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INTRODUCTION
JAMES L. A. WEBB, JR. AND TAMARA GILES-VERNICK

Global health history is a new research field, and to date we
know little about the histories of global health initiatives in Africa.1 In one
sense, this is quite surprising. Africa’s disease burden is heavy, and international
and bilateral agencies, philanthropic organizations, nongovernmental organizations (NGOs), and public-private partnerships in league with African governments have undertaken a broad array of interventions against individual
diseases and into health care systems over the past many decades. Most of
these interventions were time-limited, ran their courses, and were forgotten.
Later iterations of these programs generally took scant advantage of the earlier
experiences.There were no specialists charged with understanding the past experiences, and thus there was no systematic effort to analyze the performance
of global health programs and to investigate the reasons for failure and partial
success. The lessons of the past have thus remained largely unarticulated or
misconstrued, unable to inform contemporary global health efforts.
Global Health in Africa is a first exploration of some of the histories of
global health initiatives in Africa. The volume is published with the intention
of developing the new field of global health history in order to broaden the
training of a new generation of public health professionals. Our goal is to
promote historical and anthropological research that integrates the social sciences and the biomedical sciences in the service of global public health.2 This
approach owes much to the subdiscipline of historical epidemiology, which
evaluates the changing nature of disease over space and time; it integrates social, political, economic, and ecological processes with those of pathogens and
with the effects of global health initiatives themselves. In bringing together
biomedical and social science approaches, historical epidemiology sharpens
our understandings of the biosocial causes of ill health and helps us grasp why
some interventions fail.
To date, in the development, implementation, and expansion of public
health projects, planners generally have not sensed a first imperative to understand the worlds in which their projects would operate. It has not been
their charge to appreciate political constraints and resource scarcities or to



explore the ways in which African populations understood the biomedical
interventions. They have tended to assume that there was no real need to do
so, because the epidemiology and etiology of the diseases were sufficiently well
known and the methods and interventions could be universally applied. The
biomedical practitioners’ lack of training in the social sciences made it difficult
for them to appreciate the centrality of nonbiomedical perspectives.
This collection highlights some of the public health consequences of the
chasm between the biomedical and social sciences that is an artifact of our
system of professional education. It underscores the need to bridge the divide
in order to improve the delivery of public health services. The fine-grained
analyses of the past illustrate how narrowly conceived technical interventions
have failed to account for specific and complex contexts into which they are
introduced and how, as a result, these interventions have cast long shadows of
unintended consequences.The case studies also show how long-standing policy
continuities and unquestioned assumptions still guide some contemporary interventions. We have organized our sampling of global health history in Africa
around these linkages between past, present, and emergent to highlight how
long-term continuities play a critical, but understudied, role in global health.

Global Health
“Global health” is a term that means different things to different people and
suggests different policy choices to different audiences in different geographical locations. It can imply support for rural health systems or primary care
centers, individual disease control programs such as the mass distribution of
insecticide-treated bed nets to reduce malaria transmission, or an effective ban
on health education about contraception and abortion. Its breadth is accommodating. It allows virtually everyone to be in favor of global health. In this
respect, it is an analog to the umbrella term “economic development” that
likewise has meant very different things to different people at different times.3
The term “global health,” however, is also frequently used to refer to distinctive configurations of financial, political, and biomedical influence and resources
in the post–World War II period. In Africa, although the actors have changed
over time, the various configurations have one central element of continuity: all
have been characterized by a flow of resources to Africa. Private philanthropies,
international health organizations, bilateral health programs, and private-public
partnerships based in the North Atlantic have developed the health initiatives
and implemented them in Africa with African partner states, nongovernmental organizations, and associations.4 Recent Chinese investment in large-scale
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health care infrastructure such as hospitals and clinics, and in health care personnel, has expanded the complement of global health actors in Africa.5
In this volume, we use the term “global health” broadly to refer to the
health initiatives launched within Africa by actors based outside of the continent. In our usage, global health in Africa has its roots in the colonial period and came into its modern forms in the post-WWII era.6 This framework
accommodates the continuities in external resource flows and the changing
groups of actors, institutional configurations, and biomedical, financial, and
political priorities.7
The contributors to this volume address the history of health interventions into acute and chronic infectious diseases including malaria, cholera, influenza, smallpox, and HIV/AIDS, and chronic, noninfectious conditions such
as malnutrition and injection drug use. They explore interventions by European colonial and independent African state institutions, the World Health
Organization (WHO), nongovernmental organizations, funding and research
institutions such as the Pasteur Institute and its international network, and
the US National Institutes of Health; and they explore the responses to these
interventions by the Africans whose health the interventions were aimed at
improving. They demonstrate that health interventions in Africa have a long
history that reflects the changing interests of the intervening institutions, scientific advances in the understanding of disease, the development of new tools
for intervention, and the changing nature of the international political and
economic order.

The Colonial Antecedents of Global Health in Africa
The antecedents of global health in Africa have their roots in the late nineteenth century, when a new chapter in Africa’s relationship with Europe
began.8 During the “Scramble for Africa,” competing western European
powers used African military conscripts to establish political and economic
influence within vast African territories, sometimes in collaboration with local
African political authorities; after a transition to formal rule, the Europeans extracted resources and labor to bolster their metropolitan economies. In many
of the new colonies, the Europeans forced their African subjects to gather wild
rubber or to work on plantations or in mines. These working conditions, as
well as African flight from colonial labor demands, heightened colonial subjects’ exposure to infectious diseases. In this regard, the imposition of European
colonial rule and African responses to it provoked important changes in the
disease burdens of African peoples.9
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Africa’s medical history was also profoundly changed by the introduction
of Western biomedicine. In one sense, the encounter might be thought of as
a collision between African medical knowledge and modes of healing and
those of Europe. Specialist healers and midwives in Africa had long traditions of caring for acute and chronic illnesses and knowledge of many other
conditions (including pregnancy and childbirth), and European medical authorities challenged these African practices, considering them to be primitive and inefficacious. Yet over time, Western biomedicine made inroads into
African approaches to healing and was the most important contribution to a
new medical pluralism in Africa. Africans with access to Western biomedicine
frequently drew on both African and European medical knowledge. African
forms of medical knowledge changed over time, but they largely were not
displaced or entirely suppressed.10
Early in the colonial period, Europeans found their own medical knowledge inadequate to cope with the major infectious diseases in Africa.11 In an
effort to protect European administrators, soldiers, and merchants, European
colonial powers invested resources in biomedical research, seeking new ways to
understand and control the major diseases in their colonies. This research gave
rise to a new discipline of tropical medicine, which developed in new schools
of tropical medicine and hygiene and in research institutes in the metropolitan
centers of empire and the colonies.12 The new knowledge was soon deployed
in the African colonies, principally through mobile medical campaigns to treat
sleeping sickness, onchocerciasis, yaws, tuberculosis, leprosy, syphilis, yellow
fever, and other diseases.13
European medical missionaries also launched initiatives to serve the African communities in which they evangelized. Some missionary societies set
up clinics that offered rudimentary primary medical care in rural areas, and
in some urban areas, missionary societies built hospitals that provided more
sophisticated medical services for Africans.14 The secular colonial authorities
developed a system of urban hospitals that provided medical services principally to a European clientele.15
The global economic depression of the 1930s constrained the colonial
medical systems, and with the outbreak of the Second World War, the colonies
adopted even more austere budgets. In the aftermath of the war, the European
empires began critical reappraisals of their responsibilities to promote programs
of economic and social development in their African colonies.Yet it was notably
with the creation of the World Health Organization that African health issues
began to be considered from broader international perspectives.
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Postwar Foundations and the Changing Nature of Global Health
The World Health Organization, one of the original agencies of the United
Nations, was founded in 1948. It supplanted the two existing international
health organizations—the Office international d’hygiène publique and the
League of Nations Health Organization—and it had a new, broader mandate.16
In the postwar world of shattered economies that were beginning to be reconstructed, massive populations of displaced persons, and the rapid polarization
of the Cold War blocs, the WHO embraced the objective of the “attainment
by all peoples of the highest possible level of health.”17 New medicines and
insecticides were available that portended a range of new possibilities for the
improvement of human health.
With limited funding from the UN member states, the WHO attracted
talented physicians and public health specialists in an era of high confidence in
the power of science to improve the lives of the world’s peoples. It acted as a
consultative body, and with funding from other UN agencies such as UNICEF,
it undertook a range of health initiatives in African colonial territories or independent states, whose histories are largely yet to be explored.With its founding
came the beginnings of “global health,” which owed much to colonial health,
in its adoption of a vertical, “campaign”-style approach to controlling or seeking to eradicate specific diseases.18
Conceiving of its scope in “international” terms, the WHO divided the
world into six regions (Africa, the Americas, Southeast Asia, Europe, the Eastern
Mediterranean, and the Western Pacific).19 Its earliest, high-profile initiatives
sought to eradicate specific diseases—first malaria and then smallpox—and to
undertake large-scale campaigns against yaws and tuberculosis. Several historians have commented on how Cold War politics shaped both the rhetoric
and the practices of these campaigns. The withdrawal of the Soviet Union and
other communist countries from the WHO and the UN system in 1949 left
the health institution more open to American influence, and this was notably
evident in the World Health Assembly’s embrace of a malaria eradication program in 1955.20 When the Soviet bloc returned to the UN in 1956, the Soviets
pushed an initiative to eradicate smallpox that was formally adopted by the
World Health Assembly in 1959.21
In the 1970s, a movement to reorient health programs in Africa and elsewhere in the developing world challenged this focus on eradication and individual disease campaigns. The “basic health care” or “primary health care”
movement gained momentum throughout the decade. In 1978, at the International Conference on Primary Health Care in Alma-Ata (in the Soviet
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Republic of Kazakhstan), the WHO adopted a new model of health services
for developing countries that promulgated the goal of “Health for All by the
Year 2000.” Both China and Cuba offered models for the provision of basic
health services for the rural poor.22 Missionary medicine, which had long provided basic health services in Africa and elsewhere, also contributed to this
movement, emphasizing the training of village health care workers, the availability of basic supplies, and “appropriate technology.”23
Yet even as the primary health care movement strengthened, a series of
public health disasters, brought about by warfare within and between African
states, called forth new externally based humanitarian public health responses.
Médecins Sans Frontières, the first of a cohort of late twentieth-century secular humanitarian medical interventionist groups, formed in 1971 and committed its resources to providing frontline medical care in areas where states
could not.24 Other humanitarian organizations formed and followed suit.25
The massive medical needs of millions of Africans in makeshift, unplanned,
burgeoning refugee camps without sanitation infrastructure were framed as
“complex emergencies,” a concept that proved useful in mobilizing financial
resources for broad public health interventions.26
Outside of the war zones, primary health care flagged. Although the
Alma-Ata Declaration received approvals from many nations, the primary health
care approach was dogged by difficulties in translating its ideals into practice.27
Subsequently, international public health planners modified their ambitious
goals and adopted the “selective primary health care” approach by targeting
specific problems such as growth monitoring to ensure adequate childhood
nutrition, oral rehydration techniques for childhood diarrheal infections,
breastfeeding, and immunization.28 The WHO’s Expanded Program in Immunization, created in 1974 prior to both Alma-Ata and “selective primary health
care,” was one of the few enduring contributions of the broader movement.29
The primary health care movement, however, did not attract robust, sustainable political support or funding. The governments of some African states
embraced the primary health care movement, but most, despite their rhetoric, did not.30 Neither the United States nor the Soviet Union offered much
support; the United States associated the movement with socialism, and the
Soviet Union, although it hosted the Alma-Ata meeting, also expressed misgivings.31 Moreover, donor support for primary health care entailed funneling
monies to African governments, and both multilateral and bilateral donors
were reluctant to do so. Their restraint resulted partly because health budgets
were already committed, but also because of considerable uncertainty about
the costs of training rural health workers, improving water quality, or other
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goals.32 Concerns about the corruption, inefficiency, and instability of African
governments also shaped these decisions.
Unwillingness to endorse the primary health care approach also reflected mediocre successes in promoting economic development in Africa.
Large-scale agriculture and infrastructure projects generally did not meet
their goals, and many development projects, such as those that involved the
construction of dams for irrigation, produced a spate of unintended health
consequences.33 Moreover, development monies, whether from grants or
loans, typically were disbursed from state coffers, and much was diverted.
Billions of dollars made their way into the private accounts of African politicians. Even by the 1970s, it was clear to many observers that the grants and
loans would not achieve their development goals, yet the funds continued to
flow because they secured political allegiances.34 A new shift in global health
in Africa began during the 1980s, resulting in the contraction of health services on the continent. Structural adjustment policies, economic crisis, and
the Soviet Union’s dissolution, which brought an end to the Cold War, all
reduced external resources for African health care services and contributed
to deteriorating health care infrastructures.
Beginning in the late 1970s and bolstered by the elections of Margaret
Thatcher as prime minister of the UK in 1979 and Ronald Reagan as US
president in 1980, a conservative political discourse gained adherents. It held
that bloated public sectors were responsible for slow economic growth, and
that “structural adjustment” to reduce the ranks of civil servants, would liberate
economic sectors of undue political interference and permit African commodities
to compete freely in international markets. The International Monetary Fund
imposed structural adjustment programs (SAPs) on most African economies in
an effort to shrink the public sector. The public sector strictures, however, did
not extend to public health expenditures. In many African countries, public
health spending increased, but structural adjustment policies sought to create
“economic efficiency” by implementing user fees to recover costs. Some African countries adoped the Bamako Initiative (1987) to improve primary health
services through community financing. Both efforts produced mixed results.
Most health spending has remained focused on hospitals and clinics in urban
areas.35 Structural adjustment did, however, fan an aversion to health care
institution building in Africa, although many public health specialists insisted
at the time that the health of African populations could be improved most
significantly by expanding basic health services in primary care clinics.36 This
divergence in ideological outlook over the appropriate roles of the private and
public sectors remains a fundamental tension into the twenty-first century.
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Still another historical development shifted attention from previous decades of large-scale eradication campaigns and subsequently from primary
health care investment. As the Cold War waned and the threat of nuclear annihilation diminished, security analysts perceived new threats.37 The collapse of
the Soviet Union led to deteriorating controls on biological weapons and scientists’ activities, and security experts and public health planners openly worried that biosecurity threats could emerge from a widening array of sources
and that new developments in genomics could facilitate the “weaponization”
of new biological threats.38 One key idea was that the increasing integration
of the world economy and the increasing volume of global travel would bring
forth new threats to health in the developed world. Scientific researchers and
commentators argued that this accelerating globalization enhanced the prospects for “emerging disease” outbreaks, and government funding increased for
research on such threats.39
During the mid to late 1990s, as the HIV pandemic exploded certain
“emerging disease threats” became palpably real. As US policymakers became
aware of the extent of the epidemiological disaster in Africa, they judged the
HIV pandemic to be a geopolitical threat that could destabilize African states and
their economies. This provoked new interest in promoting “development” in
order to limit the political and economic disruption that AIDS was projected to
cause. Global health became further enmeshed with national security concerns.
Global health, however, was not long to remain principally the domain
of governmental actors. During the 1980s, private philanthropic organizations
began to insert themselves more publicly into the high-profile arena of global
health.40 Rotary International took on the challenge of the global eradication
of polio with the creation of its PolioPlus program in 1985, and in 1988, the
WHO, together with Rotary International, UNICEF, and the Centers for Disease Control and Prevention, passed the Global Polio Eradication Initiative.41
Following the lead of researchers at the Centers for Disease Control who
advocated for the eradication of Guinea worm, the Carter Center committed
itself to support national eradication projects in 1986, and other international
partners signed on to the effort at global Guinea worm eradication.42
Within a decade, far larger global health efforts were launched by other
philanthropic organizations with far broader aspirations and far deeper pockets. In 1994, with the creation of the Bill and Melinda Gates Foundation, the
role of private philanthropy in global health surpassed that of bilateral foreign
aid, the WHO, and other philanthropic organizations. This heralded a new
world health order.43 In 2000, Bill and Melinda Gates sparked the creation of
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the Global Alliance for Vaccines and Immunizations (GAVI), a private-public
partnership whose members included the WHO, UNICEF, the World Bank,
and representatives of the pharmaceutical industry. Between 2000 and 2011,
GAVI had received donations totaling over US $6.4 billion, of which nearly
US $1.5 billion (23 percent) came from the Gates Foundation.44 In 2002, with
seed money from the Gates Foundation, a second, larger, and more massively
underwritten private-public partnership formed the Global Fund to Fight
AIDS, Tuberculosis, and Malaria. Endorsed by the G-8 countries, the Global
Fund, based in Geneva and administered until 2009 by WHO staff, garnered
support from the taxpayers of the largest developed nations; the single largest
private donor was the Gates Foundation. These partnerships have instigated
massive campaigns and programs, including the Global Polio Eradication initiative, the Guinea Worm Eradication program, the provision of antiretroviral
drugs to prevent the progression of HIV infections, and the mass distribution
of insecticide-treated bednets throughout Africa.
In the late twentieth century and the early decades of the twenty-first
century, the financial strength of the global public health organizations was
thus of a higher order of magnitude than ever before. There continued to
be many bilateral programs of health, such as those of the United Kingdom
Department for International Development, the US Agency for International
Development, China’s various ministries involved in providing aid, and the
Cooperation Agencies of France, Germany, Sweden, Norway, the Netherlands,
Italy, and other European Union countries. Some agencies joined forces in
“multilateral” initiatives. Biomedical research institutions and funding organizations also actively created new public health research initiatives around the
world. The US National Institutes of Health, for instance, financed research
projects that have brought together American and African university research
teams. The French Agence Nationale de la Recherche (ANR) made funds
available for innovative, multidisciplinary public health research and intervention in the global South, including in Africa. In France and in its network
of institutes, some situated in former French colonies in Africa, the Pasteur
Institute continued to carry out biomedical research on numerous infectious
diseases, including HIV/AIDS, malaria, tuberculosis meningitis, and cholera.
The Wellcome Trust funded ongoing biomedical research in the UK and its
research institutes in the former British colonies. More nongovernmental organizations and private charities were involved in African health work than at
any time in the past. The funding for global health initiatives was greater than
ever before.
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The decades since the 1990s have seen an escalation in funding for global
health in Africa.The development of African health services, however, has proceeded slowly. Several basic measures—infant and child mortality rates, access
to skilled childbirth attendants, vaccination coverage—show that sub-Saharan
African health systems have not improved as quickly as in much of the rest
of the developing world. Some have even stagnated.45 A growing number of
African health professionals did enter into the ranks of the international health
elite, and by the late 1990s, African health professionals enjoyed some success in
lobbying donor countries to increase their commitments to global health programs in Africa. In one sense, the older paradigm of the developed countries
carrying out health programs in Africa had altered: health professionals in Africa who shared biomedical perspectives in common with health professionals
in Europe and North America helped design and implement the programs.
The medical pluralism that combined the biomedical systems of treatment and healing developed in Europe and North America with the manifold
cultures of treatment and healing in Africa, however, presented numerous
challenges. Medical anthropologists made useful contributions that helped
expand definitions of health problems and improve the delivery of global
health initiatives. A core challenge, however, was to develop cadres of local
health practitioners—such as African nurses—who could translate public
health messages into African idioms and bring African perspectives into dialog with Western biomedicine.46

Continuity in Global Health Initiatives
Against the background of important changes that have taken place—the inception of the WHO, large-scale campaigns partly inspired by Cold War politics, the “primary health care” movement, structural adjustment policies, fears
of the threat of emerging diseases, the massive increase in the participation of
private philanthropic organizations, and the Africanization of an international
health elite—the history of global health initiatives in Africa demonstrates an
important continuity. From the immediate post–World War II period to the
present, global health initiatives had been characterized by a commitment to
disease-specific programs. These programs target individual diseases—such as
malaria, tuberculosis, HIV, measles, whooping cough, tetanus, polio, and smallpox—or indicators of health statuses, such as levels of malnutrition, maternal
deaths, or access to clean water, as enshrined in the UN’s Millennium Development Goals. Some programs are both conceived and implemented from the
“top down,” as in the case of polio vaccination in the Global Polio Eradication
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initiative. Others have been reshaped by a much broader range of actors: demands for greater access to antiretroviral therapies, for instance, came from
African communities and nongovernmental organizations, and subsequently
from African states, and multilateral institutions such as UNAIDS and WHO.
The activist pressure produced results: multinational pharmaceutical companies, after bearing considerable public criticism, agreed to new dispensations.47
Donor engagement with disease-specific programs has consistently reinforced
a focus on the biological agents of African diseases, rather than on the social
determinants such as poverty, lack of access to resources, and income inequalities. Global public health policy in Africa has sought to increase survival rates
through biomedical interventions, rather than improve the health of the poor
by increasing access to primary health care. The disease-specific approach has
had numerous successes. Childhood vaccinations, in particular, have proved
to be highly effective in reducing deaths among younger generations, but
“catch-up” programs to vaccinate older generations against preventable diseases have sometimes lagged. Other interventions, such as the provision of
antiretroviral drugs to Africans with HIV, have enjoyed good success, although
expansion of the programs has been constrained by the unwillingness of donors to make robust contributions during the recent global financial crisis.
To donors, the best investments in global health in Africa have consistently
appeared to be disease-specific programs. They offered several key advantages.
Disease-specific programs, based primarily in the biomedical sciences, offered
technical solutions to achieve measurable outcomes. The implementation of
such programs appeared not to require social sciences training, basic linguistic
or cultural competency, or familiarity with the societies for which the interventions were planned. In principle, these technical interventions were neutral,
able to be applied without entanglement in African struggles over political and
economic priorities. They were also expected to produce results promptly.
The disease-specific approach had important implications for how global
health projects have been conceived and implemented in Africa. Because public health specialists conceptualized diseases as primarily biological in nature,
abstracted from their social, political, and economic contexts, they assumed
that therapies and tools proven effective elsewhere could be applied in Africa
with minimal adjustment. The disease-specific model thus considered global
health interventions as a portable universal good. Experts who had proved
their mettle in other world regions could consult and provide useful guidance.
The social, political, and economic contexts of the delivery of health interventions were scarcely taken into account. The fact that the interventionists
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generally did not speak the languages of the people who were intended to
profit from the interventions ensured that the gulf in understanding was large.

Organization and Central Themes of the Volume
The essays in this collection are organized in three parts. Part I, “Looking
Back,” contains four chapters that analyze colonial era interventions and reflect
on their implications for contemporary interventions. The first essay, by William Schneider, focuses on the colonial-era smallpox vaccination campaigns
in West Africa, in an era before the global smallpox eradication campaign. He
calls these campaigns “partial successes,” and his essay sheds new light on the
success of smallpox eradication by illuminating the colonial programs’ constraints, piecemeal efforts, and limited goals. What made colonial efforts only
“partial successes,” Schneider argues, was a lack of international coordination
and “global” framework for these vaccination campaigns. He uses lessons from
this analysis to comment on recent efforts to eradicate polio.
James Webb’s essay on the first large-scale use of synthetic insecticide to
control malaria brings to light the constraints faced by the pilot malaria
eradication programs in tropical Africa during the era of the first global
malaria eradication program. The repeated application of synthetic insecticides
produced resistance in the vector mosquitoes; and the flow of people across political boundaries between Guinea and Liberia pointed up the fact that regional
collaborations were essential to effective antimalarial interventions. Webb also
reveals the epidemic malaria that was unleashed among the Liberian communities in the protected zones when control efforts ended. His essay demonstrates
that the history of malaria eradication efforts offers important lessons for
present-day malaria control efforts, in particular that the failure to sustain malaria control can lead to epidemic malaria among populations whose acquired
immunities have degraded during the period of effective malaria control.
Guillaume Lachenal explores the colonial antecedents of the therapeutic approach known as “treatment as prevention” (TasP) and its relation to
contemporary efforts to reduce HIV transmission. He traces a genealogy of
TasP, from its beginnings in colonial mass treatments for malaria control, to
the sleeping sickness and yaws campaigns of the 1920s and 1930s, through
disastrous sleeping sickness treatment and prophylaxis measures in French and
Belgian colonies in the 1950s. He explores how mass pentamidine use as both
treatment and prophylaxis against sleeping sickness in Cameroon resulted in
significant medical accidents. His essay provides an essential historical context
for understanding the contemporary global health campaign for HIV.
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Jennifer Tappan investigates the tangled scientific understandings of severe
childhood malnutrition from the 1950s to the 1970s. Her essay explores how
prevailing definitions of severe malnutrition, based on “protein deficiency,” led
medical nutritional researchers to prescribe dried skim milk. This was the beginning of a global program to introduce powdered skim milk into the diets of
malnourished infants and young children. Physicians did not recognize that the
therapy of adding dried skim milk to food unwittingly promoted bottle-feeding
with skim milk that in turn caused disastrous health consequences.Tappan’s research underlines how narrow biomedical understandings of nutrition that did
not take account of the production, reception, interpretation, and long-term
impact of the intervention produced entirely unanticipated outcomes. Her
essay points to the need to have a broader social and cultural analysis of the
reception and potential impacts of the contemporary ready-to-use therapeutic
food (RUTF) such as the Nutriset product, Plumpy’nut.
Part II of this collection, “The Past in the Present,” contains essays exploring the historical dimensions and unexamined assumptions of contemporary
disease control programs. Tamara Giles-Vernick and Stephanie Rupp develop
new insights into the deep history of human–great ape encounters in the
tropical forest.They draw on the oral evidence of Africans in the forests whose
stories demonstrate that their “contact” with great apes has been fluid and
multifaceted, and not always pathogenic. The authors show that the northern
equatorial forests, where great apes live and where some notable host shifts
have occurred, have had a long, complex, and nonlinear history of human
mobility, settlement, trade, and forest exploitation.Their essay offers a historical
corrective to the frequently invoked trope that early twentieth-century human
incursions into the forest have provoked the emergence of new infectious
diseases. It also sheds light on the difficulties of surveillance in and the “biosecuring” of ecological zones in which human–great ape contact can facilitate
cross-species transmission.
Anne Marie Moulin’s contribution explores the history and broader
public health significance of Egypt’s hepatitis C (HCV) epidemic. It constitutes one of the most massive iatrogenic infections of modern history, a
consequence of the coercive population-level campaigns of schistosomiasis
treatment from the late 1950s to the early 1980s.The infections were so widespread that HCV has become naturalized as an endemic condition. Moulin
traces the processes by which Egyptian and other researchers identified the
relationship between the mass treatment campaigns, what they recognized
as jaundice, and what they later characterized as the world’s most serious
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epidemic of hepatitis C. The coercive schistosomiasis treatment campaigns
and the Egyptian government’s subsequent denial of the HCV epidemic
have fostered a deep popular mistrust of state public health. Moulin suggests
that this mistrust has played a significant role in the ongoing political revolution that has shaken Egypt in 2011–12.
Myron Echenberg’s essay investigates the seventh global pandemic of cholera that developed in Africa late in the second half of the twentieth century. He
explores the multifaceted processes through which an exotic bacterium became
an endemic “African” disease. Echenberg homes in on a fundamental paradox.
Cholera no longer constitutes the threat that it once was in much of the world.
Yet since 1995, over 95 percent of the world’s cases have occurred in Africa. His
essay makes clear that both biological and social explanations are necessary to
explain why Vibrio cholera has become more widespread and lethal. He identifies political chaos, economic crises, climatic and anthropogenic environmental
changes, and policy choices of governing African elites as critical factors in
these outbreaks. His essay suggests that some of the most effective measures to
counter the infections will be rooted in social and political choices.
Part III, “The Past in the Future,” examines two fields of public health
intervention in which efforts to reduce disease transmission and future harm
are premised on an understanding of the past. In their chapter on medical male
circumcision (MMC), Michel Garenne, Alain Giami, and Christophe Perrey
offer a critique of the controversial 2007 WHO/UNAIDS recommendation
to promote male circumcision as an effective measure to control female-to-male
HIV transmission. They trace the history of male circumcision practices in
Africa and explore past assumptions about male circumcision and its putative
medical contributions. In this light they evaluate the past decade’s epidemiological studies that have concluded that this intervention is efficacious. They
compare the demographic evidence drawn from direct observation of HIV
prevalence and incidence among circumcised and intact populations in Africa
with the epidemiological evidence derived from clinical trials. They find that
these two disciplinary approaches yield apparently disconsonant results. The
authors subsequently analyze the decision-making processes that led to the
WHO/UNAIDS recommendation for male circumcision.
Sheryl McCurdy and Haruka Maruyama’s chapter examines the contemporary history of heroin trafficking and use in Africa, and pays particular attention to experiences of the drug trade and its fallout in Tanzania. The authors
explore the causes and consequences of different responses to heroin trafficking and use in Africa, focusing first on the US-led “War on Drugs” and then
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on the “harm-reduction” approach. McCurdy and Maruyama’s essay offers
a potent critique of the inability of the “War on Drugs” to eliminate drug
trafficking and injection drug use. In 2006–7, the Tanzanian state, recognizing
that this approach had failed to reduce either trafficking or drug use, adopted
a grassroots “harm-reduction” approach to minimize the harms to drug users
and to those within their social networks. The authors illuminate the broader
political and social contexts that have shaped the contours of this approach in
Dar-es-Salaam and determined its efficacy.
±
Africa has long served as a laboratory for human research and
experimentation.48 Its disease environments and public health challenges
have called forth a succession of interventions that are increasingly the focus
of a new generation of scholarship in the field of historical epidemiology.
The essays in this collection address some of the most important interventions in disease control: mass vaccination, large-scale treatment and/or prophylaxis campaigns, harm-reduction efforts, and nutritional and virological
research. Despite the technological promise offered by both research and intervention, the enthusiasm of their proponents, and the successes of some of
the interventions, many of these efforts have had far-reaching, unanticipated
social and medical consequences for African populations.The essays illustrate
vividly the need for a fuller integration of social science and biomedical
perspectives, in order to translate global health initiatives to local needs, capacities, and constraints and to better anticipate the social consequences of
these interventions. This will require the multidisciplinary training of public health specialists. Global health practitioners need to understand African
conceptions of disease etiology, African therapeutic practices, and the various political, economic, and resource constraints that affect African access to
medical care. The study of past efforts, part of the emerging field of global
health history, is a powerful tool to allow us to grasp more fully the nature of
the contemporary challenges.
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