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ABSTRACT
This thesis deals with the parts played by the Colonial
Office and colonial governments in providing medical and health
services in British West Africa. The themes addressed are: the
provision of medical and health services; the organization of
Colonial medical research; and the recruitment of medical

officers.

The inter—-war period saw the development of a number of
medical institutions established in government centres by the
various colonial administrations. The provision of health care
facilities in the rural areas was the responsibility of local
authorities. During world war two, the Colonial Advisory Medical
Committee produced for the first time a statement of policy on
medicine and health for the Colonial Empire. This emphasised
not only the provision of curative facilities but also the

provision of preventive health care services.

Apart from the provision of medical and health facilities,
efforts were also made to stimulate interest in medical research.
Medical research in British West Africa before WWII was carried
out as part of the routine duties of Cslonial Medical
Departments. However, the Colonial Medical Research Committee,

set up in 1945 by the Colonial Office, was to exert considerable

influence on research policy in the region. The committee, which
was dominated by the Medical Research Council favoured
fundamental research. Hovever, fundamental research was

considered not relevant to the immediate needs of colonial




peoples. Instead, there was established a medical research
organization, with emphasis on applied research and the
investigation of the most prevalent diseases 1in West Africa.
Mecanwhile, between the wars, the Colonial Office tackled
the problem of recruiting medical officers by creating the post
of Chief Medical Adviser and by the amalgamation of the colonial
medical services (CMS). Upto the outbreak of the war, however,

the Office was still unable to meet the personnel requirements

for the CMS. This problem was further aggravated with the
creation in 1948, of the Natiomal Health Service. The end of
¥WII also saw an increase in international cooperation. United

Nations specialised agencies such as the World Health
Organization began to take an active interest in the health

piroblems of African peoples.
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PREFACE

The opportunity to undertake postgraduate research in
African history presented itself in 1983 when I joined my
husband, who was then undergoing his Fellowship training in
surgery, in Britain. As a result, information for the
thesis is based primarily on materials from British
Archives. However, in October 1985, I undertook a brief

visit to the Nigerian National Archives, Ibadan.

The idea of doing a thesis on health and medicine in
Africa was comnceived in October 1983, during a discussion
with Profeszzf Gray, Head of the History Department, School
of Oriental African Studies. On reading a few of the
available literature I discovered that there was still scope
for research on various aspects of the subject. The study
of health and medicine in Africa is a relatively new field
of historical scholarship and consequently much of the
literature has tended to concentrate on the outbreak of
epidemic diseases and the epidemiology of endemic diseases.
One approach to this kind of study had been to examine the
relationship between changing human environments and the
spread of diseases. There have also been lo;alised studies
of medical services. Ralph Schram's work on Nigeria is
descriptive rather than analytical and makes no attempt to
evaluate the social impact of medical services though it
provides useful material on the medical role of missions.
Ann Beck’s study of East Africa pays more attention to the
role of governments, but makes little reference to

metropolitan initiatives. The only study to focus on these

xi




is Gale's thesis on official health policy in British West

4 This considers the problems of the colonial

Africa.
medical service in the region, its recruitment policies,
particularly as they affected European and African medical
officers and its impact on African society. However, the
study ends in 1930 and relies very heavily on secondary
sources. Only recently, a new volume on health and disease,
edited by David Arnold, was published. In this wvolume the
contributors see medicine and disease as describing a
relationship of power and authority, between rulers and

ruled: the ultimate aim being an appraisal of the mnature

and consequently of imperialism itself.5

The present study sets out to examine the development of
medical and health services in British West Africa between
1920 and the advent of independence. It focuses on Colonial
Office initiatives, the role of colonial governments and
that of the West African Medical Service. Three main themes
are examined first, the shift of emphasis from a colonial
medical policy geared almost entirely to the treatment of
expatriates to one which began to take an interest in the
health problems of the indigenous population and its
accompanying problems. Second, colonial medical research;
and third the problem of recruitment for +the colonial
medical service. The study also examines how changes in the
international scene (largely the results of world war II)
affected medical and health problems in Africa: attention
is paid to the roléfinter—colonial collaboration and the

activities of WHO and FAO.
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Before WWI the provision of medical and health services
in the colonial empire was directed exclusively towards
expatriates. Initially, official policy in British West
Africa had been to maintain the health of Europeans. To

this end, the fight had been directed against specific

diseases. The best-known and most lethal of these at the
time was malaria. For malaria, quinine was prescribed as
both a curative and preventive measure. Efforts were also

directed at eliminating the breeding places of the anopheles
mosquilo. Mosl of the west coast of Africa had already been
categorised as an endemic malaria zZone. With these
measures, however, it was hoped that eventually the spread
of 1he discase could be checked, particularly its spread to

the European residential areas.

The medical and health policy focused on Europeans
changed drastically in the 1920s. A series of epidemics
alerted colonial authoriiies to the health problems of the
pecple they governed. Their outbreaks were largely a result
of improved communications and overcrowding in towns. To

ameliorate the situation, a number of sanitary reforms were

instituted, e.g. the provision of pipeborne water (mostly
in capital towns), town planning, swamp reclamation and
building of drains. Meanwhile, these epidemics had also

prompled colonial govermnments teoe c¢create networks of

Jdispensaries, mostly in rural areas and staffed by Africans.

In spite of these developments, what was achieved in ihe
19205 was very limited. Colonial governmenis at the time

were primarily concerned wilh ihe prohibition of abuses such
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as alcoholism and slavery and the implementation of
transport schemes which it was hoped would enhance economic

6 Most officials, however, assumed that

development.
colonial rule would last a long time and the immediate
problem was to develop the economic potential of the
colonies while the social welfare of the people was looked

upon as a complex and long-term matter.7

The world ecomnomic slump in and after 1929 had severe
repercussions on the colonial territories. The steep fall
in commodity prices resulted in losses of revenue by the
colonial governments with the result that there were severe
cuts not only in administrative services but also in the
limited social services which had been built up in the
1920s. However, these did receive some support from the
modest funds made available under the Colonial Development
Act of 1929. Such support was promoted by the Colonial
Development and Public Health Committee {(CDPHC) which in
1930 remarked:

If the productivity of the African Territories is to be

fully developed and with it the potential capacity of

these territories to absorb manufactured goods from the

U.K., it is essential that the standard of life of the

native should be raised and to this end the erad&cation

of disease is one of the most important measures.

This increasing interest in the welfare of the colonial
reoples by the (olonial Qffice could be seen as a reflection
of the current climate of opinion in Britain, where the

relationship between the welfare of the worker and his

economic output was being increasingly recognised.
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The development and expansion of medical and health
services called for large increases in the numbers of
medical and subordinate staffs. Throughout the colonial
period, one of the greatest problems that faced the colonial
office was the problem of obtaining adequate numbers of
qualified medical officers and nurses for the colonial
medical services. The difficulties experienced in
recruiting such people made it necessary to train and employ
more Africans. The need to employ more Africans became even
more acute after World War two as a result of constitutional
advances in some colonial territories and the establishment
in Britain of the National Health Service, which provided
for the first time pensionable appointments for medical

officers and nurses.

Meanwhile, efforts were also being directed to promote
medical research in the colonies. The central institutions
for colonial medical research were the London and Liverpool
Schools of Tropical Medicine. These were established
towards the end of the 19th century in order to provide
specialist training and research. Some medical research
institutions were established by colonial governments, but
these were primarily engaged in routine pathological work.
As a result of financial constraints little or no original
research was conducted in British West Africa. However, the
Colonial Development Act of 1940 for the first time

authorised funds for research in the colonies.

Another feature of the post WWII period was that the

specialised agencies of the United Nations began to take
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particular interest in the health problems of colonial
reoples. The activities of the WHO and the FAO are

particularly relevant to health problems in Africa.

Two stages may be discerned from this review: the pre-
WWII and post WWII periods. The pre-WWII period deals with
the complacent years: years when policy was ad hoc and based
on expediency. By the close of the inter-~war period, the
Colonial Office had become acutely aware of the need to
rationalise its policy in the colonial empire. Hence the

passing of the Colonial Development and Welfare Act of 1940.

Published and unpublished official documents and
correspondence located in Britain constitute the major
sources for this study. The unpublished materials include
original correspondence between the Colonial Office and
colonial governments, sessional papers and confidential
prints. The official publications include parliementary
publications, Colonial Office lists, Colonial reports and
annual medical reports. Literature on the subject was also
provided by colonial officers, who in one way or the other
were involved in the colonial medical services and have left
personal accounts of their experiences. Such reminiscences
have recently been compiled end edited by E. E. Sabben-Clare

9 Personal papers in Rhodes House, Oxford have

and others.
been used. The London School of Hygiene and Tropical
Medicine has massive collections of Colonial Medical and

10 and reports of the Health Division of

Sanitary Reports
the lLeague of Nations, the World Health Organization and the

fFood and Agricultural Organization.
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MAP 1
MAP OF WEST AFRICA SHOWING AREA OF STUDY (1935)
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CHAPTER ONE

THE PROVISION OF MEDICAL AND HEALTH SERVICES

BETWEEN THE WARS

In British West Africa the 1820s saw a gradual movement
towards thq assumption of government responsibility for
public health. By the end of the 1920s considerable
progress had been made in providing medical facilities for
the benefit of the general population. In spite of this
progress however the inter—-war years still witnessed
appalling health conditions amongst the indigenous
population. Until the late 1920s most official reports
stated that 'the general health of the natives was good' or
'satisfactory’. In a few exceptional cases it was said that
'the general health of the natives compares unfavourably
with previous year’'. Some medical officers of course, were
aware that their contact with the indigenous population was
too limited to permit making any such sweeping statements.
The satisfaction about the general health of the ’'natives’
vanished when medical officials began to realize the spread
of sleeping sickness, yaws, leprosy, tuberculosis, cerebro-
spinal meningitis, small pox, dysentery and plague as well
as the helminthic diseases. Most of these diseases were
endemic in British West Africa but at one time or another

some assumed epidemic proportions.




MAJOR DISEASES

Malaria - Malaria is the most common disease in tropical
Africa. The malaria parasites are transmitted to man by
various species of the anopheles mosquito. Of these, the
principal is anopheles gambiae, found throughout tropical
Africa. A. gambiae breeds prolifically in a great variety
of pools ™ of water. Annual medical reports from West
Africa indicate that malaria was the leading cause of
African illness and mortality. Indeed, it is clear from
modern research that malaria was primarily responsible for
the high infant death rates which prevailed in West Africa.

Sleeping sickness - The records of medical writers
during the 19th century and the retrospective enquiries
made by later writers leave no doubt that sleeping sickness
had existed in West Africa and indeed.in the whole of
tropical Africa for hundreds of years.1 There are two
varieties of sleeping sickness - one caused by Trypanosoma
Rhodesiense and the other by Trypanosoma Gambiense. The
former 15 a rapidly fatal 1infection carried from game
animals to man by the tse-tse fly - glossina morsitans.
The sufferer is taken ill soon after i1ntection. This
variety is most prevalent in East Africa.

In contrast, Trypanosomiasis Gambiense, often gives rise
to few or no symptoms for a year or two after infection.
For most of this time the subject’s blood is infectious to
other tsetse flies, so that one case of gambiense sleeping
sickn%fs is capable of spreading the infection over a vast
area. Gambiense sleeping sickness can therefore be an
epidemic “disease, its spread limited to climatic conditions
suitable to the fly, The fly thrives in humid climatic
conditions afforded by the forest zones of West Africa and
in the savannah along rivers and sireams. The Gambiense is
the most prevalent in West Africa.

Before 1900 the West African situation was fairly
static, many endemic foci were present but epidemics were
unusual. However, the pacification and development of this
region - a direct result of British imperialism - produced




the conditions, previously absent, favourable to the
increased spread of sleeping sickness to really epidemic
proportions, and between 1920 and 1940, there were serious

sleeping sickness epidemics in West Africa.

The history of cerebro-spinal meningitis imn Africa is
not clear. The earliest reports of the disease concern
Northern Nigeria and the Sudan in the last decade of the

3 The disease subsequently appeared, not only

19th century.
in local outbreaks but also in devastating outbreaks across
the southern fringes of the Sahara. In this region
therefore, it was said to be not a new disease. Cerebro-—
spinal meningitis is & highly contagious disease associated
with crowded umsanitary conditions as when people huddle
together at night during the dry season in the Northern
Provinces of Nigeria and the northern territories of the
Gold Coast. Cerebro-spinal meningitis is thus a seasonal
disease. The increased mobility created by colonial

administrations in West Africa enhanced the spread of the

disease over larger areas.

That venereal diseases (syphilis and gonorrhoea) were
rife in British West Africa cannot be disputed. 4 Syphilis
is caused by a spirochete known as Treponema pallidum while

Dﬁo’f@ricz,,

gonorrhea 1is caused by Neisseria gonorrhoeae. It has

generally been argued that V.D. was foreign to tropical
Africa5 and was introduced to the region following the
region’'s increased contact with Europeans and Arabs. By the
late 19th century both syphilis and gonorrhea had becone

endemic in West Africa.6 In British West Africa V.D. was




most prevalent in the cities, which then were mainly located
on the coast. In 1927, C.E. Reindorf (African Medical
Officer) reported that his records at the V.D. clinic in
Accra, Gold Coast showed that over seventy-five percent of
the population of the town between the ages of eighteen and
forty—-five suffered from some form of V.D.7 With the growth
of towns and increased communication networks and the
introduction of wage labour the disease became very

widespread in West Africa.

Dysentery was also very common, especially in the rural
areas of West Africa. It was caused either by contaminated

water or by food which was infected by flies.

Smallpox had been prevalent in West Africa before the
introduction of colonial rule but its spread was facilitated
towards the end of the 19th century when the British opened

up the hinterland.8

INCREASED INTERCOMMUNICATION

Colonial administrations in British West Africa had
realized early on that better communications were essential
for the economic development of the region and by the last
decade of the 19th century they had begun to improve the
infrastructure. The transport revolution started off with
the construction of harbours followed by the construction of
railways and roads. In the Gold Coast the railway line
from Sekondi on the Coast to Kumasi in Ashanti was begun in

1898. The line reached the mining centres of Tarkwa in 1901




MAP 2

Map of Nigeria showing railway lines, 1930
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and Obuasi in 1902 and by 1903 had been extended to Kumasi.
Branches of this line reached Prestea in 1911 and Kade in
1927. Another line to Accra was completed to Koforidua in

9 In Sierra Leone the main

1915 and to Kumasi in 1923.
line ran from Freetown to Pendembu, a trading centre near
the boundaries of Liberia and French Guinea; a branch line
ran from Boia to Kanabai servimng the northern provinces.

The construction of the main line was began in 1886, but did

not reach Pendembu till 1308.

In Nigeria the Lagos to Ibadan line was completed
between 1896 and 1900. This line was extended to Jebba in
1909 and to EKano in 1911, The line was Jjoined at Mina by
an extension from Lagos in the south and ran through the
Niger—Benue valley at Jebba. A branch line was constructed
in 1915 from Zaria to Bukuru on the Bauchi Plateau among the
tin fields. This line was meant to serve the mining
industry. The eastern division of the railway began at Port
Harcourt after the discovery in 1909 of coal deposits at Udi
near Enugu. The line passed the coal field of Enugu and
reached the Benue at Makurdi. It was completed in 1927

when the line was extended to Kaduna.

Unfortunately most of the railway lines in Nigeria
passed through the Niger-Benue region an area which had
been classified as a sleeping sickness endemic zone.lo
Increased intercommunication brought about by improvements

in transport facilities meant that the disease could be

carried by infected patients to areas which although




previously free from sleeping sickness harboured plenty of
fly. The sleeping sickness problem was further complicated
by the employment of labourers for the mining industries.
During the 1930s, for example, gold mining camps were
established arocound Abuja and Mina; these created local
conditions for the intensification of transmission. Studies
undertaken of Sleeping Sickness in these mines varied from
5.0 to 15.0 -percent in places where village indices were not

t.ll Similarly, in 1935 the Nigeria

more than 1.5 percen
Government embarked on the relaying of the Kaduna - Mina
railway line. Permanent gangs of labourers were employed,
drawn from all parts of the country. Not only might they
have brought their own local strains of Sleeping Sickness
with them, but in working in an endemic =zone, healthy
labourers contracted the disease, and then infected the
tsetse in clean areas as they moved on. According to =a
contemporary study, there was a twenty percent infection
rate among labourers employed on this undertaking.12 »When
railroad construction finished, these labourers dispersed,
many of them went to work on the gold mines. Labourers
engaged in mining tin or gold in the area were particularly
liable to infection. In the tin-mining area of Wamba in the
Plateau Province, the infection rate among the permanent

labourers on the mines was 46 percent.13

The extent of motor road construction became significant
in the 1920s. Priority was given to roads which served
political as well as commercial purposes. In the Gold
Coast, however, road construction was chiefly confined to

the cocoa-producing areas of the Colony and Ashanti. By the




end of the 1920s a number of communication networks
penetrated Ashanti from Kumasi whence roads also diverged to
the Colony in the South to Takoradi and the mining areas in

the West and +to Cape Coast and Accra.

In Nigeria the presence of tin in the Bauchi Plateau
necessitated the construction of a road from Loki to
Naraguta. The Plateau area was also opened up by a road
from Naraguta through the Lee District of Zaria to Rigacikum
on the Baro - Kano railway and by a light railway from

Naraguta to Zaria.

The opening up of West Africa resulted in a more fluid
population. In former times it was unlikely that an
epidemic in one part of the territory could reach another
before the disease burned itself out. But by 1830 roads
and other transport facilities had brought most towns and
villages into contact with the outside world. Colonial rule
in itself created mnew economic opportunities and improved
transport facilitated the movement of people from distant
parts to mines, plantations and the growing urban

centres.

THE IMPACT OF URBANIZATION ON PUBLIC HEALTH

Urbanization had far-reaching consequences on the public
health of the people of British West Africa. The growth
of towns in Colonial West Africa is best expressed in

tabular form.




Towns in Nigerial4

1921 1931 Percentage
Increase
Lagos 99690 126108 27
Abeokuta 28941 45763 58
Ibadan 238084 387133 63
Kano 94734 97031 91
Zaria 22680 28121 24

The census returns in the Gold Coast for the year 1931
indicated that there was an extensive movement of indigenous
population between the various provinces of the country.
This internal migration was most marked in the Western
Province and in Ashanti, and least evident in the Northern
Territories. Demographic change in the Western Province of

the colony is specially revealing:

Gold Coast: Western Province15

District 1921 1931 . Percentage
Increase
Ankobra 38071 46173 21.3
Axim 40759 51924 27
Seqwi 26008 42060 61.7
Sekondi-Dixcove 54164 73821 36.3
Tarkwa 44525 60983 37
Aowin 6517 99141 50




The two largest increases, in Segwi and Aowin, could be
attributed directly to the development in these areas of the
cocoa planting industry, which together with improvement in

transport, resulted in an influx of strangers.lB

There was
also the usual movement of people towards the industrial
mining area of Tarkwa District and the settlement of aliens
in the Sekondi-Dixcove District, ‘where the development of
Takoradi harbour was the major attraction. Similarly, the
population of Kumasi Province in Ashanti increased from 149,

114 in 1821 to 172, 196 in 1931, an increase of fifteen

percent.

In Sierra Leone the population of Freetown increased
from 44,142 in 1921 to 55,509 in 1931; and in the Gambia
that of St Mary's Island from 95,227 to 14,370 in the same

period.17

Urban demographic growth and its accompanying densities
and pressures upon air, water and space must be borne in
mind if the public health problems of the Colonial
Territories are to be appreciated. Shortage of housing,
over—crowding and insanitary conditions were\major features
of most of the growing towns in British West Africa. Most
houses were poorly ventilated and accommodated several
persons per room, fhus increasing the risk of spreading
such diseases as tuberculosis. In these towns, latrines
and refuse disposal were inadequate, drainage non-existent
and contaminated water common. Unhygienic habits did less

harm in rural areas, where populations were scattered than

among the crowded populations of the towns. Upto the




beginning of the 1930s few urban towns were supplied with
public stand-pipes. Supply was commonly restricted to a few
hours each day:; limited health standards were observed; and
there was little or no supervision of the quality of water
supplied. Besides many people in towns relied on wells,
rivers and other sources that were open to contamination.
Polluted sources of drinking water in densely populated
areas greatly increased the risk of cholera, amoebic

dysentry and diarrhoeal disease.

By 1931, there were in Nigeria complete water schemes in
Lagos, Kaduna Lokoja, Markudi, Kano, Katsina and Enugu.
Partial water supplies were maintained at Benin, Abeokuta,
Calabar, Port Harcourt and the Moor Plantation at Ibadan.l8
From all indications artificial water supplies in Nigeria
were fragmentary and concentrated in the towns. Much of the

work was undertaken, not as might have been expected by the

Public Works Department but by the Geological Department in

19

their hydrological survey of the country. In most areas

with partial water supplies wells provided the alternative
source of supply. Water obtained from wells was never
treated. As late as 1828, there was no prévision for the
bacteriological and chemical examination of water in
Nigeria, not even in connection with the wvarious water
supply schemes in existence, though the Director of Public
Works, C. L. Cox, stressed that regular bacteriological
analysis was essential to establish a standard of purity in

20

water supplies. In the same year a proposal was made to

ihe Colonial Office that a water examiner should be attached

10




to the Government Analyst Department, whose primary duties
would be to make both chemical and bacteriological analyses
of water at the initial and experimental stages of any

scheme.23

In the late 1920s in the Gold Coast only Accra, Sekondi,
Takoradi, Cape Coast and Winneba had any pipeborne water
supplies.22 By 1930, the Gold Coast Government, under Sir
Ransford Slater began to show concern over the
unsatisfactory water supply at Tamale, the administrative
head-quarters of the Northern Territories. This had a
population?;,SOO in 1921 and 12,941 in 1931. Here the water
supply was derived primarily from shallow wells supplemented
by streams, most of which were highly contaminated.
Consequently, the people suffered to a considerable extent

from water borne diseases: in 1930 the medical department at

Tamale treated,

205 cases of dysentry

308 of enteritis and 278 of guinea worm23

By the mid 1930s the Gold Coast goverrnment was also
concerned about the links between trypanosomiasis and water
supply the Northern Territories. Except where wells had
been sunk, the sources of supply in the dry season were from
streams used also by domestic animals. Trypanosomiasis was
rife, especially in the vicinity of streams and rivers in
this area. Hence arose the need to provide altermnative
water supplies in or near the villages, which would remove

the need for people to subject themselves and their animals

11





































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































