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In recent years, numerous phar-
maceutical companies installed 
their branch offices in Africa and 
are offering to sell medications 
at a price that is often not differ-
ent from that in Europe or the 
United States of America. The 
people in Africa are poor and in 
many African countries the gross 
national product is expressed in 
hundreds, not in thousands of 
dollars. It seems paradoxical that, 
in developing countries, pharma-
ceutical companies are finding it 
possible to sell significant num-
bers of medicines, each of which 
costs more than the total govern-
ments’ investment into the health 
of one of their citizen per year. 
The paradox is, of course, not lim-
ited to the pharmaceutical indus-
try: other industrial sectors pro-
ducing highly priced articles are 
also focusing their efforts on the 
Third World.

The paradox is only apparent. 
A recent newspaper article (1) 
drew attention to a report stat-
ing that, in Africa,  there are more 
than 80 000 millionaires in $US, 
half of them in South Africa and 

the rest in other sub-Saharan Af-
rican countries. Maybe the report 
was not quite correct in its estima-
tion and it is possible that there 
are a few thousand more mil-
lionaires who have not declared 
themselves as such. Or, possibly, 
some have done so without re-
ally having all that money. The 
fact that there are many thousand 
millionaires in the poorest coun-
tries of the world is clearly a signal 
that we have to adjust our image 
of Africa and other developing 
countries and can no longer think 
of them as being ruled by a rich 
(and often corrupt) clique while 
the rest of the population is hope-
lessly poor. While many people 
in most countries in the Third 
World remain poor and starve, 
there is an increasing number of 
middle class and rich people who 
are well off and can afford to live 
a life similar to that of the mid-
dle class people in the developed 
world. There are, of course, coun-
tries that do not follow this rule – 
countries in which an overwhelm-
ing majority is poor and others in 
which an overwhelming major-

ity is rich: most of the countries 
of the Third World, however, do 
not follow either of these two ex-
treme patterns.

Take India, for example. At 
present, India is the country with 
the largest middle class popula-
tion in the world. It is true that 
80% of the population is poor and 
that maybe half of them are never 
certain whether they will starve 
tomorrow or die from a disease 
because they will not have money 
to pay for a life saving treatment. 
Yet, in India, there are more than 
200 million people who belong to 
the middle class, which imposes 
a new style of thinking about the 
organization of health care and 
about the Indian population as 
a target for marketing and sales. 
The situation is similar in many 
other countries and there is an ur-
gent need to rethink our manage-
ment strategies for the health sys-
tem and for the provision of social 
services.

Another newspaper (2) re-
cently reported that there are in all 
some 500 million people living in 
the countries with a per capita in-

How Many Millionaires in Africa?

Paths of MedicinePaths of Medicine
by Norman Sartorius

>  Croat Med J. 2006;47:888-90



889

Paths of Medicine

come of more than US$ 21 730, 
another 2 billion in the coun-
tries with a per capita income 
between US$3260 and 21 730, 
and 4 billion are in the countries 
with a per capita income of less 
than US$3260. If we take the 
figures for India with its 20% 
middle class population and ap-
ply that to countries with a simi-
lar per capita income we find an-
other 400 million people in the 
middle class in those countries. 
Also, if we halve this proportion 
(ie, assuming that one person in 
ten in those countries is in the 
middle class range) and apply it 
to the poorest countries, there 
are another 400 million people 
that should be added to the total 
of the middle class population of 
the world.

These calculations are impor-
tant from many points of view. 
Told differently, they mean that 
there are two times more middle 
class people in the Third World 
than in the industrialized coun-
tries. This group is unlikely to see 
the strategies of primary health 
care as being acceptable and just 
as unlikely to use any of it. They 
will seek and finance the devel-
opment of elite medical care in 
their own country or indulge in 
extensive medical tourism, re-
ceiving the best of care abroad. 
They will use medications that 
are prescribed to them, regard-
less of the fact that they are con-
sidered expensive by a variety of 
criteria. They will visit specialists 
directly and pay them for their 
services without contacting the 

general practitioner or a primary 
health care worker first. The de-
velopment of “health care at two 
speeds” – one for the poorest 
and one for the middle and up-
per class – will also contribute to 
a further growth of the gap be-
tween the richer and the poorer 
in other fields – in sports, educa-
tion, and many other pursuits. 
The globally-positioned indus-
try will invest into the conquest 
of markets in the Third World 
and, being as effective as it is, fur-
ther underline the difference be-
tween social classes. The middle 
class – being also influential and 
in positions of power – will also 
contribute to the image of pri-
mary health care as an enterprise 
suitable for the poor and there-
fore of a charitable nature – 
rather than accept it as an over-
all strategy for the country as a 
whole. Although often deprived 
of all health care, the poor will 
become more and more reluc-
tant to accept primary health 
care and will continue to aspire 
to get health care similar to that 
of the rich. The quality of prima-
ry health care provided by the 
central authority contributes to 
the reluctance of all potential 
users to use it: services are often 
provided in dilapidated build-
ings, the waiting time is long, 
and the service is often provided 
without much smile by health 
care staff frequently on the verge 
of an emotional burn-out. Doc-
tors, with rare exceptions, will 
also shun poorly-paid work far 
from the cities.

Recent reports also indi-
cate a counter-current in the 
brain drain – while many high-
ly qualified people from the 
Third World still migrate to in-
dustrialized countries there are 
also many highly trained man-
agers and other specialists who 
migrate to the countries of the 
Third World. According to a re-
cent study (3), the best pay (tak-
ing the buying power of the sal-
ary into account) for managers 
is in Turkey; India (where there 
are already some 25 000 expatri-
ate managers) is on the second 
place and the earlier eldorados 
take lower places – USA is on 
the 13th place and Sweden on 
the 29th place of 29 countries 
ordered by the best salaries for 
managers. Another more impor-
tant trend – almost complete-
ly in the blind spot of govern-
ments and intergovernmental 
organizations – is the growth in 
the numbers and proportions of 
doctors in the Third World en-
gaged exclusively or partially in 
private practice. While abiding 
by general rules they are not gov-
erned by the ministry of health 
– which often speaks about 
the health care in their coun-
try without any mention of the 
private sector. Doctors in pri-
vate practice are often the best 
in the country, many of them 
trained abroad for at least some 
part of their postgraduate educa-
tion: those who emigrate are fre-
quently those who do not seem 
to succeed all that well in private 
practice. Even those seem to be 
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more reluctant to emigrate now 
if one is to take as an indicator 
the relatively slow yield of the ac-
tive recruitment campaigns for 
experienced doctors undertaken 
by the UK and other industrial-
ized country governments.

All this makes the concept of 
primary health care as originally 
conceived outdated and insuffi-
cient as the chief strategy for the 
health or the world’s citizens. It 
is probable that it would be wis-
er to veer toward a different or-
ganization of care and policy, 
using a pragmatic rather than 
an ideological approach. Medi-
cine has provided three types of 
technology – primary technol-
ogy that is of low cost and high 
effectiveness; secondary tech-
nology that is of higher or high 
cost but is also highly effective; 
and tertiary technology that is 
usually of high cost but of me-
diocre or medium effectiveness. 
Vaccination against yellow fe-
ver belongs to primary technolo-
gy; appendectomy is an example 
of secondary technology; and 
heart transplantation could rep-
resent tertiary technology. There 
will be health care interventions 
that are on the limits between 
these three categories, but for a 
large majority of interventions, 
the classification should not be 
too difficult. The primary health 
care strategy as defined by the 
Alma Ata conference and sub-
sequent meetings observed this 
difference to a certain degree, de-
fining some primary technologi-
cal tools as being its essential ele-

ments. It is however silent about 
the application of other types of 
technology and errs by including 
some examples of secondary and 
tertiary technology as its essen-
tial elements. In addition, and 
perhaps more importantly, pri-
mary health care is a policy di-
rective, and not a guideline or 
procedure for the organization 
of health services and the provi-
sion of health care (4).

The full application of all 
three types of technology does 
cost a lot of money – probably 
more than even rich countries 
could provide without harming 
other vital interests of their soci-
ety such as education and social 
welfare. Perhaps governments, 
in both rich and poor countries, 
could do more without spending 
more than they can tolerate if 
they 1) concentrated on making 
primary technology tools easily 
accessible to all citizens through 
appropriate instruction of all 
concerned – lay persons and 
medical staff – and by appropri-
ate orientation of the national 
health industry toward the pro-
duction of material related to 
primary technology; 2) making 
every effort possible to make sec-
ondary technology available to 
as many of its citizens as possi-
ble; and 3) informing the popu-
lation about tertiary technology, 
its possibilities and limitations.

Such a reorientation is like-
ly to be immensely difficult for 
a variety of reasons, including 
1) the probable opposition of 
the medical profession, of the 

general public, and of many of 
the governments’ officials; 2) 
the need for additional invest-
ment into health care to ensure 
the wide application of second-
ary technology; and 3) the cost 
of making the population un-
derstand the rationale of the 
changes of health care strategy. 
The reorientation would also re-
quire changing the priorities for 
governments which currently 
seem to be moving in the oppo-
site direction, reducing their in-
vestment into health care while 
proclaiming the virtues of pri-
vate initiatives, of new forms of 
health insurance and of the de-
centralization of payment for 
services to the communal or in-
dividual level. Because of all the 
opposition the change is going 
to be slow and the acceptance of 
the need for it even slower: but 
the reform is inevitable and will 
have to be accepted by govern-
ments and populations alike if 
the benefits of all that we know 
about health care are to be pre-
served and enhanced.
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