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Besides this booklet, OXFAM has produced a film about baby
milk and medicines in Yemen, also entitled "The Great Health
Robbery". This booklet may be read on its own or used in
conjunction with the film.

The film, which is 21 minutes in length, can be obtained from
your nearest OXFAM Regional Office (see the Appendix at the
end of this Report) or from the Concord Films Council, 201
Felixstowe Road, Ipswich IP3 9BJ, telephone 0473 76012.





1. Introduction

This booklet looks at health in Yemen, where on average,
people can only expect to live for 39 years (compared with
73 in Britain) and where three quarters of young children are
malnourished.

In Yemen, as in other Third World countries, ill-health is the
most obvious symptom of poverty. People in Yemen are dying
of preventable, infectious diseases, such as diarrhoea, TB and
measles, caused by social conditions not unlike those in nine-
teenth century Britain.

Disease has social roots in all societies and the poorest carry
the burden of ill-health. Even in affluent Britain, the 1980
Black Report, Inequalities in Health, shows that ill-health
has far more to do with poverty, with the poorest suffering
more diseases and dying younger.1

This booklet describes social conditions in Yemen and looks
briefly at the political, economic and cultural factors within
the country that create obstacles to better health. It examines
existing health services in Yemen and the implications for the
effectiveness of their being modelled on the western curative
approach to medicine. One Chapter looks at the Raymah
Health Project, an attempt to improve the health of Yemenis
by demystifying the causes of sickness and involving people in
prevention.

But the problem of ill-health in Yemen is not something com-
pletely divorced from those of us living in countries like Britain.
The focus of this booklet is on one aspect of how the rich world,
often unwittingly, aggravates poverty and ill-health in the poor
world. We look at the marketing of products designed for use
in rich countries, which can aggravate ill-health in countries
like Yemen.

Artificial baby milk marketed in Yemen can prove lethal
because social conditions make its safe use virtually impossible.
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Modern medicines dispensed by untrained shop assistants can
also endanger the health of Yemenis. Their promotion helps
build up the myth that health can be bought from a bottle.
Medicines can become a false panacea, draining limited resources
that should go into preventing sickness rather than curing it.
We examine the problems and suggest what could be done both
in Yemen and in Britain to ensure better health for the poor
in Yemen. We hope that by doing so we can reveal to the reader
some of the problems that afflict poor people throughout the
Third World.



2. The Underdevelopment
of Health in Yemen

Nine tenths of the people of Yemen* live in rural areas, many in
isolated villages with no access to roads, schools, clean water
or health services. The vast majority of working people are
employed in agriculture but very few have any land of their
own. Yemen is worse off than many Third World countries
because, with the exception of rock salt, it has no known
mineral resources. Yemen is poor but, surprisingly, not one of
the poorest countries in the world.

A Rich Neighbour
This is because immediately to the north of Yemen is Saudi
Arabia. It has similarities with Yemen since they are both
traditional, male-dominated, Muslim societies. But, in stark
contrast to Yemen, Saudi Arabia's oil has made it one of the
richest nations in the world. Yemeni men, who for many
years have had to look for work outside the country, have
been leaving for Saudi Arabia and the other oil-rich Gulf states
in ever-increasing numbers, especially since oil prices rocketed
in 1974. Now one third of Yemeni men of working age are
living outside the country. The money they send back has
transformed Yemen from a country dependent on subsistence
farming into a rapidly growing, but precarious, cash economy.

Prosperity on the Surface
Money sent back by the workers is going to families who, until
recently, were desperately poor. It has also fuelled a consumer
boom, making the value of Yemen's imports 100 times higher
than its total exports.2 Consumer goods, such as televisions,
are appearing in more and more Yemeni homes, giving a surface
impression of prosperity. But how well off are people in Yemen?
The total amount earned by Yemenis (inside and outside the
country) in a year divided by the total population gives some
idea. In 1978 this figure was £255. This is considerably more
than the figure of £88 for India, but still very little compared

*This booklet is about the Yemen Arab Republic (North Yemen) called
'Yemen' for short. This does not include the separate nation to the south,
the People's Democratic Republic of Yemen (formerly Aden).
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with that for Britain in the same year of £2,466.3 But this
measurement takes no account of thephyscial quality of life
as measured by life expectancy, infant mortality and literacy.

Underlying Poverty
On these criteria, Yemen, like India, is desperately poor. Life
expectancy in Yemen is shorter than in any country in the
world apart from Ethiopia and Kampuchea. Officially, it is
estimated that one baby in six dies before its first birthday
although surveys show that a more realistic rate may be one in
three. Only one quarter of Yemeni men can read and 98% of
women are illiterate.

Priority Health Problems
In Yemen there is a very high incidence of infectious diarrhoeal
and respiratory diseases as a result of insanitary living con-
ditions. Most diseases go unreported because very few people
receive treatment through the health service. But official
estimates suggest that as many as 17 out of 20 Yemenis suffer
from intestinal parasites and dysentery.4

Unhealthy Environment
Much of the diarrhoeal disease results from people being forced
to used contaminated water, without being aware of the dangers.
At 4%, Yemen has the world's lowest recorded percentage of
people with access to safe water.5 In the rural areas, sanitation
and refuse disposal are virtually non-existent and both are
desperately inadequate in the towns. The narrow, unpaved
streets where children play are full of rubbish, with open drains
and human excrement. It is not unusual to see a child squatting
in filth with a plastic feeding bottle lying on the ground beside
him. Houses are overcrowded, particularly in urban areas. The
Government estimates that almost one half of the people live
in one room housing. Kitchens are particularly dark and airless
and make women prone to respiratory infections like TB.

Malnutrition
Young children are the most vulnerable to infectious diseases
and the resistance of many is lowered by protein-energy mal-
nutrition. A recent national nutrition survey found that almost
one half of the children in rural Yemen are underweight and

AYemen, a male-dominated, Muslim society.
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below the normal height for their age. In the age group one-and-
a-half to two years, as many as 15% are severely undernourished,
suffering from both wasting and stunting.6 Many children
were also found to be anaemic from inadequate diet, as were
their mothers; in one region alone, almost three quarters of the
women were affected.

It may seem shocking that so many children are malnourished
in a society busily buying televisions. But the recent economic
transformation of Yemen that has brought the televisions is
one key aspect of the problem. When people were dependent
on the land they grew their own food. Now, in the cash economy,
more families are having to buy food. With so many of the men
working outside the country, agriculture has been seriously
neglected. The acreage devoted to the country's main crop
(sorghum) is now only one half of what it was in the mid-
1970s. Consequently, more and more food has to be imported
so that Yemen, which in the days of the Queen of Sheba had
a food surplus, now spends one half of its import bill on food.
The cost both of food and other essentials has risen steeply.

Low Status of Women
In Yemen it is the men who control the family income and
usually do the shopping. Women have less say in how the money
should be spent, which often means that cash goes on status
consumer goods, cigarettes and qat* at the expense of adequate
food for mothers and children.

Their lack of education also means that women have a minimal
understanding of how germs are transmitted because of poor
hygiene or of the importance of a balanced diet. The nutrition
survey found that although many families' diet included fish,
legumes, vegetables and fruits, these foods were rarely given
to children: In many cases young children are fed nothing but
biscuits, potatoes, rice and powdered milk.

Cultural Beliefs
A lack of education and the low status of women are com-
pounded by cultural beliefs that aggravate ill-health. One
specific example is the fear of exposing babies to the 'evil eye'

* Qat — see the Yellow Pages, p. iv.

AThe narrow, unpaved streets where children play are full of rubbish,
with open drains . . .



and to sunlight. When they are taken out of the home, babies
are bundled up with clothing which means that they do not
get enough exposure to sunlight. As a result, they get rickets
from vitamin D deficiency. On a more pervasive level, religious
fatalism — the acceptance that babies die 'because Allah wills
it' — acts as a powerful brake on people taking control of their
own health.

Imported Health Hazards
The recently-acquired purchasing power of many Yemenis is
a mixed blessing in terms of their health. The growth of the
consumer market has attracted new products from the rich
countries, many of which can be harmful to the health of
people in Yemen. Most obviously, cigarette imports are rising
fast with over two thirds of the cigarettes coming direct from
Britain.7 Smoking is increasing fast, even among young boys,
and Government attempts at health education are pitiful in
the face of heavy advertising by companies like Rothmans and
British American Tobacco.

The traditional Yemeni diet of sorghum breads and porridges,
beans, milk dishes and vegetables contains plenty of protein
for those able to afford it. But this diet is now threatened by
mounting imports of tinned and processed foods. The white
flour, sliced bread, biscuits and tinned foods are generally less
nutritious and more expensive than traditional foods.

Children are acquiring a taste for sweets and soft drinks (mainly
sugar and water), which is all the more alarming in a country
with little more than one dentist to every half million people.

Babies are increasingly being fed with imported weaning foods,
which are much more expensive than traditional foods. For
example, a packet of six Farley's rusks, now widely sold in
Yemen, costs 60p. The same amount of money would buy
over one kilo of local grains, lentils or pulses.8 Rusks and
biscuits can also endanger health because Yemeni mothers
are feeding them to babies, watered down and in unhygienic
feeding bottles. We shall look in detail at the risks in the shift
to bottle-feeding in the Chapter on baby milk.

Babies are increasingly being fed with imported weaning foods, which
much more expensive than traditional foods.





What is the Government Doing?
Improvements to the country's infrastructure, such as better
water supplies, are being made, but slowly. Yemen does not
have a participative form of Government and no tradition of
ordinary working people co-operating to improve social con-
ditions. The Government is controlled by the military and,
because of internal and external political tensions, those in
power have more immediate concerns than improving public
health. This is reflected in the allocation of the Government's
budget, with under 3Vi% provided for health, and a massive
44% provided for the armed forces.

Existing Health Services
Health services in Yemen are desperately inadequate. They are
largely curative and cater almost exclusively for people living
in the main towns. One third of the health centres and virtually
all of the in-patient facilities are in the towns where only 10%
of the people live.9 Only a tiny fraction of people living in the
rural areas live anywhere near a health centre. This urban and
curative bias is perpetuated in the current Five Year Develop-
ment Plan, with over one half of the development expenditure
on health allocated to improving the urban hospitals.

Manpower Shortage
One of the most serious obstacles to improving health care in
Yemen is the chronic shortage of trained manpower, both
health workers and administrators, to implement inprovements.
The hospitals in Yemen's three largest towns, catering for only
7% of the population, contain more than one half of the
doctors in the country and 60% of all trained nurses.

Are More Doctors the Answer?
Attempts are being made to build up health manpower, with
doctors training abroad and nurses and technicians training
inside the country. Foreigners have been brought in to fill the
vacuum so that there are nearly as many foreign doctors
working in the Government and voluntary health services as
Yemeni doctors. But doctors are expensive to train and the
specialist knowledge they acquire on medical courses, designed
mainly for the needs of rich countries, makes them extremely
reluctant to work in remote rural areas. Because there is little
prestige and far less money to be made in public health, Yemeni
doctors tend to opt for specialisation and private practice.
A private doctor, particularly a specialist, can make more
money in one afternoon than a public health service doctor

10



will earn in a month. Consequently, only nine Yemeni doctors
specialise in public health, compared with 17 in internal
medicine, 20 in general surgery and a further 38 in orthopaedic
and plastic surgery, chest diseases, ophthalmology, ear, nose and
throat complaints, dermatology, urology and neurology.10

Doctors and well-equipped hospitals are not the answer to
Yemen's most pressing health needs.

Primary Health Care
Yemen needs health workers who are prepared to work closely
with the community in the rural areas and who are trained
to treat common diseases with a few basic medicines. But their
main task should be to help prevent disease by explaining to
people the basics of good hygiene and nutrition and by
immunising children against diseases like TB. This 'primary
health care', with the emphasis on prevention, is the only
way of providing effective health coverage to the mass of people
in the rural areas. Plans are now under way to set up the first
primary health care project in Yemen in conjunction with
UNICEF and the World Health Organisation (WHO). But in
its first phase the project will only cover one tenth of the
population, so much remains to be done.

The next Chapter looks at one attempt in Yemen to demystify
medicine by sharing knowledge about the causes of ill-health
and involving the community in prevention.

11



3.The Raymah Health Project
Raymah
Raymah is an inaccessible, mountainous region, about 20 miles
square. The 150,000 inhabitants live in scattered villages of
stone houses. Raymah is a traditional agricultural society,
controlled by local sheiks who own most of the land and other
resources including fresh water supplies. Cereals are the main
crops and these are grown on terraces on the mountain sides.

Incomes have greatly improved over recent years, with at least
one quarter of the men working outside Raymah and sending
money back to their families from the towns and from Saudi
Arabia. Agricultural labourers can now earn £6 or £7 a day
but many people are still very poor because of the high cost
of living. Firewood for two weeks, for cooking alone, costs
a family £16 — more than the cost of gas central heating in
many British homes. Basic foods, many of which are brought in
from outside, can be twice as expensive as in the towns, partly
due to the lack of roads. It takes four hours or more to climb
up from where the road ends to villages like Al Jabin, at 7,000
feet, where the Raymah project is based.

Health in the region is very bad. Infectious disease is rife, with
polluted water supplies, no sanitation or refuse diposal and very
limited understanding of the causes of ill-health. Many families
are undernourished. Few have access to land and water to grow
vegetables which would supplement their diet. Others are forced
to sell the vegetables and dairy products they should eat to
pay for basic food and shelter. One doctor estimated that
90% of the under-sevens are below the normal weight for healthy
children11 and one half of the babies are thought to die under
the age of two.12 Many are victims of the newly imported
health hazard — bottle-feeding.

Modern health services in Raymah are virtually non-existent,
except for people living within a few hours' walk of the
Government health centre at Al Jabin. People have relied on
traditional midwives and cures offered by herbalists, blood
letters, burners and faith healers. Now there are some new
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'medicine men', the saheen. Most of the saheen have come into
contact with modern medicine by working outside Raymah
in hospitals or drug stores. They return to their villages with
a dangerous smattering of knowledge and a wide variety of
potentially dangerous drugs. These medicines are their bread
and butter.

The Health Project13

The project is run by the Catholic Institute for International
Relations (CIIR), a British voluntary agency, which sends
volunteers overseas to work on projects sensitive to the needs
of the poor. CIIR volunteers first went to Raymah in 1974
and were then involved in mainly curative health care. Since
then, the volunteers have changed the focus of their work to
preventive health. With OXFAM funding, this small team of
midwives, a nurse and a doctor, are now attempting to improve
the health of the people in Raymah by making the most of
what health care is already available. They are pioneering the
training of the local saheen (medicine men) and jiddaat
(traditional midwives).

The Jiddaat
These village women, who traditionally help with births,
generally have a lot of practical experience but are untrained.
They gather for informal training sessions with the volunteers
on ante-natal care, hygienic methods for deliveries and post-
natal care. With simple training and a basic kit of bandages,
a sterile razor and string, unnecessary deaths can be prevented.
The jiddaat also learn about better nutrition for mothers
and children and the crucial importance of breast-feeding to
safeguard the health of babies.

The Saheen
The saheen tend to see health purely in terms of curing sickness
— a trap into which most of us fall. They do learn appropriate
treatments for common health problems, using a small number
of basic drugs, but they also attend training sessions on the
causes of sickness and how these can be averted. The volunteers
give the lead on active prevention by encouraging villagers
to clean up rubbish and grow more vegetables. They are also
helping with improvements to the village well and building
new containers to catch rainwater.

13



The project covers only one area of Yemen but it could have
wider implications for health throughout the country. The
volunteers are keen to pass on their experience in introducing
basic ideas of primary health care to a Yemeni community.
This should be useful to the planners in the Health Ministry
who are drawing up the first Yemeni primary health care
training manuals.

The project does have problems. It is run by foreigners who
cannot tackle the social and economic roots of ill-health in the
community. The ownership of land and water, and better
living conditions, are political issues which only Yemenis can
resolve.

The 'Instant Health' Mentality
But the major obstacle to the success of the project is the
entrenched belief of local people that health can only be
bought with modern curative services. The expectation of the
powerful people in the community was that the volunteers
would bring money and prestige into the area in the form of
the latest curative services. It is hard to sell the idea of preventive
health to poor people, burdened with ill-health, who see their
needs in the terms of instant cures.

Medicine as a Service, not a Commodity
The project attempts to involve the local health workers in
providing health care to their community as a service rather
than monopolising knowledge and selling it off as a commodity,
most obviously in the form of medicines. However, unless the
Government recognises the saheen and pays them as Government
health workers, they will not have a livelihood. This creates
the danger of the saheen continuing to sell expensive medicines
instead of giving appropriate treatments. Even with Government
pay, which is relatively low, the danger remains.

Commercial Pressures
Because there is money to be made out of the sale of artificial
baby milk and sophisticated modern drugs, the jiddaaVs breast-
feeding counselling and the saheen's new commitment to pre-
ventive health and a small number of basic drugs can be very

A traditional midwife/jidaat giving ante-natal care.
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easily undermined. These commercial pressures that endanger
people's health on a national scale cannot be contained from
Raymah alone. The Government of Yemen could introduce
more effective controls. But to stop products being marketed
where their safe use cannot be guaranteed, action must also
be taken in the rich world where the goods are produced.

The saheen use a small number of basic drugs.



4. Baby Milk
In Yemen, babies whose chances of survival are already precarious
are now threatened by a dramatic rise in bottle-feeding. One
quarter of mothers in the rural areas and one half of the
mothers in the towns stop breast-feeding altogether before their
babies are six months old. But as many as one half of the rural
babies and three quarters of the babies in the towns are already
being bottle-fed to some extent at the age of only three to
five months.14

To some of us it will come as a shock that something as in-
nocuous and potentially useful as artificial baby milk can be a
killer. The milk powders may be excellent but they were
designed to be used in rich countries — to be prepared in modern
kitchens, with clean water on tap, by women who can read and
understand why the bottle must be sterilised and the water
boiled. In countries like Yemen, the only safe way to feed a
baby is from the breast.

The Dangers
Hardly any Yemeni women can read. This makes it impossible
for them to prepare the feed as the,manufacturers intended
because they cannot follow the instructions. A Yemeni mother
would not know that the instructions on the tin of one popular
brand tell her to: "First sterilise nursing bottle and nipple in
boiling water for 5—10 minutes. Boil clean water and cool
until it becomes lukewarm. Pour required amount of warm
water into clean nursing bottle. Add (the powder) and shake
well".

Just how convenient is an artificial milk, compared with breast
milk which is readily available, at the right temperature, and
with no need for an elaborate sterilising routine? For a Yemeni
woman, fetching water from the nearest spring or well can mean
a trek of one hour or more over difficult mountain tracks,
carrying a full tin of water weighing about 40 lbs. More often
than not the water is contaminated. In some areas it has to be
paid for and can cost about £2.40 a day in the dry season.
Water has to be used sparingly, even for washing feeding bottles.

Fuel is far too expensive to allow a mother to light the oven
in order to boil water every time her baby needs a feed. Even
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if she does understand that she should boil the water, she may
mix enough for more than one feed. She would not know how
fast bacteria collect, especially in a hot climate, in an airless,
unhygienic kitchen; neither would she know that milk left
standing in these conditions can become lethal.

Mothers who cannot read the feeding tables are extremely
unlikely to give their baby the correct mixture. Traditionally,
'light' foods are considered best for babies in Yemen and
mother's milk looks much thinner than the right concentration
of a powdered milk. Not surprisingly, many women water the
feeds down dangerously, unaware of the risks. Poorer mothers
may be tempted to overdilute the powder to make it go further.
The result of these overdiluted, bacteria-ridden feeds is hardly
surprising. Babies become malnourished and get diarrhoea
from contaminated water or dirty feeding bottles. This can
lead quite quickly to severe protein-energy malnutrition and
sometimes death. The immediate cause of death may be dehy-
dration from prolonged attacks of diarrhoea, or a secondary
infection like measles, which can be a killer when the body's
resistance is destroyed.

The babies that do survive may well have their growth impaired
by bottle-induced illness. Studies in Yemen show that babies
who are exclusively bottle-fed tend to be the most underweight
for their age. In one Yemeni village, exclusively breast-fed
babies under six months of age had the best nutritional status:
on average, 89.2% of the standard weight for age. Babies
receiving both breast and bottle were 82% of standard weight
and exclusively bottle-fed babies were only 75.6% of standard
weight.15 Underweight babies are known to be more susceptible
to disease. This sets up a vicious circle: malnourished children
get diarrhoea from infections which stops them absorbing
enough food and they become more seriously malnourished
and, thus, more vulnerable to infections.

The bottle-feeding tragedy is senseless because mother's milk
is superior in every way and contains all the right nutrients
and antibodies to protect babies from disease. One nutritionist
working in Yemen in a nutrition rehabilitation centre, to which
mothers with malnourished children are referred, reported

•4ln countries like Yemen, the only safe way to feed a baby is from the
breast.
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that she did not recall "ever seeing a breast-fed baby referred
to the centre. In many cases it was clear that the reason the
children referred had become malnourished was bottle-
feeding".16

But it is not only physical growth that can be stunted by
bottle-induced illness. The baby's mental development also
suffers. A malnourished baby loses interest in its surroundings
and lacks the stimulation needed to develop the mind. In
Yemen, the 'convenience' aspect of bottle-feeding has been
taken to the extreme by busy mothers propping the bottle
beside the baby while they get on with their work. They are
quite unaware of the damage this can do to the child both
mentally and emotionally.

Why Have They Stopped Breast-feeding?
Direct advertising and the promotion through health profes-
sionals and pharmacies have helped convince Yemeni women
of the advantage of bottle-feeding. Women see big blow-up
promotional cans in doctors' surgeries and pharmacy window
displays of baby milk and feeding bottles. This promotion
gives milk powders all the mystique of modern medicine with
the illusion of instant health.

Advertising on television gives milk powders and bottle-feeding
all the status that goes with having a television. For women
without a television, the point-of-sale impact of tins and tins of
milk powder stacked in almost every market food stall is just
as effective in reinforcing the fashionable drift to bottle-feeding.
The plump, healthy babies on the tins beam out the message
that this must make their babies plump and healthy, too. Like
most mothers, Yemeni women want what seems best for their
baby.

Company salesmen have visited both private doctors and
Government health clinics, offering them free samples and
gifts for promoting artificial baby milk. Attempts have been
made to persuade Yemeni nurses to hand out free samples
of milk powder with the enticement of free qat for those
who agree. On one recent occasion, two promotional tins of
baby milk were left in a clinic in the room where mothers

•4The point-of-sale impact of tins and tins of milk powder stacked in phar-
macies and food stores reinforces the fashionable drift to bottle-feeding.
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go for advice on nutrition. Ironically, the salesmen placed
them right under the photograph of a severely malnourished
victim of bottle-feeding, used to warn mothers of the dangers.17

Currently, Yemeni health centres are being used to distribute
food aid in the form of dried skim milk powder from the World
Food Programme. Many Yemeni and expatriate health workers
are concerned that this system disrupts the work of the clinics
by taking up staff time. But more critically, they are quite
certain that this powdered milk is used as a breast milk sub-
stitute and thought of as baby food, even though that is not the
use intended by the World Food Programme; also, it is, in fact,
potentially dangerous. When health establishments hand out
powdered milk, people are increasingly convinced that this
milk and bottle-feeding must be good. This totally undermines

The plump, healthy babies on the tins beam out the message that this
must make their babies plump and healthy, too.
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the clinics' health education work which advocates breast-
feeding.

Promotion reinforces fears already planted in the minds of
Yemeni mothers. Women, Muslim women in particular, are
very vulnerable to feelings of inadequacy in a male-dominated
society. A breast-feeding survey of 200 mothers in a small
Yemeni town found that, although almost all the women said
breast milk was better than powdered milk, many were bottle-
feeding from the day of delivery. The reason they gave was that
their milk was not good enough. This notion was apparently
widespread and "reinforced by other women, by some health
professionals, and, of course, through the advertising efforts
of the milk companies".'8 But studies in a range of different
countries have found that only a very small percentage of
women sfre unable to breast-feed — generally less than 5%.

There are other cultural factors behind the shift to bottle-
feeding. Breast-feeding is considered harmful to the baby once
the mother is pregnant with the next child. This superstition
persists, despite the Koran telling women to breast-feed for
two years. Many Yemenis also believe that a breast-feeding
mother can pass on harmful characteristics to her baby; so
mothers should not breast-feed when they are angry or ill.
Babies are not breast-fed straight after birth because the
colostrum is considered bad milk. This means that they miss
some of the vital immunities transferred in this first milk.
Bottle-feeding is also attractive to women reluctant to take
their babies out of the house for fear of the 'evil eye' and, of
course, to Yemeni women with a heavy workload out in the
fields.

The Manufacturers
On the Yemeni market there are now as many as 20 different
brands of infant formula, 30 brands of full cream milk powder
and 10 brands of evaporated milk.19 All get used for infant
feeding, although neither the full cream milk powders nor the
evaporated milk are suitable to be used as breast milk sub-
stitutes. In the capital, the most popular brands of full cream
milk powder are Nido (produced by Nestle of Switzerland) and
Nono (produced by Oemolk of Austria). Even though Nono
should not be used for babies, Yemeni mothers would find
difficulty in appreciating this since a baby figures prominently
on the tin and 'nono' means 'baby' in Arabic. The infant
formulae most frequently given to babies under six months are
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Morinaga (Morinaga Milk Industry Co Ltd, Japan) and Guigoz
(manufactured by a Nestle subsidiary in France).

The majority of these milk powders are manufactured in
member states of the European Economic Community, mainly
in Holland, Denmark and France. At the moment, British
baby milks are not on sale in Yemen, although Glaxo advertise
the breast milk substitute Ostermilk on promotional weight
cards for Farley's baby foods. However, British baby milks
are marketed in many poor countries throughout Asia, Africa,
and the Caribbean, where the health hazards are just as serious.
The leading British manufacturers selling artificial baby milks
in poor countries are Cow and Gate and Glaxo.

The Baby Milk Campaign to Date
Since 1973, when the dangers of bottle-feeding in the Third
World were first brought to public attention in Britain by the
New Internationalist magazine* and War on Want, the campaign
to protect babies in poor countries has gathered momentum.
It now has a broad base of support from paediatricians, inter-
national agencies like WHO and UNICEF, voluntary agencies,
church groups, charities, consumer groups and politicians. In
October 1979, a WHO/UNICEF meeting was held in Geneva
which included the campaigners and representatives of
many of the baby milk producers. There it was agreed that
"there should be no sales promotion, including promotional
advertising, to the public of products to be used as breast milk
substitutes or bottle-fed supplements and feeding bottles".20

Direct Advertising Contraventions
During 1980, in Yemen alone four companies were reported
to the International Baby Food Action Network (IBFAN)
for breaking the voluntary agreement by advertising direct to
the public on delivery vans, posters and television. In December
1980, Nido, Nono, France-Lait, Bebelac, Dumex and Carnation
were being advertised on television. Only the France-Lait
advertisement shows bottle-feeding; the Bebelac commercial
shows a baby being spoon-fed and the others do not mention
baby-feeding.21 So not all the advertising breaks the letter

* New Internationalist, No. 6, August 1973.

end result is all too often a shrivelled, marasmic corpse.
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of the voluntary agreement but it does break the spirit of it.
In Yemen, all powdered milks are associated with babies, so
that showing them on television, without warning that they
should not be used as breast milk substitutes, will encourage
them to be used for young babies.

The British companies Cow and Gate and Glaxo22 have both
been reported to IBFAN for direct advertising of artificial
baby milk in 1980: Cow and Gate in Trinidad, Barbados,
Haiti and Sierra Leone, and Glaxo in Sri Lanka, Fiji, Tonga,
Western Samoa and Pakistan.

Promotion Goes on Through the Health Service
The Geneva meeting also agreed that "advertising or promo-
tional distribution of samples of breast milk substitutes through
health service channels should not be allowed",23 In Yemen,
according to IBFAN, four companies were using the health
services to promote their products. In other parts of the Third
World, Cow and Gate and Glaxo are apparently still using
'milk nurses' and free samples to promote artificial baby milk
in health service clinics.

The situation in Yemen is not unique. International health
experts, including the Executive Director of UNICEF. agree
that "bottle baby disease" affects millions of babies through-
out the world.24 One expert, Dr. Derek Jelliffe, estimates
that at least 10 million babies are at risk, of which three million
probably die in any one year.25

The producers of artificial baby milks are promoting their
products in countries where their use is inevitably dangerous.
They are still promoting the image of the happy, healthy,
bottle-fed baby in countries where the end result is all too
often a shrivelled, marasmic corpse.
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Facts on Yemen

Saudi Arabia
Size
About 75,000

square
miles

Population —
5.7 million ^
inside Yemen,
1.3 million

•#outside Yemen

Geography
There are four main geographic

regions:
(1) The Tihama, a flat coastal

strip along the Red Sea, is
almost complete desert but
fertile to the east where
water drains from the moun-
tains into the 'wadis' (seasonal
rivers).

(2) The mountain regions in the
south and to the east of the
Tihama, which get most rain-
fall and have the highest popu-
lation. The mountains are steep
and spectacular with crops
grown on terraces on the
slopes.

(3) The central highlands, which
are higher and drier and have
extensive plateau regions. They
are the Yemeni heartland,

where the tribal tradition is
strongest.

(4) The eastern slopes, a very dry
region with a very small popu-
lation. To the east of the
mountains is the Empty Quar-
ter, which is a hostile desert
region.

Agriculture
Traditionally, agriculture is the
basis of the Yemeni economy,
three quarters of the labour force
inside the country still working in
agriculture as subsistence farmers
(mainly share-croppers) and
labourers. Traditional methods are
generally used, with sowing and
weeding done manually and plough-
ing with an ox-team and wooden
plough. Productivity is low. Cash
crops and modern methods are be-
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ing introduced, generally to the
advantage of the bigger landowners
rather than the marginal farmers.

Economy
Within the last ten years, the eco-
nomy has been transformed from
subsistence agriculture to a cash
economy through the money sent
back to the country by Yemenis
living and working in other coun-
tries. But agriculture still accounts
for 40% of the gross domestic pro-
duct, with subsistence farming
still a much bigger sector of the
economy than the modern cash
farming and industrial sectors in
1975/6.

Trade
Yemen is at a disadvantage in pro-
ducing only primary products like
cotton, coffee and hides for export.
These are sold on the world com-
modity markets at prices that are
determined by the rich countries

to suit themselves and as a small
producer it is doubly hard for
Yemen to get good prices. Yemen
has a massive and growing trade
deficit with exports of £6.2 million
and imports of £680 million
(1979). But this deficit is more
than made up for by the flow of
worker remittances into the coun-
try.

Imports and the British Connection
Yemen's import bill has spiralled
from about £74.5 million in 1973/4
to £680.5 million in 1979. (Over
the same period her exports have
remained stagnant.) On direct im-
ports, Britain corners just under 8%
of the value of Yemen's import
market. (These figures do not take
into account British goods coming
onto the market through other
Middle East countries, particularly
Saudi Arabia.) Yemen is a small
but fast growing market for British
goods, especially in the following
commodities:

medicines
other
pharmaceutical
goods
cigarettes
insecticides
non-alcoholic
beverages
perfume, cosmetics
and toilet
preparations
soap, cleaning
and polishing
materials

sugar, confectionery

Total
imports

1979
£

14,853,400*

602,400
8,217,500
3,153,300

815,800

1,270,000

593,600
2,825,600

*All figures converted from Yemeni

Imports
from

Britain
1979

£

3,483,200

321,500
5,561,200
1,546,400

220,000

330,100

361,500
494,500

rials at 10 Yemeni

Source: Yemeni Central Planning Organisation

Percentage
British
share

23%

53%

67%

49%

27%

25%

60%

17V4%

rials - £1.00



Industry
Less than 0.5% of the labour force
works in industry. The few factories
that exist produce building
materials,textiles, soft drinks (Coca
Cola), processed foods, sweets and
cigarettes, all for local consump-
tion.

Development
There are 150 local development
associations (LDAs) financed
mainly from agricultural taxes and
presidential grants. Members are
elected, which makes the LDAs the
most significant attempt to pro-
mote development in the rural
areas. But most LDAs are con-
trolled by the landowners and
sheiks, not the people. 5,000 km
of roads, 852 water projects and
580 schools have been built under
their aegis.

Political Situation
Pressures on the Government, inside
the country, date back to the civil
war of 1962-70. The basic split
is between the conservative forces,
backed by wealthy Saudi Arabia,
and more progressive forces, who
want to modernise the country and
sometimes have more sympathy
with the Marxist Government of
South Yemen. At the time of the
civil war, the former were the
Royalists, backed by Saudi Arabia
and Britain, and the latter the
Republicans who had overthrown
the despotic semi-feudal rule of
the Imarro with Egyptian and
Russian backing.

Recent History: The Imamate
During the period from 1917 to
1962, Yemen was isolated from
all modernising influences and
under the rule of the Imams (rather
like medieval kings in Britain). Dur-
ing this Imamate, people worked on
the land and were crippled with
heavy taxes. Yemen was fiercely
independent and not colonised in
recent history.

Past History
Yemen was not always poor and
backward. It is thought to have
been the home of the legendary
Queen of Sheba and the Romans
called it 'Arabia Felix' . In the
seventh century BC, when life in
Britain was still very primitive, the
early Yemenis were busy with
sophisticated engineering projects
like the Marib Dam. This was built
at the time of the Minaean and
Sabaean civilisations. They lived in
cities, produced skilful artisans and
controlled the early spice trade.
They made progress by creating an
agricultural surplus with intensive
cultivation and irrigation. Once
these civilisations fell, economic
decline set in and continued
through occupation by a number of
invaders including the Christian
Abyssinians and the Ottoman
Turks. The overthrow of the
Imamate in 1962, and the declara-
tion of the Republic, brought
Yemen into contact with the
modern world.

Society
The common language of Yemen is
Arabic. The major ethnic divide is
between the majority of high-
landers and the negroid 'Achdam'
who live mainly in the Tihama.
They probably came originally
from Ethiopia and are treated as
social inferiors. Much of the
society is still based on tribal
groups led by the sheiks. First
loyalties are to the tribe rather
than to the state.

Religion
Yemen is a profoundly Muslim
country. There are two major
Islamic sects in the country: the
traditionally dominant Zeidi minor-
ity of the central highlands and the
Shafei majority in the Tihama and
the south.
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Women
Girls are bought as brides under a
system called 'brideweath'. The
husband's family hands over money
to the girl's family and she is given
jewellery, which gives her some
financial security. In many ways,
bridewealth puts poor women in a
better position than the dowry
system because it gives them an
intrinsic financial value. Girls are
not supposed to be married until
after puberty, but often they marry
at a much earlier age. Very few men
can afford more than one wife
although, as Muslims, they could
have four.

Currently, with men working out-
side Yemen, many families are able
to set up their own homes which
they could never have done in the
past. This move to the 'nuclear'
family can put a heavier burden on
women because they no longer have
women relatives in the house to
share household tasks. Some have
to get up straight after childbirth
because there is no one to cook and
to look after other children.

Food
The staple food is sorghum and
other cereals. The poorest fami-
lies eat mainly 'asid' (sorghum
porridge). Fenugreek, rice, vege-
tables, beans, meat, dairy products
and eggs are also eaten, depending
on what the family can afford.
Breakfast is usually tea, or 'gishr' (a
hot drink made from coffee bean
husks). The midday meal is the

most important and supper is
usually leftovers from lunch.

Clothes
Most men still wear traditional
dress: a skirt, a jacket and a range
of different headdresses or 'meshe-
das' (scarves sometimes as big as
tablecloths). Nearly all men wear
belts, with a 'jambia' (ritual curved
knife) in the belt and many carry
guns. Women's dress varies greatly
between the country and the towns,
and between different regions.
Women prefer bright colours but
must cover their arms and legs.
Most women wear trousers with
overdresses. In the towns, women
are completely veiled in a black
'sharshaf'.The only women not veiled
in the towns are the 'achdam'
women (the poorest). Rural women
only veil when there are outsiders
present.

Qat
Qat is a very important part of
Yemeni social life. It is a shrub
grown in highland Yemen and the
leaves are chewed because they act
as a stimulant. Qat is chewed at
regular afternoon parties, mainly
by men. Qat is fundamental to
the Yemeni way of life but it is
having a negative impact because of
its high cost. Men use money to
buy qat even though their families
are undernourished. Land is in-
creasingly used to grow qat rather
than food because a single tree can
bring in £500 a year or more.
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5. Medicines
Millions of the world's poor are suffering, and some are dying,
because they cannot get a few vital drugs. In most poor
countries, medicines are the preserve of the urban rich who
least need them but can afford to buy them. The poor have
great faith in modern medicines. They have come to see any
modern drug as the key to health. The poor make sacrifices,
going without food and even selling land, to buy expensive
drugs that sometimes will not cure them and can even be
harmful.

Medicines Galore
In Yemen, where health is so bad and people have more cash
than in most poor countries, sales of medicines are booming.
Drug imports to Yemen (which at the moment produces no
drugs of its own) for the financial year 1979, were 375%
higher than for the financial year 1975/76.26 Drug stores
have mushroomed in the towns. With only 41 trained phar-
macists in the entire country, medicines are almost invariably
sold by totally untrained sales assistants.27 A baffling array of
sophisticated modern medicines has reached even the remotest
villages, brought by men like the saheen, who barely understand
their correct uses let alone their possible side-effects.

Potential for Good
In countries like Britain, the trend towards better health was
already well established before the invention of modern drugs.
Radical health improvements had more to do with public
health measures, improved living conditions and health educa-
tion. But modern drugs do have enormous potential to speed
up the process today. Medicines do save lives and prevent
sickness. They could do far more to alleviate the suffering of
millions if they were distributed more equitably. Too often
medicines are used irrationally and wasted.

Misuse
In Yemen, where medicines are sold like any other commodity,
peoples' real health needs take second place. Take the example
of a Yemeni mother whose baby is suffering from diarrhoea.
If she lives in a town, she will probably go to the nearest
pharmacy to buy a cure. The salesman will frequently re-
commend a couple of antibiotics, usually tetracycline and

27



chloramphenicol, and one or more anti-diarrhoeal drugs like
Mexaform (paediatric).

In Britain, tetracycline would never be used for a case of
diarrhoea unless it was diagnosed as cholera. It would not, in
any event, be given to a child under the age of 12 and certainly
not to babies because it can stunt growth and stain their teeth.
Similarly, in Britain chloramphenicol is reserved for typhoid
and severe infections where other antibiotics have proved
ineffective. This is because it can cause blood disease. And
Mexaform is not available on the British market because
the active ingredient, clioquinol, has been reported to cause
irreversible damage to the nervous system. In Japan alone,
10,000 people have been severely affected.

The salesman will frequently recommend a couple of antibiotics, usually
tetracycline and chloramphenicol, and one or more anti-diarrhoeal drugs
like Mexaform.
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There is no way that an illiterate woman in Yemen could know
of these possible hazards. The likelihood of the salesman
understanding a 'precaution' on the drug leaflet is also minimal
when it is written in very technical language and often only in
English. (Less than one third of the drugs stocked in the drug
store in Al Jabin in Raymah, had Arabic instructions.28) But to
the baby with diarrhoea, these possible dangerous side-effects
are relatively unimportant compared to a much more immediate
threat to its life.

The Simple Solution
The mother will probably leave the pharmacy reassured by
these modern drugs. No one will have told her that the only
vital thing she must do to keep the baby alive is to prevent
it getting seriously dehydrated. If the child has had diarrhoea
for some days, it will have already lost a lot of body fluid
and if this continues the child may die. The best antibiotic
in the world cannot save the baby. (It may even make the
situation worse by destroying the normal bacterial flora in the
bowel.) Because the mother has faith in the medicines, however,
she may not try to force the child to drink or eat. No one tells
her that when the baby has had diarrhoea for a short time only,
all that is needed for its recovery is a simple home-made
rehydration solution costing very little: a cup of boiled water,
a teaspoonful of sugar and a good pinch of salt. No one tells
the mother because they are much too busy selling her
medicines. Her ignorance is gold.

The Money Drain
In 1979, Yemen spent more on importing drugs than on the
entire Health Budget.29 Of the money spent on drugs, over
90% came straight out of the pockets of Yemenis, with under
10% spent by the Government on drugs for the public health
services.30

In the houses of poor families with few possessions, it is not
at all unusual to see a bulging carrier bag of antibiotics, tonics,
vitamins, anti-diarrhoeals, painkillers and even disposable
syringes and vials of procaine-penicillin for home injections.
Most Yemeni families probably do not know how much they
spend on medicines in a year. But with the amount of sickness,
and people invariably getting multi-item prescriptions (some-
times as many as six drugs costing anything up to £10),
medicines must be taking a large slice of the family income.
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'Brand Name' Medicines or 'Generics'?
Yemenis are paying too much for medicines. Part of the reason
is obvious: they are prescribed too many drugs. However, there
is another important but far less apparent wastage. Almost all
the medicines they are prescribed by doctors and retailers are
'brand name' drugs like Aspro (aspirin). They could be buying
chemically identical, far cheaper aspirins, sold under the
'generic' name: plain aspirin. At least, they could in Britain
where you can buy aspirin BP (manufactured by many different
'generics' producers) at anything from one half to one fifth of
the price of Aspro. But 'generics' are hard to find in Yemen
where virtually all the drugs promoted are the higher cost
'brand name' products.

This means that Yemenis are paying unnecessarily high prices
for many drugs now off patent and available much more cheaply
elsewhere. They are paying more for the advertising that goes
into making trademarks like Aspro ring in the minds of patients
and doctors. To illustrate savings that could be made, the table
on page 34 compares the wholesale prices of seven 'brand
name' drugs marketed by British companies* in Yemen, with
the wholesale prices for their 'generic' equivalents quoted by
the British charity, Equipment to Charity Hospitals Overseas
(ECHO). ECHO buys these drugs from the cheapest reliable
commercial sources and supplies them to charities throughout
the Third World on a cost-covering basis.

More Medicines for Less Money
This comparison shows that the cost of the 'brand name'
medicines is almost two-and-a-half times that of the 'generic'
drugs. In terms of quantity, almost two-and-a-half times as
many 'generic' drugs can be bought with the same amount
of money. This could make a big difference to individual
families having to pay for their own drugs in poor countries
like Yemen. But poor people also suffer where promotional
pressures encourage public health service doctors to prescribe
'brand name' medicines. In Yemen, with only about 23 pence
per head available for drugs from the public health budget,
money spent on unnecessarily expensive drugs means fewer

* Aspro is produced by Nicholas. The Company is Australian but the drug
is manufactured in Britain.

4 Drug stores have mushroomed in the towns.
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drugs to go round.31 Almost invariably, the rural dispensaries,
and consequently the rural poor, are the first to suffer.

Drugs for Priority Needs
The marketing of higher profit margin drugs has been
explained by the big drug companies as essential to ensure
continued research and development into new drugs. This
may well be the case for the richer countries for whose markets
most of the new heart and anti-cancer drugs are aimed. But
most of this research effort is irrelevant to the pressing health
needs of poor countries. They need big quantities of a small
range of drugs that should be cheap because they are no longer
on patent. WHO estimates that no more than 20 drugs would
cover priority health problems in poor countries and their
model list of about 240 essential drugs should be adequate for
the needs of most countries.

Essentials or Non-essentials?
Yemen has far fewer drugs on the market than many countries:
2,200 compared with 24,000 on the British market. This is to
the credit of the Yemeni Government, which has removed
duplicated products with a registration scheme fairly recently
introduced. But no plan has yet been made to introduce an
essential drug list along the lines suggested by WHO. Currently,
the nearest approximation is the three "standard lists of drugs
and other expendable items" for the planned primary health
care units, health centres and sub-centres. Almost one half of
each primary health care unit's recurrent budget is allocated to
drugs and "other expendables". One third of this drug budget
for a population of about 2,500 is apparantly to be spent on
3,600 bottles of vitamin B complex syrup, iron mixture and
cough mixture.32

The extravagance of so many bottles of expensive syrups for
the primary health care units is surprising, when vitamin and
iron deficiency could be more appropriately tackled with
better nutrition or, at the very least, far less expensive tablets.
Cough mixture may be soothing but is hardly essential. These
syrups reflect the situation in the private drug market where
more vitamins are sold than any other type of medicine.
Vitamins take up nearly one quarter of the entire drug market.

All that is needed for the baby's recovery is a simple home-made rehy- •
dration solution costing very little (Raymah).
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The doctors' prescribing guide, listing drugs available on the
Yemen and Middle East markets (Middle East Monthly Index
of Medical Specialists — MIMS), contains 240 different vitamin
products compared with 60 listed in UK MIMS.33

COMPARISON BETWEEN WHOLESALE PRICES OF BRAND
NAME AND GENERIC DRUGS

Drug by generic
name, use and
quantity.

Ampicillin
(broad spectrum
antibiotic)

1000 250mg
capsules

Griseofulvin
(antibiotic with

antifungal action)
1000 125mg tablets
Griseofulvin
1000 125mg tablets
Paracetemol
(painkiller and fever-

reducing)
1000 500mg tablets
Iron Dextran
(severe anaemia)
100 ampoules
(100mg/2ml)
Aspirin
(painkiller, fever-

reducing and anti-
flammatory)

1000 tablets*

TOTAL COST:

Wholesale price of
brand name product
in Yemen fixed by
Government.

Penbriten
(Beechams) £ 66.15

Grisovin
(Glaxo) £ 25.80

Fulcin
(ICI) £'27.60
Calpol
(Burroughs- £ 10.75
Wellcome)

Imferon
(Fisons) £ 12.16

Aspro
£ 5.17

£147.63

ECHO wholesale
price with extra
10% added for cost
including freight
and 8% custom
duties.

Ampicillin
BP £24.92

Griseofulvin
BP £13.32

Griseofulvin
BP £13.32
Paracetemol
BP £ 3.39

Iron Dextran
BP £ 5.94

Aspirin
BP £ 1.01

£61.90

*Note slightly different dosage: Aspro 324mg, Aspirin BP 320 mg.
Sources: Yemen Government Supreme Board of Drug Control Price

List, January 1978.
Equipment to Charity Hospitals Overseas (ECHO) Price List,
July—December 1980.

With the amount of sickness, and people invariably getting multi-it,em •
prescriptions, medicines must be taking a large slice of the family income.
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For the Medical Profession^ M3I212
0579

Calci-Ostelin B12
Trade markSyrup

A Calcium and Vitamin B13 Tonic with Vitamin D

This preparation is a valuable tonic providing calcium
in a form that is easily utilised by the body; its

|iB12 Syrup also contains vitamin B,2 whose tonic value.
\has steadily become established in recent yearsMrtraST

for all ages.

Calcium, Vitamfm D and Bia

Calcium is essential in human nutrition, especially for
the part it plays in bone formation. Extra demands are
therefore made during rapidly growing years of
adolescence and during pregnancy and lactation.
Vitamin D assists calcium utilisation by regulating the-
body's caiciunvphospnotus rauu. compensating for
individual variation in the rate of absorption, in
Calci-Ostehn B,2 Syrup, the effects of calcium and
vitamin D are usefully integrated.
Vitamin B12, the most potent of alt essential food
factors, has a fundamental part to play in cell meta-
bolism. Vitamin B,2 was isolated by workers at
Glaxo Research Laboratories in 1946. It has a beneficial
effect on the absorption of protein and is an important
factor
eJUCTsTvitamin B,j can stimulate growth processes^

promoting physical vigour, alertness and general well-I]
being, particularly in young children whose develop-
ment can be held back by any deficiency of thisj

kvitamin in the diet or by inability to absorb it.__,
\ tosuch tonic effects, vitamin
eiTe

otrophic
eTTecTTandaTso^anant i - allergic effect which can be |
complementary to that of calcium.

Indications

Calci-Ostelin Bia Syrup is a valuable tonic, not only
for young and old. but also in convalescence, during
pregnancy or lactation, asthenic syndromes, some skin
diseases and among run-down conditions. As a readily
taken syrup with a pleasing flavour, it is an ideal
method of increasing calcium in the diet as may be
needed to prevent dental caries, or when resistance to
illness may become lowered by under-nutrition or
adverse seasonal conditions.

Composition
Calci-Ostelin B12 Syrup presents calcium in a very
fine suspension as the tribasic phosphate, so as to
assist assimilation.
One teaspoonful (3-5cc) contains:—
Vitamin B13 35 micrograms
Vitamin D 250 units
Calcium Phosphate (tribasic) 150mg

in banana flavoured syrup

Dosa
Infants: quarter to half teaspoonful
Children: half to two teaspoonfuls
Adults: two teaspoonfuls
Calci-Ostelin B13 Syrup can be taken with milk and
water, or direct from the spoon. These doses may be
taken twice or three times a day after meals, or as
directed by the physician.

Glaxo
Glaxo Laboratories Limited
Qreanford, Middlesex, England

Vitamin Bonanza
Almost every prescription
from a Yemeni doctor in-
cludes an expensive 'brand
name' calcium or multi-
vitamin preparation as a
general tonic. Two of the
most popular products in
this vitamin bonanza are
Wallace's Concavit Multi-
vitamin Syrup and Glaxo's
Calci-Ostelin B12 syrup (both
manufactured by British
companies). According to
the experts, in 99 cases out of
a 100 multivitamins are un-
necessary. It makes far more
sense to spend money on a
better diet than on expensive
vitamin syrups; and anyway,
non-brand name multivitamin
tablets, when really necessary,
can be bought far more
cheaply.

The usefulness of Calci-Ostelin
B12 is more dubious. It con-
tains vitamin D, calcium phos-
phate and vitamin B12. In
Yemen, as we know, women
and babies are at risk from
vitamin D deficiency which
stops them absorbing enough
calcium. Heavily veiled women
are prone to osteomalacia and
bundled-up babies can get
rickets from a lack of sun. But
preventive action could be
taken if people understood the
problem and 'generic' calcium
and vitamin D tablets can be
bought much more cheaply

AWhen doctors in Yemen read this
sort of leaflet, perhaps it is not
surprising that they have "very
different" ideas about medicine.
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than this syrup. In Britain, vitamin B12 is only used in cases of
pernicious anaemia and B12 deficiency. Pernicious anaemia is
extremely rare in Yemen. One doctor interviewed had never
seen a case. B12 deficiency only affects Vegans (strict vege-
tarians) and people unable to absorb the vitamin from food.
Yemenis are not Vegans and if the body cannot absorb B12,
swallowing it as a syrup will make no difference: the only
solution in these cases is to inject it.

The leaflet accompanying the product for the medical pro-
fession claims that B12 can "stimulate growth processes,
promoting physical vigour, alertness and general wellbeing"
and that the "tonic value" of B12 "has steadily become
established in recent years". But, the British National For-
mulary makes it clear that B12 should never be used as a general
tonic. Not surprisingly, Calci-Ostelin B12 syrup is not marketed
in Britain but only, as Glaxo puts it, "in certain overseas
countries where concepts of medicine and therapeutics held
by doctors, pharmacists and the public are very different from
our own".34 When doctors in Yemen read this sort of leaflet,
perhaps it is not surprising that they have "very different" ideas
about medicine.

Drug Promotion
The promotion of medicines in Yemen is on a fairly modest
scale compared with some Third World countries, notably
the Philippines, where doctors receive substantial gifts from
drug companies; in Yemen, each company has no more than
one or two salesmen representing it. One salesman attached to
Mohdar, the wholesalers and agents for most of the British
companies on the market (among them Glaxo, Wallace and
Burroughs-Wellcome), was disarmingly frank about his pro-
motional activities. During the mornings he works in the
administration of the Supreme Board of Drug Control. During
the afternoons he visits doctors to build up brand allegiance
for the products he is promoting. He has had some training as
a salesman but not as a pharmacist and was prepared to admit
he knew very little about medicines. He must inevitably be
giving biased information to doctors. Government pay is so
low that officials are forced to supplement their incomes in a
private capacity. It would be surprising to see any meaningful
control on drugs being implemented while officials depend on
commissions from drug sales.

Salesmen rarely mention the cost of drugs to doctors, and few
doctors have been trained to be cost-conscious. Similarly,
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conventional medical training gives little time to clinical phar-
macology (what drug to use and when) or to simple treatments
for infectious diseases like oral rehydration. These factors, with
the added pressures of long queues of patients all expecting
to be sent home with a medicine, all lead to overprescribing.
Apparently there may also be financial incentives in the form
of 10% commissions for salesmen on big prescriptions from the
drug stores, which encourage them to overprescribe. As several
Yemeni doctors explained, it takes a very brave man to stand
against the tide and refuse to prescribe unnecessarily. He may
lose his patients and with them his livelihood.

The drug store owners exaggerate the overprescribing habits of
doctors with the obvious incentive of increased turnover. They
also cater for the Yemeni injection mania by offering injections
on the premises. Untrained attendants give injections on demand
of calcium, vitamins, glucose and powerful painkillers.
An injection of calcium and vitamin D at 30 pence may seem
innocuous enough but the risks from backroom injections of
cross-infection and abscesses are high.

Restrictions are urgently needed on dangerous over-the-counter
sales and the Government is considering limiting drug stores to
selling only a small range of simple drugs. In the meantime,
drug companies are being complacent in actively promoting
their products where the likelihood of their being used safely
is very slim. Dangers are plain to see when tetracycline capsules
are sold in the markets alongside sweets and cigarettes and
people buy vials of procaine-penicillin for home injections.

Health education and a rationalised drug policy are needed to
put people before commercial interests. British companies
are not selling drugs in Yemen with known dangerous side-
effects . But they are promoting expensive and non-essential
products in poor countries with pressing health needs.

In Britain, there is growing concern over the millions of pounds
the National Health Service is said to be wasting on unnecessary
and expensive 'brand name' drugs. Are we not concerned that
these very drugs are being promoted to the poor who can
afford them least?
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6. Action
Recap
Many Yemenis die young and some commercial interests are
adding to the burden of ill-health by putting sales first and
people second. Bottle-fed babies are dying from malnutrition
and diarrhoea. For sick people in Yemen, the treatment can
be as dangerous as the disease, with medicines wrongly sold
and used.

Action in Yemen
Some controls have been introduced by the Yemeni Govern-
ment despite opposition but much more needs to be done.

Baby Milk
The Government is aware of the hazards. It did stop television
advertising temporarily and salesmen were banned from visiting
clinics in the mornings. The Government is organising some
small scale breast-feeding promotion through the health centres.
But the advertisements on television are back. These should
be banned, along with all forms of direct promotion. Salesmen
must be stopped from ever using the health service or private
doctors to promote bottle-feeding. The Government should
launch a television campaign to promote breast-feeding.

Medicines
The Yemeni Government has already introduced price controls
and their registration system has helped to stop the unneces-
sary proliferation of medicines on sale. (Only 1,483 medicines
were accepted in 1979 out of the 2,345 submitted for
registration.) The Government has also begun to distribute
some drug information leaflets to doctors. But these measures
alone will not stop money being wasted on overprescribing, nor
can they end the unnecessary expenditure of health service
funds on expensive 'brand name' medicines. Registration has
obviously failed to remove all the useless and potentially
hazardous drugs. Yemen needs an essential drugs list and
controls on over-the-counter sales to protect people's health.
The Government is aware of the conflicts created by commercial
pressures and should act on the slogan it includes in its reports,
"Treatment is a service not a commodity".35
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But the Yemeni Government is severely limited in introducing
controls because of the difficulty of enforcing them. It is also
hampered by strong sales pressure, both inside and outside the
country, from manufacturers in the rich world, some of them
in Britain. So, action must be taken in the rich countries to get
manufacturers to act responsibly.

Action in Britain
In poor countries like Yemen, where there are no proper
controls, where living conditions are appalling and a lack of
education puts people at a disadvantage, there is an even greater
onus on companies to act responsibly than in their home
markets. Companies over which we have influence as consumers
— British companies and European and American companies
with subsidiaries in Britain — must be made to take respon-
sibility for the safe use of their products. We can urge the
British Government and the manufacturers to act immediately
on the following recommendations:

Baby milk
1. The British Government should actively support

the WHO/UNICEF International Code of Marketing
of Breast Milk Substitutes to be voted on at the
May 1981 World Health Assembly in Geneva. The
Government should help to ensure that it is fully
enforced and monitored.

2. In compliance with this code, companies must
stop all advertising of artificial baby milk and
promotion through the health services.

3. Companies should remove misleading images of
chubby, healthy babies from tins of artificial milk.

4. The distribution of milk powder from the World
Food Programme and other agencies must be
redesigned or stopped because, at present, it under-
mines breast-feeding.

Medicines
1. No medicine considered unfit for people in Britain

should be promoted to the poor in the Third World.
The British Medicines Act should be amended
immediately to make the same safety and efficacy
standards that apply to the home market apply to
medicines for export.

2. The Government and the drug companies should
actively support the WHO Action Programme on

41



Essential Drugs and, as part of this, take a lead in
offering to supply poor countries with essential
drugs at lower prices.

3. The Government should press for an International
Code of Marketing Practice. This would aim to stop
salesmen giving biased and partial information to
doctors and putting pressure on public health service
doctors to prescribe unnecessary and overexpensive
'brand name' products.

4. Companies should do much more than provide the
absolute minimum of information on their products
demanded by national laws. They should try to
ensure that doctors and drug retailers understand
the correct use of their medicines and possible
dangerous side effects.

Inertia
Pages and pages of enlightened analysis of these problems and
proposed solutions have been written. Why has nothing been
done? Largely because governments and international agencies
are under strong pressure from commercial interests to do
nothing.

But you can play a crucial role. You can help to convince the
Government that British people are angry about babies dying
needlessly and that people's health is threatened by dangerous
and useless medicines.

Both WHO and the baby milk manufacturers are in no doubt
that the baby milk issue would never have been taken up
seriously without the active involvement of groups of ordinary
people. Dr Sterky (the Chief of the Maternal and Child Health
Section of WHO) has said:

"It is absolutely my view that the non-govermental
organisations have helped the health profession. There
is no way the issue would be where it is now without
them."36

The President of the International Council of Infant Food
Industries (ICIFI), the baby food manufacturers' association,
has said:

"Ihappily acknowledge that they (the pressure groups)
have influenced our decisions."31
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What Can We Do?
We can take action in a variety of ways — most effectively as
a group but also as individuals. If many people do a little, much
can be achieved. We will not all want to give the same commit-
ment, so here are three possible areas of involvement:

1. Write to your MP and your Euro MP to say that you
are concerned about the marketing of baby milk
and medicines in poor countries. If you have voted
for him or her in the past, then say so. Ask for their
views on the problems and recommendations
suggested in this booklet. Better still, go in person
to see them. You do not need.to be an expert to
express your concern. Write to the companies as
well. There is no need to go into the complexities
of the issues. Just say you are worried or angry
about unethical promotion.

2. Give a talk to any society, union or club of which
you are a member. A good way to get the issues
over is to use the OXFAM Great Health Robbery
film, available with leaflets for the audience. On the
baby milk issue there are two other films; details
of these are given on page 50. Write to OXFAM's
Campaigns Department for a Baby Foods Campaign
Pack and to OXFAM's Publications Department
for the forthcoming report on medicines in the
Third World (available in June 1981). Make contact
with local health workers and enlist their support.
Organise a petition locally and arrange a deputation
to see your local MP and Euro MP.

3. Organise a baby food and/or medicines action
group. Arrange meetings. Write a letter to local/
national newspapers. If possible, try to get an article
printed. Use phone-in programmes to publicise the
issues. Make posters. Organise action locally and
nationally with other groups. Contact the Campaigns
Department at OXFAM for publicity material and
up-to-date information on the issue/s.

Action we take can potentially do a great deal to help people
in the Third World. We can act now to protect 10 million
babies from needless suffering and possible death. Millions
more poor people stand to benefit if our society puts their
health before our profit.
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Appendix
Useful Addresses

Government
Patrick Jenkin, MP, Minister of State, Department of Health

and Social Security, Alexander Fleming House, London
SE1 6BY.

Neil Marten, MP, Minister for Overseas Development, Overseas
Development Administration, Eland House, Stag Place,
London SW1E 5DH.

Campaigners
CIIR, 1 Cambridge Terrace, London NW1 4JL.
OXFAM Campaigns Department, OXFAM, 274 Banbury Road,

Oxford 0X2 7DZ.
War on Want, 467 Caledonian Road, London N7 9BE.
Baby Milk Action Coalition (BMAC), c/o Sadru Kheraj, Trinity

College, Cambridge CB2.

Baby Milk Manufacturers
Bristol Myers (Mead Johnson) (UK), Station Road, Langley,

Slough SL3 6EZ.
Glaxo, Clarges House, 6—12 Clarges Street, London W1Y 8DH

or Farley Health Products, Tarr Lane, Plymouth, Devon,
or Farley Health Products, 8 Galley Mead Road, Colnbrook,
Bucks.

Nestle (UK), St. Georges' House, Croydon, Surrey CR9 1NR.
Unigate (Cow and Gate), International Division, Trowbridge,

Wiltshire BA14 8HS.
Wyeth (UK), Huntercombe Lane South, Taplow, Maidenhead,

Berkshire SL16 OPH.

Medicines Manufacturers
Beechams Pharmaceuticals, Beecham House, Brentford,

Middlesex TW8 9BD.
The Boots Company Ltd, Thane Road, Nottingham NG2 3AA.
Geigy Pharmaceuticals, Horsham, West Sussex RH12 4AB.
Fisons Ltd (Pharmaceuticals Division), 12 Derby Road,

Loughborough, Leics.
Glaxo Laboratories Ltd, 891—995 Greenford Road, Greenford,

Middlesex UB6 OHE.
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Hoechst UK Ltd, Pharmaceutical Division, Hoechst House,
Salisbury Road, Hounslow, Middlesex TW4 6JH.

ICI Ltd, Pharmaceuticals Division, Alderley Park, Macclesfield,
Cheshire SK10 4TF.

Nicholas Laboratories Ltd, P.O. Box 17, 225 Bath Road,
Slough, Berkshire SL1 4AU.

Roche Products Ltd, P.O. Box 8, Welwyn Garden City, Herts
AL7 3AY.

Wallace Manufacturing Chemists Ltd, la Frognal, London
NW3 6AN.

Burroughs-Wellcome, Wellcome Medical Division, The Wellcome
Foundation Ltd, Crewe Hall, Crewe, Cheshire CW1 1UB.

Oxfam Regional Offices
ABERDEEN 14a Queen's Road. Tel. 0224 573374
ST. ALBANS 161 Hatfield Road. Tel. 0727 66520
BARNSLEY 18 New Street, S70 ISA. Tel. 0226 89587
BELFAST 164 Ormeau Road, BT7 2ED. Tel. 0232 30220
BLACKBURN 14 Preston New Road, BB2 1AW.

Tel. 0254 661297
BRISTOL 62 Cotham Hill, BS6 5JX. Tel. 0272 34335
CAMBRIDGE 110 Regent Street, CB2 1DP. Tel. 0223 358758
CARDIFF 33 Whitchurch Road, CF4 3JN. Tel. 0222 20030
CHESTER 47 City Road, CHI 3AE. Tel. 0244 45543
CUMBRIA First Floor, Cumberland House, Scotch St,

Whitehaven CA28 7NG. Tel 0946 61059
DARLINGTON 94 Bondgate, Darlington, Co. Durham.

Tel. 0325 59849
EDINBURGH 5 Union Street, EH1 3LT. Tel. 031 556 2148/9
EXETER 121 Fore Street, EX4 3JQ. Tel. 0392 55007
GLASGOW 1 Lynedoch Place, G3 6AB. Tel. 041 332 6566
GUILDFORD 23 Woodbridge Hill, GU2 6AA. Tel. 0483 76451
HOVE 31 Western Road, BN3 1AF. Tel. 0273 777338
ILKESTON 138/140 Bath Street. DE7 8FF. Tel. 0602 328123
LEAMINGTON SPA 30/32A Bath Street. Tel. 0926 26476
LINCOLN 15 St. Mary's Street, LN5 7EQ. Tel. Lincoln 39392
LIVERPOOL 162 Aigburth Road, L17 7BR. Tel. 051 728 7257
LLANELLI 48 Stepney Street, Dyfed SA15 3TR.

Tel. 05542 59898
LONDON 4 Replingham Road, Southfields, SW18.

Tel. 01 874 9324/7335
LONDON 333 Upper Richmond Road West, SW14 8QR.

Tel. 01 876 3599/3399
LUTON l l a King Street, LU1 2DW. Tel. 0582 37285/36713
MALDON 183 High Street, CM9 7BS. Tel. 0621 55837
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