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Shima Gyoh has held many posts ranging from village 
doctor to DG of Nigeria’s Federal Ministry of Health and 
Chair of the Medical and Dental Council of Nigeria. 

Tempering the dream
Shima Gyoh dreams of quality high-tech medicine across his 
country; and he dreams of effective and efficient Primary Health 
Care. But only one can be afforded. Which one?

It pains me to use the term ‘developing countries’. The 
older term ‘underdeveloped countries’ was a more accu-
rate description of the realities, particularly in the Africa 
region, of countries that emerged from various forms 
of colonial rule. The term must have been considered 
derogatory as it was replaced by an apparently more re-
spectable description that is now proving to be a misno-
mer. The possible exception - South Africa - is so grossly 
unevenly developed that it simultaneously fits into the 
two worlds. Those of us that live in these countries know 
that practically all developed countries are developing 
faster than any of the so-called developing nations of 
Africa, many of which seem to be progressing backwards. 
The occurrence of epidemics of cholera, typhoid fever, 
cerebrospinal meningitis, the childhood killer diseases, 
and the unhygienic environment that sustains them sup-
port this impression. The Ebola epidemic presently devas-
tating West Africa loudly emphasises the need for African 
countries to develop their basic health infrastructure if 
similar disasters are to be avoided in future. 

The application of science and technology in the 
medical field have produced almost miraculous advances 
in investigative and curative medicine. Nuclear magnetic 
resonance imaging, computerised tomography scans, 
organ transplantation, minimum access and machine as-
sisted (robotic) surgery, to just mention a few, were mere 
research tools in my student days. Advances in genetics 
are being utilised for diagnosis, treatment and prophy-
laxis, and the process is receiving a boost from the suc-
cessful debate on the ‘three parent baby’ in the UK and 
good publicity from Angelina Jolie’s example. These high 
technology medical procedures are best described as 
‘quaternary’ medicine (QHC), going beyond the tertiary. 
They are increasingly becoming the standard armamen-
tarium of even the standard health institutions in the 
developed world. Quaternary medicine can thrive best 
in environments where there are reasonable standards of 
industrial and technological developments.

Our countries contain islands of advanced institu-
tions delivering some of these services, but it is always 
a struggle as most have not yet attained the appropri-
ate minimal industrial and technological standards. 
First, there is deficiency of constant, reliable power and 
water supply. Countries can hardly emerge from the 
state of underdevelopment until these basic amenities 
can be taken for granted. If we consider the history of 
developed nations, we will note that advancement is 

always accompanied, if not preceded by development 
of infrastructure, most recently demonstrated by China 
and India. This is hardly so in the developing coun-
tries of Africa. Almost all our tertiary health facilities 
have to undergo the extra expense of providing their 
own infrastructure. Maintenance in non-industrialised 
environments obligates the institutions to depend on 
importation of spare parts and much of their work-
ing consumables. The availability of services becomes 
intermittent and unreliable, financially inaccessible to 
the huge majority of the needy, but very poor patients 
just outside their doors as seen by the rush when foreign 
medical philanthropists come with free offers. Most of 
the wealthy individuals prefer to go overseas in what 
has become known as ‘medical tourism’. Here, services 
are offered in institutions with stronger resources and 
technological backing. They benefit from international 
patronage, resulting in much higher patient turnover 
and enhanced skills for both institutions and their 
experts. This, of course is not true of all centres of 
high-tech medicine abroad, and patients, particularly 
the ones working on tight budgets, need to be advised 
by their missions in those countries to avoid institu-
tions that have sprung up to exploit the situation with 
well-publicised, often exaggerated claims on attractive 
budget offers, but with a record of poor results.

Health infrastructure involves the full development of 
primary health care (PHC), which, unlike QHC, is within 
the grasp of all countries of the world. Nevertheless, it 
requires provision of power, water and good communica-
tions at the rural level. The World Health Organization 
has emphasised the increasing importance of primary 
health care. Most of our tertiary health institutions end up 
doing the curative aspects of PHC. Such fragmentation 
can be eliminated by strengthening local governments 
to take full charge of PHC. Here again there is another 
roadblock, for local governments are not universally well 
established in our countries. In Nigeria, the state govern-
ments have them in a stranglehold, frequently replacing 
their elected councils with ‘caretaker committees’ made 
up of the state governors’ political acolytes, and their 
resources simply appropriated.

The way forward is for African countries to cool down 
on starting new high-tech medical institutions, especially 
on the basis of political exigencies. The ones already 
established should be better funded and their clientele in-
creased by an insurance and/or subsidy scheme that cov-
ers most of their clinical activities for the poor. This would 
increase the volume of patient flow from their geographi-
cal locations. Our priority for now is to concentrate on 
development of PHC run by efficient local governments.
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