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Doctor after the ceasefire

PAUL D CLARKE

On 2 January 1980 life seemed good; I had been appointed
consultant physiciantothe Royal Naval Hospitalat Gosport. After
four years of higher professional training the RCP had
approved my accreditation, and as a 35-year-old bachelor I was
looking forward to the challenge. I had just finished lecturing
to the Southampton MRCP course on tropical medicine, a
biannual six-hour marathon I enjoyed as we tried to sort out
nematode from trematode and bring some sense to- malarial
resistance and prophylaxis. In a couple of days I was off- to
Cyprus to seea dilapidated goat house that Ihad bought andthere
were plenty of wisecracks in the mness as I explained my plans
for its conversion to a holiday home. I stayed longer than usual
because the company was particularly convivial. This was a lucky
chance because the news broke that a tri-Service medical team
was to go to Rhodesia for the ceasefire. The reactions were
predictable. The old and bold, certain not to go, were free with
their advice as to which youngsters should be sent. None could
be spared in their own specialties, of course. Several young
"marrieds" scooted for the door as they contemplated their
wives' reaction. But others of us were hooked. With a rising surge
of anticipation I offered to delay the start of my coveted new
appointment and the deal was done.
On the day I had expected to be in Cyprus the Royal Naval

element ofthe team, four medical officers and five medical ratings,
had been confirmed. We decided to take the new emergency
unit designed for MOs at sea as well as the old field service
valise, though its contents needed careful reappraisal. A fine
balance had to be struck as we were going to retain a military
and civilian capability. Suddenly it was 1800 and the transport
was waiting. There was a sense of excitement at that moment
knowing that the complexities of the everyday life we build
around us would soon be gone. We were just disappearing for a
while-on active service. The next day the two halves of our
team met in Gloucestershire for the air mounting operation.
Then to Brize Norton to board a VC10 and in less than 30 hours
we were in Rhodesia.

Salisbury was a hive of activity. Briefings at the headquarters
of Operation Agila, in a disused high school, brought us up to
date. Things were going better than anyone had dared to hope
and the pressure was on to keep up the initial impetus of the
ceasefire. The atmosphere was electric as reports of success
in the initial phases came back from the bush. The leader board,
reminiscent of the election reports on television, was a source of
constant comment as the numbers of guerrillas reporting to
camps swelled. There were 14 assembly points for the Patriotic
Front guerrillas scattered throughout the country. The navy
took the largest share of the medical responsibility looking after
six camps. Camp Foxtrot was to be my destination. Foxtrot lay
in the Sabe Tribal Trust Lands, five hours by road from Umtali
on the Mozambique border with the nearest town of any size
30 km away. Access was either by helicopter or over rough
tracks. The area had been selected for its isolated position and
had originally been planned to hold 2000 guerrillas. But 6000
had streamed into this scrub wasteland of 12 sq km during the
first few hectic days. All were heavily armed and deeply suspi-
cious. They were met with disarming friendliness yet firmness by
the officers and senior NCOs of some of our finest British regi-
ments. In Foxtrot the Irish and Coldstream Guards, Royal
Green Jackets, and a Kenyan detachment formed the Common-
wealth Monitoring Group. In helplessly small numbers they
had gone out into the bush to prearranged reception points to
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A proud day for the team at the opening of the civilian clinic.

lead in the PF to the camps. It needed a great deal of courage and
that courage helped halt in its tracks a bitter and savagely
destructive seven-year civil war.

Foxtrot's logistics problems were immense. No habitable
buildings remained of the long-abandoned mission that was to
be our home for the next eight weeks. There was no reliable
water source within 20 km and no sanitation. The surrounding
area had been devoid of all medical services or facilities of any
kind for five years and the nearest hospital was 50 km away.
How do you build a small town in the wilderness in a few days ?
Airdrop after airdrop, helicopter upon helicopter started the
massive operation delivering my own urgently needed medical
stores, building materials, and food. Convoys of trucks began to
trickle then flood along the previously impassable landmined
roads bringing everything from water tanks and tents to blankets
and cigarettes, for no one was under any illusion that if we failed
to provide material aid to the PF they might disappear as quickly
as they had come.
The Army Manual of Health became my bible. With it, I was

able to discourse authoritatively on the siting of deep-trench
latrines and the niceties and necessities of grease traps. I learnt
that the housefly cannot breed in a hole 20 feet deep and when
too late I found their maggots in refuse or shallow latrines I
could predict the day on which they would fly and so make maxi-
mum use of a pit before flaming and filling it. I discovered that
the PF were liable to think that you'd poisoned the water if you
forgot to detaste it after superchlorination. This was essential
as we drew all water for drinking and washing from a dam
20 km away but it could be conveniently carried out in the water
bowsers that we used to transport 9000 gallons of water daily.
I would like to extend my grateful thanks to the manual's wise
though anonymous authors.
My day started with a unique early morning alarm call. The

windowless shack that I shared with the others of my team
backed directly on to the main track to the PF parade ground.
At 0400 the distant tramp of double marching would faintly
break through the still air. Louder and louder it became, and the
eerie grunt every fifth pace swelled to a fearsome pitch as nearly
2000 men passed a few yards away from my pitifully unprotected
camp bed. A blood-curdling yell often followed this crescendo of
noise, and we waited for the explosion of a grenade recklessly
thrown in the mounting excitement. It never happened, but I
knew how the old pioneers in this wild country must have felt
when they were faced with: marauding natives from the south.
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We would be up and about by 0630 and the camp busied itself
with washing, showering, and breakfasting. Perhaps some of the
massive lorries with supplies would need unloading for the dis-
tribution of stores to the eager PF to begin. I and the medical
team made for the hospital tent where Comrade Tendereye or
Xray, for such were their revolutionary or Chimerenga names,
would be waiting. As we threaded our way through the camp beds
they would translate the patients' problems into a mixture of
medical and lay terms that often left us exasperated. They wanted
us to be interested and impressed whether the patient happened
to have the complaint or not.
We saw a great variety of disease. The PF were generally fit

but the local population was not and flocked to the clinics with
every malady. Malaria-60 cases on one memorable day-was
commonplace but responded without fail to chloroquine. Most
cases presented' with fever, headache, and non-specific abdomi-
nal pain, the last being a most constant feature, but coma,
severe shock, and intestinal presentations were not uncommon.
Schistosomiasis was the rule rather than the exception and "Old
Bill" was present in most fresh water. I only treated sympto-
matic cases on the grounds that with my limited resources I
could hope to make little impression on this endemic disease.
We had no true epidemics of dysentery that I would like to
think were prevented by good hygiene practice. I had no facili-
ties other than my field microscope to help sort out the dysen-
teries, but bloody diarrhoea was probably evenly split between
amoebic and bacillary in origin judging by response to metroni-
dazole which I used quite freely. We saw no cholera, fortunately,
though I had the salt and sugar powders and a stack of IV fluids.

Scabies was the commonest skin disease and secondary
infection produced untold misery. We set up a special tented
area for washing and painting infected mothers and children and
the response to treatment was remarkable-we virtually elimin-
ated the infestation from our immediate area during our stay
and in so doing treated nearly 2000 patients. Though venereal
diseases were not seen among the PF, who maintained the highest
standards of morality throughout our stay, they were common
among the local populace. There were several cases of syphilis
but in the youngsters between 1 and 14 I saw many suspicious
lesions that cleared with penicillin, and I suspect yaws is more
common than is realised in rural Rhodesia. I had never seen a
case of congenital syphilis with classical osteitis before and the
range of inguinal lymphadenopathies-and buboes was complete.
Other infections were tuberculosis, osteomyelitis, meningitis,
the enteric fevers, and anthrax, though I did not see a case of
this myself. Bites and stings were a major scourge whether
from snakes, scorpions, or spiders, but I hope I never again have
to see the agony following a crocodile bite. As a doctor I derived
great pleasure from extracting a bullet from a young man's back,
and attending a delivery late at night in a smoky hut in an isolated
kraal was an unforgettable experience. I even managed to per-
suade the BBC to film me extracting a tooth, though I've yet to
see it.

Icky enough to escape from a crocodile.
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The child on the left with hydrocephalus had been kept hidden by his mother
since birth. It ruptured spontaneously but he lived for a further week. The
second picture shows generalised lymphadenopathy, eventually proved to be
due to lymphoma.

There were some tense moments such as my first ward round
of the PF sick and wounded in the large hospital tent. The AK47
machine gun at my back reminded me that I was making some
vital decisions, not only for the patients but also myself. There
was the evening of the PF ambush on the Rhodesian Security
Forces who had encroached the no-man's land around the camp.
I had never been so close to aggressive mortar fire before or seen
machine gun tracer bullets scythe the night sky. It was then that
the' cool professionalism of Major Tim Purdon was called on to
defuse things tactfully with an authority that was typical of the
army's handling of the whole ceasefire.
These skills, and the vital need for good communications, were

daily required to keep tempers cool when one side or the other
played offside-common in the early days as each vied for an
advantage. The holding of preconceived ideas as a result of my
general reading-- before going to Rhodesia made assessment
difficult in the early days. Much of the world's press was filing
stories from the protected and heavily biased environment of the
big hotels in Salisbury. It was mainly exposed to Government-
controlled information services with few correspondents making
the uncomfortable journey to the camps for anything more than
a fleeting visit. The result was that many people, including some
white Rhodesians, were unaware of the strength and depth of
feeling among the guerrilla forces and they were never exposed
to their philosophies. There was a failure to appreciate that their
leaders had never spoken for reprisals and repression in any
malignant sense and the result was fear and mistrust.

In the end I was there to see the election, proud to see the
patient queues of unharassed people expressing their opinion
on the government of their country. Not many of us were sur-
prised by the result nor unmindful of the importance itmusthold
for Zimbabwe, other African states, and perhaps democracy as a
whole. But it is certain now that the war is over and I'd like to
think our friendship has helped to create trust again. Alan Mills
said in his Personal View from Bulawayo before the settlement
(15 March, p 788) that he thanked God for caring friends. I'd
like to think the British people did care about their friends both
black and white. Best of luck Zimbabwe.

I would like to thank the Department of Clinical Photography,
RN Hospital Haslar, for preparing the photographs.
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