inthe village: 26 have been connected
so far. Only sixhomes are now actually
using the gas, as leakages in one of
the tanks delayed the project. Con-
struction of extra tanks is expected to
be completed soon, adding the needed
capacity to serve all the households.

It takes 40 days for the dung, which
is mixed with water at a ratio of 4.5, to
start producing gas. The dung is first
mixed with water into a slurry and
passed into an unheated tank, which
has to be kept at a temperature of
between 30-35°C to achieve optimum
operation. The heat is achieved by
building most of the tank underground
and painting the gas-containing upper
portion black so that it absorbs the
sun’s heat. A type of bacteria which
operate without oxygen then turns the
slurry into methane.

At the moment, the people of Nderu
are not paying for the gas, but it is
estimated thatonce the projectis hand-
ed over to the community, they will pay
about 150 shillings a month. This will
result in some savings, as many fam-
ilies presently pay more than this for
their monthly energy requirements —
mainly fuelwood and charcoal. Once
the project is handed over to the com-
munity, each member of the commu-
nity will be expected to provide the
dung for the biogas plant from their
livestock. They will also be required to
keep a log of how much waste they
have supplied, so that at the end of the
month, they can be allocated an appro-
priate amount of the dry manure which
is the by-product of the digesters.

Mr Hanuman says that the manure
from the biogas digesters is a more
effective fertilizer than manure obtained
from a compost pit since it contains
twice the amount of nitrogen. The man-
ure is in the form of humus which is
capable of retaining humidity during
dry spells. The other advantage of man-
ure from the biogas digester is that it
contains no weed seeds. These are all
digested in the process.

The idea ofturning waste into energy
is not new in the developing world.
Seven million digesters are said to be
in use in China, almost all of them in
one province, and are used primarily
for producing fertilizer. In India, the
main object is energy production from
cow dung, which is also commonly
burned as a fuel in rural areas.

Many problems remain to be over-
come in the campaign to convince
villagers to produce their own meth-
ane gas. The majority of villagers in
Africa, for instance, have strong cul-
tural objections to using human waste
from their pit latrines to generate the
energy which they then use to cook
their food and light their homes. How-
ever, inthe near future, itmight notbea
matter of choice ortaste. As reserves of
fossil fuels run out, the price of oil and
other sources of energy are rising well
beyond the means of the average farm
family.

Francis Harawa is Editor of the Malawi
News, Blantyre, Malawi.

NO HEALTH FOR ALL

ARTHUR SIMUCHOBA

he World Health Organization’s

I (wHO) target of “good health

for all” by the year 2000 has

been described as unrealistic by a
Kenyan doctor, Dan Kaseje.

Speaking at a science-writer's
workshop at the University of Nai-
robi's School of Journalism in Feb-
ruary, Dr Kaseje said thatalthough it
was better to have a target than not,
the size and extent of the health
problem in the world was too great
to be eradicated by the year 2000.

Dr Kaseje, who works with the De-
partment of Community Health at
Kenyatta National Hospital, said that
the methods being used in many
developing countries to achieve this
targetare usually inappropriate. For
health services to cover everybody
in the world, he said, they must be
available and acceptable to the lo-
cal populace. They must also be
affordable, accessible, and attractive.

Atthe moment health coverage in
developing countries is poor, Dr
Kaseje said. He gave the example of
Kenya where, he said, onlyabout 15
percentofthe large rural population
has access to medical care.

Mortality rates in Kenya, espe-
cially among mothers and their in-
fants in the 1-5-year age group, are
still very high. Out of every 2000
children born in Kenya, 200 die by
the age of two, he said. The rates are
lower in more developed urban cen-
tres.

The medical service systems in
many African countries, he said, are
in most cases still the same as when
they were inherited from the colo-
nial rulers, and are “inappropriate
for the present reality”. He said that
in most cases African governments
tended to strengthen these same
inherited systems rather than change
them.

Dr. Kaseje emphasized that if health
for all was to be realized in these
countries, the medical service de-
livery system had to be different
from the hospital-based “western-
colonial” model. What is required in
these countries was a system with a
bias towards rural health, he said.

Unfortunately, according to Dr.
Kaseje, there was little commitment
to this in many African countries.
“Allthathas happenedin rural health
is talk,” he said. As a result, the in-
appropriate inherited system prolifer-
ates, with most of the budget being
spent on either building new, or main-
taining old, centralized hospitals.

Dr Kaseje doubted whether min-
istries of health really existed in
many African countries. Referring to

Kenya he said, “We do not have a
ministry of health, but rather a min-
istry of disease. We wait for people
to fall sick and then rush an ambu-
lance to collect them.”

However, Kenya had tried to cor-
rect the situation, he noted. In 1970,
the central government took over
the running of rural health centres
from municipalities and district coun-
cils. This was after it was estab-
lished that 90 percent of the country’s
population lived in the rural areas.

The country was divided into rural
health units in 1973. These units
were meant to enhance services to
the rural people. Rural health centres
are the headquarters for a number
of dispensaries while schools are
also used as service points for mo-
bile units.

There are six rural health training
centres, one in each province, where
health workers are being retrained
to give them the orientation neces-
saryforworkinginrural areas. There
are also three rural health demons-
tration centres in each district where
the retrained staff are posted before
being finally assigned to a rural
clinic, Dr Kaseje said.

At the moment Kenya is concen-
trating on mother care and family
planning, he said. But, unfortunately,
about 80 percent of Kenya's health
services are still in the urban areas,
leaving only about 20 percent for
the rural areas where 90 percent of
the people live.

Dr Kaseje suggested that Kenya
should take seriously the option
represented by community-based
primary health care, as outlined by
the wHO in 1978 at a conference in
Alma Ata, USSR.

The one problem with this pro-
gram, however, is affordability. The
factthatitis community-based should
not mean thatthe government should
surrender its financial responsibil-
ities to the community, because rural
communities will not be able to afford
it, he concluded.

Arthur Simuchoba is Features Editor of
the Times of Zambia, Lusaka, Zambia.
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