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Structural adjustment: the wrong prescription for Africa?

Dorothy E Logie, Jessica Woodroffe

It is the privilege of the rich to watch catastrophes from

a balcony. Giraudoux.
As Africa emerges from the “lost decade” of the 1980s
it seems to be plunging into an even deeper quagmire of
debt, ecological devastation, drought, and disease.
Meanwhile we in the North watch the catastrophe, safe
on our balconies, apparently unaware that our actions,
and those of the institutions who represent us, are a
major contributing factor to the continent’s downward
spiral of economic and social decline.

For years we have failed the ordinary people of
Africa. Cast in the popular imagination of a bottomless
pit for Western charity, the reality is that Africa,
despite its increasing poverty, now transfers to the rich
North $10 billion a year,' half of the debt interest due.
Africa is not a lost cause: the people of Africa have
shown resilience with a number of vibrant and inno-
vative projects, communal associations, and small
enterprises; they have struggled tenaciously to main-
tain their standards of living in the face of disasters.
Africa can recover. What is required is urgent debt
relief, fairer terms of trade, more democratic and
transparent government, and economic programmes
which are designed by and for African people rather
than the rich in the North.

Malnutrition claims the lives of 11 000 children each
day, and exposure to disease is heightened by the fact
that two thirds of all Africans do not have access to
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clean water for cooking and drinking. Sub-Saharan
African countries are currently spending 50% more on
servicing their debt than on the health and education of
their children? and less now on health per capita than
they did in 1980.> As Africa’s creditors, we should find
this weighing heavily on our consciences. Despite
paying out more than $1300 billion between 1982 and
1990, debtor countries are now 61% more indebted
than they were in 1982.*

How structural adjustment policies came about

The story of Africa has not always been one of doom
and gloom. During the 1960s and 1970s progress in
education and health care was impressive. African
governments consistently allocated a higher share
of their gross national product to education and
health than any other developing region except the
Arab, states.> The population with primary education
doubled from 36% in 1960 to 79% in 1980. From a
meagre total of 1000 university graduates in 1960,
Africa was producing 70 600 graduates 29 years later.’
Similar progress was made in health care, control of
infectious diseases, hospitals, rural clinics, and com-
munity trained health workers. Child mortality more
than halved between 1960 and 1990 (an achievement
which took more than a century in the industrial
world).’ The continent rode on a wave of hope.
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The 1980s, however, brought global economic crisis,
generated by huge rises in oil prices and rapidly rising
interest rates and made worse by deteriorating prices
for Third World exports, protectionism in industrial-
ised countries, drought, civil war, poor leadership in
Africa (which put military spending before poverty
reduction), and the explosion of AIDS. Countries in
economic recession were expected to pay more and
more in debt servicing. Most countries failed to meet
the demands.

The industrialised North responded by demanding
structural adjustment programmes (SAPs) designed
by the International Monetary Fund and World Bank
in return for debt rescheduling. Thirty six govern-
ments have now initiated a total of 241 programmes.?
Most debt relief, overseas aid, and investment is
dependent on debtor countries agreeing to the imple-
mentation of these programmes. The need for
the “World Bank seal of approval” has meant that
structural adjustment programmes have dominated
economic policy making in the Third World for over a
decade.

What is structural adjustment?

The structural adjustment programme package
includes trade liberalisation, devaluation, the removal
of government subsidies and price controls, “cost
recovery” in health and education, privatisation, a
credit squeeze, and increased interest rates. According
to the World Bank and International Monetary Fund,
the adjustment package will restore economic growth
and so ultimately lead to poverty reduction. Critics
argue that in fact the programmes are designed to meet
the needs of the industrialised countries by ensuring
that debt is repaid and encouraging Third World
countries to export cheap raw materials.

A bitter intellectual argument rages over whether
such policies can sustain long term economic growth.
Though most experts agree that some change was
needed, there is increasing evidence, not least from
the World Bank itself, that structural adjustment
programmes have failed even on narrow economic
criteria.® They have been even less successful in
reducing the poverty of those who gained nothing from
the debt in the first place.’

The medical and social consequences of SAP

The results of structural adjustment programmes for
the poor are usually rapid price rises, especially for
food and transport, and the introduction of school and
medical fees—while at the same time wages fall and
unemployment increases. Land that used to produce
food is now used to boost exports. There is an
obsession with “things” rather than people—things
like capital, credit, and gross national product. This
“earn more—spend less” philosophy has put the entire
social fabric of Africa at risk. The “cure” has been
likened to bad doctors who prescribe the same medi-
cine for all ailments to all patients. Country after
country throughout Africa has relapsed into increasing
illiteracy, rising child mortality, and increasing mal-
nutrition and has seen a recrudescence of diseases (like
measles, cholera, and tuberculosis). Malaria, once
subdued, is returning as a major hazard.'

Examples of the effects of adjustment
ZIMBABWE

The recent experience of Zimbabwe is perhaps
typical of many adjusting countries. After independ-
ence in 1981, the new government improved rural
health by setting up a network of peripheral clinics.
Impressive achievements were made in nutrition,

Effect of structural adjustment on women
and children

Women and children in particular have been adversely
affected by adjustment programmes, bearing the
brunt of the costs.

® Women’s workload is increased. With cuts in
health and education services, they have to act as
unpaid nurses and teachers. More time is spent trying
to make a reduced budget meet household needs.
Already African women may work between 16 and 18
hours daily’

® Privatisation of land rights has displaced the small
farmer (often a woman). The income from cash crops,
promoted under a structural adjustment programme,
is usually controlled by men; previously, produced
food would have been the woman’s domain

® The removal of subsidies on basic food prices, and
fewer meals, results in inadequate nutrition. Two
thirds of African women suffer iron deficiency in
pregnancy'

® Women are particularly affected by cuts in health
care (including family planning), by new charges, and
by less accessible health care

® African women are 50 times more likely to die in
childbirth than women in the North'

® Education cuts and the introduction of fees result
in girls rather than boys being removed from school.
Cuts in adult education are particularly damaging for
women

® There has been a huge increase in the number of
female heads of household as men depart to seek work
in cities

® Child abandonment, delinquency, and street gangs
increase as families cease to cope and disintegrate

® In times of high unemployment, women are usually
the first to be pushed out of the work force

immunisation, and literacy. With child mortality
reduced and life expectancy increased, Zimbabwe’s
record was praised in the 1981 United Nations
Development Programme’s human development
report. During 1991, a cost recovery programme was
initiated as part of an economic structural adjustment
programme. That same year the country experienced
extensive drought, and food had to be distributed to
over half the population; both factors heavily strained
resources. Health expenditure fell by 20% and spend-
ing on education by 14%.

Charges were introduced for medical treatment, and
patients above the minimum income were obliged to
pay for their drugs and operations. Despite the
establishment of a social development fund, intended
as a “safety net” for the poor, many could no longer
afford health care. The attendances at one rural clinic
fell by 39%." The number of babies born before arrival
at Harare Central Hospital increased by one third in
the six months following the introduction of the
programme, and—although it is difficult to attribute
exact causation (with AIDS an additional factor)—
maternal deaths in Harare have doubled in the past two
years.?

At a time when the government needs all the
experienced and skilled staff it can find, there has been
a considerable “brain drain” of senior technical and
managerial staff. Nurses, midwives, and 200 doctors
have left the country since 1991. Drugs, dressings,
needles, diagnostic kits are all in short supply and
broken medical equipment lies unrepaired. In the past
few months the Hospital Doctors Association of
Zimbabwe has warned that the health service is in
danger of collapse.®
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The health centre at Regetse, Zaire. During the 1960s and 70s progress in health care in African countries

ZAMBIA

In 1991 Zambia provided an example of a peaceful
transition to multiparty democracy after 27 years
of one party rule. But Zambia’s fragile democracy
is undermined by a huge debt and a recently intro-
duced structural adjustment programme. Half of the
$7-5 billion debt has been written off or rescheduled,
but only in return for a programme that aims to
allow market forces to run the economy unrestrained.
Zambia’s health, education, and transport services are
in a sorry state. Malnutrition now affects half of under
5s and nearly a third of the adult population. On top of
this the structural adjustment programme includes
the removal of food subsidies—the price of maize
(Zambians’ basic food) has increased by 500% while
20000 public sector workers have been sacked. Even
less money is now available for public services. '

Alternative strategies for Africa

Extracts from African Alternative Framework to SAPs,"
one of the focal points for the development of an
African alternative to structural adjustment pro-
grammes.

® The ultimate goal of development in Africa is the
overall wellbeing of its people through a sustained
improvement in their living standards

@ Development should be the organic outcome of a
society’s value system, its perceptions, its concerns, its
endeavours

® It is necessary to ensure the education and training,
health, wellbeing, and vitality of the people so
that they can participate fully and effectively in the
development process

® The attainment of food self sufficiency is the first
goal for Africa to strive for

® The poor should have access to factors of produc-
tion, especially land, employment opportunities, and
improved distribution of national wealth

@ Clear objectives on the management of the environ-
ment are needed to ensure survival and wellbeing of
present and future generations .

©® The pursuance of national and regional self reliance
is vital

® Africa has to break the apron strings of dependence
on a limited number of cheap primary commodities for
export
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SENEGAL

Senegal was one of the first African countries to
undertake a structural adjustment programme, which
was implemented in the early 1980s. Since then there
have been four programmes, each of which included
massive cuts in public expenditure. Civil servants,
teachers, nurses, and factory workers have all been laid
off. Health spending as a proportion of gross national
product dropped between 1978 and 1988, and per
capita spending on health fell in the decade up
to 1988-9. As usual the poor were hit hardest by
these cuts, and the decade saw an increase in a
number of diseases, including malaria, tuberculosis,
and diarrhoea."

Wider effects of adjustment

The reduction in expenditure on health and educa-
tion and, in particular, the removal of food subsidies,
have caused popular discontent, with the attendant
risks of destabilisation, in so-called “IMF food riots”—
for example, in Nigeria, Zambia, Morocco, and Céte
d’Ivoire. Increasingly, African governments are being
expected to democratise, but structural adjustment
programmes are undermining these efforts. The very
legitimacy of the state may be eroded as the implemen-
tation of adjustment shifts the locus of authority and
responsibility away from African capitals to inter-
national institutions.?

What can be done?

The first step towards a solution is to reduce the
outstanding debt burden. Debt relief initiatives have
resulted in some short term palliation, but so far less
than 3% of total African debt has been cancelled.
Moreover, there has been a failure to address the
considerable amount of debt owed to the World Bank
and International Monetary Fund, which now absorb
36% of total debt service payments.! Governed by
immutable laws, they cannot currently forgive debt;
they can only delay its repayment. A major problem
with all debt reduction schemes has been that they are
linked to adjustment programmes. America’s latest
offer to cancel 50% of debt to the very poorest African
countries is conditional on their acceptance of such
programmes.'?

The second step is to make sure that adjustment

‘programmes put the needs and aspirations of the poor

at the centre of any planning. In the past few years
UNICEF, Oxfam, Christian Aid, and other non-
government organisations have called for such reforms.
The United Nations Development Programme’s 1990
human development index derives from such a people
centred approach.® Though some change has taken
place in the rhetoric, particularly of the World Bank,"
it is vital to maintain pressure to ensure that reforms
are put into practice.

A total of 134 countries have ratified the UN Treaty
on the Rights of the Child and should now bring their
legislation in line with the aims of the treaty."
Enforcing article 24 of the convention (the right of

children to health care) and article 28 (right to educa-

tion) may be one way of exerting pressure on the World
Bank, the International Monetary Fund, and govern-
ments. Dr Richard Jolly, deputy director of Unicef,
will put this point strongly to the G7 summit (the rich
nations who largely control the fund) which meets in
Tokyo on 7 July.

Health is the theme of this year’s World Bank World
Development Report, also to be launched on 7 July."
The report’s consideration of structural adjustment
programmes is inadequate and the launch will provide
an occasion for the medical profession to examine the
World Bank’s record on health outcomes. As well,
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1994 will mark the 50th anniversary of the Bretton
Woods agreement, where the bank and fund were first
conceived. The international spotlight will be on these
organisations, providing another chance to draw atten-
tion to the damaging effects of structural adjustment
programmes.

But reform of structural adjustment programmes
should go further than just ameliorating the adverse
impact on the poor. The right of international institu-
tions to control the destiny of others should be
questioned. Decisive action is needed if the develop-
ment efforts of a continent are not to be thwarted—
action which must start with a resolution of the debt
crisis and finish with development which improves the
lives of all. A clear message should be sent to govern-
ments and international institutions, who speak in our
name, that we will no longer tolerate the imposition of
policies which undermine rather than promote the
wellbeing of the people of Africa.

Medical Action for Global Security (MEDACT), 601
Holloway Road, London N19 4D]J, is organising an inter-
national conference on 17 November 1993 in London on the

human consequences of international debt. The programme
is available from MEDACT.
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Health, humanitarian relief, and survival in former Yugoslavia

Sir Donald Acheson

Since the World Health Organisation’s effort in
former Yugoslavia started in July 1992 it has been
concerned with the public health policies of survival.
It has provided advice to the United Nations High
Commission for refugees, helped the voluntary
agencies coordinate their work, assessed health
needs, and provided practical help in the field to all
parties to the conflict. Three features of the Bosnia
war have particularly deplorable effects on health:
ethnic cleansing, deliberate attacks on hospitals, and
systematic rape. The WHO’s response has included
initiatives in nutrition, winter survival, and medical
supplies. This experience shows that the WHO can
have a useful role complementary to that of other
agencies in situations where the basic elements for
survival of the population are seriously compro-
mised by war.

In June 1992 I received an urgent call from Jo Asvall,
the World Health Organisation’s regional director for
Europe, to go to Yugoslavia to be his special represen-
tative. My immediate objectives were to provide public
health advice to the United Nations High Commission
for Refugees—which is the lead UN agency in humani-
tarian relief—and to help coordinate the work of the
non-governmental agencies, particularly in relation to
the distribution of medical supplies.

Here I say a little about the war in Bosnia and how it
affects health and health care, then deal with the
WHO’s response to the war, and finally try to draw
some lessons for the future.

Basic elements of survival

In Britain we are concerned with the health
problems of a middle aged society—coronary heart
disease, cancer, osteoarthritis, obesity, and so on. In
the former Yugoslavia we were concerned with the
public health policies of survival itself. The basic
elements required to sustain human life are peace, air,
water, food, and shelter—plus, for a minority, medical
supplies. Even last summer in many parts of Bosnia
and the United Nations protected areas there was a

shortage of all these elements except good fresh air. In
particular there were major shortages of medical
supplies, including the essentials for emergency
surgery and medicines for chronic diseases. Damage to
the public water supplies needed evaluation in many
areas. Urgent planning was also needed to help people
survive the winter, and a system was needed to monitor
health in those areas where the prewar arrangements
no longer worked.

. Even if peace came immediately it was obvious that
the state of the public health was so fragile and unstable
that a WHO presence would be needed for at least a
year.

General background

Before its break up the Federation of Yugoslavia
comprised some 23 million people living in a beauti-
ful country of which more than three quarters is
mountainous. Except on the Adriatic coast the climate
is continental with hot summers and in many places
bitter winters.

The federation consisted of six republics: Slovenia,
Croatia, Bosnia-Herzogovina, Serbia, Montenegro,
and Macedonia—and two local autonomous areas
(Volvodina and Kosovo) within Serbia. The areas with
the most serious health problems at present are those
directly facing the destructive impact of the war. These
are virtually the whole of Bosnia and Herzogovina,
including Sarajevo, the UN protected areas, and an
additional fringe of Croatia bordering Bosnia and
Serbia.

Outside this central area there has been little or no
damage to buildings, water supplies, or other public
utilities, but the health care system has not escaped.
Economic collapse and hyperinflation and the influx of
refugees have brought about serious shortages of
medical supplies and curtailment of health services.

Serbia itself has suffered no invasion or any structural
damage within its borders. Its burdens are its share of
refugees, the many military casualties sent back from
Serbian Bosnia to Belgrade for treatment, and the
increasing pressure of sanctions.
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