kin and those who engage in medical practice,

as well as the establishments (such as hospitals and clinics) which are

relevant to sickness and healing. In instances where the medical system

itself could be regarded as a catalyst in social change, this will be

indicated.

8.2 SOCIAL CHANGE

Social change, in general, throughout most of Darfur seems to have been
patchy, and almost imperceptible in some areas of social 1ife. History,
before the sixteenth century, is mainly conjectural but it would appear
that the farming 1ife of the rural Fur has not changed drastically for
several hundred years, especially in the remote villages of Jebel Marra.
The Tand in Darfur offers 1little more than cultivation at the subsistence
level, even though the rainfall is greater in Jebel Marra and the Western
District than in the rest of the Region. Neither tHe foreign Condominium
government, nor the present Republican State government, has seen fit or

had the necessary capital to develop Darfur, although it has been considered
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as a possible bread-basket for Sudan. The Fur do not grow crops which
would have a market abroad (such as tea, coffee, sugar or cotton). Thus,
from a colonial point of view, they had 1little to offer and were, by and
large, left alone by the Condominium government. Few officials were
posted to Darfur, except a governor and a district officer in each
district, whose job it was to maintain law and order - not a particularly
onerous task among the relatively peaceful Fur people.

The land of Darfur does not seem to have other exploitable resources
which could be developed by industry and technology; at least, the area
has not appealed to prospectors yet, although it seems there is 0il in
Southern Kordofan = of uncertain quantity as yet. Perhaps it is partly
due to its lack of obvious exploitability, but its distance from the
centre (the Nile, Khartoum - the seat of government - and the Gezira)
is also a significant factor when considering the effects of the
Condominium period and Independence which followed. These effects do
seem to have resulted in a somewhat diluted form of social change in
Darfur, when compared with an area such as the Gezira.

Some Fur farmers on the lower slopes of Jebel Marra and in the
villages along the banks of the Wadi Azum grow some cash crops for bulk
sale, but the majority grow a small area of such crops which are sold in
amounts which will yield enough cash at the time to pay for some basic
imported 'Tuxury'/necessities such as soap, tea, sugar, shoes, clothes
and, occasionally, household items. As Barth has obéerved, it 9s
middlemen who buy up these small amounts of cash crops and transport them

to sell in bulk in bigger markets, (Barth, 1967). Little more variety
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than the above-mentioned items are found in the markets of Darfur,
apart from the large provincial markets where electrical and Tlabour-
saving goods are available. Electricity is only found in the province
capitals and television programmes are received in Nyala and el-Fasher.
However, a few households throughout the rural areas have a transistor
radio, whose batteries are changed whenever sons are home on vacation.

Formal education and modern medicine were brought to Darfur in the
Condominium period and their institutions have gradually increased in
number.  However, although Primary Health Care is now within the reach
of the majority of Darfurians, it is of the 'absolute minimum
commensurate with effective treatment' (Matheson, 1981:3). It was
designed, however, to put the emphasis upon prevention rather than cure
nowadays (and so is essentially at odds with the aspirations of the
majority of the medical profession), but it will be some ‘time before its
effectiveness can be judged.

Thus, it would seem that there was no government desire to achieve
agricultural or technological development, nor to develop resources,
which could be said to have brought about the changes which are seen to
have occurred within the last few decades in Fur social life. With
regard to modern medicine and formal education, neither or these has
been thrust upon the Fur, or upon any Darfurians. In fact, the people
of Darfur have, by selection and self-initiated projects, worked hard to
bring both education and modern medicine to their smai] scattered rural
communities, as well as improving the existing facilities available in

the district headquarters.
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According to a few educated urban informants (in addition to the
government officials) country medicine is decreasing and this is due,
they believe, to the fact that 'people are learning about modern medicine’.
In support of their belief in a decrease in country medicine, urban
informants also relate reports concerning fraudulent feqis who make
mihaya by simply adding ink to water, and. hejabs by folding and tying
blank paper into the usual shape and size. These stories are not without
foundation as some feqis have, in the past, been found guilty in the
courts of deceiving their clients. The fact that these fraudulent
feqis have been exposed is believed to have made prospective clients
reticent to consult feqis as a whole. The fear of discovery is said by
urban informants, to have frightened some fegis and prevented them
continuing, while others would have been disuaded from embarking on such
a career.

Participant observation, interviews with healers and the rural and
urban surveys carried out in Darfur show clearly that practitioners of
country medicine are still being consulted in both communities. Not
unexpectedly perhaps, they are consulted to a greater extent in the rural
areas. In general, if an individual does not improve sufficiently, or
if improvement is slow, then there is a tendency to consult a different
practitioner - if a modern medical practitioner was consulted originally,
then a practitioner of country medicine may be chosen the second time
unless it is possible (and it usually is not) to visif another modern
medical practitioner; 1if a practitioner of country medicine is chosen on
the first occasion, a modern medical practitioner will be sought for a

second consultation. There are always some individuals who feel that by
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consulting both types of practitioner concurrently, they are getting
the best of both worlds and a number of rural and urban individuals were
found to favour such a comprehensive approach to therapy.

Results obtained in the surveys of the rural and urban Fur
communities suggest that the advent of modern medicine has not vet caused
any substantial drift away from practitioners of country medicine and
healing in the rural areas but, rather, has increased the options open to
those in need of therapeutic measures. It has perhaps also meant that
a majority of individuals would first seek modern medical aid rather than
country medicine but the country system is still utilized as a back-up or
an alternative, should the return to health prove tedious or uncertain.
To a lesser degree, this is also the case in the urban area.

From participant observation in the Western District, it would seem
that a large number of practitioners of country medicine are still
consulted, but that the number of their clients has fallen considerably
in the urban areas. Practitioners of country medicine themselves say
that previously they might. have been asked to treat several clients a day,
whereas now they probably see only two or three per week. Only a few
country practitioners in the province capitals still have thriving
practices, possibly seeing some ten to fifteen clients per day. In
fact, a high proportion of the clients of country practitioners today are
seeking prophylactic measures rather than active therapy.

Certainly, it would be true to say that the hosp%tai at Zalingie

gives the appearance of a fairly busy estab]ishment,] particularly during

1. No reliable statistics are available for out-patient attendance.
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the morning hours. It must be remembered, though, that each patient

is probably accompanied by a kinsman or friend. Nevertheless, by my

own estimation some 30-50 patients attended daily, depending upon the
farming season - fewer attended during the time of ground clearing and
planting, and at harvest time - during the period of fieldwork. The
number of people nowadays attending the Zalingie hospital is, however,
greatly reduced when compared with the number in the 1930's-50's, when
Sayyid Usman Muhammed Kheir was the medical assistant in charge. He
recalled times when there were more than 100 in-patients alone and
numerous out-patients during times of epidemics. Vaccination and anti-
biotic therapy have successively brought about a change in disease pattern
in this instance. Nowadays the majority of admissions are for emergency
therapy, as are many out-patient treatments; other complaints are often
chronic or minor. Thus, modern medicine, having developed antibiotics

by the time of the development of the Sudan health service, was able
positively to affect the situation with which it was presented and in

this way gained many advocates. Indeed, people often referred
deferentially, in their replies to questions concerning epidemics and
their management, to both official policy and medical personnel; many
reiterated the following statement: 'the government brought the medicines
to cure'. Medical personnel as government employees, are held in very
high (affectionate, rather than awed ) regard in Darfur for this reason.
Thus, it is with the advent of 1ife-saving drugs thatlthe practices of
country practitioners began to be affected, although some individuals have

maintained a proportion of their practice unheeded, for they are the
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acknowledged masters of psychological medicine (in modern medical terms),
treating those who suffer from depression, anxiety or just unhappiness

as well as those who are acknowledged by the community to be.'mgingﬁ'
(mad or jinn-possessed).

Social change can only be said to have taken place when there is a
'significant alteration of social structure (that is, of patterns of
social action and interaction)', (Moore:1968:366).1 In rural Fur
communities, where only minimal health care is yet available - and that
often at some distance - it cannot yet be said that there is a
'significant alteration of social structure'. However, there undoubtedly
has been change, varying in degree from place to place, with regard to
the field of medicine in Darfur.

If the two communities studied are taken as being representative
examples of the general situation in rural and urban settings, then social
change of different degrees can be seen. In the rural situation, the
institutions and settings of modern medicine are minimal and not much in
evidence. However, change in disease pattern has taken place within
living memory, with the result that people nowadays tend to voice a
preference for treatment with modern medical drugs, possibly following
consultation with a modern medical practitioner. For a number of
reasons (e.g. distance, time, lack of drugs), they are not able to carry
their wish through to fulfilment and they are obliged to consult
practitioners of country medicine and to use country ﬁedicines. Formal
education and health education have not reached the stage yet, where more

than a handful of rural farmers are aware of even the most basic of modern

1. In Internaticnal Encyclopaedia of the Social Sciences.
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medical ideas concerning hygiene, prophylaxis or sickness cause. Their
desire for modern medicine is based purely upon their firsthand knowledge
that, in many instances, modern medicine has saved lives, reduced pain
and suffering and enabled full rehabilitation to take place. Where
people are more ambiguous is in their ideas about sickness cause; their
belief in causation being determined, probably, by type of sickness as
well as by length of time suffering the indisposition. Apart from

mental sickness (which, it is believed, can only be treated by a feqi),
there seem to be no particular beliefs connecting healers with the
sicknesses they treat, although sufferers of systemic sicknesses tend to
consult practitioners who are generalists, such as fegis, owners of roots,
home therapists or practitioners of modern medicine, while those with
more specific problems consult the relevant practitioner, such as a basir,
an eye specialist or a rope-midwife.

In the urban setting, the institutions and settings of modern
medicine are obvious, though by no means maximal. People prefer to, and
in the majority of cases actually do, consult modern medical practitioners
and use modern medical drugs. They were found to have a wider, though
perhaps not very deep, knowledge of modern medical ideas regarding health
and sickness. Here, too, people are ambiguous in their ideas about the
cause of sickness, particularly in the case of unexplainable length of
sickness. Thi§ situation can be seen to have significantly changed
patterns of social action and interaction, although as yet, there remains
the change in beliefs to take place; so far they can only be said to have

changed in emphasis.
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Thus, depending upon their situations - as Fur villagers or
neighbourhood residents 1iving near to Zalingie hospital, individuals
would have differing ideas about the various changes which have taken
place over the last 50 years, or even over the last few vears, and the
degree of change. Wherever one stands, it must seem that some change
has begun and that a gain in momentum is probably taking place with the

development plan for the Western Savanna now being implemented.

8.3 HISTORICAL AND ENVIRONMENTAL FACTORS AFFECTING THE MEDICAL SYSTEM

The process of Islamization in Darfur (and in Sudan as a whole) could be
said to be incomplete because, at the time of writing, Sudan still has a
secular government with Islam as the religion of the northern part of

the country. Darfurians have witnessed changes of leadership from
indigenous hereditary rulers to foreign colonial officers and, more
recently, to an indigenous governor, unelected but approved by the majority;
he was chosen, with popular support, by the Khartoum-based President of
the Republic. Education and medical services began to be developed in
colonial times and are still slowly expanding. Communications with and
within the area are still poorly developed, although some progress is
evident recently; nevertheless, emigration from the area in search of
employment is not compensated by migration to the area. Apart from this,
there is an environmental change and the area has suf%ered, with the rest
of Sub-Saharan and eastern Africa, from a reduction in rainfall which, it

is believed, could continue for the next fifty years (Winstanley, 1973:194).
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The decrease in rainfall is such that informants remark on the almost
complete absence nowadays of perennial streams in Jebel Marra; the flow
of streams now is seasonal and brief.

Expanding herds of nomad cattle seeking grazing, and tree-felling
for fuel has resulted in decimation of some areas. A vicious circle
has resulted and is being continued by the decrease in precipitation,
which prevents growth of vegetation which in turn means less transpiration
and, consequently, a further decrease in precipitation. This cycle of
events is known as desertification.

In 1978 a public corporation, the Western Savanna Development
Corporation (WSDC), was established, with the purpose of activating
Tocal administration as well as village and nomad communities, to implement
programmes to manage and develop local resources. The area of influence
of the corporation is that region constituted by the southern provinces
of Darfur and Kordofan Regions. It incorporates the Jebel Marra Project
of the Western District of Southern Darfur and is backed by the World
Bank in a multi-million pound investment programme. The WSDC will no
doubt be the originator of much social change in the very near future;
as far as the fieldwork area is concerned, part of it is within the area
of the Jebel Marra Project, which has been in existence now for some

20 years.

8.4 POLITICAL AND ECONOMICAL FACTORS AFFECTING THE MEDICAL SYSTEM
The Region now known as Darfur has had many changes in its size, type of

leadership and government policy. Before becoming a Muslim sultanate, it
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was almost certainly the realm of adivine king, ruled over in both cases
by an autocratic monarch. Many aspects of divine kingship survived into
the twentieth century. However, the Turko-Egyptian regime, the Mahdiya
and the reign of Sultan Ali Dinar, (i.e. 1820 to.1916), meant that Darfur
was subject to a changing political situation for nearly a hundred years,
before its annexation to the Condominium on the death of Ali Dinar. Soon
after the annexation of Darfur, at the time of the change of policy from
Direct to Indirect Rule in 1922, an ordinance was passed making Darfur

one of several 'closed districts', which required a permit from the
Governor or the Civil Secretary for all non-Darfurians on entry and
departure. This meant that Darfur was effectively cut off from the rest
of Sudan and very few travellers and merchants were able to journey to and
from or through the area.

Following Independence (1 January 1956), many Darfurians travelled to
Khartoum and the Gezira in search of work, especially when the Managil
Extension was planned to double the size of the Gezira Scheme. The
first phase of this extension was opened in 1957 and created opportunities
previously unrealized for those migrant workers who travelled from
Western Sudan.

The migrant workers in the Gezira and Khartoum were exposed to a
variety of new beliefs, ideas and values, as well as agricultural
techniques. They would also have seen and been able to purchase in the
markets of Khartoum and Wad Medani, goods which they.may never have known
existed before. Certainly it would not have been Tong before the people
of far-off Darfur began to realize that there was a great gulf between their
own way of 1ife and that of the urban inhabitants of the northern and
centra1 parts of Sudan.
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During the early days of the Condominium government in Sudan, the
only practitioners of modern medicine were expatriate doctors and nurses
serving with the armed forces, and these were stationed mainly in
Khartoum. The Kitchener School of Medicine, now the Faculty of Medicine
of the University of Khartoum, was founded in 1924 and began to train
Sudanese doctors. A school for the training of medical assistants opened
in Omdurman soon after this, while a school for midwives had already begun
in 1920, also in Omdurman.

Perhaps partly due to its geographical remoteness, which was
enhanced by the 'closed districts' ordinance, Darfur saw Tittle in the way
of modern medicine until the 1930's. It has been pointed out that there
was no great interest in providing a country-wide medical service until
the 1920's, when it became 'important to expand services to a wider
section of the population as a means-of legitimating colonial control’
(Gruenbaum, 1979:12-13). However, the services extended to Darfur
were hardly of a scale to be interpreted in this way. When the first
medical assistant arrived in Zalingie in 1928, he worked from a small
dispensary in the local government offices. This was moved and enlarged
in 1930-31, but functioned with very few nurses and midwives. The chief
nursing officer and chief midwife (both expatriats) used to visit the
provinces on tours of inspection and encouraged women in particular to go
to Khartoum to train. Slowly the number of trained and experienced medical
personnel increased and dressing stations and dispenséries could be
established and staffed during the later 1930's and the 1940's. By the
early 1950's, six dispensaries had been opened and these, with Zalingie
hospital and twelve small dressing stations, form the network of the
medical system as it is today.
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Before 1954, one of the doctors from el-Geneina or el-Fasher
hospitals visited the hospital at Zalingie every few weeks but, according
to the medical assistant Sayyid Usman Muhammed Kheir, there could have
been a doctor in Zalingie from 1936 when he was to have been transferred
to el-Fasher. Hearing that he (Sayyid Usman) was to leave them, the
people of Zalingie objected strongly and asked the governor to allow
Sayyid Usman to say. So he remained. Sayyid Usman considered this
decision to be 'a crime' because it resulted in the Western District
waiting nearly twenty years before a medical officer was finally appointed
to take charge of the hospital and generally to supervise health care
in the district.

As mentioned previously, Sudan is one of the countries placed in
the category 'low income countries' by the World Bank.] Among the
characteristics of a low income country is that of poor communications,
especially with the more distant parts of the country - the terrain is
difficult and the distances are great. This means that it is not easy
to keep hospitals and other health care units supplied with drugs,
equipment and other requirements, although many of the above items are
manufactured in Sudan.

The economic situation has meant that there have been few innovations
with regard to the health services in Darfur in recent years; that of
the training of the new grade of medical personnel, the community health
worker, is probably the most significant. This nine;month programme
gives young people who have completed their junior secondary education

and who come from as many villages as possible, a broad practical

1. World Bank Report 1979.
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understanding of sickness and health, as well as the skills necessary
for basic prophylactic and therapeutic measures. When these community
health workers return to their homes to begin their work, they ére in a
position to educate their own kinsmen and neighbours in basic health

matters and to treat and advise with regard to the more common ailments.

8.5 CHANGE IN DISEASE PATTERN
As has already been indicated, pilgrimage, trade and labour migration
are believed to have had a significant effect on health and sickness in
Darfur (see 2.10, p.75). However, in more recent years a change
in disease pattern which has taken place in Darfur due to drug innovation,
has meant that people do not now fear a number of epidemic diseases which
used to prove fatal in a large proportion of those affected. Due to
the fact that modern medical drugs have either made treatment or
prophylaxis possible (or, as in the case of smallpox, have eliminated the
disease), many of the traditional practices previously associated with
epidemic diseases have now been discarded. Such traditional practices -
the marking of houses which had been spared and those which had suffered,
and the 'inviting' and 'bidding farewell' of diseases] - are referred to
by Sayyid Usman, the medical assistant, in his account of change in
disease pattern and the state of health.

There is no statistical material available as a fecord of the early

days of the medical services, but several informants had worked in the

1. See the account by Sayyid Usman Muhammed Kheir, (p.411).
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health service from those times. In the opinion of these senior

medical assistants and nurses, apart from the obvious changes in

pattern of epidemic diseases, there had also been change in other
diseases such as venereal diseases, gastro-enteritis of children, eye
complaints, protozoal and helminthic infestation, and malaria. Sayyid
Usman had noted a reduction in venereal disease with the introduction of
the drug Penicillin 606 but it seems that knowledge of and familiarity
with a cure has now resulted in the number of infections rising again -
the most likely reason being incomplete courses of the drug. Parents
of small children in the urban area, at least, are becoming more aware
of the treatment which can save the Tives of infants with gastro-enteritis.
The mothers are involved as the principal therapists, guided by a medical
officer or nurse, and this has proved a good teaching method, for the
mothers then can encourage other mothers to seek help when necessary.

The breeding places of mosquitoes can now be treated to reduce the_
population and, thus, also reduce the threat of malaria. The disease
itself is generally more manageable nowadays, although there are some
resistant strains developing in this part of Sudan.

Ante-natal clinics have been established in the urban areas and
Targer villages where there are dispensaries, and health visitors and
midwives work together to educate the pregnant women in general health
care as well as care of the new-born baby. In this way, women are
becoming involved in the health care of the community; Whereas previously,
the father would decide when to take sick children to the modern medical

practitioner, it is now the mother who does so, apparently often without
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informing the father. (However, it should be remembered that Fur
women are independent and self-reliant and would take on this responsibility
without a second thought.)

Although modern medicine has been able to make some considerable
headway into improving health prospects for Darfurians, there is now a
new and increasing problem - that of road traffic accidents, as

transportation gradually increases.

8.5.1 A personal account of change in pattern of disease and state
of health

This account is presented in the words of the pioneering medical assistant,

Sayyid Usman Muhammed Kheir, who took up his duties in Zalingie in 1928..I

'On my arrival in Zalingie in 1928, I took charge of and began to
organize the medical services for the district. The dispensary,
which Tater became the hospital, was greatly overcrowded at that
time. There was no system of beds and people brought their own
bed or lay on the floor. Sometimes there were as many as 150
people receiving in-patient treatment at any one time; normally
there were 80-100 in-patients.

The main diseases treated in the hospital at that time were smallpox,
cerebro-spinal meningitis, relapsing fever, venereal diseases,
Bilharzia (schistosomiasis), malaria and, to a lesser degree,
leprosy. During one epidemic of smallpox I caught the disease
myself and had to go to el-Fasher for treatment.

Everyone who had venereal disease was treated and they were
encouraged to bring along their partners; we gave penicillin for
gonorrhoea and '606' for syphilis. People became very aware of

the health problems attached to venereal disease and came to the
hospital for treatment. In this way the disease was greatly reduced.
Drugs have drastically altered the prognosis of many diseases, the
treatment of schistosomiasis and leprosy have greatly improved. By
treating diseases which were curable, especially those which needed
only a few injections, we gradually gained the 'trust of the

people.

1. Sayyid Usman Muhammed Kheir was interviewed three times during the year
1979 and provided a wealth of information about medical beliefs and
practices in Darfur. He died later that year.
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I encouraged patients to bq1ng their feqis into the hospital,
for psychological reasons; they were not allowed to use
roots but were encouraged to give their clients mihaya and
bukharat. Then, even if the patient died, it was realized
that the hospital was not to blame as all possible treatment
had been offered. In this way it was possible to maintain
good relations between traditional healers and practitioners
of modern medicine. It also meant that people began to learn
about the advantages of medicine.

In my early days, I found that people would try to hide the fact
that there was sickness, particularly when it was of the epidemic
type. They would use some method of protection against the
disease if they were unaffected so far and would place a green
branch in front of the house of a sick individual to warn

others of the danger. Houses which had escaped would be marked
with a white sign to show a 'white heart',3 in the hope that

the disease might pass by.

When I suspected an epidemic and the people denied deaths, I
used to take a walk, on some pretext, and go to look at the
graveyard. After counting the graves, of children and adults,
[ returned and confronted the people with this information and
they admitted their losses. Then we gave those who were still
healthy preventive therapy, such as smallpox vaccination, if it
was available.

Sometimes we saw people sweeping out their houses and singing

or chanting words of farewell, either when the disease had left

a house or had seemed to pass by, leaving the occupants untouched.
To say farewell in this way indicates that the visit is completely
over.

There was also a belief that if you brought the disease, then it
would not be so serious or fatal. Mothers used to take their
children to the house of an individual with smallpox and put some
of the infected matter from the sick person onto the child, as

a kind of prophylactic measure. As a result, many children
died.

When an epidemic was dying down, when it was 'going' as they said,
the people used to make festivals at the eastern side of the
village and hold a karama, as a thanksgiving For the departure.
Now, no-one believes in this.

1. feqis still visit their clients in hospital.

2. Green branches are used generally as a warning, or perhaps as a
boundary, in Africa. (They are always placed at a distance behind
broken-down Torries on the road to warn on-coming traffic.)

3. White heart = good heart, with implied openness and invitation, charming
the spirit of smallpox to enter the house and then pass on without harm
to the occupants.
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Sayyid Usman accounted for the change in attitude of Darfurians
as being due to three factors:

'Firstly, it became apparent to everyone that some people were

cured in hospital. Secondly, with the level of education

reaching an effective level, people were learning about the

new system of medicine and how the epidemic diseases could

be controlled; also, teachers were using the hospital

facilities and the school children were encouraged by this

example. Thirdly, by the time of Independence (1956), people

began to travel to Khartoum and the Gezira in search of work.

They found a new and very different way of life and when they

returned home, they spread the news of what they had experienced.'

Sayyid Usman's account of the diseases and state of health of the
population of Zalingie and district during his days as medical assistant
(1928-1945) clearly shows that much has been achieved in the control of
epidemics (including the eradication of smallpox) and also in the field
of health education particularly in Zalingie. In 1962, while a member
of the Local Government Council, Sayyid Usman drew up a plan for the
general improvement of the health of the community. His plan was
accepted but was not put into action due to lack of funds. The plan
involved the use of a bus which would tour the district with a team,
made up of an experienced nurse and a representative from each of the
following: the Ministry of Agriculture, Veterinary Services, the Ministry
of Works (for the roads) and the Forestry Department. These
representatives should each set about advising how his own field would
help in improving facilities for each village or group of villages and

put some measures into practice. After the advice and its implementation,

films and other visual aids could be used to back up the innovations.
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8.5.2 Some demographic data
Demographic data available for Sudan (see Table 55) are patchy as, of
course, are those for Darfur and the Western District of the Southern
Province of the Region. As my research was oriented towards concepts
of sickness, the behaviour of the sick, their kin and healers, and
healing techniques in a Muslim community, lack of time and funds
prevented the undertaking of epidemiological surveys. However, the
1ittle demographic material available (despite the different years of
publication) will indicate the severity of the health problem.

The rural rate of population increase for the Western District in
1956 was lower than that of Darfur as a whole. This may be partly due
to emigration from the Western District to other parts of Darfur and to
other parts of Sudan, but it has been suggested by an agricultural
consultancy, that it must also be associated with a Tow rate of
fertility and a high rate of mortality, (HTS, 1977). The infant
mortality for the two sectors of Zalingie is high. Figures for child
death rate are not available, but that for Sudan in 1977 is also very
high and one can only suppose that the figure for Zalingie would be,
similarly, high. The majority of childhood deaths in Tow income,
developing countries are due to childhood diarrhoeas, pneumonia and
protein-calorie malnutrition, (Jelliffe, 1966:13.1). These symptoms
are often seen during an attack of one of the childhood diseases
such as measles, or during the weaning period. Othef diseases of
childhood from which children die, often complicated by the above-
mentioned three symptoms, are malaria, anaemia, intestinal helminth

infestation, tuberculosis, whooping cough and accidents, especially burns.
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When their children are healthy, people tend not to want to talk
about possible childhood sickness. Thus, as this was not central to
my research and a painful subject for mothers in particular (many families
have experienced death of babies and small children), questions were
generally not asked about infant morbidity and mortality. However, the
subject was raised occasionally by fathers who had lost children, who
were hopefully making enquiries about what could be done to avoid the
situation should it threatenagain. As there was apparently no outbreak
of measles or other infectious disease during my stay in Zalingie and
Barei, information regarding babies and children is from key informants,
fieldwork assistants and colleagues.

When children become sick in rural areas, and sometimes also in the
urban setting, they are not always taken to the practitioner of modern
medicine. When the disease is measles, for which they know there is
no cure but for which they do not realise the importance of symptomatic
treatment and of treatment of complications, mothers often go to the feqi
for mihaya. They then return home to pray and weep for the child to
recover.  However, with the setting up of mother and child care clinics
in some bigger villages and urban areas, mothers are beginning to be
taught how to rehydrate their babies and how to bring down the temperature.
This is of prime importance because it is the mother's first, instinctive
action to cover her baby completely and to keep the child well wrapped
up and also not to insist on the child drinking when He or she refuses,
as children often do when sick.

The picture which presents itself today, of fairly healthy

individuals - many of whom live to a great age and maintain their
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independence - must be set more accurately in its context, against the
background of the high rates of mortality of infants and children. This
would then indicate that in Darfur, and particularly in the Western
District where fieldwork was carried out, it is only the fittest who
survive childhood and infancy. Having accomplished this against

some considerable odds, they then tend to be fairly healthy adults, and
since the prevention, eradication and possible curing of formerly fatal
epidemic diseases, 1ive out their lives with a minimum of debilitating
disease.

The situation in Darfur is one which needs to be regarded with caution
for it is one of potential danger to the health and 1ife of the entire
population. The land is becominQ less productive, due to the continued
use of traditional farming techniques where there is now a decrease in
rainfall. Nowadays the land has to support a much greater animal
population (following effective animal health care and preventive
measures) as well as a slowly increasing human population, A1l this
is occurring at a time when there is a possibility that the decrease in

rainfall could continue for another 50 years, (Winstanley, 1973:194).

8.6 CHANGE IN BELIEFS ABOUT SICKNESS CAUSE

Informants who were senior nurses, medical assistants and teachers who had
been working in the 1930's and 1940's (and one in the.later 1920's) were
of the opinion, when interviewed in 1978 and 1979, that beliefs about

sickness cause had changed dramatically. They gave examples of sickness
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cause which had bgen in popular use during their early years in the
health service. The beliefs which they Tisted included the evil eye,
Jjinns, other (evil) spirits and sorcery, with an overall belief that,
whatever the problem, it was due to the will of God.

According to informants who responded to fairly extensive
questioning throughout the period of field research, sickness is still
generally considered to be due ultimately to the will of God. This
belief is in line with Islamic teaching and is a basic concept which is
sometimes not-elaborated, although the majority of people do have some
idea of and belief in other, intermediate, causes. These other causes
have been analysed here (in Chapter 5) as falling into two categories
which have been termed extrinsic and intrinsic. The extrinsic causes
of sickness given by informants are comprized of environmental conditions
and mystical agents (the Tatter having changed Tittle from those which
informants, who had been working in the health or education services
40-50 years earlier, had listed). The intrinsic causes are of social
and ritual conduct and the factors which affect the physical and mental
state.

As the introduction of modern medicine into Darfur took place at a
time when several severe outbreaks of epidemic diseases occurred, it is
not surprizing that the practitioners who arrived to deal with these
epidemics, heard of the people's beliefs that they were caused by (what

has been termed here) 'mystical' factors, namely shaytans, jinns, the evil

eye and sorcery. Cerebro-spinal meningitis and relapsing fever were
epidemic at this time and smallpox was endemic. The death toll was

extremely high in all cases, and people were fearful of the diseases.
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Under such circumstances, it is not surprising that the practitioners
of modern medicine heard little about the lesser and more mundane
aspects of sickness suffered by the Darfurians.

When questioned about their beliefs concerning sickness cause, it
appears that mystical factors are believed to be the cause of the perplexing
and otherwise inexplicable group of symptoms characteristic of mental
illness and emotional disturbance. Where the causes of other types
of sickness are concerned, it is not possible to tell with any certainty,
which ideas are new and introduced in the early decades of this century,

although the concepts of mikrub and jurthum ('tiny animals, too small to

be seen, which enter the body and cause sickness', as informants
explained these terms, which are translated from Arabic as 'microbe’
and 'germ') would seem to be of recent introduction. The possibility of
one individual 'catching' a disease after being in the presence of
another individual already sick, is indicated by beliefs regarding smallpox.
Apparently, mothers tried to 'invite' the disease by asking a sufferer to
spit on their child or by touching the children with infected matter from
a pock, believing this would lessen the severity of the disease.
Inevitably, with the increase in motorized transporation, there has
been an increase in accidents and injuries resulting from them. A
number of male informants had received serious injuries (a partial
quadriplegia and a traumatic amputation at the elbow among them), and a
small girl was knocked down by a lorry and subsequentiy died from her
injuries, during the period of fieldwork. None of these injuries was

attributed to anything but the accident and the will of God. The idea
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that 'chance' or 'mischance' can be implicated in sickness cause is

much more prominent among urban people. However, the concept of
chance/mischance was only accepted as a possible cause of sickness in
hypothetical instances; it was never suggested by informants as a cause
of personally experienced sickness.

The responses made to questions in the survey questionnaire
regarding the cause of sickness are bound to have been somewhat brief,
by the very nature of form-filling, but it became clear from further
interviews that most people have a wide range of concepts concerning
sickness cause. However, the results of a single questionnaire
administered in 1979 or 1980 cannot show that beliefs about the cause of
sickness have changed radically (i.e. from being, apparently,
predominantly mystical to being predominantly non-mystical or natural),
as was being suggested by the more scientifically orientated informants.
Nevertheless, a change of emphasis is indicated. The emphasis, where
a cause of disease was offered by informants, is away from mystical
factors. This change in emphasis on the factors believed to cause
sickness has come about, apparently, slowly over the last 50 years and is
almost certainly affected by two factors: (i) men's wider knowledge and
experience of the world outside the community, gained while studying the
Qur'an as muhajarin and also by travel and labour migration and (ii)
education - of men and their sons. (Although the education of girls
is increasing, they do not enjoy the facility of disﬁussion with their
parents and other kinfolk, being immediately involved in household
activities with their female relatives, while boys generally sit with

their elders and talk at length, often discussing their newfound knowledge.)
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In addition to suggesting more causes of sickness than the rural
people, the urban people suggested a greater number of possible extrinsic
and intrinsic natural causes of personally experienced sickness.
However, in the hypothetical case, more urban people suggested extrinsic
mystical causation, (i.e. by God).

The two factors mentioned above, of men's contact with the outside
world and education, greatly increased the awareness of the people of
Darfur to other Tife situations, either by personal experience or via
members of the family. Darfurians soon became conscious that the
facilities provided for them by the state had, for a long time, been
less than favourable when compared with other areas. The area of
disparity which seems, to them, to be particularly marked is that of
health. Educational prospects have increased and are fully utilized,
though more schools are needed if all children are to receive a primary
education, but there is at least one member of most settled families
who attends or has attended school. Thus, in most families there is at
least one individual who has been exposed to ideas, beliefs and values
which are at variance with the traditional. Those with some education
are respected in the community and are generally sought to give advice
due to their experience of the world outside the physical and conceptual
boundaries of the community.

Transistor radios are found nowadays in many homes in the urban
area and also in some village homes. The programmes.of Radio Omdurman
and various world services broadcasting in Arabic can be received and the

information gained from them emphasizes the remoteness of Darfur. People
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who have to walk 6km. for an aspirin or to call the midwife have heard
about heart transplants (news of these came during fieldwork).
Darfurians are eager to have an improved medical service and would
willingly involve themselves in self-help schemes, given the initial
directives and supplies. As in the field of agriculture, the Fur have
been keen to experiment with new techniques, so too, the majority of
them are inclined to try new therapeutic and prophylactic measures and
are particularly interested in health education. In a few villages
they have been able to build new dressing stations or to increase the
size of a dispensary.

Along with their practicality and their 'countryman's knowledge' of
the land and the seasons, goes the Fur open-mindedness in experimentation,
which has been proved in the field of agriculture. They give the
impression of having a sense of security in the land, especially when the
rights to the land concerned had been bestowed upon their ancestors by
one of the sultans. Even if they have no land rights by privilege, they
have usufructuary rights. Perhaps this basic security is, at least partly,
responsible for providing a suitable background for the adoption of new

beliefs and practices in major sections of Fur life.

8.7 CHANGE IN RESPONSE TO SICKNESS

Response to sickness entails seeking relief, either b& self-determined
administration of therapy or by consulting a practitioner of medicine who
will then prescribe what he or she considers to be suitable treatment.
Social change occurs in choice of practitioner and associated therapy, and

also in the evaluation of practitioner and therapy.
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There has been a change in practitioner consultation in Darfur}
due to the advent of modern medicine and the modern medical practitioner.
Nowadays, according to the survey questionnaire results, the majority
of urban people would 1ike to be treated by a practitioner of modern
medicine and many have already received such treatment during a past
episode of sickness. Many rural people express a wish to have modern
medical treatment should they become sick, although a significant number
in fact consult a practitioner of country medicine, either alone or in
conjunction with a practitioner of modern medicine.

In rural communities in Jebel Marra, an oft-consulted healer is the
general practitioner who administers injections of modern medical drugs.
This type of practitioner was only encountered in the rural situation,
possibly due to the fact that nurses often give injections, privately,
in the urban areas.

The popularity of such practitioners would seem to stem from two
factors: - their ability to give modern medical drugs in the most
acceptable form (i.e. by injection) and the fact that they are 'locals'
of Darfur, usually of the mountain people and thus, there is no
‘stranger-danger' attached to them as there might be to a medical officer
sent from Khartoum.

While the popularity of the general practitioner is increasing,
according to some specialist practitioners of country medicine, their
work is decreasing. gggigs and eye specialists are }elatively seldom
consulted these days because it is widely known that good results are
obtained, with less pain and trauma, at the hands of a medical officer or

a surgeon. Rope-midwives are still called upon to deliver babies and to
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care for new mothers, but the generally younger, modern medical midwives
(nowadays to be found within fairly easy reach of the majority of
villages) are becoming more popular. These young women are working
in their own home districts, known by the majority and related to many.
Those encountered during fieldwork were energetic and keen to promote
their newfound professionalism. It is these women who are at the
forefront of social change in the field of medicine in the rural areas.
On them is dependent, to a great extent, the acceptance of modern medicine
by the majority of rural women. The trained midwife is well accepted
in urban areas by now, but this is the one area where the rural people
are a 1ittle slow to take advantage of modern medicine. This may be
due to a variety of reasons. The trained midwife has no miracle therapy
which will shorten labour and she may or may not have pethidine for pain.
Her task is to carry out ante-natal check-ups and to deliver babies
(performing an episiotomy, if necessary) in the most hygienic way
possible, or to assess the situation and send the mother to the dispensary
or hospital if she foresees a problematic labour or if labour is
protracted. Thus, if the labour is trouble-free, the women may feel that
they gain Tittle by being attended by the modern medical midwife. If
the labour is problematic, the midwife may only be able to advise going
to the hospital. Her skills are not immediately apparent to the
uninitiated and her attendance on a woman who has delivered may be for
four days only, rather than,the seven days which the rope-midwife is
prepared to observe to the mother and new baby.

As has been noted earlier the community health worker's presence

(in the village where fieldwork was carried out) seems to have influenced

424



the rural people towards chosing modern medicine to a greater extent
since the survey was carried out. In the young community health
workers, the rural people find the type of practitioner of medicine

with whom they feel most comfortable - a Fur, to whom many are

related, who understands their problems and who, literally and metaphor-
ically, "speaks their language". The only drawback is that his supplies
of drugs sometimes run short before the next delivery arrives.

Rural mothers are eager to have their children treated by a
practitioner of modern medicine and take sick children to the dressing
station or dispensary, while fathers (in the survey) said they would
prefer to try their own methods of treatment on their children. It
would seem that nowadays they do not get the opportunity unless a sick
child fails to recover after modern medical therapy, but even then a
mother may insist on taking the child to the hospital -- and.the female
relatives would probably support her in this.

Associated with the change in choice of practitioner of medicine
and almost inseparable from it, is the change 1in choice of therapy.
Since modern medicine became available to the people of Darfur, they
have it seems, been eager to explore its potential. This has meant
that, in some cases, familiarity has bred contempt due to inappropriate
use. For example, it is a fairly common occurrence among people
everywhere to offer a medicine prescribed to them, to another sufferer
with apparently similar symptoms. In such an 1nstan£e, the drug may be
ineffective in the treatment of the new condition, for one reason or

another; it may be that the drug is of insufficient dosage, particularly
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in the case of antibiotics, and may produce resistant organisms as well
as other untoward effects. Drugs acting on the circulatory and central
nervous system and on the chemical balance of the body are also
particularly dangerous in unskilled hands. Examples of all such drugs
can be obtained from urban market traders, and occasionally from rural
traders. Drugs purchased in the markets in Darfur are either labelled
in French and come from Chad or are labelled and stamped 'Ministry of
Health Stores, Khartoum'.

Despite the fact that the drug labels are in either French or
_Eng]ish (the traders selling them speak only Arabic and Fur, and may be
able to read a Tlittle Arabic), only on one occasion during fieldwork
was one drug wrongly named and its use misunderstood. This suggests
that traders are very familiar with the drugs they sell and they act as
prescribing and dispensing practitioners and administrators, on occasion.

For certain types of sickness there is a preference for therapy to be
traditional and to be administered by practitioners of country medicine.
Mental illnesses, ranging from fits in children to emotional disturbances
and severe derangement, are preferably treated by a feqi or, occasionally
an owner of roots. Individuals with mental symptoms have been
unsuccessfully treated by modern medical. practitioners who, frankly, have
been unqualified to do so. Even in the provincial hospitals there is
no psychiatrist or neurologist, and as a result, this field of medicine
remains Targely in the hands of the practitioner of country medicine -
who is not entirely without success in his treatment of florid symptoms

and is very successful with emotional disturbances, in particular.
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When asked specifically about the type of treatment they would
expect, informants who had indicated that they would seek treatment
from a practitioner of modern medicine specified (in the majority of
cases) they expected to be given injections, capsules or tablets.

Others were less specific and spoke of 'the necessary medicines' or
‘drugs'. A few urban men mentioned that they expected an 'examination
and the relevant treatment'. Urban people showed a greater knowledge of
individual medical drugs; this is understandable and consistent with
their greater familiarity with modern medicine.

In seeking a practitioner of modern medicine, it seems that the
majority of people are in fact following their desire for modern drug
therapy, rather than any preference to consult a practitioner of modern
medicine. This is where the role of the general practitioner is
significant, for, by asking this practitioner to treat him (or her),
the individual can be treated under the best possible conditions in his
own view, i.e. at home, with modern drugs which are administered via the
trusted needle. Moreover, the practitioner is likely to be a kinsman or,
at least, another Fur. The survey results do not show any men taking an
injection from the general practitioner, but they certainly do make use
of their skills, according to the practitioners themselves, and comments
made during other interviews and observation.

According to their own estimation, the majority of rural people
considered themselves either so incapacitated that théy could not get
up unaided during the worst part of their sickness, or able to carry on
with their normal daily routine. Few people spoke of any intermediate

degree of incapacity. From participant observation, one would tend to
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agree with the rural people that they do, indeed, carry on with their
normal routine. In the urban area a smaller proportion of people were
unable to continue with daily routine and more people considered
themselves to have suffered the Tess severe degrees of incapacity or

to have been able to continue with daily Tife as normal. This could
well be due to the fact that urban people are nowadays more able to
obtain modern medical drugs to either cure or give symptomatic relief of
their ailments, thus allowing them to pursue their usual activities.
However, there is insufficient evidence to assess properly what appears
to be a trend, i.e. that some, if not most, severely incapacitating health
problems are being alleviated by the use of modern medical drugs.

Among the rural people interviewed are a number who did not seek
treatment from a practitioner of modern medicine because they knew there
were no drugs available at the time, and another small group complained
that, when they had consulted the modern medical practitioner, he had
had Tittle or nothing to offer them in the form of drugs. ° Some of these
sick individuals had been able to travel to the Zalingie District Hospital
or to the Nyala Province Hospital for further consultation, others had
relied upon traditional healers.

Rural people have a preference for being treated in their own
homes when they are sick, and in the rural situation this is possible
because practitioners of medicine are often kinfolk. However, if an
individual is not severely incapacitated, and wishes fo have modern medical
drug therapy, he or she is encouraged to attend the dressing station or
dispensary. Urban dwellers usually leave their houses to visit their

chosen healer, whether traditional or modern. They are less likely to be
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related to the healer, of course, and a healer with a practice is less
likely to have time to visit the sick.

Urban people have become used to going to the hospital or
dispensary to consult one of the medical assistants or a medical officer.
Only on exceptional occasions would they expect such a practitioner to
attend them at home. However, if an individual has to obtain a drug
from the market because of lack of availability in the hospital, it is
1ikely that a nurse will visit his or her house to administer the
injection, privately. Alternatively, the sufferer might visit the home
of the nurse to receive the injection.

Urbanization, then, would appear to encourage the sick to visit the
practitioner of medicine while in the rural situation, kinship ties and
a lower population density enable many people to receive treatment in
the therapeutic milieu they prefer - their home - by both country
and modern medical practitioners. This preference for remaining in the
home, rather than actively seeking help outside, may perhaps account in
part for delays in conveying seriously sick individuals to the
dispensary or district hospital, even though there is a wish for treatment
by modern medicine. There is also the hope that there will be some
recovery. Whatever other reasons, the journey from a remote mountain
village to the nearest dispensary or hospital is not easy for a sick
person; walking may not be possible and a donkey may be used, or even
a bed strapped on a camel's back. Within a reasonabie distance of the
hospital, if fuel is available, there is the passibility of using one of
the hospital vehicles or a local government landrover as an ambulance,

but this is not yet a common practice in Darfur.
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The caring group of close kin and affines who Took after the needs
of the sick during the period of their illness tends to have a similar
composition in rural and urban situations, although in the urban setting
studied, it is noticeable that friends, neighbours and modern medical
personnel are also included sometimes. (Occasionally, people were
encountered who considered that it was only the modern medical personnel
who 'Tooked after' them during an episode of sickness. They tended to
overlook the fact that a caring group is inclusive of all those who
take a part in the rehabilitation process.)

Those visiting the sick in the rural situation are predominantly kin
and affines. This is simply due to the fact that (as in the case of
the cariqg group), friends and neighbours are also kinfolk. The urban
style of 1ife, again, affects visiting and brings visitors to the sick
who are unrelated but who have nevertheless, joined the group concerned
with an individual's well-being.

The advent of modern medicine has caused a significant change in
pattern of payment as far as the total system of medicine (country and
modern) is concerned. Whereas payment was for country medicine, usually
by bayad with a following donation in cash or kind when the sufferer has
recovered (although some practitioners apparently demand a full payment
before treatment begins - e.g. Eggiﬁs and eye practitioners), modern
medicine is free. As the majority of urban therapy is obtained from
modern medical practitioners, no payment is made. fhe rural picture is
not too dissimilar as far as non-payment is concerned but might, on

initial inspection, seem questionable as the patterns of healer choice
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do show some basic differences between rural and urban healer choices.

As informants told me, one normally pays a practitioner of country
medicine (by whatever means), but when the healer is a close kinsman

and the therapy given is of a minor nature, then payment may be overlooked.

Although the numbers are small, an analysis of traditional payments
shows how, in the urban setting, it is not a custom to repay the
practitioner of medicine with food or other gift (such as firewood or
soap) alone, as is a feature among rural people (especially men). The
more formalized payment by bayad, either alone or with further donation,
is seen to become more usual in the urban setting, although it is also
a feature of payment by rural women. This may be due to the fact that,
as women, they do not share quite the same easy-going, fraternal
relationships common to the society of men, and that links with older
affines are slightly more formal than those with kin.

The settings relevant to modern medical healing (the hospitals,
dispensaries, dressing stations and health centres) in Darfur have
themselves been part of social change, by their very existence, since
the times of the Condominium Government. However, within the last few
years, additions have been made to existing buildings (such as the
Zalingie district hospital) and a number of new units have been built -
often by self-help schemes initiated by the local inhabitants and
encouraged by the government. New buildings being put up today are
usually constructed of sun-baked bricks with corrugatéd metal roofs
rather than the small thatched cottages of earlier days.

A number of urban feqis have arranged their treatment centres in

a way similar to those of urban practitioners of modern medicine with a
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private practice. They have a room or rakuba within the homestead
reserved for consultation, where the feqgi sits, either alone or with an
assistant. The feqi's assistant, in such an organized urban treatment
centre, calls in the clients, assists those who cannot move easily and
also helps the feqi to write mihaya.

Rural fegis carry out their healing practices under less stylish
conditions perhaps because they are farmers and are more or less fully
occupied in cultivation. The closer relationships and less formality
which exists between rural people (in comparison with urban dwellers) is
demonstrated here, for the practitioner of medicine will call upon the
sick individual as he is passing through the village, or make a detour
on his usual journey to the fields to make sure his patient is improving.

Along with the more elaborate type of treatment centre of
practitioners of country medicine in the urban areas, goes a more elaborate
diagnostic and therapeutic technique; it will be remembered how one Qggig
regularly asked his client to visit the hospital to have an X-ray taken
of their fracture, which he then studied before carrying out reduction.
Other practitioners keep a small collection of bottles and boxes, in
their treatment centre labelled (in English or French quite often) but
often empty of drugs. These no doubt add to the 'flavour' of a healing
establishment. One fegi employed 'magical glasses' (lenses), reputedly
from Jebel Marra, to aid his diagnosis. Other practitioners admitted
to adding drugs such as aspirin, and kaolin mixture t6 their mihaya, in

order to enhance its effectivenss.
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In rural areas, little seems to have been added to their techniques
by practitioners of country medicine except for the administration of
modern medical drugs by injection. The administration of injections is
a therapy which has flourished in remote areas where nurses, who would

normally give injections privately, are few.

8.8 MEDICINE AS A CATALYST IN SOCIAL CHANGE

For some time now, people have been aware that modern medicine can cure
many diseases and can provide considerable relief in others. They are
well aware that lives have been saved where previously families suffered
great losses due to such epidemics as smallpox, cerebro-spinal meningitis,
cholera and relapsing fever. They have also seen how pregnant women can
be helped by careful pre-natal check-ups and how the trained midwife can
deal effectively with Tabour, especially when it is not straightforward.
Traumatic injuries have been treated in such a way that 1imbs are made
useful again and not deformed by incompetent and incomplete immobilization.
These factors and many others have encouraged people to try modern medicine
and then to go on to build dispensaries and to encourage their sons and
daughters to go to study in one branch of medicine or another - as
doctors, nurses and midwives.  Thus, modern medicine has acted as a
catalyst to social change; it has shown people what can be done, what

can be attempted and what can reasonably be expected ﬁf it. The people,
too, have been willing to experiment and then to work to bring the

institutions of modern medicine within the reach of their own homes.
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The need and desire to have modern medical units within the reach
of so many, in such a vast country as Sudan, has meant that the budget
for medical services has been stretched, and suffers (with those of
other ministries) in trying to cope with more than it is really able.
The medical profession, having been given a broad and thorough training
in medical school, would like to be able to practise with the type of
equipment and drugs which are available in Khartoum which, they believe,
produce the most satisfactory results. Medical officers and consultant
physicians and surgeons are aware of and practised in using high
technology and expensive drugs, many have studied in Europe and America,
and they read the journals. The majority are not satisfied to then
work in small, remote district hospitals, where drugs are minimal, the
few instruments for surgery may need to be boiled over a charcoal fire
and the 'disposable' gloves have to be sterilized again and again. As
yet, Sudan in general and perhaps Darfur in particular, is some way away
from having a well-equipped basic medical service. The network of
primary health care units is certainly improving, but the main problem
here is the lack of drugs and equipment - of even the most basic type,
let alone high technology. The medical and nursing staff are
thoroughly trained in their various schools, but they are often sent
to work in units which are isolated and where inadequate supplies arrive
infrequently. Under such conditions, the morale of the medical

practitioners is, not surprisingly, low on occasion.
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8.9 SUMMARY

Darfur, suffering from desertification and a still decreasing rainfall,
difficu1ties-of transportation and communication and migration of young
men to cities and abroad, has witnessed a slow development of health and
education services. This is the most remote of Sudan's regions and
social change has been correspondingly gradual; by no means is the
slowness of change a reflection of reluctance on the part of the Fur
people, or any Darfurians.

With the introduction of modern medicine in colonial times, the
pattern of disease was changed and many fatal epidemic-and endemic
diseases were controlled or eradicated. With the increase of
transportation (moderate though this is) within Darfur, have inevitably
come road traffic accidents and severe traumatic injuries. Infant
and child sicknesses have kept the death rate relatively ‘high, but
mothers are now being taught to cope with their sick children and are
involved in all aspects of modern paediatric therapy.

There is a change in emphasis in beliefs about sickness cause. The
citing of mystical agents, prevalent during the times of fatal epidemic,
have given way to the more pragmatic ascertions that non-mystical factors
of environment and the harsh conditions of subsistence 1ife are causative
of the majority of sickness.

The response to sickness nowadays generally, is an attempt to gain
modern medical therapy. However, due quite often to.a lack of drugs or
the time to travel to obtain them, country medicine is still being

utilized, particularly in rural areas. There is still a preference for
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the rope-midwife in many areas, but the community health workers in the
rural areas are very popular with the Fur farmers as they are Fur and
often related by kinship or affinity. The insufficient supplies of the
highly desired modern medical drugs has meant that those who can obtain
them from outside the health system and are willing to administer them,
will probably increase in number - a fact which is causing the modern
medical professionals some anxiety.

The fact that modern medicine is free causes some unease among rural
and some urban people; many prefer to consult a medical officer in his
private practice. As traditionally minded people are aware, every gift
demands a counter prestation - as Mauss (1954) has made clear, the gift
is never free.

The Fur have, in general, accommodated and assimilated modern medicine
and, although certain elements have been rejected, others have been
re-interpreted, according to their own beliefs, concepts and practices.
This process is similar to that illustrated by Brokensha (1966), which took
place in Larteh, Ghana. However, country medicine is still very much
alive in Darfur, even though fewer practitioners are engaged in full-time
(or part-time) therapy and prophylaxis. As Brokensha emphasizes, 'there
is 1ittle ritual in social Tife' .... (and) 'this is perhaps a factor
supporting the continuance of ritual at the shrines', (Brokensha, 1966:188).
This could be said to be true of Fur social 1ife. The consultation of
practitioners of country medicine (particularly fggis) filling the position
of shrine rituals in Larteh.

The next chapter goes on to suggest how an anthropological study can
be used in the planning and development of a technologically appropriate

health care service in Tow income countries.
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9.1 INTRODUCTION
Perhaps it may be felt that this chapter might be placed in an appendix
to the thesis. However, as an anthropologist working in the field of
health, I feel an ethical responsibility that such research should relate
closely to practical issues and should be utilized in the improvement
of the quality of life of the informants, their families and the community
at large. In fact some people asked me during fieldwork, 'will your work
help us here?'. It should be possible to reply in the affirmative.
Social anthropological research in lTow-income, developing countries,
such as Sudan, can assist in planning and development in most spheres,
from agriculture and health to education and commodity distribution.
Social anthropologists, by the very nature of their research methods
(particularly that of participant observation) are well-equipped to study
and interpret both aspects of a situation (that of the providers and of
the recipients) where planning for development is to be undertaken. My
own research in Darfur originally set out to study the whole system of
medicine, both modern and country, available to the Fur people; it was
not designed to make a critical assessment of the Sudanese National Health
Programme. However, while in Darfur I was somewhat surprised at the
apparent lack of primary health care (which, I was assured, was a priority

in the Region), although I was taken to the community'heaIth 'm:)rker's'.I school,

1. When speaking in English, the Sudanese health personnel tend to call
primary health care workers, 'community health workers' and I have used
this term throughout the thesis, however, the translation of the Arabic
title, muCawin sihi Titerally means 'health aid' or 'helper' - significant,
perhaps, of the low level of estime accorded such posts by the medical
bureaucracy.
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visited a number of primary health care units and accompanied two
community health workers during several days work. The curative nature
of modern medical services in Darfur was obvious, the preventive aspect
was more difficult to pin down.

As a member of one of the professions supplementary to medicine I am
used to talking to and working with members of the modern medical
profession and other health professionals. Thus, it was easy for me to
communicate with Sudanese nurses, medical assistants and medical officers,
as well as officials in the Ministry of Health in the provincial capitals.
From these discussions and my own observations, it would seem that a
social anthropological research programme, especially designed to study
the situation in Darfur (or any other place), would make it possible to
plan health services to be much more relevant and available to the people
whom they should serve.

Insight, such as that which I gained by just 'being there', could be
sought more thoroughly and then usefully introduced into discussions
concerning the whole system of medical services in the regions, where the
members of the medical profession are reluctant, very often, to carry out
their 'hardship' duties (without which service they know they cannot expect
a post in Khartoum). Thus, with the viewpoints of both the recipients
and the providers of health services in mind, I hope to indicate how an
anthropological approach can set the scene and then go on to offer
constructive advice in planning and developing hea1th.serv1ces in rural
areas of low-income countries.

The National Health Programme 1977/78 - 1983/84, which sets out the

Ministry of Health's decision to implement basic health facilities for all,
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with the inauguration of a Primary Health Care Programme throughout the
country, is one decision which has been subject to Tittle (if any)
research and planning at the community level. So far it seems to have

failed.

9.2 THE NATIONAL HEALTH PROGRAMME 1977/78 - 1983/84

According to this document, preventive and social medicine are considered
as top priority, rural health care services are to be strengthened to
ensure basic health care for all, training facilities are to be provided
for all Tevels of personnel within the health care service, the curative
health care facilities are to be expanded and consolidated (in 'less
developed areas') and medical research is to be directed towards health

problems according to priorities, (ﬂﬁ£,1

1975:1-2).  However, despite

its claims to give precedence to preventive and social medicine, the major
part of the, admittedly limited, health budget is not finding its way to
community and rural health care.

In a report for Oxfam, Shepherd and Loizos (1982) summarize the
evaluation of Sudan's Primary Health Care Programme by a WHO/UNICEF team in
November 1981. The programme is criticized for not orienting the health
personnel as a whole towards primary health care and for treating the
programme as a special 'extra', tacked on to the existing health service.
Data recording is absent and budgeting inadequate. fhe community health

workers are not properly supervised and they tend to remain in their

dressing stations or primary health care units operating a curative service,

1. NHP - National Health Programme 1977/78-1983/84.
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without touring their areas (with a population of 4000, probably several
villages) to carry out preventive health care measures. Some of the
people wanting curative measures, have by-passed the primary health care
unit, as they have had to travel anyway, and have gone on to a larger
establishment - a hospital or dispensar‘y.1

The Primary Health Care approach has not been fully comprehended by
the curatively oriented medical profession, some of whose members are
hostile to primary health care workers, and the medical assistants who
are supposed to supervise them are often of the 'old school' and do not
have much training in nutrition, community health or health education.

The teaching materials for primary health care are sparse and the students
rely mainly on dictated notes.

The primary health care units must be adequately supplied with relevant
drugs to ensure that they are of advantage to the people they are meant to
serve. Only after this is achieved can the primary health care units be
relied upon in the first instance and only then can disease prevention and
health promotion be advanced.

Store-keeping at the Central Medical Stores in Khartoum and the
regional stores is notoriously inefficient. (It will be remembered that
drugs stamped 'Central Medical Stores, Khartoum', are to be found for sale
in any small market in Jebel Marra.) The staff of the stores display a

disturbing lack of knowledge about the requirements for storage of many

1. The National Health Programme itself notes that despite an increase in
the number of health care units in the period 1969-1974, the total
attendances have remained the same, with a shift to hospitals (NHP 1975:26) -
but they are still suggesting that 288 PHCUs and 77 dispensaries need to
be built to cover the population, (ibid.:67). (PHCU - Primary Health
Care Unit.)
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drugs (many of which are destroyed by heat). The budding pharmaceutical
industry in Sudan is not being encouraged by the government with regard
to import duties on the raw materials.

At the time of their report (1981), seven years after the commitment
to Primary Health Care, it appears that the Sudanese government had not
requested WHO or UNICEF to assist them in the basic teaching of health
professionals and members of the community regarding the need for primary
health care. At the time of the Oxfam report (1982), it would seem that
WHO were willing to support a programme utilizing the expertise available
at the Educational Development Centres in the Faculties of Medicine in the
Universities of Khartoum and Gezira and WHO/UNICEF would be able to help
the small pharmaceutical industry through UNIDO.

The WHO/UNICEF report was fairly condemnatory of the implementation
of the Primary Health Care Programme and the Oxfam report adds a few more
comments and insights. The Primary Health Care programme has not emerged
from 'a fundamental rethinking of health priorities', the concept of
primary health care has not been explained to community leaders and the
workers (who tend to be regarded as low grade curative personnel as their
title 'health aid' or 'helper' makes clear) get involved in running their
clinics and tend only to speak to the community (and then only to the men)
after the Friday prayers in the mosque. They have little to do with other
village practitioners, such as the rope-midwives, the modern medical
midwives or sanitary officers. The report goes on ?6 point out that the
level of literacy expected (they are junior secondary school leavers) of

the primary health care worker is too high and disqualifies many who might
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be interested - individuals who might be more 1ikely to remain in the
village, rather than feel the pull of bigger salaries in the towns and
the 0i1 States. Women, an almost untapped resource as far as primary
health care workers are concerned, it is suggested, would probably be far
more suitable than the young men who have been selected so far. Primary
health care deals with the sphere of 1ife in rural communities which
concerns women - nutrition, mother and child health, water purification
and domestic sanitation - and the use of women, perhaps from the age of
30-35 years, would circumvent any protestations that 'young women cannot
go off on training courses' because women by this age are beginning to be
more independent. Maybe they 'cannot examine men' (i.e. because men will
not allow them to), but young male health workers cannot examine women, so
that argument is spurious.

Perhaps the worst omission in the health field is that of child
vaccination programmes in the rural areas, in which the international
agencies would no doubt co-operate and which would also have a sympathetic

hearing from non-governmental agencies.1

9.3 EXISTING MODERN MEDICAL FACILITIES AND USE MADE OF THEM -
SOME PERSONAL OBSERVATIONS

In the more remote parts of Darfur, there are only dressing stations or
primary health care units as they are now termed, because the villages tend

to be small. Even these smaller units of the medical service are only

1. The Oxfam Report on Sudan (1982) researched by Gill Shepherd and
Peter Loizos, brings together many points which I had noted in Darfur
but for which I did not have the background material to make informed
criticism at the time.
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busy for a few hours a day - in the mornings - and this depends upon the
season too. During the busiest time of the farming year, in May and June,
there are few patients but in the slack period, from the end of December
until March/April, the numbers increase. After the morning clinic, the
nurse or community health worker may go to visit the sick at home nearby
and then on to the market to check the meat which is to be sold and to
advise about the hygiene of the food section of the market. He may also
have to travel to a sick person. in another village. The midwife is
always available to be called to a delivery, for which she may have to
walk up to about 16 km. The amount of her work is very varied and
irregular by its very nature.

In one dressing station, records showed that on an average, 37 treatment
units were given per day in the first four months of 1980, (the slackest
in the cultivator's year and an opportunity to visit a practitioner of
med‘icine).1 Each day an average of 15 new patients were recorded; some
came once only, others2-3 times a week. They were not given any drugs to
take home.

Zalingie hospital was visited on average by some 180-200 individuals
per day seeking medical treatment as out-patients, during the latter part
of 1979 and during 1980, by my personal estimate. Again, numbers were
Tower during the busiest part of the farming year, (about 60-70 per day)

at the beginning of the rains. Records of numbers attending the out-patient

1. However, this was also the time when this community health worker began
to work in this dressing station. Thus, the time of year and the fact
of the new practitioner could have been responsible for higher numbers
than at the time of my visit.
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departments are kept by a clerk who counts those taking medicines from
the pharmacy. This is not an accurate count of people attending, as
some do not receive prescriptions for medicine.

At any one time there were some 30 in-patients in the hospital,
sometimes as many as 35. In the year 5 September 1978 - 4 September 1979
a total of 90 operations were performed.. (The only reliable record of
numbers is the operating theatre book, kept. by the doctors themselves.)

The provincial hospitals at el-Fasher and Nyala are both much busier
than Zalingie hospital. These hospitals are, of course, much bigger than
the one at Zalingie, and each is staffed by at least six consultants and
ten to fifteen medical officers. From early morning until past mid-day,
the out-patient departments of these hospitals are crowded and the wards
are always full, These hospitals deal with the inhabitants of the towns
and also with a large rural population from throughout the respective
provinces. The rural people sometimes are referred by their own district
medical officer, but more often they refer themselves, preferring to
consult a doctor where they are more sure of being able to obtain the
necessary medicines.

In Zalingie there is only the hospital pharmacy and the doctors' private
clinic from which drugs may be obtained (apart from some drugs such as
penicillin which can be found in the market place). In Nyala and el-Fasher
there are several pharmacies and each is a hive of industry from early
morning to early afternoon and again during the eveniné. Pharmacies tend
to be places where men meet their friends, sitting down to chat and drink
coffee inside or outside while they wait for their prescription, or just

to chat. (Women meet in the perfume and fabric shops.) Many people
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travel from afar to the pharmacy, on camel and donkey, to buy necessary
drugs for themselves or their kinsmen and women.

The actual use made of the existing health care and medical services
should be assessed by the modern medical practitioners on the spot, with

more detailed statistical assessment by an epidemiologist.

9.4 PRACTITIONERS OF MODERN MEDICINE IN DARFUR

The more formalized part of this research was specifically directed
towards Fur ideas and beliefs regarding sickness and healing and the steps
they took to remedy their various ailments; it also examined the variety
of practitioners of country medicine and their techniques of therapy and
prophylaxis. Those aspects of modern medicine which are of interest to
the Fur - modern medical drug therapy, in particular - were investigated
along with the practitioners with whom the Fur tended to come into contact
most frequently.

During my stay in Darfur, travelling to the main towns of the region,
and also in Khartoum, I met a large number of practitioners of modern
medicine - medical officers and specialist physicians and surgeons - and
from informal discussions with these people, the following observations
emerge.

With three faculties of medicine now in Sudan - in Khartoum, the
Gezira and Juba - one might think that Sudan must be.adequately coping with
the staffing of hospitals throughout the country. However, this is not so,

at least it is not so if one is a Sudanese practitioner of medicine working
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in the curative field of medicine. The reasons for this state of

affairs are threefold:- the 'brain-drain' to Saudi Arabia and the Gulf
States, the preference for working in the capital and the fact that women,
who account for about half the number of medical students, are not
allowed or do not wish to work away from their families and do not fill
the medical officer posts in district hospitals.

The great majority of Sudanese who are enticed to Saudi Arabia and
the Gulf States have every intention of returning home at the end of a
few years, having made enough money to establish themselves and build a
house. Very few would consider emigrating. However, until people begin
to return in numbers, probably several years hence, the problem of the
modern medical system will remain. When they do return, it is unlikely
that the more mature practitioners of modern medicine who have enjoyed the
luxury of well-equipped hospitals abroad and who have probably acquired a
post-graduate qualification as well, would want to take up general duties
in a small hospital with insufficient drugs and fuel for electricity, in a
remote market town hundreds of miles away from his professional colleagues,
and earning a very low salary.

Sudan is faced with similar problems in many professions - engineering,
agriculture, architecture, teaching, veterinary surgery and dentistry have
all supplied individuals to work abroad - as well as among artisans and
labourers.  The government cannot afford high salaries to keep these
people at home, nor can it produce or import the modefn medical supplies
which such professionals would require in order to carry out their work

in a manner which would satisfy them.
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Young medical officers posted to the provinces and thence on to
district hospitals, where they are often in sole charge, are completely
cut off from professional colleagues, friends and families by the lack of
telephones and radios. They feel particularly beleaguered by the
happenings of the new post and, probably for the first time in their
lives are completely self-reliant. Thus, the term 'hardship' posting
and all that this conjures up in the minds of the fairly newly qualified
medical graduate (who has possibly worked for one or two years at most
as a house officer in one of the hospitals in the capital, Wad Medani or
Juba) is daunting to most individuals. They come to carry out surgical
procedures under local or general anaesthesia, and to work with a theatre
sister and nurse anaesthetist only. Until this time they have worked
with a full theatre staff, under the eye of a surgeon and where there is
the equipment for resuscitation and intensive nursing care. In the
diagnosis of medical conditions, they have always had the back-up of
physicians.

Medical officers in district hospitals are expected, as part of their
work, to ensure that the smaller establishments of the health care system
are also functioning and to supervise the other health care personnel in
the district. Normally the medical officer becomes trapped inside the
hospital, involved with clinics and surgery, practising the type of
medicine (or as nearly as he can with the usually inadequate instruments
and drug supply) which he practised while in his teacﬁing hospital or other
urban institution. Community medicine, nutrition and health education

tend to be regarded as rather tedious extras tacked-on to the 'main’',
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‘real' and 'proper' study of medicine. Without any particular impetus
to utilize this part of their medical knowledge, medical officers bury
themselves in that part of the medical field they know best and just hope
that the year will pass without mishap and as quickly as possible. Then
they can return to their families, hopefully settle down to a post in a
city hospital, and Took forward to a spell abroad for further studies

and perhaps a few years in Saudi Arabia or the Gulf in order to prepare
for the leaner years on a government salary. Sadly, it is not unknown
for young medical officers sent to the districts to work on their own,

to suffer such emotional problems that they have to be relieved of these
duties and taken back to the province hospital or to the capital for
treatment.

By the very nature of 'hardship postings', the young medical officers
who are sent to district hospitals are complete strangers to the area.
This is marked in Darfur because of the great distance from the capital,
whereas many people have visited the Gezira area, towards Port Sudan,
where there is a new highway, Kassala and some places in the North, along
the River Nile. Kordofan is within easier reach of the centre as well.
Unless school or university students travel to Darfur for geographical,
archaeological or botanical research, or even for a short experimental
medical study, then it is almost 1like a foreign country for the urban-born.
Because of their 'foreign-ness', the medical officers tend to mix socially
with a small number of other professionals in a similar position to
themselves, such as civil court judges, local government officers,

engineers, veterinary surgeons, agriculturalists. These then tend to

449



form an élite 'club', which may attract a few merchants (probably also
from foreign parts) and teachers.

My observations, in general, indicate antagonism between the modern
medical profession and practitioners of country medicine. From even a
superficial glance, it is not surprising why this is so. The majority
of medical officers, surgeons and physicians have been involved in the
care of individuals whose treatment, by practitioners of country medicine,
has gone badly wrong. They have had to amputate the arms of children which
have been bandaged and splinted too tightly following fracture, impeding
the circulation and resulting in gangrenous, useless limbs; they have
had to operate on women to repair vaginal fistulae caused by packs of
herbal materials inserted to cause abortion or to cure barrenness; they
have been unable to treat the blindness caused by the country eye
specialist operating on cataract and piercing the lens, which eventually
(after some months to two years) results in complete blindness due to
sympathetic ophthalmia.

Nevertheless, despite all the tragedies he had witnessed, one surgeon
was still optimistic that it might be possible eventually to have some
arrangement with certain country practitioners. He recounted one treatment
for high blood pressure, which he found to be particularly successful for
overweight (urban) men and was very positive towards much of the treatment
of feqis. As far as the modern medical profession is concerned, they
seem to consider feqis to be the most 'harmless' of aiT the country
practitioners in their actual practices, although they may cause an individual

to delay attending the hospital.
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One other problem for modern medical professionals working in
province and district hospitals is a perennial one, that of lack of
supplies. Supplies never arrive on time, and when they do arrive they
are insufficient for the period for which they are intended. Very often
the fuel sent for o0il lamps and for the small generators which 1light the
hospitals will only last for about 20 days, using 1ight for some three
hours a night - and it becomes dark by 6.30-7.00 p.m. Thus, to eke it
out means little more than 13 hours per night, and this is 'hardly
worthwhile' according to many people. Fuel for the hospital vehicles is
never sufficient and is said to be the reason for not touring, very often,
though break-down of vehicles is another reason, due to lack of spare parts.
It would seem though, that a more securely Tocked store might also serve
to correct this problem.

To finfsh this section, I must emphasize that these observations are
gathered from many individuals, in many places and are not reflective of
the dissatisfaction and discontent of one or two isolated medical officers
in remote district hospitals. The medical practitioners with whom I
discussed medicine generally, did not embark upon their problems for my
benefit. The problems came to my notice throughout my time in Darfur and
also in Khartoum. If I had sought to research into the problems associated
with the implementation of a health programme, no doubt there would have
been an even longer Tist. Nevertheless I believe many of these problems
could be solved and a better health care service would result, with a

widespread service to the entire population becoming a possibility.
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9.5 ENVIRONMENTAL HEALTH

In Chapter 4 of this thesis, everyday life in two Fur communities was
portrayed. The living conditions, proximity of animals to human habitation,
water supply, sanitation, diet and nutrition, the seasonal and daily
activities of Fur farmers and the various customs associated with major
events of life were all depicted. A few points arising from the above

will indicate where experts in various fields would be able to assess and

advise on improvements in environmental health.

Living conditions:

Living conditions are varied throughout Darfur, from the simple and barely
adequate conditions of the remote mountain village to the more adequate,
yet by no means comfortable conditions of a small rural market town.

Basic 1iving conditions are dependent upon houses, the proximity of animals
to the homestead or to the houses, the water supply and sanitation.

From the point of view of health the Fur are aware that both urban
and rural houses have a number of drawbacks and these are recognized as
being detrimental to health, as well as by those with a modern medical
background. The houses do give adequate shelter, except in the cold
winter nights and they are often overcrowded at such times. The stone,
thatched cottages of Jebel Marra have no proper means of ventilation,
except for cracks and crevices. The floors, apart from the cement floors
of the more modern buildings, are ideal breeding places and shelter for
insects however often they are swept. Thatched roofs provide sanctuary

for small animals such as snakes, insects and scorpions. The traditional,
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locally made wooden beds with hide webbing and the cotton mattresses
of metal beds both afford shelter to blood-sucking insects. On top of
this variety of animal T1ife which may bite, sting, poison and transmit
disease, there is always the danger of the thatched roof catching fire
from stray sparks from the cooking fire.

The brick-built rooms found in urban areas do provide better shelter
and give some security, but they are extremely hot in the summer months

due to their metal roofs.

Proximity to animals:

With such close proximity to animals, there is always the risk of zoonotic
diseases. Rabies is endemic in Sudan and is most commonly contracted via
the dog.

The rural Fur in particular are in daily close contact with
carnivores, ungulates and birds, which they keep because of their economic
potential and also as a source of food. They are also in contact with
rodents and arthropods (many insects and scorpions) due to their way of
life and style of housing. A great variety of diseases can be
transmitted from these types of animals to man,] including diarrhoeal,
neurological, dermatological diseases, fevers, respiratory infections, worm
infestations and poxes. The electron microscope and new techniques

of diagnosis have identified viruses in man and animal, and comparative

1. Bisseru, (1967) Diseases of man acquired from his pets, deals with this
topic and includes the majority of animals with which humans may come
into contact in daily 1ife, in most parts of the world (despite the
title) see also, Hull (1955) Diseases transmitted from Animals to Man.
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investigations in epidemiology and pathology have discovered previously
unknown relationships between man and animals and their diseases,

(Mayr, 1980:503).

Water supply:

The water from wells and that piped to regulated outlets in the urban areas
is regularly tested and would appear to be clean and quite safe for drinking.
However, it is not an ideal situation when water has to be obtained via

cans and hide water bags as it can become polluted in this process,
especially if one of the water carriers were to develop a disease
transmissible via water, such as cholera or dysentery. There is also a
possibility of the water supply in wells becoming polluted, as they are

not completely covered over. The possibilities of transmitting disease

are increased in the dry season when more people seek water from the wells

still functioning, when others have dried up.

Personal hygiene:

Many people gave 'lack of personal hygiene' as one of the possible causes
of disease, especially those from the urban neighbourhood, which would
indicate that they are aware of the need to maintain clean personal habits.
However, in the rural areas, where money is not always available for extras,
soap is often lacking in the households. Nevertheless, people are

conscious of its uses.

1. Suspension of the general, compulsory smallpox vaccination has led to
the appearance of new zoonoses, (Mayr, ibid.).
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Kitchen hygiene:

Even without soap, Fur housewives are very particular about the washing
of their tea glasses and plates and other cooking utensils. They rub
and rinse them many times, both after their use and again before they are
used. When a choice must be made because of very limited finances, tea

and sugar are muc