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Situated at the Kenyan coast, not far from Kilifi town is the site of the Kenya Medical Research Institute (KEMRI). KEMRI was hosting the conference ‘publics of public health convened by the Martin Okonji Medical Humanities Research Group: Anthropologies of African Biosciences (London School of Hygiene and Tropical Medicine). We were around fifty participants gathered from all corners of the African continent, as well as Europe and the US, to debate what the ‘publicness’ and ‘the public’ means in relation to health-seeking, health policy and intervention, and health research in Africa. Some of the participants are anthropologists, some are historians, and some scholars of science and technology studies or bioethics; many of the participants are also practitioners, involved in day-to-day health research and the many engagements it entails. The discussions occurred were rich and diverse investigating the social dimensions of public health.
The overall theme of the conference was sub-divided in to different themes: 

· History, The changing publics of public health

· Global shifts, Local transformations

· HIV Publics

· Knowledge and capacity

· Health research and public health

· Collaboration and partnership

· ‘Community’ and communities

· Student presentations and poster exhibition

Out of the many interesting presentations from the conference I want to accentuate some of the points. 

On Monday the 7th Dec one of the keynote speakers, anthropologist Wenzel Geissler of LSHTM suggested in his opening presentation that ‘something has changed’ from the period just before and after independence in many African settings. In colonial time public health and science seemed to be more firmly and clearly associated with nation states and the publics they were meant to serve. However, chronologies can always be questioned and several of the presentations during the conference revealed disruptions and variations around this image. What is then shaping ‘the public’ now when it is not the nation state any more? 

A number of papers were concerned about the rise of neoliberal, marketised and privatised forms of health provision – constructing publics as more individualised – often seen as consumers, and the rise of focused research and policy on particular diseases, with vertical approaches, funding flows and notions of a certain kind of publics that emerge accordingly. Anthropologist Melissa Leach analysed the current policy narratives within public health and suggested that four different publics co-exist and that these four publics are "each associated with different visions of what kinds of health priorities matter and to whom, and with different sets of political interests, resource flows and governance aims" (Leach). The four publics, as defined by Leach, are 'primary care publics', 'predicament publics', 'experimental publics' and 'pandemic publics'. The 'primary care public' is entitled to get accessible, affordable healthcare and the 'primary care public' is often portrayed as citizens (with rights and duties). It is a public who is accessible and orderly served by primary health care services. 'Predicament publics' are the publics served by vertical, disease-focused health initiatives and their predicament defines the public ('under fives', 'vulnerable women', 'people living with HIV/AIDS' etc). The third kind of public is the public that engage in medical research, e.g. clinical trials. At the same time of being potential 'study population' the experimental public is also potential suppliers of employees - but often in a peculiar temporal quality. 'Pandemic publics' are global publics in a world of mobile people and microbes. Pandemic publics are sometimes defined on the basis of where they origin (notions of otherness, blame and accusation). These four categories and the narratives related to them can be a help to analyse the changing publics of public health and gives opportunity to contextualise such accounts (where is the public, what does the public know and what should the public do?) in our attempt to reframe public health concerns differently. 

Professor Kevin Marsch (MD) drew our attention to some of the successes in public health in Africa during the years and pointed at malaria control as one of them and argued that child mortality is an index of the priorities given to health. In Kilifi, malaria admissions has fallen dramatically and childhood mortality has gone down by 50%. The same pattern is seen in Kenya in general. Over some years use of bed nets has gone up and ACT (Artemisinin-based combination therapy) is now widely available. But - as Marsh argued - the transition began before the increase in these initiatives and other investments in fighting malaria pointing at some kind of epidemiological transition in Kenya. We don’t know why this transition has taken place - it could be biological or social factors? Marsh posed the questions whether changes in health seeking behaviours and the use of the mobile phone could have influenced the transition as well? 


Anthropologist Ruth Prince was in her presentation looking at the relations between public health interventions (based on empirical studies in a HIV programme in Western Kenya) the economies of health, local economies of survival and social identities. Lotte Meinert talked about therapeutic clientship and projectification of ART in Uganda analysing what she called 'the publics of relations/connections and what kind of inequity it causes. Political Scientist Martha Chinuya talked about the health politics in UK targeting the black African publics in British public health. Ferdinand Okwaro presented his empirical studies about ritual healing that goes hand in hand with public health interventions in Kenya pointing at the unruly public who is seeking other technologies of healing. Morenike Ulepong from Zambia talked about the clinical trial industry and questioned whether participation in research should be seen as labour and paid with a salary making up with the idea that public health is a good the poor benefits from and therefore shall assist more in the research. 


That would carry it too far to retell all the contributions and debates. Most of the contributions were exploring what one could see as the interplay of narratives and pathways of public health and the inequalities, tension and friction that follow. When inequalities are at stake, politics of publicity and secrecy shapes what is revealed, but participants, fieldworkers and researchers are active in articulating the narratives about what matters for health and well being. By focusing in on what 'publics' are coming to mean, and on how they are being represented, some elements of alternative narratives came up during the final discussions. There seems to be a need for refocusing on "attention and investment on government-involved, primary health systems, envisaging ‘health’ in terms of basic care, and of broader social and economic well-being of populations as a whole". However, this would require new forms of research and engagement. 

I am grateful that the funding from ENRECA Health - Danish research network for international health - made it possible for me to participate in this important debate on health research in Africa and gave me the opportunity to discuss my PhD-project with both regional and national research fellows. 

A selection of the papers from the conference will soon be available at the 'Anthropologies of African bio sciences research groups' website.

Links:

The Martin Okonji Medical Humanities Research Group: Anthropologies of African Biosciences: http://aab.lshtm.ac.uk/?q=node/42 

KEMRI Welcome Trust Research Programme:

http://www.kemri-wellcome.org/ 
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