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As I review my time at Tandala Hospital in the Democratic Republic of the Congo, I am still struggling to put into coherent focus my thoughts on the evolving partnership between the African church and American donors.  

Much has been said over the past twenty years or so, about the need to transition from the old colonial, paternalistic attitude of development, to a more sustainable paradigm.  This was a necessary transition, and it’s by no means complete.  I observed numerous interactions between former missionaries and older and middle-aged Africans, where the old perception of the missionaries as a conduit for goods and funds is very much alive.  Several old-timers even expressed a desire for long-term residential missionaries to return.  At least one of my missionary friends related that a Congolese pastor (who is older than the missionary) had told him “You will always be the father and we will always be your children.”  Former missionaries, too, still struggle with an instinct to try and control the outcome of things they started many years ago.  I imagine that some of these old attitudes will likely remain, despite everyone’s best efforts, until the generation that lived this paradigm has died.

The reaction to the old colonial approach came from both sides.  Many in the developing world reacted strongly to being treated as colonial subjects, and of course actual colonial rule ended throughout much of Africa in the 1960s.  The paternalistic patterns in missions and development died more slowly, and their demise, though certain, is by no means complete.  When I was in Tanzania in the mid-1980s, I still saw plenty of places where American and European expatriates still set most, if not all of the agenda, and yet at the same time there was a great deal of discussion about turning existing programs over to local control, and ensuring that new programs were simpler and less dependent on outside resources.  This trend has certainly continued, both due to deliberate choices and, in some cases, to expatriates having to flee political instability.

However there was perhaps an overreaction in the new quest for sustainability.  During my graduate studies in the late 1980s one could argue (as I myself did) that the definition of an ideal development project would be one that would, after a brief period, be entirely sustained by the locals with no outside resources whatsoever.  This ideal resulted in many creative efforts that have achieved remarkable success, including a variety of microfinance and income generation projects.  But I know I was guilty (and I doubt I’m alone) of essentially writing off large, capital-intensive projects such as hospitals, as wholly inappropriate uses of development resources.

An extreme form of this swing is perhaps illustrated in the number of health projects that were designed to depend on volunteer health workers.  I participated in the evaluation of two such projects in Eastern and Southern Africa in 1988, and I distinctly recall lamenting my observation that community health centers functioned best when the community health workers were paid, and tended, at least in those two projects, to fall apart if the funding stream stopped.  I’m not sure why I felt that people in developing countries should do for free what we pay them to do in our own nation, but I know I was not alone.  In retrospect I think it was more a matter that WE should not pay them to do these things.

My visit to Tandala has been helpful in casting these thoughts in a new light.  There is a great deal of health gain still to be achieved in basic sanitation, water supply development, and basic maternal/child health care.  To abandon such outreaches in favor of massive curative-care institutions would be criminal.  But though it should be obvious without saying it, a strictly community-health focus ignores the fact that people in the developing world still get sick or injured and need higher-level care, just as in the developed world.  This level of care requires drugs, supplies, personnel, and facilities.

One of my most gratifying experiences at Tandala was in getting to know and work with some of their medical personnel.  I worked with several young physicians—all trained in Kinshasa—who have excellent technical expertise, amazing drive and creativity, and a genuine desire to work in the rural hospital where I met them.  I had the chance to provide them with some training materials in epidemiology and disease surveillance, and to introduce them to the CDC-designed “Epi Info” software for statistics and reporting.  I was gratified to see the speed and competence with which these young men took the tools I handed them and applied them to their current health data.

I was also struck that these were men who, trained in the capital city and with significant connections throughout the country, could have gotten better-paying jobs elsewhere in Congo.  Two of the three with whom I worked most closely aren’t even from Tandala—they’re from other regions of Congo and were recruited by their medical school classmate.  They are working at Tandala because they have chosen to do so for a variety of higher reasons.  They live comfortably on their U.S. mission-supplied salaries, but they would undoubtedly have other opportunities were they to seek them.

However, even the (by U.S. standards) meager salary of $350 per month is beyond the reach of the Tandala hospital from its own revenue.  My understanding of the current funding position of the hospital is that, with U.S.-donated salaries for the physicians, U.S.-funded pharmaceuticals, and U.S.-donated supplies like bandages and surgical suture, the hospital is able to pay the remaining staff salaries (nurses, aides, pharmacy/lab techs, health center staff, etc.) from local revenue.  Given that the Ubangi region in general is hundreds of miles from paved roads, advanced infrastructure, urban markets, or production centers, it seems unlikely that the region will be economically able to sustain a greater portion of the hospital’s needs for a considerable time into the future.  It’s simply too poor.

Which brings me back to the sustainability question.  Given that the northern Congolese cannot reasonably be expected to support a hospital and its community health centers on their own, and that substantial support from the national government is unlikely, we are left with only two possibilities—either the Ubangi region shouldn’t have this level of health care, or somebody else has to support it.  I believe only one of these choices is ethically defensible.

I freely acknowledge the fact that I’m talking about a single hospital, established years ago by a mission in a single area.  There are, as we all know, many other areas that need health care as much or more, but have not had the luxury (if we may call it that) of any outside agency offering them the service.  But part of the reason, I suspect, that we as Christian or secular development workers have not built more ambitious health programs, hospitals, etc. in recent years has been our squeamishness for building programs that will foster dependence upon “our” resources for the long term.  

While I do not advocate a return to the bad old days of paternalistic “White Father” missions, I submit that we have to get over our revulsion to long-term resource commitments, and face the fact that we as the wealthy and privileged of the world have an obligation to offer support to the poor for the simple reason that we have the resources and they don’t.  We must continue to face the tension of empowering the local leadership even while demanding accountability for the use of resources we provide, but I would suggest that truly gifted and visionary leaders exist, or can be called out, from among the local people we serve—and these leaders are in many respects the key to balancing accountability and empowerment.

It will require a combination of funding streams, to be sure—grants, government aid, foundations, religious and secular philanthropy will all be needed.  But the gatekeepers  (and the donors and taxpayers) for all these sources need to recognize that, until the world’s resources are distributed more equitably, basic needs such as health care will require some degree of long-term support flowing from wealthy to poor.  Perhaps, in the final analysis, nothing is truly sustainable on a narrower stage than the entire world.  It’s a concept to ponder.

