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THE R O L E  OF H E A L T H  S E R V I C E S  IN C O L O N I A L  R U L E :  

T H E  C A S E  OF T H E  I V O R Y  C O A S T  

For the conquering and pacifying army, just 
as for the administration which must organize 
social life, the doctor is the most necessary 
and precious collaborator . . . .  This is what 
our colonial leaders have wonderfully under- 
stood . . .  and they have willingly replaced 
regiments or batallions of occupation with a 
dispensary or a hospital (Abbatucci 1928:6). 

The Natives' gratitude toward the doctor 
creates for France unlimited rights to the land 
of Africa. The soldier pacified the country; 
the administrator, the engineer, and the 
planter made it live. The doctor, however, 
does more than heal the body, he conquers 
the hearts (Sergent 1941:10). 

Analyses of  national health systems most often focus on the magnitude and 

organization of  resources and how these factors contribute to better health 

status (e.g., Anderson 1972; DeMiguel 1975; and Fry 1969). Yet when viewed 

within a larger societal analysis, health systems are also seen to serve non-medical 

goals of  a society's dominant groups. The linkage of  medical care to the 

structures of  power may best explain inequities in health care delivery. This 

approach will be discussed here, and illustrated by the case of  the Ivory Coast 

under colonial rule. The data are derived from archival and field research carried 

out as part of  a study of  the present-day health system (see Lasker 1976). 

Freidson, in his overview of  American medical sociology (1970b), points out 

the tendency of  social scientists to offer individualistic explanations for 

problems in health care and therefore to seek solutions in the improved 

education of  professionals and lay people. He suggests that structural ex- 

planations focusing on the social environment of  medical care are much more 

potent for understanding individual behaviors. Alford (1972, 1975)illustrates 

the latter approach by developing a specific analysis of  structural interests and 

their impact on health care, applying his framework to the process of  

decision-making in New York City's health care system. His conceptualization o f  
the competition among structural interests is very useful, but it is limited 

because it focuses primarily on the health system and fails to consider 
adequately the role of  dominant interests in the society as a whole. Navarro 
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(1975) takes us in this direction when he links the American health system to an 
analysis of the country's class structures, suggesting that the health system is 
organized to serve the interests of dominant groups in the country. Waitzkin and 
Waterman (1974) offer an example of this phenomenon, claiming that health 
care institutions, in their distribution and their control over the definitions of 
health and illness, may be used by the ruling class to reduce dissidence and 
maintain the status quo. Analyses of social services in the United States, and in 
particular of the welfare system (Piven and Cloward 1971; Galper 1975) also 
demonstrate the responsiveness of these institutions to economic and political 
interests. These works are all very useful for indicating the importance of 

analyzing a society's power structure and the goals of dominant groups in that 
power structure in order to understand the way in which social services have 

developed over time and how they are currently organized. This approach is 
essential not only for theoretical analysis but also for a realistic appraisal of 

strategies for change. 
Individualistic explanations are frequently invoked to explain failings in the 

health systems of Third World countries, and solutions often take the form of 

health education programs and curricular reforms. Yet the same analyses of 
power must be undertaken as in the United States, showing the relationship 
between health services and patterns of dominance in the society. Fanon (1965) 
powerfully described the nefarious role of health services in promoting French 

military goals during the Algerian War. Recent historical research on the 
development of health programs in colonized and Third World countries also 
demonstrates the relationship of Western medical care to the imperialist 
domination of these countries (Paul 1975; Turshen 1977; Brown, 1976). 
Navarro, in his analysis of Latin American health services (1974), criticizes the 
tendency to ignore the societal context in studies of health in developing 
countries. He suggests that in order to understand the health systems we must 
also analyze the sources of underdevelopment. Parsons' observation that medical 
practice offers a 'window' onto the social system is a useful metaphor in any 
critique of health care (1951). 

The health system is conceived here as a set of resources (cf. Field 1973) 
whose distribution and organization serve non-medical as well as medical goals. 
Better health status is only one of the 'outputs' of a health system, contrary to 
the suggestion of many system models (see DeMiguel 1975 for a good review). A 
more comprehensive approach requires asking what groups are most responsible 
for allocation of resources, what are the goals of these groups, and who benefits 
most from the allocated resources. 

Study of the Ivory Coast reveals the many ways in which French colonizers, 
clearly the dominant group until independence, relied on the Western health 
system to further their economic and political aims. As the goals of colonial rule 
changed over time, so did the nature of medical care organization. The result has 
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been a highly unequal allocation of services, benefiting primarily the French and 

those Africans who were considered important for the maintenance of a 
productive economy and of political stability. Although many individuals who 
worked in the health services in the colonies were motivated by humanitarian 
concerns'and many positive results were achieved in improving health, it should 
nevertheless become clear from this discussion that the health system was 
developed primarily to promote French interests. 

Three major periods of colonial contact will be delineated, and the changing 
priorities of colonial rule in each phase will be shown to affect the distribution 
and organization of medical resources. The resulting patterns of distribution will 
then be described. Finally, I will examine some characteristics of colonial health 
organization which also resulted from the subordination of the health system to 

the non-medical goals of the French and which are fundamental aspects of the 
present-day health system. 1 

PHASE ONE: THE ESTABLISHMENT OF THE COLONY, 1843-19192 

French contact with the Ivory Coast prior to actual colonization was limited 
primarily to the activities of traders and military people who set up bases along 
the coast; doctors were considered necessary simply to protect the health of 
these French people. As administrative and economic control spread into the 

interior following the establishment of the colony in 1893, medical facilities 
followed. These were still available mainly to the white population of 

administrators, military, traders and planters, and secondarily to those Africans 

who worked directly for them. Some early efforts to provide a wider 
distribution of medical services were undertaken as a means of winning the favor 
of Africans and for humanitarian reasons. But most importantly, these early 
efforts among the African populations were seen as necessary to protect the 
French from the periodic epidemics which decimated their numbers (Wondji 
1972). 

The early days of European contact with Africa are often referred to by the 
French as the 'heroic era', a period when French explorers, soldiers, traders, and 
administrators brought their own particular brand of light to the 'Dark 
Continent', with the essential aid of doctors. Those were the days when the 
coast of West Africa was called 'The White Man's Grave', when the diaries and 
records of explorers and traders were filled with references to illness and early 

death. At the end of the nineteenth century there were three doctors in the 
Ivory Coast; of these one died in a revolt in 1899 and the other two succumbed 
to a yellow fever epidemic which nearly annihilated the entire white population. 

The French may have found widespread disease when they arrived, but it 
seems that they were most impressed by its effects on themselves rather than on 
the Africans, who were resistant to many ills for which the Europeans had no 
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protection (cf. Cartwright 1972:138). Given the state of European medicine for 
most of the nineteenth century and the lack of knowledge about tropical 
diseases in particular, what the first French doctors had to offer was not much 
of an improvement, if any at all, over locally developed medical practices. One 
might even conclude that at first the net effect of the French presence on the 
health of the population was negative; the foreigners introduced hitherto 
unknown diseases and probably aggravated some previously endemic diseases to 
epidemic proportions by the facilitation of transportation, forced migration of 
rural populations to work sites, and the creation of congested cities (Wondji 
1972). 

When the colony was established in 1893, an administrative section for health 
was created, staffed by three doctors. It was not until 1902, after severe yellow 

fever epidemics, that a small infirmary with four beds was expanded to 12 beds 
reserved for the Europeans; next to it was an ll-bed infirmary for Africans 
(Wondji 1972:225). Small medical posts began to appear a t  the major 
administrative and military centers of the interior, wherever there was a 
European settlement and economic interests to protect. These posts also served 
as bases for the first efforts to provide more widespread preventive health care 

through vaccination and hygiene campaigns aimed at reducing the epidemics 
which had such a murderous effect on the French. The first vaccination center 

was established in 1905 and the first major hospital was built for European 
patients in 1918. 

The characteristics and functions of medical personnel also changed in time as 
the number of health care facilities increased. The first doctors were officers of 

the Navy, and their task was to care for the soldiers and explorers on military 
campaigns to conquer the territory (Rigollet 1922:3). Some were themselves 
explorers and missionaries as well (Sankal6 1969:32). One of the earliest 
physicians sent to the Ivory Coast, Dr. Bayol, came as governor and is 
remembered for the bombing of 'uncooperative' villages (Atger 1962:110). 

Doctors continued to play a pacifying role long after military conquest was 
completed. Not only did they staff the French outposts in the most strategic 
parts of the country, but they also began to travel to the surrounding villages to 
offer medical assistance. A successful medical intervention in a case where local 
methods had failed provided dramatic evidence of both technological superiority 
and humanitarian intentions. No wonder the doctor was considered the "best 
agent of 'pacification' " (Sankal~ 1969). 

The French forces were eventually so successful in conquering opposing 
peoples that in 1905 the Native Medical Assistance (Assistance M~dicale 
Indigene: AMI) was organized to bring the first civilian doctors to French- 
controlled Africa (Brau 1931:168-194; Rigollet 1922:3-5). As the demand for 
medical services for both Europeans and Africans continued to increase, French 
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doctors were increasingly supplemented by African personnel. At first they were 

servants for the doctors who had learned some French and acted as interpreters 

for the patients; gradually they acquired certain medical skills and were then 

referred to as nurses. In 1906 the governor of French West Africa created a corps 

of 'native assistant doctors' for each colony to aid in vaccination campaigns and 

other preventive measures, and to treat Africans in the villages who were too sick 

to be moved "whenever the doctor could not go there". These assistant doctors 

soon gained a reputation for their competence and devotion to their work 
(Sankal6 1969:38; Measures Relatives fi l'Assistance M6dicale Indig+ne. . .  
1906). 

In 1918 a medical school was started in Dakar to train Africans as 

'auxiliary doctors' (now referred to as 'African doctors') and as auxiliary 

midwives and pharmacists, in order to provide primary and preventive care. 

These auxiliary doctors replaced the 'assistant doctors'; they were recruited from 

among the best students of the few upper-level primary schools for four years of 

training. The graduates of this program were for many years the most educated 

Africans in the French colonies, highly respected for their work, and the core of  

an educated elite which later formed the basis of nationalist movements in 
several countries (Sankal6, 1969:39; Morgenthau, 1964:401-410). Many are 
still practicing today. 

The medical system thus began slowly, its first several decades marked by a 

very gradual increase in small health centers and the building of a hospital, the 

training of a few Africans as well as an increase in European personnel, and the 

beginnings of mobile preventive treatment. The individual soldier-doctor 

travelling through unknown territory, a self-sacrificing hero to some and a tool 

of exploitation to others, was to be increasingly supplanted by civilian 
bureaucrats and permanent buildings. 

Survival and conquest were the most important goals of colonial rule during 

this phase of establishment of French domination. The military and civilian 

administrators of the colony developed medical services as one of the means for 
achieving these goals. 

It has been pointed out that medical services during the period were for the 

most part restricted to the French. The extension of these services to Africans 

was based on both strategic and humanitarian grounds; as expressed by a 
colonial doctor in 1914, "Medical assistance to the natives is a political, social, 

and humanitarian work. It tends to inspire in the native greater confidence 
toward the European, while at the same time relieving his physical miseries" 
(cited in Brau 1931:252). And an early governor general of French West Africa 
concluded in a 1908 speech that "Everything we do to improve his [the 
African's] moral and physical well-being will profit our prestige and culture" 
(cited in Crowder 1968:283). 
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PHASE TWO: THE EXPLOITATION OF THE COLONY, 1920-1945 

Although the population of France had expressed little interest in the colonies 

and even resisted expenditures to consolidate the Empire (Crowder 1968:59; 
Sarraut 1923 :passim), World War I brought the French to the realization of their 
dependence on these colonies for both raw materials and manpower for defense. 

During the difficult time of reconstruction following World War I, when 
inflation was rising rapidly and the French balance of trade was unfavorable, the 
French began to look to the Empire to assure their country's future. By trading 
within the Empire rather than importing from outside of it, France could avoid 

the problems of having to depend for so many of its needs on goods from other 
monetary zones. And the colonies promised to be a major market for French 
goods, particularly since upheavals and population movements created by the 
war resulted in new consumption patterns in the colonized populations. In 

addition, France had a large debt to the United States, and the exploitation of 
the colonies was encouraged by Americans as the best way to pay off that 
debt (Sarraut 1923:passim). 

As a result, in the decade following the First World War, there was a great 
spurt in economic activities designed to take advantage of the resources of the 
Empire. The most concrete manifestation of this effort in the Ivory Coast was 
the extension of the railroad from a short line in the South to one that ran 
almost the entire length of the country. The railroad permitted the easy 
transport of raw materials to the coast, and between 1920 and 1930 the 

exportation of timber, cocoa, and coffee increased dramatically. New crops, 
such as bananas, were also introduced during those years (Morgenthan 
1964:168; d'Aby 1951:100). 

The Depression created a further incentive for economic activity in the Ivory 
Coast, for the French wanted both to assure the self-support of the colony and 
to use it to provide low-priced goods for the metropole (Crowder 1968:320- 
321). European planters continued to establish themselves in the country, 

especially in rich forest areas appropriated by the administration and distributed 
free to settlers who agreed to plant for at least five years. Many Africans, 
excluded from forestry and commerce by white monopolies, also began to set up 
plantations (Zolberg 1969:22,57; Crowder 1968:320-321; d'Aby 1951:73- 
74). 

The development of cash crop plantations represented a major change in 
mode of production for the African population. The growing of products for 
export served to spread the money economy, and labor migration, created 
largely by the forced labor system, assumed significant proportions. The 
inter-war period, then, was a time of the development of activities which led to 
fundamental changes in the social structure of much of the society. These 
activities would also, within a few decades, make the Ivory Coast the wealthiest 
of the colonies in French West Africa. 
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The major obstacle to economic growth, as outlined by the Minister of 

Colonies, Albert Sarraut, was the lack of sufficient native manpower: "The 

growth of colonial production is . . . .  most especially, a question of labor, of 

preserving the population and birth rate, to be accomplished by a major program 

of hygiene, medical assistance, and education. The realization of such a program 
appears as a work of essentially national interest, since it will furnish to this 

nation the means for the recovery which it urgently needs" (1923:61). Medical 

care was no longer necessary to pacify those who resisted military conquest 

(although it still served to win popular favor), and the threat of epidemics to the 

European population had diminished as a result of vaccination programs. But the 

spread of economic and administrative activities required ever-increasing supplies 

of labor to work on the plantations and to build the roads, as well as to serve in 
the expanding bureaucracy. 

Sarraut called for the construction of health centers and maternity centers in 

Africa, claiming that the future of French West Africa depended on its health 

program. He voiced some concern as to the moral duty of the French to bring 

the 'fruits of civilization' to Africa in order to alleviate suffering. But more 

important was France's duty to the rest of the Western world to develop the 
tremendous economic potential of the colonial areas: "It is our highest duty to 

preserve the populations which we govern and to assure for them health, 
hygiene, and the forces of life. But it is also, one might say it is especially, in our 

most immediate and practical interest" (p. 94). He then proceeded to outline the 
medical programs needed to accomplish French goals: campaigns against 

epidemics, the reduction of infant mortality, the development of hygiene and 

other preventive measures, the establishment of hospitals and mobile health 

teams, the need to increase the number of personnel, "the necessity, in a word, 

to conserve and increase the human capital in order to make money capital work 

profitably" (p. 95). The Governor-General in Dakar was more direct and less 

literary than his superior in Paris: for him the main object of health policy 
was to "faire du n~gre" (loosely translated, 'to make more niggers') (Chailley 

1968:432). 
It was during the 1920's that the administrative organization of health care in 

the colony took shape. At the same time, the emphasis changed from limited 
curative care and occasional vaccination tours to one of on-going prevention and 

improved hygiene. Individual care for most Africans was out of the question; the 
few doctors available were fully occupied treating the Europeans, although they 

did begin to visit the villages on a regular basis. Mass campaigns to seek out and 
combat the most debilitating endemic diseases were undertaken as the most 

efficient means for dealing with so many people (Gouverneur G6n~ral de I'AOF 
1926, 1927; Lapalud 1929). In 1931 a colonial administrator, Delavignette, 

confirmed that "We have found that the real barriers (to economic growth) were 
not the men but famine and disease" (cited in Crowder 1968:186). 

Two administrative circulars illustrate the use of medical services to increase 
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and improve the labor force. The first was issued by the French Minister of the 
Colonies, Rollin, in 1934. He urged administrators in Africa to improve the 
growth rate of the population by fostering maternal and child care services. He 
suggested the use of gifts and baby contests as a way to induce reluctant mothers 
to bring their children for medical checkups (Circulaire 29 4/S No. 7 1934). The 
second, written by the governor of the Ivory Coast in 1936, reminded district 
administrators in the colony that they must see that the natives had good 
hygiene and adequate food - these were necessary now that labor was expected 
from them (Circulaire 530 AG/S 1936). 

Concurrent with the growing emphasis on prevention of endemic and 
epidemic diseases came an expansion of curative services. Both were intended to 
improve the labor force by reducing mortality and upgrading the general 
physical condition of the population. During the decade from 1930 to 1940 
medical resources expanded rapidly, with the result that the number of days of 
hospitalization multiplied from 63,000 to 740,000, and visits to health centers 
increased from 568,000 to 4.8 million (Sainz and Marchalant 1952:13). It is 
significant that the majority of new centers were located in precisely those areas 
of the country where the European settlers were establishing plantations at that 
time (Morgenthau 1964:167). 

In 1900 health expenditures had represented 3.5 percent of the Ivory Coast 
budget (Mille 1900:32-33). By 1940 this percentage rose to 20 percent, 
representing a serious effort to alleviate health problems (Sainz and Marchant 
1952:15). It should be noted that such expenditures not only benefited the 
French in their economic activities; they also cost the French very little. Each 
colony had its own budget which it supported from import duties and by taxing 
the population. Medical services, which proportionally benefited the Europeans 
much more than the Africans, were paid for by the colonized peoples (Sarraut 
1923:67). 

Also of note during this period was the expansion of private, mostly 
church-sponsored, health services. In 1935 there were one Protestant and six 
Catholic dispensaries in the colony (Rapport du M~decin-Colonel Botreau 
Roussel. . .  1935). Missionary health activities increasingly played a part in 
supplementing the public system, particularly in the less-favored parts of the 
country. Yet overall their role in Ivorian health care remained a small one. They 
were much more important in the British colonies, where missionary activity in 
general received more support from colonial authorities (Schram 1971:54; 
Crowder 1968:285-363). 

It is the decades of the 1930's and 1940's which older doctors and nurses, 
both white and black, recall nostalgically today as the real 'heroic' era. They had 
poor conditions and little equipment but great energy and devotion, and they 
were the first to bring Western medicine to many parts of the country. The 
European military doctors remember with particular nostalgia the military-style 
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organization of the health service which meant great efficiency and the forced 
cooperation of the entire population in vaccination campaigns. 

The inter-war years were a time of change in the organization of French 
colonial rule. Power in decision-making passed from the military to the civilian 
administrators, and French entrepeneurs (both at home and in the Ivory Coast) 
had an increasingly strong voice in the formation of policy. Thus, as political 
stability was assured and new groups exerted their influence in the colony, the 
goal of colonial rule shifted toward economic development. Concurrently, there 
was a greater concern with modernization, in terms of influencing the values and 
ideals of Africans away from traditional culture. A change in traditional 
'mentality' would permit the greater integration of the dominated peoples into 
the colonial economy. 

The health system served both these goals during this period of time. 
Preventive measures and reduction of mortality were put forward as a means of 

strengthening and increasing the pool of productive labor, and curative services 
were expanded to those who worked in the colonial economy. Medicine was also 
seen as a vanguard of scientific thinking which might reduce the influence of 
African leaders. The colonial doctors recognized that they were competing with 
a pre-existing medical system and the social structure which supported it. 
Although some physicians were interested in the possibilities of medicinal plants, 

traditional medicine as a whole was treated as a regressive force. The health 
system was thus a mechanism for promoting 'progress', a kind of progress which 
increasingly transformed African society, greatly benefited the ruling powers, 
and at the same time reduced the severity of some diseases. 

PHASE THREE: THE ERA OF POLITICAL CHANGE, 1946-1958 

The third phase, the years after World War II, coincided with the growth of the 
nationalist movement. As Western medicine became both more widely available 

and more effective, initial resistance by Africans was often replaced by demand 

for health services. In this phase then, medical care became a political resource 
and was made increasingly available to certain segments of the population. 

Private medical practice also made its first appearance during this phase in 
response to the popular demand for increased curative services. 

The post-war years were marked by the end of forced labor, remembered 
today as the most brutal aspect of French colonial rule, and the beginnings of 
active nationalist organizing for greater autonomy. F~lix Houphouet-Boigny, a 
planter, Baoul~ chief, Dakar-trained 'African doctor', and now the Ivorian 
president, led an association of the wealthiest of African planters formed in 
1946 to contest the domination of European plantation owners. Their 
organization formed the basis for the earliest mass political party in West Africa, 
the Parti D~mocratique de la COte d'Ivoire (PCDI), founded in 1946. It was one 
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of the most militant nationalist parties, and was supported by the Communist 
Party in France. But both French repression and an expanding economy led to a 
decision to cooperate with colonial authorities to enhance shared economic 
interests (Morgenthau 1964:166-178,215; Zolberg 1969:119-120,151). 

Concurrent with the expansion of the economy and of political activity, there 
was an increase in medical posts and an extension of the work of mobile teams. 
In 1931 there had been one hospital and 32 small health centers and maternities 
in the Ivory Coast (Governeur G6n~ral de I'AOF 1931); a little more than 
twenty years later the Ivory Coast had two major hospitals, nine smaller 
hospitals, 147 health centers, a school health service and a hygiene service. In 
addition, there were thirty missionary dispensaries and three private centers. The 

records showed more than six million patient visits in 1952, three times the 
figure of 1935, and the number of patients had multiplied by almost four since 
that time (Sainz and Marchalant 1952:18-19, 33). Between 1940 and 1952, the 

amount of money allotted to health increased from 34.7 to 699.9 million francs. 
In addition, the African colonies received aid from new sources after World War 
II: World Health Organization, UNICEF, and other foreign aid organizations 
(Sainz and Marchalant 1952: graph; Chailley 1968: 424,462)i 

During the nineteen forties, health services were increasingly becoming a 
political resource distributed in response to the demands of the inhabitants of 
the colony. Yet the five-year plan for the colony's development issued in 1949 
claimed that medical facilities were still insufficient, and it called for an 
acceleration of health center construction. This insufficiency even after 
tremendous growth resulted from an even greater increase in demand than in 
supply. 

According to Dr. Felix S&ie, the Director General of Health, a slight decline 

in medical activity occurred in the 1950's in spite of this demand as the colonial 
administrators became increasingly preoccupied with the growing nationalist 
movement. In the face of local African agitation for political autonomy, the 
French adopted an attitude of indifference, claiming in correspondence to the 
Ministry of the Colonies in France that Ivorians refused medical care, and 
relaxing the efforts that had been previously made to combat smallpox, which 
until then had been almost entirely suppressed (S6rie 1970:5). 

Thus in response to their concern with political stability in the colonies, 
where the populations were becoming increasingly mobilized and vocal, the 
French may be seen to have used the allocation of health resources in both 
positive and negative ways, granting or withholding services in response to the 
specific political situation. (Piven and Cloward's analysis of American welfare 
(1971) describes a very similar phenomenon.) 

A new phenomenon arose at this time in response to the  population's 
expression of needs and to its greater purchasing power: non-missionary private 
medicine. The first private doctors, a Lebanese of French nationality and a 
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French doctor, had set up clinics for a few years during the 1940's. But it was in 

the 1950's that private medicine became more firmly established, as military 
doctors who had been working in the Central Hospital in Abidjan began to 
establish their own practices. In 1953 the first major private clinic, still very 
active today, was founded and equipped with hospital beds as well as the 
capability for outpatient consultations. At this time also, Ivorians with medical 
degrees from France were beginning to return. The first of these, Dr. 
Djessou-Loubo, a man who had previously been trained in Dakar and had served 
as an 'African doctor', opened a very successful office in Treichville in 1954. 
Private physicians served primarily the European planters and the Lebanese 

merchants, and the few Africans who could afford to pay for care. 

Phase Three of the pre-independence period closed with the appointment in 

1958 of Dr. Djessou-Loubo as the first Ivorian Minister of Health. In that year, 
the colony gained greater autonomy within the newly-created French 'Com- 

munaut~' and the bases of an independent government began to be established. 
The immediate task facing the new Ministry was the transfer of the health 
administration from Dakar to Abidjan (interview, Dr. Djessou-Loubo, March 

1974). It was after this event and particularly after the coming of independence 
in 1960, that the health system as it exists today began to take shape. 

In summary, the structures of the health system in the colonial Ivory Coast 
changed over time, reflecting changes in the goals and organization of colonial 
rule as well as the technical possibilities of medicine. In the earliest period, the 
French were concerned primarily with political stability and, therefore, health 
care for Africans was associated mostly with military posts or was used as a 

means of winning favor for French rule. During_the second period, the French 
began to emphasize economic growth, and the major purpose of health services 
then became the promotion of a healthy work force, 'Modernization' was a 

secondary goal which contributed to economic growth; by changing people's 
ideas about illness and thus encouraging the use of hygiene measures and 
vaccinations, it was hoped that the population would grow and be stronger, and 

that the breaking of ties with traditional social structures would be facilitated. In 
the third phase of the colonial era, political stability again became an important 
consideration as the nationalist movement grew and challenged French domi- 
nation. Although health services continued to expand during this time to meet 

the growing needs of the economy, there are indications that a slackening in 
some areas occurred in response to political opposition. 

DISTRIBUTION OF HEALTH SERVICES 

When the Ivorians took control of the health system, they were laced with a 
situation of tremendous inequalities in distribution. The bases for these 
inequalities have been alluded to in the foregoing discussion and will be 
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summarized here. There are several parameters along which discrepancies in 
distribution appeared: region, urban-rural residence, class, and race. Each of 
these will be discussed separately in this section. 

1. Region 

Since the colonizers arrived by sea and first established posts along the coast, the 
greatest number of health centers were built in the southern part of the country. 

In addition to its proximity to the coast, the South also has forests and a very 
rich soil, and it thus attracted the largest number of European planters and 
lumber exporters for whom the dry savannah of the North had little appeal. The 
distribution of medical services closely followed the pattern of European 
settlement, starting in the South and spreading to the forest areas of the Center 

West and West regions. 
The development of the money economy made it possible for the inhabitants 

of the South to buy medicine, pay doctors, and build their own health centers. 
They also had greater access to educational facilities, and thus a greater 

proportion of French-educated people than the North. These people were not 

only influenced in their attitude toward Western medicine by this training; they 
were also much better equipped linguistically and financially to take advantage 

of medical services and to convey effectively the demand for new facilities. In 
1952 all of the eleven major hospitals were in the southern half of the country, 
and of these, nine were located within approximately one hundred miles of the 
coast. Of the thirty-seven medical posts staffed by doctors which existed in the 
country at that time, twenty-six were located in the southern half (Sainz and 
Marchalant 1952:18-19, map). 

2. Urban-Rural Residence 

With the exception of a few missionary centers, medical facilities were built 
almost exclusively in the major towns. Rural residents either had to walk to the 
towns, find the rare vehicle going that way (if they could pay for it), or wait 
until the medical teams arrived on their occasional tours. Urban location of 
health facilities reflected not only the logical decision to concentrate facilities in 
the most populous centers; cities were also the home of the majority of the 
French, of the industrial, commercial, and administrative workers, and of the 
most educated and politically astute segments of the population. These groups 
were very valuable to the growing national economy (and less easily replaceable 
than agricultural workers) and most capable of demanding health facilities. The 
relationship between region and urbanization should also be noted here, for 
most of the major towns were located in the South. 
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During colonial times class was very closely related to race, since, as a general 
rule, all white people were considered superior to all blacks, and many public 
facilities were segregated along racial lines. During this time, however, a new 
system of stratification began to develop among Africans. Since most of the 
economy and all of the political control were in the hands of foreigners, it is 
more appropriate to speak in terms of status rather than of class distinctions. 

These distinctions were based mainly on the nature and extent of one's 
participation in the modern economy and in the European structures of 
educational and occupational prestige (Amin 1967). 

A new elite group grew up, starting in the 1930's, a multi-ethnic group of 
educated civil servants and plantation owners. A small number of educated 
Africans were granted French citizenship, which further differentiated them 
from the rest of the country (Deschamps 1970: 245;Zolberg 1969:81-82). The 
members of this elite originated mainly in the South, lived mainly in the cities, 
and for the most part knew one another, since only a few post-primary schools 

existed in the country until independence (Clignet and Foster 1966). As a result, 
those who had been to school were usually personally acquainted with the 
students who had entered medical careers, providing them with a 'lay referral 

system' (Freidson i970a) which facilitated access to medical care. 
Workers in the European economic structure, even if uneducated, also 

benefited from greater access to medical service since employers were expected 
to provide health care. One of the earliest health facilities in the country was a 

private dispensary established by the railroad for the use of its employees; in 
1929 one of only fifteen doctors working in the entire colony was employed by 
this dispensary (Bouffard 1927:377). 

Status distinctions in health services were given their clearest expression in 
the system of charges legislated for a day of hospitalization. These were based on 

a very elaborate set of categories, starting with three levels of Europeans at the 
top, descending for African health personnel, other African civil servants, 
African soldiers, and with several categories at the bottom of the scale for the 

'poor natives'. These charges corresponded to differences in room size and 
comfort and also to differences in the amount of f o o d -  only those in the 
highest categories were eligible for dessert (Arr6t6, No. 292 1929; Arr6t6, No. 
974, AG 1935; Sirougnet 1936). 

4. Race 

Construction of health centers and distribution of personnel followed the 
pattern of French planters' settlements in the southern and central-western 
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regions of the country. It also followed the extension of the railroad and the 

accompanying growth of commercial and administrative centers. 
The difference in facilities for French and Africans was very marked from the 

start. The French provided themselves better quality facilities, proportionately 
more hospital beds, and the best of curative care. In his report of a 1935 tour of 
Ivory Coast health facilities, a French medical inspector noted that European 
hospitals were more than adequate, but that facilities for Africans were very 
deficient. For instance, he reported that in Bouak6, a major town in the center 
of the country, the European hospital was well constructed and maintained and 
had an overstocked pharmacy, but no patients. The 'native hospital', on the 
other hand, was in serious disrepair, filthy, disorganized, and delivered very poor 
quality care to its numerous patients (Inspecteur G~n~ral des Services Sanitaires 
et M~dicaux 1935: 30-31). In those towns where only one hospital existed, the 
Europeans stayed in the best rooms and were the best fed, as legislated by the 
category system described above. 

Thus colonial rule established not only the boundaries and institutions of a 

new country, but also the patterns of privilege which were to characterize the 
population within those boundaries. The delineation of a new class structure 
arose inevitably from the creation of new modes of production and consequent 
changes in employment and commercial organization. Individuals and groups 

were able to acquire status in colonial society through their associations with the 
French economy and political structures. One of the consequences of this 
association was access to French medical services. 

An examination of the distribution of medical services at the end of the 
colonial era confirms the thesis that the health system was not, or was much 
more than, a humanitarian effort; it served specific goals of the French rulers. As 

a result, medical services were very unevenly distributed at the time of 
independence. 

CHARACTERISTICS OF THE COLONIAL HEALTH SYSTEM 

Two major characteristics of the contemporary Ivorian health system which 
developed during the colonial era are the tension between preventive and 
curative approaches to medical care and the distinction between 'real' and 
'auxiliary' personnel. Discussions of health in Africa often emphasize the 
importance of instituting programs of prevention and the training of paramedical 
workers, but the Ivory Coast has been particularly unreceptive to such notions. 
The history of colonial health practices combined with a continuity in the 
identity and priorities of powerful groups in the Ivory Coast help explain the 
government's position in these two areas. 
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1. Tension between Preventive and Curative Medicine 

Prevention and hygiene were seen by the colonial administration as essential to 
the elimination of endemic and epidemic deseases; in addition, preventive 
medicine cost much less for greater results than curative services. It was 
nevertheless necessary to respond to the immediate medical needs of those 
whose labor or political support was essential to the development of the colony. 
In addition, health workers often preferred urban hospital posts to mobile 
prevention tours because of the better working and living conditions in the 
towns. And the lay population demanded curative services because they met an 
immediate need and produced visible results. (One might suggest that medical 
personnel also preferred the curative approach for this last reason.) 

The manner of allocating these two kinds of medical care reflected the class 
and racial bases of medical services under the French: individualized and more 
expensive health care was available predominantly for white people and those 
Africans who worked for them or were in some way attached to the Western 
urban economy; preventive care was for the masses. The message was not lost on 
the village inhabitants. As expressed by one Ivorian doctor, the villagers saw 
physicians only when they came (accompanied by soldiers) for vaccinations; but 
when the local missionary fell ill, they saw that he was sent to Abidjan to be 
healed (interview with Dr. N'da Konan, March, 1973). 

Contemporary Health Ministry documents emphasize the importance of 
preventive measures as less costly and more effective, and one planning 
document estimated that 89% of all reported deaths (and 93.5% of deaths of 
children ages one to four) are due to diseases preventable by vaccination, 
education, and environmental improvements (UNICEF 1971), yet the actual 
emphasis since independence has been increasingly in the curative area. The 
University Hospital alone consumes approximately 42% of the annual health 
budget (Minist~re de la Sant6 Publique 1973a), the best nursing graduates are 
assigned to hospital posts (Ministbre de la Sant~ Publique 1973b), health 
profession students receive minimal or no clinical training outside the hospitals 
of the capital, the organization of mobile teams offers primarily urban curative 
services because most of the old vehicles have not been replaced, and only about 
9% of the total health budget is devoted to non-curative activities. 

The historical background helps explain the expansion of curative services 
and the relative decline of prevention since independence in 1960. Independence 
brought some changes in power structure and hence in goal emphasis. Although 
fundamentally the interests of dominant groups have remained the same 
(economic growth and political stability, based on French notions of 'modern- 
ization'), political goals have gained in salience. Economic growth and education 
have produced a growing population of those who might potentially form an 
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effective opposition. The stability of the government depends on the satisfaction 
of these groups. Hence the pattern of offering the best curative services to the 
most privileged and vocal groups was continued from colonial times and even 
further emphasized. 

Curative services are extremely appealing to those in need and are therefore a 
potent political resource. In this situation, preventive services offer few such 
advantages. The threat of epidemics is largely eliminated; a pool of unskilled 
labor is available due to population growth and the migration of workers from 
poorer neighboring countries; and the Ivorian government sees the issue of 
staying in favor with the population as of greatest importance. 

Dependence on France also increases the tendency to adopt the most 
advanced models of hospital care for the benefit of a small minority of the 
country's population. Expenditures on costly hospital equipment and buildings 
serve the goal of appearing 'modern', and are justified as attracting foreign 
investment for economic growth and as satisfying foreign residents and tourists. 
They are also related to the influence of resident French advisors and medical 
school professors, to the patterns of aid-giving, and to the influence of foreign 
firms who sell medical equipment (Elliot 1975). Thus although the advice of 
foreign public health experts to emphasize preventive care appears in planning 
documents, the continued dominance of French economic and professional 
interests, combined with the political priorities of the Ivorian leaders, results in 
continued expansion of expenditures on curative medicine. 

2. Distinction between 'Real' and 'Auxiliary' Medical Personnel 

The contemporary Ivorian insistence on training only French-qualified doctors 
also derives from historical experience and continued dependence on the 
Europeans. It is clear from the records of colonial medicine that only a person 
with medical training in France could be considered fully competent; the 
training of auxiliary personnel and the use of doctors from countries other than 
France were to be viewed simply as unavoidable measures to alleviate the 
shortage of personnel. As noted above, the first African 'medical assistants' were 
primarily in charge of preventive care; they could give curative care only in the 
absence of a European doctor (another indication of the relative status of these 
two forms of medical care). 

The bias toward French training is particularly evident in the cases of 
non-French white doctors. For example, when the Protestant mission began to 
plan for a hospital in Dabou, a French Protestant doctor to staff the post was 
sought in vain, and the mission therefore requested permission to hire an English 
or Swiss doctor. The response was direct: "Only those doctors having a diploma 
from a French medical school can practice in the colony" (Lapalud 1929). 

A most revealing example of the status divisions among both patients and 
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personnel is seen in the case of the Russian doctors who came to the colonies 

after the Russian Revolution. Called 'assistant hygienists', they were assigned to 

isolated posts, not recognized as 'real doctors', and fearing sanctions, they 
refused to treat the Europeans who came to them and took care only of 
Africans. The Health Service in Dakar appealed to the Russians' moral 

obligations as doctors and called upon them to treat Europeans in the absence of 
a French doctor (Circulaire, No. 102 1926). This attitude, which considered 
French medical education to be a necessary requisite for truly competent care, is 
still an important force in Ivory Coast medicine today. 

The importance assigned to 'real' practitioners since independence is evident 
in a number of ways. It can be seen in the continuous upgrading of entrance 
requirements by the professional schools, the control of these schools by the 

French Ministries of Education and Health (which approve curricula and 
sanction degrees) and a steadfast refusal on the part of Health Ministry officials 

to initiate any measures which might produce what they call 'm6dicine au rabais' 
(cut-rate medicine). Ren~ Dumont has aptly commented on the effect of this 
Ivorian policy in the field of education: "So as not to give a Cut-rate education 
to the African peasants, they are given none" (cited in Woronoff 1972:213). The 

insistence on French standards of medical training, since it is very expensive and 
orients students toward specialized hospital care, similarly results in limiting the 
number of personnel available to provide health services, particularly in rural 

areas. 
The source of this situation may again be found in the powerful influence of 

French medical and economic interests and in the government's aim of satisfying 

its most vocal constituency, those who seek professional licensing for themselves 
or who demand the best possible care. A survey of health professionals showed 
their overwhelming agreement with the policy of French accreditation. They 
explained that the French diploma is a guarantee of quality and that it allows 
one to work in other countries if this is desired (Lasker 1976: Chapter 5). 

CONCLUSION 

There have been few fundamental changes in the political economy of the Ivory 
Coast since independence (Amin 1967; Lasker 1971, 1976), and the health 
system reflects this fact. As the Ivorian ruling elite and foreign investors 

and advisors pursue economic growth and political stability, the health system 
offers a set of resources which can be used in achieving these goals. The 
subordination of health is defended in government planning documents as 
necessary, with the justification that increased wealth generated now will allow 
for the building of hospitals later. In the words of President Houphouet-Boigny: 
"What the Ivorian wants is to share in wealth, not to share misery. And to do 
this we must before everything else contribute to the creation of wealth" (PDCI 
1971:10; emphasis added). 
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This theory of  development has the effect that  a small group of  Ivorians and 

foreign investors share in considerable wealth. It also has the effect that these 

same few receive a disproportionate share of  medical resources. 

The experience of  colonial rule in the Ivory Coast demonstrates the 

subordination of  the health system to the major priorities of  dominant  groups in 

a society. In the years since independence, the dominant groups and their 

priorities have changed in some ways, yet  this role of  the health system has 

remained the same, with the result of  continued inequities and the neglect o f  the 

majori ty  of  the populat ion.  It should be noted that the centralization of  

decision-making, both  before and after independence, and the concentration o f  

Western medicine in governmentally-run facilities makes this kind of  analysis 

somewhat easier to undertake.  The patterns of  distribution are more clearly 

linked to the policies of dominant groups than in less centralized systems. Yet a 

growing body  of  data and analyses, some of  which is mentioned above, suggests 

that  the situation in the Ivory Coast is not  unique either to that one country or 

to any particular kind of  country.  It suggests also that examination of  the 

structure of  power and the non-medical purposes served by  health systems are 

essential elements of  any at tempt to understand specific problems in the delivery 

of  health care to a population.  3 

NOTES 

1 The focus here is on Western medicine and its institutions as they developed in the Ivory 
Coast; therefore, this historical overview concentrates primarily on the evolution of those 
institutions. It must be emphasized at this point, however, that the development of French 
medical care has been influenced by the presence of medical systems which were in 
existence when the French arrived, and which, at the beginning at least, were probably more 
efficacious for the treatment of locally prevalent diseases than were the unscientific 
approaches of nineteenth century European medicine. The history of Western medicine in 
the Ivory Coast must be seen as one of continual interplay of changes in Western medical 
science, political events in Europe, the specific needs of colonial administration, and social 
change in the lives of the Ivorian people (el. Beck 1975; Schram 1971). Western medicine 
was and continues to be one of a variety of therapeutic options used by Ivorians. 
~Historical information on the early days of colonial rule in the Ivory Coast may be found 
in Atger (1962); Bretign~re (1931); d'Aby (1951); Horovitz (1977); and Zolberg (1969). 
3This research was supported by NIH grant no. 5T01 MH 12-751 through the Harvard 
University Comparative International Program. Parts of the analysis were supported by 
Brown University's Biomedical Sciences Support Grant no. RR07085. Many people gave me 
invaluable assistance in carrying out and writing up the research from which this article is 
drawn. I would particularly like to thank Tola Pearce and Barry Siegel for their helpful 
comments on drafts of this article. 
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