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PREFPREFPREFPREFPREFAAAAACE ANDCE ANDCE ANDCE ANDCE AND

AAAAACCCCCKNOKNOKNOKNOKNOWLEDGMENTWLEDGMENTWLEDGMENTWLEDGMENTWLEDGMENTSSSSS

In recent years, historians of colonial medicine have provided the analytical
framework for understanding the role, authority, and influence of colonial
policies on biomedicine and the changing relationship with the people these
policies were meant to serve. In addition, historians have brought into the
orbit of analysis the tension between the “medical occupier” and the “colo-
nized.” The theme of tension has formed a primary motif in the new social
history of the interaction and change that accompanied the way Western
biomedicine was received in the colonial context. Indeed, a host of scholars
have correctly pointed to the limitations of imperial authorities, as well as
biomedicine, as a factor in acculturating the masses to the Western bio-
medical order. Building on this theoretical foundation, this study discusses
how Africans perceived and critiqued Western biomedicine and yet contin-
ued to embrace and institutionalize its presence in Kenya.

I initially intended this monograph to focus on the political economy
of health care in colonial Kenya. However, that intention was left behind as
I delved into a wide array of archival materials, field interviews, and sec-
ondary sources. I became aware that a full understanding of the health care
system, both in the colonial and postcolonial periods, went far beyond the
boundaries of political economy and encroached upon areas of social and
cultural history. I was intrigued by the controversies that surrounded the
introduction and development of Western biomedicine, particularly the
meanings and interpretations given to its shortcomings and successes by
Africans in Kenya. I have striven to explore the controversies from many
perspectives ranging from political economy and racial attitudes to indig-
enous culture and production of knowledge, while paying attention to the
specific intervening factors that have shaped the developmental course of
health care in twentieth-century Kenya. A major objective has been to cre-
ate a narrative based on the role of Africans as proactive participants in the
health care debates. I have attempted to avoid the shortcomings of the top-
down approach, which views the issues of health care and medicine only
through the eyes of the colonial rulers. But in the same vein, I have also

xi
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shied away from the “view from the bottom” that takes account only of the
perspectives of the conquered. Thus in the chapters that follow, I argue that
beneath the strands of tension and conflict there also existed a world of
compromise, accommodation, and coexistence between African and West-
ern biomedical practices. By privileging local perceptions, knowledge, and
apprehensions and the accommodative power of indigenous cultures, I show
that the Africans were far from powerless in shaping colonial medical policy
and that the colonial rulers were far from all-powerful in shaping Kenya’s
health care system. Thus by avoiding a simple hierarchical top-down diffu-
sion model in which Africans are projected as the powerless victims of co-
lonial economics, colonial politics, and epidemic diseases, this study illu-
minates the proactive activities of Africans as the prime movers of health
care development in Kenya in many and varied ways, for example, in the
provision of funds for health care in the rural areas and in the production
of knowledge and personnel that helped to promote coexistence between
traditional and Western biomedicine.

Through the voices, experiences, and records of those who lived in
the worlds of both traditional and Western biomedicine, I show how from
the 1920s, the issue for most Africans was not whether to accept or reject
Western biomedicine as a whole, but rather what to embrace in colonial
health care that was in resonance with their age-old tradition as well as with
emergent colonial experiences. I also show that the colonial experience ex-
hibited enduring strands that persisted into the postcolonial period. The
study shows the ambiguities and challenges that the postcolonial state has
faced in its attempts to recast the image of its predecessor, particularly in
relation to the provision of health care services. Humbled by internal eco-
nomic constraints and external forces, the state has been forced to shed the
pragmatic and compassionate attitude that it had assumed at the time of
independence. This disengagement has undermined the availability of ba-
sic health care services. Yet the state’s passive disengagement has coincided
with the major pandemic of our times, AIDS. While only 10 percent of the
world’s population lives in sub-Saharan Africa, the area accounts for two-
thirds of all HIV cases and just over 80 percent of all AIDS-related deaths.
Kenya is a country that has been hard hit by the pandemic. In analyzing
the impact of the pandemic, I have focused on the reasons for its spread, its
diagnosis, and the available therapeutic options, in order to examine the
interface between economy and culture on the one hand and disease on the
other, in the last decade of the twentieth century in Kenya.

While I alone am responsible for any errors, distortions, and in-
tellectual weaknesses this book demonstrates, my debts to others who
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made this project possible are enormous. The research that produced
this book was funded by the following: the Institute for Research and
Postgraduate Studies, Maseno University College; the Rebecca Donally
and Henry Everett Thornburg and the Robert and Wynona Wilkins
Awards, Department of History, West Virginia University; a Graduate
School Research Grant and a College of Arts and Sciences Mellon Grant
at Saint Louis University.

I have also been exceptionally fortunate in having received over the
years encouragement and support from many people. The footnotes in the
text reveal some of my debts to others. It is difficult to express the depth of
my gratitude to Robert M. Maxon, who has always been a fertile source of
ideas. He read and reread the manuscript with great care and nudged me
along when I needed nudging. He gave excellent advice, all of which I
appreciated and most of which I accepted. Amos Beyan, Robert Blobaum,
Rodger Yeager, and Daniel Weiner read the draft and offered the insights
and encouragement one expects from distinguished scholars. I benefited
from my numerous discussions with Priscilla Shilaro, Agnes Odinga,
Nameeta Mathur, and Oluoch Otieno, budding scholars in their own right.
William Ochieng’, Bethwell Ogot, and Peter Odhiambo Ndege deserve
special thanks for their constructive criticism and comments on the draft
proposal for this work. E. S. Atieno Odhiambo has been supportive for
well over a decade, introducing me to the nuances of African historiogra-
phy. Toyin Falola read the manuscript and insisted that it become a book. I
also wish to thank my various informants who willingly gave their time for
the interviews. The data gathered from informants has been vital in the
writing of this book. Their voices, words, and memories have humanized
this study. My field research would not have been possible without the
extraordinary and unbounded help I received from Frederick Aloo and
Kennedy Okeyo in the field. My debt to them will last for ever. In produc-
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INTRINTRINTRINTRINTRODUCTIONODUCTIONODUCTIONODUCTIONODUCTION

Historical interpretations of the nature and dynamics of health care give
racial and cultural conflicts pride of place as critical factors in the introduc-
tion, management, and development of Western biomedicine in colonial
Africa. Such conflicts and dichotomies present the African as overwhelmed
by the colonial state, mesmerized by Western biomedicine, and humbled
by European colonization. Indeed, the preexisting African traditional po-
litical, economic, and social environment faced many and varied changes
brought by colonization. The previously existing political structures were
restructured to accommodate the reality of the new colonial order in which
the colonial state began to reign supreme.1 At the same time, new eco-
nomic frontiers symbolized by the emergence of migrant wage labor, the
growth of the European settler economy, and the development of colonial
trade began to affect household economic production patterns. The eco-
nomic and political developments necessitated the development of social
infrastructure: schools and hospitals. These projects of the new colonial
order generated debates among local communities in Kenya on how to go
about incorporating some of the newly introduced changes. Specifically,
the issue for most Africans was how to incorporate some of the newly in-
troduced schemes that were relevant to their needs. The stakes were quite
high, particularly in the area of Western biomedicine because of the way in
which it was introduced. The proponents of Western biomedicine adopted
an uncompromising attitude toward African healing strategies. They sought
to supplant traditional values, knowledge, and beliefs that were critical to
African therapeutic practices. Yet the traditional values and beliefs expressed
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and reinforced fundamental ideas about health and healing. The flagrant
denial of those values amounted to cultural disinheritance. Consequently,
Africans critiqued certain aspects of Western biomedicine and some of its
proponents. Suffice it to remark, however, that Africans and Europeans
were not locked in perpetual conflict. The truth of the matter is that be-
neath the strands of conflicts that attended the introduction and institu-
tionalization of Western biomedicine there existed an array of accommo-
dations and compromises.

This book examines the conflicts brought on by the introduction,
management, and institutionalization of Western biomedicine through the
prism of African proactive involvement in conceptualization, interpreta-
tion, and acceptance of biomedical practices against the backdrop of colo-
nial policies in Kenya. It is about contact, conflict, and compromise in the
making of health care in twentieth-century Kenya. From the very dawn of
the colonial state and the arrival of Western biomedicine, particularly its
physical manifestations, hospitals and laboratories, Africans actively en-
gaged in intellectual and empirical conversations among themselves as well
as with the state over issues and meanings about sickness, health, and therapy
in the emergent colonial order. How could sickness be determined and
explained? Were the traditional explanations about causes of diseases ir-
reconcilable with the laboratory-based system of examining microbes? What
was the role of the state and the colonial officials in the simmering differences
between Africans and Western biomedical practitioners? These were some of
the weighty issues, which were by and large answered differently by those on
either side of the debate on Western biomedical and African health and heal-
ing practices. In determining the nature and context of the conflicts, accom-
modations, and compromises, such factors as time, education, changing epi-
demic contexts, and colonial governance are important in understanding the
developmental course of Western biomedicine in twentieth-century Kenya.

The aggressive nature of the public health campaigns during the for-
mative years of colonial governance undermined any attempts to under-
stand the intention of the state officials and their firm determination to
pursue the Western biomedical agenda. African apprehensions and pro-
tests were not given sufficient attention by most state officials. It is hardly
surprising, therefore, that conversations aimed at bridging the gap between
the various groups on the issue of health and healing often broke down,
particularly during the first two decades of the twentieth century, because
of the strong, natural desire of the local populations, the state, and the
biomedical practitioners to protect their respective hallowed traditions,
approaches, and identities in the emergent colonial order.
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However, as epidemics of sleeping sickness, bubonic plague, small-
pox, and pneumonia began to be a permanent feature of the country’s dis-
ease regime, positions began to soften. The spiraling mortality rates and
the interdependent nature of the colonial economy, which is exemplified
by the links between rural and urban areas, European-settled and predomi-
nantly African areas, and household and migrant wage labor, combined to
draw attention to the incessant danger of a disease outbreak in one part of
the country spreading to engulf the entire colony, and sometimes spread-
ing to neighboring territories. The colonial state sought to find solutions to
the problems by establishing various commissions of inquiry. Most colo-
nial commissions of inquiry were commentaries on race and conflict, in-
equality and injustice, and the power of the governing class over the gov-
erned. Little attention has been paid to the role of such commissions on
the subject of health care.

In the South African context, where commissions of inquiry have
been the subject of scholarly studies, it has been argued that such commis-
sions elaborated the “idea of state.”2 In a sense, the commissions are insti-
tuted by the state with a view to legitimizing in the minds of the citizenry
what the state wants, but would not have been able to accomplish through
formal policy pronouncements. In this regard, it can be argued that com-
missions of inquiry are mere window-dressing, resorted to by the state as
means to introduce and legitimize its agenda. The present work builds on
this basic foundation by examining the significance of some colonial com-
missions in the development of colonial health care. It focuses on the in-
tense debates that followed the submission of commissions’ reports and on
how clauses and aspects of such reports that touched on health care were
adopted, adapted, or rejected. By showing how tensions of race and con-
flict were turned into dialogues about accommodation and compromise
on matters pertaining to health and healing in twentieth-century Kenya, I
demonstrate that the fundamental question and commentary on colonial
commissions should not focus only on the composition and the recom-
mendations of these commissions, but even more closely on the process
and the post-hoc apprehensions, comments, and dissent with regard to the
final determination of what ought to be done, how, and with what conse-
quences for the stakeholders. This is not to deny the fact that the appoint-
ing authority had a disproportionate influence on the outcome of the final
report, no matter the professed absence of bias. While residues of race per-
sisted throughout the colonial period, and were turned into distinctions
based on economic means in the postcolonial era, I show how the shape,
form, and structure of health care in its long and torturous twentieth cen-
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tury has been the subject not only of conflicts but primarily, and more
significantly, of accommodations and compromises.

Conflicts were manifested in formal protests, avoidance of public
health institutions and drug prescriptions, and indifference to the colonial
state’s public health campaigns. Meanwhile, accommodations and com-
promises were negotiated in schools, mission stations, and commissions of
inquiry on the subject of health and healing and were manifested in the
many Africans who lived “double lives,” not willing to commit themselves
fully to either traditional or Western biomedicine, as well as in those who
served as dressers, nurses, medical assistants, and physicians and pioneered
the expansion of colonial health care in the countryside.3 These varied re-
sponses and initiatives highlight the fact that Africans were not a mono-
lithic group, particularly in the way they tried to come to grips with the
new Western biomedical order. Thus, while all the stakeholders, Africans,
Asians, Europeans, and the state, cautiously pursued the path of compro-
mise in defense of their core interests and values, the way they went about
defending and making sense of the emerging system of colonial health care
differed among and within the various groups. In essence, the persistent con-
flicts among and within the groups were not an end unto themselves. Rather,
they were a means to an end. The conflicts necessitated a healthy dialogue,
whose focus was on the continuous search for an essential common good,
rather than on holding onto a mirage of partisan satisfaction that only stifled
dialogue and precipitated suffering and mortality among Africans, Asians, and
Europeans in Kenya. The politics, economics, and culture of health and heal-
ing are thus emblematic of the state of society in twentieth-century Kenya.

The triad of conflict, accommodation, and compromise went through
various developmental stages in the shaping of health care in Kenya. Begin-
ning in the shadow-boxing era from 1895 to the mid-1920s, when the
colonial state lacked precise knowledge, resources, and popular support to
combat the spread of epidemics, the state naturally and expectedly em-
braced the Western biomedical order. The intent, role, authority, and in-
fluence of imperial policies on biomedicine and its changing relationship
with the people it was meant to serve have received considerable and neces-
sary attention over the last decade.4 However, emphasis has been placed on
biomedicine as a necessary part of the conquest, occupation, and settle-
ment of the empire. This line of scholarship has articulated the fact that
Western biomedicine was instituted as a symbol and carrier of Western
progress, technology, and culture. This, of course, explains the natural af-
finity between the state and Western biomedicine. But the direct result of
biomedicine’s inability to immediately come to grips with the devastating
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epidemics, as well as the failure of its pioneers and proponents to acknowl-
edge its weaknesses, is only just beginning to be a major theme in historical
scholarship.5 The present study contributes to this genre of scholarship by
showing how the limitations of Western biomedicine were caused by many
factors, of which the problems of coordinating efforts from top to bottom
and of insensitivity to the traditional cultural strands of African health and
healing reign supreme. Thus, this study is more than an examination of
how Western biomedicine emerged as the mainstream health care system.
Rather, and perhaps more interestingly, it focuses on how the development
of health care policy and the delivery of services were vulnerable to the
voices of local dissenters.6

The European imperialism of the late nineteenth century was unique,
not just in its political, economic, and nationalistic aspects but also in its
medical aspects. It coincided with the revolution in medicine, particularly
the laboratory revolution. Medicine began to demonstrate clear causal links
between specific microbes and particular diseases. Blood, tissues, and in-
fected glands were manipulated with a view to providing effective thera-
pies. Rather than being viewed as unique constellations of environment
and physical predisposition, epidemics could now be viewed as caused by
microbes: microbes which could invariably be located in the body of the
sick individual and be made to present themselves to microscopic inspec-
tion. Simple in principle, if not in actual practice, this new model of dis-
ease causation soon dominated Western medicine.

As biomedicine absorbed, routinized, and extended the medical ma-
nipulation of blood and other tissues, the colonial state embraced this brand
of medicine, tying it, perhaps not directly but irrevocably, to the adminis-
tration of the colonies. African medicine was not accorded a similar place
by the state. The irony, however, is that although the microbial culprits
were known, effective therapies did not necessarily follow automatically
upon this Western biomedical knowledge. The lack of effective therapies
not only opened new avenues for medical research and hopes for new treat-
ments but also raised doubts among the colonized about the intent, effi-
cacy, and supremacy of Western biomedicine. Western biomedicine had its
traditions, its hallowed approaches, and its self-image, all of which influ-
enced its positioning in the conflicts, accommodations, and compromises
in the colonial context. The immediate conflict stemmed from the denial
of indigenous therapeutic knowledge, personhood, and agency. The deni-
als provoked a local cultural critique that questioned the very tenets that
biomedicine espoused, particularly during the shadow-boxing period of
medical experimentation.
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The shadow-boxing period lacked a systematic and precise knowl-
edge-driven policy on how to control and contain epidemics. For nearly
two decades, the colonial state lacked a firm grasp of the magnitude of the
epidemic challenges. Consequently, it kept on lurching from one method
to another in a sincere determination to contain the epidemics. But its
methods, rooted in aggressive public health campaigns, were, by and large,
based on British experience; since these methods were not based on knowl-
edge of conditions in Kenya, they failed to yield immediate results. The
aggressive “medical” methods of the colonial state evoked African critiques
of the state as well as biomedicine’s interpretations of the cause and effect
of epidemics. In fact, the study shows that it is a mistake to speak of any
clear policy, preventative or curative, that came to grips with the epidemics
in the face of inadequate facilities, personnel, and knowledge. I contend
that the inadequacies reduced the containment methods to “military exer-
cises,” particularly when the colonial state engaged the services of colonial
retainers, askaris, to help in forceful evacuations.

The concurrence of these methods with the interventionist phase of
colonial conquest led to mistrust and suspicion of any measures instituted
by the colonial state. Biomedical institutions, such as hospitals and labora-
tories, were not warmly embraced. Mists of doubt clouded people’s percep-
tion of these institutions, leading to widespread apprehensions, which per-
sistently hovered over biomedical practices. Stories of bodies disappearing
never to be seen again, narratives of blood sucking for mysterious reasons,
and high mortality rates in hospitals abound in oral histories of the colo-
nial period. Luise White has argued in a brilliant study of rumor and his-
tory that what is important in such stories is how they “describe meanings
and powers and ideas that informed how people thought and behaved.”7

Indeed, as White has correctly pointed out, such stories “showed the grim
and mercenary motives of the colonial state.”8 However, there was another
dimension to the latent motives of the colonial state that were suspected
because of its inability to deliver the necessary services. The gap created by
the difference between promise and achievement aroused local concerns
and innovative interpretations. While on the part of the proponents of
Western biomedicine there was optimism and faith in the methods pur-
sued by the state, the Africans, in contrast, were pessimistic about the out-
come of aggressive policies that were being implemented without their in-
put. Faith and optimism on one side of the aisle evoked suspicion and
mistrust on the other side. In this study, I provide qualitative and quantita-
tive data that reveal the basis of apprehensions about colonial health care
policies, methods, and facilities during the infancy of colonial governance.
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There was hardly any distinction between the colonial officials who
presided over the evacuation campaigns and those who treated patients at
the hospitals. In addition, the laboratory revolution required that a patient’s
bodily fluids be collected to determine the precise cause of the disease. But
collecting such fluids sometimes went against tradition. The hospitals were
few and far between. Death in hospitals was understandably not uncom-
mon. The Public Health Act provided for the disposal of a corpse by the
state if the immediate relatives did not claim the body. But how could it be
explained to people that specimens were collected too late, that the diagno-
sis was completed too late or was inaccurate, and that when a patient died
in a makeshift hospital the state was forced to dispose of the body because
the relatives did not arrive in time to claim it for a culturally correct burial
ceremony?

I argue that these “rumors” were not without foundation. Having
studied documents from the Colonial Office records and the Kenya Na-
tional Archives, and oral testimonies collected in field interviews, I submit
that such narratives are commentaries on the condition of the health care
infrastructure in colonial Kenya. The narratives not only served to render a
verdict on the inadequacies of the biomedical infrastructure in colonial
Kenya, but they also constituted a form of protest in which signals were
sent out to the citizenry about the “dangers” inherent in the Western bio-
medical hospitals and laboratories at a time when they only nominally ex-
isted and, therefore, were only fractionally effective.9 The narratives also
reflect the agony of cultural contact as well as the dilemmas about the ten-
sions between and within the boundaries and spatial domains of the two
health traditions: Western biomedicine and African traditional therapeutic
practice.

African initiatives were summarily dismissed and denied recognition
in the emergent biomedical order. Furthermore, the majority of Africans
were repelled by the condemnation of almost everything African, from tra-
ditional religion to medicinal practices. If winning the soul for the Chris-
tian God was problematic, so too was winning over the body and mind to
the Crown of the United Kingdom and the world of biomedicine. Thus
the dismissal and subsequent marginalization of the African ways of diag-
nosis and therapy reduced the state to more or less the lone health crusader
in an epidemic and cultural environment that it knew very little about.
The state ignored what could have been its most potent ally, the indig-
enous population, in the fight against epidemics. Yet, the point of fact is
that apart from possessing a near monopoly of instruments of violence and
a coercive apparatus, the colonial state was ill-equipped to address the al-
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ready existing challenges as well as the emergent challenges brought on by
disease and the imposition of the colonial order. It was understaffed and
underfunded, and its experts’ knowledge about the ecology of disease and
culture in Kenya was fairly sparse. My research extends the boundaries of
the role of indigenous knowledge and initiatives in the making of colonial
health care in Kenya.

The use of the term “indigenous knowledge” is subject to many in-
terpretations. It evokes images, questions, and ambiguities that are subject
to various interpretations. In this study, I use indigenous knowledge and
initiatives as an illustration of the community-based practices and institu-
tions that constitute the basis for local decision making. Indigenous knowl-
edge is therefore unique to a particular culture and society. The fact is that
indigenous knowledge was the capital of the local societies in their con-
stant dialogue with the environment, epidemics, and healing. Indigenous
knowledge, like all other knowledge, cannot claim victory over all epidem-
ics. However, it was not humbled into submission by all epidemics. It won
several victories against epidemics. On the other hand, it lost battles in the
fight against some diseases. Nevertheless, it sustained the precolonial soci-
eties that are the subject of this study. It remained their most potent capi-
tal, being constantly enriched by experience of failure as well as success in
the fight against pestilence.10

Yet by word and deed, the state made its position abundantly clear. In
words, the state spoke to the fact that the only route to an epidemic-free
society was via the newly instituted biomedical order, which was still very
much in its infancy in Kenya. Similarly, the state’s combative anti-epidemic
campaigns, embarked upon without society’s input, narrowed the level of
tolerance for the state and the biomedical order among the indigenous
population. The upshot of all this is that conversations on the subject of
health and healing in Kenya in the pre-1920s period were reduced to a
binary debate about “them” and “us,” and “their” and “our” methods.

Beginning in the second decade of the twentieth century, the issue of
African labor in the colonial economy became a major preoccupation of
the colonial administration. The colonial state painted an artistically com-
pelling portrait of the settler plantation economy as well as the infant town-
ships as the critical targets for economic regeneration and growth. Health
care was viewed not as a social necessity, but merely as part of an economic
strategy. Thus, during the formative stages of colonial rule, health care was
structured primarily to address the health concerns of Europeans and resi-
dents in the townships. It was designed to protect them from epidemics
that were erroneously perceived to be “African” and “rural” in nature.
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The outbreak of bubonic plague in the major townships of Mombasa,
Nairobi, and Kisumu provided a rationalization for the colonial state to
proceed with the planning of towns on the cardinal principle of the separa-
tion of various groups: Africans, Asians, and Europeans. Thus, the distri-
bution of health facilities in the urban centers was, to one extent or an-
other, geared toward unequal access based not on need but on race. Colonial
health care became steeped in conflicts that were “extramedical” in nature.
The colonial state reclaimed “extramedical” prejudices and programmed
them as part of the colonial health care agenda. As a consequence, the
plague created a compelling opportunity that was seized on to institution-
alize colonial patronage and social control.11

However, as the colonial period wore on, the colonial economy com-
plicated the situation. Economic interdependency blurred the dichotomy
of African versus European, and rural areas versus urban areas. Africans
worked on the settlers’ farms, while they still maintained strong links with
their homes of origin. Economic reality began to determine and define
health care delivery as a social necessity, but nevertheless, a social necessity
framed in reference to its economic advantages to the state. Indeed, epi-
sodes such as the labor migration and the outrage over venereal diseases in
1912–1913, the world wars of 1914–1918 and 1939–1945, and the in-
creased incidence of malaria during the Kakamega gold rush at the height
of the Great Depression of 1929–1935 forced the colonial state to reinvent
itself with a view to actively addressing the emergent health problems. In
this regard, the African constituency was critical in furthering the cause of
colonial health care. Accommodation and compromise also assumed cen-
ter stage from the middle of the 1920s onward, partly because of the emerg-
ing educational system.

The philosophical foundation for British colonial policy in Kenya, of
creating “a small, semi-literate, indigenous population of good Christians,”
was producing a small number of Africans ready for careers in the colonial
medical service from the 1920s onward.12 What is important, however, is
the correlation between the nature and type of education and the entry
positions of Africans joining the colonial medical service. The curriculum
was rich in Western biomedical texts, but deficient in the psychotherapeu-
tic aspects of health and healing. In the 1930s and 1940s, Africans, mostly
males, held the lower cadre positions of dressers, midwives, and clinical
assistants in mission as well as government hospitals. The African employ-
ees in mainstream colonial health care constituted an underclass whose
upward mobility to senior levels was frustrated by lack of educational op-
portunities, much to the chagrin of the nascent African elite. The conflict
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in the 1930s shifted to the question of why only a few Africans were being
enlisted in the colonial medical profession, and worse still, at the lower
cadre level. Thus from the early 1930s the critique of Western biomedicine
was no longer based on the issue of whether to accept or reject biomedi-
cine, but rather on what to embrace, and how to institutionalize what was
embraced.

This shift, however, was not driven by what Ann Beck has called the
desire of being guided to “social betterment.”13 This study demonstrates
that the route to social betterment lay not in Western biomedicine per se,
but rather in embracing certain aspects of it and retaining certain core
traditional therapeutic practices. Thus, while the state envisioned a situa-
tion in which biomedicine would supplant traditional medicinal practices,
Africans saw the two systems as coexisting and supplementing each other.
In essence, the route to “social betterment” lay not in a single tradition but
rather in the coexistence of the two traditions. Pluralism made perfect sense
because of the limitations associated with each tradition. And it is this
duality, anchored on the foundation of experience and pragmatism, that
prevailed, persisted throughout the colonial period, and outlived colonial-
ism. It is still a potent reality at the dawn of the new millennium. Evi-
dently, therefore, accommodation and compromise were manifest in rela-
tion to the dilemmas that faced Western biomedicine and African medicinal
practice. Neither could meet the challenges of the moment alone. Neither
could supplant the other. Each tradition had unique advantages not found
in the other. The path of compromise was necessitated by prudence, which
was reflected in accommodation and gradualism in the cultural dialogue
within and between the two health traditions.

But health and healing were also about financing the supportive in-
frastructure, including the construction of hospitals and the purchase of
ambulances and drugs. The establishment of Local Native Councils in the
mid-1920s instituted cost-sharing in the colonial health care system. Local
Native Councils were mandated to take responsibility for constructing dis-
pensaries and maternity wings and, in some cases, even for purchasing drugs.
The state took the responsibility for training medical personnel as well as
paying their salaries. The cost-sharing scheme brought mixed blessings. In
the Local Native Councils that were endowed with resources, the develop-
ment of colonial health care proceeded at a much faster rate than in the
areas of scarce resources. With its material foundation based on African
financial contributions, the development and expansion of health care,
particularly in the predominantly African areas, was largely the work of
Africans. I demonstrate how African preeminence best explains the expan-
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sion of health care during the Great Depression period, 1929–1935, when
the state resorted to bureaucratic cuts as part of the fiscal measures intro-
duced to trim its expenditure.

Africans exploited the inherent weakness of the colonial health care
system and built on their strong position to influence changes from within
it. This, of course, is not to deny the paternalistic nature of the colonial
system. In fact, the significance of compromise under a paternalistic sys-
tem lies in its pragmatic approach of coming to grips with and challenging
the system from within. The issue of paternalism had a major impact on
gender roles in the colonial health care system. For instance, fewer women
than men had access to education, and therefore the colonial medical ser-
vice, by and large, remained a male-dominated career. The problem of
women’s under-education was actually twofold: females not only had even
less access than men to education, but once they did find their way into the
schoolhouse, the curriculum they were taught reinforced, rather than chal-
lenged, the colonial government’s traditional views about women.

While some members of the emergent African elite claimed that edu-
cated men preferred to marry women that were their intellectual equals
(thus raising the bride-price), most Africans still feared that sending their
daughters to school would encourage them to reject their traditional roles
as wives and mothers. The gender assumptions of traditional African cul-
ture combined with the uniquely European brand of sexism to install a
tollgate on the road to women’s access to education—a tollgate that let
only a few women into the higher echelons of education that would sustain
their competitiveness in the colonial medical profession. Thus, I demon-
strate how women found themselves confronted by two main forces: the
patriarchal strands of the traditional society and the colonial capitalistic
system that was constructed on the basis of preexisting patriarchal struc-
tures and gender practices. Despite the fact that women played critical roles
in many health care services in the community, their efforts received hardly
any official recognition in mainstream colonial health care until the late
1930s. Although women were victims of patriarchy and the state, however,
they were not powerless. They engaged in many roles in the colonial medi-
cal service, herbal medicine, traditional education, and midwifery. They
were victims who sought to alleviate their victimization and to provide for
the basic health needs of their families.

In articulating the roles women played in colonial health care, there-
fore, I have brought within the orbit of analysis colonial medical service
personnel, herbal medicinal practitioners, and traditional educational pro-
grams and institutions used in educating the youth about the dangers of
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some of the newly emerging diseases. I demonstrate that concepts of Afri-
can agency, patriarchy, and state paternalism require critical examination
in the study of colonial health care.

The attainment of independence in 1963 did not mark a break with
the essential characteristics of the colonial health care system. It is continu-
ity, rather than discontinuity, that best describes both the transition and
the relationship between the health care system under the patronage of the
colonial and the postcolonial states. But, notwithstanding the shared and
unifying institutional and ideological patterns that characterized both the
colonial and the postcolonial periods, the state in the immediate decade
after independence projected a compassionate image that was in contrast
to the lean and mean characteristic that was the spirit and emblem of the
colonial state. In 1965, the independent government of Kenya promul-
gated Sessional Paper No. 10, in which it defined health care as a basic social
necessity. While the government expanded the training facilities for physi-
cians as well as auxiliary staff, training as well as deployment remained
elitist. Curative measures were emphasized over preventative ones. The de-
ployment of physicians was highly unbalanced, with the majority employed
in the major cities. Yet the majority of the population lived in the rural
areas.

Notwithstanding the elitist approach to the training and deployment
of medical personnel, by the late 1980s, considerable gains had been made
in the public health sector. The manifestations of this included an increase
in lifespan, a decline in infant mortality rates, an increase in the number of
health care facilities, and an increase in services. Considering what the
postcolonial state achieved in less than three decades of its existence, against
a background of spiraling population growth, compared with the colonial
state’s achievements over a period of nearly seven decades, independence
initiated a marked development in health care delivery, at least until the
late 1980s. This, of course, is not to minimize the limitations that came
with the growth, such as the uneven distribution of facilities and services,
the insignificant gains in preventative measures, and the continuance of an
elitist approach.

Sadly, since the late 1980s the health care system has been in disarray
due to a host of factors, both internal and external. The imposition of
Structural Adjustment Programs and the onset of the AIDS pandemic have
significantly contributed to the reversal of earlier gains in health care. The
generosity and liberality of the postcolonial state in health matters has been
critiqued and dismissed by external forces as uneconomic and out of line
with the shift toward a leaner and more efficient government. As a result,
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the state has been forced to retreat from its health policies of the first two
decades of independence on the grounds that health care cannot be im-
mune from market forces in the emerging world, where domestic policies
are not the monopoly of a “sovereign” state, but are strongly influenced by
international financial institutions and global market forces that are far
removed from the reality on the ground. In a sense, the development and
delivery of health care services is now reminiscent of the colonial period
when the colonial state operated under the umbrella of the British metro-
politan government. In the closing decades of the twentieth century, the
donor community and the international financial institutions, such as the
World Bank and the International Monetary Fund, have had a more im-
portant say than the elected government of the people.

Thus globalization, which reached a high level of development dur-
ing the last decade of the twentieth century, and domestic economic con-
straints have forced a return to the lean and mean nature of the state in
health matters, a familiar theme from the colonial era. I show in this study
how individuals and communities cope with the problems caused by
pandemics in the face of a weak economy and a retreating state. In this
regard, I highlight the voices of patients and healers and emphasize the
significance of home treatment, as well as traditional therapeutic remedies,
in the postcolonial period. I submit that the intersection of health and
economy constitute a feedback loop, in which the state of the health care
system affects the state of the economy and the health of the economy
affects health choices.

I have woven together information from official archives, secondary
sources, and oral testimonies in producing this history of health, state, and
society in Kenya. Besides using annual medical reports and provincial and
district annual reports, I have also consulted Colonial Office records to
show the complex nature of policy formulation that cannot be captured by
the summaries contained in annual reports. While it is true that some of
these records exhibited a condescending attitude and included commen-
taries biased against Africans, it would be a fatal mistake to dismiss the
records as if they did not exist. It would be falling into the trap of the pre-
1960 African historiography, in which African oral texts were dismissed as
myths and African activities relegated to footnotes. After all, the history of
health in colonial society should be reflective of the combined memories of
all participants in the process of its construction. History should neither
romanticize nor disparage, based on non-consulted sources.

Close readings of the documents show quite clearly that the colonial
state was not a monolithic institution. Indeed, the debates among colonial
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officials demonstrate that it was a house very much divided from within on
matters of health care policy formulation as well as methods of implemen-
tation. Yet any discussion of health care delivery without reference to policy
formulation and the attendant discussions between the Colonial Office,
the colonial state, and the Africans can only tell half the story of what
actually occurred and why it occurred at the time it did. For however un-
palatable the colonial era was, African initiatives occurred within that spe-
cific political and economic context. Just as the forces imposed by the colo-
nial order were impacting African developments, African initiatives were
also influencing colonial policies. Thus in the writing of this history of
health, state, and society, I have not prejudged or ignored any text, Euro-
pean or African, that I was able to find. Instead, I have confronted the
documents and I have not only delved into what the stakeholders in the
health care system said, and why they said it, but I have also investigated
how they acted and what motivated their actions.

I have utilized information from oral interviews that I conducted at
various times in 1997, 1998, and 1999 as well as during an earlier related
research study undertaken in 1987–1988. Most of my examples are drawn
from the western part of Kenya where I conducted the oral interviews.
Nevertheless, the study is national in setting and scope. I have utilized a
wide range of archival information and incorporated many sources that, in
sum, provide a fairly detailed picture of the development of health, state,
and society in twentieth-century Kenya. I have also consulted the memoirs
of medical officers who were in the colonial service in Kenya during the
period of study. In essence, this is a history of colonial health care replete
with memories that reflect the positions of the stakeholders in the health
care system. I challenge the discourse of colonial documents by a close
reading of the colonial texts, as well as by a critical analysis of oral narra-
tives from Africans. It is in both the singularity and the plurality of the
memories of the actions and responses of the stakeholders in the health
care delivery system that one can situate the triad of conflict, accommoda-
tion, and compromise on matters of health and healing in twentieth-cen-
tury Kenya in the proper historical context. In sum, what emerges from
this study is that systems of health and healing in Kenya paralleled the
larger systems through which both the colonizer and the colonized oper-
ated.

This book, therefore, is not a new chapter in the familiar anti-state
discourse. Its agenda is threefold. First, it is concerned with how health and
healing interacted with and were caused by societal systems in colonial
Kenya. Second, it is concerned with how conflict and dialogue reshaped
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and reorganized the conceptual and institutional conditions of biomedi-
cine in Kenya. Third, it is about Africans as the prime movers of colonial
health care in the areas where they lived, worked, and reproduced. And it is
this agenda that is dealt with in the subsequent chapters, which are struc-
tured to reflect both chronological and theoretical changes in the history of
health care in Kenya.

In the next chapter, I examine how the simultaneous construction of
the colonial state and introduction of Western biomedicine began on a
note of doubt among the local population because biomedicine was not
simply a health and healing strategy; it was enfolded in a climate of opinion
linked to militarism and cultural superiority, which by and large dictated
the state’s measures against the emergent epidemics. Through the prism of
the state and the African responses to sleeping sickness and bubonic plague,
the two most devastating epidemics, at the dawn of colonialism and bio-
medicine, I examine the triad of tradition, colonial state, and biomedicine
in Kenya during the initial decades of very unsettling contact. The theme
of the chapter is how indigenous knowledge and initiatives were pitted
against Western meanings about epidemic causation and control. Public
disagreements over the use of spaces in rural as well as urban areas are
examined against the backdrop of the emergent epidemics.

Although conflict was the dominant theme in the relationship among
African tradition, the state’s epidemic campaigns, and Western biomedical
practices, conversations were held among the three constituencies on how
best to address the new challenges that bedeviled public health. In the third
chapter, I examine the intervening factors, particularly the developing la-
bor-intensive colonial economy, World War I, and the Great Influenza
Epidemic of 1918–1919, as critical factors that precipitated and defined
the parameters of the conversations. I privilege individual voices, African,
Asian, and European, as well as institutions and organizations, in the de-
bates on their perceptions of the infant colonial health care system. These
voices demonstrate the necessity of accommodation and the making of
compromises essential for the common good.

Chapter 4 discusses the development of careers in the mainstream
health care system, as well as in the African health and healing tradition.
The correlation between Western education and the personnel produced
in the medical profession is examined against the backdrop of patriarchy,
the patronage of the colonial state, and the content of the curriculum in
the medical training centers. The prevalence of medical pluralism is also
examined. I argue that traditional healing strategies were not nullified by
the Western biomedicine-based colonial health care system because the tra-
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ditional therapeutic skills continued to be valued by a society that appreci-
ated and valued the shortcomings as well as the strengths of both medical
systems.

In chapter 5, I address three main issues of development strategy:
cost sharing, the transfer of public health to local budgets, and the di-
lemma of inequities in health delivery. In this regard, consideration is given
to the role of Colonial Development Loans, as well as the Local Native
Councils’ expenditure on the triad of education, health, and economic de-
velopment. The dominant theme in this chapter is the African factor in the
expansion of health care. The institutionalization and expansion of colo-
nial health care could never have occurred in Kenya without the overt sup-
port of Africans. But their support went through various developmental
stages. Thus in the period after World War II, the critique of the colonial
state’s public health care policies was quickly turned into an assessment of
the legitimacy of colonial governance.

Chapter 6 delves into the issue of how the post-World War II colo-
nial reinvention impacted the development of health care at the time of
decolonization. The chapter also examines the themes of mainstream health
care delivery, the postcolonial state’s development policies, and African health
and healing traditions against the backdrop of three decades of indepen-
dence, the AIDS pandemic, and Structural Adjustment Programs. The chap-
ter shows how the breakdown in the mainstream health care system deliv-
ery has created a major void that traditional herbalists are struggling to fill.
The conclusions of the study are outlined in chapter 7.
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The last three decades of the nineteenth century marked the period when
biomedicine reached adulthood in the development of public sanitation,
pathological discoveries, and general awareness that many tropical diseases
are carried by insects and other arthropods. As biomedical science embraced,
absorbed, routinized, and extended advances in biomedicine, it endeared
itself to the colonial state in Kenya. Biomedicine became a critical ingredi-
ent of imperial expansion and remained integral to the colonial state’s project
of institutionalizing a new political, economic, cultural, and biomedical
order.1

The search for meanings, solutions, and compromises in addressing
the critical issues of sickness, therapies, survival, and death against the back-
drop of emergent epidemics, which spiraled during the establishment and
institutionalization of colonial rule, continued to be a major preoccupa-
tion of the colonial state. Unfortunately, the search was tainted by precon-
ceived biases. African initiatives were considered antiquated residues of
cultural systems of the past that had no place in the emergent world of
biomedical science as framed and relayed to the local populations by the
colonial state. The colonial authorities summarily dismissed African expe-
riences and approaches as belonging to the domain of ritual and witchcraft,
rather than the realm of thought and action.2 By relegating African initia-
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tives on epidemic prevention and control to the domain of illegal, unscien-
tific, and repugnant practices, the state denied local voices a place in the
official discourse of prevention and cure of various pestilences.

This chapter examines the striking limitations in the dialogue be-
tween traditional society and the proponents of biomedical science during
the formative period of colonial governance. It delves into how the tradi-
tions, hallowed approaches, and self-image of Western biomedicine trig-
gered off intercultural conversations in Kenya by projecting an image of
unrivaled power over the prevention and control of epidemics. The estab-
lishment of institutions such as hospitals and laboratories as manifestations
of the progress of biomedical science is examined against the backdrop of
the apprehensions, mistrust, and subaltern conversations that gained wide
currency among indigenous societies in early colonial Kenya. The critical
connection between biomedicine and the intended result of extending short
lives and preventing sudden deaths during epidemics was compromised by
two main factors: first, the perverted notion that biomedical science was the
absolute science, with a universal definition not subject to local interpretation;
and second, the force-driven nature of the public health campaigns.

Epidemics and the Sanctity of Space: Schemes of
Control and Containment

I: The Tsetse Menace and Contest over Sacred Spaces and Customs

At the turn of the century, Kenya was devastated by a virulent epidemic of
human trypanosomiasis.3 The disease acquired a disruptive power unprec-
edented in the history of the communities around Lake Victoria. People on
the islands of Lake Victoria and the adjacent mainland of Nyanza died in
the thousands as a direct consequence of sleeping sickness. In 1904, Com-
missioner Sir Donald Stewart reported, “The country through the north-
ern part of Lake Victoria Nyanza has already been devastated by the ravages
of the terrible disease known as Sleeping Sickness.” 4 One year later, the
Sub-Commissioner for Nyanza reported that “sleeping sickness continues
to claim its victims along the shores of the lake, and many of the islands
which were formerly thickly populated are reported to be almost denuded
of people.”5 During the same period the South Kavirondo District Com-
missioner, G.A.S. Northcote, reported that Kanam was “becoming rapidly
depopulated.”6 The geographical extent of the disaster was reported in the
following words:
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This terrible disease is prevalent in those parts . . . along the lake shore from
Rusinga to the Anglo-German boundary. Up to date, a considerable de-
crease in the population has taken place and some parts are now sparsely
populated.7

The most heavily affected areas in Central Nyanza included Kadimu, Sakwa,
Uyoma, Asembo, and Seme.8 In South Kavirondo, the worst affected areas
included Kanyamkago and Kanam.9 Sigulu Island off Berkley Bay in North
Nyanza was also adversely affected by the epidemic.10 Due to lack of quan-
titative data, the cost in human lives could only be estimated. A report
issued in 1907 states that “It is impossible to estimate the number of deaths
which have occurred from sleeping sickness in the province. They must
amount, however, to many thousands.”11

Writing to the Secretary of State for the Colonies, Governor Hayes
Sadler noted that “the comparative rapidity of its movements and the per-
centage of people reported to be infected show that the mortality will as-
sume large proportions and measures must be taken to check it as far as
possible.”12 The suddenness of the onset of the epidemic, the rapidity of its
spread, and its high mortality rates astounded the Colonial Office, the co-
lonial state, and the local population. While the geographical expanse of
the epidemic was discernible without much debate, the attempt to circum-
scribe the pestilence led to several competing strategies.

One of the strategies was to segregate the already sick from the
uninfected. This approach, heartily endorsed by the colonial state, focused
on the population rather than the epidemic itself. The threat of the epi-
demic was viewed in terms of space. According to this conceptualization, it
was assumed that by isolating the already infected from the uninfected, the
epidemic would be contained. This program of separating the healthy from
the infected vector was premised on the prevailing climate of entomologi-
cal opinion, abandoned by 1914, that sleeping sickness was “transferred
mechanically on the proboscis of the fly from one person to another.”13

Since tsetse flies could remain infectious for a long time unless their habitat
was destroyed, the segregation of the population under the state-sponsored
program did not yield tangible positive results.

The state’s isolation policy and interventionist stance required a health
care infrastructure that would identify precisely those who were already
infected and those who were not. Hospitals, laboratories, and a thorough
knowledge of the terrain where the uninfected were to be resettled were all
prerequisites for any success in the strategy adopted by the colonial state.
Hospitals were only nominally in existence, and they lacked the personnel
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and facilities that would have enabled the early diagnosis of patients. The
posting of F. L. Henderson to Kisumu in the capacity of medical officer
following the outbreak of the epidemic was an inconsequential move viewed
against the area that he was to cover and the transport facilities that were
inadequate to reach the areas impacted by the epidemic.14 Besides the
Kisumu “native” hospital, where the infected were quarantined, one other
medical station in Central Nyanza was established at Muhoroni by Dr. E.
B. Adams.15 In South Nyanza, similar medical stations were established at
Marindi and Kisii.16 Both the Commissioner’s Office in Nairobi and the Colo-
nial Office in London rejected District Commissioner Northcote’s suggestion
that local dispensaries be established at strategic places such as ports and in all
the trading centers in the province.17 The two offices cited the unbearable
financial and personnel implications of undertaking such projects.18

The colonial state was left with the only affordable though not the
most prudent method, that of establishing camps in the lake region where
those who were presumed to be healthy were resettled. The establishment
of the Kanyamkago camp was primarily intended for the people being evacu-
ated from Kadem location, situated around Lake Victoria. This popula-
tion, according to the South Kavirondo District Commissioner, G.A.S.
Northcote, “was the clan worst affected by the epidemic.”19 The local com-
munities had their own misgivings about the usefulness of such camps in
combating the spread of disease among the uninfected. Their reluctance to
relocate to the camps, which had been established without their input,
forced the colonial provincial administration to consider compulsion, al-
though there had been no serious efforts to determine the cause of local
fears, reluctance, and pessimism about the camps. On this score the Pro-
vincial Commissioner wrote:

I am convinced that if the government intends doing anything in the way of
moving the people as has already been recommended that, at the start, cer-
tainly, we shall require to be prepared to compel them to move. A certain
amount of land between Muhoroni and Kibigori, and again between Kibigori
and Kibos is available for the purpose.20

The coercion coincided with the high point of imperial conquest and this
blurred the distinction between genuine concerns about health and the
state’s militaristic enthusiasm for humbling the local communities into sub-
mission.

The military expedition against the Gusii community is reflective of
the general confusion brought about by the colonial administration during
the first decade of the twentieth century.21 The violence and destruction of
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life and property that accompanied such expeditions were excessive, some-
times leading to protests from officials in London. In one such instance,
during the Gusii campaign, Winston Churchill, the Under Secretary of
State for the Colonies, recorded:

I do not like the tone of these reports. No doubt the clans should have been
punished, but 160 have now been killed outright without any further casu-
alties on our side. . . . It looks like butchery. If the House of Commons gets
hold of it, all our plans in E.A.P. [the name given to Kenya, 1895–1920] will
be under a cloud. Surely it can not be necessary to go on killing these
defenceless people on such an enormous scale.22

The nature of the “punishment” referred to was not precisely defined, and
its extent was not explained to the colonial officials in the Protectorate.
The ambiguity that clouded the nature, type, and extent of punishment
resulted in the colonial officials on the spot assuming too much power,
which they wielded arbitrarily.23 Houses were burned, crops destroyed, and
livestock confiscated. In the wake of such encounters, the administration
had an uphill task to present a medical rationalization for the forced reloca-
tion of the local communities into camps as planned by the state.

Brutality during colonial conquest and its coincidence with evacua-
tion campaigns led to mistrust and suspicion. Tolerance was lowered and a
feeling of antagonism became commonplace, with clear boundaries drawn
between state and communities. The colonial state was seen in terms of
“them” and “us,” as well as “their” and “our” methods. Of significance was
the fact that the professionals in the various departments accompanied co-
lonial administration officials in their familiarization tours in the country-
side. Similarly, the colonial retainers, askaris, whose function was to help
maintain law and order, were the very officials involved in the forced evacu-
ations. It is not surprising, therefore, that the local populations hardly drew
a distinction between the doctors on duty at camps and in villages and
those officials who carried out errands on behalf of the state by counting
children or capturing livestock, in the name of collecting poll and hut tax.24

Recent scholarship has proceeded to assess colonial curative and pre-
ventative medicine by examining “germ theory” as a subtext underpinning
the colonial state’s strategies as well as its responses to the outbreak of infec-
tious diseases. However, it needs to be pointed out that “germ theory” per se
hardly influenced many of the measures undertaken by the colonial state,
particularly during the formative decades of colonial rule. The preconceived
notions of the colonial officials and the exigencies of the moment were
what primarily determined the course and the content of the state’s ap-
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proaches. In the case of sleeping sickness, one is nudged toward an agree-
ment with Anderson’s perceptive assertion that the public health programs
of the formative stages of colonial governance were “more structured along
the lines of new practices of colonial warfare than following the contours of
the latest European theory.”25 In fact, the coercive measures were not un-
dertaken by medical personnel, who were still numerically quite few, but
by local colonial retainers, askaris, who worked under the supervision of
local chiefs and local administrative personnel. But the use of askaris who
also doubled as “health policemen” undermined the confidence of local
communities in the colonial state’s methods. The local communities saw
no distinction between “health policemen” and colonial administrative of-
ficials. The critical fact in this context was that the colonial state was preoc-
cupied with orders and directives rather than consultation and dialogue.

The dilemma facing both the local communities and the colonial
state points to a serious discourse about the requirements of public health
versus the sacred liberties of the person and of property, which had become
a major controversy in Britain during the middle of the nineteenth cen-
tury. The adverse effects of industrialization necessitated in England a new
model of administrative machinery that was focused on centralized deci-
sion making on substantive issues of health. The Public Health Law (1835)
and the Contagious Diseases Act (1867) in England, for example, were
responses to individualists “who would rather take a chance with death
than be bullied into health.”26 The law rejected such laissez-faire views on
the grounds that diseases such as smallpox, cholera, plague, and venereal
diseases were menacing to the nation and required the direct intervention
of the state. Operating in the shadow of the primacy given to public health
laws in England, the colonial state officials who supported forced reloca-
tion believed that the law was on their side. Yet, the Public Health Law and
the Contagious Diseases Act were, even in Britain itself, strongly resented
by those who were opposed to invasion of their privacy on grounds of
science, gender, religious faith, and liberty.27

In the Kenyan context, the government argued within itself and then
sought to direct other constituencies, particularly Africans, without paying
attention to their cultural norms. The state’s contention was that its course
was not only noble but also justifiable because it was in the best interest of
the local population. In this regard, the government maintained that pub-
lic health interests overrode sacred liberties. Local populations were indi-
rectly being invited to sacrifice their freedoms and to adopt the sanitary
measures outlined by the state. Since the liberties could not be separated
from the societal culture, the suspicion and apprehension point to a clash
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of cultures. Unlike England, where plagues visited society at only a few
brief points in time, disease in Kenya described a continuing and shifting
relationship between two different cultures.28 Yet the colonial state’s medi-
cal policy in the rural areas in the first two decades of colonialism was both
disjointed and haphazardly executed. The state never stopped to consider
the concerns registered by the local populations. In essence, therefore, the
local populations were expected to sacrifice their traditions on the altar of
arbitrary preventative measures arranged by the state without the local popu-
lations’ input.

One of the areas that bred conflict was the role of family and commu-
nity support systems in the face of the policy of isolation pursued by the
state. The isolationist approach was in direct conflict with the traditional
family system of providing support, nurture, and care during times of crisis
such as epidemics. The sleeping sickness epidemic threatened the entire
population; it was not an individual disease. Thus, contrary to the colonial
state’s well-intentioned action of dividing the infected from others, the com-
munity believed in familial and communal support during times of crisis.
The colonial state’s scheme undermined this traditional value system. J.
Brunet-Jailly could not have put it much better when he asserted that “All
over the world, for each human group in its own way, individual and col-
lective attitudes to health are strongly influenced by concepts and represen-
tations which are deeply rooted in culture that has been inherited from
past, and often much earlier generations.”29

The available accounts of selected patients show that the incubation
period, as well as the post-incubation period before death, was related to
the economic viability of the household. During the initial stages, the vic-
tims experienced increased appetites, which resulted in livestock being killed
to feed them. Thus, those who unfortunately could not meet the dietary
demands of the disease during its initial stages often succumbed to death
earlier than those who, other factors being the same, received sufficient
dietary attention.30

All this not only depicts the significance of familial and communal
support, seen by the local communities as a vital step in helping the already
infected, but also articulates the dilemma faced by the proponents of the
camps: how to reconcile the perceived, real, or imagined advantages of the
camps with the internalized bonds of support inherent in the culture. In
the traditional society, it was not the individual that was the locus of iden-
tity, action, and care, but rather the family. Epidemics in the precolonial
period played pivotal roles in the reconfiguration of identities, leading to
the disappearance of some groups and the strengthening of others through
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migration and settlement. However, any such decisions in times of crises
were given very careful and thorough consideration by the families con-
cerned; coercive measures were not only rare, but also considered extreme.

As more medical personnel became involved in the sleeping sickness
campaign, particularly from 1910 onward, the role of the “health police-
men” and the coercive measures increasingly came under attack from the
medical professionals. The state’s previous preoccupation with forced relo-
cation into camps at the expense of checking the spread of the tsetse fly was
criticized because it compromised familial and communal security without
achieving the desired result of saving lives.31 Dr. B. W. Cherrett, the coor-
dinator of the sleeping sickness campaign in Nyanza from 1910, empha-
sized the necessity of tackling the cause of the disease by destruction of the
fly through “clearing of such cover as harbours the Glossina Palpalis.”32 He
called for the clearing of all fishing areas and waterways frequented by people.
Dr. Cherrett further advised that the cleared areas be brought under culti-
vation. In all of these recommendations, Dr. Cherrett won the support of
the Principal Medical Officer, Dr. A. D. Milne, who concurred that the
camps were an ineffective use of resources. Had it not been for the Anglo-
German agreement, Dr. Milne would have recommended the abolition of
the camps: “Were it not for the stipulation contained in the Anglo-Ger-
man Sleeping Sickness Agreement requiring the maintenance of isolation
camps, I would have recommended their abolition as a useless expendi-
ture.”33 Nearly a decade of dialogue within the state bureaucracy revealed
that many administrative and medical officials directly involved in the sleep-
ing sickness campaign were very frustrated with the continuance of meth-
ods that were producing resentment and tensions instead of the support
and confidence of the local population.

The state eventually admitted that the forcible removal of people from
the tsetse areas was not yielding the desired results. Provincial Commis-
sioner John Ainsworth reported that “The practical results obtained so far
from the establishment of the camp appear to be of no great value. In the
absence of a cure for the disease, the natives exhibit no particular interest in
our efforts.”34 Similar sentiments were expressed by Dr. J. Pugh, a medical
officer attached to the Kanyamkago Sleeping Sickness Camp, who wrote:
“Owing to the fact that the majority of the cases which were treated at the
camp have since died, the natives have no faith in the treatment, and say
that since they cannot be cured, they would rather die in their own village
than come to the camp to die.”35

In the attempt to recast its hostile and brutal ways of enforcing relo-
cation, persuasion began to thrive in the vocabulary of colonial administra-
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tion officials. Governor Sadler began to emphasize systematic persuasion
and gradual movement. In a letter to the Secretary of State he wrote: “I
consider that a great deal may be done by systematic persuasion at first in
South Nyanza, watching the effect, and afterwards, if necessary, moving
village by village to fly-free country and gradually depopulating the fly-
infected areas.”36 John Ainsworth, the Nyanza Provincial Commissioner,
emphasized the risk and the potential danger to the whole scheme of re-
settlement unless it was popularized among the population.37

To preempt hostility in the course of movement, Ainsworth instructed
all the district commissioners in the province to wage a massive campaign
to win the confidence of the local community and its leadership.38 He fur-
ther advised them to “enlist the missionaries to assist in this work, and we
should also require winning over to our ideas, the leading chiefs in the
locations concerned.”39 The irony, however, was that the mission stations
were still few and the majority of affected people satisfied their spiritual
and material needs outside the orbit of the mission centers. Besides, there
was a lot of discomfort with the condemnation of almost everything Afri-
can, from traditional religion to medicinal practices. In essence, therefore,
it was an insurmountable task for the colonial state to present a positive
and persuasive image of its project. If winning the soul was problematic for
the missionaries, so too was converting the body and mind to the colony’s
health program.

The voices of colonial officials speak to the fact that the “shadow-
boxing” era of the first two decades of the twentieth century was an era in
which the state resorted to methods that were at best experimental in the
sincere desire to control and to contain epidemics whose etiology and therapy
were still under investigation by the scientific community. Indeed, the de-
bate on the etiology and methods of containing sleeping sickness were not
just issues confined to the East Africa Protectorate (EAP). Neither the Brit-
ish Parliament nor British society was spared the differences that plagued
the Protectorate and alienated the local population from the colonial ad-
ministration. In the House of Commons, MP J. C. Wason asked Winston
Churchill, then Under Secretary of State for the Colonies, what measures
were being taken to combat the spread of sleeping sickness in the EAP. In
his response, Churchill asserted that the only means of arresting the spread
of the disease which would be practicable would be by the discovery of
some treatment, curative or preventive, capable of being applied to man.40

He rejected Wason’s three suggestions, isolating the infected districts, de-
stroying breeding places, and discouraging lake settlement, as options to
limit the spread of the disease.41
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In the long run, however, the suggestions put forward by Wason were
pursued in one way or another. Moreover, the suggestions were put into
practice without due regard to the precise causes and nature of the spread
of the disease. They could thus hardly attain the desired objective. Progress
was slow and casualties continued to increase. At the time Churchill was
responding to Wason’s question, the Sleeping Sickness Commission had
yet to fully discharge its responsibility of determining the cause and nature
of the spread of this virulent epidemic in the region. Churchill was a poli-
tician and could only rely on information he received from his medical
experts and from amateurs in the colonial administration. The irony is that
the experts in the Sleeping Sickness Commission, as well as the amateurs in
the colonial administration, were by 1906 hardly in agreement as to the
precise preventive and curative measures that were needed.42

A Royal Society Commission was sent to East Africa in 1902 to in-
vestigate the etiology of the disaster.43 Members of the commission included
G. C. Low, a parasitologist, Cuthbert Christy, a medical doctor and volun-
teer, and Aldo Castellani, a student at the London School of Tropical Medi-
cine.44 This group was beset by many problems such as leadership squabbles,
personal acrimony, and, with the exception of Castellani, a lack of commit-
ment and the pursuit of personal interests.45 None of the members of this
commission was a scientist of distinction with experience in tropical dis-
eases because, in the words of John MacKenzie, “neither pay nor the condi-
tions were congenial.”46 This necessitated the appointment of a second Royal
Commission under the leadership of Colonel David Bruce of the Royal
Army Medical Corps.47

Under Bruce, the commission proceeded to resolve the etiology of
sleeping sickness. British entomologists and physicians recorded their own
experience with the disease.48 They also solicited the views not only of their
colleagues in Europe but also of medical experts in the Protectorate.49 In
March 1905, the Commissioner for the EAP, Sir Donald Stewart, was asked
to submit two copies of the 1904 Medical Report to the Commission.50

The 1904 Medical Report was quite important because of its specific de-
tails pertaining to various diseases in the Protectorate among which sleep-
ing sickness featured prominently.51 One of the most vital investigations
reported was the attempt by Dr. F. Haran, Medical Officer of Health in
Kisumu, to experiment with serum injections on goats, rats, and dogs.52

Since there was a urgent need to find a cure, the research on the epidemic
constituted a race against time. Consequently, untested methods and
schemes of control were executed without due consideration of their alien-
ating effect.
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Indeed, it is significant that some colonial governors had as early as
1900 sought to impress on the Colonial Office, as well as the British medi-
cal community, that the infrastructure in the colonies was such that the
conventional approaches, which worked in the metropolitan country, some-
times proved counterproductive in the colonial setting. Sir William
MacGregor, Governor of Nigeria in 1900, underscored the limitation of
the British coercive and isolationist approach to the containment of infec-
tions and contagious diseases, during the infancy of colonial rule when
physical and human infrastructure was still inadequate, when he wrote:

In all international conferences on quarantine matters British delegates take
their stand against the imposition of quarantine. Their system is the isola-
tion of affected or suspected individuals, the disinfection of vessels, and some-
times of cargo. This procedure can be carried out successfully only in a coun-
try where there are highly developed police, health, and sanitary services. It
requires ample hospital staff of favoured and intelligent officers to exercise
surveillance over people who may have been exposed to possible contagion,
and it requires the means of dealing with any of these wherever they may be
found.53

Governor MacGregor’s statement addresses a major error in the definition
of methods of disease prevention, which was based on the distinctive theory
behind Western biomedical practices. The erroneous assumption was made
that what worked in metropolitan countries could work just as well in the
colonial situation.

The problem with the formulation of the state’s preventative mea-
sures lay in the inaccurate assumptions that public health campaigns were
universally applicable and not subject to dialogue and accommodation with
local cultures. Insensitivity to local knowledge was evident in the disen-
gagement of the state from any investigations into the existence and mean-
ings of traditions in local cultures, particularly their use in addressing the
challenges caused by epidemics. Tradition, whether invented or not, has an
important role in society. Tradition is a significant prism through which
history, identity, and local culture can be evaluated, understood, and har-
nessed for dealing with catastrophes without eroding the commitment and
participation of the communities held hostage by the disaster. Tradition is
a creative cultural force that bonds a society, providing its members with a
vision as a people. Therefore, the spiraling mortality rates, the forced dis-
placement, and the disregard for societal ways of addressing disasters not
surprisingly produced negative attitudes toward the colonial state’s cher-
ished measures.
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The foremost challenge to the state was its experts’ sparse knowledge
of tropical diseases. In fact, the reluctance of local communities to accept
the colonial state’s relocation alternative was not simply based on tradi-
tional whims, nor was it without scientific foundation. People died whether
they moved to the camps or not.54 A number of pertinent questions were
raised. Why should people continue to die in the camps despite assurances
from the colonial administration that the camps were “safe spaces”? Why
should those who had been “healthy” succumb to the epidemic after their
involuntary relocation? Were the deaths caused by the epidemic or by other
factors? While some colonial administrators, such as H. H. Johnston, sim-
ply dismissed people’s apprehensions by arguing that it “was very difficult
to induce families to take any precautions,”55 both archival and oral sources
indicate that the concerns went to the very foundation of biomedicine’s
techniques and practices of diagnosis and the attendant modes of prevent-
ing the emergent epidemics.

The issue, however, was not that of taking precautions per se, as con-
tended by Johnston, but rather the context of such precautions and their
impact on human lives. The diagnosis of sleeping sickness, as indeed of
other diseases such as bubonic plague and smallpox, was often made late in
the course of the disease, due to the undeveloped infrastructure and lack of
personnel.56 Perhaps even more significant is the fact that biomedicine as
projected by its primary cosponsors, the state and the scientific commu-
nity, failed to appreciate its limitations in early colonial Kenya. By denying
local views any validity, and by claiming a monopoly over the diagnosis
and prevention of disease, biomedicine created seeds of pessimism about
its approaches to epidemics whose adverse effects it failed to remove.

The isolationist approach that was relentlessly pursued by the colo-
nial state failed to attain the desired objectives despite assurances by the
state that the people who were being relocated had not been infected, and
therefore would be safe. However, some infected individuals, who had not
yet developed symptoms, were mixed with uninfected people. Consequently,
even the camps were not exempt from the high mortality rates. As one
informant aptly put it, “In our homes the sick died. At the camps our
people, even the healthy, died.”57 Either way, the results were disappoint-
ing. In disillusionment, the local communities saw no hope in a state-spon-
sored program that only ended in more casualties.58 A number of infor-
mants, such as Duado Omiti, were convinced that by ignoring the
established customs and traditions with regard to establishing settlements
in virgin territory, the colonial state led the “healthy” to their graves. In
essence, the colonial state’s failure to acknowledge its limitations, its resort
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to arbitrary and coercive methods, and its claim to a monopoly of methods
of epidemic control combined to create clouds of doubt over its health
measures.

Local communities sought to find their own solutions to the crisis by
turning back to long-standing traditions. The value of the customs and
rituals of their own planned migrations came to be appreciated. The argu-
ment was that the colonial sleeping sickness camps as “new homes” for
safety were established without due regard to ecological factors. Establish-
ing such “new homes” in the traditional society, under normal or exigent
circumstances, was subject to a careful reading of the environment to en-
sure its viability in supporting a healthy family, continued procreation, and
perpetuation of the line.

Paul Mboya provides insight into the making of a homestead:

It is the elder who establishes the homestead. The first thing he does is to
consult medicine men, who shall determine whether his health, that of his
family will be good enough to ensure procreation and perpetuation of the
lineage. If the medicine man advises that he should not proceed with the
plan of establishing a new home, the elder shall remain in the old homestead
as advised.59

Critical to the settlement of new terrain was the cultural understanding
that such lands carried security and epidemic risks. Settlement patterns
among the various communities in precolonial Kenya were often created
with a recognition of the dangers inherent in unplanned settlements that
would bring catastrophe in the form of epidemics as a result of venturing
into unknown terrain whose ability to support a human population had
not been established.

Initial, unplanned frontier settlements rarely survived because they
were often undermined by disease and conflicts. As a result, human habita-
tion was confined to epidemic-free areas. Swampy, mosquito-infested areas
along the banks of rivers and shores of lakes were often avoided. In general,
migration and settlement were rational economic, political, and health
choices undertaken with the intention of finding epidemic-free and agri-
culturally secure areas. Thus, the settlement of new terrain was undertaken
after very careful consideration and with the clear purpose of reducing the
risks of disease and the dangers associated with wildlife, drought, and hu-
man conflict.

The existence of well-defined buffer areas between communities and
clans created free lands which were reduced to cultivation and settlement
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only gradually and after very careful consideration by the communities
concerned.60 These precautionary measures were not irrational but the prod-
uct of years of screening and experience. This cautious process was ignored
by the state because of the presumed supremacy of Western biomedical
practices, which constituted both the basis and the yardstick of a viable
precautionary scientific method. Any tested cultural experience was ignored
or screened through the prism of “official methods” which denied tradi-
tional ecological precautionary measures any consideration in the colonial
discourse on methods of disease prevention and control. Consequently,
such traditional measures were sacrificed at the altar of state-sanctioned
methods and hardly brought within the orbit of serious discussion.

The consequence of preoccupation with avoiding risks was the exist-
ence of well-defined buffer areas that were uninhabited and uncultivated,
known as “no-man’s land.” Such “no-man’s lands,” known as thim and
eshitsimi among Luo and Luyia respectively, would gradually be reduced to
settlement and cultivation by common consent and necessity as the atten-
dant risks were reduced and such lands were claimed by a community or
clan on a first-occupier basis.61 It was believed that such unoccupied fron-
tier land signified danger in the form of a trap by enemies, or that the
former occupants had died from some mysterious disease.62

The frontier was not considered a safety valve for discontent where
the disgruntled could go and set up homesteads; it constituted an integral
part of the ecosystem balance. Consequently, advance parties comprising
warriors and medicine men explored such lands first, to find out why they
were not being occupied.63 Settlement proceeded on a gradual, cautious
basis to avoid the risk of the spread of disease or danger from wildlife.
Thus, the conquest and subsequent settlement of the frontier was ensured
through the combined effort of warriors, medicine men, and clan elders.

War leaders and clan elders helped define the movement to and the
settlement of the frontier.64 Close consultation between the political lead-
ership and warrior groups in relation to any expansion resulted in the con-
quest and settlement of new land. The Luyia of Kabras distinguished be-
tween Omukhulundu We kukwa, clan elder, and Omuviti, war leader,65 and
the Luo made a similar distinction between Ruoth, clan leader or “chief,”
and Thuon, warrior.66 The Gusii similarly distinguished between Omogambi,
political leader, and Omotang’ani, warrior.67 Medicine men and prophets
also played a significant role in expansion.68 These two groups were be-
lieved to be in possession of powers that were not easily accessible to the
ordinary population. They, therefore, provided advice on the nature of the
frontier and the planning required for expansion into an area. The con-
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quest of the frontier was, therefore, never the decision of an individual, but
the decision of a group.69

Thus, expansion into the frontier was in essence an extension of a
community’s cultural identity into a terrain. The settlement of a terrain
meant the implanting of a culture, the widening of political space, and the
defining of new economic opportunities. Indeed, settlement patterns re-
flected this sense of cultural identity. Olukoba and Gunda bur, among the
Luyia and Luo respectively, epitomize the centrality of walled villages among
some communities of western Kenya. 70 Cohen and Odhiambo aptly assert:

Older Luo often remark that before 1900 people did not go around building
just anywhere on the terrain. The land was rationally organized, and people
were rationally organized, and settled in concentrated residential units (gundni
bur; sing., gunda bur). Defensive requirements were important, according to
these expositions, while collective settlements and collective planning of the
use of the land were critical.71

Settlement and organization in a terrain was thus a rational historical pro-
cess that encompassed the totality of a society’s cultural identity including
its political and economic system. During complex health emergencies such
as those brought about by epidemics, it was not panic and emotion that
dictated the option necessary for survival. Rather, it was recourse to his-
tory, pragmatism, and rationality that dictated the course of action. In this
regard taboos had a tremendous influence on health behavior and conduct,
defining the public health codes. These customs prescribed certain obliga-
tions that were vital for societal health. For example, the consumption of
dead animals was prohibited.72 Dead persons had to be buried within a
specified period.73 In certain cases, the house in which a person had died
had to be pulled down.74 If there were numerous simultaneous deaths, the
place had to be abandoned. The significance of such measures lies in their
being viewed as safeguards against dangers that if unchecked would bring
disaster. Thus, it may be argued that prevention and containment consti-
tuted a major aspect of traditional health and the healing agenda in
precolonial society. Susan Whyte reminds us that people should be seen as
“actors trying to alleviate suffering rather than as spectators applying cul-
tural, ritual, or religious truths.”75

During the sleeping sickness epidemic of 1901–1902, the affected
clans defined their course of action by resorting to voluntary migration in
an attempt to contain the disease. At the same time, the traditions govern-
ing movement into new terrain were adhered to. Mass movement and sub-
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sequent settlement and involvement in agricultural activities, though re-
sulting in some casualties, culminated in the destruction of the fly habitat
and hence provided some relief to the uninfected.76

The pattern of the epidemic-induced migrations within the lakeshore
belt was conditioned by the tempo and direction of the spread of the dis-
ease (see Map 1). The locality that was first hit by sleeping sickness in the
Nyanza region was Mageta Island in 1901.77 Mageta was the first to be
affected because it was a major landing place for most of the communities
that settled in the Nyanza region beginning in the seventeenth century.78

Mageta’s significance stems from the island’s proximity to the mainland,
which placed it in a strategic position for the purpose of surveillance of any
advancing enemies by new groups of immigrants.79 In the last decade of
the nineteenth century, Mageta was reportedly a densely populated and
agriculturally thriving island. In 1902 Engineer B. Whitehouse, of the
Uganda Railway, noted that the island of Mageta had fertile soil, as well as
fame as a fishing and hippo hunting point, and a thriving civilization with
a cultural mix of such diverse professionals as blacksmiths and agricultur-
ists.80 A year after the epidemic, the once productive island had become
deserted terrain.

The survivors of Mageta fled to Majimbo and Misori to seek refuge.81

Some Kasigunga families migrated to their present homes in Kamagambo,
Kongo Division.82 These movements influenced lineage and ethnic iden-
tity changes in the region during the disastrous epidemic. Those who fled
as individuals or small families came to identify themselves with the new
communities where they settled. In essence, the epidemic reconfigured the
previous lineage identities. The reconfiguration was also manifested in the
shifting economic patterns of the emigrant survivors.

The immigrants adapted to the prevailing occupational situations
where they settled. The Kasigunga families who settled in Kamagambo
adapted to a predominantly agricultural lifestyle which was in contrast to
the pastoral and fishing lifestyles that had characterized their sojourn around
the lake. The lake people, locally known as jonam, were becoming inland
people, joramba. These terms did not merely describe proximity to and
distance from the lake, they signified economic cultures that explained
household reproduction. With these changes came a new lifestyle that re-
volved around an agricultural calendar with its requirements of planting,
weeding, and harvesting during certain times of the year.

Sleeping sickness was primarily a rural disease; its impact on the as
yet infant townships and administrative posts was fairly limited. By con-
trast, however, bubonic plague, which constituted a major health crisis in
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early colonial Kenya, mainly impacted the townships of Mombasa, Nairobi,
and Kisumu. The state’s approaches to the containment of bubonic plague
were in certain aspects similar to the measures it had adopted in combating
sleeping sickness. These included the manipulation of space as a means of
social control, as well as the way local populations were taken for granted in
the methods of control directed by the state authorities. However, there
were also marked differences. Bubonic plague threatened the colonial eco-
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nomic system and necessitated an aggressive definition of space in the in-
fant townships with a view to separating Africans, Asians, and Europeans.
It was the first major epidemic that set the parameters of social control in
colonial Kenya.

II: Bubonic Plague and the Spatial Context of Social Control

Bubonic plague is characterized by the “swollen, and sometimes suppurat-
ing, lymph glands (buboes) that give it its name.”83 The plague claimed its
first victim in colonial Kisumu on 28 December 1904.84 Within the next
two days, more deaths were reported.85 Although the deaths were reported
to the Medical Officer of Health at Kisumu, Dr. F. Haran, no action was
taken immediately since he was indisposed.86 When he examined the “smear
from a gland-puncture, taken from a swollen bubo,” on New Year’s Eve,
Dr. Haran identified the deaths as having been caused by bubonic plague,
and the Sub-Commissioner, S. Bagge, was immediately informed.87

The plague was reportedly not new to the inhabitants of the locality
around Kisumu. According to oral information collected by medical au-
thorities at the time, local African informants stated that the region had
witnessed an outbreak of plague sometime in the middle of the nineteenth
century.88 According to Dr. Milne, “inquiries as to the previous existence of
plague at Kisumu revealed the fact of a common knowledge amongst the
natives of a fatal malady that had attacked the dwellers on the present Gov-
ernment site, long before the advent of the white man. The symptoms were
reported to be ‘pain and swelling in the groin and fever, the swelling some-
times very large.’”89 It was also noted that there was “no cure for it,” and the
mortality was quite high, resulting in “many men, women and children
dying rapidly from it including the chief and his son.”90 The only escape
from death was to move from one spot to another.91

The origin of bubonic plague in colonial Kisumu raises a fundamen-
tal issue as to why it broke out at the time it did. No direct link between the
precolonial plague and the outbreak that erupted in 1904 in Kisumu ex-
isted. The locality had not witnessed an outbreak for over a half a century.
Some have argued that the first outbreak of plague in colonial Kenya oc-
curred in an Indian bazaar in Nairobi in March 1902.92 In Kisumu, the
available evidence strongly indicates that the outbreak of the plague was
caused by the movement of infected immigrants into the township.

The first casualties were a Swahili on 28 December, who had come
from Baringo via Londiani, and two Basoga from Uganda on 30 Decem-
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ber.93 By 9 January 1905, Baganda and Indians had also succumbed to the
disease.94 In the month of January, out of the twenty-six people attacked by
the plague, twenty-five died; only one was a local person.95 The ethnicities
and identities of the victims, as well as the type and location of their resi-
dences within the township of Kisumu, strongly suggest that political and
economic factors contributed to the outbreak and spread of the epidemic
among a certain section of the population. These factors also influenced
the response the epidemic evoked from the colonial state.

The victims lived in grass-thatched huts in densely inhabited residen-
tial areas. The developing colonial township of Kisumu had been trans-
formed from a mere market and fishing village into a major railroad center
within the relatively short period of five years. As a result, Kisumu had
become a colonial commercial and administrative center, attracting people
of various ethnicities and nationalities and from various epidemiological
environments. Despite these changes in the demographic and economic
structure of the township, insufficient attention was paid to the types and
conditions of housing needed to forestall the outbreak of disease. In addi-
tion, the town lacked basic public health facilities. The town was a setting
conducive to the outbreak of diseases such as the plague. Furthermore, the
introduction of the hut tax resulted in congestion in African residential
areas; Indians in their bazaars fared no better.

Following the diagnosis of the disease as the plague, the reaction of
the colonial administration was swift, as steps were taken to stem the tide
of the disease and its devastating results. Dr. P. H. Ross, a bacteriologist,
was immediately dispatched to Kisumu by the Principal Medical Officer.
Dr. Ross arrived in Kisumu on 3 January 1905 and immediately began an
investigation into the nature and type of the plague.96 Doctors Ross, Haran,
and Henderson identified the specific form of the plague and its attendant
symptoms.97 The plague was septicaemic, which is the “severe, rapid, sys-
temic form.”98 Regarding the symptoms, they wrote:

Invasion was marked by a rise of temperature, severe headache, staggering,
thickened speech, rapid pulse, hurried breathing, epistaxis. Tender or en-
larged glands either simultaneously appeared or very quickly followed. . . .
Death usually took place within 24 hours of the onset.99

A number of measures were carried out with a view to containing the dis-
ease. All the hut-tax quarters where the outbreak had occurred were burned
down.100 Strict quarantines were imposed. In addition, constant and rigor-
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ous inspection of the Kisumu Indian Bazaar was maintained.101 The Kisumu
Bazaar was cleaned and lime washed.102 Dr. A. Milne, the Deputy Principal
Medical Officer, summed up the energetic measures taken as follows:

(1) inquiry as to the presence of dead rats; (2) daily inspection of the Indian
Bazaar, with instructions as to the cleaning of the houses and exposure of
goods to the action of the sun. (3) Frequent inspection and cleansing of all
Railway Quarters and Landies [workers’ compounds], and all native dwell-
ings within the immediate conceivable reach of the spot.103

The measures taken to isolate the sick, as well as the systematic cleansing
and disinfection of goods and dwellings, show the commitment of the co-
lonial state to preventing the disease from spreading to unaffected loca-
tions and people. However, the state’s concern also speaks to the differen-
tial treatment extended to the townships, particularly those such as Kisumu
that were considered important economic nodal points.

The swift reaction of the colonial state was facilitated by the signifi-
cance of Kisumu in the colonial economy and the impact the epidemic
would have not only on the residents of the township but also potentially
on those in the reserves, the areas designated by the colonial state as African
residential areas in the countryside. Kisumu was both at the head of the
railroad and also the major inland port in East Africa. It constituted an
important economic link between Uganda and the EAP. Furthermore, be-
cause of the steamer service on Lake Victoria, an epidemic in Kisumu would
have a wider epidemiological implication, even for German East Africa
(called Tanganyika after World War I, and since 1964, Tanzania). The bac-
teriologist, Dr. Ross, could not have put it much better when he wrote:

This unhappy termination of the Uganda Railway renders all precautions at
Railhead most necessary for while outbreaks at isolated stations may be re-
garded without fear the presence of many centers of a more or less insanitary
character along the line makes an outbreak of plague the cause of greatest
apprehension.104

Thus, the outbreak of the plague in Kisumu was viewed as a potentially
explosive health and economic hazard, leading to the loss of more lives as
the epidemic spread among the population in the small stations along the
railroad as well as the other inland ports on Lake Victoria. The imposition
of quarantine to control the spread of the disease and the resulting trade
decline negatively impacted the economy. Within the township, the dis-
ease eventually spread to the European population. These factors forced
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the government to resort to long-term measures designed to effectively stamp
out plague in the township.

Provincial Commissioner Bagge suggested that the government buy
the bazaar outright, undertake the construction and maintenance of a new
one, and let out the houses at an annual rent. He further recommended
that all subsequent construction be subject to building regulations.105 In
essence, Bagge was advocating strict state laws that would regulate urban
growth. However, the Under Secretary of State for the Colonies best ar-
ticulated the ideology of social control in colonial urban development in
Kenya. Upon receipt of Bagge’s enclosure on the outbreak of plague in
Kisumu, he suggested that

In view of the fact that this disease appears to be endemic about the Victoria
Nyanza great care should be exercised in the selection of sites for settlements,
in keeping the native and European locations well apart.106

The recommendations of these two administrators signified an emerging
trend in colonial Kenya in which epidemics were associated with certain
specific groups. The issue of keeping various groups apart in the attempt to
control the plague epidemic was premised on the mistaken assumption
that certain groups were intrinsically unhealthy or prone to epidemics. Thus,
the call for institutionalized segregation in residential and commercial places
began to generate controversy in the politics of urban development as well
as in colonial health care. One of the major manifestations of the emerging
trend was the enactment of the Plague and Cholera Ordinance of 1906.

The 1906 Ordinance, which replaced the East Africa Plague Ordi-
nances of 1900 and 1905, added the port of Kisumu to those places which
would be subjected to surveillance by the colonial medical authorities.107

Certain clauses in the 1906 Ordinance were biased against Africans and
Asians. For example, clause 3 (6) read:

Any native of Africa, not being of European or American origin, and any
Asiatic disembarking at any port of the Protectorate from a ship which is an
infected, suspected or healthy ship within the meaning of this Ordinance,
may be detained under observation by the Medical Officer of Health for a
period not exceeding five days from their arrival of such ship at the port, and
any thing in this Ordinance notwithstanding.108

This clause strongly indicates that “native” Africans and Asians were viewed
by the colonial state as potential disease carriers and hence could be de-
tained for observation at any time as deemed necessary by the Medical
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Officer of Health, even though they might have traveled in the same ships
as whites. This edict and subsequent ordinances were deeply colored by the
political tensions which developed out of the health crisis caused by the
plague. Such ordinances strengthened the partiality of the colonial state
and undermined the objective assessment of the health needs of the local
community.

Hardly three years had passed after the 1904–1905 epidemic when
the township was hit by another wave of bubonic plague that lasted from
June to October 1908.109 Starting in the Indian Bazaar, the malady then
spread to most of the densely inhabited places where Africans and Asians
lived. Fifty-nine deaths occurred out of the reported seventy-nine cases.110

Reported mortality rates were lower than during the 1904–1905 outbreak
because of inoculations with Haffkene’s serum. During the four months of
plague prevalence, some 3,495 persons were inoculated with Haffkene’s
Prophylactic.111 In addition to inoculation, when the disease had subsided
and was claiming fewer victims than before, the government adopted the
selective contact principle to check “social wanderings on the part of na-
tives especially at night and such persons as harlots, tembo [beer] sellers,
and women whose husbands were away.”112 This principle incorporated
two erroneous beliefs that tainted European colonial officials’ attitudes to-
ward indigenous populations on the issue of infectious diseases. First, there
was always the hidden conviction that the hygiene of colonial subjects made
them suspect as a source of contagion. In this regard, they were considered
“part of a dangerous environment that had to be controlled and con-
tained.”113 Second, as Luise White has shown, men and women of no fixed
abode in the townships were considered a threat to the colonial state’s policy
of controlling population in the cities.114 In this context, the bubonic plague
provided the state with the opportunity to use public health measures to
contain what it considered a social control problem. This entailed the plan-
ning of cities in order to segregate the various racial groups inhabiting them.
Public health became the foremost consideration in the planning of towns.
Thus as Spear has noted, Europeans attempted to regulate land use in ur-
ban areas by imposing their own uses of land and space with a view to
realizing particular social and moral visions.115 Suffice it to remark that the
struggle over land in colonial urban centers brought together many differ-
ent visions of political and economic struggles as well as health and social
issues.

The establishment of various residential zones in Kisumu illustrates
the way the colonial state used public health to regulate land use in urban
areas. After the 1908 bubonic plague outbreak, the state formally estab-
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lished three zones, which were meant to ensure that groups lived within
their designated areas, supposedly to prevent the spread of disease from one
zone to another. The first zone comprised the Milimani (highland/raised)
area overlooking the port and railway facilities. This was a European zone.
The hospital was located in this zone. The second zone was the Indian
Bazaar (or Indian quarter), which was predominantly inhabited by those of
Indian origin. The third zone was where the African populations lived; it
was slightly outside the main township. Separating these three zones was a
disease buffer area where building was not permitted. The zoning had im-
portant medical and sanitary implications. According to Will, the Princi-
pal Medical Officer, the zoning was meant to reduce a “source of danger to
public health.”116

It is, however, difficult to envision how the zoning would have eradi-
cated plague in the township, since the first zone was given preferential
treatment through the provision of sanitation facilities. Furthermore, the
African zone was congested, so the lack of adequate sanitation facilities
made it prone to plague epidemics. The zoning scheme resulted in what
Swanson aptly described as “the sanitation syndrome,” whereby zones oc-
cupied by certain specific groups became associated with certain medical
images and diseases, because the health care and sanitation infrastructure
in the areas occupied by these groups remained undeveloped.117 In the case
of Kisumu, the third zone, primarily including Africans, became synony-
mous with epidemics in the township.

But the spatial definition and zoning of the residential locations did
not constitute the only front in the campaign against the epidemic. Move-
ment between the infant townships and the rural areas was an equally im-
portant factor. The movement of migrant labor caused colonial officials a
lot of anxiety. By 1918, the colonial state had established camps where
anti-plague measures were implemented. While some “experts” were of the
opinion that Kisumu was an endemic focus for the disease, others, although
they agreed with this opinion, also believed that the epidemic was rein-
forced by “rats brought from Lake Steamers carrying cotton from Uganda.”118

In any case, since the town of Kisumu was the presumed focus, British
health efforts were aimed at preventing the spread of the disease from the
township to the rest of the province. There were two important means of
coming to grips with the outbreak of plague. One way was through the
intervention of biomedicine, while the other concerned the way to solve
the problem of human agency in the transmission of the plague.

Despite the lack of unanimity on the radiation of plague from the
towns, the outbreak of plague in towns was quickly turned into a question
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of law and order, around which arguments about segregation as a policy of
political and economic control of non-white populations in the city was
articulated. The rise of slums in urban areas came to be perceived largely in
terms of color differences as race relations came to be dealt with in the
imagery of epidemics and infection. Because of the presence of Indians in
the towns, the politics of plague control in the towns became a topical issue
of debate from the 1910s onward. In the townships the outbreak of plague
was believed to be specific to certain zones inhabited by non-Europeans.119

Thus, colonial planning of towns in Kenya proceeded on the cardinal
principle of the separation of various groups: Africans, Asians, and Europe-
ans.120 As a consequence, the Europeans occupied cordoned-off residential
places separated from the other groups. The inferior housing conditions in
the African and Indian urban residential areas resulted in environments
conducive to epidemic outbreaks. Although they formed the majority of
the population in the townships, most Africans lived in congested loca-
tions lacking basic sanitary facilities.121 The plague was a significant occur-
rence. From the progressive recognition of its incidence through the man-
agement of randomness to the negotiation of public response, the plague
contained within its interstices not only the political ecology of race but
also that of space. Suffice it to remark, therefore, that the allocation of
space according to race in urban as well as rural settlements remained in-
tact, albeit under intense pressure from non-European groups.122 Indeed,
the colonial state’s policies on such key issues as immigration, the settle-
ment of the White Highlands, and segregation in the residential and com-
mercial areas of townships became the topical issues around which ques-
tions of labor, health, and the economy revolved.123 This triad will be further
addressed in the next chapter.

Trail of Blood and Bodies: Hospitals, Culture, and
Ethics

Besides the lack of precise knowledge about tropical diseases, the colonial
state was also faced with two other main problems. The first was the labo-
ratory factor, which as a critical ingredient of scientific medicine still faced
many challenges in its linking of cause and effect, especially of pathogen to
disease in the case of infectious diseases. For example, once transmitted
from Rattus rattus to the flea, and thence to man, where exactly was the
plague located in the human body? The laboratory revolution dictated that
the cause of the disease be precisely determined. General observable fea-
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tures such as the presence of buboes and swellings were in themselves not
considered conclusive proof that the victim suffered from plague. Further
evidence was required to prove “beyond reasonable doubt” that it was plague
and not any other disease. Once again, the attempt by the state to move
away from the general to the particular, by framing the body as both the
victim of the infection and the host of the cause of the sickness, was a biologi-
cal novelty introduced as a result of the late nineteenth-century laboratory
revolution in Europe, and greeted with suspicion and doubt in the colony.

Local cultures were confronted by one of the most significant institu-
tions that transformed scientific medicine: the laboratory. Rather than be-
ing viewed as unique and vague constellations of environmental and physi-
cal predispositions, epidemic and other diseases could now be viewed as
caused by microbes, which could be located in the body of the sick indi-
vidual and be made to present themselves objectively to microscopic in-
spection.124 Where previously disease was seen as emanating from an indi-
vidual or group of individuals, laboratory science illuminated the fact that
sickness emanated from microbes that infested the physical realm of an
individual. A sick individual was now translated into a slight smear of morbid
body fluids, meaning that scientific medicine “treats the disease—more
precisely, the cause of the disease, not the patient.”125

The laboratory revolution in late nineteenth-century Europe had
shifted the focus from the patient to the disease. The ailment had to be
identified precisely for effective therapy to be administered; therefore, no
longer were the general symptoms or the appearance of sickness determin-
ers of the medical course of action. The laboratory was more than just a
physical site or a composite of medical investigative equipment. It pro-
vided a space where a whole human body was read, tested, and diagnosed
with a particular disease through collected specimens. The entire human
body was reduced to a mere specimen that could be manipulated to deter-
mine the cause of disease. However, the collection of specimens such as
blood, saliva, or urine became one of the most controversial and unsettling
issues during the early years of biomedicine in colonial Kenya. These bodily
fluids were not easily given away in the traditional society. The common
conviction was that such fluids could be manipulated to harm the indi-
vidual, particularly if they ended up in the hands of those who practiced
witchcraft. All bodily specimens were safeguarded because they contained
the individual’s unique mark, but the most significant bodily fluid was
blood.

Blood defined social and kinship relations and codes of conduct among
generation groups. Most significantly, it defined a whole array of therapeu-
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tic measures because it was considered a unique, cardinal principle of life.126

These beliefs explain the many questions, doubts, and myths that surrounded
the collecting of a specimen from a patient. Although the purpose was
explained, because the physicians who collected the specimen were more
concerned with determining the cause of the ailment than with the pa-
tient, suspicion as to their true intent was aroused. To the patient, some
diabolical scheme appeared to be the real reason for collecting the speci-
men. Besides, the blood collected was never seen again.127

The significance of such misinterpretations depended less upon the
fact that the specimens were used to determine the precise cause of illness,
but more on the types of questions asked, the relationship between the
physician and the patient, and the cultural basis of the misapprehensions
that characterized the process. The individuals behind this project, espe-
cially the doctors, insisted on patients providing specimens for culture analy-
sis without taking a holistic view of the traditional anxiety over the specimen
being given to strangers whose motives were the subject of doubts and rumors.
Because the diagnosis often came too late or lacked the precise information
needed to save the patient, few trusted the medical establishment. In the final
analysis, if the victim succumbed to the disease, the doubts increased.

The establishment of hospitals led to similar anxieties over the im-
pression that “most people who went to the hospital for treatment were
brought back dead, or never seen again.”128 These fears addressed the state
of health care infrastructure during the initial four-plus decades of colonial
governance, when hospitals were relatively few and lacked basic facilities
(see Table 2.1). As Table 2:1 illustrates, the number of deaths among re-
corded admissions was quite high during the first few decades of colonial
rule. In some cases the death rates were over 100 per 1,000 admissions. Yet
despite the high numbers of deaths in hospitals, the number of patients
receiving treatment increased, not just in African hospitals but also in Eu-
ropean hospitals (see Tables 2.1 and 2.2).

The lack of mortuaries meant that the victims of epidemics in the
hospitals were disposed of as fast as possible to avoid potential health haz-
ards. But as noted above, the hospitals were few and far between. Besides,
transport to and from the hospitals was inadequate. Thus, frequent visits to
check on patients, particularly on a daily basis, were neither common nor
practical. It was, therefore, not uncommon to have the deceased disposed
of according to the public health regulations. Two critical factors coalesced
here: death and the disappearance of bodies.

How could the numbers of apparently unexplained deaths and the
“disappearance” of bodies, due to their disposal according to the public
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health regulations, be explained? Uncertainty increased, and rumors be-
came rife. But the rumors were discourses based on real happenings and
real, known people. They constituted a dialogue between the traditional
and the emerging society, in which some good was recognized in the new
biomedicine. That good is reflected in the numbers of hospital patients,
which continued an upward trend throughout the colonial period. On the
other hand, however, aspects of that good were compromised by the nega-
tive impact on culture, particularly the unexplained deaths and hasty buri-
als away from home.

Hasty burials not only appeared suspicious but also went against cul-
tural traditions since they were conducted away from the home and with-
out the necessary burial rites and rituals.129 In this regard, the colonial pub-
lic health officials exhibited an uncaring attitude, a poverty of cultural
knowledge, and a meanness of spirit that further alienated many patients,
not only from the officials but also from the institutions associated with
the officials’ developing health and healing tradition.

Death was both an event and a process. It included an assessment of
the individual’s achievements and a decision as to the continuance of the
individual’s social identity. A decision was made as to whether the indi-
vidual deserved to be remembered by the living or whether he or she should
be erased from memory. Thus, “honorable” burial was important, because
it affirmed the individual’s continuance in the afterlife and in society’s

TTTTTable 2.1 Patients Table 2.1 Patients Table 2.1 Patients Table 2.1 Patients Table 2.1 Patients Trrrrreated and Deaths in African Hospitals, 1911–1913eated and Deaths in African Hospitals, 1911–1913eated and Deaths in African Hospitals, 1911–1913eated and Deaths in African Hospitals, 1911–1913eated and Deaths in African Hospitals, 1911–1913

            1911            1911            1911            1911            1911             1912            1912            1912            1912            1912            1913           1913           1913           1913           1913
InpatientsInpatientsInpatientsInpatientsInpatients OutpatientsOutpatientsOutpatientsOutpatientsOutpatients InpatientsInpatientsInpatientsInpatientsInpatients OutpatientsOutpatientsOutpatientsOutpatientsOutpatients InpatientsInpatientsInpatientsInpatientsInpatients OutpatientsOutpatientsOutpatientsOutpatientsOutpatients

Patients 5,548 80,262 15,233 77,837 11,012 95,778

Deaths 592 522 764

Death

Rate per

1,000 106.70 34.26 69.37
Source: EAP, Colonial Annual Reports (London: HMSO), 1911, 1912, and 1913.

TTTTTable 2.2 Patients Table 2.2 Patients Table 2.2 Patients Table 2.2 Patients Table 2.2 Patients Trrrrreated and Deaths in Eureated and Deaths in Eureated and Deaths in Eureated and Deaths in Eureated and Deaths in European Hospitals, 1911–1913opean Hospitals, 1911–1913opean Hospitals, 1911–1913opean Hospitals, 1911–1913opean Hospitals, 1911–1913

19111911191119111911 19121912191219121912 19131913191319131913

Admissions 230 276 347

Deaths 14 11 14

Death Rate per 1,000 6.09 3.99 4.03

Average Number of Beds Occupied Daily 8 11.05 16
Source: EAP, Colonial Annual Reports (London: HMSO), 1911, 1912, and 1913.
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memory. In addition, burial affirms the social identity of the group.130 As
Susan Whyte has stated: “dealing with the dead affirms a home: their burial,
their ceremonies, the collections of their shades and the way they draw
descendants to a place where they can be remembered are all crucial to this
process.”131 Death was believed to complement life by bridging the spiri-
tual and the mundane world through tradition, and by “conforming to the
legacy of the dead, the living in turn recognize their authority and avoid
dangerous undertakings.”132 While the social meaning of death is impor-
tant,133 the economic meaning of death is equally so. The burial place of an
individual defined the property inheritance rights of the deceased’s surviv-
ing relatives.134 Burial and the performing of attendant rituals tied the de-
ceased to a real home and accorded the survivors the rights to the property
on which the deceased was interred. To die at home and to be buried among
one’s kinsmen was a great honor. It provided the surviving relatives with
their inheritance. They could rightly claim that this or that place had been
their property from time immemorial because of the graves on the prop-
erty. Thus, it legitimized peoples’ claim to the estate of their ancestors. This
tradition explains the Principal Medical Officer’s statement to the effect
that Africans used all sorts of evasive tactics to keep their dead away from
hospitals during the plague epidemic in 1908. The development of
biomedicine’s hospitals and laboratories was undermined not only by cul-
tural contests, but also by the inadequate resources that heightened the
level of suspicion of doctors and medical institutions among local people.

Conclusion

The concurrence of colonial conquest, epidemics, and public health cam-
paigns in early colonial Kenya exhibited a perceived unity of purpose that
resulted in a strained relationship between the colonizer and the colonized.
The colonial state lacked any clear policy for coming to terms with the
emergent challenges of public health. To choose preventative or curative
measures as constituting the predominant policy would be mistaken. In-
stead, the colonial state kept on lurching from one method to another, in
what it claimed was its determination to find a workable solution. How-
ever, certain facts are clear.

First, the time was an era of shadow-boxing in which the colonial
state hardly had a firm grasp of the magnitude of the health problems it was
facing. The insensitivity of some colonial administrative and medical per-
sonnel to the concerns of the indigenous people marginalized the constitu-
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ency whose support the state needed most to limit the spread of epidemics.
It is, however, significant to note that a few colonial officials critiqued the
methods that were sometimes enthusiastically pursued by the state. Thus,
the evidence of dialogue within the ranks of the colonial state officials is
instructive of the apprehensions that plagued the implementation of bio-
medical procedures during the infancy of colonial governance. The appro-
priate practical methods that the state ought to pursue were the subject of
debates between colonial administration officials and the medical estab-
lishment. Sometimes, disagreements over policy occurred even among the
administrative officials, particularly between those who served in the field
and those who operated from offices in Nairobi or London. Hence the
colonial state was not a monolithic institution. Disagreement over policies
helped to strengthen the position taken by the majority of Africans and
paved the way for cooperation on certain matters of public health from the
1920s onward.

In addition, colonial officials acted with an awareness of the develop-
ments in biomedicine in their home country, some of which were out of
context in the colony. The epidemics of sleeping sickness and bubonic plague
exemplify the significance of space, culture, and identity in the contact
between biomedicine and its proponents on the one hand and Africans
and their traditions on the other. This chapter has shown how epidemics
created a dramatic and compelling opportunity to institutionalize segrega-
tionist tendencies, colonial patronage of certain types of medical policies,
and social control, all of which marginalized the Africans and the Asians,
pushing them to the periphery of the evolving colonial health care system.

Finally, the attempts to institutionalize the new bacteriology as part
and parcel of biomedicine in the colonial context were met with voices of
dissonance, the majority of which belonged to Africans. They questioned
the relevance of bacteriology in the unfriendly, understaffed, and facilities-
starved health care system created by the new colonial order. The chapter
has shown how and why Africans were reluctant to embrace the new bacte-
riology based on their assessment of the existing situation.
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Introduction

In colonial health care debates during the shadow-boxing era, one recur-
rent theme was the persistent conflict over what would be the dominant
culture of health and healing in the emergent state of Kenya. Another fea-
ture was the dire need for dialogue to facilitate accommodation and com-
promise in order to find solutions to the myriad health and healing chal-
lenges facing the state and groups and individuals in the country. During
this period, the foundation of Kenya’s colonial economy, which was to have
far-reaching effects on the form and structure of health care, was laid. Par-
ticipation in the colonial economy became critical in determining the de-
velopmental course of health care, both at the workplace and in the areas
from which labor was recruited and to which it was returned. The outbreak
of World War I in 1914 revealed the biased nature of colonial policies
which failed to consider the health care needs of those who did not fall
directly within the orbit of the colonial economy. By its end in 1918, the
war had further contributed to the destruction of human lives through the
spread of influenza.

Chapter 3 examines the impact of the economy, labor, and World
War I on the development of colonial health care through African, Euro-
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pean, and Asian voices. The role of the colonial commissions of inquiry is
examined against the backdrop of the conflicts that characterized the evo-
lution and development of colonial health care policies. I also show how
the colonial commissions provided a forum in which various grievances
were ventilated and decisions that were instrumental in shaping the form
and structure of colonial health care in Kenya were reached.

Economy and Labor

The challenge that confronted the colonial state in its desire to institution-
alize the colonial economy in Kenya was not just the need for an improved
infrastructure but also the procurement of labor and its sustenance at the
workplace.1 The Kenyan economy was based on agriculture. It was a labor-
intensive economy in which both the settler and the peasant sectors com-
peted for African labor.2 This competition for labor intensified during the
first three decades of the twentieth century due to a number of factors
ranging from the alienation of land and the establishment of the settler
economy to the vibrant peasant sector that was also in need of labor as it
became drawn into the colonial capitalist economy. But the retention of
laborers who were recruited, by force or voluntarily, to work in colonial
establishments was made more difficult by the lack of any basic health care
infrastructure, both at source and the workplace.3 By 1908, the Protector-
ate was witnessing an acute shortage of labor, which forced the Governor
to convene a conference to discuss the labor issue.4 The conference led to
the introduction of the poll tax and the enactment of the 1910 Master and
Servants Ordinance. The primary purpose of the tax and the ordinance was
to force African labor to go and work in colonial establishments and on
European settler farms. The Africans had to pay the tax in cash, which
could be found either by selling their agricultural produce or by earning
wages. The tax and the ordinance also helped to accelerate the pace at which
African peasant households and labor were drawn into the colonial economy.
The conference also recommended the provision of proper medicines and
medical attention as well as sufficient food for migrant workers.5 However,
the recommendation on the provision of medical attention was not an act
of benevolence on the part of a colonial state that was bent on extending
much-needed services to the citizenry. The emphasis on the health of the
laborers was significant in reference to their participation in defined sectors
of the colonial economy; as wage laborers on settler farms and colonial
projects. Not much attention was paid to peasant households in the coun-
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tryside. Colonial health care during the formative stages of colonial gover-
nance was not envisioned as a social or welfare scheme among the general
population.

In spite of the proposals contained in the 1910 Ordinance recommend-
ing improved health conditions for laborers, little was achieved in the next two
years.6 The colonial state was not an even arbiter. While it supported settlers
and encouraged coercive methods of labor recruitment, it was conspicuously
silent on low wages and only nominally committed to addressing harsh and
unhealthy conditions in the workplace.7 Complaints and defections on the
part of migrant labor became common occurrences.8 The problem was that
the colonial system had intensified interaction among various races and ethnic
groups in new work environments. In addition, the development of the colo-
nial infrastructure had increased mobility. These developments widened the
possibilities of disease expansion. A disease outbreak was bound to affect more
people in more places than ever before. Laborers returning to their homes
transferred diseases from the workplace to the rural areas and vice versa.

Thus, as the colonial economy increased in complexity and human
mobility gained momentum, urban demographic composition became quite
varied, and disease contexts widened in scope and space. There arose the
need to restructure colonial health care in the attempt to meet the chal-
lenge of maintaining the continued flow of labor to colonial establishments.
The establishment of the Native Labour Commission in 1912 was a re-
sponse to this need.

The Native Labour Commission (hereafter NLC) heard from a broad
spectrum of the population, ranging from colonial administrators and
medical personnel to African and European missionaries. Its hearings mir-
rored the depth and complexity of the dialogue among the constituencies
with a stake in the outcome. The presence of opposing forces within the
administration itself was especially significant because it shows how the
colonial decision-making process was characterized by dissenting views from
within as well as from outside. In the hearings, the colonial state was criti-
cized by some of its own administrators, who were in touch with the situ-
ation in the predominantly African areas. Presenting evidence before the
Native Labour Commission, John Ainsworth, the Provincial Commissioner
for Nyanza Province,9 articulated the concern of the chiefs on the connec-
tion between migrant labor and the importation of disease into the re-
serves, the predominantly African areas, when he stated:

Some Chiefs had objected to their young men going out to work because
men who had already returned were found to be suffering from venereal
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disease which they were introducing into the reserves. Speaking generally the
main objections of the Chiefs were based on this and sickness generally.10

Addressing the care of the laborers at the workplace, Ainsworth argued:

Outside the Reserves they got as a rule only one kind of food, whereas in
their own homes they had a varied diet. He pointed out that the Kavirondo
in his country was usually a large eater; he normally had three meals a day
and was constantly chewing something in between the meals. Those living
near the Lake also ate a good deal of fresh fish.11

Ainsworth was not a lone crusader in his criticism of the colonial state. The
Secretary for Native Affairs, A. C. Hollis, expressed similar sentiments when
he averred that “a large number of Kavirondo [Luo and Luyia] had con-
tracted syphilis and other venereal diseases when out at work, and the chiefs
were averse to the young men leaving their Reserves and infecting the women
also on their return.”12 Oscar F. Watkins, a colonial administrator and a
postwar Acting Chief Native Commissioner, similarly described the sharp
distinction between the conditions at the workplace and in the rural areas:

If we proceed to a comparison of conditions in labor and native areas, it can,
I think, be established that in his own areas the native is in the main better
fed, better housed, is not driven to choose between celibacy and syphilis, has
no need of warm clothing, and without working in all weathers under an
overseer, can make sufficient for his simple needs.13

Within the medical establishment, Norman Leys, a medical doctor and a
well-known humanitarian viewed by the colonial state as pro-African, told
of the grim conditions that faced the laborer in colonial establishments in a
written statement to the commission:

The chief cause of this mortality is the absence of Sanitary Measures on
plantations and in the Townships, such as are enforced by law in other tropi-
cal Colonies. Contributory causes are bad dietaries and poor housing, both
of which are inferior to what was provided for slave labor a generation ago.
The conditions which determine sickness and death rates vary greatly in
different plantations. Food given by employers for the return journey is fre-
quently so infested with weevils as to be dangerous to health.14

A fundamental question that arose from the evidence presented before the
commission was this: if the conditions were as terrible as they were por-
trayed, why did Africans leave the rural areas, where they managed their
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own production schedules, earned income from their farm produce, had
three meals a day, were free from venereal disease, and were accustomed to
freedom, to enter colonial labor service? Having received sufficient atten-
tion by various labor and economic historians, the question need not be
belabored here.15 The answers have included commoditization, monetiza-
tion, taxation, and competition between the peasant and settler econo-
mies. There is no doubt that the differentiation between households and
overt coercion were equally important reasons for the movement of some
laborers to the workplace away from their homes. African witnesses to the
commission attested to some of these factors.16 Ocholla Omolo from
Nyakach location in Central Kavirondo provided the following insights
into the complexity of the push and pull factors:

Had wanted money to pay tax and for that reason had come out. He sent a
good deal of money home to help his father, and pay the taxes on his father’s
huts, of which he had several, but it was his own wish and not his father’s
that he should work. His chief always sent labour out when asked to do so,
a proportion being ordered out from the different kraals. They could not
disobey an order of the chief to go out; even if a boy was sick, and he had no
brother to replace him, he would not refuse to go. . . . But the chief was
making them to go out because the government wanted them to.17

Similarly, Onyango Ojolla from North Kavirondo asserted:

If the chief received an order to send men out, he sent his own “askari” to get
them from different kraals until the number required was obtained, and
when they got the order from the chief to come out they never refused.
(“How could I refuse if I get an order from my chief?”) The chief only gave
the order if the Government or a European required him to do so, and no
one else. If a man was ordered out to work who was ill, and could not find
anyone to replace him he would give the chief some rupees or stock to be
allowed to stay home.18

Mulama wa Shundu, who was the President of Marama Council in North
Kavirondo, expressed similar sentiments:

If the Government wanted labour he always saw that it was got together and
the unemployed were made to work. A man who refused to work was caught
and forced to go. He had noticed that those who cultivated simsim spent
more money on clothing than those who worked at Uasin Gishu, and thought
that those who cultivated their own “shambas” made more money than wage
earners for a man could get Rs. 30/- per month by selling bananas at 25 cents
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a bunch. Most of his section paid the tax from the sale of simsim. The ma-
jority returned from work in good condition, but some were thin and worn
out and some had contracted syphilis; others again never came back at all.19

These sketches of push-and-pull factors elucidate the state of society and
health in the reserves. Rural Kenya was not composed of households that
were all exactly alike. This differentiation among households, which has
been described by Allen Isaacman as “peasant diversity,” was an important
factor contributing to the migration of labor from the countryside.20 While
some peasants were quite prosperous, others needed cash to enable them to
meet their tax obligations.21

Overt coercion and the epidemic consequences of labor migration
are evident from the accounts of the colonial administration and the Afri-
can witnesses. Small wonder then that the NLC recognized the biting short-
age of labor in settler and government projects.22 The commission noted
that the monthly labor shortage during the period 1908 to 1913 never fell
below the 1909 figure of 736.23 In 1913, however, the monthly shortage
stood at 1,205.24 This steep rise may be accounted for by the increase in the
number of European settlers as well as the state-sponsored public projects.
But perhaps the most important explanation was the conditions existing at
the workplace. There is little doubt that the adverse state of health and
nutrition that plagued the laborers at the workplace was influencing the
decision whether or not to voluntarily seek employment in colonial estab-
lishments outside the worker’s immediate environment. Disease and hun-
ger were labor’s constant companions at the workplace.

In its final report, the NLC recommended that the “Government
bring in legislation to provide for the inspection of the conditions under
which labor works . . . and that such legislation shall provide for the en-
forcement of conditions affecting food, cooking, and medical attendance.”25

The commission based this recommendation on the finding that “wastage
of labour has undoubtedly occurred through the insufficiency of medical
attendance given, resulting in deaths and loss of vitality, and the latter by
malnutrition.”26 Recommendations were made that provincial and district
commissioners should not be involved in the recruitment of labor and that
labor camps should be established to facilitate the medical examination of
migrant labor.27 The implementation of the recommendations, however,
required boldness and impartiality on the part of the colonial state, par-
ticularly its leadership.

Ironically, Governor Sir Henry Belfield, during whose tenure the
commission’s report came out, lacked that boldness and impartiality be-
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cause of the strong pro-settler views which he openly proclaimed.28 Al-
though he agreed in principle to the enactment of legislation subject to the
Secretary of State’s approval “for the inspection of labour and the enforce-
ment of conditions affecting their health and well being,” Belfield felt that
it would be improper to divorce the administration from the exercise of
labor recruitment.29 True to that conviction, he informed the Secretary of
State that he was “issuing a Circular instruction upon the subject,” and
“consulting the Provincial Commissioners regarding the establishment of
labour camps.”30 The setting up of labor camps was conceived as a means of
ensuring that labor was given sufficient medical attention during recruit-
ment. On the issue of labor conscription, Governor Belfield took the view
that it was of the “utmost importance that all officers entrusted with duties
of administration should impress upon the people the desire of the Gov-
ernment that their young men should go out to work and should keep the
fact always prominently before them.”31 Here, significantly, the latent agenda
of the appointing authority conflicted with the recommendations of the
commission. Governor Belfield positioned himself as a benevolent and com-
passionate custodian of African health interests, while maintaining that the
provincial administration could not abdicate its supervisory role over the
recruitment of labor.

The position of Belfield on the role of provincial administration in
procuring labor not only ran contrary to the spirit and intent of the NLC,
but also diametrically opposed the view held by the Secretary of State, Lewis
Harcourt. Thus, in his reply to Belfield, the Secretary of State made clear
his resolve on the issue by asserting that government officers should do
nothing which could in any way suggest government compulsion:

When a government officer urges the native to work the native does not
always discriminate between advice and compulsion, and is apt to confuse a
suggestion made by one in authority, whose orders on other subjects he must
obey with an order.32

In rejecting Belfield’s suggestion, the Secretary of State went further to
define the role of the colonial administration on labor issues. He asserted
that the administration ought to be the guardian of labor interests and not
private interests, by

Confining itself to what is necessary for the protection of the labourer, e. g.
ensuring that the contract entered into by the native is regular, contains no
false representation, and is understood by the native, and the proper treat-
ment is given to the native before and after he is handed over to the actual
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employer. . . . It is definitely aimed at preventing anything in the nature of a
systematic invitation to work.33

The Secretary of State prescribed the role that the administration ought to
play; the reality was very different. There was a very thin line between
advice and compulsion in a paternalistic relationship of “colonizer” and
“colonized.” The “native” could discriminate between the two terms; the
truth of the matter was that government officials made no distinction be-
tween the two when exercising power and control over the local popula-
tion. At any rate, some chiefs vigorously participated in the recruitment of
labor in the name of the Crown.34 Advice and compulsion were synony-
mous in application when it came to explaining and executing the labor
recruitment procedures.

The exchanges between Belfield and Harcourt implied that as the
guardian of labor interests, the colonial state was supposed to pay particu-
lar attention to the health of laborers, both on and off the job. The imme-
diate, but hardly recognized, result of the Native Labour Commission’s
work was the extent to which it brought to the fore not just the shortage of
labor and the ways of enhancing its procurement, but, more importantly,
the elevation of health to pride of place in the debates on labor and economy.

The Politics of Health and Sanitation

By the end of 1914, the colonial administration intensified medical exami-
nations at the various labor camps in the country. The number of those
inoculated and vaccinated rose sharply, best illustrated in the case of Kisumu
where the number of those inoculated rose from 7, 993 in 1912–1913 to
24,439 in 1913–1914.35 The significance of Kisumu in the evolving colo-
nial economy, as well as in the health care issue, was twofold. First, it was at
the head of the only railroad that served Kenya and Uganda, thereby mak-
ing it a vital point in the fledgling colonial trade. Any disease outbreak in
Kisumu and the surrounding area was considered to be a potential hazard
to the two territories, which would adversely affect the trade. Also, the
town was the provincial headquarters of a region that supplied more labor
to colonial establishments than any other zone in Kenya. Hence health
campaigns were often intensified during epidemic outbreaks in the attempt
to prevent the spread of disease to the labor destinations. It is hardly sur-
prising, therefore, that the rapid growth in the number of those vaccinated
represented an increase of over 300 percent within a period of just one year.
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As the demand for labor gained momentum, health campaigns in the
“labor provinces,” Nyanza, Western, Central, and Rift Valley, began to re-
ceive considerable attention. These two developments also coincided with
the commissioning of Dr. William J. Simpson with instructions to proceed
to Kenya to inquire into the state of health and sickness in the country. He
was to specifically “examine into the sanitary conditions of the Depen-
dency, to advise the local government and to report on the form which the
sanitary policy of the administration should take.”36 If credentials were
anything to go by, Simpson’s resume exhibited a distinguished record of
commitment to imperial sanitation paralleled by very few, if any, among
those who were known to the Colonial Office. On his enviable expertise
and vast experience in tropical countries, Herbert Read, who was the prin-
cipal clerk in the East African Department at the Colonial Office, recorded
in his minutes, “He is certainly the best man to send out, and he did admi-
rably for us in West Africa. His experience in Calcutta, South Africa, Hong
Kong, Singapore and on the TAMS [Tropical Advisory and Medical Ser-
vice] Committee will all come in useful.”37

Thus, Professor Simpson was not a stranger to Africa. He had visited
West Africa in 1908 during a major outbreak of plague in Accra, Gold
Coast (Ghana). During the visit, and in response to a request by the Secre-
tary of State, he investigated the sanitary condition of some principal towns
of the Gold Coast, Sierra Leone, and Southern Nigeria. On the impact of
his West African mission, Henry Lambert, the Under Secretary of State,
noted:

His report on this aspect of his mission was laid before Parliament (as Cd.
4718); and it is no exaggeration to say that it forms the basis on which the
sanitary organisation of the West African Colonies is being built up, and that
it is to Professor Simpson’s suggestions and to the experience which he ac-
quired by his visit that much of the striking improvement in the health of
the European community is to be attributed.38

Professor Simpson was also described by Lambert as “one of the foremost
authorities on bubonic and pneumonic plague,” which were prevalent in
the Protectorate.39 Lambert’s support for Professor Simpson is pertinent to
the issue of Simpson’s controversial recommendations, which led to many
disputes in most of the places where his services had been requested on
matters of sanitation and plague control.40

Simpson’s “gospel” of segregation in urban planning and sanitation
was well known.41 The population of the EAP was quite diverse, composed
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of Africans, who primarily resided in the countryside, and Europeans and
Asians, most of whom lived in the townships. Simpson came to the EAP at
a time when the sanitary conditions in the townships were inciting a lot of
political debate pertaining to the issue of segregation in urban residential
and business locations. In addition, the reserves were under constant threat
of plague and smallpox.42 The challenge facing Simpson was enormous.
But if Simpson’s previous prescriptions for such demographic, political,
and epidemic terrain were anything to go by, this leading expert was in a
familiar environment and his recommendations were surely predictable:
separate and unequal development of health care facilities in the country.

Professor Simpson made several recommendations, often ignored in
the analysis of his turbulent career, one of which was the hiring of more
medical personnel. In the case of North Nyanza, for example, he noted, “in
the District with a population of over 300,000 there is no European Medi-
cal Officer. It adjoins the Mbale and Bukedi District of Uganda in which
plague prevails and it has trade relations with Kisumu in which plague also
prevails.”43 He also recommended the creation of an autonomous sanitary
department distinct from the Medical Department and the posting of sani-
tary inspectors to all the townships. Simpson’s investigation affirmed the
unhealthy state of Mumias. He noted the grim situation of the township in
the following words: “Since June 1905, three Europeans and one Goanese
have died of Blackwater fever and there have been sickness and deaths from
the same cause among the Swahilis and Indians.”44 Simpson identified the
problem of Mumias as being caused by the situation and conformation of
the ridge on which the township stood, with its slabs of granite outcropping
near the surface, and its streams of water issuing from different levels, render-
ing drainage ineffective.45 As a result, he recommended the shifting of the
district headquarters of North Kavirondo from Mumias to a more suitable
place, Kakamega. The move was effected after World War I.46 Mumias was
abandoned in early 1919 after the death of two officers from blackwater fever.
Mumias had reportedly “gained an unenviable notoriety as a death trap . . . the
cemetery of which contains no less than eight European officers.”47

Significantly, the main reason for the shift of the headquarters from
Mumias was the number of Europeans who had died at the station. The
number of European casualties had made the town notorious among health
and administrative officials in the country. Both Shula Marks and Philip
Curtin have ably addressed the theme of disease and race in the colonial
setting, averring that the diseases that attracted most attention were those
that claimed the lives of Caucasians in Africa and Asia.48 Work on the new
district headquarters at Kakamega began in February 1919.49
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Suffice it to note, however, that the sad epidemiological history of
Mumias predates colonial rule and was well known to the local people. The
township had been a major center in precolonial times. Its sorry state forced
its abandonment in 1870 by Nabongo Mumia, who shifted his capital to
another spot altogether. However, Mumia gave it to European officials for
use as a base for their activities when they made their appearance in West-
ern Kenya in the 1890s.50 In 1898, for example, an Assistant District Of-
ficer, D. Mallock, died of blackwater fever. In the next year, in a single
incident, over fifty people perished:

Mr. Grant’s large caravan of Busoga transporting the Indian Regiment to
railhead was a source of much anxiety especially on their return journey,
owing to the awful mortality; some 50 men died in one night at Mumias of
acute dysentery, and after the caravan had passed it left an epidemic among
the natives along the route of march.51

The irony of the saga of Mumias lies in the fact that, despite local aware-
ness about its sorry epidemiological status, it was the word of Simpson that
forced the government’s decision to shift the headquarters to another place.
Although the conditions that plagued the township of Mumias were obvi-
ous to the local population, their knowledge was considered irrelevant in
the colonial state’s decision-making process. The state valued the expertise
of those schooled in Western tradition and science. It doubted the knowl-
edge of local people in spite of the fact that such expertise was based on
years of accumulated experience.

Professor Simpson’s most controversial recommendation pertained
to the enactment of legislation to control the development of townships.
He strongly recommended that urban segregation should be institutional-
ized by the enactment of a public health ordinance. This recommendation
was to be the cornerstone of urban development in the Protectorate and a
major issue of controversy between the colonial state, the Colonial Office,
the India Office, and the local European and Indian communities. It was
also a major cause of postwar militancy among the African population in
the towns.

The controversial nature of the recommendation is best illustrated by
the events following the promulgation of the Public Health Ordinance of
1913, which was heavily influenced by the politics of racial segregation.
The view of Governor Henry Belfield was that it was “an interim measure
pending the enactment of the General Public Health Ordinance for the
Protectorate.”52 Nevertheless, Belfield emphasized the recommendation of
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segregation to legitimize his preconceived notion of separate development
by instituting the interim ordinance without consulting with the other
interested parties. To strengthen his hidden agenda, which had now been
given “scientific” credibility by Simpson, the interim ordinance was struc-
tured to give the Governor statutory powers to invoke the ordinance if and
when it was deemed necessary to stop the transfer of private land in the
townships from one group to another on the grounds of health. Once again,
Belfield would be drawn into a controversy over the clauses he had enthu-
siastically embraced and sought to institutionalize.

The East Africa Indian Congress saw in the bill a deliberate move by
the colonial state to institutionalize segregation in residential and commer-
cial areas in townships.53 The reaction of the East Africa Indian Congress
was swift and forceful in protesting against what it viewed as outright dis-
crimination against the Asian communities. The Congress demanded that
the zoning provided for in the ordinance be revoked. However, Governor
Sir Henry Belfield defended the status quo by arguing that

The definition of Indian location in township is a measure which is essential
to the maintenance of health and sanitation. In cases of epidemic disease no
portion of our mixed urban community is more obstructive to ameliorative
measures than the Indian members.54

Belfield went even further to suggest that the Secretary of State should
write to the East Africa Indian Congress and reprimand its officials for
agitation against segregation.55 There is no evidence that the Secretary of
State honored that request.

Moreover, the Indian Congress continued its attack on the interim
ordinance, pointedly countering that the law could be made to deal with
“individuals who ignore recognized canons of decency and sanitation” with-
out espousing racial segregationist tendencies.56 The Congress further ar-
gued that “the law is, or can be made, strong enough to deal adequately
with all, without it being racial or class legislation, because it is a truism
that no race or people has a monopoly of all the virtues or all the vices.”57

The outbreak of World War I resigned the debates on the framing of the
colonial health care policy to limbo, as military campaigns came to occupy
center stage for the next four years.

However, the debates were resurrected after the end of the war as the
colonial state and the Colonial Office began to put into effect most of the
recommendations of Professor Simpson. Thus, the war constitutes a water-
shed in the politics of restructuring the fledgling colonial health care sys-
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tem. The experience of the course and conclusion of the war revealed an
urgent need to review Simpson’s report to establish a coherent, specific,
and goal-oriented health care policy. Colonial health care policy until the
end of the war involved mainly containment of epidemics by medical screen-
ing and segregating “at-risk” populations. Colonial health care enforcers
tried to contain epidemics. One method of containment was the medical
screening of those who were moving out of the reserves into colonial em-
ployment, to avoid the transfer of disease to their places of employment.
Finally, the colonial state pushed for segregation to protect Europeans in
urban areas from being “infected” by the other racial groups who were
erroneously viewed as potential disease carriers.

These factors influenced the colonial state’s “management by crisis”
approach to prevention and control of disease. During the shadow-boxing
era, ad hoc measures were instituted and aggressively pursued during epi-
demic outbreaks. However, the measures were less aggressively enforced as
the virulence of a disease declined and were sometimes abandoned once
the epidemic was contained or had run its course. Such stop-gap measures
inhibited the formulation and implementation of a comprehensive and
effective health care policy. In the case of plague, for example, Professor
Simpson opined:

The safety lies in a systematic and organised rooting out of the seeds of the
disease from the country. This cannot be accomplished without a properly
organised and effective health organisation endowed with adequate powers
such as I have recommended.58

Thus, when Professor Simpson submitted his memorandum on the state of
sanitary conditions in 1917, he revisited some major issues that were em-
bodied in his 1914 report. He wrote:

The most important matters for consideration are the continued prevalence
of plague, the insanitary condition of the towns and trade centres and the
great wastage from disease and the facilities afforded for the extensive spread
of epidemics in connection with labour and its movements between differ-
ent parts of the country. Each of these alone is capable of effecting much
avoidable injury to human life, but when combined as they are in East Af-
rica, the alliance is a most powerful one, and is a grave danger to the inhab-
itants and to the prosperity of the country. Further the lack of an efficient
sanitary organization and administration in the country and the absence of a
Public Health act practically leaves East Africa in an undefended condition.59



In Search of Compromise: Economy, Labor, War, and Related Epidemics 59

The contents of this memorandum and of Simpson’s 1914 report, together
with the experience of the war, constituted the immediate backdrop to the
public health measures that were instituted during and after World War I.

The Agony of War and Related Epidemics

The outbreak of World War I, particularly the invasion of the East Africa
Protectorate (now Kenya) from German East Africa (now mainland Tanza-
nia), in September 1914, immediately drew the people of Kenya into a
world conflict whose causes and origins were, to them, clouded in mystery,
ambiguity, and contradictions. Initially seen as a European war, it became
very African in terms of the massive recruitment for the Carrier Corps, the
dislocation of local economies, the outbreak of epidemics, and the atten-
dant high mortality rates. The colonial state instituted several measures
aimed at mobilizing the population to contribute toward the war effort.60

The Registration of Persons Ordinance, which made the registration of
adults compulsory within the Protectorate, was introduced in the Legisla-
tive Council in September 1915 and passed in December of the same year.61

Pursuant to the ordinance’s objective, Governor Belfield mobilized and se-
cured the support of the “military, civil and administrative authorities” in
the registration process as well as the conscription exercise.62 District com-
mittees worked closely with the War Council in ensuring that conscription
proceeded uninterrupted.63 But the colonial state’s medical policy in the
country before the outbreak of World War I had been primarily urban-
focused. The countryside, where the majority of the population lived and
farmed, came into the health spotlight only during epidemics of diseases
such as plague, smallpox, or sleeping sickness. The conspicuous state of
neglect and the disorientation that had developed over the years consti-
tuted a major obstacle to the realization of the measures to ensure African
participation in the war. In an attempt to address the imbalance in the
provision of medical services, massive vaccination campaigns were carried
out in order to produce healthy conscripts (see Tables 3.1 and 3.2). During
the process of registration, individuals perceived to be physically fit and of
military age were identified and subsequently recommended for examina-
tion at designated camps. The number vaccinated against smallpox increased
steadily from a low of 131,000 people in 1913 to a high of 977,055 in
1916 before dropping to 297,303 in 1917 (see Tables 3.1 and 3.3).64 The
administration’s offensive against disease in the countryside, though ad hoc
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and belated, was significant in a number of ways. The reporting of disease
outbreaks was intensified and regularized. Such reports were given prompt
attention by the administration and the medical authorities. Table 3.3 is
instructive with regard to the government’s efforts in the vaccination cam-
paigns against smallpox in 1917. The total figures for the entire Protector-
ate in the preceding years are also encouraging as shown in Tables 3.1 and
3.2. The exceptionally high figures for 1916 are due to the wide spread of
smallpox in the area from the Bukedi District in eastern Uganda in the
latter half of 1916.65

But despite these efforts, the figures also demonstrate the fact that
out of a total of 297,303 vaccinations that were carried out, only 2,467
were described as definitely successful. First, vaccination is a preventative
measure that works best when the individual has not been exposed to the
disease. As discussed in chapter 2, reaching the target population was often
a problem because of the undeveloped infrastructure, as well as the failure
to gather information well in advance of the campaigns. Consequently,
some of the victims were vaccinated when it was too late. Second, the number
of “unknown” cases reflected the fact that there were no concerted efforts
to examine the impact on those who had been vaccinated. In addition, the
conditions under which the lymph, which was manufactured at the Bacte-
riological Laboratory in Nairobi, was stored and transported also consti-
tuted a problem.

TTTTTable 3.1 Summarable 3.1 Summarable 3.1 Summarable 3.1 Summarable 3.1 Summary of Smallpox Vy of Smallpox Vy of Smallpox Vy of Smallpox Vy of Smallpox Vaccinations Performed betweenaccinations Performed betweenaccinations Performed betweenaccinations Performed betweenaccinations Performed between
1913 and 1916 in the EAP1913 and 1916 in the EAP1913 and 1916 in the EAP1913 and 1916 in the EAP1913 and 1916 in the EAP

YYYYYearearearearear VVVVVaccinationsaccinationsaccinationsaccinationsaccinations

1913 131,747

1914 123,245

1915 162,184

1916 977,055
Source: EAP, Annual Medical Report 1916 (Nairobi: Government Printer), 30.
TTTTTable 3.2 Smallpox Vable 3.2 Smallpox Vable 3.2 Smallpox Vable 3.2 Smallpox Vable 3.2 Smallpox Vaccinations Performed at the Major Stations inaccinations Performed at the Major Stations inaccinations Performed at the Major Stations inaccinations Performed at the Major Stations inaccinations Performed at the Major Stations in

the Region Borthe Region Borthe Region Borthe Region Borthe Region Bordering Uganda, 1911–1917dering Uganda, 1911–1917dering Uganda, 1911–1917dering Uganda, 1911–1917dering Uganda, 1911–1917

YYYYYearearearearear KisumuKisumuKisumuKisumuKisumu MumiasMumiasMumiasMumiasMumias

1911 995 259

1912 4,527 91

1916 102,659 278,554

1917 12,348 95,456
Source: EAP, Annual Medical Reports 1916 and 1917 (Nairobi: Government Printer); NPAR, 1911–
1912 (KNA: PC/NZA/1/6), 1912–1913 (PC/NZA/1/7).
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The bold public health steps taken by the colonial authorities were
not without adverse consequences. For example, the risk from movements
of conscripts intensified following the enactment of the Compulsory Ser-
vice Ordinance, which came into effect in March 1917.66

Thousands of people from various epidemic zones mixed freely, with
adverse results. The 1916 outbreak of smallpox in parts of Kenya bordering
Uganda was attributed to such movements:

In the North Kavirondo District (peopled mainly by the various groups that
constitute the Luyia community) owing to the constant call for carrier Corps
for the Military and also as a consequence of the Chiefs being informed of

TTTTTable 3.3 Vable 3.3 Vable 3.3 Vable 3.3 Vable 3.3 Vaccination Centers and Vaccination Centers and Vaccination Centers and Vaccination Centers and Vaccination Centers and Vaccinations Given at Eachaccinations Given at Eachaccinations Given at Eachaccinations Given at Eachaccinations Given at Each
Station, 1917Station, 1917Station, 1917Station, 1917Station, 1917

StationsStationsStationsStationsStations                      V                     V                     V                     V                     Vaccinationsaccinationsaccinationsaccinationsaccinations

NumberNumberNumberNumberNumber FailedFailedFailedFailedFailed PerfectPerfectPerfectPerfectPerfect UnknownUnknownUnknownUnknownUnknown

Mombasa 3,920 86 139 3,695

Malindi 3,961 —- —- 3,961

Machakos 2,441 277 634 1,538

Nairobi (Prison) 37,366 —- —- 37,366

Nairobi 1,077 94 369 614

Kiambu 1,242 —- —- 1,242

Makindu 50 6 40 4

Kitui 7,450 —- —- 7,450

Naivasha 262 1 10 251

Nakuru 1,012 362 410 340

Eldama Ravine 2,223 —- 11 2,212

Kabarnet 51 12 31 8

Kacheliba 1,516 533 768 217

N. Turkana 60 15 43 2

Fort Hall 33,044 —- —- 33,044

Nyeri 21,305 —- —- 21,305

Embu 4,651 —- —- 4,651

Meru 22,918 —- —- 22,918

Kisumu 12,348 —- —- 12,348

Mumias 95,456 —- —- 95,456

Kericho 36,759 5 12 36,742

Nandi 2,523 —- —- 2,523

TOTAL 297,303 1,386 2,467 293,450
Source: EAP, Colonial Annual Report, 1917/18 (London: HMSO, 1919).
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the contemplated increase of the Hut Tax from April 1st, 1916, a number of
natives living in proximity to the Uganda Protectorate crossed the boundary
to Uganda territory. This disease was reported as being prevalent in Uganda
during the year and it is probable that the Mumias District was infected
from here. From Mumias the disease spread to the northern locations of the
Kisumu District (peopled mainly by the Luo) thence to Kisumu itself and
southward through Nyakach to the Kisii District (home to the Gusii com-
munity).67

In the northeastern part of the district, a similar movement occurred amongst
the Bukusu, a Luyia group, when “a number of natives . . . migrated to the
Trans-Nzoia farms; a number of these have been returned back.”68

Besides smallpox (for which, see also Table 3.4), bubonic plague, which
had subsided after the initial invasions of 1902, 1904–1905, and 1908,
surfaced again, particularly in the border regions of Kenya and Uganda.
This increased incidence of pestilence had immediate effects on health,
mortality, and disease patterns. The natural frontiers created by Africans to
contain disease had since the beginning of colonial governance been con-
tinuously eroded as a result of forced movements, which gained momen-
tum during the war.69 Conscription aggravated a vulnerable and unstable

TTTTTable 3.4 Reported Cases of Smallpox and Related Deaths atable 3.4 Reported Cases of Smallpox and Related Deaths atable 3.4 Reported Cases of Smallpox and Related Deaths atable 3.4 Reported Cases of Smallpox and Related Deaths atable 3.4 Reported Cases of Smallpox and Related Deaths at
VVVVVarious Locations in the Borarious Locations in the Borarious Locations in the Borarious Locations in the Borarious Locations in the Border Region, 1916 and 1917der Region, 1916 and 1917der Region, 1916 and 1917der Region, 1916 and 1917der Region, 1916 and 1917

LocationLocationLocationLocationLocation 19161916191619161916 19171917191719171917

CasesCasesCasesCasesCases DeathsDeathsDeathsDeathsDeaths CasesCasesCasesCasesCases DeathsDeathsDeathsDeathsDeaths

Mumias 104 6 6 4

Yala 22 7 —- —-

Gem 225 106 187 39

Alego 120 1 1 —-

Marama 227 37 37 7

Wanga 178 88 88 24

Wamia 129 23 760 272

Bukhayo 23 6 86 35

Marachi 42 8 4 —-

Ugenya 13 4 4 1

Mukulu 194 44 —- —-

Samia 38 16 18 3

Buholo 7 2 71 20

TOTALS 1,322 442 1,272 406
Source: EAP, Annual Medical Reports 1916 and 1917 (Nairobi: Government Printer).
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epidemic environment that facilitated the spread of disease among the ci-
vilian population.

There was a shifting of resources from rural households to the war
front and a “feminization” of the food production process as the majority
of women assumed a wide array of domestic chores hitherto either shared
with men or performed mainly by them. This change undermined the eco-
nomic viability of the rural economies. Most households experienced diffi-
culties in sustaining the rate of food production and in securing a means to
cover any shortfall in production. As a result, production in the reserves
underwent readjustment in response to the challenges brought about by
the war. The demands made by the colonial state brought stress and crisis
to the household economy.

The colonial administration requisitioned food from the local popu-
lation. During the East African campaign, Kenya lost several thousand head
of cattle through state-sanctioned requisitions.70 The chiefs and elders in
Nyanza Province, which was the home of the Luo, Luyia, Gusii, and Kuria
communities, were reportedly making “spontaneous gifts of livestock as
meat for Troops, and assisting very materially in sending out their men to
join [the] Carrier Corps.”71 Whether the animals provided by these com-
munities were gifts and the men going out to serve in the Carrier Corps
were self-motivated volunteers, without any compulsion from the chiefs, is
debatable. The agents of the colonial state were bestowed with powers to
extract the supplies required for the war effort by force if necessary. When
peaceful demands could not produce the desired results, compulsion was
an acceptable alternative.

Besides providing direct military labor and food supplies for the war
effort, the colonial administration also initiated direct cash payments to
subsidize the government’s expenditures. The East African War Relief Fund
was started in September 1914 to care for disabled volunteers and depen-
dents of Europeans killed in active service.72 In the next year, John Ainsworth
set up a separate fund meant to “provide extra medical comfort for African
soldiers, stretcher bearers, and Carriers while actually in hospital.”73 The
response to Ainsworth’s visionary action was overwhelming. By mid-Octo-
ber 1915, “some 28,000 rupees had been collected with 17,000 of it com-
ing from Africans.”74 At the same time as money was being collected for the
War Relief Fund, the newly increased hut tax was being collected. The
increase in the tax from three to five rupees was high, since wages stood at
six rupees per month.75 Even for those who were wage earners, meeting the
tax obligation was not easy in the face of increasing prices and high tax
rates. For those who farmed, more produce had to be sold to raise money
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for the tax. These adverse conditions resulted in the migration of a large
number of people from the border districts of Central and North Kavirondo,
occupied by the Luo and Luyia groups respectively, to Uganda to avoid
paying the tax (see Table 3.5 for tax collection from these districts).76 The
options available to the local population were few: emigration or harass-
ment and impoverishment.

Thus, as war demands and disease outbreaks continued to plague the
country, their impact on the general economy began to engage the atten-
tion of Governor Sir Henry Belfield, who responded by establishing the
1917 East Africa Protectorate Economic Commission to inquire into the
economic problems facing the country. Several passages from the
commission’s report address the state of economic and epidemic apathy
existing in the countryside: the “drain on native stock has thus been severe
and has resulted in a shortage of suitable bulls for breeding purposes. . . .
The immense drain on the country for military labour affected conditions
in the reserves and cultivation was beginning to decrease. . . . Public Health
is also extremely bad in the reserves . . . [and] . . . the medical facilities are
wholly inadequate.”77

The economic and epidemic vulnerability of the country was com-
pounded by the diseases brought into the reserves at the end of the war.
The demobilization of the Carrier Corps was not undertaken with due
consideration to the epidemiological impact of the carriers’ return. They
had been away for years in various environments, some of which were quite
different from their regions of origin. Their service as carriers had made
them susceptible to various infections and diseases. Disease had been their
companion as well as a constant threat to their lives. Many of them had
succumbed to disease and related problems rather than to wounds.78 Even
after demobilization, disease continued to claim its victims from among

TTTTTable 3.5 Hut Table 3.5 Hut Table 3.5 Hut Table 3.5 Hut Table 3.5 Hut Tax Collections (in Rupees) in Nyanza, 1913–1914 toax Collections (in Rupees) in Nyanza, 1913–1914 toax Collections (in Rupees) in Nyanza, 1913–1914 toax Collections (in Rupees) in Nyanza, 1913–1914 toax Collections (in Rupees) in Nyanza, 1913–1914 to
1918–19191918–19191918–19191918–19191918–1919

CentralCentralCentralCentralCentral NorthNorthNorthNorthNorth SouthSouthSouthSouthSouth TOTTOTTOTTOTTOTALALALALAL

1913–1914 270,939 383,565 250,965 905,469

1914–1915 303,354 417,126 263,928 984,408

1915–1916 308,556 426,357 253,326 988,239

1916–1917 501,460 661,245 429,685 1,592,390

1917–1918 548,920 639,000 478,120 1,666,040

1918–1019 565,835 626,970 496,790 1,689,595
Source: NPAR, 1918–1919, KNA: PC/NZA/1/14, 7.
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the returning carriers.79 The haphazard way in which the demobilization
exercise was conducted demonstrated the laxity on the part of the colonial
state in arresting the spread of disease to the reserves.

The Carrier Corps camps, which had played a pivotal role in the
vetting of recruits during the conscription period, were not effectively uti-
lized in the screening of those returning after the war. The Principal Medi-
cal Officer, in his report for the period ending 31 December 1918, noted
the apparent inability to prevent the spread of diseases into the reserves:

The return of large numbers is having an inevitable effect on the country; this in
spite of the most admirable efforts of the medical work of the Carrier Corps. It
was not possible for the civil department to take over the segregation of disease
“carriers.” Thus various diseases became especially prominent.80

Essentially, the camps were meant only for controlling the spread of disease
from the outlying districts to the townships and the places where the con-
scripts were deployed. They were neither primarily nor expressly meant to
serve the reserves. As a consequence, the camps’ significance temporarily
declined following the end of hostilities. This laxity in enforcing the neces-
sary medical procedures during the return of the Carriers Corps in 1918
precipitated the spread of the influenza epidemic in the countryside. From
September through December 1918, the country was under siege by influ-
enza (see Map 2). In the majority of cases, the epidemic reportedly mani-
fested itself in a comparatively mild form during the initial stages when it
was often misdiagnosed as bronchitis.81

The pattern of the spread of the influenza epidemic in the country is
far from clear. According to one source,

Towards the end of September, Influenza was notified at Mombasa, the con-
dition apparently accounting for six deaths on board a vessel that had come
from India, where the occurrence of the disease had been notified earlier in
the year. Within a few days Nairobi was invaded and from then until the end
of the year the epidemic swept through the country.82

But according to another source,

Prior to the recognition of the condition there had been an universal amount
of coryza “fever” observed among certain communities, i.e. police at
Mombasa, Kings African Rifles in Nairobi, and Lamu, a coastal town that
had no communication with other countries during September, reported
fatal Influenza early in October.83
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Some could argue that had the epidemic in India been reported early in the
year, it could have reached the coast of Kenya much earlier than is sug-
gested by the first source. The likely explanation, however, is that the epi-
demic manifested itself in Kenya more or less at the time when the deaths
on board a vessel from India anchored at Mombasa were reported. The fact
that the reported fever was identified with specific locations whose resi-
dents were closely tied to the recently concluded war is, in itself, an indica-
tion of the source of the epidemic. Although Lamu is reported to have had
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no communication with other countries, the movement of people in dhows
across the ocean cannot be ruled out. “No communication with other coun-
tries” does not necessarily mean that that there was no movement of people.
At any rate, there is no evidence that Lamu was under quarantine or curfew
during the time.

The spread of the epidemic upcountry was mainly due to the return-
ing Carrier Corps. As they disembarked at the various railway stations, the
epidemic began to spread first through the railway settlements then to the
outlying districts. Furthermore, two major events occurred during this time,
which also precipitated the spread of the influenza epidemic in various
parts of the Protectorate. One incident was the Police Decoration Parade at
Nairobi, which police from all parts of the country attended. The second
was the Red Cross celebrations at the Stanley Hotel in Nairobi which were
also attended by people from all parts of the country and at which “even
people suffering from Influenza were present.”84 The epidemic, with an
incubation period that varied from thirty-six hours to four days, swept
through the country like a tidal wave. Within just a few months it turned
into a major crisis in the entire Protectorate.85 The Principal Medical Of-
ficer issued a circular to all medical officers in which they were advised on
the precautionary and curative measures to be undertaken. Public meet-
ings, as well as contact with infected persons, were to be avoided.86 The
precautionary measures were undermined by the haphazard nature of the
demobilization of the Carrier Corps, which proceeded without due regard
to the epidemiological impact of their return.87

Although the whole population was attacked, some groups were more
vulnerable to the epidemic than others. Vulnerability varied according to
race, gender, age, and lifestyle. Africans and Indians were reported to have
suffered greatly, “almost to a man, owing to the very crowded mode of
living and the lack of ventilation.”88 Among Europeans “there was a 70
percent incidence.”89 The difference in the susceptibility of the various groups
stems primarily from the segregation in urban areas, which resulted in the
banishment of Africans and, to some extent, Indians to densely inhabited,
less desirable locations.90 Such locations, though artificially created by the colo-
nial state, naturally became prone to infectious diseases. Against this back-
ground of segregation in residential areas, the lower incidence of the epidemic
among the Europeans is understandable given the submission by Dr. Hamilton
in his report that “those who escaped infection” included “those who lived an
open air life, and escaped any close contact with infected cases.”91

As for gender and age, Dr. Hamilton reported that “women and chil-
dren escaped infection more than men, and as a rule were much lighter
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affected when attacked, though there were some bad cases of pneumonia
among them.”92 Since the death toll registered in the townships and colo-
nial medical establishments was only one-twentieth of the death toll re-
ported nationwide (including figures supplied by missionaries and others
for the reserves), it may not be possible to sustain Hamilton’s thesis at the
Protectorate level.

The lifestyles of the population were an important factor in mortality
rates. It was reported that “those run down in health suffered worse.”93 The
epidemic hit the Protectorate at a time when the communities in the re-
gion were experiencing stress brought on by famine and almost two years
of plague and smallpox. The livelihood of local communities in Kenya had
been adversely affected by changes in household economies as well as in-
creased incidence of disease. People’s resistance to epidemics became greatly
compromised.

The Principal Medical Officer of Health reported that the certified
number of cases of the disease through the end of December 1918 was
501,772, with 39,927 deaths.94 These certified numbers, however, reflect
only the deaths that occurred in the colonial medical establishments and
townships. The Principal Medical Officer himself admitted that records
compiled by administrative officers, missionaries, and elders put the num-
ber of deaths at approximately three times the number he cited. In addi-
tion, many deaths in the reserves may have gone entirely unrecorded.

The end of World War I saw a continuation of the battles among the
various stakeholders in the colonial health care system. Of particular con-
sideration was what should be done to improve the pathetic health situa-
tion brought about by postwar demobilization. To complicate matters, the
colonial state was faced with the challenge of addressing the recommenda-
tions of several colonial commissions of inquiry on matters related to the
health issue. Also, the colonial state faced an image crisis. Until the end of
the war, the state had exhibited mean, secretive, and authoritarian tenden-
cies that hardly afforded dissenting views any share in the discourse on
health and healing.

Legislating the 1921 Public Health Ordinance

By the end of 1918, the colonial state, smarting from the various prewar
commissions and reports on health care, as well as the need to recast its
image, was on the verge of transforming itself into an interventionist and
mediatory institution on issues of health. Critical to this transformation
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were the debates and discourses on the 1921 Public Health Ordinance.
Largely based on the Public Health Act of the Union of South Africa, No.
36 of 1919,95 the 1921 Ordinance brought to the fore divergent and parti-
san interests, as well as the views of various groups, experts, and adminis-
trators from within Kenya and beyond.

The India Office attacked Simpson’s proposal for the tripartite devel-
opment of townships. This was a proposal about which Simpson was most
definite, calling for “absolutely separate quarters or wards in every town or
trade centre and a neutral belt of open unoccupied land at least 300 yards
in width between European residences and those of Asiatics and Africans.”96

Simpson’s word on this issue was considered final, and was never subjected
to any consideration by other experts. In fact, as previously noted, Gover-
nor Belfield had, as early as 1914, effectively invoked it to enforce separate
development in the townships.

The British India Association of East Africa attributed the insanitary
plight of Indian residential areas in Mombasa, Nairobi, and Kisumu “to
the Government’s failure to allot land for the extension of the area for In-
dian dwelling houses and the prohibition against Indians in the areas re-
served for Europeans.”97 Partly in response to these protests, the Secretary
of State, Lord Milner, in April 1920 received a deputation of Indian repre-
sentatives sent from East Africa to present Indian grievances.

Milner’s meeting with the Indian deputation resulted in his reconsid-
ering a whole range of issues affecting the Indian community in Kenya, but
did nothing to change his attitude toward the privileged status of Europe-
ans. Milner was cautious, but neither sympathetic to Indian concerns nor
specific on how to address the problem at hand. Small wonder then, that
Milner’s reconsideration of the situation in the colony, particularly on the
issue of segregation, did not result in any fundamental change of policy.
Milner affirmed the relevance and significance of the policy of “race-segre-
gation” in revealing terms:

A . . . matter to which much attention has been directed is the policy which
for convenience may be termed “race-segregation.” I regret that this policy
should have given offence to the Indian community, and I feel sure that they
are under a misapprehension on the matter. There is no question here of
discrimination against the Indians. In this case, as in that of land settle-
ments, I have no wish to sacrifice Indian to European interests. But I am
convinced that, as long as the Indians are fairly dealt with in the selection of
sites, the principle that in the laying out of townships in tropical Africa sepa-
rate areas should be allotted to different races is not only from the sanitary
point of view but also on grounds of social convenience the right principle.
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It is in my opinion best for all races, European, Indian or native. I desire
therefore that this principle should be adhered to in residential areas, and
whenever practicable, in commercial areas also.98

Thus Milner simply affirmed what Governor Belfield had upheld as a sac-
rosanct principle, and one which his successor, Sir Edward Northey, wanted
strictly adhered to in the Colony and Protectorate of Kenya.99 Their con-
currence was an affirmation of Simpson’s report. However, the Secretary of
State for India, Edwin Montagu, did not appreciate Milner’s statement. He
countered:

If, then, the object in view is sanitation and social convenience, we submit that
the criterion should be the class of business and not nationality. . . . These fears
do not appear to us to be groundless. In the projected plans of Nairobi, Mombasa,
and Kisumu in Professor Simpson’s Report, the areas demarcated for European
and Asiatic residence respectively, apart from any question of convenience are
wholly disproportionate to the numbers of the two communities. It seems to
us, indeed, almost inevitable that compulsory segregation will mean that the
best sites will be allotted to the race which is politically most powerful.100

The comments of the Secretary of State for India, as well as protests from
the two Indian associations, had some impact on both the Colonial Office
and some medical officers within Kenya. The protests, which were also
noted by the Principal Medical Officer, influenced the writing of the final
Public Health Bill of 1921.

The Public Health Bill of 1921 was described by the Kenya Attorney
General, Lyall Grant, as being the “outcome of the need generally recognised
for some years past, for the provision of a general enactment regarding
public health.”101 Such a need, Grant continued, “has been frequently dem-
onstrated more especially in times of epidemic.”102 The country had been
operating without comprehensive legislation on public health since the dawn
of British colonialism. Several laws applying to specific diseases and insti-
tutions existed. The Township Ordinances, the Infectious Diseases Ordi-
nance, and the ordinances dealing with specific diseases such as sleeping
sickness, smallpox, and leprosy were examples. The existence of these vari-
ous laws shows the ad hoc manner in which the colonial state grappled
with disease control. Control measures were often legislated at the out-
break of epidemics without any long-term plan for fighting future epidem-
ics. The active lifespan of such legislation was, in general, quite short.

The Public Health Bill of 1921, passed by the Legislative Council on
21 March, did not immediately receive the Governor’s assent because of its
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controversial nature, particularly the clauses pertaining to segregation in
the townships. In a confidential note to Winston Churchill, the Secretary
of State, the Acting Governor wrote: “In view of the contentious nature of
the measure, I have not assented to the Ordinance, and I should be grateful
if I might be informed by telegram whether your approval and his Majesty’s
assent will be given in this case.”103 The most controversial aspect of the
document was Part XIII, which pertained to segregation. Though included
in the final bill, Part XIII had not been unanimously agreed upon. Contro-
versy over its inclusion had necessitated the establishment of a Special Com-
mittee of the Legislative Council to examine the significance of its inclu-
sion in the final draft of the bill.

The Special Committee reported to the Legislative Council that the
inclusion of Part XIII was unnecessary since there were already several strin-
gent regulations in the bill which could be invoked with regard to main-
taining sanitary conditions. Committee members submitted that the “seg-
regation clauses were superfluous.”104 However, the recommendation of
the Special Committee was ignored by the Legislative Council and subse-
quently rejected on the grounds that Professor Simpson was a scientist and
expert of no mean repute whose input in the framing of that portion was
final. Proponents of Part XIII further argued that the previous Secretary of
State had concurred with Professor Simpson on that score and even pub-
licly announced a policy to that effect.105 The Legislative Council resorted
to dubious precedents to retain that controversial section.

The Principal Medical Officer, in opposition to the inclusion of Part
XIII, emphatically argued that “clauses dealing with segregation should not
properly be included in a Public Health Bill but should be dealt with in a
separate measure as a question of policy and social convenience.”106 The
inclusion of the controversial section shows how a well-intentioned public
legislative measure could be manipulated by the insertion of politicized
clauses aimed at serving specific interests. The scenario also demonstrates
how professional advice pitted against entrenched interests might be ig-
nored. The colonial state was not a monolithic institution.

After consultations within the Colonial Office, the Governor in
Nairobi was directed to resubmit the bill without the controversial Part
XIII, and once it was passed, he was granted a mandate to assent to the
revised bill at once. Two major considerations forced the Colonial Office to
order the exclusion of Part XIII. One was the enormous controversy over
the issue of segregation. Certainly the agitation by the India Office as well
as the Indian associations in East Africa had yielded some positive results.
The Colonial Office stated that “the Secretary of State does not consider it
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desirable to prejudice the question of segregation which is still under con-
sideration by placing Part XIII on the Statute Book.”107 The Principal Medi-
cal Officer’s recommendation that clauses dealing expressly with segrega-
tion be excluded from the bill was also a major influence. In justifying its
decision, the Colonial Office evoked the advice by the Principal Medical
Officer that “segregation of races, if it is to be accepted as the policy, had far
better . . . form the subject of a separate Ordinance.”108 The response and
decision of the Colonial Office thus demonstrates its moderating influence
on colonial legislation.

This turn of events speaks to the wider significance of commissions
of inquiry as well as legislative councils in the colonial setting. While, by
and large, such commissions and councils were used to resolve the dilem-
mas regarding public policy with a view to legitimizing the state’s course of
action, the colonial state was not a totally autonomous state. Some of its
controversial decisions were subject to ratification by the Colonial Office. Con-
sequently, minority concerns within the Legislative Council or countervailing
views from professionals, as well as dissent from pressure groups, moderated
the tempo, conduct, and outcome of controversial debates.

However, the non-inclusion of specific clauses dealing with outright
segregation did not alter the fundamental principle of the separation of
races in the residential locations. The Governor was granted powers, sub-
ject to approval by the Secretary of State, to direct the zoning of residential
locations if he deemed it to be in the public interest.109 What constituted
the public interest was not precisely defined and hence left to the discretion
of the Governor. This ambiguity resulted in the betrayal of the spirit of the
legislation, since the Governor’s discretion was often invoked in the zoning
of residential locations within the townships.

The 1921 Public Health Ordinance, albeit legislated amidst contro-
versy and containing loopholes, defined the role of the state in medical
matters in the country. However, at a practical level, that role was still af-
fected by the fact that the state and medical authorities believed they knew
what was best for the general population. The new ordinance was an elitist
piece of legislation, which like many others in the colonial setting was in-
formed by the choices made by the colonial state and medical authorities
on matters of health policies and priorities. In essence, the two concurred
on how best to address the course of health care in the country. It is not
surprising, therefore, that debates as well as competing visions emanating
from the rest of the society not only persisted, but also became more force-
ful from the mid-1920s onward. And it is to these debates that we turn in
the next chapter.
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Conclusion

The provision of colonial health care was very uneven, and this unevenness
was, by and large, politically and economically determined. Never dispensed
as an act of social benevolence, colonial health care was provided in refer-
ence to African participation in the colonial economy. However, that par-
ticipation had to be in the best interest of the state as defined by itself. As a
consequence, migrant laborers working for the colony engaged the atten-
tion of the state more than peasants on the reserves. The health of the
peasants was only relevant to the state during epidemics, which were per-
ceived to present a grave danger to the rest of society because of the interde-
pendent nature of the colonial economy.

The labor-intensive colonial economy and World War I were the two
most important factors in the period between 1910 and 1920 in matters of
health and disease control. It was these two factors that led to a rethinking
of colonial health policy in the rural areas. The movement of labor to and
from the workplace necessitated a shift in emphasis toward the provision of
health care in the rural areas. The outbreak of the war and the subsequent
conscription process further increased the need to reexamine the question
of health care in the colony as a whole. Various commissions of inquiry
before, during, and immediately after the war indicted the state for both
the slow growth and the uneven nature of colonial health care in Kenya.
Such commissions encapsulated the complex societal tensions and discourses
that engaged all the involved parties in a dialogue that sought to find a
compromise solution to the vexed issues of health care. The testimonies
given before various commissions of inquiry constitute prisms through which
the various voices, offices, and institutions which shaped the character of
colonial health care can be objectively reclaimed and projected to show
their latent, as well as their professed, intents. And it is to these latent, as
well as professed, intents, that we turn in subsequent chapters.
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Introduction

The making of the colonial medical profession in Kenya was conditioned
by the shifting political, economic, and cultural developments in the coun-
try. The usual means toward raising an occupation to professional status,
such as standardization of training and claims to a distinct and exclusive
body of knowledge, evoked intense debates, which revolved around the
type and quality of education for Africans, the nature of medical training
for Africans, gender and culture, and the theory and practice of biomedi-
cine as perceived by both the physician and the patient. The colonial medi-
cal profession placed its emphasis on hospitals and laboratories. It also ob-
jectified the patient, both as host and as victim of disease. It maintained its
insensitive posture to the patient’s psychotherapeutic needs. What could
not be determined through an array of tests on bodily fluids or sensed by
stethoscope was considered not germane to the patient’s treatment and
recovery. The emphasis on specific data and diagnosis, the enormous faith
in scientific investigation, and the claim to objectivity denied the subjec-
tive and sympathetic understanding of the patient any space in the colonial
medical profession. By reducing the patient to an object that had to be
acted upon according to established Western biomedical norms, the colo-
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nial medical profession in fact helped institutionalize traditional therapeu-
tic practices as a competitive and persistent alternative as well as a supple-
ment to mainstream colonial health care.

This chapter examines the politics that informed the growth and de-
velopment of the medical profession against the backdrop of the political,
economic, and cultural conflicts and compromises that shaped its opera-
tional limits in colonial Kenya. The chapter is organized into four sections.
The first section examines the basis of the selective issuing of licenses to
physicians. In the second section, I discuss the politics of the training and
placement of Africans in the colonial medical service. The relationship
among patriarchy, state, and gender is examined in the third section. In the
final section, I analyze the place of traditional healers and their services,
which were based on the principle that the patient was first and foremost a
subject and that medicine was both a science and an art. As an art, tradi-
tional healing projected the point of view that the practice of medicine
required a grasp of the cultural and social ideas that enabled the healer to
understand and appreciate the patient as a whole person.

The Politics of Licensing and Control

While the history of the colonial medical profession in Kenya dates back to
the days of the Imperial British East Africa Company, it was not until World
War I that streamlining the profession as well as formal training of Africans
for careers in health care became a deliberate policy in the country.1 The
development of the colonial medical profession in Kenya resulted from a
number of factors. The first two decades of British rule had exposed not
only the inadequacy of colonial health care services but also the biting short-
age of medical personnel. Also, by the early 1920s, the colonial state was
under intense scrutiny over its policies, particularly its commitment to the
welfare of Africans. As argued in the previous chapter, the colonial state
was a lean and mean state. Its provision of such social services as education
and health care was only undertaken in reference to their recipients’ signifi-
cance to the colonial economy. The period after World War I was charac-
terized by increased interdependence among various peoples and between
urban and rural areas, and an increase in the speed of the spread of disease.
The health care needs of the country required a vibrant health care profes-
sion.

However, the foremost critical development leading to the determi-
nation to streamline colonial health care service was the influx of Europe-
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ans into the Colony and Protectorate of Kenya under the Soldier Settle-
ment Scheme after the war. The large number of settlers necessitated a
supportive health care infrastructure. Indeed, the number of medical offic-
ers in the British protectorates and colonies was to be proportional to the
European population. For every one hundred Europeans, there was to be
one medical officer.2 The shortage of medical officers was not unique to
Kenya. Practically all the British colonies and protectorates were short-
staffed. The number of vacancies that were to be filled, however, varied
from one country to another in British tropical Africa. By the end of 1919,
Cameroon had 2 vacancies, the EAP had 27, Zanzibar had 2, Uganda had
4, and Nyasaland (now Malawi) had 2.3

The exceptionally high number for the EAP was a consequence of the
growth in the size of the European settler community in the colony.4 That
the number of medical officers was proportionally tied to the European
population in the country is illustrative of the pride of place accorded to
European health care needs.5 Since Europeans lived in areas of high eco-
nomic potential such as the White Highlands and the major townships,
where they monopolized certain occupations of particular economic and
administrative interest, the element of proportionality dictated that such
areas would receive more medical officers than areas outside the orbit of
economic interests as defined by the colonial state.

But filling the available vacancies was rendered difficult by inadequate
pay as well as the politics of licensing physicians. 6 However, the issue of
salary was resolved without much debate following combined pressure from
the colonial administration in the colony and pressure groups within and
outside the country. Writing to the Secretary of State in 1919, for example,
Governor Northey requested the Colonial Office to ratify his proposal and
accept the increase in the number of Senior Medical Officers from two to
six and lay down certain rules to govern the promotion of medical officers.7

He further requested that both the salary and the duty allowance for the
medical staff be increased.8

Acting on Northey’s appeal, the Colonial Office sought a conference
with the Treasury on the question of improving the terms and conditions
of service for medical officers.9 The request by the Colonial Office was
boosted by the support it received from the India Office. The Secretary of
State for India, Edwin Montagu, received, at the India Office, a deputation
from the British Medical Association headed by Sir Clifford Allbutt on 2
July 1918 in regard to the Indian Medical Service.10 Montagu’s purpose in
meeting the deputation was to persuade the British Medical Association to
assist in lobbying for improvements in the terms and conditions of colonial
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medical officers.11 A number of concerns similar to those raised by Gover-
nor Northey, such as low pay and frustration caused by a disorganized
medical service, were discussed at the meeting. A consensus was reached
between Montagu and members of the deputation that the colonial medi-
cal service needed to be reorganized and that attractive terms needed to be
offered to medical personnel. They opined, “It would be folly not to pre-
pare to offer sufficiently attractive conditions.”12 H. R. Read of the Colo-
nial Office noted that the position taken by the Secretary of State for India
was significant. He minuted that the strong views of Montagu and the
British Medical Association “may be of use in the forthcoming conference
with Treasury on the question of improving the condition of service of
M.O.’s in East Africa. The I.M.S. [Indian Medical Service] appears to be
discontented with the present terms.”13 It is not surprising, therefore, that
Read minuted that “the situation is pretty hopeless, as there are no doctors
available for E. Africa.”14 The pressure from the Colonial Office and the
India Office, as well as internal demands within the Colony, prevailed. The
Colonial Office eventually consented to Northey’s 1919 proposals, but only
in regard to medical officers and not those of lower ranks.15 It may be
argued that the emphasis on medical officers and those of equivalent rank
in the sanitary division is intricately linked to the second factor that under-
mined the campaign to fill the available vacancies in the two divisions.

Besides the terms and conditions of service, the other controversy
that reigned throughout the 1920s involved the licensing of doctors wish-
ing to practice in Kenya. The state sought to live up to the provisions of the
Medical Practitioners and Dentists Ordinance of 1910 that doctors who
possessed British qualifications were to be given preference to practice in
the colonial public medical service in the Protectorate. All other degrees
and diplomas were suspect and had to be subjected to scrutiny by the Medical
and Dentists Board before their holders could be allowed to practice medi-
cine.

The legal provision which gave preference to British qualifications
while subjecting other diplomas to vetting was often used by the colonial
administration to limit the entry of non-British groups into the profession.
Out of frustration, the voices of dissent became more and more vocal and
distinct. The East Africa Indian National Congress fired the first volleys of
criticism when it objected to the colonial state’s selective and discrimina-
tory treatment of its members. At its meeting in November 1919, the asso-
ciation passed two resolutions which called for the recognition of Indian
degrees and demanded that Indians be allowed to set themselves up as in-
dependent medical practitioners.16 But the Medical and Dentists Board
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was monopolized by European doctors. Because of the tension and mis-
trust between Indians and Europeans, Indian degrees and diplomas were
not easily registered and hence the acquisition of doctors for the colonial
service from places such as British India was only accepted by the colonial
state if they were to enter the service as assistants or as junior to their Brit-
ish counterparts, compared with whom they purportedly had similar quali-
fications. The 1910 Ordinance, however, allowed the holders of such di-
plomas and degrees to practice among their own communities. It stated:

Nothing contained in this Ordinance shall be construed to prohibit or pre-
vent the practice of systems of therapeutics according to Native, Indian or
other Asiatic method by persons recognized by the Community to which
they belong to be duly trained in such practice.17

This ordinance ensured that only the Western therapeutic system would be
of universal application in the country. The African and Indian therapeutic
systems were, by and large, confined to their ethnic or racial constituen-
cies. Only those with qualifications that were deemed acceptable to the
colonial state were to be registered and allowed to practice in the main-
stream system of colonial health care. Indians and Africans would be ac-
cepted, but only in the lower ranks of the system.

The reason for this “professional apartheid” must be sought within
the definition of mainstream medicine as part of Western biomedical sci-
ence. As part of modern science, the colonial medical profession was struc-
tured and presented by its architects as the natural product of Western
biomedicine with its claim to cultural dominance and authority. Western
doctors were the personification of that scientific image. As Adell Patton,
Jr., has argued in the West African context, this “professional apartheid”
was deeply enmeshed in racial and cultural dogmatism.18 The profession,
particularly its higher ranks, remained the preserve of Europeans because
they were the ones with the “right qualifications.” Despite the presumed
objectivity of biomedicine in terms of its laboratory and clinical methods,
the hiring and promotion of those who controlled and managed the sci-
ence of health and healing were anything but objective.

Nevertheless, the hiring of more medical officers did not automati-
cally guarantee predominantly African areas the services of such personnel.
Areas that were defined as vital to the colonial economy through the provi-
sion of labor or European settlement or proximity to urban centers re-
ceived preferential treatment in the provision of health care personnel and
services. The opening up of new positions in the Medical Department was
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primarily a product of this unfolding economic reality, and only second-
arily a desire to address the shortage of medical and sanitary staff. The
Principal Medical Officers Conference of 1920, which was attended by the
principal medical officers from the East African colonies of Kenya, Uganda,
and Tanganyika, called for both the expansion of hospital facilities and a
review of the Medical Practitioners and Dentists Ordinance. 19 The appeal,
combined with the biting shortage of doctors as well as pressure from the
East Africa Indian Congress, resulted in the enactment of the Medical Prac-
titioners and Dentists (Amendment) Ordinance, 1922, which empowered
the “Principal Medical Officer to license as Medical Practitioners such As-
sistant Surgeons and Sub-assistant Surgeons as have performed meritorious
service.”20

The Changing Times: Africans in the Colonial Medical
Service

The argument over the development of careers in the colonial medical pro-
fession was not just about licensing and practice. The controversies also
involved the access of both men and women to colonial education. Afri-
cans were, by and large, confined to the lower cadre positions as auxiliary
staff: dressers, nurses, “sanitarian assistants,” and “compounders.” This was
not so much the result of the direct instruction of the Medical Practitioners
and Dentists Ordinance, but primarily the result of a lack of educational
opportunities.

A significant number of Africans served in the medical service and
offered invaluable service under the supervision of European physicians. A
Dr. James Hutcheon Thomson, Medical Officer for Ukamba Province,
provided a vivid sketch of the role Africans played in the prewar colonial
medical service, in his address to the EAP Economic Commission. Draw-
ing from his experience, he was impressed that “they thoroughly under-
stood antiseptic methods, sterilizing and did not make mistakes.”21 Thomson
further informed the commission that he was quite sure Africans could be
trained as hospital dispensers. He described the outstanding work of his
African assistant: “my head-boy in the operation theatre has given over a
thousand injections of quinine without a single mishap.”22 Thomson also
called for the training of Africans at the principal hospitals of Nairobi,
Mombasa, and Kisumu.23 Africans had served as auxiliary staff in the medi-
cal service since the days of the Imperial British East Africa Company.24

That they did not constitute a formidable force within the profession was
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due to a combination of factors, among which access to colonial education
reigned supreme.

The colonial commissions instituted between 1913 and 1934 all
emphasized the need to train Africans for careers in the colonial medical
service for an obvious but compelling reason. The focus on European medical
officers was only one step in the long war against pestilence. The state
could win the battle against epidemics in the areas occupied by Europeans,
but it was bound to lose the war at the national level because of the interde-
pendent nature of the colonial economy. The focus on European medical
officers was in essence a very incomplete reading of the scope and magni-
tude of the pestilential climate in Kenya. Indeed, both the Simpson and
the EAP Economic Commission reports had recommended the hiring of
more medical personnel, with the latter calling for the training of more
Africans for deployment in the colonial medical service.

Although the EAP Economic Commission was heavily biased toward
European interests, it was quite emphatic on the need to accord Africans
more opportunities in a revamped organizational structure in the main-
stream health care system. Thomson envisioned a medical organizational
structure in which European medical officers and others would play comple-
mentary roles in the delivery of health care services:

Medical Officer in charge, trained native compounders in the district, vaccina-
tors and inoculators to go where required. It would be advantageous to have
trained natives, who could work independently through the districts and fur-
nish reports, also to visit any case of supposed infectious disease and report.25

The role of African vaccinators and inoculators in the evolving colonial
health care system was not new. They had played vital roles in the cam-
paign against smallpox and plague immediately before and during the war.26

By the end of 1922, the National Laboratory in Nairobi had formally
begun the training of Africans in elementary laboratory techniques such as
the making, staining, and examination of blood films. 27 The training of
African medical assistants was begun by the end of the next year, with the
trainees earmarked for posting to the outlying hospitals.28 Despite these
efforts, the numbers were still too few to satisfy the needs of the fast-grow-
ing colonial health care system.

Thus, following on the heels of the EAP Economic Commission, the
Ormsby-Gore Commission, a parliamentary commission which was ap-
pointed by the Secretary of State for the Colonies in July 1924,29 recog-
nized the need to train more Africans for careers in the medical service.30
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The commission’s report, which was issued in 1925, commented adversely
on the inadequate provision in Kenya for the training of African medical
subordinates and recommended that every effort should be made to in-
crease their number.31 In response to the Ormsby-Gore report, a local de-
partmental committee was appointed in 1925 to consider the question and
recommend the formation of an African Medical Corps.32

The Corps, however, did not materialize, because of lack of sufficient
funds and personnel to direct it.33 Despite the focus on African training, it
can be argued that by the mid-1920s the African personnel in the colonial
medical service were few and confined to nonprofessional medical duties,
if the establishment within Kisumu Municipality is anything to go by.34 At
the infectious diseases hospital in Kisumu, for example, there were fifteen
African staff members, the majority of whom were not involved in direct
medical duties.35 Only six were involved in direct medical duties: one head
dresser, one assistant head dresser, and four stretcher squad attendants. At
the health office in the town there were three African vaccinators.36

A more aggressive approach was launched in 1926. The state increased
the vote for medical services by 33 percent over the previous year’s vote.37

Governor Sir Edward Grigg declared his intention to “further in every pos-
sible way the training of Africans for careers in medical service,” noting
that a scheme had “been prepared by a committee of members of the Medi-
cal Department dealing with the whole matter of the recruitment, employ-
ment, pay and education of the native staff.”38 The government announced
a scheme for the training and placement of African staff in 1926. The scheme
provided for the institution of a Central Training Depot in Nairobi under
the control of a Senior Medical Officer of the department with the neces-
sary auxiliary staff. The depot was attached to the African hospital, Nairobi.
The establishment of the Central Training Depot was in response to the
lack of any organized mechanism by which African staff might be trained
in the highly technical duties that they were required to perform. Before
this centralization, African staff training was largely left to the individual
efforts of the “officers of the Department who have little leisure to devote to
such energies.”39 Training formally commenced at the depot in November
1929, and by June 1931 there were thirty-one pupils under instruction.40

At the depot, selected Africans took systematized technical courses of
instruction in hospital duties over a period of three to four years. During
their first year, the students were taught elementary anatomy, physiology,
hygiene, first aid, and drill. In the next year, the trainees took courses in
anatomy, physiology, medicine, nursing, surgery, and pharmacology. After
their second year, the class members were employed in ward duties at the
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native hospital for 90 percent of their time. Each student had charge of a
ward for one month. The practical ward work included washing the pa-
tients, cleaning the ward, changing bed linen, serving food, preparing blood
slides and specimens, and giving injections. Examinations were set from
time to time and according to the Governor’s Office, the results were “dis-
tinctly encouraging.”41 During the period of training, such trainees were
termed medical apprentices. Upon completion of their training they quali-
fied as hospital assistants.42

A conspicuous omission from the curriculum was any instruction on
local society and culture, although the trainees were going to serve African
patients. It cannot be argued that the curriculum designers simply forgot
to include the social aspects that would aid in the treatment of the patient
as both a social and a biological entity. The omission was not based on the
fact that the students were Africans, and that therefore such knowledge was
assumed. It was a deliberate omission, based on the projection of Western
biomedicine as science. Consequently, social and cultural ideas were seen
as irrelevant in the face of the power of science, which reigned supreme. It
was assumed that African social and cultural values could neither reinforce
nor replicate the objectivity of scientific medicine and hence had no place
in the treatment of the patient. The patient had to be abstracted from the
cultural milieu and subjected to biomedicine as defined by the language of
the laboratory and hospital. The problem with this line of thought and
training is that it ignored the idea of sympathy as an invaluable aspect of
health and healing. Biomedical treatment based on the hospital and the
laboratory was in stark contrast to the African understanding of disease,
which was premised on the context of the patient as the product of a com-
plex interplay of factors, biological, cultural, and spiritual. Western bio-
medical training drew a distinction between medicine as a science and other
aspects that were outside the purview of Western biomedicine. In essence,
therefore, Western biomedicine sought to treat the biological and not the
social patient. A distinction was drawn between the two aspects of the
patient. But as Judith Lorber aptly asserts,

in order to understand the complexities of illness as a social experience, you
cannot look only at the patient’s body. Even adding emotional reactions is not
enough. Illness takes place within a web of interaction that ties together the
person concerned, . . . the physical setting . . . values, knowledge and beliefs.43

The state of sickness was more than just a biological malfunction of the
body. Sickness was caused by many factors. Thus to stress one set of factors
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to the exclusion of all others was not only undesirable but also alienating to
the patient. It is not surprising, therefore, that Africans more often than
not resorted to a strategy of “double healing,” having recourse to both the
traditional healing traditions and Western biomedicine in the attempt to
find a holistic therapy. In a nutshell, Western biomedicine was not context-
based because it did not look at the whole life of the patient.44 “Double
healing” helped the individual by providing context-based therapy, through
a blend of two traditions.

Upon graduation, the trainees were to serve in African areas in accor-
dance with the Medical Practitioners and Dentists Ordinance. Their remu-
neration was also subject to the colonial state’s race-based pay scales. The terms
of service for the Africans joining the Medical Department were reportedly to
be “almost identical with those of the Arab and African Clerical Service.”45 The
Deputy Governor was emphatic on the score of pay and noted that

It is not considered necessary or desirable at the present moment to formu-
late any scheme that will qualify Africans for higher posts than those pro-
posed for the Assistant Grade category, viz., a very efficient and capable
Hospital Assistant. Advancement by natives to posts commensurate with
those now held by Indian Sub-Assistant Surgeons is not contemplated.46

The critical issue is not the enlistment of Africans into the colonial
medical service per se, but rather the extent of their involvement: would
Africans continue to join the colonial medical service at any level without
the benefit of an education that was still, by and large, outside the reach of
the majority of the population? Would the available elementary education
supply the cadre of personnel that would effectively manage the rural health
facilities? Or was the attention to African personnel in the medical service
aimed at reinforcing the maintenance of distinct categories in which Afri-
cans would constitute a permanent “hospital assistant” class, Indians would
provide assistant surgeons, and Europeans would provide medical officers?
The answer to these questions rests on the relationship among education,
gender, and culture in the colonial context.

Patriarchy, State, and Gender and the Colonial Medi-
cal Profession

The critical shortage of African medical personnel was the subject of Afri-
can presentations to the 1930 Joint Select Committee on East Africa whose
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primary purpose was to inquire into the issue of “Closer Union,” but which
was forced to listen to and accommodate African grievances and insights
into the problems that plagued health care in the countryside.47 Both Chief
Koinange of Kiambu and Ezekiel Apindi of the Kavirondo Taxpayers’ Wel-
fare Association cited congestion in hospitals, lack of wards for specific
diseases, and the need for more personnel.48 Koinange was even shocked by
the contrast between the hospitals in England, which were well managed,
and the ones in the reserves in Kiambu, his home district, which were
lacking in facilities and personnel.49 He submitted through an interpreter:

There are many diseases in the reserves, many of which are infectious dis-
eases and also their women wish to go to into the hospital for confinement.
He says that at present there is so little room that they are all mixed up
together, and he wishes that the place should be developed so that the differ-
ent diseases could be isolated, and that the women wishing to go to the
hospital for confinement should have proper accommodation. He wishes
definitely more money should be spent, and that anything that can be done
[should be done] to make it possible to improve the development of the
medical services.50

While Koinange focused on funding as the factor inhibiting the develop-
ment of colonial health care services in the reserves, Apindi directed atten-
tion to the kind of education provided by the state, as well as the level of
commitment to the educational advancement of the African.

Apindi argued that the system of education and the prevailing labor
policies made it impossible to produce African personnel for medical services:

Nowadays, what happens in our country is this, that everyone is taken and
given work to do before they have been given literary education. Now with
regard to the hospitals which have been put up in the reserves, there are
several hospitals in the reserves, but we have no people who can work in
them and treat the patients who go there; we have no people who have been
educated in the work properly, and in that matter too we want to be given
more education in the Medical Department. The Medical Department must
give more education to the people.51

Apindi’s evidence made perfect sense in light of the fact that while empha-
sis was being placed on the production of African medical personnel, the
pace of educational growth as well as the quality of education were inca-
pable of producing African personnel at the level of sub-assistant surgeon.
In fact, and as already noted, the majority of the African staff were dressers,
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vaccinators, and inoculators. Without changes in the objectives and struc-
ture of the Western educational system, Africans were destined to be a
permanent underclass in the medical profession. Apindi’s commentary on
the correlation between education and the production of students for medical
training is instructive with regard to the intentions of the colonial educa-
tional system, whose primary purpose was to tap African labor for the de-
velopment of the colonial economy.

The emphasis by Africans on African personnel speaks to the fact
that most of the emerging elite saw some positive changes brought about
by the new colonial medical service and desired to have some of their own
join the ranks of the profession. It is arguable that the early unhappiness
with Western biomedicine stemmed from the way in which it was intro-
duced, as well as the political and military conditions that attended its
introduction. Thus, as time wore on the number of Africans visiting the
hospitals increased. Complaints gradually but consistently shifted to the
scarcity of medical personnel, the congestion at the hospitals, the need for
more dispensaries, and the need for more Western education for the youth,
who would not only take up medical careers but also rise to higher ranks in
the profession.

Although doubts about the practices of Western biomedicine per-
sisted throughout the colonial period and beyond, the issue for most Afri-
cans from the 1930s onward, as will be argued in the next chapter, was not
whether to embrace biomedicine but how to accommodate it within their
own experience and environment. In this regard, the trio of Apindi,
Koinange, and Mutua (the third Kenyan African who gave evidence to the
committee) speak to the issues of progress and development as ingredients
of social change in twentieth-century Kenya. This group of Africans saw
African cultural values as reconcilable and compatible with Western no-
tions of progress and development. In their view, Western biomedicine and
its physical manifestations such as hospitals and laboratories could enrich
the lives of Africans if they were open to dialogue and accommodation.
Education was one sure way of achieving that compromise.

The demand for more African personnel by African witnesses is in-
structive of the intricate relationship between culture and professionalism
in the colonial setting. In fact, Apindi’s advocacy went beyond the general
discussion of “African” medical personnel. He was also sensitive to the gen-
der factor. The medical profession was largely male-dominated because of
insufficient attention to the educational needs of women. Decrying this
imbalance in the educational system and its impact on the general welfare
of the family, Apindi asserted:
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We want education in our country, not only for males, but we want it also
for females. Females are left far behind. . . . They seem to be as those who
have not yet started to be educated and we want them to have education as
well as the men, because they are the people who are an important part of
the life. They are the people who are looking after the children and the house
and the food, and if they are not educated what will happen? What will
happen will be that our children will not be able to learn, because they have
not been brought up properly by the mothers.52

Apindi’s statement is significant because it addresses the complex issue of
patriarchy in the colonial society, particularly as viewed by some of the
African elite.

Many of the African elite were open to the need for literate women
who understood European ways and were capable of participating in the
emergent politics, economy, and health care system while still maintaining
strong links with traditional values. They saw no conflict between Western
education and traditional values. Oral evidence shows that most of the
African elite of the 1920s and 1930s cherished and championed education
for women, and hence Apindi’s statement is representative of quite a number
of people of his generation.53 Musa Nyandusi , a senior chief among the Gusii
community during the colonial period and the period immediately after inde-
pendence, hired a tutor to teach some of his wives how to read and write.54

Western education and traditional values were not necessarily incom-
patible. They could comfortably coexist. Indeed, patriarchy was neither
static nor an abstract construct. It was shaped and reshaped by individuals
whose worldviews were influenced by a variety of social parameters. Thus,
according to the likes of Apindi, Koinange, and Musa Nyandusi, literacy
among women was something to be embraced and encouraged. The corre-
lation between education and the delivery of colonial infant and maternal
health care services, which constituted the core of Apindi’s contention,
stemmed from the fact that women requiring maternal clinical and con-
finement services in traditional societies were more comfortable with women
healers who specialized in such services. The male-dominated medical field
was not gender-sensitive, particularly to the cultural needs of women. This
resulted in the exclusion of most women from certain services that were
provided, though very inadequately, by colonial medical authorities. Apindi’s
concern was not a self-serving attempt to cast Western education in a posi-
tive light. It was an expression of a topical cultural conversation that sought
to secure and accommodate emergent values with a view to addressing the
real challenges brought about by the forces of the colonial economic order.
Apindi campaigned for the education of women. A number of informants
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vividly remember his famous rallying statement that “if you educate a man,
you educate an individual, but if you educate a woman, you educate the
community.”55 This emphasis on the need for the education of women as a
prerequisite for community empowerment illustrates the fact that migrant
labor not only intensified the burden of women but also sought to confine
them to the homestead and the rural setting outside colonial establish-
ments. The colonial system discouraged the migration of women to the
workplace.56 It confined them to the countryside where they not only be-
gan to head households but also assumed wide-ranging responsibilities that
kept them in touch with the needs of the community.

The colonial state’s policies encouraged the domesticity of women.
The belief that a man was educated for the colonial establishment while a
woman was educated for the community was in resonance with the patriar-
chal view that a woman’s place is in the home and the community. Indeed,
most of the labor migrants found it convenient to help their brothers and
male cousins to secure jobs, but not their wives. In essence, the spatial
separation between the household and the workplace constituted the con-
ceptual foundation of Apindi’s appeal to the Colonial Office to focus on
the education of women. The woman became the de facto custodian of
health care needs in the households from which men had migrated to the
colonial workplace.57 And herein lies the significance of Apindi’s presenta-
tion to the Joint Select Committee.

Colonial education was not only exclusive by gender. Indeed, the
colonial education system was far from inclusive: no education at all was
available to the vast majority of Africans during the colonial period, regard-
less of gender. Access to education was determined in part by geography
(proximity to a mission post or a colonial government center), in part by
financial status (many could not afford the fees that were often charged by
schools), and in part by luck (if a student happened to be singled out as
particularly bright early on in his or her education). The system, further-
more, grew progressively more exclusive as the students progressed through
primary school. The unmistakably elitist nature of the colonial educational
system, however, should not minimize the sexist character of the system.
While the system’s blatant sexism was just one fault among many, it was
one that has left an indelible mark on health care.

The problem of women’s under-education was twofold: females not
only had even less access than men to education, but once they did find
their way into the schoolhouse the curriculum they were taught reinforced
rather than challenged the colonial as well as the traditional patriarchal
views about women. Of this twofold problem, access to education was the
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most daunting obstacle. One obstacle to educational access was the role of
young girls in gendered household chores. The traditional societies were
necessarily labor intensive. So too was the colonial economic production
sector. While the traditional society sought to retain the services of its mem-
bers as far as possible, the colonial system waged an aggressive campaign to
recruit African labor, particularly male. Consequently, most households
jealously guarded female labor.58

The scarcity of economic resources further restricted girls’ access to
education, a situation that still persists at the beginning of the new millen-
nium. Very few parents could easily do without the economic contribution
of their daughters, or pay the fees and buy the school uniforms that were
usually required for school enrollment. Thus when money was short, as
indeed it was for most families, males were sent to school because the ex-
pected return was higher in light of the fact that they were more likely to be
hired in well-paid positions in the colonial government.59 Thus, the cul-
tural values of the imperial powers reinforced traditional patriarchal ideas
about educating women. The scarcity of economic resources further re-
stricted girls’ access to education. This decision, while it disadvantaged fe-
males, seemed logical to many households. Small wonder, then, that gov-
ernment-sponsored schools were particularly reluctant to open their doors
to African girls and that mission schools actually took the lead in educating
males. In sum, traditional African culture coalesced with the European brand
of sexism to constitute a tollgate restricting women’s access to education, a
tollgate that let only a few women into the higher levels of education.

Attracting more women into the colonial medical profession would
address the cultural concerns in maternal cases. Educated women as good
homemakers, mothers, and nurses would bring into the profession com-
passion and sensitivity to the traditional culture. Judith Lorber points out
that gender is an important consideration because “women and men doc-
tors differ both in attention to women patients’ symptoms, recommenda-
tions for tests and in communication styles.”60 In most traditional societies
where men were forbidden to be present during delivery, women in the
colonial medical profession were quite significant in attracting women to
the maternity wings in hospitals. Thus, the education of women was deeply
interwoven with both curative and preventive medicine.

Yet, the lack of educational opportunities for girls was conspicuously
apparent. By 1934, there were still no government schools for African girls
in the entire western region of Kenya.61 Western education for girls was still
the preserve of missions, although they often were supported by grants
from the central treasury of the colonial state as well as the Local Native
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Councils (LNCs).62 By 1936, there were 100,218 pupils attending school
in the entire country, of whom 96.77 percent were attending elementary
schools. The rest, comprising 3.05 and 0.18 percent respectively, were in
primary and secondary schools nationwide.63

In all the districts of Nyanza Province, there were only two govern-
ment primary schools for Africans. These were at Kisii and Kakamega and
were exclusively for males.64 The available educational places were too few
for the number of applicants. At the end of 1935, for example, “330 boys
presented themselves for 35 vacancies” at Kakamega school.65 By the mid-
1930s, Western education at the primary and secondary levels was a scarce
commodity desired by many but provided only to a few.

Three years after Apindi’s testimony, lack of primary education among
Africans was still a major factor affecting their recruitment into the medical
service, not only in sufficient numbers but also at the higher levels. The
Director of Medical and Sanitary Services, Dr. Carlyle Johnstone, more or
less echoed Apindi’s sentiments before the Joint Select Committee on East
Africa when he opined in 1934 at a meeting of the Colonial Advisory Medical
Committee:

Owing to the lack of primary education they [medical stations] were only
able to train the students to be nurses but they looked forward to obtaining
better educated candidates who could be sent to Mulago [in Uganda] where
they could be educated up to the standard of sub-Assistant Surgeon.66

On the issue of training African women in the nursing profession, Dr.
Johnstone noted that one of the difficulties encountered was again “the
poor standard of education among the people.”67 Although at the time the
trained female nurses were sent back to work among their communities
and to cater for female patients only, the Director hoped that their duties
would be extended to cover all patients.

The colonial state’s approach to the development of education was
not in resonance with the challenges facing colonial health care. This in-
hibited both the training of African personnel in sufficient numbers and
their placement in certain positions within the profession. It also adversely
impacted the delivery of quality health care services. Advances in preven-
tive measures also often failed to attain the desired goals because of inad-
equate education. Education and medical care were services whose interde-
pendence was vital in furthering the cause of colonial health care.
Unfortunately, they were often at variance because the colonial economy
reinforced education for the production of manual laborers and white col-
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lar workers and not for the provision of skilled personnel in such areas as
medical services.

Holistic Healing Strategy: The Patient as a Subject

Every community best defines the subtle specificity of what constitutes
good health in a given cultural context.68 The concept of health as defined
by most traditional societies in Kenya was an integrated one which not
only included the biological malfunctions of the body but also embraced
the religious, moral, political, and economic forces that impacted the body.
The body must be situated in a specific context. This is epitomized by the
Gusii phrase, orogongo rwasarekire (lit., “the place is spoilt”).69 According to
David Nyamwaya, the phrase connotes a variety of conditions, which in-
clude general physical illness, disharmony among the members of a group,
and a chaotic spiritual environment, all of which exist simultaneously.70 A
similar phrase among the Luo, Richo ema kelo Chira (lit., “sin breeds dis-
ease”), connotes the fact that sin as a causal factor is a product of organic
malfunction in both the natural and spiritual realms.71

Health transcended the mere absence of disease or absence of contact
with pathogens. The body and mind had to be in a state of well-being
recognized and accepted by both the individual and society.72 In conse-
quence, disease was understood to be caused by the destabilization of that
state of well-being which made both the body and the mind incapable of
functioning well.73 Disease was conceptualized as the simultaneous expres-
sion of both the physical and the psychological malfunction of the indi-
vidual as defined by both the individual and the society.

This understanding of health and disease has parallels in other parts
of Africa. Among the Zulu of South Africa, Ngubane has noted, “a Zulu
conceives a good health not only as consisting of a healthy body, but as a
healthy situation of everything that concerns him. Good health means the
harmonious coordination of the universe.”74 This definition of health and
disease is also similar to the World Health Organization’s definition with
its emphasis on the well-being not only of the individual but also of the
society as a whole.75

Thus, the ecological, social, religious, economic, and political envi-
ronment in which the people lived, produced, exchanged, and interacted
was germane to their interpretation of what constituted health. It also un-
derpinned their social construction of disease. It defined various therapies
as well as the conduct and roles of healers and patients.
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The dosage, mode of dispensation, and length of dispensation deter-
mined by the traditional healer were dependent on the nature and intensity
of the ailment. The recognized healer, who attracted many patients, was a
specialist whose mastery of the herbs used for the treatment of various
ailments was hardly subject to doubt. Sofowora describes the traditional
healer’s expertise in herbal medicine in the following words: “he was ex-
pected to be highly knowledgeable in the efficacy, toxicity, dosage, and
compounding of herbs.”76 A number of informants in this study testified
to the significance of training, mastery of the diagnosis of various ailments,
and mastery of medicinal herbs as prerequisites for a good healer. But those
qualities alone did not suffice. A good healer also needed to be a good
listener and understand the patient as a person living in a mundane world.

Jawuoyo Lihondo, a renowned herbalist, who lives in Harambee area
in Migori District, described how ancestry, apprenticeship, empathy with
his patients, and sensitivity to new therapies have coalesced to make his
career a success.77 Thus, Lihondo sees his skills as partly due to a gift from
his forefathers dating back four generations. But his skills were perfected
because he was apprenticed at the feet of other famous medicine men. His
empathizing with his patients has resulted in some patients visiting him
because they cannot get the necessary attention from physicians in the state-
sponsored hospitals.

Similarly, Eliud Balla Nyamor, now eighty-eight years old, who was
born in what is today Bondo District, asserts that he was the favorite grand-
child of his grandmother.78 He accompanied his grandmother on various
missions to obtain herbs, during which he was taught about the correlation
between each herb and each type of disease. He believes that transmitting
the secrets of healing to a son, a daughter, or any other person involves a
number of factors. The apprentice must have a deep interest in the craft
and be prepared to undergo several years of training. Since the immediate
return is low, it is the deep commitment to helping others that is para-
mount. Nyamor adds that such deep commitment is always sustained
through love of the patient as well as willingness to share the patient’s ap-
prehensions and concerns as a person. He asserts that it is only in this way
that patients will be comfortable with the healer. He argues that as an indi-
vidual matures in the profession, the individual internalizes those values
that are germane to proper diagnosis of the ailment. In his view, diagnosis
and curative measures are determined through expertise and experience,
which enables the healer to understand and interpret the patient’s narra-
tive, or in case of the patient’s inability to speak, the relatives’ account of
the problem. The other method is through engaging spirits. This method



92 Health, State and Society in Kenya

is quite common among those healers whose vocation to practice medicine
was inspired by spirits. I observed that in this latter method, the healer
possesses special paraphernalia that are used in communicating with the
spirits.

Aringo Omer, who hails from Kanyimach, and Philister Apiyo Oyugi
from Nyabisawa acquired the art of herbal medicine through what they
described as inherited spirits of the ancestors. Aringo Omer says that al-
though his mother was a herbalist, he did not take a lot of interest in the
art.79 It was not until 1955, when he was a migrant worker on a tea estate in
Kericho, Rift Valley Province, that he began practicing herbal medicine
after he was “caught by spirits.” Meanwhile Philister Apiyo Oyugi was also
inspired by “spirits,” which were initially wild and had to be tamed.80 These
two herbalists believe that it is impossible to run away from the spirits of
your ancestors and that if you are destined to wear the mantle of your
ancestors by being of service to others there is hardly any way out of this.
But this invocation by the spirits is accompanied by professional responsi-
bility. The herbalist must provide for the spirits by invoking their names
during treatment since they guide the healer on the nature of the ailment,
the type of treatment, and the follow-up procedures to ensure that the
patient is cured.

Taken in the context of health and medicine in both the colonial and
the postcolonial eras, herbal healing was and still remains a significant in-
stitution that is fairly holistic in its conceptualization and approach to di-
agnosis and cure of ailments. The life histories of various traditional healers
show not only that they were empathetic toward their patients but also that
they were assiduous students of plant life and societal culture. Indeed, as
Samuel C. Ramer has noted in another context: “the best of these herbal
healers were skilled native pharmacists whose armory of medicines in any
given case might be every bit as therapeutic as anything a trained physician
could provide.”81

The truth is that herbal medicinal therapy had a sound basis in both
science and culture. It addressed the medical concerns of the population
without damaging the cultural fabric of society. Contrary to the myth that
precolonial therapies relied solely on supernatural forces, the scientific ba-
sis of these treatments can hardly be contested. As Gloria Waite has argued,
there was elaborate use of a “pharmacopoeia derived from barks, leaves,
roots, saps, and other natural products.”82 This is exemplified among the
Luo and the Luyia of Bunyore where, respectively, Yath and Omusala imply
both tree and medicine.83 Some of the medicines were chewed raw while
some were boiled in traditional pots before being taken.84 The art of tradi-
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tional medicine was the product of years of experience and experimenta-
tion with local plants. This experience and experimentation resulted in the
development of “a store of empirical information concerning the therapeu-
tic values of local plants.”85

However, traditional healers did not confine themselves to the use of
plants alone. The use of parts of animals, birds, and insects was equally
important.86 Besides being used in sacrifices to combat certain illnesses
associated with unnatural causes, they were also used in the preparation of
certain concoctions.87 Though rarely taken on their own, they nevertheless
formed an important ingredient in the concoctions that were dispensed.88

As already noted, the traditional therapeutics operated on the premise that
disease was more than a clinical problem. It was social, too. This basis of
the traditional therapeutic system necessitated “medico-religious” treatment,
which was simultaneously administered alongside the “biotech” therapy.
Thus “biotech” and “medico-religious” treatments were, in most cases, not
mutually exclusive.

“Medico-religious” treatment was primarily psycho-social therapy
consisting of a number of elements. It included incantations, songs, clap-
ping, confinement, spitting, and actions of a like nature primarily meant
to help the patient regain health.89 Of further significance was what was
chanted or sung, as well as the time and place of such incantations or songs.90

Normally, illnesses that required psycho-social therapy as treatment were
believed to be caused by the individual violating certain taboos, or by spir-
its or sorcerers.91 The offering of sacrifices was an important aspect of
“medico-religious” therapy. Among the Luyia, sacrifices were as a rule of-
fered in sickness as duly prescribed and directed by the medicine man and
society.92 This type of treatment cleansed and restored the individual not
only to full health but also to the society of which he or she was a part. In
a sense, cosmological balance was a major focus of this therapy.

Herbalists were not just “physicians.” They were “sociologists,” teach-
ers, advisers, and confidants. The healer embodied all these roles because of
the distinctive traditional philosophy of health, disease, and therapy. Thus,
the personality of the traditional healer was a complex one, but it was well-
suited to the scheme of addressing the “biotech” as well as “medico-reli-
gious” concerns of the patients. Belonging to this profession was both an
honorable and a challenging exercise. Apprenticeships lasted several years.
These specialists were therefore people who were revered in society because
of the significance of their professions, their conduct, and most impor-
tantly their mastery of the necessary skills. Not surprisingly, therefore, the
traditional healing system was “flexible and receptive to change.”93 The
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system was dynamic and adaptable. New measures of prevention and cure
were tested and incorporated into the system as epidemiological challenges
emerged.

It was also the medicinal value of the various plants utilized that made
the traditional medicinal practitioners vital in the world of health and heal-
ing. The effectiveness of the herbs inclined more people to traditional
therapy. There was science behind the prescriptions. Although this was not
clear to the colonial medical authorities, botanists today affirm that the
herbs were quite effective and still play important roles in the development
of modern drugs. On this score, Dr. Robert I. Bolla’s statement on the
medicinal value of these plants for medicinal purposes is instructive:

African medicine men, Native Americans and even grandmothers use plants
to treat illnesses and injury. These botanical preparations, passed down
through the generations, work, even if the practitioner doesn’t know why. . . .
Digitalis, a heart medicine, derives from foxglove. Taxol, a cancer drug, has
its roots in the Pacific yew tree. The twig of a willow is particularly high in
salicylic acid, which is aspirin.94

Interviews with various herbal medicinal practitioners during my research
revealed striking similarities in the types of medicine used and the manner
of dispensing them. Most of their patients agreed that the medicines for
the most part worked. The competitiveness of traditional therapies lay in
their holistic approach to the treatment of the patient.

Conclusion

The training, employment, and remuneration of African personnel in the
colonial medical service reveals the nature and context of the medical pro-
fession in colonial Kenya. Education and training was culturally prescrip-
tive. In resonance with the prevailing climate of biomedical opinion in the
colonial setting, the trainees were taught that the patient was primarily an
object. Thus, despite major advances in biomedical science, the treatment
provided was never holistic. By focusing on the competing visions of train-
ing, this chapter has revealed the discrepancy between Western-defined bio-
medical practices and practitioners on the one hand and the culturally pat-
terned practices of local African healers on the other. The traditional soci-
ety viewed the patient as a subject. This premise necessitated producing a
healer who was not only a “physician” but also a sociologist, a teacher, an
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adviser, and a confidant because disease had both clinical and social as-
pects. The significance of these two worldviews lay not in the fact that they
were in conflict, but rather in the fact that they provided both traditions
with life and energy in the emergent colonial world of healing in which
pluralism thrived.
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Introduction

In the period before 1920, the colonial state operated on the premise that it
was the sole authority on matters of public health. The rest of the society
was projected merely as a group of passive victims or agents waiting to be
told what to do or to be acted upon by the state. By the middle of the
1920s, the state opted for a combination of preventative, curative, and
clinical approaches. The effectiveness of the shift and the adoption of a
multifaceted approach necessitated winning the trust of the community
and recognizing it as an invaluable partner in the campaign to eradicate
epidemics. Thus, an inclusive approach based on the foundation of joint
efforts among local communities, the colonial administration, medical au-
thorities, and experts began to gain ascendancy in the middle of the 1920s,
reaching its apogee in the 1930s during the height of the Great Depression.
By the end of the 1930s, health care in colonial Kenya had, by and large,
assumed the basic organizational structure that would not only outlive co-
lonialism but also inform health care in the postcolonial period.

This chapter examines African proactive involvement in shaping the
form and structure of colonial health care during the interwar period, against
the backdrop of the Great Depression. The discussion is organized into
three main sections. The first section focuses on how the community be-
came involved in the colonial state’s crusade-driven and curative public
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health measures. In the next section, the onset of the Depression is exam-
ined, as are African initiatives, which sustained the tempo of expansion of
colonial health facilities and services in an era of economic deprivation and
scarcity. The last section examines the rise and fall of eugenics as social
medicine in colonial Kenya against the backdrop of the politics and eco-
nomics of the interwar period.

The Great Shift: Politics and Economics of Health
Care Policy

The warm enthusiasm that inaugurated the introduction, by the adherents
of Western biomedicine, of “germ” theory into the colonial health care
discourse during the first two decades of the twentieth century began to
wane once it was realized that the emphasis on the laboratory and the hos-
pital was not yielding immediate results. The focus on the hospital and on
the laboratory, at a time when the health care infrastructure in the country
was quite undeveloped, meant that only residents in urban centers and
very sick patients in the countryside, those who could not be relieved of
their ailments by traditional therapies, were attended to at the mainstream
hospitals and the laboratories. In essence, the pre-1920s colonial clinical
and curative approach to disease control was elitist and hardly touched the
lives of most of the population.

By the beginning of the second decade of the twentieth century, the
vicious and brutal campaign of demolishing shanties in African and Asian
neighborhoods had been considerably diminished in comparison with the
high noon of plague control in the early period of colonial rule. A number
of factors explain this shift. First, the colonial state’s attempt to shed the
image of a conqueror led attention to be directed to other approaches.
Secondly, pressure from the Colonial Office, as well as a more assertive
Medical Department, sought to assert control over public health matters,
particularly after the shadow-boxing era of the pre-1920s period when hardly
any distinction could be drawn between the state’s pacification measures
and the preemptive health campaigns designed to limit the spread of plague
or smallpox. Meanwhile, the ascendancy of bacteriology, with its focus on
the laboratory identification of specific micro-organisms, had overshad-
owed interest in general reform. The emergent bacteriological approach
was assumed to constitute the most effective way of dealing with disease
rather than worrying about environmental reform. However, this assump-
tion proved to be an error in substance and in context. Bacteriology is
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based on sophisticated techniques of collecting, preserving, and analyzing
specimens, and therefore calls for specialized scientific training for the re-
quired personnel. That such a cadre of personnel was not available in the
country in sufficient numbers to make a difference is a point that need not
be belabored. There were not only few hospitals in the country, but insuf-
ficient laboratories as well.

The holistic approach resulted from experience of the problems caused
by the sanitary methods previously adopted by the state, as well as the
pressing need to direct attention to health reform in the countryside. An-
other compelling factor was the interdependent nature of the African and
settler economies. With local economies existing as appendages to the buoy-
ant estate agricultural economy before the Depression, rural health reform
was of vital significance in ensuring the ability of households to produce
the next generation of workers.

Although there was a general consensus on the new strategy of con-
structive engagement of all the parties concerned, the way to fund the many
projects and the promotional campaigns inherent in the new holistic ap-
proach became a highly contested issue. While the colonial state was warming
up to the prospect of giving increased medical attention to Africans, the
state also exhibited serious concern over the means of procuring funds for
the envisioned dispensaries, medical equipment, and personnel. The ar-
dent pro-settler Governor Northey suggested very little government in-
volvement because the state could not sustain the financial cost of the pro-
posed expansion.1 Instead, he reluctantly suggested that “owing to lack of
funds Government is unable to place medical stations in native areas as
freely as is desirable so that the policy of assisting Missions in their work
has to be adhered to in certain areas.”2 The state needed services to the
reserves to be extended and improved but wanted this to be done at mini-
mal financial cost. The mission stations fulfilled this aim of the colonial
state, although the state’s reasoning was plagued with contradictions and
haunted by irresponsibility, since African hut and poll taxes were paid to
the colonial government and not to the missionaries. However, two critical
considerations militated against leaving the missions to assume the role of
sole providers of colonial health care in the reserves.

The first consideration stemmed from the idea of encouraging confi-
dence “on the part of the natives in Government administration.”3 The
colonial state needed to create the impression among Africans that the state
was responsible for the provision of social services in the reserves. If the
government transferred the responsibility of health care management in
the reserves to the mission stations, it would abdicate one of its primary
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functions, thereby encouraging the development of the emergent radical
African nationalism. The state wanted to avoid this at all costs. The colo-
nial state did not want to provide ammunition to the emerging elite who
were beginning to question the authority and legitimacy of colonial gover-
nance, particularly in respect to the lack of educational and health care
facilities in the predominantly African areas. The provision of colonial
medical services was also considered as a means of legitimizing colonial
administration by presenting a positive image of benevolence, particularly
in the face of the growth of African political radicalism.4 Colonial health
care was multifaceted in its intentions and plans. It used public relations
campaigns to hide some of the latent contradictions in its policy formula-
tion.

Even if the state were to abdicate its responsibility and opt for subsi-
dies to enable mission stations to provide health care in the reserves, there
would still be a second problem, that of bias. This issue would crystallize
opposition against the state by the disaffected churches and the Africans.
On this score Governor Northey in a revealing statement averred:

There is also to be considered the fact that financial assistance to a mission
entails encouragement by Government of its particular religious tenets, a
proceeding which is obviously inadvisable. It entails further the possibility
of Government being involved in controversies with religious bodies whose
stations are for some reason or another not in receipt of a subsidy.5

What this suggests is that even Governor Northey, who was initially in
favor of financial assistance to the missions, saw such an arrangement as
only a stop-gap measure, definitely not a permanent solution. The state
had to assume responsibility for health care rather than manage the sector
by proxy. Partly in response to these concerns, the state had by 1924 estab-
lished a committee, under the chairmanship of the Colonial Secretary, to
investigate the work done by the medical missions among the Africans,
visiting and inspecting their facilities. A number of missions had under-
taken medical work in the country. The missions included the Church
Missionary Society, the Seventh Day Adventists, the Roman Catholic
Church, the Africa Inland Church, the Methodist Church, and the Friends
Mission. While most of these stations had given time and resources, their
commitment to medical work was subordinate to their main mission of
evangelization. Their aim was to capture the soul first before treating the
body.

The church was not the only constituency whose criticism the gov-
ernment faced. Discontent was also brewing among the Africans. The shift
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in medical policy occurred against the backdrop of rising African political
militancy, as well as the interracial politics that culminated in the Devonshire
White Paper of 1923.6 The formation of associations such as the Young
Kikuyu Association and the Young Kavirondo Association in 1921 un-
settled many nerves in the corridors of power in the country and in the
Colonial Office. While the Young Kikuyu Association was banned and its
leaders arrested, the Young Kavirondo Association was effectively trans-
formed from a militant organization to a welfare association willing to work
alongside the colonial state.

At its inception, the Young Kavirondo Association was mainly preoc-
cupied with issues such as the Native Registration System, the high rate of
hut and poll taxes, the refusal of government to issue title deeds for land in
African reserves, and the absence of a government school in Nyanza. How-
ever, right from the start, the Young Kavirondo Association was likely to be
hijacked by the colonial state or its agents because it became receptive to
the colonial administration officials who attended most of its deliberations
and gradually, but consistently, proceeded to direct and to moderate its
political course. The Provincial Commissioner had this to say about one
meeting:

Elders and young men . . . who spoke were so palpably acting under strong
emotion that it was evident that it would have been both impolitic and
inadvisable to have silenced them. In point of fact, the object of the meeting
was attained. The grievances of the agitators were made known to Govern-
ment and incidentally, the steam let off brought relief to both the speakers
and auditors.7

The complete shift of the association from pursuing political issues to pur-
suing social issues was, however, largely the work of Archdeacon W. Owen,
who was a Church Missionary Society clergyman based in Maseno. The
leadership of the association was composed mainly of the mission-edu-
cated whose ties with the Maseno mission made them vulnerable to Arch-
deacon Owen’s manipulation.8 The association subsequently changed its
name to the Kavirondo Taxpayers Welfare Association.9 The Director of
Education, J. R. Orr, praised Owen’s efforts in toning down the political
militancy which had characterized the association during its infancy:

The Kavirondo Welfare Association is a remarkable organisation—an effort
worthy of a great missionary. Archdeacon Owen, upon his return from leave
in 1922, took control of it and diverted political agitation toward social
development, with the result that the very Africans, who in earlier years
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sought to drive him from Kavirondo, now make him their refuge in trouble
and the repository of their aspirations. Politics are now little heard.10

As a result of the transformation, the objective of the association was re-
duced to securing “by the best endeavours of its members better food, bet-
ter clothing, better houses, better education, better hygiene.”11 The criteria
of what constituted “better” were defined as building “proper” latrines,
killing off rats as far as possible, reporting any found dead, not fouling the
water in rivers, springs, or wells, and planting at least one hundred trees.12

By the mid-1920s, Owen’s social program had resulted in a close partner-
ship between the members of the association and the Medical Department,
particularly in the campaign to kill rats and reduce the prevalence of plague
in the region patronized by the organization.13 Besides the partnership, the
association was also involved in a number of socioeconomic developments
such as the making of coffee baskets, bricks, and tiles and the purchase of
mills.

These changes occurred against the backdrop of the Phelps-Stokes
Commission, which was mandated to inquire into the education of Afri-
cans in eight sub-Saharan colonies.14 Dividing Africans into two groups,
“masses” and “leaders,” the commission recommended that the former group
was to be taught in “day schools, middle schools, and at the community
level in order to provide agricultural, industrial and health education.”15

Meanwhile the latter group, “the leaders,” would have access to that and
more—college education.16 The Phelps-Stokes Commission envisioned an
educational system that would not only be an integral part of the commu-
nity but would also facilitate development by paying particular attention
to the development of skills in trades and handicrafts, as well as health and
hygiene.

The school, therefore, became a site of “modernization” in which
students were not only taught the skills projected by the commission, but
were also subjected to the “ethics of hygiene” by being inspected at least
once a week. School uniforms were to be clean; nails and hair were to be
cut short. Being in school entailed “acculturation.” The school compound
was to reflect those very values that were being espoused by the Depart-
ments of Education and Health. The Principal Medical Officer’s memo to
the Director of Education, J. R. Orr, is instructive with regard to this par-
ticipatory agenda,17 particularly the role of schools in the exercise:

I would suggest that all your teachers in the village schools be directed to
instruct their pupils about the destructive propensities of rats and their con-
nection with plague and to urge the pupils to organize rat-hunts in their
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homes and to kill every rat they find. . . . I shall be glad if you can infuse a
spirit of competition among the pupils of your schools in this matter.18

This “acculturation” process was based on the idea that the African had to
be taught a defined standard of cleanliness, which was to be manifested in
the siting and construction of homes.

To institutionalize this project of modernization through accultura-
tion, the colonial state established the Jeanes School in Kabete near Nairobi
to produce graduates who would work with their communities in realizing
the state’s prescribed agenda of development.19 The school in colonial Kenya
became a site of contest between indigenous and exogenous forms of devel-
opment. It was not just a site where students were educated. It was also a
site for inculcating the principles of hygiene as well as Western education
and progress. The school mirrored the complexity of social change in twen-
tieth-century Kenya. Small wonder, then, that the first generation of high
school graduates from missionary and state schools were very much di-
vided on the notions of progress and culture. Atieno Odhiambo has articu-
lated this dilemma among the emergent Kenyan elite in central and south-
ern Nyanza in the following words:

As the first generation of high school graduates from missionary schools
emerged in the early 1930s, Beneaiah Apolo Ohanga (“Bawo”), Isaak Okwirry
(“Jusa”), Mariko Ohanga (“The”) and Paulo Mboya (“Olwal Ja Nyakongo”)
being foremost among them, debate soon arose as to the compatibility be-
tween what they understood as the Luo cultural values on the one hand, and
the missionary-Christian notions of progress, which they had embraced, on
the other: For some the choices were easy: Ohanga became a Christian and
an advocate of western “progress” and “development.” Okwirry took the
colonial administrators as his role model, complete with their contempt for
the uneducated Africans, whom Okwirry condescendingly referred to as
Odiango—Abuk-Dhana-Dhana—ordinary folks lacking book knowl-
edge. . . . Others problematized the whole issue of compatibilities.20

The state took pride in the likes of Ohanga and Okwirry because
they were considered “model” products of Western education and progress.21

It was therefore in the best interest of the state to work with any missionary
or group that would moderate the tempo of militancy and redirect the
course of protest to the addressing of social and economic issues. The colo-
nial state wanted the Kavirondo Association to be preoccupied with these
issues of social and economic advancement. Nevertheless, this was merely
an ad hoc palliative that was soon bound to run its course.
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The immediate concern of the state was how to confine the expres-
sion of grievances within narrow geographical and ethnic boundaries and
to prevent groups from uniting and presenting a formidable front to the
state. The state was aware of the fact that there was no dispute as to the
necessity of projecting colonial health care in a more compassionate and
patient-friendly way, as well as making it available to the majority of the
population.22 In fact, the Ormsby-Gore Parliamentary Commission rein-
forced this point in its findings. The Parliamentary Commission was ap-
pointed in July 1924 to report on a number of issues, all of which were
either directly or indirectly related to the issue of human health in the
British imperial possessions in East Africa. The first two terms of reference
required the commission to make recommendations on the means of se-
curing closer coordination on policy and control of human diseases, and
the steps necessary to “ameliorate the social condition of the natives of East
Africa, including improvement of health and economic development.”23

The other terms pertained to the economic relationship between Af-
ricans and non-Africans with “special reference to labour contracts, care of
labourers, certificates of identification, employment of women and chil-
dren, and the taxation of natives and the provision for services directed to
their moral and material improvement.”24 The commission visited Kenya
for the entire month of November 1924. When finally submitting its re-
port in 1925, the commission included its findings on wide-ranging issues
concerning medical services. Some of its recommendations, such as the
training of Africans for medical services, the medical examination of Afri-
cans before leaving the reserves for colonial employment, and increased
funding for medical services, had been addressed by earlier commissions
and conferences. The commission’s recognition of the significance of these
areas redirected attention toward them. In line with the commission’s rec-
ommendations, the colonial state in 1926 increased the vote for medical
services by 33 percent over the previous year.

One of the new means to make medical services accessible to the
majority of the population in the reserves involved the setting up of itiner-
ant dispensaries and laboratories.25 These would enable the medical staff to
visit identified areas on specific days to attend to patients. Arising out of
the debates on the best ways of raising funds in support of the envisioned
expansion agenda without marginalizing the state, while still addressing
the political concerns of the Africans, the formation of Local Native Coun-
cils (LNCs) provided a safe and honorable solution for the government.

The history of the LNCs in colonial Kenya has been examined pri-
marily in terms of the political context of their emergence without due
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recognition of their role in the development of health care in the colony.
The fact that the establishment of the LNCs coincided with the banning
and/or attempts at moderating the tempo of the emergent radicalism among
the African elite points to the politics that influenced their establishment.
The formation of such organizations as the East Africa Association, among
many others in the country, sensitized the colonial state to the need to
provide avenues for Africans, who were not directly represented in the major
national decision-making institutions such as the Legislative and Executive
Councils, to articulate their political grievances.

The marginalization and suppression of African political organiza-
tions (including the East Africa Association) created a political vacuum
which was not in the state’s best interests. Writing to the Secretary of State,
the Acting Governor emphasized the need to forestall the revolutionary
changes that could be precipitated by stifling African political agitation for
change, asserting that

I entirely endorse the view that there should be no revolutionary changes in
native Organization. There is a continual process of modification and im-
provement, which is accompanied by an increasing sense of responsibility
and duty to the State on the part of the Chiefs. It is with the intention of
fostering this sense that an Ordinance was passed at the last session of Legis-
lative Council providing for the establishment of Native District Councils.26

The implementation of the ordinance proceeded gradually with the estab-
lishment of the Local Native Councils, undertaken “in the first instance,
only in the more advanced areas.”27 Such councils were established in most
of the “advanced districts” by 1925.28

The creation of these councils not only had political implications but
also constituted a decisive step in the growth and development of medical
services in the reserves. The Local Native Councils were given some control
over the revenues raised locally, which gave them a closer and more per-
sonal interest in the allocation of these revenues.29 The newly formed coun-
cils began to levy rates, particularly for medical and educational purposes.
The levying of rates for the development of health and educational infra-
structure increased the burden of taxation on Africans, since the poll tax
continued to be mandatory. Nevertheless, the funds procured by the LNCs
produced some very positive developments in the growth of colonial health
care services.

In 1926, for example, the North Kavirondo LNC voted 20,000 shil-
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lings to build schools and another 4,000 shillings to build a maternity
home.30 In the same year, the Central Kavirondo LNC voted 40,000 shil-
lings to build schools and 22,000 shillings to build dispensaries, while the
South Kavirondo LNC voted 2,000 shillings to build schools and a further
2,000 shillings for the construction of a yaws hospital.31 The local provi-
sion of funds for such social projects, moreover, could not have come at a
better time for the colonial state. The state, wanting to spend as little as
possible to develop medical and educational facilities for Africans, had re-
luctantly supported missionary involvement in these activities. The LNCs
now shouldered the burden of levying rates for the expansion of dispensa-
ries and schools, thereby partly resolving the financial problem that had
often curtailed the provision of medical facilities. The LNCs became an
institutional appendage to the colonial state in the financing of medical
services in the reserves.

The shifting of most of the responsibility for financing colonial health
infrastructure in the reserves created certain problems whose results would
outlive colonialism in Kenya. LNCs that had greater resources and were
financially well-endowed were able to establish and improve their medical
institutions to a much greater extent than those that lacked resources. This
disparity resulted in the uneven development of medical institutions and
facilities, not only within the entire country, but also within the same re-
gion. As the developments in western Kenya in 1926 demonstrate, a dis-
trict such as North Kavirondo or Central Kavirondo could commit more
resources to the development of social projects than could South Kavirondo.
Over time, this inequality became a major feature of the medical infra-
structure of the region. By the end of 1927, Central Kavirondo had four-
teen dispensaries, eleven of which were under the Medical Officer at Maseno
while three were under the Senior Medical Officer at Kisumu.32 Out of the
fourteen dispensaries, reportedly four were “built in concrete from the Lo-
cal Native Council Funds.”33 At the same time, North Kavirondo had ten
dispensaries while South Kavirondo had eight.34 Nevertheless, the colonial
state had succeeded in finding some means of addressing what had been an
elusive agenda since the end of World War I—financing the development
of health institutions in the reserves. The LNCs became the major institu-
tion for financing the construction of dispensaries beginning in 1925. Es-
sentially, therefore, Africans had to bear their own burden as disease vic-
tims.

The colonial state, however, continued to assist by paying salaries for
doctors and other medical staff. Although the state was also expected to
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supply medicine to the hospitals and dispensaries, this was not always done.
The LNCs were often called upon to financially assist in the procurement
of required medical supplies. Thus, the expansion of colonial health insti-
tutions in the African reserves from the mid 1920s was primarily under-
taken by the LNCs, and was financed from local rates paid by Africans. In
essence, therefore, the development of colonial health care institutions and
services proceeded on the principle that the Africans had to take much of
the responsibility for the development of health services in their areas, de-
spite the fact that they paid taxes to the colonial state. What had begun as
cost-sharing was soon turned into predominantly African funding.

The assumption of such a financial burden did not occur without its
share of political controversy. The imbalance between tax payment and
provision of services in African areas was echoed by African representatives
Ezekiel Apindi and Koinange Mbiyu at the Joint Select Committee, who
called for the need to distinguish a “native” budget from a national budget.
Apindi opined: “We want a native budget, separate and distinct from the
National budget. We would like to know how it is worked.”35 The issue of
the “native budget” was a prominent concern because Africans felt that
they were overtaxed without corresponding developments in educational
and health care services in the rural areas. In addition to the poll and hut
taxes, which went to the central government, they also paid local rates lev-
ied by the LNCs. Their argument, rightly, was that the development of
schools and dispensaries was to a large extent a function of the LNCs,
which financed such projects with revenue obtained from the rates. The
poll and hut taxes that went to the central treasury, which was managed
from Nairobi, were clearly not spent directly on development projects in
the African areas. Although in his evidence at the Joint Select Committee,
Governor Sir Edward Grigg attempted to sweep away the fact of over-
taxation and neglect of the African areas, the committee was not persuaded,
despite the fact that it contained a majority of conservative members.36 The
committee took into consideration the complaints about over-taxation and
unequal allocation of resources to various races.37 To further inquire into
the complaints, the Secretary of State, Sir Philip Cunliffe-Lister, a member
of the National Government that had replaced the Labour Party adminis-
tration in Britain in 1931, appointed Lord Moyne to proceed to Kenya as
Financial Commissioner and inquire into, among other things, “the con-
tribution made to taxation, both direct and indirect, by the different racial
communities, and the amount of money expended in the interests of each
community, in particular on natives and non-natives.”38



Politics, Innovation, Reform, and Expansion 107

Lord Moyne’s report, albeit heavily weighted with racial phraseology,
was an indictment of most of the developmental policies of the colonial
state, if the raw data is anything to go by. Lord Moyne argued that the
existing type of taxation was not only a burden to the Africans but was also
detrimental to the improvement of their lives. Accordingly, he suggested
that the hut tax be “modified and replaced by a more scientific tax accord-
ing to ability to pay.”39 He further advised that the hut tax be separated
from the poll tax. The nature of the “scientific tax” was, however, not de-
scribed. Lord Moyne also identified the inequality which typified the pro-
vision of services (see Table 5.1). The contributions in Table 5.1 do not
include the LNC rates paid by the Africans in their various districts. The
services are those that were directed to specific groups. The table demon-
strates the inequality in expenditure on the various groups, with the Euro-
pean community enjoying a marked advantage over the other two groups.
In interpreting the figures, however, Lord Moyne appears to have been
heavily influenced by the principle of trusteeship, as defined by the Joint
Select Committee to mean that native paramountcy must only be under-
stood and pursued within the context of a multiracial Kenya. With regard
to the principle of trusteeship, the committee noted that

While any discrimination, by means of subsidies or other privileges, cus-
toms duties, railway rates, or otherwise, designed to favour unduly any one
community is of necessity open to serious criticism, at the same time it is
most important to give adequate security to those Europeans and other non-
native races who have settled in the country, and who have made a perma-
nent home there, often under very difficult and trying conditions.40

Overall, Lord Moyne’s report strongly supported the evidence of the
African representatives at the Joint Select Committee, but failed to recom-
mend specific, substantive changes. Despite overwhelming evidence, the

TTTTTable 5.1 Balance of Contributions and Serable 5.1 Balance of Contributions and Serable 5.1 Balance of Contributions and Serable 5.1 Balance of Contributions and Serable 5.1 Balance of Contributions and Services (in Sterling), 1931vices (in Sterling), 1931vices (in Sterling), 1931vices (in Sterling), 1931vices (in Sterling), 1931

AfricanAfricanAfricanAfricanAfrican AsianAsianAsianAsianAsian EuropeanEuropeanEuropeanEuropeanEuropean

Population 2,950,000 56,903 17,285

Contribution (Sterling) 791,100 385,658 665,781

Services (Sterling) 331,956 46,080 171,247

Surplus (Sterling) 459,144 339,578 494,534

Expense/Head 0.3 1.2 38.5
Source: Great Britain, Report by the Financial Commissioner (Lord Moyne) on Certain Questions in Kenya,
Cmd. 4093 (London: HMSO, 1932), in PRO: CO 533/421.
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report’s recommendations merely sought to justify the status quo, without
resolving the persistent problem of Africans having to shoulder the finan-
cial burden of development in the reserves. Thus, the LNCs and mission
stations were responsible for most of the expansion of colonial health care
services in the 1930s in the reserves, with only occasional subsidies from
the central treasury to help meet expenses in certain provinces. As Table 5.2
shows, the subsidy was high in the Turkana and Northern Frontier Prov-
inces, where administrative costs were much higher because of the pastoral
way of life of the local populations.41

In response to the complaints registered by Africans over taxation as
well as to the economic crisis of the Depression, Lord Moyne urged that
the Europeans should pay income tax to alleviate the critical financial situ-
ation the country was facing. This proposal was supported by the Secretary
of State, Sir Philip Cunliffe-Lister, who allowed Governor Sir Joseph Byrne
to decide the best way of raising revenue: “It is for you to decide the means
by which revenue may be increased or expenditure lowered, and I do not
wish to fetter discretion.”42 However, the European settlers rejected attempts
by Governor Byrne to introduce new taxes upon them. Instead, the settlers
went further to insist that “expenditure should be cut from the civil service,

TTTTTable 5.2 Local Table 5.2 Local Table 5.2 Local Table 5.2 Local Table 5.2 Local Taxation and Expendituraxation and Expendituraxation and Expendituraxation and Expendituraxation and Expenditure on Local Sere on Local Sere on Local Sere on Local Sere on Local Services byvices byvices byvices byvices by
PrPrPrPrProvince (in Sterling), 1930–1931ovince (in Sterling), 1930–1931ovince (in Sterling), 1930–1931ovince (in Sterling), 1930–1931ovince (in Sterling), 1930–1931

ProvinceProvinceProvinceProvinceProvince TTTTTotal Actualotal Actualotal Actualotal Actualotal Actual TTTTTotal Actualotal Actualotal Actualotal Actualotal Actual Excess ofExcess ofExcess ofExcess ofExcess of Excess of TExcess of TExcess of TExcess of TExcess of Taxaxaxaxax
ExpenditureExpenditureExpenditureExpenditureExpenditure Poll and HutPoll and HutPoll and HutPoll and HutPoll and Hut Expenditure overExpenditure overExpenditure overExpenditure overExpenditure over Revenue overRevenue overRevenue overRevenue overRevenue over

TTTTTaxaxaxaxax TTTTTax Revenueax Revenueax Revenueax Revenueax Revenue ExpenditureExpenditureExpenditureExpenditureExpenditure

Ukamba 53,555 78,268 —- 15,713

Coast 94,446 40,859 53,587 —-

Nzoia 30,584 23,965 6,639 —-

Nyanza 127,951 229,248 — 101,297

Kikuyu 158,973 172,994 — 14 021

Rift Valley 17,319 17,602 — 281

Turkana 49,247 6,633 42,614 —-

Maasai 28,844 15,109 13,735 —

Naivasha 223 4,963 — 4,741

Northern

Frontier 74,077 1,785 72,292 —

TOTAL 674,449 591,427 227,917 136,055
Source: “Native Taxation and Expenditure on Native Services, 1930–31,” Enclosure in Governor Byrne
to S of S, Major Sir Philip Cunliffe-Lister, 11 February 1932, PRO: CO 533/420.
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TTTTTable 5.3 Medical Expenditurable 5.3 Medical Expenditurable 5.3 Medical Expenditurable 5.3 Medical Expenditurable 5.3 Medical Expenditure by District (in Sterling), 1931e by District (in Sterling), 1931e by District (in Sterling), 1931e by District (in Sterling), 1931e by District (in Sterling), 1931

ProvinceProvinceProvinceProvinceProvince DistrictsDistrictsDistrictsDistrictsDistricts PopulationPopulationPopulationPopulationPopulation Expenditure on NativeExpenditure on NativeExpenditure on NativeExpenditure on NativeExpenditure on Native
SerSerSerSerService (Sterling)vice (Sterling)vice (Sterling)vice (Sterling)vice (Sterling)

Ulamba Taita and Voi 44,100 3,506

Kitui 140,807 2,351

Machakos 222,285 5,853

TOTAL 11,710

Coast Lamu 16,462 } 1,144
Tana River 13,420

Digo 50,881 3,850

Malindi 28,146 } 2,863
Kilifi 69,298

Mombasa 34,591 14,605

TOTAL 22,462

Nzoia Nandi 41,491 518

Elgeyo-Marakwet 34,768 381

Uasin-Gishu

(including

Eldoret) 20,661 4,058

Trans-Nzoia 24,140 2,099

TOTAL 7,056

rather than by reduction of financial assistance to agriculture.”43 Yet a break-
down of the medical expenditure by district shows that urban areas were
not only well staffed, but also better financed, as compared to rural areas
(see Tables 5.3 and 5.4). As Table 5.3 indicates, Mombasa, Nairobi, Kisumu,
and Eldoret received an allocation that was out of proportion to the size of
their populations. Nairobi, with only about 10 percent of the population
of Kikuyu Province, received more than 150 percent of the allocation for
all the other districts combined. This supports my argument in chapter 3
that the allocation of funding for medical services favored urban areas over
rural areas. This, as will be argued in the next chapter, outlived colonialism
and persisted as a major feature of postcolonial budget allocations for medical
services. While Tables 5.2 and 5.3 speak to the uneven and disproportion-
ate allocation of resources, Table 5.4 highlights the distribution of medical
personnel over the same period.

The refusal of the European settlers to accept the imposition of new
taxes resulted in the maintenance of the status quo in which Africans con-
tinued to bear the burden of colonial taxation. Because they continued to
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bear the burden, they began to dictate the pace of development of preven-
tative and clinical services in rural areas. By the beginning of the Great
Depression in 1929, Africans were major actors in colonial health care pro-
grams. Their proactive participation was manifested during the depression
years, when contrary to expectations, the government’s bureaucratic re-
trenchment and financial cuts slowed but failed to stop health care growth
in parts of colonial Kenya, particularly in the districts that had viable peas-
ant economies.

TTTTTable 5.3 (continued)able 5.3 (continued)able 5.3 (continued)able 5.3 (continued)able 5.3 (continued)

ProvinceProvinceProvinceProvinceProvince DistrictsDistrictsDistrictsDistrictsDistricts PopulationPopulationPopulationPopulationPopulation Expenditure on NativeExpenditure on NativeExpenditure on NativeExpenditure on NativeExpenditure on Native
SerSerSerSerService (Sterling)vice (Sterling)vice (Sterling)vice (Sterling)vice (Sterling)

Nyanza C.K. and Kisumu 343,205 14,909

S. Kavirondo 312,226 6,579

N. Kavirondo 341,232 7,002

S. Lumbwa 92,525 2,347

TOTAL 30,836

Kikuyu North Nyeri 7,775 3,540

South Nyeri 202,893 3,121

Meru 160,721 2,675

Fort Hall 187,278 3,259

Kiambu 93,060 6,137

Nairobi and Thika 67,710 22,351

TOTAL 41,083

Rift Valley Baringo 43,567 1,374

Nakuru 23,346 3,651

TOTAL 5,025

Turkana West Suk 24,805

N. and S. Turkana 53,511 TOTAL 2,696

Maasai Kajiado } 50,402
Narok TOTAL 1,299

Naivasha Naivasha } 29,630
Laikipia TOTAL 40

Northern Frontier 80,000 TOTAL 2,435

GRAND TOTAL

£124,642
Source: Classification of 1931 Expenditure, Medical Department, PRO: CO 533/420.

NB: Expenditure on joint services for Europeans, Asians, and Africans is not included.
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TTTTTable 5.4 Health Facilities and Medical Serable 5.4 Health Facilities and Medical Serable 5.4 Health Facilities and Medical Serable 5.4 Health Facilities and Medical Serable 5.4 Health Facilities and Medical Service Personnel Avice Personnel Avice Personnel Avice Personnel Avice Personnel Availablevailablevailablevailablevailable
by District, 1931by District, 1931by District, 1931by District, 1931by District, 1931

ProvinceProvinceProvinceProvinceProvince DistrictsDistrictsDistrictsDistrictsDistricts NaturNaturNaturNaturNature of Sere of Sere of Sere of Sere of Servicevicevicevicevice

Ukamba Taita and Voi NH, MO, NS

Kitui NH, MO, SAS

Machakos NH, MO, NS, SAS

Coast Lamu }NH, SAS

Tana River

Digo MO, SI

Malindi }NH, MO, SAS

Kilifi

Mombasa EH, NH, MO, NS, PHO

Nzoia Nandi NH, Compounder

Elgeyo-Mahrakwet NH, Compounder

Uasin-Gishu NH, NS, SAS, SI

Trans-Nzoia NH, MO, SI

Nyanza C.K. and Kisumu NH, EH, MO, NS, SI, SAS

S. Kavirondo NH, MO, NS, SI,

SAS

N. Kavirondo NH, MO, NS, SI

S. Lumbwa NH, MO, NS

Kikuyu North Nyeri NH, SAS, SI

South Nyeri NH, MO, NS

Meru NH, MO, SAS

Fort Hall NH, MO, SAS

Kiambu NH, MO, NS

Nairobi and Thika NH, EH, MO, NS, SAS, Asylum

Rift Valley Baringo NH, MO

Nakuru NH, DISP, MO, NS

Turkana West Suk } NH, MO, SAS

N. and S. Turkana

Maasai Kajiado

Narok } NH, MO, Compounder

Naivasha Naivasha

Laikipia ND, DISP

Northern Frontier 2NH, MO, SAS
Source: Classification of 1931 Expenditure, Medical Department, PRO: CO 533/420.

Key: NH—Native Hospital, EH—European Hospital, MO—Medical Officer, PHO—Public Health
Officer, NS—European Nursing Sister, SI—Sanitary Inspector, SAS—Sub-Assistant Surgeon, ND—
Native Dresser, DISP—Dispensary.
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The Depression: Growth in the Midst of Economic
Crisis

The impact of the Global Depression of 1929 to 1935 on the national
economy was devastating. The value of national exports fell from £3,523,000
in 1930 to £1,918,000 in 1934, while imports fell from £5,309,000 in
1930 to £3,382,000 in 1933.44 The Depression also adversely affected
medical services and programs. Expenditure on medical services was re-
duced from £236,934 in 1930 to £222,897 in 1931.45 In 1932, the health
care budget was reduced to £197,260, not regaining its 1930 level until
after 1936.46 This reduced expenditure was contemporaneous with a low
demand for labor as the settler economy collapsed, resulting in more people
remaining in the reserves.47 At the same time there was an increase in the
number of patients treated in colonial medical institutions. Beneath these
statistics lies the paradox of the hidden growth and expansion of health
care facilities and services in the African areas, which has received little
attention. This scanty attention can be explained by a number of factors.

Few historical studies have focused on the African embrace of West-
ern biomedicine, its facilities, and its services. More often than not, the
emphasis is on the conflictual relationship between the African and West-
ern health and healing systems. In addition, colonial health care has been
presented as a foreign import, whose visibility is conspicuous during the
high noon of the colonial economy and labor migrancy.

Two alternative and opposing conceptual views of the situation of
colonial health care during the Great Depression can be discerned. One
view is grounded on the notion that during crises, people have to depend
on government support. A corollary to this contention is that as the gov-
ernment adopts measures including bureaucratic and financial cuts to ar-
rest the situation, health care, like the other social services, whose immedi-
ate economic return can be neither identified nor quantified, is bound to
suffer. Indeed, the Depression forced the state to retreat from its fiscal com-
mitment to public services. Expediency and calculation guided the state in
its attempts to balance the budget through cuts in expenditure. These budget-
ary cuts, collectively referred to by Governor Sir Joseph Byrne as “Pruning
Operations,” entailed temporarily holding in abeyance several appointments,
postponing all new services, and refusing any expansion of existing services.48

While, on the eve of the Depression, the Director of Medical and
Sanitary Services had prepared a comprehensive program calling for the
strengthening of anti-malarial measures, the extension of hospital and medi-
cal facilities in various districts and the employment of more staff to assist
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in the carrying out of a medical campaign whose primary purpose was to
be directed toward “the improvement of general health conditions in the
reserves,”49 these aims were temporarily consigned to limbo because of the
economic situation, even though the 1929 budgetary select committee of
the Legislative Council had been prevailed upon to approve the Director’s
recommendations.

The budgetary select committee had provided for additional staff,
which included eleven medical officers, one sanitation officer, eight nurs-
ing sisters, one sanitary inspector, and one laboratory assistant.50 Besides
this staff increase, an appropriation of £3,000 had been included for anti-
malarial measures under the Medical Department’s extraordinary vote, in
order to obtain the services, on a temporary basis, of an expert on anti-
malarial measures.51 The tone and message of the budgetary select commit-
tee reflected a change in the approach to combating malaria. The Legisla-
tive Council passed the Malaria Prevention Ordinance No. 19 in 1929,
giving the state power to enforce measures for the removal of potential
mosquito breeding places, directly or through a local authority in the inter-
est of the public.52

The Colonial Development Fund offered a sum of £18,000 for the
campaign against malaria in Nyanza.53 The fund owed its origin to the
Colonial Development Act that was passed by the British Parliament in
July 1929.54 Primarily legislated to enhance the long-term benefits to the
British economy by investing in the colonies, the fund promoted “com-
merce with or industry in the United Kingdom.”55 To achieve that objec-
tive, the act empowered the British Treasury, in agreement with the Secre-
tary of State for the Colonies and subject to the recommendation of an
advisory committee, to loan territories money for the purpose of aiding
development in agriculture or industry, as well as for “improvements in
agricultural production and marketing, for the development of fisheries
and forestry, of water supplies and water power, of mineral resources and
electricity, and for the promotion of scientific research and public health.”56

If the use of the loans advanced under this act in Kenya is anything to go
by, then Constantine could not have put it much better when he asserted
that the act was more than an “ad hoc response to particular colonial needs.”57

In the same vein, however, the act illustrated the correlation between the
colonial economy and the financing of health care programs.

Yet none of these pronouncements and provisions were put into ef-
fect until 1935, following the end of the economic crunch. Thus, it was
not until 1936 that the £18,000 promised for the anti-malarial scheme was
activated, upon the arrival of Dr. Alwen Evans from the Liverpool School
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of Tropical Medicine, who spent most of the year in Kisumu and the sur-
rounding region studying the local anopheles mosquitoes and their hab-
its.58 In Kisumu Township, the fund enabled the rebuilding of the Nubian
village on a more healthy site, but still within the African sector.59 The
system of sewage and storm water drains in the township was also com-
pleted.60 These developments, however, occurred during the immediate post-
Depression years and should not detract from the state’s belt-tightening
measures during the critical years of 1930–1934.

The “Pruning Operations” had a direct impact on the central
government’s budget for medical services and health care personnel. While
the net local expenditure was £180,206 in 1927, the figure rose to £195,326
and £298,348 in 1928 and 1929 respectively. Declining to £197,260 in
1932, expenditure increased again in 1933 to £215,116.61 The number of
medical officers in the country was reduced from seventy-five to fifty-eight
at the height of the Depression between 1932 and 1935.62 Undoubtedly,
these measures increased the doctor/population ratio. One of the most
densely populated districts in the country, Central Kavirondo, had only
one medical officer for a population of 343,205 in the period 1932 to
1935.63 Moreover, a number of services were also affected. The school in-
spection service was abolished, and the vote for health propaganda, impor-
tant for the campaign against disease, was drastically reduced, from £3,150
in 1929 to only £60 in 1932.64

A most welcome piece of news for the state was the discovery of gold
in Kakamega. The enthusiasm of Governor Byrne is quite evident in his
statements on gold prospecting and mining. Recalling the contribution of
the nascent gold industry, he reported: “Had the country been compelled
to rely solely on agriculture during this critical period, our difficulties would
have been enormously increased. But the gold industry has become estab-
lished and is making an important contribution to the wealth of the coun-
try.”65 Governor Byrne noted that the increase in the value of the gold
output was striking. In 1930, the figure was a meager £7,000, but by 1934
it had jumped to £83,000 and by 1935 to £163,000.66

The gold industry provided employment at a time when other demands
for labor had drastically declined.67 Between 1935 and 1939 an average of
10,500 Africans were annually employed in the mining industry.68 Although
surface and underground laborers constituted the majority of the labor force, a
number of artisanal as well as clerical jobs were also available.69 However, gold
mining in western Kenya was not without some attendant problems.

The rush for gold resulted in a substantial increase in the African
population around the mining areas. The European population in the min-
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ing areas witnessed a marked increase as well. As early as 1933, the Medical
Officer of Health in charge of North Kavirondo and Nandi reserves re-
ported that “the number of Europeans in the gold fields is officially esti-
mated at 1,200 and the number in the township as 300.”70 He further
argued, rightly, that if the figures were correct, “North Kavirondo must
contain one of the largest European populations in the country.”71 Outside
North and Central Kavirondo, there were ninety-six Europeans at the vari-
ous gold mines in South Kavirondo.72

As a result of the population influx, the Medical Officer noted that “the
work of the hospital [Kakamega] has nearly doubled in the last two years and
much of the native public health work in the district has been initiated during
this time and is now being carried on with very much less supervision than
formerly.”73 The increased workload at the hospital was due to “the mixing of
native tribes”; the “employment of natives from outside” must have had “the
effect of introducing virulent foreign strains of the sub-tertian parasite to a
population which is not immune to them.”74 Although the intermingling of
populations from various epidemic terrains was a significant contributory fac-
tor to the rise in sickness, there was another vital and equally compelling causal
factor, which was directly related to the mining activities.

Reef and alluvial mining were the two major types of mining in the
region. While reef mining was reportedly satisfactory, the same cannot be
said of alluvial mining, which resulted in a series of excavations, providing
a stable environment for mosquitoes. The mining companies made no at-
tempt to fill in the pits. The result was destabilization of the epidemiologi-
cal environment as prospecting pits and streams encouraged the growth of
mosquito colonies, and thus the spread of malaria.75 Speaking at the Colo-
nial Advisory Medical Committee meeting in Nairobi in early 1934, the
Director of Medical and Sanitary Services noted that “the malaria problem
had been a little difficult and would have to be carefully watched.”76

The companies’ support in this endeavor was not impressive, viewed
against the impact of the environmental change on the health of the popu-
lation, some of whom were not directly employed by the mining compa-
nies and hence could not rely on the health facilities provided by the com-
pany for its employees. In 1935, the district Medical Officer of Health
reported that the attempt to control the breeding of mosquitoes was not
yielding positive results due to insufficient supervision and scarcity of money.
He wrote that “an attempt has been made to control the breeding of mosqui-
toes within a mile radius of the township boundary, but so far this has not been
a success because of lack of supervision. The total amount of money available
for anti-malarial measures in the township and district is only £10.”77
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To solve the problems in Kakamega, the Medical Officer proposed

The posting of an additional Sanitary Inspector for work in the gold fields,
trading centres . . . the posting of [an] anti-malarial overseer principally for
work in the township, but also for work in the gold field; the posting of a
clerk for health office work; and the provision of adequate funds for anti-
malarial work generally, and for essential services in Kakamega township.78

Belated and inadequate attempts were made to address the problems through
the construction of an outpatient block in Kakamega to alleviate the con-
gestion at the Kakamega hospital.79 Even then, the construction of the block
was funded by the LNC.80 Although an anti-malarial campaign was carried
out, it was not as intensive as the one that was conducted in Kisumu.

Some mining companies provided medical care for their employees
at company-run health facilities. Hugh Fearn asserts that Rosterman, the
major mining company in Kakamega, had its own hospital and at one time
employed twenty-three Africans as hospital attendants.81 In 1935, the
Nyanza Provincial Commissioner reported that “an excellent 30 bed native
hospital” had been built during the year “on the Roman Catholic Mission
land at Kakamega with generous support from the Rosterman mine and in
charge of Dr. Marshall and Dr. Holiday.”82

South Kavirondo faced similar problems. Because it had only two
hospitals, one in Kisii and the other, run by the Seventh Day Adventist
Mission, at Gendia, the numbers of both Africans and Europeans working
for the Kenya Consolidated Goldfield Company Limited at Kitere,
Macalder, Kuria, and Lolgorien led to a demand for more medical facilities
and institutions.83 But the Kenya Consolidated Goldfield Company and
the Kenya Gold Mining Syndicate paid little attention to the provision of
health facilities for their workers. Available evidence does reveal, however,
attempts by the companies to establish a hospital for Europeans near the
gold mines. There was no European hospital in Kisii, and the only health
facility available for Europeans was at Gendia. Until 1937, the European
mine-employed patients from South Kavirondo requiring regular atten-
tion were attended to by the Medical Officer at the Kisii Hotel, which even
according to the Field Manager of the Kenya Consolidated Goldfield Com-
pany was “not at all a desirable place to send patients to.”84 Consequently,
a proposal was made by the provincial administration to establish a small
European ward at Kisii.85 The money for construction of the ward was
provided by the colonial state, and construction of the ward began in 1938.86

Once again, the colonial state’s determination to finance the con-
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struction of a European ward in Kisii, from its central revenue, shows the
partiality and arbitrariness that characterized the provision of colonial health
care services as well as the development of related institutions. While the
LNCs and the mining companies took the primary role in the construc-
tion of health facilities in the African reserves, the colonial state was the
main provider of health services, funded from its central revenue, to the
European community.

If one aspect of health care development during the Depression was
the role of the state, another, and perhaps the more significant, involved
African proactive measures. A discourse centered on the Depression vis-à-
vis the state creates the false impression that the government is the sole, or
the key, provider of funding for the development of health care services.
Also, the assumption is made that there are no competing alternatives to
mainstream health care. These assumptions are invalidated by the fact that
over a period of nearly five years preceding the Depression, the colonial
state had eased away from a preeminent position in the development of
health care facilities and services in the rural areas. That role had been
transferred to the local populations through the Local Native Council Or-
dinance. Catastrophes such as those brought about by epidemics or eco-
nomic downturn provoke human reaction and breed strategies to resolve
some of the emergent problems and catapult a society to its next higher
level of development. Colonial western Kenya during the worst years of the
Depression illustrates this fact.

Between 1926 and 1934, the number of LNC-constructed dispensa-
ries rose to thirty-nine, surpassing the number of mission medical stations
in the region. Out of this number, sixteen were in Central Kavirondo,
thirteen in North Kavirondo, and ten in South Kavirondo.87 Quite a num-
ber of these were permanent buildings.88 The North Kavirondo LNC pur-
chased a lorry principally for transporting patients to hospitals. Attempts
were even made to provide facilities for treating diseases that, though preva-
lent in the region, had not been given consideration in the medical main-
stream of colonial health care.

The North Kavirondo LNC constructed a treatment block for lep-
rosy patients at the Kakamega leprosy settlement center, a school at the
same site, and a dormitory and nursery for the use of the children of lepers
who were themselves not yet infected.89 A teacher who was “a burnt out
leper” reportedly conducted the school.90 Remarkably, such undertakings
demonstrate the changing attitudes of local populations to some of the
diseases that had hitherto carried with them stigma, neglect, scorn, and
rejection.
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In 1932, those parts of Nyanza under the Medical Officer for Maseno
reported 297 leprosy cases.91 In 1936, the leprosy camp at Kakamega had
150 residents.92 However, reports estimate that there were more than 450
infected people in North Kavirondo outside the leper camp.93 In South
Kavirondo, the number of infected individuals could have been as high as
500.94 The Karachuonyo Chief, Paul Mboya, stated that twenty-five years
earlier people dreaded leprosy and drove out the lepers, but by the mid-
1930s, the disease was no longer feared and attitudes toward lepers were
beginning to change.95 Lepers were no longer banished. Apparently, the
traditional approach of banishing victims of the disease had served to con-
tain the spread of leprosy. Yet, since times had changed, so, too, were atti-
tudes changing. Rejection and banishment of lepers was no longer accept-
able. The African initiatives in undertaking the construction of leprosy
camps with a view to providing lepers with a life of dignity were, however,
sometimes undermined by the lack of facilities necessary to determine the
stage and possible likelihood of infection among the population.

Thus, when the head of the British Empire Leprosy Relief Associa-
tion, Dr. Muir, visited Kenya in 1938 to inquire into the epidemic state of
leprosy in the country, he raised concerns about the rapid spread of the
disease despite the attempts by the local population to contain the situa-
tion through the construction of leprosy camps.96 His findings indicated
that the disease spread primarily because no measures were taken to isolate
the infectious lepers. After visiting the Kakamega camp and examining the
inhabitants, he came to the conclusion that one of every six patients “might
be considered highly infectious,” and that “probably one-third of the whole
were infectious to a greater or less degree.”97 Because the disease was quite
widespread, a number of leprosy camps existed in various parts of the prov-
ince. By and large, however, resources from the local authority, not the
state, sustained them.

Dr. Muir recommended the consolidation of the various camps into
two. The first was to cater to South Kavirondo, and hence was to be located
“about 30 miles from Kendu on a site lying south of the road to Kisumu,
between Oyugis and Miriu River, and near the boundary between South
Karachuonyo and Kisii.”98 The second site was to serve both North and
Central Kavirondo and was to be located at the Bukura Agricultural Train-
ing School, which at the time was supposed to be relocated. The central
location of these sites and the high incidence of the disease in these areas
determined their selection as campsites. Dr. Muir was optimistic that if the
two camps were established, the British Empire Leprosy Relief Association
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would be able to supply trained European health workers. In essence, though
there was much to be gained by the consolidation of the camps into two
new sites, prompt and precise diagnosis by qualified personnel would be
the real improvement.

The leprosy camps were supposed to be settlements where the lepers
would not only be looked after but also receive training while participating
in productive economic activities. Dr. Muir, after visiting the Ongino settle-
ment in the Eastern Province of Uganda, saw it as a model that could be
replicated in Kenya. The Ongino Leprosy Camp housed 400 lepers, out of
whom 350 supported themselves by their own agriculture. Three miles
away from the camp, at Kumi, a leper children’s home housed 350 infected
children, who, besides receiving treatment, were receiving vocational train-
ing as carpenters, builders, tailors, nurses, and teachers.99 However, the
establishment of the two suggested camps in South and North Kavirondo
along the lines of Ongino required a heavy initial financial outlay which
could hardly be shouldered by the LNCs because of their already heavy
financial involvement in the social infrastructure of the province.

Meanwhile, some individuals took the initiative with regard to dis-
pensaries, provided land for their establishment, and requested staff from
the government. Cost-sharing was real during the 1930s. Headman Johana
of Central Kavirondo was instrumental in the construction of a dispensary
at Nyahera. Within one year of the dispensary’s construction, the Nyanza
Provincial Commissioner described it as “the most successful of all Dispen-
saries.”100 The Provincial Commissioner continued: “built by the Head-
man himself, it has beaten the records of all other Dispensaries with an
attendance of over 13,000 patients during the year. A large number of
Maragoli people have received treatment here and other patients from fur-
ther afield.”101 The exceptionally large numbers may be attributed to the
location of the dispensary which was situated close to the populous com-
munities of the Maragoli, Luo, and Tiriki.

The number of patients visiting dispensaries, as well as hospitals, in
the entire province and the entire country continued to rise throughout
the 1930s. A combination of several factors explains this rise. Develop-
ments carried out by the LNCs, as exemplified by the case of Headman
Johana, were the most significant factor in the expansion of colonial health
care in the 1930s. More people than ever before gained access to colonial
health care through the expansion of medical facilities and services. The
establishment of mobile clinics beginning in 1930 constituted an impor-
tant step on the road to expanded services. Mobile clinics enabled a medi-
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cal officer and a nursing sister to make weekly visits to specifically desig-
nated places to attend to patients. In the course of the visits, patients who
required more specialized attention than could be provided on site were
transported to the hospitals for more extensive treatment.

Maternity and infant and child welfare work also began to receive
some attention from colonial medical authorities. With more nursing sis-
ters becoming available, maternity and child welfare work began to gain in
popularity. In 1930, the Governor stationed European nursing sisters in
Kisumu and Kakamega to promote maternal and infant welfare.102 By 1935,
maternity wards were attached to all government hospitals in the prov-
ince.103 The Kisii maternity wing witnessed an increase from 182 confine-
ment cases in 1935 to 282 cases in 1936.104 Kisumu maternity center showed
a marked increase over a three-year period; the number of confinement
cases jumped from 165 in 1935 to 265 cases in 1937.105 The setting up of
maternity wards brought health care to a group that had previously been
ignored, but providing the buildings became the responsibility of the LNCs,
while the central government staffed the facilities.106

By 1936, many maternity wings were under construction in various
parts of the province, not only by the LNCs but also by the mission sta-
tions.107 Mission medical maternity centers were opened at the Friends
Mission at Kaimosi, the Church of God center at Kima, and at the Church
Missionary Society Center at Butere, all in North Kavirondo. In 1936, the
Provincial Commissioner of Nyanza reported that “a tendency is now ob-
served for native women to attend dispensaries on the occasion of the medical
officer’s visits for pre-natal examination and abnormal cases are advised to
come into hospital for delivery.”108

Unfortunately, despite the positive developments, many problems
remained. Increased facilities and personnel still had to battle with a variety
of diseases, significantly yaws and syphilis. About 48 percent of the total
dispensary cases reported in Central Kavirondo in 1932, for example, were
yaws and syphilis cases (see Table 5.5). The fact that the dispensaries were
all based in the reserves shows how diseases introduced as a consequence of
colonization had gained a foothold in the region. Dr. John A. Carman, a
colonial doctor who played a significant role in the campaign against yaws
and syphilis during his tenure as the Medical Officer of Health at Maseno,
described in his memoirs how, despite the well-known efficacy of NAB (a
medication used widely in the 1930s) in curing the two diseases, the Medi-
cal Department was unable to supply the drug.109 As a result, he asserted,
“The Elders of the Central Nyanza Local Native Council voted an annual
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sum for the purchase of NAB to be used in the treatment of yaws and
syphilis.”110 Less severe cases of the diseases were reportedly “given doses of
injections with metallic bismuth,” while serious cases were treated with
NAB.111 Additionally, those infected were persuaded to attend a course of
treatment at the dispensaries which was essential for a complete cure.112

Increases in the number of cases of venereal disease by the end of the
decade caused the colonial medical and administrative officials tremen-
dous financial anxiety. As a result, by 1939, the District Commissioner for
North Kavirondo wanted the 1921 Public Health Ordinance invoked to
provide for the levying of fees on those who were suffering from venereal
diseases.113 However, the Public Health Ordinance made reporting vene-
real disease, as well as undergoing full treatment, statutorily necessary, but
it had failed to provide for the charging of fees. The Governor, through powers
conferred upon him by the ordinance was the only who could effect such a
provision. The Governor did not hesitate to provide local officials with the
power they needed to levy fees. The cost for treatment of syphilis and gonor-
rhea was fixed at 7/50 shillings and 6/00 shillings respectively, effective in 1940.114

This measure presented venereal disease as a unique ailment and thereby fur-
thered the stigmatization of those who had contracted such a disease.

TTTTTable 5.5 Dispensarable 5.5 Dispensarable 5.5 Dispensarable 5.5 Dispensarable 5.5 Dispensary Returns fry Returns fry Returns fry Returns fry Returns from Central Kavirom Central Kavirom Central Kavirom Central Kavirom Central Kavirondo, 1932ondo, 1932ondo, 1932ondo, 1932ondo, 1932

DispensariesDispensariesDispensariesDispensariesDispensaries YYYYYawsawsawsawsaws SyphilisSyphilisSyphilisSyphilisSyphilis OtherOtherOtherOtherOther

Maseno 347 215 3,203

S. Gem 442 475 1,940

Asembo 315 492 1,284

Uyoma 420 631 1,468

Sakwa 486 589 2,546

Kadimu 250 312 1,991

Marenyo 353 140 1,862

Malanga 814 418 1,383

Alego 1,079 1,334 2,569

S. Ugenya 233 246 1770

N. Ugenya 218 300 1,774

Lumbwa 115 394 719

Nangina 463 157 1,474

Seme 560 337 1,372

TOTAL 6,095 5,950 25,295
Source: Maseno Medical Report, Maseno and Its Dispensaries, 1932, KNA: PH/5/2/1.
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Rise and Fall of Eugenics as Social Medicine

The issue of expanding health care services, though it was the dominant
public health issue in the 1920s and 1930s, was nevertheless not the only
issue discussed during the interwar period. Another issue, which acquired
importance beginning in the late 1920s but fizzled out within the next
decade, was the biological improvement of the African through the ideas of
eugenics, which in the Kenyan context combined and blended ethnicity,
heredity, environment, and race.115

From the late 1920s to the 1930s, the proponents of the eugenics
movement struggled to legitimize their agenda in the hygiene movement
that came to occupy a platform in colonial health care programs. H. L.
Gordon, a visiting physician to Mathari Mental Hospital in Nairobi begin-
ning in 1927, was the head of the eugenics project in colonial Kenya. For
the next six years, Dr. Gordon carried out research work into African men-
tality and capacity. Although Gordon’s research was supported by Dr. J. L.
Gilks, Director of Medical Services, and Dr. F. W. Vint, Government Pa-
thologist at the Medical Research Laboratory in Nairobi, who conducted
anatomical research with regard to the African brain, the eugenics enter-
prise in Kenya, for the most part, remained a private undertaking.116

The research, nevertheless, received considerable attention from the
medical and lay press, despite the fact that the experiments had not been
publicized among the general population and had no basis in substance or
in context. As Dr. Gordon was elevated to the limelight as a specialist in
this topical “science” by his colleagues in the eugenics fraternity, he deliv-
ered a series of lectures in Kenya and in Britain on the subject of eugen-
ics.117 On the basis of the “preliminary results of the research,” the eugenics
fraternity strongly urged that “further and fuller investigation into the matter
be undertaken at the earliest possible moment by a team of scientific ex-
perts, and that adequate financial provision be made for this object, which
in our opinion, can be regarded as of imperial significance.”118

The research and the accompanying lectures could not have come at
a worse time for the eugenics proponents in their attempt to mobilize sup-
port among some British parliamentarians, as well as colonial officials in
London and Nairobi, for the purpose of securing public funding. The eco-
nomic times were hard. The research was pedantic and lacked scientific
foundation, having nothing to offer as a solution to the major health care
challenges Kenya faced during its hour of economic need. Neither could
the project be rationalized in terms of any long-term benefit to the coun-
try. Both the Colonial Office and the Governor’s Office in Nairobi were
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forced by the urgent conditions to implement economic policies aimed at
reducing government expenditures through retrenchment, the suspension
of some essential health care services, and the active involvement of the
citizenry in health care campaigns. The professed goals of the eugenics
movement were at variance with the colonial state’s attempts to stabilize
the economic situation and streamline the administration and delivery of
colonial health care services. Responses to the eugenics project varied from
enthusiasm and overt support among its proponents and supporters to dis-
taste and hostility from those who read its latent intentions. The latter
rejected it outright as irrelevant to the debates on maximizing scarce re-
sources to ensure maximum delivery of health care services.

The British and the East African Medical Associations, which passed
resolutions to inaugurate research into the causes of “Native backwardness,
mental and physical, in territories under British rule in East Africa,” warmly
embraced the project.119 Voicing his support for the envisioned research,
M. Clark Collision, Political Secretary of the British Commonwealth League,
wrote to Secretary of State Cunliffe-Lister, requesting the appointment of a
committee including competent women anthropologists to undertake the
investigation.120 Meanwhile, Sir E. Graham Little, an independent mem-
ber of the British House of Commons, not only embraced the investiga-
tion but also emerged as the foremost proponent of the Kenya eugenics
project in the British Parliament.

Little had forged close working relations with Dr. Gilks, Director of
Medical Services, and his successor, Dr. Paterson, both supporters of Dr.
Gordon’s investigations. Gordon and his allies had one advantage. The re-
lease of their “findings” coincided with the high point of the eugenics move-
ment in Europe. Doctors Gordon and Vint were thus able to gather a sig-
nificant group within the medical and political fraternities in Britain to
support their movement, particularly through the procurement of funds.

The medical establishment in Kenya initially supported the eugeni-
cists’ appeal. In a lengthy memorandum to the Colonial Secretary, the new
Director of Medical Services, Dr. A. R. Paterson, listed a host of scientific
and social benefits to be derived from the research.121 Dr. Paterson con-
tended that the determination of the nature and causes of physical and
mental differences among the various races in the country, as well as the
condition of “backwardness” among the Africans, were critical to the re-
search. Also pertinent to the project was the general question of heredity in
humans, and in particular the role of heredity as against environment. The
Director argued that the data obtained from the project could be harnessed by
the state and utilized for the “social and economic advantage of the people, and
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with special values for medicine, education, law and administration in regard
to the physical, mental and social advance of the East African races.”122 The
objectives outlined by the Director open a window into the meaning of eugen-
ics in colonial Kenya. Its broad agenda lacked specifics as to how the project
would enhance the quality of life during the financial crisis brought on by the
Great Depression. This reduced the project’s prospect of gaining a place of
importance in the health care discourse of the interwar period.

Despite the warm embrace of eugenics by a handful of professionals
as well as politicians, the eugenicists failed to articulate a precise and rel-
evant agenda to meet the developmental challenges of the late 1920s and
1930s. Their project embraced multiple meanings as well as disciplines
ranging from genetics to medicine and anthropology. The investigation
had to do with race, ethnicity, environment, culture, and governance. By
casting such a wide net and delving into such a host of issues, the eugenics
movement set insurmountable obstacles on its own developmental path.
The first criticism of the movement in Kenya pertained to the scientific
legitimacy of its preliminary results, which were clouded in ambiguity,
dubiousness, and bias. If the movement sought to anchor its legitimacy on
the scientific nature of the investigation, this criticism raised doubts which
compromised that very foundation.

In their tentative findings, Doctors Gordon and Vint had revealed
the “existence of a definite degree of inferiority in the average brain of at
least certain native tribes as compared with the average European.”123 What
constituted this “definite degree of inferiority” was not even defined. Nei-
ther were the “tribes” identified. In a sense, Gordon and Vint reflected the
existing climate of opinion, which defined and delineated Africans as mem-
bers of collectivities. African individuality was subsumed under the rubric
of “tribe.” Megan Vaughn has provided a perceptive analysis of the intent
and import of this classification system: “Africans were always conceived of
as members of a collectivity as colonial people, and beyond that, as mem-
bers of collectivities in the form of ‘tribes’ or cultural groups. Consequently,
when classification systems were elaborated to account, for instance, for
the incidence of insanity in Africa, the psychiatric categories became sec-
ondary to the ‘ethnic’ categories, and beyond that to the overriding differ-
ence ascribed to colonial people, the signifier of which was skin color.”124

Even though collectivity was the accepted idea, there was a significant cote-
rie of administrators and medical professionals that were not persuaded to
uncritically accept the eugenics movement’s “scientific” claims.

The movement’s program was tainted with a rhetorical appeal that
merged pseudoscientific and social factors in an attempt to legitimize the
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movement as a development project that would benefit society. Indeed,
Patterson and his allies in the eugenics project portrayed the image of a
discipline capable of providing knowledge and economic regeneration.
However, the overwhelming lack of specificity and the silences in the pro-
nouncements were persuasive enough to lead objective observers to dismiss
the project as an expression of biological othering that had nothing to do
with the health care problems facing the country. While Drs. Vint and
Gordon argued in their preliminary findings that they had observed differ-
ences in the brain sizes of Africans, they failed to establish any real correla-
tion between brain size and intellectual capacity.

The Colonial Office and the Depression-era representative of the
Crown, Governor Byrne, went on the offensive against the eugenicists.
Contesting both the methodology and the tentative conclusions of the eu-
genicists, the Colonial Office and the Governor in Kenya argued that the
term “native backwardness” was problematic since it was open to dispute
whether the Africans were “primitive.”125 Mr. Flood of the Colonial Office
and Governor Byrne were not alone in their conclusion that the eugeni-
cists’ “findings” were suspect. They were supported by Dr. W. H. McLean,
a doctor in Tanganyika during the 1930s, who stated that the Africans he
had kept in touch with over three decades were professionally successful,
intelligent, and responsible.126 The Colonial Office and Governor Byrne
called for pragmatic proposals that would have a direct and immediate
bearing on the lives of the populace. Their focus was on improving the
general physical condition of Africans by concentrating on workable tasks like
the improvement of sanitation and education and the prevention and treat-
ment of disease, which would have a measurable effect on the lives of many.

The colonial administration portrayed the eugenics project as an im-
practical undertaking whose intention was to show that the social and
material conditions of people were caused by biology and therefore could
not be addressed through programs of improvement. By defining the eu-
genics project as a theoretical and impractical venture, the Colonial Office
dismissed the chief proponents of the movement as inconsequential indi-
viduals who were out of touch with reality. Flood mused, “If you get a body
with psychologists and psychiatrists on it, the resulting conclusions are some-
times apt to be impractical.”127

Where eugenics did flourish it was because it was domesticated. Be-
ing challenged from within the country as well as from the Colonial Of-
fice, the eugenics movement in Kenya was starved of internal support and
solid external patronage. In addition, the movement did not establish the
urgency of its own research in the catastrophic conditions of the 1930s.
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This failure to appreciate the economic challenges facing the country pro-
vided J.E.W. Flood of the Colonial Office, a major opponent of the project,
with the ammunition needed to shoot it down by exposing its irrelevance
to the overall colonial health care development strategy at work in Kenya.
He reported: “The whole thing boils down to attempts to rush the Govern-
ment of Kenya into spending money which it cannot afford upon various
schemes of research, which, however admirable, cannot be regarded as
matters of immediate urgency.”128 Governor Sir Joseph Byrne, whose bud-
getary cuts, or “Pruning Operations,” resulted in holding back several ap-
pointments, suspending new services, and curtailing many existing ones,
shared Flood’s sensitivity to the financial implications of the eugenics project.
His prudence during a time of immense crisis resulted in the resolution of
dilemmas regarding financial policy.129 In essence, therefore, its own inter-
nal contradictions, superficiality, and ambiguity, as well as local adminis-
trators and leaders at the Colonial Office, dampened the eugenics move-
ment in Kenya.

Conclusion

The interwar period saw a shift in both the working and the funding of the
colonial health care system. The African factor in the development of colo-
nial health care services has constituted the major theme of this chapter.
The colonial state became interested in a partnership with the Africans, a
development that furthered the expansion of health care services in the
countryside. The partnership was structured and manifested in a number
of ways. Some of the emergent African elite identified with the notions of
Western progress and development. As the case studies outlined in the chap-
ter illustrate, some of the elite were instrumental in the construction of
health care facilities in the countryside. The establishment of the Jeanes
School, as well as the increase in the number of grammar (high) schools,
enhanced the quality of dialogue and quickened the pace of identifying the
real needs of the local populations. As the development of colonial educa-
tional infrastructure changed, so too did the ways in which Western bio-
medicine was perceived in Kenya. Interaction became intense and began to
reduce the conflicts between the state and the biomedical practitioners on
the one hand and the Africans on the other.

By the beginning of the Depression, therefore, Africans were poised
to play the preeminent role in steering colonial health care out of the eco-
nomic morass that bedeviled the country at a time when the state was



Politics, Innovation, Reform, and Expansion 127

financially weak. Indeed, it was during the Depression that Africans spear-
headed infant and maternity care in the mainstream health care facilities.
Their proactive measures belie the notion of passive Africans involved in
perpetual conflict with Western biomedical ideas, practices, and facilities.
The relationship between African and Western healing strategies was com-
plex. It defies the either/or dichotomy. Thus by the 1930s the issue for
most Africans was not whether to use Western strategies or not, but rather
what was in their best interest to embrace in Western biomedical practices.
Africans did not embrace Western therapeutic practices as replacements for
their own practices, but rather as supplements to them. The majority did
not see an opposition between their own “medical culture” and that of the
mainstream health care service.

African participation in the development of health care institutions
and facilities in the 1930s parallels the cost-sharing initiatives of the 1980s
and the 1990s. As will be argued in the next chapter, the theme of the
financially weak state and the crisis in the delivery of health care services is
a persistent one; but nevertheless one that highlights the role of Africans in
supporting themselves rather than being supported by the state. Thus this
chapter has focused attention on Africans’ proactive measures.
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If the interwar period was characterized by a major shift in both the work-
ing and the funding of the colonial health care system, the postwar era saw
the colonial state criticized for the interwar financing of health care, which
disproportionately burdened the Africans by shifting the financial respon-
sibility of maintaining educational and health institutions and services from
the central government to the local authorities. It was also argued by some
colonial officials that the state was still focused on repetitive curative work,
as opposed to preventative measures directed at improving African living
conditions, both in the townships and the rural areas. The criticisms came
in the wake of the modernization agenda that was pursued by the colonial
state after the war. While the state sought to reinvent itself as the custodian
of African health and education needs by investing more funds in the de-
velopment of health and education facilities, it still hoped to build on the
cost-sharing arrangement that had evolved during the interwar period.
Hence, Africans had to pay, both as individuals and through their local au-
thorities, to help extend services to African locations in urban and rural areas.

However, the attempt to push through reforms after the war occurred
against the backdrop of a very turbulent period in Kenya’s history. African
militancy reached its explosive height in the Mau Mau uprising.1 In addition,
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the politics of decolonization and trade unions’ agitation for better terms and
conditions of service for their members challenged the colonial state to deliver
on the critical issues of wages, school places, access to health care, and housing
in the townships. Once again, discourses on health care during the 1940s and
1950s mirrored the most fundamental tensions that had characterized British
colonial rule in Kenya, as well as the immediate pre-independence challenges
that both the citizenry and the state faced on the eve of decolonization.

The attainment of independence in 1963, rather than mark the end of the
various policy debates of the 1940s and 1950s, reignited them as the postcolonial
state sought to assert control over the key sectors: the economy, health, and educa-
tion. Moreover, the postcolonial period has also seen the subject of health care
delivery caught in the larger discourse of the role of international financial
institutions and donor agencies in the formulation and implementation of
domestic policy by the sovereign state. Thus, this chapter is divided into four
sections reflecting the transitions and anxieties in the period after 1940.

The first section examines the development of health care during the
period of political transition from colonial to postcolonial Kenya. The section
is set against the backdrop of World War II and the politics of decolonization.
The second section explores how, why, and with what consequences the
postcolonial state became actively involved in health care development by
emphasizing the continuities as well as discontinuities that characterized health
care delivery until 1986. The specification of the year 1986 is based on the fact
that the government promulgated the Sessional Paper No. 1 of 1986: Economic
Management for Renewed Growth,2 which was a retreat from the principles that
had been outlined in the Sessional Paper No. 10 of 1965.3 Due to external
pressure the government was forced to withdraw from its deep involvement in
the economy, health, and education due to external as well as internal factors.
Thus the third section of this chapter examines the course and consequences of
this forced retreat against the backdrop of a weak economy and a collapsing
public health care system, which coincided with the AIDS pandemic. The last
section focuses on proactive activities and responses to the crises by individu-
als, the state, and nongovernmental organizations.

The Turbulent Transition: From Colonialism to Inde-
pendence

As with most wars, the end of World War II was marked by a number of
challenges. The demobilized servicemen were more or less unified on the issues
of resettlement, jobs, urban housing, educational opportunities, access to health
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care and, most important of all, freedom and independence. These were huge
agendas, whose realization required commitment, planning, resources, and a
reevaluation of previous projects. Opposition to colonial governance crystallized
around these grievances and, by so doing, turned the immediate postwar years into
a commentary and finally a verdict on the undesirability of colonial governance.

An explicit theme running through the literature on decolonization
is that the colonial powers faced very challenging times, in many ways very
different from the prewar years. The restive African population, the cash-
strapped colonial powers, the influx of people into the urban centers, and
the wind of decolonization that was sweeping across the empire seemed
insurmountable challenges. As a result, a number of studies have rightly
argued that Britain began to invest in social programs in its colonies with a
view to stemming the tide of discontent and, by so doing, legitimizing
colonial governance during the age of anxiety.4 Kenya was no exception to
this scheme of colonial reinvention. What has so far been missing, in the
context of Kenya, is the story of how the discourse on colonial health care
reflects this shift in British colonial policy and the controversies that sur-
rounded the financing of the envisioned projects of more health centers
and hospitals, public health campaigns, sanitation in urban areas, and hous-
ing projects to ease congestion in the African areas of the major townships.

After the war, the science of social medicine in colonial Kenya was rede-
fined in terms of ultimate rather than immediate causes.5 While the growth of
health centers had been a major factor in extending the delivery of services to
the rural areas during the interwar years, the new thinking was that the role of
health institutions had to be redefined and the dispensaries turned into effec-
tive instruments for education and propaganda. Although the dispensaries were
sited within the local communities, their influence in preventing the outbreak
of disease was, at best, minimal. The medical personnel hardly ventured into
educational programs that would help prevent disease. The concerns and
lifestyles of their local constituents were not considered critical to the aim of
preventing disease outbreaks. In a sense, the local populations were considered
as irrelevant until a disease broke out and until some people became sick and
went to seek treatment in the health centers. Thus, the work of health profes-
sionals revolved around the patients at the health centers.

However, the focus on ultimate factors signified a philosophical shift
from the medical paradigm to a blend of the medical and materialist para-
digms. In the medical paradigm, health care is primarily the province of
physicians, nurses, and other “health personnel.”6 The thrust of policy, under
this paradigm, is a disproportionate focus on the training of more and
more highly skilled personnel, as well as on the construction of hospitals
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and clinics. In contrast, the materialist paradigm sees health care as a col-
lective enterprise that has to be socially and collectively produced.7 The
materialist view is that good health care has to transcend the existence of
hospitals, clinics, and skilled personnel. It has to be linked with the general
agitation for a better, more equitable, and more humane society.

The policy that the colonial state began to pursue after the war was
one that blended these two paradigms: an attempt to strike a balance be-
tween the expansion of health care institutions and facilities on the one
hand, and an emphasis on a management strategy that focused on the com-
munity and on prevention of disease outbreaks on the other. While the
health center concept was still considered critical, an attempt was made to
avoid multiplying dispensaries for outpatients or increasing the numbers of
beds in African hospitals. Thus, while the implementation of social preven-
tative medicine measures lay within the health center concept, the state
sought to prevent the health centers from degenerating into enlarged out-
patient departments. As a result the public health campaign became an
important aspect of the work of health care personnel, particularly health
visitors, African health inspectors (AHI), health assistants (HA), dressers,
and “mid-wife nurses” (Table 6.1). Phrases emphasizing propaganda and

TTTTTable 6.1 Duties of Health Carable 6.1 Duties of Health Carable 6.1 Duties of Health Carable 6.1 Duties of Health Carable 6.1 Duties of Health Care Personnele Personnele Personnele Personnele Personnel

Health Visitor AHI and HA

• Home propaganda • Houses: siting, construction, ventilation,

• Notification of ill-health lighting, and keeping records

• Home details survey • Water supplies

• Domestic economy and dietetics • Disease reporting and control propaganda

• Food preparation and economy • Nuisance propaganda and control

• Arts and crafts • Market and trading center construction

• School visiting and sanitary control

• Cooperation with local population • Cooperation with particular reference to

agriculture

Dresser Mid-Wife Nurse

• Essentially to assist a nurse • Antenatal and postnatal clinics

• Vaccinations, inoculations, and • Child Welfare clinics with Health

records Visitors

• Health propaganda • Domiciliary midwifery

• Clinics • Domestic propaganda

• Cooperation with local population
Source: Medical Department Circular No. 26/50, 18 May 1950, KNA: PH/1/2/1.
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cooperation began to feature prominently in the job descriptions of the
health care personnel operating at the local community level.8

Meanwhile, the campaign in the townships was even more aggressive
than the campaign in the rural areas since it was expanded to include eas-
ing congestion in the African locations by providing more housing units.
The Report of the East Africa Royal Commission of 1953–1955 stated that
conditions in the townships were quite unsatisfactory and that “Over-
crowded and insanitary conditions are a direct cause of ill-health, helping
to spread tuberculosis and giving rise to such diseases as malaria and dysen-
tery.”9 The commission agreed that “It was disheartening to see legitimately
employed Africans sleeping under the verandas in River Road, in noisome
and dangerous shacks in the swamp, in buses parked by the roadside and
fourteen to the room in Pumwani, two to a bed and the rest on the floor.”10

It attributed the deteriorating conditions in the towns to poverty, lack of
adequate housing, and problems of social development.

The wages of the majority of African workers were too low to enable
them to obtain accommodation which was adequate by any standard. Al-
though the 1950s saw both government and local authorities embark on
their own separate schemes, the demand outstripped supply, particularly
among low-paid workers. The population of Africans in Nairobi, for ex-
ample, doubled between 1947 and 1958. While in 1947 the population of
Africans stood at 77,032, by 1958 it had risen to about 150,000.11 In 1947
the difference between the population figures and the capacity of the hous-
ing available for Africans was approximately 26,000.12 In addition, most of
the housing was aimed at the middle class; a development that saw the
townships moving away from the concept of “bed space” toward family
housing. The result was the development of slums, where those who could
not afford to pay for other types of housing lived without basic amenities.

The outbreak of the Mau Mau uprising in 1952 and the launching of
“Operation Anvil” in 1954 temporarily eased congestion in Nairobi as the
government held any people believed to be associated with Mau Mau, in
any way, responsible for Mau Mau’s actions, and punished them accord-
ingly.13 Thousands of Africans, particularly members of the Kikuyu ethnic
community, were arbitrarily arrested and held in detention camps. But it
was during the height of the Emergency that the government embarked on
massive housing projects.14 Between 1952 and 1957, the government re-
vealed the great importance it attached to an early solution to the African
housing problem by putting the Deputy Governor in control of the gen-
eral direction of the whole program. The colonial state was warming to the
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fact that urban renewal had to be undertaken if the frequent outbreak of
disease in the African locations was to be stopped.

Issues pertaining to education, health care, and housing and sanita-
tion, particularly in urban areas, could hardly be dealt with in isolation
from the political circumstances of the times. The issues collectively consti-
tuted what Cooper has aptly described as the “burden of the declining
empire.” Addressing the issues was an important step in stabilizing labor
and shoring up colonialism. The issues reflected the inequity and inhu-
manity of colonial society. Throughout the 1950s the urban population
continued to swell so much that social projects such as those involving
education, health, and housing were no longer considered peripheral. The
nationalists interpreted the inadequacy of these projects as the clearest re-
flection of the social organization that had been nurtured by the colonial
state. Thus, as the rights of Africans decreased, due to arbitrary arrests,
Africans became increasingly politicized.15 It is therefore not surprising that
the government sought to stem the tide of African militancy both through
force, as in “Operation Anvil,” and through social programs aimed at im-
proving the welfare of Africans.

Ironically, however, Governor Sir Evelyn Baring rejected the East Af-
rica Royal Commission’s recommendation that a high-level expert body be
appointed as soon as possible to examine the problems of public health.16

He argued that there was no need to appoint a high-level expert body, since
the country had its own medical experts, and that much information about
the needs of the different areas was already available to the Medical Depart-
ment.17 Instead, Governor Baring contended that what was needed was
sufficient finance.18 He held the view that the effectiveness of colonial in-
stitutions, as well as the effectiveness of medical personnel in delivering
services to the citizenry, was hampered by financial shortfall, and not by
lack of focus and direction.

Governor Baring’s argument contradicts the idea that post-World War
II “colonial development” was marked by an unprecedented injection of
metropolitan funds into the colonies to help foster social welfare programs.
The investment of funds was not uniform across the board. Besides, the
injection was only unprecedented in relation to the hitherto minimal in-
vestment of funds into the periphery, particularly in such sectors as public
health. Thus, although the post-World War II situation witnessed renewed
efforts in public health matters, funding for the sector came primarily from
funds raised within the country through taxation, or from loans guaran-
teed by the colonial state, which had to be repaid by the African taxpayer.
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The well-intentioned new government approach, focusing on the commu-
nity by building partnerships through propaganda and education, failed to
attain the envisioned goals because of inadequate resources. It is against
this setting that the African nationalists looked beyond colonialism into
the postcolonial period when they would fight the three “enemies of develop-
ment”: disease, ignorance, and poverty. But that fight turned out to be painful
and protracted, graced with only a few periods of hope and optimism.

The Era of Hope and Promise, 1963–1986

Postcolonial Kenya bears the scars of its colonial past at the same time as it
has to face the challenges of the present. At independence in 1963, Kenya
inherited a health care system that reflected its long colonial history. The
health care system was elitist in its orientation, curative in its emphasis,
uneven in its geographical distribution, and fragmented into two sectors,
private and public/government. The efforts of the transitional years, 1960
to 1965, were halting and uncertain as the postcolonial state sought to
assert its authority over the key sectors: the economy, health, and education.

The first decisive step in directing the health care system to a more
purposeful and compassionate course was taken in 1965 when the govern-
ment issued Sessional Paper No. 10, African Socialism and Its Application to
Planning in Kenya.19 The Sessional Paper provided the basic guidelines for
realizing the independence manifesto of reducing poverty and illiteracy
and combating disease. The time of the arrival of independence was quite
euphoric, if the hopes and desires of the citizenry were anything to go by.
Economic well-being, free health care, and free educational services were
identified as vital to the postcolonial era. Independence was associated with
improvements in the quality of life for the citizenry. The optimism was not
without foundation. The colonial state was a lean and mean state on the
critical issues of health and education. Access to health care services was
not considered a basic right. Health care was framed in the context of the
colonial economy and colonial health care was anything but a social wel-
fare scheme. Attempts to recast that image, particularly after World War II,
were overshadowed by the turbulent politics leading to independence.

In the colonial society, urban and European-settled areas engaged more
of the attention of colonial medical authorities than rural peasant house-
holds. More than six decades of colonial rule strengthened the urban areas
as economic enclaves. Resources were directed to the urban and high eco-
nomic potential areas to provide clean water, electricity, and other social
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amenities. Urban areas witnessed the growth of more private hospitals,
maternity clinics, nursing homes, and ambulance services than did the ru-
ral areas. Both the private and the public health care services reflected vari-
ous emphases as well as the contradictions that attended the provision of
health care services in colonial Kenya.20

The private sector comprised the missionaries, private trusts, and in-
dividuals in the business of health care. The missionary health care system
was itself not a unified system since it followed a denominational pattern.
The establishment of mission hospitals and dispensaries depended on the
following that the church had in a particular locality. The significant aspect
of this type of health care is that it was mainly rural oriented since the
majority of the people from which the denominations drew their support-
ers were in the countryside. This system was therefore accessible to the
rural population. The personnel managing the health facilities were mainly
white missionaries. Meanwhile, the provision of government/public sys-
tem facilities was quite sparse in the rural areas.

The pyramidal structural arrangement of health care management
and delivery was inherited intact from the colonial era. At the apex of this
structure is the national referral Kenyatta Hospital in Nairobi, which also
serves as the provincial hospital for Nairobi area, and which from 1970
doubled as a teaching hospital for the University of Nairobi. At the second
level are the provincial hospitals, which are located at the provincial head-
quarters. Below the provincial hospitals are the district hospitals. The pyra-
midal arrangement was meant to ease congestion at the national and pro-
vincial hospitals. Except for emergency cases, all cases sent to the national
and provincial hospitals were, in theory, to pass through the district hospi-
tals. The medical personnel at a district hospital included a physician, a
number of registered clinical officers, nurses and nursing assistants, and an
administrative officer. As the person in charge, the District Medical Officer
had managerial authority over all the health institutions, facilities, and per-
sonnel in the district.

The health centers and the dispensaries served as the critical connec-
tions between the local community and hospital-based medical care. They
were the ideal locations and sites for dialogue with the patients. It is not
surprising, therefore, that the health centers provided the primary location
at which curative and preventative services were coordinated at the local
level. The medical personnel at the health centers and dispensaries responded
to the spontaneous demands of the community during sickness or epidem-
ics. A health center would consist of one preventative and one curative
clinic bloc with supporting services and an inpatient block with twelve
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beds. In addition one medical assistant, four community nurses, one health
assistant, one or two family planning field workers, one statistical clerk,
and an attendant would constitute the main staff members at the facility.
The employment of a statistical clerk was crucial because one of the major
impediments to addressing health care concerns was lack of data from the
field. Hence, the work of the clerk was aimed at strengthening the Epide-
miological Unit in the ministry, which was charged with the responsibility
of collecting data. Below the health center would be a health sub-center
and then a dispensary. While a sub-center would have clinics and support-
ing services like those of the health center but no inpatient block, a dispen-
sary would have one clinic block and service facilities.

The deployment and the availability of personnel were and still re-
main critical factors. Reflecting the pyramidal structure, qualified medical
personnel are few and unevenly distributed. The majority of physicians are
based in Nairobi and their numbers decrease as one approaches the base of
the pyramid, with very few, perhaps one or two, at each district hospital.
The irony, however, is that the majority of the people live in the rural areas,
while the quality of health care tends to deteriorate as one moves away
from the major urban centers.

Although at independence the government in theory professed a so-
cialist ideal, in practice it was committed to liberal economic policies. Nev-
ertheless, in the key sectors of health care and education, the government’s
approach was quite pragmatic, as it rejected the capitalist approach in which
the private sector would be allowed to assume dominance. In the same
vein, neither would market forces be allowed to directly determine accessi-
bility to health care.21 The government, however, was unwilling to whole-
heartedly embrace socialized medicine. The private health care providers,
trusts, missionaries, and individuals, would be allowed to be partners in
the provision of health care services. The attainment of universal free pub-
lic health care was to be a gradual process dictated by the availability of
financial resources. Tom Mboya, then Minister for Economic Planning
and Development and the General Secretary of the ruling party, KANU,
articulated the government’s position in the following words:

It is the policy of the government to move progressively towards the elimina-
tion of school and medical fees. But to shout about these things without
considering their full implications is merely to play politics and to try to
exploit the ignorance of our people. . . . As we increase our revenues from
taxes so shall we move quickly to creating the foundations for a welfare state
which we all desire.22
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Mboya’s statement epitomizes the intense debates on the idea of the
“welfare state,” the foremost topical issue of the 1960s in Kenya. A number
of development issues revolved around the role of the state in national
development.

The postcolonial state, like its predecessor, was not a monolithic in-
stitution. While there was general agreement on the need to strengthen the
role of the state as the provider of free health care services, there was dis-
agreement on the pace of implementation. The radical wing of the ruling
party, KANU, wanted immediate implementation. The moderate wing of
the party wanted a gradual approach. Tom Mboya’s assertion, therefore,
was an affirmation of the official party position as well as a response to the
radical wing of the party.23 The instructive point, however, is that the
postcolonial state defined health care as a basic necessity for which the state
was to shoulder the financial responsibility. The first concrete step in at-
taining this goal was realized sooner than had been expected when the
government introduced free medical services for outpatients and all chil-
dren in 1965.24 Examined within the turbulent politics of the period that
later led to the formation of the opposition party, the Kenya Peoples Union
(KPU), the political pressure from within KANU must have been a deter-
mining factor in the decision of 1965, for the obvious purpose of denying
the radical wing of the party the opportunity of accusing the moderates of
perpetuating the colonial legacy.25

Whatever the other factors contributing to the decision, it is signifi-
cant that the government did not relent until the mid-1980s in its declared
policy of being the premier provider of medical services to the citizenry.
The various development plans best illustrate this commitment. The 1966–
1970 Development Plan was an ambitious one in relation to the health
sector. It emphasized curative services. More health centers were planned
for the rural areas with a view to addressing the imbalance in the quality of
health care between the various districts in the country. It also sought to
intensify staff training in order to alleviate the shortage of doctors, nurses,
midwives, and other trained medical personnel. Recognizing the uneven-
ness in the distribution of both private and government hospitals, the plan
also sought to increase the number of public hospitals and other health
facilities as well as to increase aid to nongovernment hospitals through pro-
vision of grants. Disease control also featured prominently in the plan. The
eradication of sleeping sickness and control of malaria, leprosy, and tuber-
culosis were high priorities on the governmental agenda.26

Three major developments graced this ambitious plan and helped in
the realization of some of its targets. The development of Harambee dis-
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pensaries and health centers became a major aspect of the provision of
health care. The concept and spirit of Harambee, which meant pulling
together resources and financing the construction of health and educa-
tional facilities based on individual contributions as well as communal con-
tributions according to ability, was not new. As this study has shown, indi-
vidual and community participation in the development of health care
facilities had been in place since the 1920s.27 What was new was the inten-
sity of individual and community involvement. It became the state’s means
of identifying with local communities in a wide array of development projects
in the rural areas. The money was contributed directly to the project and
not to the local authority. Harambee became institutionalized as a major
developmental rallying force in postindependence Kenya. Numerous schools
and health institutions would be constructed in the country through
Harambee efforts.

Despite the Harambee efforts, the problems that plagued individual-
and community-financed development not only persisted but intensified
as politics became intertwined with development. Economically vibrant
regions, as well as politically well-connected ones, enjoyed advantages over
areas that lacked comparable wealth and were not politically supportive of
the ruling elite. The upshot of this was that rich county councils (previ-
ously “native” councils) were able to mobilize their local populations to
establish more health centers, a development that was beyond the financial
reach of poor councils. This perpetuated the unevenness that had charac-
terized the colonial health care system. Also, as ethnicity came to occupy a
central place in the allocation of resources, areas that were less well en-
dowed with resources and were considered not politically supportive of the
regime in power lost out to the ethnic groups and regions that did support
the regime. Harambee projects under both the first President, Jomo Kenyatta
(1963–1978), and his successor, Daniel Arap Moi (1978–), were not im-
mune from ethnic and political considerations. The construction of “Nyayo
wards,” particularly in the 1980s, under Moi’s leadership increased the
number of health care facilities in the country, but hardly addressed the
imbalance.28

The problem of unevenness is manifested in the disparities among
various regions in terms of such key indicators as access to education and
clean water, and infant mortality rates. Attaining low infant mortality rates
is a multidimensional accomplishment that does not depend on the activi-
ties of the Ministry of Health alone. Access to fresh water for drinking, a
developed communication infrastructure that will enable patients to reach
health centers, and high literacy levels, which largely depend on the avail-
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ability and accessibility of schools, are critical in reducing infant mortality
rates. However, all this depends on the internal allocation of resources to
various regions by balancing economic and social needs. In low-income
economies such as Kenya, resources are scarce and subject to bureaucratic
and ethnic manipulation.

The external factor brought into the health care sector by the interna-
tional agencies is another vital aspect in the development of health care in
postcolonial Kenya. The deep involvement of international agencies such
as WHO, UNICEF, UNDP, IPPF, USAID, and DANIDA in various health
care projects provided much-needed financial, human, and material sup-
port for a wide array of programs ranging from those combating specific
diseases such as measles, whooping cough, and smallpox to the major pre-
ventative projects of providing clean water and training of personnel for
the promotion of primary health care, particularly from 1978 onward. The
enhanced investment in preventative and curative health care by interna-
tional bodies and agencies was a result of the World Health Organization
(WHO) conference held at Alma-Ata in the Soviet Union in 1978. The
conference identified primary health care including immunization, nutri-
tion and food supply, water and sanitation, drug supplies, and health edu-
cation as the strategy for achieving WHO’s goal of “Health for All by the
Year 2000.” In order to actualize this WHO goal, the government set up
the Kenya Expanded Program on Immunization (KEPI) to better coordi-
nate the immunization exercise along the lines agreed at Alma-Ata. The
global consensus on the broad parameters of primary health care for all
helped to mobilize financial resources, which allowed for expansion in the
areas of infant and communicable diseases.

It is not surprising, therefore, that health issues attracted a number of
international agencies, thereby easing the burden on the government, which
by the mid-1980s was providing nearly 60 percent of recurrent expendi-
ture in health care. The rest was left to churches and other private con-
cerns, including international agencies. The government as early as 1970
transferred responsibility for health services from the various agencies to
the Ministry of Health. The transfer was meant to bring about closer su-
pervision and integration of all services by the Ministry of Health and not
to circumscribe the activities of the private sector or the international agen-
cies in health care. Henceforth, the ministry would coordinate assistance.
In essence, the role of international agencies became institutionalized as an
important means to the realization of the health care agenda. What this
meant was that the country would benefit from this working partnership
so long as the relationship between the government and the international
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agencies remained cordial and sustainable through policies acceptable to
both.

The third factor that facilitated the success of the government in rid-
ding itself of the lean and mean image that was associated with the colonial
state was the vibrancy of the economy, particularly during the 1960s and
1970s despite occasional downturns. The buoyant economy that charac-
terized the first decade of independence enabled the government to devote
quite substantial resources to health care. According to the 1975 World
Bank Report the real growth rate in GNP between 1965 and 1970 was 8.2
percent per annum while the domestic savings rate averaged 15 to 20 per-
cent of gross output.29 The overall impact of this economic buoyancy was
that the budget showed a surplus of receipts over expenditures. Against this
economic setting, it is significant to note that both the recurrent and devel-
opment expenditures of the Ministry of Health increased tremendously.
From 1960/61 to 1968/69 the recurrent expenditure of the ministry rose
from K£2.6 to K£4.6 million, while the development expenditure rose
from K£141,000 in 1963/64 to K£872,000 in 1967/68.30 All in all, the
accomplishments of the postcolonial state were remarkable if the number
of hospitals and personnel are anything to go by (see Tables 6.2, 6.3, and
6.4).

The number of health care facilities increased tremendously begin-
ning in the 1970s. As Table 6.2 demonstrates, the number of hospitals,
health centers, and dispensaries more than tripled between 1973 and 1992.
Similarly, Table 6.3 shows that the number of medical personnel increased
over the same period. Although the number of registered personnel per
100,000 people is still far from adequate, the gains reflect governmental as
well as private efforts in the training of medical personnel. Meanwhile,
Kenya’s population tripled between 1963 and 1999. Rising from not more
than 9 million in 1963, the population of Kenya is now estimated at 31
million. But the spatial distribution of this population shows that the ma-
jority of Kenyans still reside in rural areas (see Table 6:4).

TTTTTable 6.2 Incrable 6.2 Incrable 6.2 Incrable 6.2 Incrable 6.2 Increase in the Number of Health Carease in the Number of Health Carease in the Number of Health Carease in the Number of Health Carease in the Number of Health Care Facilities in Kenya,e Facilities in Kenya,e Facilities in Kenya,e Facilities in Kenya,e Facilities in Kenya,
1973–19921973–19921973–19921973–19921973–1992

19731973197319731973 19831983198319831983 19921992199219921992

Hospitals 132 216 301

Health Centers  131 288 477

Dispensaries 735 1,717 2,637
Source: Republic of Kenya, Development Plan, 1994–1996 (Nairobi: Government Printer, 1994), 33–
34.
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Indeed, until 1986 and despite economic constraints, there is no doubt
that the efforts of the government in the health sector were generally suc-
cessful. As Table 6.5 illustrates, various improvements had been achieved
by the government in areas such as increase in lifespan, decline in infant
mortality rates, and decrease in crude death rates. Meanwhile, the number
of doctors and hospital beds and cots increased more than fivefold between
1963 and 1992. However behind these statistics there are problems that
the government has addressed with varying degrees of success over the past

TTTTTable 6.3 Registerable 6.3 Registerable 6.3 Registerable 6.3 Registerable 6.3 Registered Medical Personnel per 100,000 Population,ed Medical Personnel per 100,000 Population,ed Medical Personnel per 100,000 Population,ed Medical Personnel per 100,000 Population,ed Medical Personnel per 100,000 Population,
1978–19921978–19921978–19921978–19921978–1992

19781978197819781978 19791979197919791979 19831983198319831983 19841984198419841984 19881988198819881988 19891989198919891989 19911991199119911991 19921992199219921992

Doctors 9.50 10.07 12.60 13.26 13.75 14 5.10 15.00

Registered

Nurses 41.41 42.76 45.52 46.91 43.65 44 44.80 46.90

Enrolled

Nurses 52.36 54.36 54.15 61.06 61.38 65 81.70 82.90

Clinical

Officers 9.46 10.03 10.23 10.24 10.74 11 11.70 11.80
Source: Republic of Kenya, Development Plan, 1994–1996 (Nairobi: Government Printer, 1994), 34.

TTTTTable 6.4 Distribution of Population between Rural and Urbanable 6.4 Distribution of Population between Rural and Urbanable 6.4 Distribution of Population between Rural and Urbanable 6.4 Distribution of Population between Rural and Urbanable 6.4 Distribution of Population between Rural and Urban
Locations (in Millions), 1990–2000Locations (in Millions), 1990–2000Locations (in Millions), 1990–2000Locations (in Millions), 1990–2000Locations (in Millions), 1990–2000

19901990199019901990 19951995199519951995 20002000200020002000

Urban Population 4.07 (18%) 5.28 (19.2%) 7.44 (23.4%)

Rural Population 19.43 (82%) 22.2 (80.8%) 24.36 (76.6%)

TOTAL 23.6 27.5 31.8
Source: Republic of Kenya, National Development Plan, 1997–2001 (Nairobi: Government Printer,
1997), 75.

TTTTTable 6.5 Some Indicators of Health Carable 6.5 Some Indicators of Health Carable 6.5 Some Indicators of Health Carable 6.5 Some Indicators of Health Carable 6.5 Some Indicators of Health Care Gre Gre Gre Gre Growth, 1963–1992owth, 1963–1992owth, 1963–1992owth, 1963–1992owth, 1963–1992

19631963196319631963 19921992199219921992

Lifespan 40 60

Infant Mortality Rate per 1,000 126 74

Underfives Mortality Rate per 1,000 211 104

Crude Death Rate per 1,000 20 12

Doctors (Numbers Available) 339 3,550

Hospital Beds and Cots (Numbers Available) 6,708 34,000
Source: Republic of Kenya, Development Plan, 1994–1996 (Nairobi: Government Printer, 1994), 229.
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four decades. Besides the already outlined uneven distribution of health
facilities in the country and the shortage of manpower, some of the prob-
lems included a high average population growth rate of nearly 4 percent
per year and a rapid expansion of urban centers at about 6 percent per year.

The 1970–1974 Development Plan detailed the approach to be
adopted in attaining effective maternal and child health care and family
planning services. The training of community nurses was to be intensified.
Immunization programs were to be expanded to cover all districts. Mean-
while, the high population growth rate was to be curbed through voluntary
means by increasing awareness among the population. The government
thus strengthened the National Population Council to coordinate the ap-
proach to population issues. Population officers were posted to some dis-
tricts. Similarly, the government strengthened the National Department of
Adult Education. This department was charged with the responsibility for
improving adult literacy, which was viewed as one of the main ways of
increasing awareness of family planning and population issues, as well as
making public health campaigns effective. In all these measures, the gov-
ernment had the financial support of nongovernmental organizations within
and outside the country. Nevertheless, voices of dissent came from the
Catholic Church and related organizations on the specifics of some meth-
ods that the state pursued, particularly in the area of family planning. The
major bone of contention surfaced when the state sought to include the use
of contraceptives as part of the population planning campaign. The Catho-
lic Church emphasized natural methods of family planning and rejected
outright the use of contraceptives and other related methods and devices as
unnatural and likely to promote promiscuity. Nevertheless, the major popu-
lation campaigns coupled with the onset of the AIDS epidemic have led
Kenya’s population growth rate to stabilize at about 3 percent.31

The government’s emphasis on preventative health care programs re-
ceived a boost with the shift to the District Focus for Rural Development.32

When President Moi launched the District Focus for Rural Development
in 1982, he sought to dismantle the top-down organizational approach to
development in which Nairobi, as the capital, constituted the nerve center
where most development activities were initiated and coordinated.33 In this
system, the ministry headquarters coordinated the planning and imple-
mentation of most health projects with the various districts as junior part-
ners in that endeavor.

The shift to the District Focus for Rural Development was intended
to democratize the delivery of services to the rural population by empower-
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ing them as active participants and to reverse the perception that they ex-
isted merely as consumers of services designed and delivered by Nairobi
without their input. The program basically introduced a decentralized form
of planning in which the district would become the focal point of the plan-
ning and implementation of the projects within its jurisdiction. As a bot-
tom-up approach, the concept was not new. Its history dates back to 1965
when District Development Committees were formed, followed a year later
by the establishment of the Special Rural Development Program. How-
ever, what made it more forceful was the firm political support it was given
by President Moi when, in June 1982, he directed that “From now on
money will be allocated to each district and planning will be done at
the district level. Each district will spend its allocation as outlined by
the District Development Committee.”34 What this meant was that
the District Development Committees, which had since the 1960s been
operating as extension agencies of the ministries, would now occupy a
central place in developing the districts. They would not only produce
their own development plans, but would prioritize and supervise the
projects as well.

One of the areas that the District Focus for Rural Development im-
pacted enormously was health care. In accordance with the shift to District
Focus, the government allocated a large amount of funds to the medical
facilities in rural areas. According to the 1984–1988 Development Plan
the recurrent expenditure for rural services was to grow at 15.6 percent,
which was faster than any other category of recurrent expenditure. This
was primarily aimed at redressing the imbalance between rural and urban
health facilities. Coupled with the construction of Nyayo wards in various
districts, there was a move aimed at easing congestion in the district hospi-
tals. It is arguable that the impact of the District Focus for Rural Develop-
ment was beginning to be felt just at the time when it faded due to both
internal and external contradictions.

The major internal weakness of the District Focus for Rural Develop-
ment was that the districts had no control over tendering for drugs and for
other equipment necessary for the expansion of the health care infrastruc-
ture at the district level. All this was still controlled from Nairobi. Thus the
legal and financial restructuring needed to ensure the success of the strat-
egy and the realization of its objectives was not carried out. In addition, the
funds to be disbursed from Nairobi were subject to political and ethnic
manipulation. The conflict also stemmed from an all-powerful President
who would direct the ministry to undertake a project, at the request of a
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local political broker, without consulting the relevant officials in the minis-
try to ensure the availability of funds. Some projects had neither been
planned nor provided for in the national budget. Districts were only nomi-
nally in control because they did not have their own independent sources
of revenue.35 They still relied heavily on the central government. The fi-
nancing of Harambee health facilities also became politicized as the Minis-
try of Health became unofficially “duty-bound” to donate money to all
Harambee fund-raising functions presided over by the President. With a
weak parliament and a timid judiciary, financial scandals involving health
equipment or delivery of drugs were hardly investigated, despite revela-
tions by the Controller and the Auditor General. Thus corruption and lack
of financial autonomy began to bite from the late 1980s, when the Central
Medical Stores in Nairobi were reduced to a cesspool of corruption. Drugs
disappeared, and it was not uncommon for funds to be paid out for drugs
that were never delivered. Drug shortage began to be a persistent feature in
most public hospitals and health facilities. The envisioned bottom-up
approach was not entirely successful, therefore, primarily because the
policy called for reform and democratization in the culture of financial
management that the Kenyan leadership was unwilling to institute be-
cause it would undermine its control and its disbursement of resources
according to the loyalty exhibited by a region, district, or influential
local power broker. In essence, the projected reforms went beyond the
sphere of health care. They were deeply involved in the politics of state
control and patronage.

The problems could not have arisen at a worse time. The external
funding that had become institutionalized as part of the health care budget
began to dry up, following external pressures exerted on the government to
abandon its compassionate position as the major financier of public health
care. Instead, the government was advised by the International Monetary
Fund (IMF) and the World Bank to institute cost-sharing in health care
services as well as other wide-ranging economic reforms or lose external
funding for its programs. Thus health care came to be drawn into the orbit
of the politics of economic reforms in what were packaged as Structural
Adjustment Programs (SAPs). The state was forced to retreat from its com-
passionate welfare agenda to a market-oriented approach. The irony, how-
ever, was that the market was not only quite unstable, but also unfavorable
to the developing countries. In essence, it was anything but democratic.
The externally prescribed market approach became highly contentious at
the level of implementation.
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The State on the Retreat: Reliving the Past in the
Emergent Present

Sessional papers as political and economic policy statements by the govern-
ment are emblematic of the state of the economy and the political develop-
ments at a specific time. If Sessional Paper No. 10 of 1965 signified a com-
mitment to the basic fact that health care is a right that the state must
protect, Sessional Paper No. 1 of 1986 undermined that commitment.36

Sessional Paper No. 1 was a step backwards, particularly with its emphasis
on cost-sharing, which weakened the bond between the state and its citi-
zenry over basic services such as education and health care since the gov-
ernment was forced to retreat from its benevolent posture as well as its deep
involvement in the provision of social services.37 This was an indirect re-
turn to the lean and mean policy of the colonial state on health care. The
government levied inpatient as well as outpatient fees for services rendered
in government hospitals. The amount was far less than the amount that
was charged in private and mission hospitals. But the economic conditions
that coincided with the introduction of fees made the levies a painful expe-
rience with an adverse impact on the public health system.

These externally induced changes in health care cannot be examined
effectively without considering global economic forces. In the early 1980s,
publicizing the benefits of a free enterprise system became a major theme
in the agenda of the industrialized countries, particularly in their approach
to the question of aid to Third World countries.38 The Third World coun-
tries argued for the democratization of the international economic system
to ensure more direct aid to poor countries, access to markets in the rich
states for poor countries’ products at fair prices, and international financial
and economic institutions that would be more responsive to their plight.39

The developed world, particularly the United States and Britain, rejected
these arguments. Instead, they directed the focus to the structure and per-
formance of the economies of Third World countries.40 The debate began
to revolve around what Khapoya has aptly described as the “magic of the
marketplace.”41 The developed world’s argument was that there was noth-
ing wrong with the international economic system and that since it had
worked for the developed countries, it could work for the developing coun-
tries as well. The Third World countries were advised to restructure their
economies and to embrace and institutionalize the magic of the market-
place as an invaluable means of curing their economies of the persistent
ailment of underdevelopment.42
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The problem with this externally prescribed measure lies in the spon-
sors’ choice of ideas and ways of knowing. It was premised on the mistaken
view that what is successful in one country must also be successful in an-
other, whatever the cultural, economic, and political differences. There is
no doubt that some of the developing countries were bedeviled by over-
bureaucratization, corruption, state-managed parastatals, and a lack of vi-
brant democratic political structures, all of which combined to undermine
meaningful economic growth.43 Nevertheless, African countries were
haunted by their colonial past, harmed by the bipolar Cold War world
order, and pressured by international economic forces.44 They had not been
the sole masters and shapers of their own destinies. They were very much a
part of the global system. Thus, instituting the Structural Adjustment Pro-
grams without looking at the historical experience of African countries, as
well as the domestic constraints on and challenges to such key social sectors
as education and health care for the vulnerable sections of the population,
caused severe and relentless suffering for the majority of the citizens who
had no safety net to fall back on.45 In actuality, there may have been noth-
ing wrong with the general principles behind the Structural Adjustment
Programs. It was the inhuman features that they exhibited, together with
the manner and pace of their implementation, that constituted the issue.46

Health care became one of the areas heavily impacted by deep cuts in
spending. Government’s allocation of recurrent expenditure for health in
1996/97 was 9.6 percent. This was the highest allocation since 1980/81
when it was 9.82 percent. In the 1979/80 financial year the recurrent ex-
penditure was 9.26 percent.47 Meanwhile, per capita expenditure declined
by 36 percent in U.S. dollar terms between 1980 and 1996.48 If inflation
and population increases over the preceding fifteen years are taken into
account, this was far from satisfactory. Meanwhile, by 1996 the govern-
ment was providing approximately 43 percent of the funding and the re-
maining costs were being shared among religious organizations, other non-
governmental organizations, and private providers.49 The partnership
between the state and other agencies had latent aspects that are instructive
in revealing the areas of focus of both the state and other funding agencies.

The state and the agencies tended to have their own areas of empha-
sis, although they were quite complementary: “while nongovernmental pro-
viders focus on curative measures with limited provision of preventive ser-
vices, Government provides preventive, promotive, curative and
rehabilitative services, and other essential public health activities with lim-
ited provision of preventive services.”50 If the political and economic do-
mestic and external factors of the 1990s are anything to go by, inherent in
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this partnership between the state and non-state organizations are a num-
ber of problems which impact the delivery of health services.

From the early 1990s, government revenues began to dwindle be-
cause of the weakening economy which was caused by corruption, by the
ethnic violence that undermined the tourism industry, which had been the
foremost foreign exchange earner, and by disagreement between the gov-
ernment and the donors over the issue of political and economic reforms.
As Table 6.6 shows, the government had been highly dependent on exter-
nal loans. The government’s failure to secure such loans to finance its ex-
penditure forced it to resort to domestic borrowing, which resulted in a
depressed economy. By 1996, the public health sector was in a state of
decay since “70 percent of the recurrent health budget was tied to staff
emoluments, leaving only 30 percent for supplies.”51 Political and economic
factors had coalesced and adversely impacted the ability of doctors to ren-
der service to patients because of lack of supplies. Most dispensaries and
hospitals lacked basic drugs. Even when such drugs reached the dispensa-
ries and hospitals, it was not uncommon for them to be sold to private
clinics. Indeed, the doctors’ strike in 1996 was as much a verdict on the
general state of the public health care system as it was an issue of pay.52

But the dislocation of health care, particularly in the rural areas, is
also a product of the preferential treatment that urban populations enjoy
over their rural kin. The 1997–2001 National Development Plan decried
the imbalance in the allocation of the available resources between the ur-
ban and rural areas in the following words:

TTTTTable 6.6 Prable 6.6 Prable 6.6 Prable 6.6 Prable 6.6 Projected Financing of the Budget Deficit, 1993/94–ojected Financing of the Budget Deficit, 1993/94–ojected Financing of the Budget Deficit, 1993/94–ojected Financing of the Budget Deficit, 1993/94–ojected Financing of the Budget Deficit, 1993/94–
1996/971996/971996/971996/971996/97

 93/94 93/94 93/94 93/94 93/94 94/9594/9594/9594/9594/95 95/9695/9695/9695/9695/96 96/9796/9796/9796/9796/97

Total Deficit 938.1 418.8 0.0 0.0

Financed by External Loans 484.2 418.8 62.0 61.0

Net Internal Loans 453.9 0.0 162.0 161.0
Loans Memorandum Items*Loans Memorandum Items*Loans Memorandum Items*Loans Memorandum Items*Loans Memorandum Items*

Gross External Loans 1,447.5 1,439.0 200.8 277.5

External Loan Redemption 963.3 1,020.2 1,038.8 1,166.5

Deficit % of GDP at Market 5.1 1.9 0.0 0.0

Prices
*Heading as in original text.

Source: Republic of Kenya, Development Plan, 1994–1996 (Nairobi: Government Printer, 1994), 63.
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With respect to distribution, curative care accounted for a projected 67 per-
cent of total recurrent expenditure for 1996/97 while rural and preventive
health care accounted for 21 percent. This expenditure mix discriminates
against rural and poor populations. With respect to the allocation of expen-
diture, the Kenyatta National Hospital (KNH) accounted for 16.3 percent
of total recurrent expenditure, while all rural health centres, the first point of
contact for rural populations, accounted for 21 percent. Hence, health ex-
penditures clearly favour the urban areas.53

Thus, the budget of Kenyatta National Hospital alone is close to the
total allocation to rural areas, where 80 percent of the population live.
Thus because of lack of sufficient funds, the preventative, curative, and
rehabilitative services that the government used to provide have been ne-
glected. Meanwhile, the non-state organizations within the country, churches
and private trusts, do not deliver their services free. Patients pay their way
into these hospitals. The private hospitals are fairly expensive and outside
the reach of most patients. Yet the economic crunch hit the poor more than
any other group since these adverse developments occurred against the back-
drop of retrenchment, a key demand of the IMF and World Bank as a
condition for aid resumption. The irony, however, is that the corruption
that characterized government’s divestment from parastatals left many work-
ers out in the cold. Worse still, most of the workers could not even retrieve
the contributions which they had invested with the National Social Secu-
rity Fund (NSSF) because the fund has been the subject of major financial
scandals involving politicians and bureaucrats. The poor, whether in urban
or rural areas, were subjected to the misery brought on by the triad of SAP,
corruption, and a scarcely surviving public health care system.

Meanwhile, the non-state agencies have not succeeded in filling the
gap left by the retreating state. In fact, the partnership that had character-
ized the two until the mid-1980s was compromised by clouds of mistrust
that appeared against the backdrop of demands for political and economic
reforms, particularly with the shift of emphasis to nongovernmental orga-
nizations as a partner to government in development projects. The non-
governmental agencies received most of their assistance from the countries
that were pressurizing the government to institute reforms. Since this pres-
sure coincided with donors’ emphasis on the need to promote nongovern-
mental organizations in order to facilitate development and escape corrup-
tion in the high echelons of government, state support for direct funding
to such agencies became the subject of criticism by the leadership of the
country. The leadership saw the invisible hand of subversion in direct aid,
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particularly from Western countries, to the nongovernmental agencies. In
response, the government sought to assert its authority over such agencies
with a view to controlling their activities. A critical look at the performance
of the nongovernmental organizations clearly demonstrates that they have
been ineffective as an alternative to the government in matters of medical
services.

The nongovernmental organizations perform best when the govern-
ment is also at its best. Their roles are complementary. Neither can replace
the other. Neither can one exhibit vibrancy in the face of a weak other,
particularly during times of economic stress. It is their combined efforts
that were instrumental in the gains of the first twenty-five years after inde-
pendence. And if there is any lesson that has been learned over the last
decade, it is that the role of the state in the public health system is critical in
a developing country such as Kenya where 46.4 percent of those in the
rural areas and 29.3 percent of the urban population live below the poverty
level.54 Privatizing health care services and expecting to achieve gains through
the magic of the marketplace or nongovernmental agencies that are not
accountable to either the citizenry or the state makes little economic or
social sense. The magic of the marketplace only accentuates misery. Thus,
even though the private hospitals have continued to exist as enclaves of
excellence in the midst of an ailing public health care system, only a small
fraction of the population is capable of paying for treatment in the private
hospitals. The public health care system is trapped in an engulfing eco-
nomic crisis and the politics of external funding.

It is not surprising, therefore, that the gains of the first twenty-five
years of independence are under siege and threatened, mainly by poverty
and AIDS. Infant mortality rates have begun to spiral, the lifespan is pro-
jected to decrease nearly ten years by 2010 unless the spread of the AIDS
pandemic is arrested and opportunistic infections such as tuberculosis and
preventable, vector-borne diseases decline. Indeed, the concurrence of the
tumultuous economic and political changes with the onset of the AIDS
pandemic and its ravaging effects show how the magic of the marketplace
can be quite irrelevant to issues of life and death. Table 6.7 shows the actual
figures for AIDS cases for the years 1990 and 1993 and the projected num-
bers for 1994, 1995, and 1996. However, by 1996, the government as-
serted that the prevalence rate of 7 percent was expected to rise to 10 per-
cent by the turn of the century.55 By 1997, HIV prevalence as a percentage
of the 15–49 age group population stood at 11.64.56 Meanwhile infant and
child mortality rates are on the rise because of the pandemic. Child mortal-
ity rates stand at 53.9 per thousand with AIDS, while without AIDS the



150 Health, State and Society in Kenya

number drops to 32.9. The under-fives’ mortality rate is 105.2 per thou-
sand, while without AIDS the rate drops to 45.4.57 But the impact of AIDS
is not only reflected in infant and child mortality levels. AIDS is also blamed
for the high worker attrition rates by sickness and death.58 AIDS accounted
for nearly 8 percent of the workers leaving the workforce as a result of
sickness and death. It is also estimated that AIDS causes the loss of three-
fifths of an infected person’s productive life, or approximately twenty-two
years. It is further estimated that the total direct and indirect costs of AIDS
to the country could be as high as 15 percent of the Gross Domestic Prod-
uct.59 The impact of the pandemic on the general health care infrastructure
cannot be overemphasized. More opportunistic infections related to AIDS,
as well as more hospital beds being occupied by the victims of AIDS, fueled
by economic downturn and attendant hardship, constitute major challenges
for the state, the citizenry, and the nongovernmental organizations.

Coping with Poverty and Diseases

The struggle to alleviate poverty and the fight against AIDS are the two
crises that touch every soul and household in Kenya, either directly or indi-
rectly, at the dawn of the new millennium. Coping with these challenges
has invigorated discussion of the colonial past, the relevance of the

TTTTTable 6.7 HIV Positive Population and AIDS Related Deaths by Age,able 6.7 HIV Positive Population and AIDS Related Deaths by Age,able 6.7 HIV Positive Population and AIDS Related Deaths by Age,able 6.7 HIV Positive Population and AIDS Related Deaths by Age,able 6.7 HIV Positive Population and AIDS Related Deaths by Age,
Sex, and Rural/Urban Locations, 1990–1996 (in Thousands)Sex, and Rural/Urban Locations, 1990–1996 (in Thousands)Sex, and Rural/Urban Locations, 1990–1996 (in Thousands)Sex, and Rural/Urban Locations, 1990–1996 (in Thousands)Sex, and Rural/Urban Locations, 1990–1996 (in Thousands)

19901990199019901990 19931993199319931993 19941994199419941994 19951995199519951995 19961996199619961996

HIV Positive PopulationHIV Positive PopulationHIV Positive PopulationHIV Positive PopulationHIV Positive Population

Rural 151 284 334 383 428

Urban 298 558 655 752 842

Male 244 457 537 617 689

Female 205 387 452 518 581

TOTAL 449 841 989 1,135 1,270
HIV Related DeathsHIV Related DeathsHIV Related DeathsHIV Related DeathsHIV Related Deaths

Rural 7 15 19 25 30

Urban 13 29 37 46 56

Male 11 24 30 38 56

Female 9 20 26 33 40

TOTAL 20 44 56 71 96
Source: Republic of Kenya, Development Plan 1994–1996 (Nairobi: Government Printer, 1994), 255.
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postcolonial state, and the significance of tradition and culture in contem-
porary society. These memories are varied because the experiences of infor-
mants looking at the same society varied according to age, economic status,
profession, and gender. Even so, there are overlapping anecdotes, which
blur any strict dichotomization.

Most of the informants interviewed for this study agree that the eco-
nomic downturn and AIDS have been major factors in morbidity and
mortality in Kenya. People die from preventable and curable diseases such
as malaria and cholera. But many also succumb to AIDS. Thus while the
focus is on AIDS, and rightly so, the victims succumb to death sooner
rather than later not so much because of AIDS per se, but because of their
inability to fight opportunistic infections through a good, balanced diet
and access to drugs that can provide relief of symptoms. In this regard,
incomes and the availability of services and drugs at local health facilities
are critical factors. In the context of the health care system, the focus has
not only been on the number of facilities but also on their accessibility, as
well as the quality of services offered at the facilities that are available. A
wide array of questions pertaining to the role of the postcolonial state in
equipping the health facilities and the general development of infrastruc-
ture, particularly in the closing decade of the twentieth century, beg for
answers.

Susana Obunga Omulo, now about eighty years old, sadly reminisced
about how the times, and indeed the world she has known, have changed:

When I was growing up we used wheelbarrows in a number of agricultural
and household chores. How things have changed! These days we seek wheel-
barrows neither for agricultural nor household chores, but as a medical ne-
cessity for emergency cases. That is our main transport facility for patients to
the hospitals. Unlike bicycles, they are more “comfortable” means of taking
patients to the hospitals, where they can hope to get some help. You know
with a patient, you must never give up hope.60

The distance to a health facility and the means of reaching it are
critical issues. Many people must travel several kilometers to reach the nearest
health facility.61 The “wheelbarrow factor” speaks to the collapsed road in-
frastructure in most rural areas with the result that vehicles can hardly reach
remote places. Furthermore, the four-wheel drive vehicles that used to be
available at the health centers during the good economic times of the 1960s,
1970s, and early 1980s are permanently grounded. While the transport
infrastructure has been examined in relation to the agrarian economy, very
little attention has been paid to the correlation between the collapse of the
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road infrastructure and the delivery of health care services. The inability to
reach a health facility fast enough has resulted in deaths that could other-
wise have been prevented.

But reaching the hospital is just one step on the long road to seeking
and obtaining effective therapy. Even if the patient reaches a health facility,
the lack of availability of services and drugs constitutes another major prob-
lem in contemporary Kenya. While medical personnel are normally avail-
able at the health facility, the patient’s relatives must be ready with money
for such varied items as kerosene and prescriptions. A number of my infor-
mants asserted that the medical personnel are quite willing to help, but
they lack basic drugs and the equipment they need to meet patients’ needs.
Yet, and notwithstanding these shortcomings, many patients still see the
hospital as a site where they can be provided with relief. This is because the
majority of those who have to be taken to hospitals in critical condition
have found treatment at home to be unsuccessful.

Home treatment is generally a blend of traditional medicine and
Western biomedical practices. Traditional medicine is provided by family
members or, when family members cannot provide relief, a specialist. There
are also itinerant “doctors” who readily administer a wide array of injec-
tions as part of home treatment. Such itinerant “doctors” also sell an array
of medicines, particularly antibiotics. The majority of such “doctors” are
retirees from the private and public medical service, including enrolled/
community nurses and auxiliary staff. However, it is not unusual to find
people who have been apprenticed through a “participant-observer” method
administering injections without having undergone formal medical train-
ing. The significant point, though, is that patients are referred to the main-
stream health institutions after home treatment has failed to provide relief.
The purpose of referral, as one informant put it, “is to have the person
tested for the precise cause of the ailment.”62 Others are haunted by the fear
that the “patient might die in their hands.”63 In the latter case, my infor-
mant believed that such a catastrophic incident would weaken the power of
his medicine and scare his present as well as would-be patients. In such a
case, referral is an act of professional self-preservation on the part of the
healer as much as it is an admission that he has failed to offer the necessary
remedy and cure. But not all those who are referred to a hospital are con-
vinced that it is the only solution. There is movement to and from hospi-
tals in the search for what works.

Rose Akinyi was born in Kanyamwa in 1980.64 In 1998, she dropped
out of high school when she contracted elephantiasis. With no idea of what
she was suffering from, Akinyi visited dispensaries where she received in-
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jections and pain-killers. But she did not experience any relief. She had to
buy her own disposable needles and syringes, mistrusting the ones that
were available in the health centers because of her fear of contracting AIDS,
a fear that is a result of the education campaign and the stories that she had
heard of people being infected through the use of nonsterile needles. Akinyi
had also witnessed the sorry state of the victims of AIDS, their painful,
protracted suffering, and the frequency of victims’ funerals. But it was not
only the specter of contracting AIDS that bothered Akinyi. It was also her
constant pain. Her parents did not mind spending money. The problem,
she asserts, was that relief was not forthcoming. She was referred to a herb-
alist, Joshua Okola.65 Having been under Okola’s care for eight months,
Akinyi asserts that she is feeling much better and hopes to be cured fully
within a reasonable period of time.

Akinyi’s case illustrates the fear and optimism that are the two persis-
tent themes in the memories not only of patients but also of physicians,
society in general, and the government. The fear stems from the realities of
a present that is plagued by poverty and AIDS. However, beyond fear and
desperation, there is hope and optimism. But there is hardly any consensus
on the means to actualize the hope and optimism. In the case of AIDS, a
number of nongovernmental organizations have focused on outdated as-
pects of tradition and loose lifestyles as the significant factors in the spread
of the disease. Poverty as a precipitant factor is a term rarely used in cam-
paigns against epidemics. Ways of alleviating poverty as a means of curbing
disease were not even mentioned by the government until 1999. In fact,
even the AIDS pandemic was not declared a national disaster until the
same year. The correlation between poverty and AIDS has hardly received
any serious scholarly attention.

Susana Obunga, for example, sees the major problem not through
the prism of AIDS but through the prism of the economy. She asserts that
poverty has made most people, both men and women, vulnerable. Young
women are forced to choose between moral uprightness and starvation.
Both men and women are easily lured into sexual relations or levirate mar-
riages not because of tradition or sexual desire but because of economic
need. A woman whose husband, or a man whose wife, has died from AIDS
in the city and who is fairly well off economically will not fail to get a
partner if she/he still looks healthy. In the same vein, Susana asserts that “a
woman will not let her children die of starvation, while she can get money
by [any] means.” But in this case, Susana appears to miss a fundamental
point, which Jane Auma Okola and Jasters Onyango captured in the ques-
tions they posed in the course of their narratives.66
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Jane Auma, a herbalist who practices with her husband, poses the
question, “How do you know a person has AIDS?” She asserts that it takes
quite some time to produce sufficient evidence to show that one has the
killer disease. Auma and her husband Okola contend that they try to treat
the symptoms, and when this fails, then they will be inclined to believe
that the patient has the killer disease. To their credit, Auma and her hus-
band Okola are firmly convinced that AIDS is a reality and does exist.
They assert that it is distinct from chira—a disease that exhibits some of
the symptoms associated with AIDS such as fatigue, loss of appetite, the
wasting away of the body, and eventually death. Chira is caused by a com-
bination of non-specific factors, of which violation of certain prescribed
societal taboos reign supreme.67 As opposed to AIDS, the couple concurs
that chira is curable. AIDS is not.

Jasters Onyango believes that although AIDS is incurable, its causes
cannot be entirely distinguished from the causes of chira. The victims must
have violated some societal taboos, whether by engaging in unwarranted
sex or refusing to heed moral prescriptions. He supports his view by the
fact that ayaki, as AIDS is now known, was initially a disease of the elite,
jonanga, 68 who thought there was “some good out there to be gained by
distancing themselves from their culture.” In a reflective mood he notes:

When I was growing up most of the people who died were old people or very
young kids. These days they are not the very old. They are those who are still
young and strong. During those years, they would be the leaders. Look at
what has happened to this our land. Grandparents are now parenting their
grandchildren. You young people have abused and abandoned our ways.69

These narratives present a complex picture that weaves together the past
and the present and shows a world in which epidemic symptoms and diag-
nosis, economy, culture, and morality are inextricably linked.

In the second chapter of this work, I discussed how the concurrence
of many epidemics with the dawn of British colonialism raised questions
about specific epidemics, their causes and spread, and their diagnosis and
symptoms. I also raised questions about apprehensions pertaining to the
role of hospitals and laboratories in the Western biomedical therapeutic
process. Those questions are as relevant in this new millennium as they
were at the beginning of the twentieth century. How is AIDS distinguished
from other diseases that exhibit more or less the same symptoms, particu-
larly during the early stages? How can the distinction be communicated to
a lay person, not just so that he or she can comprehend the diseases, but
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also so that he or she can detect them? Is it possible to identify a person
with the HIV virus during the incubation period? What is the role of tradi-
tional therapies in the fight against AIDS? Can the subaltern voices be
heard and incorporated into the campaign strategy?

Some men and women who are HIV positive but have not developed
AIDS engage in sexual liaisons without their partners realizing the danger
they are being exposed to. Also, surviving spouses of AIDS victims some-
times continue to appear healthy and hence give the erroneous impression
of being uninfected. Consequently some people march to their deaths
through “sex” unknowingly and prompted primarily by a need for eco-
nomic well-being, rather than mere lust for sex. Even where an individual
has been diagnosed as HIV positive, the privacy of the individual’s health
record is often invoked. In essence, therefore, the very nature of the disease,
its diagnosis, prognosis, and the late development of symptoms constitute
major problems for its prevention and containment, particularly when the
struggle to meet the basic needs of life is a continuous nightmare.

Rose Akinyi’s fear about the hospital and the available instruments
such as needles and syringes re-echoes the apprehensions that characterized
society-state relations in the opening decades of the twentieth century when
biomedicine and the laboratory revolution had yet to win the confidence
of the population. If one means of spreading the AIDS pandemic is sexual
contact, the other is the inadequate provision of equipment and facilities
that would drastically reduce, if not eliminate, the spread of the disease.
Indeed, there is also the serious need to recognize that beyond the world of
biomedicine there are “itinerant doctors,” and hence the availability at af-
fordable rates of items such as disposable needles and syringes, which are
prerequisites in any effective grassroots-based campaign against AIDS and
other diseases as well.

While certain aspects of tradition such as levirate marriages and po-
lygamy undoubtedly contribute to the spread of the epidemic, it is a mis-
take to focus on tradition to the exclusion of the economic forces that
explain the persistence of tradition. Tradition does not exist in a vacuum.
No society will hold onto a tradition if that tradition signifies its death. To
examine tradition as merely an instinctive attachment to aspects of the
culture of the past is unreasonable. It is an easy way out of investigating a
complex process. Levirate marriages and leisure sex are less often given as
reasons for sexual encounters than is the desire for money. A brilliant study
by A.B.C. Ocholla-Ayayo attests to this fact. Table 6.8 shows that, in the
study, of all the responses by girls who professed reasons for their involve-
ment in sex with men in their community, economic factors were the most
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important. The sociocultural motive, which is often emphasized in the cam-
paign, accounted for only 7.2 percent of cases. The numbers lured to levi-
rate marriage by tradition are thus far fewer than those driven by economic
need. Thus the increase in the number of new HIV infections is not so
much a result of culture, but rather a symptom of the deteriorating eco-
nomic situation.

While herbalists like Okola, Onyango, and Auma rely on generally
vague and unfocused diagnoses that are hardly reliable, they nonetheless
have an important role to play in providing ad hoc relief to properly diag-
nosed patients. There is one area in which their expertise can be harnessed
to reinforce governmental as well as nongovernmental activities in coming
to grips with not just AIDS but other diseases as well. There is no doubt
that herbalists do provide effective herbal medicinal cures for a host of
opportunistic infections such as diarrhea, tuberculosis, sore throats, and
skin infections among many others. Already, in the face of the fragility of
the country’s Western health system, traditional medicines are becoming
the predominant alternatives. The sale of traditional medicines in the open
marketplace, as well as in shops, is quite widespread. Traditional medicines
are being sold alongside antibiotics and other manufactured drugs. Local
authorities anxious to raise revenue to help finance local services readily
issue licenses for the sale of traditional medicines. It appears, however, that
the demand for such licenses is partly motivated by the need to raise money
for subsistence. Thus it is not uncommon to find young people in their
early teens claiming to represent their parents and claiming knowledge of
the medicines they sell. The changes in the material base of society are

TTTTTable 6.8 Reasons Given by Respondents for Girls Having Sex withable 6.8 Reasons Given by Respondents for Girls Having Sex withable 6.8 Reasons Given by Respondents for Girls Having Sex withable 6.8 Reasons Given by Respondents for Girls Having Sex withable 6.8 Reasons Given by Respondents for Girls Having Sex with
Men in Their CommunityMen in Their CommunityMen in Their CommunityMen in Their CommunityMen in Their Community

ReasonsReasonsReasonsReasonsReasons Number of CasesNumber of CasesNumber of CasesNumber of CasesNumber of Cases %%%%%

Money (Economic) 4,635 44.8

Gifts (Economic) 989 9.6

Sexual Experience 818 7.9

Leisure (Social Satisfaction) 1,128 10.9

Love (Socio-Psycho-Instinctual) 1,010 9.8

Sociocultural Motive 751 7.2

Don’t Know 1,009 9.8
Source: A.B.C. Ocholla-Ayayo, “HIV/AIDS Risk Factors and Changing Sexual Practices in Kenya,” in
Thomas S. Weisner et al., eds., African Families Crisis of Social Change (Westport, Conn.: Bergin and
Garvey, 1997), 118.
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giving traditional medicine a new lease on life. One point is abundantly
clear. Traditional medicine will continue its renewal, potency, and presence
in Kenya.

Conclusion

This chapter has identified the attempts by the colonial state to shape the
development of public health care during the turbulent period of the 1950s.
The attempt of the colonial state to realize its envisioned agenda was handi-
capped by its inability to invest sufficient funds in the health care sector.
Also, the nationalists’ demand for independence undermined the state’s
credibility in resolving the problems it had failed to address during the
seven decades of its existence. The issue of health care delivery became
enmeshed in the struggles of the 1950s as the nationalists capitalized on
the prevalent inadequacies to indict the colonial state for its inability to
cater to the needs of Africans. The inadequacies were politicized and pre-
sented as manifestations of the failure of the colonial system. It is not sur-
prising that the independence manifesto promised free health care services
to the citizenry. Thus the chapter has delved into the ways in which the
state in postcolonial Kenya has sought to conceptualize and implement
policies aimed at enhancing the quality of public health care. Beginning
strongly, the postcolonial state was able during its first twenty-five years to
infuse life and compassion into a public health care system that had hith-
erto been defined primarily in economic terms. The expansion of health
care facilities, increase in the numbers of medical personnel, and increase
in funding attest to the pragmatic approach of the postcolonial state. The
close partnership between the state and the nongovernmental organiza-
tions provided the support and partnership that was undeveloped during
the colonial era. Indeed, within a relatively short time the results became
manifest in many ways: increase in life span, decline in mortality, decline
in crude death rates, and availability of more hospital space for patients.

But the chapter is also testimony to the fact that the postcolonial
state inherited a health care system whose basic parameters had been molded
by nearly seven decades of colonial rule. Consequently, removing the scars
from the colonial era entirely was impractical because the postcolonial soci-
ety had roots which were deeply embedded in the colonial past. The
postcolonial society was not a replica of its predecessor. Neither was it an
entirely newborn society. It continued to operate within a global world
system that still wielded enormous influence over its development policies.
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Thus the chapter has shown how by the mid 1980s, the state was forced to
yield to the pressures exerted by external forces. Faced with daunting inter-
nal economic problems as well, the state was forced to renounce its earlier
investment in the economy, health, and education. This forced retreat co-
incided with the expansion of the AIDS pandemic.

With the state passively disengaged, the chapter has revealed the per-
sistence of questions, ambiguities, and dilemmas that have hovered over
public health care in its twentieth-century journey in Kenya, as well as
responses from individuals, the state, and nongovernmental organizations.
Focusing on AIDS, for example, a number of questions emerged, pertain-
ing to the meaning, diagnosis, and prevention or cure of the disease, that
evoked memories of state-society relations during the early days of Western
biomedicine in colonial Kenya. In both periods, the study has revealed the
assumptions, real and imagined, that have undermined campaign measures
against the many diseases that have plagued the population in the twenti-
eth century.
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The construction and crystallization of Kenya from a polyglot collection of
communities to a colonial terrain, though gradual and uneven, was brought
about by a combination of force, diplomacy, and epidemics. A number of
communities in Kenya caught the first glimpse of a colonial state through
the prism of wars of pacification and taxation, as well as governmental
inoculation and vaccination campaigns against epidemic outbreaks of bu-
bonic plague and sleeping sickness. The campaigns against the epidemics,
which were the first major tests of the colonial state’s choice of methods
and monopoly of ideas, proved ineffective. At the beginning of the twenti-
eth century, the suddenness of most epidemics, the rapidity of their spread,
and the high mortality rates often astounded both local populations and
colonial officials. While the geographical extent of the epidemics was quite
often ascertained without much debate, containing the pestilence often
called forth several competing strategies and various interpretations.

The state’s efforts to contain epidemics produced intense debates
among local populations on ways of preventing deaths as well as on the
intentions and limitations of the state’s methods. In the debates, commu-
nities naturally drew from their own past experience. A major issue that has
been addressed in this book is the existence of a concept of health and
healing in precolonial societies in which indigenous populations envisioned
a balanced ecosystem not only as part of their economic and cultural repro-
duction but also as part of their health and healing tradition. The mainte-
nance of that balance was not achieved merely by the human population’s
response to the whims of nature, but also by the population’s gradual and



160 Health, State and Society in Kenya

constant transformation of the environment. As part of that transforma-
tion, traditional controls, which often limited the adverse effects of epi-
demics, evolved. Thus, the challenges presented by epidemics provided situ-
ations in which the skills and experiences of indigenous populations were
evoked, enriched, and applied with varying success.

Yet with the introduction of the new biomedical and political order,
these traditional skills were hardly valued by the colonial state. The irony,
however, is that the implantation of British colonialism coincided with the
onset of some of the most devastating epidemics ever witnessed in Kenya.
Epidemics of sleeping sickness, smallpox, and bubonic plague fell upon
Kenya before any colonial medical infrastructure was instituted. This state
of unpreparedness during the infancy of colonial rule resulted in the devel-
opment of ad hoc measures of disease control, with the state proving inef-
fective in setting priorities in its efforts to address the effects of the epidem-
ics. This period of shadow-boxing saw the state and the proponents of
biomedicine emerge as the preeminent creators of policies that were not
well thought-out and, worse still, were haphazardly executed. The tradi-
tional therapeutic skills and experiences of the indigenous populations were
marginalized, not because they were ineffective or had nothing to offer but
because they were considered “unscientific” and dismissed as rituals of a
bygone age that needed to be replaced by biomedical science, which signi-
fied progress and modernity. This study has shown how the colonial state’s
preoccupation with the monologue on biomedicine to the exclusion of all
other views produced distorted priorities that were not only alienating but
also the subject of cultural critique.

The state’s plans and measures were too ambitious for its limited re-
sources and the sparse knowledge of biomedical practitioners about local
environments and cultures. Alan Williams noted that “the priority-setting
problem arises because our ambitions outrun our resources.”1 In the con-
text of state-society relations in early colonial Kenya, it was ambition and
the alienation of traditional views that were the critical factors causing the
schism between state and society. Once again, Williams’ argument reveals
the dilemma of the colonial state: “Whatever pragmatic solution is adopted,
the fact remains that systematic priority-setting in health care requires the
rigorous comparison of very diverse responses to very diverse people in
very diverse circumstances. So we must ask how systematic and how rigor-
ous and how comprehensive are the alternatives proposed, compared with
the status quo.”2 The colonial state was reluctant to listen to the responses
from the indigenous population in circumstances that differed greatly from
the metropolitan country where the methods of prevention, control, and
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containment had been conceived. Small wonder, then, that until the 1920s
the colonial state failed to forge a coherent health care policy that was in
resonance with reality in Kenya and that would endear itself to those whose
suffering the state sincerely sought to alleviate. The measures that were put
in place were formulated by the biomedical experts, without any collection
and sifting of evidence about traditional values. The parallel discourses of
“them and us” and “their and our” ways which emerged during the shadow-
boxing period are, therefore, a manifestation of the presumed supremacy of
the newly instituted biomedical ways of knowing over the traditional ways
of experience, testing, and doing.

Moreover, Africans and the colonial state differed in their percep-
tions of the nature and role of traditional and Western therapeutic systems
in the evolving colonial health care system. The colonial state viewed tradi-
tional medicinal practices as constituting a major obstacle to the expansion
of colonial health care services. Consequently, the colonial state sought to
replace traditional medicinal practices with Western therapeutic practices.
The attempt by the colonial state to replace traditional medicinal practices
was further motivated by the prevailing climate of opinion in Western sci-
ence, which was premised on the stereotypical notion that non-Western
medicinal practices were inadequate and lacking in substance. This notion
bestowed on Western therapeutic practices a presumed supremacy over other
medicinal practices. As a consequence, Western medicinal practices erro-
neously came to be seen as constituting the basis of any viable therapeutic
system.

However, by 1939, African medicinal practices still maintained their
viability and paralleled state-patronized mainstream colonial health care.
The former ministered to more patients than colonial health care. The
resiliency of African medicinal practices was primarily caused by three main
factors: the inadequacy of colonial health care in Kenya; the inability of
colonial health care to adopt, incorporate, and exercise both the “biotech”
and the “medico-religious” aspects of traditional healing practices; and fi-
nally the failure colonial health care to transcend the stereotypical dichoto-
mies of “superior” versus “inferior,” “scientific” versus “pseudo-scientific,”
and “medicine” versus “witchcraft” which were frequently used in colonial
references to Western and traditional therapeutic practices respectively. The
Africans, on the other hand, were comfortable with living in the worlds of
both the traditional and the Western therapeutic systems. Their popular
medicine was homegrown. It defined the sick as subjects. It incorporated
two very vital concerns, individual health and the necessity for individual
healing to be in harmony with the community. Colonial health care was
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deeply embedded in the culture of the colonizer and thus not only failed to
evolve a distinct space outside the boundaries of the state but also proved
not to be comprehensive enough to address the broad conception of health,
sickness, and cure as understood in traditional society.

The state-patronized biomedical procedures and methods, just like
the traditional practices, found it difficult to cope with diseases such as
sleeping sickness, bubonic plague, and smallpox which caused high mor-
tality rates during the formative period of colonial governance. The pesti-
lences were not easily amenable either to the traditional or to the Western
therapeutic system. Also, changed resource management practices increased
vulnerability to disease, rapidity of spread, and rate of infection. The havoc
wreaked by disease impacted precolonial socioeconomic patterns by chang-
ing lineage and ethnic identities as the population migrated to epidemic-
free areas. Similarly, the movement of the population, voluntary or forced,
into areas perceived to be epidemic-free often resulted in the spread of
disease into these areas. In essence, just as disease influenced socioeconomic
changes, so too did such changes impact epidemiological patterns. The
relationship between disease and socioeconomic change was complex, dy-
namic, and interactive. As a result, the development of colonial health care
was uneven in Kenya because of epidemiological patterns and variations in
resource endowments and infrastructural development.

Epidemics created a dramatic and compelling opportunity to institu-
tionalize segregationist tendencies, colonial choices, and social control, all
of which resulted in the marginalization of Africans at the periphery of
colonial health care. The “germ theory “ of disease was politicized and sub-
sequently contextualized within the parameters of the colonial setting by
the construction of the pseudo-scientific image of Africans and Asians as
inherently “unhealthy.” It has been shown how the colonial state constructed
the image of the African and Asian communities as potential “disease carri-
ers.” Legally confirming the image of “disease carriers,” the colonial state
established separate health institutions and residential places for various
racial groups in the country. The colonial state used public health concerns
to justify segregation in urban commercial and residential areas. The struggle
for health, in part, entailed a contest for political and economic domi-
nance. The Public Health Ordinance of 1921 epitomized the intersecting
relationship between public health legislation and the political and eco-
nomic interests of various groups in the country. Thus, colonial health care
embraced within its orbit deeply entrenched political and economic
interests which reflected the contradictions existing in the wider Kenyan
society.
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Moreover, the development of transport infrastructure was not nec-
essarily coterminous with improvement in colonial health care. In early
colonial Kisumu, for example, the outbreak of bubonic plague was attrib-
uted to the immigration of an infected person into the township via the
Uganda Railway. The location of Kisumu at the terminus of the railroad
necessitated aggressive measures and concerted efforts to limit the spread
of the disease to centers along the railway. The mobility of population in-
creased with the development, albeit uneven, of colonial transport infra-
structure. Such mobility enhanced the vulnerability of the population in
colonial Kenya to diseases that emerged outside their traditional areas of
settlement. Thus, the development of colonial infrastructure resulted in
the opening up of precolonial Kenya, while simultaneously it increased the
vulnerability of the Kenyan populations to more diseases.

The expansion of colonial health care in Kenya was underpinned by
many factors and furthered by various agents. For the colonial state, politi-
cal and economic interests were most critical. The need to stop the per-
ceived spread of disease from the reserves to the townships and European-
settled areas as well as to provide healthy workers for the labor-dependent
colonial economy forced the colonial state to expand colonial health care
into the outlying districts. Africans’ health fitted within the framework of
colonial health care because of their role in supporting the colonial economy
as migrant laborers. At the political level, the colonial state was engaged in
a public relations campaign to present itself as the benevolent provider and
custodian of African health rights. This campaign, however, was primarily
meant to legitimize colonial control and stem the tide of African agitation
for social welfare improvements. For the colonial state, health care in Kenya
was neither conceived nor envisioned as a social welfare scheme. It was
fashioned and conducted within the framework of the needs of the colo-
nial economy and colonial political interests.

On the other hand, humanitarian motives often underpinned the
mission medical stations’ interest in colonial health care. Most mission
medical stations were attached to churches. Health, healing, and education
were vital ingredients in the missionization of western Kenya by the vari-
ous Christian groups: the Roman Catholics, the Church Missionary Soci-
ety, the Africa Inland Church, the Church of God, the Friends Mission,
and the Seventh Day Adventists. Health and healing constituted part of
the churches’ social agenda, which was pursued during evangelization.

The gradual expansion of colonial health care was effected through a
number of agents and institutions. The missionaries, Africans educated in
missionary as well as colonial schools, chiefs, workers in colonial establish-
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ments, the colonial administration, and the medical authorities all in one
way or another helped further the expansion of colonial health care in the
reserves. In the metropolitan country, the Colonial Office, the India Of-
fice, and humanitarian groups in Britain often exerted pressure on the co-
lonial state to address the health concerns of African communities. The
LNCs became the major institutions of colonial health care transformation
in Kenya beginning in 1925. The expansion of colonial health care in Kenya
was primarily financed by the indigenous population through the payment
of local rates to the LNCs. Thus the people of Kenya were not only the
victims of disease, they also shouldered the burden of constructing and
sustaining the institutions for fighting it.

Despite the significant role of the LNCs in the expansion of colonial
health care, the colonial state tried to control the deliberations of the coun-
cils with a view to limiting the growth of militant politics among Africans.
The colonial state erroneously believed that social and political agendas
were separable and that Africans would pursue social programs pertaining
to health and education without embracing politics. As the evidence pre-
sented to the Joint Select Committee demonstrated, the colonial state’s
view was a mistaken one. Colonial health care was very much a political
issue that was closely tied to the way power was being exercised. Power
determined the allocation of resources to be invested in the development of
the colonial health care infrastructure.

This study has shown the significance of political factors in colonial
health care in other ways, as well as in the example of the LNCs. A prime
example is provided by the impact of the various colonial and imperial
commissions of inquiry in the development of colonial health care. The
commissions, often established during or immediately after periods of po-
litical, economic, or epidemic crisis, frequently indicted the colonial state’s
management of health care. The crises provided opportunities for a re-
newed focus on the question of colonial health care, which often resulted
in innovation and expansion. Indeed, the 1912–1913 Native Labour Com-
mission, the 1913 Simpson Report, the 1917 EAP Economic Commis-
sion, the 1924 Ormsby-Gore Commission, and the 1931 Joint Select Com-
mittee on East Africa were all accompanied or followed by major changes
that resulted in the expansion and improvement of colonial health care in
Kenya.

In essence, therefore, colonial commissions of inquiry encapsulated
complex societal tensions and discourses that impacted all the involved
parties. They were not just merely conduits for the ideas of the state. Nei-
ther were the commissions, whether political or professional, merely in-
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struments for marketing measures to which the colonial state or the Colo-
nial Office were committed. Some commissions engaged in research, col-
lected information, and considered dissenting views from stakeholders in
the health project, both inside and outside the country, transcending the
racial, economic, political, and professional divides. The debates that fol-
lowed the presentation of commissions’ findings clearly show that no rec-
ommendation would see the light of day as a policy without being sub-
jected to rigorous critique by the stakeholders in the health care sector.
Going beyond the general, faceless construct of the impersonal colonial
state and the Colonial Office, the study has shown that decision making in
the colonial setting was far more complex than is sometimes appreciated in
the literature.

The role of the colonial state in mediating the emergent contradic-
tions in colonial health care as well as in the wider society reveals the com-
plexity and dilemmas of the institution. The colonial state was invested
with enormous powers of governance. Headed by the Governor, the colo-
nial state had at its service an executive council, a legislative assembly, and
a bureaucracy of administrative officials and professional staff. However,
the organizations and officials in the service of the colonial state were not
always in agreement on public health policy issues. Disagreements between
administration officials and medical officers were not uncommon. The dis-
agreements were sometimes caused by personal differences, professional
and ethical considerations, and pressure brought to bear on officials by
forces such as the European settler community, the Colonial Office, Afri-
can associations, Indian associations, the India Office, and humanitarian
groups in the metropolitan country. The attempt to reconcile these diverse
and sometimes conflicting interests resulted in open conflict between the
colonial state and various forces. Furthermore the nature and consequence
of such conflicts and their reconciliation varied by time and place. The ad
hoc health policies which were adopted and then discarded as soon as con-
veniently possible epitomize the contradictions and dilemmas of the colo-
nial state in addressing public health concerns in the face of diverse and
sometimes antagonistic forces both from within the state and outside it.

These contradictions and dilemmas persisted into the postcolonial
period. The state in the immediate postindependence period attempted to
expand and improve the quality of health care through the provision of free
basic medical services. The efforts were in general successful, at least during
the first two decades of independence. However, from the mid-1980s on-
ward, the postcolonial state encountered external forces which criticized its
benevolent approach. As the state’s revenue resource base weakened be-
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cause of external pressures and internally inflicted financial and economic
mismanagement, it retreated from its commitment to the provision of free
health care services. The result is a fragile public health care system that for
the most part, in many parts of the country, exists only nominally. The
concurrence of the postcolonial state’s shift from active engagement to pas-
sive disengagement with the ascendancy of the forces of globalization and
the power of the Bretton Woods institutions poses a fundamental question
pertaining to the future of the public health care system in Kenya. The
present situation is disappointing, particularly with the wide spread of AIDS,
the rise of opportunistic infections, and the persistence of a weak economy
that can hardly support the provision of basic health care services for the
majority of the citizens who are below the poverty line.
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