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Introduction

George Rosen (1958) in his book, “A History of Public Health” wrote:
“Throughout human history, the major problems of health that mankind
has faced have been concerned with community life, for instance, the
control of transmissible disease, the control and improvement of the
physical environment (sanitation), the provision of water and food of good
quality and in sufficient supply, the provision of medical care, and the
relief of disability and destitution. The relative emphasis placed on each
of these problems has varied from time to time, but they are all closely
related, and from them has come public health as we know it today” (p.
25).
Further, in his preface, George Rosen asserts prescriptively that:
“The protection and promotion of the health and welfare of its citizens is
considered to be one of the most important functions of the modern state.
This function is the embodiment of a public policy based on political,
economic, social, and ethical consideration;” p. 17 (emphasis, author’s)
and it determines the ethics, attitudes and actions of society towards
illness condition and its environment throughout history.
For the present meeting the author was assigned the task of addressing the role of policy in applied
health technology with special reference to African traditional medicine. Perhaps what is intriguing
in this theme is that despite the fact that African traditional medicine is by its anthropological nature
a heritage of African peoples and nations, it has paradoxically been the object of chains of successive
policies aimed at reviving and revitalizing it to regain its recognition and liberation for open practice
in the context of socio-political and cultural modernization in emergent African society. As such this
paradox becomes the “problematique” or central thesis to be examined in this paper. Seen and
solidified in time and space dimensions, the paradox assumes the form of a dumb-bell-shaped
phenomenon with the first big bump representing the pre-colonial era - when it was the only medicine
of the people; then follows the truncation representing the thinning down due to the squeeze of
colonial policy pressures, which continued into the early independence era for many countries; and
then swells the second bump (not as big as the first), which represents the return or authorization of
Traditional medicine as a public utility in modern states. This dumb-bell-shaped phenomenon is
veritably the creation of policies and counter-policies by the leadership or policy makers at the
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international, national and local scenes, and it is the interaction of these policies, which we will
focus upon as the central theme of this discourse. However, it appears pertinent to first examine in
depth the raison d’être and the epistemology of policy; then study the role of international policy in the
restoration of traditional medicine; following, we will review the recent advances of traditional medicine
in Africa; identify and highlight policies for the future; and conclude.

2.

Raison D’etre of Policy

The quest for development and social welfare is instinctive in man. Anthropological investigations of
the most elementary human societies have revealed to us that human groups or societies always
sought and created leaders (either individuals – kings, princes, potentates – or collective groups) to
serve as principal policy-planners and decision-makers to stir and guide their collective development
and welfare. This leadership later became institutionalized to what we call in modern terms
‘government bodies’ or simply ‘governments’, and the institution was the depository or collective
authority, which was above that of any other within the jurisdiction of that society or community. The
totality of guidelines for regulation of collective development and social welfare constitute the policy
frame or laws of the group. As the global human society is quite vast and stratified, it is imaginable
that there must be several levels of policy, each carrying the weight of authority commensurate with
the status of the instance that issued it. However, we can summarize the diversity into a simple
hierarchy for our purpose as follows international community, national, local policy institutions. The
international community, represented by the United Nations Organizations and its agencies is the
supreme policy organ; the nation/state issues policies for its national territory and for citizens belonging
to it de juré, but national policies are subject to those of the global body; the local authorities within
the context of national policies re-interpret and adapt them in form of local policies or official orders
and decisions. As such, global policies are resolutions adopted at statutory meetings and conventions
held for specific purposes, and are always written and classified. National policies are derived
through ratification of international conventions by parliament and by laws adopted by parliament
and enacted by Heads of State. In respect for the National Constitution, the Head of State (or Chief
Executive) can issue decrees, ministers can issue Ministerial Orders, and local responsibles can
issue local decisions to guide public behaviour and action for the public good. Occasionally, in
public speeches, leaders of government may reveal their operative intentions and wishes (not yet
written), which carry the force of policy by dint of their authoritative source. Hence, those charged
with the responsibility of implementation of policy must be critical about the authority of its origin, the
spirit and the context in which it was issued and the extent and limitation of the policy in terms of
jurisdiction, timing and the public good or welfare that was intended.
For purposes of development and advancement of human welfare, it is important, even imperative
that policies must be relevant; policies must be well conceived; best based on evidence; implementers
must be adequately knowledgeable and competent; programmes of implementation must follow a
stated management design with inbuilt monitoring systems and objectives. As such, it would appear
that a policy statement, which remains at the level of the desire or wish, is not yet complete until the
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appropriate management implementation strategy has been formulated as its essential component.
Similarly a policy goal will not be achieved if the implementers lack the know-how and the
management capacity to implement it. Policy formulation rather than being the beginning ought to
be indeed the end of adequate studies and reflection, which have not only tested the methodology
and produced reproducible results, but discussed the findings in light of comparable experiences or
experiments elsewhere, and drawn logical conclusions. This is the scientific evidence basis.
Nevertheless, some characteristic and inspired individuals have occasionally come up with suggested
policy guidelines that saved the course of nations in face of catastrophes. These should be the
exceptions rather than the rule, and consequences should be quickly studied and anticipated by
those to administer it. As the development process in organized human communities is indeed a
chain of development policies in time and place, all policies are inter-related; and their overlaps and
linkages must be clear to the planners during the planning and review processes.

3.

Epistemology of Policy

If Africa has come this far in the resurrection of its productive genius and know-how thanks to policy,
it was worth it and it is quite indicated to study the nature of policy to boost our future development
potential. It is now evident that good governance is the skillful management of policy pools, which
constitute the raison d’être of governments as institutions for protection, inspiration, and coordination
of the development process for the promotion of the welfare of peoples. Policies are their eyes or
search lights to see far into the darkness of universal possibilities of human advancement and
progress. By nature, policies are linked like chains and interwoven like a lace-fabric of the fisherman’s
net; and as such the end of one policy is the beginning of another, and the networks of policies are
like those of blood capillaries, which channel the flow of energy into the vital human organs, and
eventually into the entire body system, to sustain life and vitality. Therefore, institutions that generate
policies and coordinate policy implementation ought to be polyvalent, multitalented, multidisciplinary,
given to research, and inspired by history, which provides the meaningful understanding of the past
to provide solutions for the present and the future.
The wisdom of the ages has led peoples to define and encapsulate nation/state policy in their
‘national constitution’ – the basic law of the land – the mother policy, from which derive sub-policies
that define socio-political institutions of governance. Frank Grad’s “Public Health Law Manual”
explains it well for the United States of America. The authority of the United Nations derives from the
collective submission to this global body to promote peace and security for all. There was a call for
total moral integrity and goodwill for those called to design and formulate policy at any level, with the
objectivity of fairness and, justice to all, and respect of fundamental rights of man – the raison d’être
of the United Nations.
With regards the evolution of the traditional medicine, through the last century, we will observe how
colonial rash or biased theories influenced policy enactment targeted to its virtual elimination. We
will also observe how, based on sold evidence, these colonial policies were gradually dismantled
thanks to the superior policies of the international community. The lesson of solid evidence-base
has dawned on us as the modus operandi, and compelled us to adopt the scientific approach of
establishing evidence as the modern torch light, and it is this belief that led participants at Professor
Mohammed Khalil Timamy’s lecture on “Can Economic Recovery Occur Without Science and
Technology” at the ATPS conference in Nairobi to respond:
q Scientists should implement what they believe in
q Scientists should sell their ideas to the government
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The private sector should participate in national issues by setting up
performance benchmarks
q The link between policy makers and research and development institutions should be
strengthened
q The Kenyan government should have a clear policy on research and innovations
q Institutional networking should be encouraged.
q

As policy is goal-oriented and targets goals through objectives, it is by its nature limited in time and
space; that is, any policy does not last for ever. As such the formulation and implementation of policy
must have in-built provision for monitoring and evaluation of its course and effects so that the
accumulated evidence of outcomes should contribute to its end and new policy. When more than
one policy target the same common interest, there tends to be a conflict – a situation of conflicting
and antagonistic policies – and all should be reviewed and synchronized, or the baseless one
scrapped. As we have seen, if the people for whom policies are enacted were often duly involved in
the conception and enactment, policies would be more realistic and productive or effective in
attaining the desired objectives. This remains for many developing African countries ruled by dictators,
self-proclaimed leaders of imperialism and neo-colonialism, and those who shunted up to power by
coup de force, a real challenge to lasting development in all fronts since the evidence-base, moral
rectitude of policy-makers, the summum bonum or supreme good of the people under that policy
jurisdiction, may not be considered at all.
We will see how the policies of colonialism were counter-policied by the international community to
liberate the suffocating Traditional medicines.

4.

The Role of International Policies in the
Restoration of Traditional Medicine of Africa

Recalling to the dumb-bell-shaped evolution of African traditional medicine, we had stated that the
pre-colonial era witnessed African traditional medicine in its full bloom, as it was part of a people’s
culture without any alternative or competing medicinal system. The colonial rule, which was indeed
a cultural invasion brought along new ‘western culture’ of which allopathic or conventional medicine,
developed on scientific basis, was an essential component to protect and heal its progenitors primarily
and then the colonized people subsequently. As of policy in all colonies, the imported medicinal
system was instituted as part and parcel of the government administration with a budget, to the utter
exclusion of indigenous medicine. Thus, whereas the former developed and expanded, the latter
declined and dwindled, and only certain hard and fast socio-economic and cultural factors sustained
elements of it in clandestiny, hence the truncation in the dumb-bell. One scientific minded European,
Dr Louis Paul Aujoulat, lamented aloud:
“A form of indigenous medicine existed in Black Africa before the coming
of Europeans; today it still carries on functioning but more or less in hiding
——————— It is unfortunate that it has been reduced to the state of
heretical medicine, pitilessly harassed for its errors or its accidents, but
hardly ever honoured for its victories. Thus finally it will collapse to nothing,
while its body of clinical knowledge and therapeutics should have profited
universal medicine”
It is worth observing that traditional medicine is largely based on empirical knowledge, and although
its health-promotive, diagnostic, therapeutic and rehabilitative powers have been proven over the
centuries, it could definitely improve its efficacy, safety, and scope if the rigors of scientific approach
were applied to it. It was the WHO Expert Committee in the African Region, which defined it as:
“Traditional medicine is the totality of the knowledge and practices,
explicable or otherwise, for diagnosing, preventing or eliminating any
(human) disequilibrium, be it physical, mental or social, and which is
based exclusively on the experiences lived, observed, and transmitted
from generation to generation, either by word of mouth or through writing.”
It is sustained in society by the authority of traditional rulers in the context of diverse customary
institutions of power sharing and governance. There is no question that it exists under some (usually
unwritten) local policy frameworks, which determine its internal regulations and ethics concerning
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the informal training of its manpower, their initiation formalities, their practices and compensation,
their taboos and even their status in society.
As such, the over-riding policies of the conquering authorities simply swept to under bed the
indigenous systems, and would have succeeded in completely suffocating traditional medicine to
death, if the allopathic system was 100 percent efficient and efficacious, and could assure coverage
for all the population sectors to palpably and satisfactorily reduce morbidity, mortality and prolong
life. Of course it failed woefully, and that was the loophole, which attracted international concern and
possibilities, thanks to the new conscience and ethic of the League of Nations and subsequently the
United Nations from 1945.
A WHO/UNICEF combined study commissioned in 1973 came out with results in February 1975,
which were approved early in May 1975 by the UNICEF Executive Board as UNICEF policy, and
adopted by the World Health Assembly as Resolution WHA 28.88 in May. The evidence content of
these world policies were summarized as follows in “alternative approach to meeting basic health
needs in developing countries”
“Despite great efforts by governments and international organizations, the
basic health needs of vast numbers of the world’s people remain
unsatisfied. In many countries less than 15% of the rural population and
other underprivileged groups have access to health services. More serious
still, these people are both partially exposed and particularly prone to
disease. A hostile environment, poverty, ignorance of the causes of disease
and of protective measures, lack of health services or inability to seek and
use them – all may combine to produce this sorry situation.”…. The strategy
adopted to meet the main health needs of the underprivileged by many
developing countries has been modeled on that of the industrialized
countries, but as a strategy, it has been a failure”
On World Poverty and Health, the report states:
“What we know as the developing world, far from being a single
homogeneous entity, is made up of a great variety of widely different
countries and areas at different stages of development. Nevertheless,
their progress is conditioned by certain factors in common, and in some
cases it may be possible to consider common solutions to their problems.
These problems have complex political, social, cultural and environmental
roots. Extremely limited resources, poor communications, vast distances,
individual and community poverty, and lack of education act and react
upon one another in such a way as to maintain the developing countries
in a perpetual state of poverty.” (p. 10)
Of special relevance to Africa is that the above joint study included Niger, Nigeria and Tanzania in the
study sample. The Investigation of Village Health Workers and Traditional Birth Attendants in Niger;
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the study of indigenous medicine (Ayuverda, Yoga, Inani Tibb) in India; the National Socio-economic
Development Policy of Tanzania enunciated in 1967 as the ARUSHA Declaration; and, the use of
two-way radio in health services delivery in Nigeria were all components of the world wide study. The
inclusion of China, where Mao Tsetung in the 1949 Great Liberation policy had imposed the
valorization, development and integration of Chinese traditional Medicine into the health care system
affords us an opportunity to appreciate benevolent dictatorship as a possible source of health
development policy.
The harvest of these national policies to synthesize the above WHO and UNICEF Policies were
indeed distant precursors to another historic international health policy called “the Alma ata declaration
of September 1978” whose immediate antecedent policies consisted of WHO Regional Committees
resolutions of 1976 on Primary Health Care, and the WHO policy on Health for all by the year 2000
passed in 1977 by the World Health Assembly. Thus the Alma ata declaration of primary health care
as the universal approach to achieving health for all by 2000 was indeed the summit of the crescendo
of international health policies. For our present purpose, among the components of the health care
delivery package, the declaration included traditional medicine and its applied technologies. This
was indeed a radical departure from the past repugnant repressions on traditional medicine and
countries, especially African, were called upon to resurrect and implement this necessary and
available vital resource buried in dormancy by former colonial policy now enshrined in national
policies.
The policy battle thus won, the challenges of the near and distant future lay in the application or
implementation, and it is surprising to say, in light of the review of country policies on traditional
medicine as of 1985 that the reaction and implementation was slow. And this is quite understandable
because of standing impediments enshrined in long term bilateral conventions; the need to educate
the incumbent health personnel trained in scientific approaches and western technologies; and
even the need to awaken, retrain and empower the tradi-practitioners to assume their full functions
in a new environment of liberation created by the new public service policies. In other words, there
was great need for additional national policy re-orientation between 1978 and 1985, and even
thereafter, and this required further international policy assistance. These eventually emerged through
the WHO Regional Committee Resolutions, African Union initiative called the New Partnership for
African Development (NEPAD), and the United Nations Third Millennium Goals.
We should be happy that the justification for the present conference and workshop “is premised on
the fact that in spite of the numerous national, regional and international efforts to address health
care challenges in Africa, the continent seems highly unlikely to meet the health-related Millennium
Development Goals (MDGs) as well as other targets set out in other key international initiatives, and
further, the revealing information that, “Health has been adopted as a priority area for action by the
African Heads of States, and that the NEPAD Health Strategy underscores the centrality of health to
development and seeks to deepen ownership and responsibility by Africa for measures required to
enhance health and the commitment by development partners.”
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As all public health care actions must be policy-driven and are policy-dependent, we will briefly look
at recent country health policies related to traditional medicine in Africa.

5.

Recent Advances in Policy on Traditional
Medicine in Africa

Owing to the scarcity of data collection and of advanced research practices on the subject of
traditional medicine in many African countries, it is not possible to be precise on the progress on
policy and practice for some countries. However, thanks to the continued effort of the World Health
Organization (WHO), general trends for the continent and for some countries have been established.
The WHO (2001) “Legal Status of Traditional and Complementary medicine – a Worldwide Review”
(15) includes information, though sketchy, on 43 countries. Of these at least 23 countries are quite
advanced in their progressive policies, usually legislative or regulatory acts, on the practice of traditional
medicine and complementary alternative medicine. These include: Benin, Botswana, Burkina Faso,
Congo, Ethiopia, Gambia, Ghana, Lesotho, Madagascar, Mali, Mauritius, Namibia, Niger, Nigeria,
Senegal, Sierra Leone, South Africa, Swaziland, Uganda, Tanzania, Zambia and Zimbabwe.
It is quite probable that a lot of progress has also been made in the other unlisted countries. For
Cameroon, for example, since the Law 81/12 of 27 November 81 approving the Fifth Five Year
Social, Economic and Political Development Plan (1981-1986) provided measures to lay down a
joint strategy and method to effectively integrate traditional medicine into the national health plan,
there have been other developments in the domain. A service for traditional medicine in the Ministry
of Health was created in 1985; an experimental center set up in the Yaounde Central Hospital in
1990; the Centre for the Study of MEDICINAL plants set up within the Institute for Medical research;
the authorization for the formation of Tradi-practitioners’ Associations since 1990; and the creation
of a Direction for Health Services Organization (including Traditional medicine) in the Ministry of
Health and reorganized in since August 2002. This direction has already spearheaded the elaboration
of a “National Strategic Plan for Traditional Medicine” and initiated a preliminary draft of the LAW
organizing the practice of Traditional medicine in Cameroon, as of 15 October 2005. Further, the
Cameroon authorities have since 1980 authorized the setting up of three chinese traditional medicine
hospitals in Guider, Mbalmayo and Yaounde. From these centers and other installations and clinics
for the sale of Chinese drugs are rampant all over the country. A special convention has been signed
between the University of Yaounde I and China to promote research valorization and development of
traditional medicine. Most significantly, since 31st August 2002, the Ministry of Public Health and the
WHO have jointly been organizing the official celebration of “African Days of Traditional Medicine”
as a national event.
Some research endeavours, since 1980 have yielded concrete evidence to buttress policy formulation
in the traditional medicine domain. The Traditional Healers Census exercise resulted in the
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publication of “Traditional Medicine-Men of Cameroon – The Case of Bui Division in 1985;”
“Traditional Medicine-Men of MFOUNDI and NYONG ET SOO Division in 1989;” the OAU Scientific
and Technical Committee (1996) searched and published “Traditional Medicine and
Pharmacopoiea” “The Pros and Cons of Traditional Medicine in Cameroon” was published in
(1978 and reprinted in 1984). We must acknowledge the contribution of international cooperation
research on traditional medicine in Cameroon even if the works were done principally for international
interest. Hence, Eric de Rosny (1974) « Ndimsi – Ceux qui soignent dans la nuit; » Paul Gebauer
(1964) « Spider Divination; » Rosemaire Leiderer (1982), La medicine Traditionnelle chez les Bekpak
(Bafia) du Cameroun ; The long series of « Les Flores du Cameroun » are worthy contributions to
Cameroon Traditional Medicine.
This very year 2005, the World Health Organization Centre for Health Development in Kobe, Japan
came out with a “Text and a WHO Global Atlas on Traditional Complementary and Alternative
Medicine” in which the African region was well represented by Cameroon, Ghana, Kenya,
Mozambique, Nigeria, Sudan, Swaziland, Uganda, United Republic of Tanzania. The accounts,
which all received official approval from their governments, provide an update on certain selected
parameters on the state of traditional medicine in these countries, and are indicative of the general
continental trends. For a world policy, the WHO (1998) has laid down prescriptively “la politique et
activités de l’OMS” which is a summary of policies developed since 1991 and we should consider
that document the road-map for now and the future.

6.

More Policies for the Future

The NEPAD/ATS structures have already indicated some health priority areas which need to be
targeted by appropriate national health and technology policies. It is the personal experience of the
present author that tons of useful research reports sit piling up on the listed subjects of malaria,
tuberculosis and even HIV/AIDS, which can provide evidence basis for short term policies on the
fight against these diseases. The Council on Health Research for Development (COHRED) has,
since March 1993, been promoting the concept of Essential National Health Research (ENHR),
which aims at assisting countries in identifying their health and research priorities as well as
strengthening their research capacities. These are resource institutions to inspire evidence-based
policy development, and Uganda, among other countries has made good use to them.
In the domain of African traditional medicine, the Conseil Africain et Malgache pour l’Enseignement
Superieur (CAMES), very much on the inspiration of late Professor Alfred Comlan Quenum – former
WHO Regional Director for Africa-organized a series of Seminars/workshops on several aspects:
ethno-botanical and physico-chemical studies and research on the physiology and chemistry of
immaterial aspects of traditional medicine. They held one meeting in 1988 at Bamako (Mali), and
subsequently another at Kigali, Rwanda, and in 2004 at Yaounde, Cameroon. Based on these
collaborative studies, practical policies through effective legislation or reglementary acts have been
regaining its momentum as an important component of health care services, and hold great promise
for the future.
Again as the unchallenged forward-looking leader in the domain, the WHO at its fifty-sixth World
Health Assembly discussed the WHO Traditional medicine Strategy 2002-2005 and adopted
resolution WHO 56.30, setting out squarely as the major challenges: the lack of organized networks
of tradi-practitioners; the lack of sound evidence of the safety, efficacy and quality of traditional
medicines; the need for measures to ensure proper use and to protect and preserve traditional and
natural resources necessary for sustainable application; and measures for training and licensing of
traditional practitioners. For action, the strategy details four directions for work with the countries:
areas of policy, concerns of safety, efficacy and quality; questions of access in availability and
affordability, and modalities of sustainable rational use.
The process of appropriate integration of traditional practitioners will require solid evidence similar
to that pioneered by Kenya in integrating women into the macro-economic development structures.
According to Mary Wandia of FEMNET, the Poverty Reduction Strategy Papers (PRSP) process

13

14

ATPS SPECIAL PAPER SERIES NO. 31

gave the poor an opportunity to give their opinion and share their experiences on poverty. It offered
women’s organizations an opportunity to work closely with the government for the first time on
macro-economic issues, appreciate their capacity and weakness, particularly the capacity on the
link between women’s poverty and macroeconomic framework and the lack of gender disaggregated
data. For ‘women’ and ‘gender’ representing a marginalized population sector, we just need to
substitute them with ‘Traditional practitioners.’ Maureen Were and Jane Kiringai in their “Gender
Mainstreaming in Macro economic Policies and Poverty reduction in Kenya” have beautifully
presented “Gender and Fiscal Policy” which is relevant for tradi-practitioners, as well as highlighted
parallel domains with policy implications for traditional medicine. It is pleasing to the author to
observe that in the formulation of the “Cameroon National Policy on Psycho-social Management of
HIV Infected Persons / AIDS Patients and their close associates,” the non-professional social groups
participating included religious persons, tradi-practitioners, community leaders, traditional birth
attendants and family members.
The recent official adoption of an old Chinese traditional medicine plant – Artemesther or Qinghaosu
and its derivaties as the new strategy for both the preventive and curative treatment of malaria
following its growing resistance to common conventional drugs like Chloroquine, must be saluted
as a forward – looking policy, which paves the way for wider exploitation of natural traditional medicine
resources abundant in different African ecologic regions and industrially producing them. Plantations
of Artemesther now thrive in many African countries.
In the management of health services, the “Centre African d’Etudes Superieures en Gestion” (CESAG)
based in Dakar (Senegal) has already enshrined in their syllabus – a section: “Management of
Medicaments and Biomedical Equipments”. Health law, which treats the presentation and analysis
of laws and regulations requiring the organization and functioning of health services in African
countries and the administrative management of health delivery services, is offered as specialization
unit.
The above-cited cases must be considered in their just value as the tip of the iceberg, and with more
profound studies, one will definitely find mines of information on recent advances suitable for the
health and technological policy development in African countries.

7.

Conclusion

It was George Rosen (1958) an eminent public health historian who observed:
“For a variety of reasons, a large part of the world – in Asia, in Africa, in the
Middle East – stopped developing economically, politically, and
scientifically around 1400, just about the time that the Western nations
entered upon a period of extraordinary growth in these areas. As a result,
it is only today that Asian and African peoples are beginning to effect the
far-reaching changes necessary to bridge the gap of centuries, and the
importance of this development for public health is considered in its
implications for the future.”p.18
Yes indeed, African people must be warned against the same errors of the middle ages when
imperial colonialism radically stopped their growth and creativity by making them consumers of
imported cultures and ideas, which carry different appellations in different epochs: modernism,
privileged partnership, paternalism and recently globalization. That is how Africa lost the established
civilization of the Nubians in the Nile Basin; the Kingdom of Munhumutapa in the Zambezi region of
Central South Africa; the Ancient Congo Kingdoms ruled by Mani Dynasty in 15th Century; the Songhai,
Ghana and Mossi Empires of the sub-Saharan regions of tropical Africa. It was simply due to the
absence or loss of development policy and the adoption of the policy of consumerism of ideas,
goods and technology from the exterior. No matter how underdeveloped and backward, the policy
options of today for total African development must be comprehensive and supportive of creativity;
that is, the investment of the entire native genius into conception, concretization and application of
solutions to their life problems in their human ecologies. That is, Africans must resolve to participate
in globalization, in several domains, but particularly in health care services and technology. We have
the natural ecologic potential and need only correct policies such as those initiated by the World
Health Organization, to contribute more effectively in an improved scientific manner to health delivery
for AFRICA AND THE WORLD. This is the Third way in African Philosophy (according to Olisegun
Oladipo) (38)
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